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Chairman’s Statement

To address these issues our new strategy
(more information on page 18) sets out a
clear sense of direction for the way services
need to expand and improve.
There are key plans to extend those services
which need to be in the main hospital
building and create a new centre for elective
care. This will give us the space we need to
increase our capacity and meet our key
targets.

Nationally, the NHS is facing a challenging
time as the demand for care is rising placing
hospitals and other services under huge
pressure. At the same time, budgets are
constrained and we are seeing 75% of all
trusts and 95% of acute hospitals in England in
deficit.
Against this backdrop, there are local issues
which are driving up the patient numbers we
are seeing each year. Norfolk's population
has a much older age profile than England
as a whole, with nearly a quarter of Norfolk's
population aged 65 and over.

It has been a year of considerable change. I
would like to express my gratitude to the
whole team for all their inspired work and
dedication, and in particular to our previous
Chief Executive, Anna Dugdale. Now that
our new leadership team is in place and the
newly established management structure to
improve clinical leadership within the Trust,
we are in a position to move forward and
meet the challenges we face with the
support of our expert teams.
I wish to place on record our deep
appreciation of the work of our staff in
ensuring that the thousands of people who
use our health services continue to receive
excellent care.

This presents us with challenges in terms of
caring for many more patients with complex
health needs and dementia. Cancer rates
also increase as the population ages.
In a rural county, it remains important that
we have a thriving acute hospital where
patients can receive expert care without
travelling long distances.
Our role is to meet the needs of patients
within our constrained budget and the
inexorable rise in demand for our services.
This is a difficult task and one that is facing
acute Trusts across the country.
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John Fry
Chairman

Chief Executive’s Statement

My role as chief executive began in August
2015 when I first took up the interim role
before becoming substantive in October.
One of my first priorities was to improve
clinical leadership and accountability across
the Trust. We have a very committed and
caring workforce and we need to ensure that
staff are able to influence the way in which
services are delivered.
New structures
Following a staff consultation we have set up
a clinically led triumvirate management team
for each of the four divisions, with a Chief of
Division who is a senior clinician, a
Divisional Operations Director and a
Divisional Nursing/Clinical Services Director.
The new structure, along with our monthly
Viewpoint discussion sessions, is improving
communications and openness with staff.
The Care Quality Commission report,
published in March 2016, has recognised
that the culture is changing in a positive way
and it also highlighted the overwhelmingly
caring staff looking after patients across the
Trust.
The report has given us clear indicators of
where to improve and the overall rating of
‘requires improvement’ was is in line with our
own self-assessment.
Page 9 of 227

Already many improvements have taken
place since the inspection took place in
November.
Pressure on services
We are facing difficult times with the whole
NHS under pressure and we are no
exception. One of the constraints which
prevents us from meeting our targets is a
lack of capacity. We have also seen an
annual rise of 8% in the number of
emergency patients we are seeing in
2015/16 and this increased demand has a
negative impact on our performance against
the A&E and 18 week national targets. Since
2008/09, the number of ambulance arrivals
has gone up by 69% from 25,700 to 43,438,
day case procedures have risen by 46%
from 62,722 to 91,672 and outpatient
attendances have risen 39% from 540,625
to 752,864.
Building capacity
The N&N hospital is too small and we have
plans to build a new Ambulatory Care and
Diagnostic Centre (ACAD) which will provide
significant day case capacity. There is also
work to do in reconfiguring the children's
emergency department and developing our
services for interventional radiology, cardiac
catheter labs and critical care. To fulfil our
immediate needs, we have installed a new
temporary state of the art operating theatre
to carry out extra day surgery and a new
temporary CT scanner has also been
installed to help cut down patients’ waiting
times.
We are also making use of premises away
from the main hospital site for example
expanding the ophthalmology services at
Grove Road in Norwich to create the Central
Norwich Eye Clinic. At Cromer Hospital, we
want to make more use of the facilities and a
good example of difference it can make to
patients is the ‘chilli patch’ pain relief
treatment being delivered on the site by our
Pain Management Service.

Workforce
As a vibrant and growing organisation, with
many centres of excellence, we need a
skilled and expanding workforce. There are
many schemes designed to ‘grow our own’
employees such as the new intake of
physician associates currently being trained
at UEA. Our Trust ran a successful pilot
called ‘Step into Health’ to facilitate the
transition of service leavers from the military
into civilian employment within the NHS.
Now we are working on this scheme with
five other NHS hospitals around the UK. It is
these sorts of innovative schemes which will
help us in the future. We should not
underestimate the value of our 675
volunteers and the difference they make to
the experience of our patients.
Partnerships
Our aim is to work more closely as a system
with other providers and we have a formal
agreement now with the other Norfolk acute
hospitals and community health services, the
Norfolk Provider Partnership, to improve and
develop key clinical services for patients.
Many of our consultants already work across
the three hospitals, bringing specialist care
to patients in their local area. For example,
the NNUH paediatric orthopaedic department
is now the central hub hospital for three
district general hospitals.
Research
Research and innovation are a key part of
our mission and we maintain close links with
the University of East Anglia. Together we
are capable of leading the world in
innovative techniques and last year a Norfolk
patient became the first woman in the world
to give birth naturally at NNUH with the use
of an artificial pancreas to manage her
diabetes.
Building work has already started on the
Quadram Institute, part of the Norwich
Research Park, which when complete will
house the Norfolk and Norwich
Gastroenterology Centre. It will be the
largest endoscopy unit in Europe and the
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building will also include state of the art
facilities for food-focussed studies to develop
new treatments for patients.
Efficiency
We know from the review into NHS
efficiency carried out by Lord Carter, that we
are one of the most efficient teaching
hospitals in the country. New technology
has a key role to play in improving our
efficiency and our new electronic prescribing
system has now been rolled out to all the
wards at NNUH. The makes huge paper
charts a thing of the past and allows medical
staff to access charts from anywhere in the
hospital, bringing benefits to both patients
and staff. From a cost point of view, the
Carter review found that when compared
with other same treatments at other

hospitals, we are giving excellent value
for money.
However, we are operating in a tough
financial climate and ended the year with a
deficit of £21.9m. There are many
challenges ahead as we change, innovate
and develop new capacity to meet demand
and provide our patients with the best
possible care.
I have been constantly impressed by the
teams I have met since I joined the Trust
and I believe together with our new Trust
strategy we can improve services even
further for the people of Norfolk.

Mark Davies
Chief Executive

Overview of Performance
Welcome to our 2015/16 annual report which gives an overview of our achievements
during the year, covering our service improvements, finances and performance in key
areas. Our Quality Account provides a more in-depth report on how we are continuously
improving quality, safety and patient experience in our hospitals.

Purpose and Activities
The Norfolk and Norwich University Hospital is a 1,200 bed teaching hospital with state-ofthe-art facilities for modern patient care. We work closely with the University of East
Anglia's Faculty of Medicine and Health Sciences to train health professionals and undertake
clinical research. Cromer Hospital on the North Norfolk coast is also a very important facility
for us providing high volumes of care to the relatively isolated, predominantly older
population of North Norfolk.
Our staff of more than 7,000 care for and support patients who are referred to us by
around 100 local GP practices and from other acute hospitals and from GPs around the
country. Our team of more than 650 dedicated and active volunteers is involved in
providing support to patients and staff across both the N&N and Cromer Hospital.
We have a range of more specialist services such as cancer care and radiotherapy,
orthopaedics, plastic surgery, ophthalmology, rheumatology, children’s medicine and
surgery, and specialist care for sick and premature babies.
We have world class facilities, highly skilled staff and low infection rates. Our patients
rate us highly on quality of care and having friendly, approachable staff.

Brief History
We were authorised as an NHS Foundation Trust on 1st May 2008 in accordance with the
National Health Service Act 2006. The NHS Foundation Trust succeeded the NHS Trust
formed in 1994.
We are one of the busiest teaching hospitals in England, serving a population of over
900,000. We are located on the southern boundary of Norwich, and our nearest
neighbouring acute hospitals are the James Paget University Hospital (JPUH) which is
situated 30 miles to the east in Gorleston-on-Sea and the Queen Elizabeth Hospital (QEH),
which is situated 40 miles to the north west in Kings Lynn.
We have developed strategic relationships with both of these hospitals over recent years,
most recently through partnering together to form the Eastern Pathology Alliance (EPA),
with NNUH as the network host laboratory. We have over many years built clinical
networks with the majority of clinical specialities at the James Paget Hospital.
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Amongst local providers there is a recognition of the need to explore closer collaborative
working across clinical networks to ensure that the highest possible quality of care is
available for local people. As a result we have helped to form the Norfolk Provider
Partnership which includes the three acute Trusts and the community Trust in Norfolk.

Key Issues and Risks
The demand for healthcare is at an unprecedented level. We are one of the busiest
hospitals in the country in terms of numbers of patients treated, and emergency
admissions account for a particularly high proportion of our overall occupied bed days.
This is due in part to our patient demographic; the ageing population in Norfolk is
reflected in the size of our older people’s admission numbers, which are significantly
higher than the national average.
The figures below demonstrate the scale of the increase in demand experienced by our
Trust.
Ambulances arriving in A&E
2008/09

2015/16

25,700

43,438

percentage increase
69%

A&E attendances
2008/09

2015/16

percentage increase

84,831

120,421

42%

Day Case Procedures
2008/09

2015/16

62,722

91,672

percentage increase
46%

Outpatient appointments
2008/09

2015/16

percentage increase

540,625

752,864

39%

The twin issues of increased emergency demand and an increase in complex discharges
to other healthcare and social care providers have affected our ability to meet targets and
put huge pressure on staff and services.
At the same time, we have faced significant financial pressures with the impact of
emergency marginal payment rate, tariff reductions, pay and pension increases, price
inflation and other cost pressures mean that we have significant savings to make in
common with all NHS Trusts.
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Since 2010, we have run an annual savings programme seeking improvements in care
quality alongside improved productivity and efficiency. This programme has paid
dividends and we know from the review into NHS efficiency carried out by Lord Carter,
that we are one of the most efficient teaching hospital in the country. From a cost point
of view, the review found that when compared with other same treatments at other
hospitals, we are giving excellent value for money. Despite our efforts our deficit
position at the end of 2015/16 was £21.9m. For more information on finances see page
35.
Leadership changes
During the year, there was a change in the leadership of the Trust when Chief Executive
Anna Dugdale stepped down as the accountable officer in July 2015. Mark Davies was
appointed in the interim CEO role in August 2015 and took up the permanent role of Chief
Executive in November 2015.
The Trust also appointed Richard Parker as interim Chief Operating Officer in March 2015
and confirmed his substantive appointment from January 2016. Mr Parker was also
interim Chief Executive for a short period in July 2015.
Simon Hackwell was appointed as the interim Director of Strategy in November 2015 in
order to lead on the Trust’s strategic developments. Director of Resources Julie Cave left
the Trust in September 2015 to take up a post in another Trust and Sheila Budd became
the acting Finance Director until a substantive appointment is made. Peter Chapman was
appointed as our interim Medical Director in April 2015.

Going Concern Statement
After making enquiries, the directors have a reasonable expectation that the Norfolk and
Norwich University Hospitals NHS Foundation Trust has adequate resources to continue in
operational existence for the foreseeable future. For this reason, the Trust continues to
adopt the going concern basis in preparing the accounts.
Our expectation is informed by the anticipated continuation of the provision of service in
the future, as evidenced by inclusion of financial provision for that service in published
documents. Contracts for Service, being the NHS Standard Contract 2016/17 have been
signed with the Trust’s main Commissioners.

Quality of Care
The Care Quality Commission inspected our Trust in November 2015 and the report was
published in March 2016. The report highlights the caring nature of the service provided
by our staff across the Trust. No part of our service was judged to be inadequate and the
overall rating of ‘requires improvement’ was in line with our own self-assessment as
submitted to the CQC in October.
In the report the CQC has highlighted many areas of outstanding practice throughout the
hospital and found that staff in all the services they inspected were "overwhelmingly
caring" and witnessed "outstanding examples of care" being given to patients and their
relatives, and that the staff consistently "went the extra mile" for their patients.
They also found that the Consultant Medical Staff here were cohesive, loyal to the
hospital and to the senior management team, and proud to work at the trust.
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Urgent and Emergency Services received a good overall rating (and were outstanding for
being effective and caring) and Critical Care received a good overall rating.
A specialist midwife-led 'Birth Reflections" clinic, the heart attack service, care for patients
with dementia, the best trauma outcomes in the region and a range of services in the
Emergency Department were all found to be outstanding.
The main issue arising from the report is an issue of which we are all aware, pressure pressure on staff and pressure on our buildings. That is why we are rapidly developing
plans to increase capacity on site as mentioned earlier in the Directors’ report.
Other improvement projects are already underway in the areas identified by the
inspection team including further recruitment and streamlining recruitment processes,
plans for refinements to patient records and the future move to an Electronic Patient
Record, and looking at developing staff training to help with incident investigation.
An action plan was developed following the publication of the CQC report which was
approved at the Trust Board meeting held in March 2016 and will be implemented during
2016/17.
Respect, dignity and safeguarding
A core element of our services is respect for dignity, protection of vulnerable patients and
of human rights. This is reflected in the strengthening of our specialist Learning
Difficulties and Safeguarding team during 2015/16. Through a series of Trust policies and
protocols, awareness raising, input on the wards and through staff training the dignity
and autonomy of patients is enhanced. This is illustrated, for example, in relation to the
deprivation of liberty safeguards, reporting of female genital mutilation, protection against
domestic abuse and facilitated decision making for patients with dementia. Regular
reports on these issues are received and reviewed through the Trust’s Caring and Patient
Experience Governance Sub-Board.
More details of our quality improvements are given in the quality report on page 116.
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New Theatre for Day Surgery at the NNUH

Pictured: Chief Operating Officer Richard Parker being interviewed about the new unit
A new temporary state of the art operating theatre has opened at the Norfolk and
Norwich University Hospital (NNUH) to carry out extra day surgery.
Around 30 patients a week will be treated in the new space which has been set up
alongside the Day Procedure Unit at the front of the hospital. The new unit consists of an
anaesthetic room, theatre, recovery bay and eight trolley bays. Hospital surgeons and
anaesthetists will be using the operating theatre and caring for hospital patients.
Chief Operating Officer Richard Parker said: “The theatre provides the hospital with vital
temporary capacity. It allows us to meet demand without having to lay out the time or
capital to build new facilities. I think that the use of this kind of innovative technology
really displays the kind of flexibility the hospital is achieving to continue to offer the best
standards of care.”
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A monthly integrated performance report is produced by the Trust which provides details
of how the Trust is performing on key targets such as infection control, cancer waiting
time targets, the A&E target, and the 18 week RTT target, plus finance and staffing
issues.
It is shared widely with the Trust Board, Management Board, the Council of Governors
and with the staff through the monthly Viewpoint sessions. The aim is to keep everyone
informed on how the Trust is performing and describe our progress towards meeting
targets or introducing new quality initiatives.
During the year, we have been meeting with our regulator Monitor to review our
performance and have focused on the Trust’s improvement plans, financial position and
long term strategy.
In terms of addressing performance issues, we have a Transformation Plan in place. It
has several projects and here is a summary:
Patient Flow - aims to reduce length of stay and bring down the level of delayed
discharges.
Breaking the Cycle - focusses on our staff making small changes to help improve
patient safety and patient experience. The first Breaking the Cycle Week was held from
30th September – 6th October 2015 and was followed up at the end of the year with the
‘Perfect Christmas’ initiative.
WardView - is an electronic system which has been rolled-out across the Trust. The
system gives us greater visibility of what each patient is waiting for on the ward.
Radiology – aims to reduce the average wait for an inpatient scan and increase the
productivity of our outpatient sessions. A new temporary CT scanner has been installed
to increase diagnostic capacity.
Theatres project - is driving up theatre utilisation through introducing earlier starts and
better turnaround times. A new electronic system showing the emergency theatre list
status has helped staff to identify efficiencies.
Urgent Care project – aims to meet the four hour target for ED, ensure patients are
seen promptly and reduce ambulance turnaround delays.
Temporary operating theatre - A state of the art temporary operating theatre was set
up alongside the Day Procedure Unit in November to provide additional operating
capacity. The space will help to treat the backlog of patients more quickly and will be
used for approximately two years.
Electronic prescribing - The Electronic Prescribing and Medication Administration
system (EPMA) was rolled out to all the wards, making paper charts a thing of the past
and allowing medical staff to access charts from anywhere in the hospital.
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It has been recognised that delays in discharging patients is a key factor in our
operational pressures and that this requires a system-wide solution. We have been
meeting with the Clinical Commissioning Groups and community Trust to improve the
discharge of medically fit patients, improving patient flow through the hospital. We have
also appointed a Senior Matron to develop and lead the discharge teams and work
alongside the hospital’s Operations Centre to co-ordinate discharge arrangements.
We have made good progress with regard to the cancer targets. However progress with
other elective targets has been difficult as we have regularly needed to use escalation
areas in the hospital, particularly to accommodate medical patients requiring unplanned or
emergency admission to hospital.
Cancellation of surgery for day-case patients due to our need to accommodate medical
patients overnight in the Day Procedure Unit, is indicative and symptomatic of the
capacity demands facing the Trust.
As a result, we have been rapidly developing plans to increase capacity on site – the
hospital is just too small to cope with the huge demands on our services. So we plan to
build an Ambulatory Care and Diagnostic Centre (ACAD), reconfigure the children's
emergency department and develop our services for interventional radiology, cardiac
catheter labs and critical care. Work has already started on the Quadram Institute which
when complete will house the largest endoscopy unit in Europe.

Strategy
We have developed a new five year strategy to meet the challenges we face in terms of
pressure on services, lack of space and increasing demand:
Our Purpose
x
x
x
x

A provider of high quality healthcare to our local population
The centre for complex and specialist medicine for Norfolk and East Anglia
A recognised centre for excellence in research, education and innovation
A leader in helping redesign our health and care system to better align it to the
needs of our population

Our Challenges
x
x
x
x
x

Providing for the changing needs of our population
Seeing more patients with long-term conditions with multiple needs and more
complex arrangements around their discharge from hospital
The need to innovate to provide new specialist treatments and procedures
A difficult financial climate.
Challenges in recruiting some staff
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The plan to meet these challenges:
x
x
x
x
x
x
x

Develop a new ambulatory care day facility to expand capacity for outpatient,
diagnostic and day surgery services
Introduce an Electronic Patient Record across the organisation
Develop services at Cromer Hospital
Support the Divisions to eliminate waste and duplication
Support a 24 hour seven days a week acute hospital service
Maintain and strengthen our tertiary (region wide) specialist services
Become a recognised centre of excellence for stroke, heart attack and cancer
services

What Happens Next
x
x
x
x

Designing and developing a new day facility for outpatient appointments,
diagnostic and day surgery services
Improving the capacity of the hospital’s front door, including appropriate space for
dealing with major emergencies and children’s services.
Investing in our clinical facilities, including cardiology, critical care, radiology,
stroke and cancer services
Working with partners in Norfolk to help ensure a better co-ordinated safe and
timely discharge of frail older patients from hospital
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NNUH deploys successful service personnel re-employment programme

After a successful pilot at the Norfolk and Norwich University Hospital (NNUH), the hospital
is now working with five other NHS hospitals around the UK to facilitate the transition of
service leavers from the military into civilian employment within the NHS.
Working in partnership with The Royal Foundation of The Duke and Duchess of Cambridge
and Prince Harry (The Royal Foundation), Walking with the Wounded (WWTW) and the
Career Transition Partnership (CTP), NNUH has developed Step Into Health.
The programme offers opportunities for all Regular Serving Personnel leaving the services,
including those retired through ill health, injury, or wounds sustained on operations. These
men and women receive support to undertake an individualised work experience attachment
programme which assists their integration back into employment and community life.
Julia Watling, NNUH Head of Learning and Development commented: “The aim is to enable
delegates to undertake an individualised work attachment placement to identify the
potential to transfer their personal skills, knowledge and experience into the health sector.”

Our Services
Our services are divided managerially into four clinical divisions:
x
x
x
x

Medicine
Surgery
Women and Children’s Services
Clinical Support Services

Medical Division
The Medical divisional structure includes the following sub-divisional service groupings:
x

Emergency Medicine Service, including:
- Emergency Department
- AMU
- Urgent Care Centre

x

Medical Patient Flow:
- Cardiology
- Stroke
- Neurology
- Diabetes / Endocrinology / Renal
- Nephrology
- Rheumatology
- Older People Medicine

x

Medical Ambulatory Elective Care:
- Oncology / Palliative Care / Radiotherapy
- Haematology
- Gastroenterology / Endoscopy / Hepatology
- Respiratory / Sleep Studies

Surgical Division
The Surgical divisional structure includes the following sub-divisional service groupings:
x

Surgical Patient Flow, including:
- Trauma and Orthopaedics
- General Surgery
- Urology
- Thoracics
- Breast
- Vascular
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x

Surgical Ambulatory Elective Care, including:
- Dermatology
- Private Services
- ENT
- Oral
- Opthalmology
- Plastics
- Anaesthetics
- Theatres/DPU
- Critical Care
- Pain
- CSSD
- Cromer
- Ambulatory Care

x

Business and Performance Team, including:
- 18 week management
- Cancer management

Women and Children’s Services Division
The Women and Children’s Services divisional structure includes the following subdivisional service groupings:
x

Maternity, including:
- Community Midwifery
- Midwife-led Birthing Unit
- Antenatal Clinic & Ward (Cley)
- Obstetric Assessment Unit/PAWS
- Post natal Ward (Blakeney)
- Delivery Suite

x

Gynaecology, including:
- Cley Ward
- Gynaecology Outpatients
- EPAU

x

Paediatrics, including:
- NICU
- Children’s Day Ward
- Jenny Lind Outpatients
- Children’s Assessment Unit
- Buxton
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Division for Clinical Support Services
The Division for Clinical Support Services divisional structure includes the following subdivisional service groupings:
x

Radiology Services, including:
- Radiology
- Nuclear Medicine

x

Eastern Pathology Alliance, including:
- Clinical Biochemistry & Immunology
- Haematology and Transfusion
- Microbiology
- Blood Sciences
- Cytogenetics
- Phlebotomy
- Andrology

x

Therapies, including:
- OT
- Physiotherapy
- Dietetics
- Chaplaincy
- Clinical Psychology
- Speech and Language Therapy

x

Cellular Pathology, including:
- Histopathology
- Cytology
- Mortuary
- Bereavement
- Biorepository

x

Support Services, including:
- Pharmacy
- Health Records
- Outpatient Records
- Medical Illustration
- Clinical Engineering
This has been addressed through additional staffing and a plan is in place to recover the
position by February.
All of the above are supported by Corporate Services.
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Safety Scans to Spot Breech Babies

Pictured: Jo Keable, Practice Development Midwife scans a patient
Norfolk mothers about to give birth are the first in the country to be offered an ultrasound
scan in order to help spot breech babies before they are born.
The Norfolk and Norwich University Hospital (NNUH) currently delivers 6,000 babies a
year including around 150 full term breech babies. NNUH has been given funding to
provide 25 hand held scanners that will mean safer births for women who had no idea
their baby was not in a head down position.
Jo Keable, Practice Development Midwife, explained that the midwife’s skill at ‘palpating’
or feeling for the baby’s position is 70% effective. Having the scanners would result in
100% effective diagnosis of any breech problems. A late diagnosis during labour that the
baby is in a breech position leads to more emergency caesarean sections and other
problems.
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Key Performance Measures
The year starting in April 2015 and ending in March 2016 was another busy year which
saw increased activity. The number of inpatients rose from 85,465 in 2014/15 to 90,486
in 2015/16.
The number of non-elective admissions (emergencies) rose from 70,662 in 2014/15 to
76,401 in 2015/16. Elective work was affected by the rise in the number of emergency
admissions and fell from 14,903 in 2014/15 to 14,085 in 2015/16.
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In 2014/15, there were 83,724 day cases at NNUH, 5,943 at Cromer Hospital with a total
of 89,667. In 2015/16, there were 84,014 day cases at NNUH, 5,397 at Cromer Hospital
with a total of 89,411.
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In 2015/16 there were 191,721 new outpatient attendances which was slightly less than
2014/15 when there were 211,671. At Cromer Hospital we saw 14,749 new outpatients
in 2015/16 compared to 11,582 in 2014/15 and 31,588 follow up appointments in
2015/16 compared to 27,846 in 2014/15.
140000
120000
100000
80000

NNUHA&Eattendances
CromerA&Eattendances

60000

TotalA&Eattendances
40000
20000
0
1

2

3

4

5

6

7

8

Attendances at A&E at the Norfolk and Norwich rose from 101,101 in 2014/15 to 108,831
in 2015/16. At Cromer Hospital there were 11,233 attendances in 2015/16, up from
10,856 in 2014/15.
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Healthcare Acquired Infections
During the year, there were two cases of hospital acquired MRSA bacteraemia both in
March 2016, following a period of nearly four years were there were zero cases.
One was in a surgical patient where the root cause was acquired via a central line, the
second case is a pseudobacteraemia i.e. MRSA identified in blood culture from a patient
who did not have MRSA sepsis and this was due to contamination whilst taking the
sample.
The first case has undergone an extensive post infection review process and lessons
identified and shared with corresponding action plans. Although there was no harm to the
2nd patient, the issue of contamination raises concern about aseptic technique and this
case has also had a review to identify learning and training needs.
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During 2015/16 there were 32 cases of acquired Clostridium difficile counted as trajectory
against a ceiling of 49.
Fifty six cases occurred and 24 cases were unavoidable i.e. no lapse in care was
identified. The other 32 cases were avoidable and therefore counted against our target.
In 2014/15 the ceiling was 50, the cases recorded were 57, 41 were counted as trajectory
post infection review.

Page 27 of 227

World first for NNUH mum

Pictured: baby Euan
A Norfolk patient became the first woman in the world to give birth naturally with the use
of an artificial pancreas to manage her diabetes.
Catriona Finlayson-Wilkins has Type 1 Diabetes, but she used a cutting-edge artificial
pancreas to produce insulin throughout the duration of her pregnancy, and became the
first woman in the world to give birth naturally to baby Euan, with the use of the
technology.
Dr Helen Murphy, the Principal Investigator of the study in which Ms. Finlayson-Wilkins
participated, said that the new arrival represented an exciting step forward in the
treatment of diabetes in pregnancy. She said: “The artificial pancreas is an exciting new
technology that may help us to treat diabetes in pregnancy and create a group of
healthier mothers and babies.”
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Cancer
For two week waits, we exceeded the target by achieving 96.4% (target is 93%).
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For the 31 day target for diagnosis to treatment, we achieved 97.4% which is above the
target of 96%.
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For 2015/16, we achieved 91.6% against the target of 94% for the 31 day target for
surgery. Although NNUH did not meet the target of 94%, performance has improved
since the previous year, with achievement of the standard in 4 of the 7 months since
September 2015.
Demand exceeding capacity in Plastic Surgery for wider excision procedures and in
Urology for radical surgery have been the main reasons for breaches of the 31 day
standard occurring with this group of patients.
Actions taken to ensure sustainable performance in the future have included the sourcing
of additional surgeon time in Plastics and recruitment into vacant surgical posts within
Urology. New administrative processes have been put in place to ensure the early
identification and escalation of patients needing surgery dates or who are booked outside
of their 31 day target date.
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For the 31 day target for anti-cancer drugs, we achieved 99.2% against a target of 98%.
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For the 31 day target for radiotherapy, we achieved 97.8% against the target of 94%.
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The 62 day target for GP referral to treatment was not achieved with 77% achieved
against the target of 85%.
Performance against this standard has improved over the previous year, although NNUH
like many other Trusts nationally has not met the 85% target. The reasons for this are
many, including continued increase in the number of referrals to nearly 2,000 per month,
insufficient capacity in diagnostics and outpatients, gaps in clinical workforce and surgical
capacity.
Cancer pathways have become more complex in recent years, with additional diagnostic
and treatment techniques now available that ensure that patients survival is increased,
complications are reduced and as many people as possible can enjoy disease free lives as
is possible.
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These techniques are hugely resource intensive (for example all day surgery) which has
added to the pressures of delivering the 62 day pathway. Several significant pieces of
work have been undertaken in the last year to make progress towards the target being
achieved in 2016-17, and it is worth noting that the number of patients waiting over 62
days for treatment or sign off as non-cancer decreased by 68.5% between September
2015 and March 2016 (from 108 to 34).
Key actions have included the provision of additional CT scanning capacity, recruiting into
vacancies with the workforce, detailed demand and capacity analysis for all services, more
rigorous information flows and escalation processes and increased vigilance around
cancer pathway patients amongst clinical and management teams.
NNUH is due to start work imminently on the expansion of its chemotherapy day unit
which will increase capacity from 14 chairs to 24, this will reduce waiting times for
treatment and provide a better patient and staff environment.
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The 62 day target for consultant screening was achieved with 92.9% against a target of
90%.
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100 treatments given to manage pain using Chilli at Cromer
Hospital

The Pain Management Service delivered its 100th dose of a new treatment based on the
Chilli plant at Cromer Hospital in March 2016.
The Pain Management Service is a multi-disciplinary service offering a range of medical
and non-medical techniques to help patients manage long term chronic pain.
The treatment, Qutenza, is based on an ancient theory of managing pain using the chilli
plant. Qutenza uses a super strength chilli preparation and is applied through a patch.
The patch is applied for approximately 60 minutes and is strong enough that it stuns the
nerve endings for a period of up to three months giving patients prolonged pain relief.
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Delayed Discharges
We have continued to work hard to reduce the level of delayed discharges, in conjunction
with colleagues in Norfolk’s Clinical Commissioning Groups and Norfolk County Council
Adult Social Services. The increasing complexity of the needs of our patients on
discharge is resulting in more complex packages of care which takes longer to complete
and this has impacted upon our operational performance. We have also appointed a
Senior Matron to develop and lead the discharge teams and work alongside the hospital’s
Operations Centre to co-ordinate discharge arrangements.
A&E
As a result of the busiest year ever in A&E, we did not meet the national target of 95 per
cent of patients waiting less than four hours in A&E from arrival to admission or
discharge, achieving 85.4% for the year. More information about the increase in demand
and pressures on A&E are shown on page 12 and 26.
Waiting times
Our monthly performance against waiting time targets is shown in the following two
graphs. We have experienced difficulty meeting the 18 week Referral to Treatment
waiting time targets due to the pressures on emergency care. More information is given
in the Directors’ report and the performance overview about our plans to build a new
Ambulatory Care and Diagnostic centre to boost capacity and help us meet these targets.
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Our Financial Performance
Financial position: We experienced the most financially challenging environment since
becoming a Foundation Trust. This is reflected in our financial result for 2015/16, which
is a deficit for the year of £21.9m. This is £9.4m worse than plan which was a deficit of
£12.5m. However, the reported position incudes £9.2m of costs of fines for not meeting
certain key national standards on a consistent basis. Without the cost of fines our
reported position would have been a deficit of £12.7m, more in line with our operational
plan.
Savings: In setting the plan for the year we identified the requirement for a £21.2m
efficiency improvement equivalent to 3.9% of turnover. At the end of the year we had
successfully achieved over £16.7m of these efficiencies, through savings, increased
activity and productivity improvements.
Capacity challenge: However, our main challenge was a lack of capacity to service
unprecedented levels of demand. The nature of that demand was mainly an increase in
emergency admissions, often of the frail elderly who tend to have a longer length of stay
which impacted on our ability to perform our planned elective work. The underlying
impact of this change in patient mix on the Trust’s finances is negative, which coupled
with the cost of the levied fines has resulted in the reported deficit for the year being
worse than plan.
Agency and Locum costs: In addition, we experienced difficulty in recruiting to nursing
and medical posts which meant that we had to rely on agencies to supply us with staff;
the ‘premiums’ attaching to which caused a significant cost pressure in year. Our
difficulty in recruiting experience is consistent with other acute hospitals and action has
been taken Department of Health wide to enforce price caps in 2016/17 which should
result in an overall reduction in the cost of securing staff on a temporary basis in the
future.
Capital Expenditure: We invested £8,257k in new and replacement capital assets
during the year (2014/15: £9,342k), and these were financed by internally generated
resources.
Cash resources: Overall, the deficit in year has had a significant and adverse impact on
our cash which has reduced to a closing position of £31.5m.
Charitable Funding: We are fortunate to be supported by the Norfolk and Norwich
University Hospital Charity, The Friends of Norfolk and Norwich Hospital Charity and The
Friends of Cromer Hospitals. In addition we are again fortunate to receive support from
many external charities and organisations. In 2015/16 we benefited from £0.5m of
donated assets.
Financial risks and opportunities: In assessing the financial risks we face, we have
assessed the external factors which are likely to impact on us. We have identified the key
drivers of change which we believe present both challenges and opportunities to our
future operation. These include:
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NHS England and CCG commissioning intentions; changes to national tariffs and
Commissioning for Quality and Innovation targets (CQUIN); Changes to employment
contracts and Agenda for Change pay rates; ability to recruit to known shortage areas;
the opportunities from the Norfolk Provider Partnership; the development of the
Sustainability and Transformation Plan for Norfolk and Waveney and our links with the
Research park and the UEA.
We continue to focus on managing the risks associated with the drivers for change, which
have been flagged to Monitor/ NHSI, at the same time pursuing improvements in quality,
safety and efficiency and maximising utilisation of our facilities and equipment.
Longer term: We recognise the need to return to a sustainable recurrent financial
position and we are developing a long term financial strategy consistent with the Trusts
operational strategy, which is predicated on the development of additional capacity to
meet the increase in demand and relieve the operational pressures.
The financial information contained within this section is taken from the accounts for the
year ended 31 March 2016, which have been prepared under direction issued by Monitor,
the Independent Regulator of NHS Foundation Trusts.
The full accounts are attached as part of the Financial Statements 2015-16, at the end of
this document.
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NNUH makes no bones about it

The Norfolk and Norwich University Hospital has developed the largest paediatric
orthopaedic department in the region.
The NNUH paediatric orthopaedic department is now the central hub hospital for three
district general hospitals and covers a population of around 1.2million people. The last
seven years has seen the service grow from a general single consultant service to a large
experienced team led by three paediatric orthopaedic consultants, and including
experienced paediatric physiotherapists, nurses and personal assistants.
The service development has involved developing new pathways of care between and
within hospitals, education programmes for nurses, physiotherapists and doctors and
recruitment development within physiotherapy and nursing as well as orthopaedics.
The service development has allowed parallel development of specialist clinics for
congenital and complex problems. These include specialist clinics for limb reconstruction
and cerebral palsy patients.
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Social and Community Report
We aim to be at the heart of the local community serving a large population in a rural
area. We touch the lives of many people as patients, visitors, members, fundraisers,
volunteers and employees. Local people can get involved in a number of ways, principally
through our large membership scheme, but also through our ward assurance audit
programme, patient panel or as a volunteer.
Patient feedback is vital to help us improve the care we provide and we collect the views
of patients in several ways outlined on the following pages:

Patient Feedback
How we gather patient feedback across our Hospitals and the insight it gives to us, has
expanded even further in the last year. Gathering feedback has been extended to cover
Outpatient areas, and all additional ‘free-text’ comments are reviewed and themed,
helping us to understand patients’ views and to make service improvements.
A card system is used for out-patients in the Emergency Department and Minor Injuries
Unit in Cromer Hospital to ensure that they too have an opportunity to give comments
and ‘vote’ on their experiences. from the categories of “Extremely likely” and “Likely”,
through to “Neither”, “Unlikely”, “Extremely Unlikely” and “Don’t Know”.
Patients who visit the Emergency Department also have the choice of giving their
feedback by Freepost postcard or through a touch screen.
Examples of changes made as a result of the Friends and Family Test would include
reducing noise and disturbance at night by providing earplugs to patients who would like
them and by moving the time that the bedside televisions automatically switch on in the
mornings to an hour later.

Insight
We have continued to ask a small number of additional questions to our inpatient surveys,
to assess whether patients feel that all the staff caring for them, introduce themselves
properly. The results have been very encouraging at more than 98% and patients’
responses by individual ward area are reviewed so that we can effect improvements at
individual area levels if required.
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Monthly patient feedback reports at ward level are sent to matrons to share with ward
staff and the reports are discussed at the monthly Patient Experience Working Group,
providing transparency and enabling them to take action to remedy issues and share best
practice.
The Board is updated every month on the key issues highlighted by patients, and actions
taken to resolve them. Our matrons have been using the information from these surveys
to work with our ward teams to improve the care we provide and our Friends and Family
Test score from inpatients has improved and is consistently been above 97%

Quality Assurance Audits
Our Quality Assurance Audit programme involves unannounced inspections by teams
across the hospitals’ wards and clinics most days of the week. Comprising a minimum of
two senior nurses and an independent external representative from the community, the
teams visit a ward or clinic and inspect the standards of care provided to patients in that
setting including cleanliness, assistance with meals, privacy & dignity, involvement in care
planning and records.
Our independent external representatives are mainly from local voluntary and community
groups such as Age UK, the Older People’s Forum, tutors from the university and patient
groups and are primarily responsible for talking with patients and families and listening to
their feedback. At the end of each audit all members of the team share their findings
with the ward they have visited with any action points for improvement.
One of the strengths of this Quality Assurance Audit programme is that it provides an
opportunity for peer reviews and the sharing of good practice. The daily results are
shared with all relevant clinical and managerial staff and are reported monthly to the
Trust Board. Feedback from patients is actively sought, especially by our external audit
team members and we use this to help inform on-going improvements in the services we
provide.
To explain and detail initiatives and changes we have implemented as a result of these
audits, we hold periodic bespoke update events for our external audit team members.
Examples of changes made would include reducing noise and disturbance at night by
providing earplugs to patients who would like them and by moving the time that the
bedside televisions automatically stitch on in the mornings to an hour later

Carers’ Strategy
A Carers’ Strategy is in place to improve engagement with carers and to provide support
to carers to maintain their physical and mental wellbeing.
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Hospital ‘overwhelmed’ with Sensory Band support from
across the UK and world

Knitters from around the globe responded to an appeal by the Norfolk and Norwich
University Hospital (NNUH) for sensory bands to be made for patients with dementia.
The appeal has received an incredible response with huge numbers of sensory bands
arriving daily from knitters as near to the hospital as Cringleford, to far flung places such
as Florida, France, Ireland, Scotland, Isle of Wight and the Channel Islands.
Integrated Dementia Services Project Manager, Liz Yaxley, explained: “The sensory band
was designed to help people find comfort in tactile stimulation which they may be
missing, especially when they are away from home. The bands can be reassuring and
help people to feel more relaxed and safe.
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Patient Information Forum
We have a Patient Information Forum, which is responsible for ensuring a consistent
standard in the design and production of high quality information leaflets for patients. All
information is approved by the Forum and conforms to an agreed format to ensure that it
is jargon free, accessible, accurate and appropriate for the intended audience. The
Forum comprises of representatives from different professional disciplines.

Volunteer work to improve the Patients’ Experience
We currently have more than 650 volunteers and work with a wide variety of external
voluntary groups to support us and enhance the experience of our patients.
Our volunteers are placed throughout Norfolk and cover services over seven hospital sites
and also in the community.
Volunteers have been specially trained to support appropriate patients at mealtimes, to
provide therapeutic massage and dementia support volunteers have been introduced to
work alongside the dementia support workers on OPM wards, and in addition to this some
specialist roles have also been established such as reading aloud, breast feeding support
and music therapy.
A regular team of volunteers support our school of medicine assisting them with
registering students and providing refreshments on exam days.
Fundraising volunteers have been assigned to our fundraising manager and assist her
with all kinds of fundraising events and activities. Bleep buddies carry bleeps and can be
contacted by staff hospital-wide. They are mainly used by secretaries, administration
staff, receptionists and the volunteers’ office for ad hoc errand running, note collecting,
patient escorting and wheelchair pushing duties.
In addition, a team of volunteers carry out audits and surveys gathering patient
experience data from our inpatients on iPads They also collect card surveys from our
outpatient clinics and conduct telephone surveys with patients the day after discharge.
The community “Settle in Service” was launched last summer and has proved a great
success. Our ‘Settle-in’ volunteers meet patients as they return home and carry out some
simple checks around the home. Duties include making a cup of tea, unpacking patient’s
bags, checking the central heating is working and ensuring there are some basic grocery
supplies such as bread and milk in the cupboards. Volunteers can also arrange for
patients to be helped or referred to other services where necessary who are able to offer
on-going support after discharge.
As part of our volunteer training programme ALL new volunteers are now trained as
dementia friends.
New roles currently being established for the coming year are a team of specialist
palliative care support volunteers and a team of autism friends.
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Health Overview and Scrutiny Committee
The Health Overview and Scrutiny Committee is part of Norfolk County Council and its
role is to scrutinise the local health service, ensuring that patients and the public are
properly involved in any changes to services. The committee has examined issues such
as ambulance turnaround times at A&E and discharge from hospital, looking at the
arrangements in our hospital and others locally.

Healthwatch
Healthwatch was set up in April 2013 following new legislation covering public
engagement with the NHS. Healthwatch England is the national consumer champion in
health and care. It has significant statutory powers to ensure the voice of the patient is
strengthened and heard by those who commission, deliver and regulate health and social
care services.
Healthwatch members have been part of our quality assurance audit process and
Healthwatch members have also assisted in gathering feedback on the Urgent Care Unit
when it was first established.

Membership scheme
As an NHS Foundation Trust, we have a membership scheme with over 16,000 public
members. Members receive a copy of our magazine The Pulse and they are invited to
talks on health topics and events such as our open day and fete. Members also give their
views on health priorities and other issues. More information about membership is given
in the Council of Governors’ section of the Director’s report on page 47.

The Fundraising Connection
Norfolk and Norwich University Hospitals NHS Foundation Trust is the Trust’s registered
charity. Our objective is to improve the health and wellbeing of NHS patients who use the
services of the Trust’s hospitals.
We make grants to pay for equipment, facilities or amenities which enhance and
supplement what the Trust provides with its NHS funds. This year we raised £2.303m
largely through the generosity and tireless efforts of donors and supporters in the local
community as well as the Trust’s own staff.
During the year, the charity spent £1.1m on charitable activities across the two hospital
sites.
This expenditure included the purchase of: digital endoscopes, ultrasound scan trainer,
corneal tomography machine, digital spyglass scope, simulation recording system,
haemofiltration machines, bladder scanners, memory day room for patients with
dementia, hysteroscopes and flexible video cystoscopes.
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The Charity's general fundraising for its wards and departments benefited from
outstanding support from donors and fundraisers in the local community — typically
patients and their families, friends and colleagues. In addition online sponsorship and
giving showed promising growth and we have used social media to highlight activity and
to thank supporters.
We have a varied calendar of fundraising events on site from Summer and Christmas Fairs
to an annual Bike ride and increasingly staff and the public use these events to raise
money for their favourite ward or department. We are grateful to the support from
corporate partners, community organisations other charities including Friends of NNUH
and Friends of Cromer & District Hospitals.

Environmental responsibility
The Trust is conscious of its potential impact on the environment and is seeking to
mitigate this through the promotion of cycling, waste recycling and its Carbon Reduction
Plans.
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Hospital Best in UK for Volunteering

Pictured: Volunteers at Cromer Hospital
Norfolk and Norwich University Hospital (NNUH) Volunteers service has become the first
organisation in the UK to achieve re-accreditation of the prestigious ‘Investing in
Volunteers’ quality standard for the fourth time.
Similar to ‘Investors in People’, this prestigious award is designed to show that
organisations value their volunteers and provide them with appropriate training and
support as well as a professional recruitment process and investment.
Deirdre Cubitt, NNUH Volunteer said: “I find volunteering at the hospital so very
rewarding and I feel it benefits both me and the hospital. The staff on the ward are
wonderfully friendly and make me feel invaluable. I hope my contribution helps them and
I hope I am able to enhance the experience for our patients while they are in our care,
it’s my way of giving something back.”
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Approval of the Performance Report

I confirm my approval of the Performance Report:

Mark Davies
Chief Executive
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Date: 25 /05/2016

Accountability
Report
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Directors’ Report
Board of Directors
The Board of Directors has overall responsibility for the operational management of the
Trust and is charged by statute with ultimate responsibility for the Trust’s corporate
affairs in both strategic and operational terms. It is responsible for the design and
implementation of agreed priorities, objectives and the overall strategy of the Trust.
The composition of the Board of Directors is specified in our Constitution to have a
majority of independent Non-Executive Director members. The Board comprises six
Executive Directors and seven Non-Executive Directors (including the Chairman).
In accordance with the Trust’s Constitution, the Non-Executive Directors are appointed by
the Council of Governors, typically for a three-year term of office and they usually serve
two such three-year terms unless otherwise determined by the Council of Governors. One
of the Non-Executive Directors is nominated by the University of East Anglia.
Monitor’s Code of Governance recommends that NHS Foundation Trusts should identify
one of its Non-Executive Directors as Senior Independent Director (SID). The Board has
identified Mr Tim How as Senior Independent Director.
The Board meets in public every other month and otherwise as required and in
accordance with Standing Orders. The Board Agendas are formulated to ensure that time
is devoted to strategic, operational and financial matters and there is a strong focus on
the quality and safety of clinical services for patients. The Board has approved a Scheme
of Delegation of authority and a Schedule of Matters Reserved for decision by the Board.
The Trust’s Constitution sets out a process for resolution of any conflict between the
Board and Council of Governors in the unlikely event that the Chairman cannot achieve
such resolution.
Who is on the Board of Directors?
Executive Directors
Chief Executive
Mark Davies was appointed as Interim Chief Executive of the Trust in August 2015 and as
Chief Executive from November 2015. Mark has over 20 years’ experience as chief
executive of NHS hospital trusts, including Hammersmith Hospitals and St Mary’s Hospital
Paddington. He was CEO of the first Academic Medical Centre in the UK, Imperial College
Healthcare NHS Trust. Immediately prior to joining the Trust Mark was Improvement
Director at Monitor, the independent regulator of foundation trusts. Mark leads the
executive team responsible for the overall leadership of our hospitals.
Acting Director of Finance
Sheila Budd became Acting Director of Finance in September 2015, having previously
worked as our Deputy Director of Finance for many years.
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Sheila is a chartered accountant and joined the Trust in 2004 having previously been a
Director of Audit with Ernst & Young. Sheila leads our financial services team and on the
development and delivery of financial strategy, contracting and procurement.
Interim Medical Director
Peter Chapman is responsible for providing professional strategic medical advice to the
Board and leadership on clinical quality and safety and clinical research. Peter is a
Consultant Orthopaedic Surgeon specialising in hand and wrist surgery and he was
appointed as Interim Medical Director from April 2015. Peter chairs our Clinical Safety
Sub-Board and Clinical Effectiveness Sub-Board.
Director of Nursing
Emma McKay was appointed Director of Nursing in November 2012. Emma is a
registered General Nurse (RGN) and is responsible for nursing leadership in the Trust and
for providing professional nursing guidance to the Board. Emma is the executive lead on
patient experience, infection prevention and control and safeguarding. Emma chairs our
Caring and Patient Experience Sub-Board.
Director of Workforce
Jeremy Over was appointed as Director of Workforce from October 2014 and is an
experienced HR Director. Jeremy is responsible for our staff learning and development
and Human Resources functions including recruitment, payroll and workplace health,
safety and well-being. Jeremy chairs our Workforce Sub-Board and Non-Clinical Safety
Sub-Board.
Chief Operating Officer
Richard Parker was appointed as Interim Chief Operating Officer in March 2015 and then
as substantive Chief Operating Officer and a member of the Board from January 2016.
Richard also served as our Acting Chief Executive from 15 July to 2 August 2015. As
Chief Operating Officer Richard is responsible for the operational performance of the
Trust, in addition to capital planning and estates management. Richard chairs our
Executive Performance Committee.
Non-Executive Directors
Chairman
John Fry was appointed Chairman of the Foundation Trust in May 2013. In April 2016
John was reappointed by the Council of Governors for a second three year term. John,
was chief executive of regional media group Johnston Press from 2009 to 2012, and
before that was chief executive of Archant, a private company which publishes
newspapers and magazines across the UK including the Eastern Daily Press and Evening
News. John is Chairman of both the Board of Directors and of the Council of Governors
and the Board’s Remuneration Committee and Nominations Committee. He is a member
of the Board’s Finance and Investments Committee.
Matthew Fleming is a former soldier, a professional cricketer who captained Kent and
played for England. He is President-elect of the MCC and a Governor at Norwich Hewett
Academy. Matthew was appointed as a Non-Executive Director in November 2011 and
reappointed for a three year term in November 2013. Matthew is a member of the
Board’s Audit Committee, Nominations and Remuneration Committees and he chairs the
Charitable Funds Investment Committee.
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Tim How was appointed Non-Executive Director in August 2013. In April 2016 Tim was
reappointed by the Council of Governors for a second three year term. Tim is Chairman
of Roys (Wroxham) Ltd, and Non-Executive Director of Dixons Carphone Plc and of
Henderson Group Plc. Tim is a member of the Remuneration and Nominations
Committees and Chairman of the Finance and Investments Committee. Tim is the Senior
Independent Director for the Trust.
Mark Jeffries is a solicitor, formerly senior partner and now consultant at the national
law firm Mills & Reeve LLP. Mark is Non-Executive Director of R G Carter Holdings Ltd
and N W Brown Group Ltd. He was a trustee of the Norfolk Community Foundation from
2006-11. Mark was appointed as a Non-Executive Director in November 2011 and
reappointed by the Council of Governors for a further three years from November 2014.
Mark is a member of the Board’s Remuneration, Nominations and Audit Committees. He
also chairs our Quality and Safety Committee.
Professor David Richardson is Pro-Vice Chancellor of the University of East Anglia.
David was appointed as Non-Executive Director from September 2014. David is a
Microbiologist with particular research interests in the biochemistry of environmentally
and medically important bacteria. David is a member of the New Anglia LEP Board and
chair of the Norwich Research Partners LLP. He is also a member of the Health Education
East of England Board. David is a member of our Finance and Investments Committee.
Angela Robson is a chartered accountant who has worked at JP Morgan and Goldman
Sachs and is now Deputy Vice-Chancellor of Norwich University of the Arts. Angela is a
trustee of the Theatre Royal and a Director of the Diocesan Board of Finance. Angela was
appointed as a Non-Executive Director for a three year term from 1 November 2011 and
reappointed by the Council of Governors for a further three years from November 2014.
Angela is Chair of the Audit Committee and is a member of the Nominations and
Remuneration Committees.
Sally Smith QC is an eminent Barrister and was appointed as a Non-Executive Director o
the Trust from 1 September 2015. Sally has served on ethics committees with
organisations including the Medical Research Council, the Royal College of Physicians and
St Thomas’ Hospital in London. Sally is a member of our Quality and Safety Committee
and the Nominations Committee.

Changes during the Year
There were a number of changes to the Board during the year:
x Anna Dugdale stepped down as Chief Executive in July 2015 having been Chief
Executive since 2008 and Director of Resources before that;
x Julie Cave left the Trust in September 2015 having been Director of Resources since
2009;
x Liz Ollier’s term as a Non-Executive Director ended in June 2015 having been a
member of the Board of the Foundation Trust and the NHS Trust before that since
2007.
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Division of responsibilities
There is a clear division of responsibilities between the Chairman and Chief Executive.
The Chairman is responsible for:
x
x
x
x

providing leadership to the Board of Directors and the Trust;
facilitating the contribution of the Non-Executive Directors to the success of the
Trust in the delivery of high-quality healthcare;
ensuring effective communication with the Council of Governors;
the annual evaluation of the performance of the Board and its committees and
implementing any action required following such evaluation.

The Chief Executive is responsible for:
x
x
x
x

working with the Chairman to ensure the development of strategy that is supported
by the Board as a whole;
overseeing operational implementation of the strategic objectives of the Trust;
creating a framework of values and objectives to ensure the delivery of key targets,
and allocating decision-making responsibilities accordingly;
ensuring effective communication with employees and taking a leading role, with
the Chairman, in building relationships with key external partners and agencies.

Independence of Non-Executive Directors
The Non-Executive Directors bring wide and varied experience to the Board. They also
play a crucial role via the assurance committees of the Board.
There is full disclosure of all Directors’ interests in the Register of Directors’ Interests.
The Register is held by the Board Secretary and is publicly available on our website
(www.nnuh.nhs.uk).
Any actual or potential conflicts of interest are dealt with in accordance with procedures
set out in the Standing Orders for the Board of Directors. The Chairman has not declared
any significant commitments that are considered material to his capacity to carry out his
role. The Board considers that the Chairman and the Non-Executive Directors satisfy the
independence criteria set out in Monitor’s Code of Governance.
The Board has considered Professor Richardson’s role as Vice Chancellor of the University
of East Anglia, which has a material business relationship with the NHS Foundation Trust,
and whether this could affect or appear to affect his independence as a Non-Executive
Director. The Board noted that Professor Richardson’s role with the University does not
require a direct operational relationship with the Trust and, when this is viewed in
conjunction with the safeguards against conflicts of interests as set out in the Board’s
Standing Orders, the Board considers that Professor Richardson satisfies the criteria for
‘independence’.
In accordance with Regulations overseen by the Care Quality Commission, Foundation
Trusts are required to ensure that all directors meet the requirements of the ‘fit and
proper persons test’ and do not meet any of the criteria that would exclude them from
holding such a directorship.
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The Trust has ensured compliance with this requirement through use of a ‘toolkit’ issued
by NHS Employers, NHS Confederation and NHS Providers following consultation with the
CQC. The Board can accordingly confirm that all its director level appointments meet the
‘fit and proper persons test’.
The Board’s Committees
The Board makes a distinction between management responsibility (led by the Chief
Executive) and independent assurance responsibility (led by the Non-Executive Directors).
There are five committees of the Board – Audit, Nominations, Remuneration, Quality and
Safety and Finance and Investments. The committees’ Terms of Reference and our
Internal Control Framework allocate specific assurance responsibilities between the
committees.
Audit Committee:
The Committee consists of Non-Executive Directors only. The Committee is chaired by
Angela Robson with Mark Jeffries and Matthew Fleming completing the membership. As
required by Monitor’s Code of Governance the external and internal auditors are normally
in attendance at Committee meetings. Directors and senior managers also attend as
required. The Chair of the Audit Committee meets regularly and separately with the
External Auditor and the Head of Internal Audit.
The Committee continuously reviews the structure and effectiveness of our internal
controls and risk management arrangements. It also monitors progress to ensure that
any remedial action has been or is being taken by management in any areas of identified
weakness. It oversees an agreed programme of external and internal audit.
The Trust’s external auditors, PriceWaterhouseCoopers LLP, were appointed by the
Council of Governors for a three year term from 2013/14 following a formal tender
process and in accordance with recommendation from the Audit Committee. The fees for
the external audit are set out in note 6 of the financial statements.
Auditor Independence and Non-Audit Services
As a minimum, the Audit Committee reviews and monitors the external auditor’s
independence and objectivity. The Trust has a policy by which non-audit services and
fees provided by the external auditor are approved. In addition to undertaking the
external audit of financial statements and assurance work on the Quality Report, the Trust
engaged PriceWaterhouseCoopers LLP to provide the following additional services during
the financial year:
x
x
x

Analysis of the VAT impact of the procurement of agency staff
Governance review (commissioned in April 2015)
Specialist advice on review of risk management Strategy.

PriceWaterhouseCoopers has also been ‘paired’ to work with the Trust through the
Financial Improvement Programme procured by NHS Improvement (Monitor). Non-audit
fees for the year are disclosed in note 6 of the financial statements.
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PriceWaterhouseCoopers LLP is also the external auditor of Norfolk and Norwich
University Hospitals NHS Foundation Trust Charitable Funds of which the Trust Board of
Directors is the Corporate Trustee. The fees in respect of this engagement were £6,000
(excluding VAT).
The Chair of the Audit Committee confirms the independence of the external auditors to
the Council of Governors at its meeting where the Annual Report and Accounts was
presented and also reports any exceptional issues to the Governors during the course of
the year.

Statement as to disclosure of the auditors
The Executive and Non-Executive Directors who held office at the date of the approval of
the Directors’ report confirm that, so far as they are aware, there is no relevant audit
information of which PriceWaterhouseCoopers LLP (the Trust’s external auditor) is not
aware. They also confirm that they each have taken all reasonable steps in order to
make themselves aware of any relevant audit information and to establish that
PriceWaterhouseCoopers LLP knows about that information.
Code of Governance
The Norfolk and Norwich University Hospitals NHS Foundation Trust has applied the
principles of the NHS Foundation Trust Code of Governance on a comply or explain basis.
The NHS Foundation Trust Code of Governance, most recently revised in July 2014, is
based on the principles of the UK Corporate Governance Code issued in 2012.
Main Activities of the Audit Committee during the Year Ended 31 March 2016
The Audit Committee met on 4 occasions during the year ended 31 March 2016.
The focus of the Committee was on:
x governance, risk management and internal control;
x internal audit;
x external audit;
x other assurance functions;
x financial reporting.

During the course of the year the Audit Committee received audit reports from the
internal auditors, RSM. These included audits relating to financial control, rostering and
agency staffing, consultant job planning, clinical research, income and debt management
and cyber security. The Chair of the Audit Committee meets regularly and separately with
the External Auditor and the Head of Internal Audit.
The Committee received regular reports from the Local Counter Fraud Service including
reviews with regard to processes in place to prevent, deter and detect invoice fraud.
In March 2016 the Committee reviewed and agreed the External Audit Annual Plan for the
2015/16 audit. The financial performance of the Trust for 2015/16 was reviewed by the
Auditors during April and May 2016 and presented to the Committee in May 2016.
Foundation Trusts are required to commission an independent external review of
governance every three years. The Board commissioned such a review, from
PriceWaterhouseCoopers (PWC), to report during 2015/16. PWC also provides the
external audit service to the Trust.
Page 52 of 227

Measures were put in place to avoid potential conflicts of interest and any impediment to
the interests of either the external audit or governance review functions, which are
carried out by separate teams. Appointment of PWC for the governance review was
authorised in accordance with the Trust’s established policy on the engagement of
external auditors for non-audit services and has been disclosed to the Council of
Governors in accordance with that policy.
Nominations Committee:
The Committee consists of Non-Executive Directors and the Chief Executive. It is Chaired
by John Fry. The other members of the Committee are Matthew Fleming, Mark Jeffries,
Tim How, Angela Robson and Sally Smith QC. The Secretary to the Committee is the
Board Secretary.
The Committee meets as required and usually no less than once a year. In the case of
Non-Executive Director vacancies, the Committee is responsible for putting forward a
short-list of suitable candidates for appointment by the Council of Governors.
During the period of this report, the Nominations Committee initiated the process for
identifying potential candidates to replace Mrs Ollier as Non-Executive Director which
resulted in the appointment by the Council of Governors of Sally Smith QC.
In the case of Executive Director vacancies, the Committee is responsible for identifying
suitable candidates to fill vacancies as they arise. During the period of this report the
Committee oversaw the process for appointment of Mr Davies as our Chief Executive and
Mr Parker as our Chief Operating Officer. Both appointments were conducted with the
assistance of recruitment agents, as was the recruitment of Sally Smith QC, and the
appointment of the Chief Executive was approved by the Council of Governors.
The Committee also approved appointment of Mrs Budd as Acting Director of Finance.
Remuneration Committee:
The Committee consists of the Chairman of the Trust and at least two other NonExecutive Directors. During the period of this report, its membership consisted of John
Fry (Chair), Matthew Fleming, Mark Jeffries, Tim How and Angela Robson. The
Committee meets as required, at least once a year. The Committee considers levels of
remuneration for executive directors and other senior posts that come within the
Committee’s remit, by reference to other organisations and NHS Foundation Trusts in
particular. The Committee recommends and monitors the level and structure of
remuneration for senior managers. The Secretary to the Committee is the Board
Secretary. Attendance at meetings of the Board of Directors and committees is shown in
the following tables.
Quality and Safety Committee:
The Quality and Safety Committee of the Board was established in October 2015 to
provide additional capacity for Non-Executive led scrutiny and assurance to the Board
concerning quality and safety matters. The Committee has a membership of 6, including
two Non-Executive Directors, Chief Executive, Chief Operating Officer, Director of Nursing
and Medical Director. The Committee routinely meets 6 times a year. In its early
meetings during 2015/16 matters considered by the Committee have included the
operation of the Trust’s clinical governance systems and processes, our procedures for
learning from incidents and for implementing recommendations from national reports.
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Finance and Investments Committee:
The Finance and Investments Committee of the Board was established in October 2015 to
provide additional capacity for Non-Executive led scrutiny and assurance to the Board
concerning finance and investments. The Committee has a membership of 6, including
three Non-Executive Directors, Chief Executive, Chief Operating Officer and Director of
Finance. In its early meetings during 2015/16 matters considered by the Committee have
included the Trust’s financial plans for the forthcoming year, the existing Trust estate and
planned capital investments.
Attendance at meetings of the Board of Directors
The Board meets in public bi-monthly and otherwise as required and in accordance with
Standing Orders. During this year the Board of Directors met on 12 occasions - 6
meetings in public and 12 meetings in private.

Name of Director

Number of Attendances

Mr John Fry

12

Mrs Sheila Budd1

6

Mrs Julie Cave2

5

Mr Peter Chapman

12

Mr Mark Davies3

7

Mrs Anna Dugdale4

4

Mr Matthew Fleming

11

Mr Tim How

11

Mr Mark Jeffries

12

Mrs Emma McKay

12

Mrs Elizabeth Ollier5

3

Mr Jeremy Over

12

Mr Richard Parker6

3

Prof David Richardson

9

Mrs Angela Robson

10

Miss Sally Smith QC7

7

1

Mrs Budd was appointed as Acting Director of Finance from September 2015.

2

Mrs Cave left the Trust in September 2015.
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3

Mr Davies was appointed as Interim Chief Executive in August 2015 and as Chief
Executive in November 2015.
4

Mrs Dugdale stepped down as Chief Executive in July 2015.

5

Mrs Ollier left the Trust in June 2015.

6

Mr Parker was appointed to the Board as Chief Operating Officer from January
2016.
7

Miss Smith was appointed as Non-Executive Director from September 2015.

16 Sept 2015

11 Dec 2015

16 Mar 2016

Mrs Angela Robson (Chair of Committee)

22 May 2015

Attendance at meetings of the Audit Committee
The Audit Committee meets quarterly and met on 4 occasions during the year.

9

9

9

9

Mr Matthew Fleming
Mr Mark Jeffries

9

9

Mrs Liz Ollier

9

X

9

X

9

9

31 Jul 2015

25 Sept 2016

12 Oct 2015

27 Nov 2015

Mr John Fry (Chair)

26 Jun 2015

Nominations Committee – meeting and attendance
The Nominations Committee met on 5 occasions during the year.

9

9

9

9

9

Mr Mark Davies

9

X

9

Mrs Anna Dugdale

9

Mr Matthew Fleming

9

X

9

9

9

Mr Tim How

9

9

9

X

9

Mr Mark Jeffries

9

9

9

9

9

Mrs Angela Robson

9

X

9

X

9

9

9

9

Miss Sally Smith QC
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26 Jun 2015

31 Jul 2015

25 Sept 2016

12 Oct 2015

27 Nov 2015

Remuneration Committee – meeting and attendance
The Remuneration Committee met on 5 occasions during the year as follows:

Mr John Fry (Chair)

9

9

9

9

9

Mr Matthew Fleming

9

X

9

9

9

Mr Tim How

9

9

9

X

9

Mr Mark Jeffries

9

9

9

9

9

Mrs Angela Robson

9

X

9

X

9

19 Oct 2015

14 Dec 2015

9 Feb 2016

Quality and Safety Committee – meeting and attendance
The Quality and Safety Committee routinely meets bi-monthly and met on 3 occasions
during the year including its inaugural meeting in October 2015.

Mr Mark Jeffries (Chair of Committee)

9

9

9

Mr Peter Chapman

9

9

9

Mr Mark Davies

9

9

9

Mrs Emma McKay

9

X

9

Mr Richard Parker

X

9

9

Miss S Smith QC

X

9

9

Finance and Investments Committee – meeting and attendance
The Finance and Investments Committee routinely meets quarterly and otherwise as
required. The Committee met on four occasions during the year including its inaugural
meeting in October 2015 as follows:
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5 Oct 2015

22 Dec 2015

22 Jan 2016

16 Mar 2016

Mr Tim How (Chair of Committee)

9

9

9

9

Mrs Sheila Budd

9

9

9

9

Mr Mark Davies

9

9

9

9

Mr John Fry1

1

X

Mr Richard Parker

9

X

X

9

Professor David Richardson

X

9

X

9

Mr Fry became a member of the Committee in March 2016.

Board performance
The Board of Directors oversees performance through receipt and scrutiny of a monthly
Integrated Performance Report (IPR). The IPR includes standard quality and safety
metrics, details of operational performance against relevant national targets and updates
on workforce issues and the financial position. The action being taken to reduce
identified high level risks is also detailed.
The meetings of the Board of Directors are managed to ensure that actions are followed
up and the Board’s reporting requirements are adhered to.
During the course of the year, the Board reviewed its capacity, and that of the
management team, to address the current and future challenges facing the Trust.
Consequently the Board decided to create a new position of Chief Operating Officer which
became substantive in January 2016.
In addition the Board approved restructuring of the Divisions across the Trust to enhance
and strengthen clinical leadership. Each of the four Divisions is now led by a clinical Chief
of Division as part of a leadership triumvirate with a Divisional Operations Director and
Divisional Nursing Director (or equivalent in our Clinical Support Services Division).
In accordance with its established practice, the Board carried out an annual review of its
performance and that of its Committees and Chairman through a process facilitated by
the Board Secretary to gather the views of all Board members.
Following this collective self-assessment, and the actions to enhance Board and
management capacity outlined above, the Board confirms the following in relation to its
roles, structure and capacity:
x

the Board maintains its Register of Interests which is publicly available on the Trust’s
website. Mr Jeffries has declared his role as Non-Executive Director with R G Carter
(Holdings) Ltd and accordingly takes no part in discussion or decision of matters that
may relate to the relationship between this party and the Trust. Otherwise the Board
can confirm that there are no material conflicts of interest in the Board
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x

the Board is satisfied that its Directors are appropriately qualified to discharge their
functions

x

the Board is satisfied as to its own balance, completeness and appropriateness to the
requirements of the Foundation Trust

x

the Board’s revised Committee and governance structure is appropriate and its
progress and efficacy is regularly reviewed.

x

The Board considers that it has an appropriate balance of expertise and experience
and it has access to specialist advice, as required.

During the year, performance evaluation of the executive directors has been undertaken
by the non-executive directors and Chief Executive. The Chair of the Audit Committee is
a Non-Executive Director with recent and relevant financial experience.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has applied the
principles of the NHS Foundation Trust Code of Governance on a comply or explain basis.
The NHS Foundation Trust Code of Governance, most recently revised in July 2014, is
based on the principles of the UK Corporate Governance Code issued in 2012.

Council of Governors
The Council of Governors is chaired by John Fry who, as Chairman of the Trust, acts as a
link between the Council and Board of Directors. Directors regularly attend meetings of
the Council of Governors and feedback from the Council is a standing agenda item on
meetings of the Board of Directors so that the Board is informed of the views of our
Members as represented by the Governors.
The Council of Governors is responsible for representing the interests of Foundation Trust
members and partner organisations in the governance of the Trust. The Council receives
regular reports from the Chief Executive and other Executive Directors on relevant
operational and strategic matters. The Council of Governors has a number of specified
statutory responsibilities which it has satisfied during the course of the year. In particular
the Council has:
x
x
x
x

Received the Trust's Annual Report and Accounts
Approved the appointment of Sally Smith QC as a Non-Executive Director
Expressed views for consideration by the Directors in preparing the Trust’s strategic
plans
Approved the appointment of Mr Davies as the Trust’s Chief Executive.

In April 2016 the Council also reappointed Mr John Fry (Chairman) and Mr Tim How (NonExecutive Director) each for a second three year term of office.
The term of office for Governors is three years and the appointment of both staff and
public Governors is by election by the members. These elections are held once a year
and are administered on our behalf by the UK Engage and in accordance with the election
rules set out in our Constitution.
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As at March 2016 the Governors were:
Partner Governors
x
x
x

Dr Anoop Dhesi
Vacant
Cllr Brian Watkins*

North Norfolk Clinical Commissioning Group
University of East Anglia
Norfolk County Council

*FromJuly2016

Public Governors
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x
x

Erica Betts
Nick Brighouse
Brian Cushion
Nina Duddleston
Carol Edwards
Pamela Ford
Ines Grote
Keith Jarvis
Janet King
John Labouchere
Terry Nye
Paul Postle
Jane Scarfe
Vacant1
Vacant1
Vacant2

Breckland
South Norfolk
Broadland
Breckland
North Norfolk
Norwich
Great Yarmouth and Waveney
North Norfolk
Broadland
Breckland
Broadland
Norwich
South Norfolk
King’s Lynn and West Norfolk
Norwich
Rest of England

1

RtRevJonathanMeyrickandPeterKempstooddownaftertheannualelectionsfor2015andthese
vacancieswillbefilledduring2016.
2
Mrs Mary Pandya was subsequently elected by the Rest of England constituency, with effect
from April 2016.
Staff Governors
x
x
x
x
x
x

Ed Aldus
Mr Neil Burgess
Sue Burt
Terry Davies
Sheila Ginty
Vikki Worman
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Clinical Support
Medical and Dental
Nursing and Midwifery
Contractors and Volunteers
Nursing and Midwifery
Admin and Clerical

Changes during the year:
The following Governors stood down in 2015/16:
o
o
o
o
o
o
o
o

Evelyn Hinks
Fee Sharples
Margaret Fox
Jim Gazzard
Peter Kemp
Peter Montgomery-Wright
Rt Rev Jonathan Meyrick
Deborah Gihawhi

Breckland
Breckland
Broadland
University of East Anglia
Norwich
Norwich
King’s Lynn and West Norfolk
Norfolk County Council

A copy of the Register of Interests declared by the Governors can be found on our
website at www.nnuh.nhs.uk.
Performance of the Council of Governors and its Committee
During the year, the Governors have been regularly briefed on a wide range of matters
affecting the Trust including:
x
x
x
x
x
x

Quality standards on our wards
The Care Quality Commission inspection which took place in November 2015
The development of our strategic plans
Our performance against national standards
Redesigning our clinical leadership and Divisional management arrangements
Plans for the new building for the Quadram Institute and the expansion of the
Weybourne Day Unit in order to increase chemotherapy capacity.

The Governors are involved in a number of groups contributing to the Trust’s work in
areas such as our work to support carers. They have also been active and valued
members of teams conducting quality assurance audits on the hospital wards.
Attendance at formal meetings of the Council of Governors

24 Feb 2016

15 Oct 2015

31 July 2015

30 April 2015

25 June 2015

The Council of Governors held five scheduled meetings in 2015/16. Attendance at Council
meetings was as set out below:

Mr John Fry

9

9

9

9

9

Mr Edward Aldus

9

X

9

X

9

Mrs Erica Betts
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9

Mr Nick Brighouse

9

X

9

X

9

Mr Neil Burgess

X

9

9

9

X

Ms Sue Burt

9

9

9

9

9

Mr Brian Cushion

9

9

9

9

9

Mr Terry Davies

X

9

9

9

9

Dr Anoop Dhesi

X

9

X

X

9

Mrs Nina Duddleston

9

Ms Carol Edwards

X

9

9

9

9

Ms Pamela Ford

9

9

9

9

9

Ms Margaret Fox

X

X

9

X

Prof Jim Gazzard

9

X

9

X

9

Cllr D Gihawhi

9

X

9

Miss Sheila Ginty

X

9

9

9

9

Mrs Ines Grote

9

9

9

9

9

Ms Evelyn Hinks

9

9

9

X

Mr Keith Jarvis

9

9

9

9

X

Mr Peter Kemp

9

Mrs Janet King

9

Mr John Labouchere

9

X

9

9

Rt Rev Jonathan Meyrick

9

9

9

X

Mr Terry Nye

9

9

9

9

9

Mr Paul Postle

9

X

9

9

9

Ms Jane Scarfe

9

9

9

9

9

9

9

9

Mr Brian Watkins
Ms Vikki Worman

9

9

24 Feb 2016

15 Oct 2015

31 July 2015

25 June 2015

30 April 2015
Mrs Fee Sharples

X

9

9

X

9

9

9

9

Lead Governor
In accordance with Monitor’s Code of Governance, the Council of Governors has
nominated one of its members to act as Lead Governor with particular responsibility for
providing a channel of communication between the Council and Monitor in appropriate
circumstances. In October 2015, the Council elected Mr Terry Davies (Staff Governor for
Contractors and Volunteers) as Lead Governor.
Appointments and Remuneration Committee of the Council of Governors
In accordance with Statute, the Council has an Appointments and Remuneration
Committee. Membership of the Committee consists of the Chairman of the Trust and four
Governors who volunteered for this role.
The work of the Committee is supported by the Board Secretary. As at March 2016,
Membership of the Committee is:
x
x
x
x
x

Mr
Mr
Mr
Mr
Mr

John Fry (Chair)
Edward Aldus
Nick Brighouse
Terry Davies
Terry Nye

The Committee is responsible for making recommendations to the Council of Governors
with respect to the appointment or reappointment of Non-Executive Directors. This year
the Committee has recommended the appointment of Sally Smith QC as a Non-Executive
Director and the reappointment of Mr John Fry (Chairman) and Mr Tim How (NonExecutive Director).
The Committee is also responsible for overseeing the remuneration of our non-executive
directors and making any recommendations for change to the Council. In 2015/16 the
Committee has made no recommendation for change.
Our Membership
We have three membership constituencies: Public, Staff and Partners.
x

The Public constituency - consists of people over the age of 16 and it includes patients
and their carers, as well as the general public. Most are resident within the Local
Authority catchment areas of Norfolk and Waveney, although our constituency of ‘Rest
of England’ caters for those living outside this area.
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x

The Staff constituency – includes employees who have worked for the Trust for at
least 12 months. This constituency also includes our volunteers and employees of
contractors who work with us, as specified in our Constitution

x

Our Partners are represented by Governors drawn from the Clinical Commissioning
Groups, local government and the University of East Anglia.

The membership has grown since we achieved Foundation Trust status and an annual
recruitment campaign maintains the public membership above the 15,000 minimum set
by the Council of Governors. By the end of March 2016 we had 16,937 Public Members.
We have a Membership Strategy for which the objectives in 2015/16 were to:
x
x

x

continue the communication and involvement programme with members
hold elections in the following constituencies: Breckland, Broadland, North
Norfolk, Norwich, King’s Lynn and West Norfolk, Breckland, Great Yarmouth and
Waveney, North Norfolk, and South Norfolk. Plus staff constituencies: Medical,
nursing and midwifery, and admin and clerical.
develop strong and representative public membership reflecting the diversity of
the population.
Membership at 2007/08

Membership at 2015/16

Staff

5,000

7,200

Public

5,000

16,937

Total

10,000

24,137

Analysis of membership data reveals that our membership is largely representative of the
population we serve, except for younger members (16-21 year olds). As a result, steps
have been taken to improve the take up of membership amongst younger people. Links
have been forged with local schools and they are invited to events such as the open day
and fete.
Elections
Elections are held on an annual basis to fill any vacancies on the Council. The Trust
receives a good level of interest from the local community and staff in filling these
vacancies and they are usually contested. We promote elections through mailings to
members, media coverage and through the Trust’s social media channels.
During 2015/16, we ran an election to fill four vacancies for public governors and each
constituency was contested (Breckland (2 governors), Broadland and Norwich).
Communicating and involving our members
We have a programme of internal communication and engagement with staff members
which includes a weekly electronic newsletter, staff intranet, in-house magazine (The
Pulse), focus groups, surveys and meetings. More detail is given in the Staff Matters
section of this annual report.
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Public members receive our quarterly magazine, The Pulse. This publication is used to
publicise events throughout the year, such as talks, the Annual General Meeting and
participation in the Patient Choice Award. During the year members have been invited to
a number of talks which have provided opportunities for Governors to meet and talk to
members about their experience and to canvas their views and opinions. Members are
also asked to respond to surveys periodically.
Governors receive a number of briefings throughout the year in addition to the formal
meetings to provide more detailed information about the Trust’s services and plans. A
number of governors get involved with activities, such as ward/clinic inspections, judging
the Trust’s staff awards and recruiting new members. New governors are given an
induction session and tour of the facilities when they start.
Here is a summary of the events which have taken place for members and governors:
x

A talk on joint replacements took place on Thursday 30th April 2015 attended by
160 people.

x

Governors were briefed about the annual plan on 9th April 2015.

x

A talk on dementia took place on 18th May 2015 attended by 140 people.

x

A public information event on dementia took place in Chapelfield Shopping Centre
on 19th May for dementia awareness week.

x

A number of governors attended a tour of the Emergency Department on 20th May
2015.

x

Seven Governors attended the #futureNNUH transformation launch briefing for
staff on 16th June 2015.

x

Over 4,000 people attended the Open Day and Fete held on 27th June 2015.

x

In July 2015, five governors (staff and public) helped to judge the staff awards.

x

Members and Governors were invited to the exhibition held in August about breast
reconstruction.

x

The AGM took place on 24 September 2015, with a talk on the new endoscopy
unit planned for the Centre for Food and Health Building in the Norwich Research
Park

Members can contact the Membership Office by telephone on 01603 287634 or through
the website or by e-mail at membership@nnuh.nhs.uk
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Norfolk patients set to benefit from new eye clinic

Eye clinic services have been expanded by the Norfolk and Norwich University Hospital
(NNUH), at Grove Road in Norwich, after the Central Norwich Eye Clinic opened.
Additional nurses and optometrists have been recruited to meet the increasing demand
for eye care.
The new clinic is set to treat patients with conditions such as glaucoma, wet aged-related
macular degeneration and those needing minor eye surgery. The NNUH eye service is one
of the busiest in the country seeing over 100,000 patients each year.
Mr Colin Jones, Ophthalmic Consultant and Clinical Director Ophthalmology at NNUH,
says: “With an ageing population the demand for eye care is increasing and the new clinic
will boost capacity, enable patients who live in the city itself easier access to care, and
help us to provide a timely service for our patients.”
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Complaints handling
We have a long-established process for investigating, managing and learning from formal
complaints about the services of the Trust.
In order to ensure that complaints are used to learn lessons and prompt service
improvements for patients, every complaint is reported to the relevant
divisional/departmental manager and clinical director so that any necessary actions can be
taken. Monthly reports are then reviewed by our Caring and Patient Experience
Governance Sub-Board, with summaries provided to the Management Board and Board of
Directors.
For more information, go to page 175 of the quality report.

Stakeholder Relations
University of East Anglia - We have made a joint appointment with the University of
East Anglia with Professor Alastair Forbes being appointed as Director of Research and
Innovation. Professor Forbes will join the Hospital Management Board as a member and
this joint appointment will mark a significant step forwards in the development of the
Trust’s academic mission and its partnership with the University.
The Quadram Institute – This new world leading centre for food and health research
will bring together the Institute of Food Research, the Norfolk and Norwich University
Hospitals’ regional gastrointestinal endoscopy facility and aspects of the University of East
Anglia’s Norwich Medical School and the Faculty of Science.
This is the name of the new centre for food and health research to be located at the heart
of the Norwich Research Park, one of Europe’s largest single-site concentrations of
research in food, health and environmental sciences. The new £81.6m Quadram Institute
is expected to open in 2018.
Being part of the development of the Quadram Institute will help us to double our
capacity for bowel screening which is needed due to population changes and the need to
screen a broader age range of patients.
Norfolk Provider Partnership - In January 2016, the Norfolk Provider Partnership was
formed between the Norfolk and Norwich University Hospital, the Queen Elizabeth
Hospital in Kings Lynn, the James Paget University Hospital in Gorleston and Norfolk
Community Health and Care.
Each organisation has agreed to work together and this means that clinical staff are
working together to improve key areas that are important across Norfolk, such as elective
capacity.
For details of other patient and public involvement activities, see the Social and
Community Report on page 38.
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Principle for cost allocation
The Trust is compliant with the cost allocation and charging guidance issued by HM
Treasury.
Political and charitable donations
No political or charitable donations have been made by the Trust in 2015/16 financial year
or previous year
Quality governance statement
Quality Governance in the Trust is consistent with Monitor’s “Quality Governance
Framework” and its principles of Strategy, Processes and Structures, Capabilities and
Culture, and Measurement.
In particular our quality strategy is based specifically around the domains of safety,
effectiveness and a positive patient experience and places organisational wide learning at
the heart of what we do. We have a reporting structure which mirrors these three
domains and which starts at departmental level against a clear template in order to
ensure consistency of measure and reporting against in each of these domains
throughout the Trust.
Our twelve Quality Priorities within the three domains have been developed through
consultation with our stakeholders and progress and achievements against these for
2015-16 are highlighted in our annual report from page 121 onwards. The report also
notes our Quality Priorities for 2016-17 and how assurance against these will be provided
by the Quality and Safety Committee and by the Trust Board.
The Trust has participated in national clinical audits and confidential enquiries
summarised on page 145 of our annual report and our comparative performance against
national quality indicators is summarised on page 151 along with required actions
undertaken. Action plans have also been developed for instance in response to our CQC
inspection from November 2015, in response to the Morecambe Bay maternity report, and
in response to other external inspections such as that from the Royal College of
Paediatrics and Child Health.
The Trusts Risk Management strategy is summarised within the Annual Governance
Statement on page 101. Risks are stratified ensuring appropriate review at all levels with
the highest risks and required actions visible at each Trust Board and reported publicly
through the Integrated Performance Report.
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Income disclosures required by Section 43(2A) of the NHS Act 2006
During 2015/16 income from the provision of goods and services for the purposes of the
health service in England was greater than the income from the provision of goods and
services for any other purposes. Accordingly the requirement of the Act has been met.
Health service income amounted to £540.1m of the total income of £542.2m (2014/15
£513.1m of total income of £515.2m)
Statement as to disclosure to auditors
So far as the directors are aware there is no relevant audit information of which the
Norfolk and Norwich University Hospitals NHS Foundation Trust’s auditors are unaware
and the directors have taken all the steps that they ought to have taken as directors in
order to make themselves aware of any relevant audit information and to establish that
the Trust’s auditors are aware of that information.
Significant events since the Statement of Financial Position date
There have been no significant events since the Statement of Financial Position date that
require disclosure.
Statement from Directors
Directors consider the annual report and accounts taken as a whole, is fair, balanced and
understandable and provides the information necessary for stakeholders to assess the
NHS Foundation Trust’s performance, business model and strategy.
Accounts and Statement of the responsibility of the Accounting Officer
The accounts for the year ended 31/03/2016 can be found at the back of this annual
report. The statement of the responsibility of the accounting officer can be found on
page 100.
Related party transactions
During the year none of the Board members, Governors or members of the key
management staff or parties related to then has undertaken any material transactions
with the NHS Foundation trusts. Further details on related parties can be found in note
29 to the accounts.
Better payment practice Code
Disclosures relating to our compliance with the better payment Practice Code can be
found in note 11.1 to the Accounts
Interest paid under the Late Payment of Commercial Debts (Interest) Act 1998
Disclosures relating to any interest paid can be found in note 11.2 to the accounts.
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Signed by Chair of Remuneration Committee on 25th May 2016
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Chairman – John Fry

No substantial changes to senior managers’ remuneration were made during 2015/16.

Any substantial changes relating to senior managers remuneration made during the year



Senior managers are employed on contracts of service and are substantive employees of the Trust. Their contracts are open ended employment contracts
which can be terminated by either party with six months’ notice. The Trust’s normal disciplinary policies apply to senior managers, including the sanction of
instant dismissal for gross misconduct. The Trust’s redundancy policy is consistent with NHS redundancy terms for all staff.

The Trust’s strategy and business planning process sets key business objectives which in turn inform individual objectives for senior managers. Performance is
closely monitored and discussed through both an annual and ongoing appraisal process.

The only non-cash element of senior managers’ remuneration packages are pension related benefits accrued under the NHS Pensions Scheme. Contributions
are made by both the employer and employee in accordance with the rules of the national scheme which applies to all NHS staff in the scheme.

Remuneration for the Trust’s most senior managers (Executive Directors who are members of the Board of Directors) is determined by the Board of Director’s
Remuneration Committee. The Remuneration Committee determined that no amendments to incumbent executives’ pay should be made in 2015/16. The
Chief Executive was substantively appointed in November 2015 and the Chief Operating Officer in January 2016. Their salaries were set taking into account
benchmark information for comparator NHS teaching hospitals, plus relativity to the Trust’s prevailing executive pay structure.

Major decisions on senior managers’ remuneration

Annual Statement on Remuneration

Remuneration Report
Unaudited Information

Medical
Director
only

Clinical
Excellence
Award Scheme

Determined by Local Awards
Committee in accordance
with medical and dental
employment contract; not
awarded by Remuneration
Committee

Terms of membership as
specified by the NHS Pension
Scheme administered by the
NHS Pensions Agency

Awards are determined by the Local Awards Committee in
accordance with an agreed scheme that recognises clinical
excellence across 5 domains. Analysis of the scheme
demonstrates a linkage to the Trust’s strategic objectives
including the leadership and delivery of clinical services,
teaching, training and research.

Level 9 award is the maximum
that can be awarded locally.

Determined by the NHS
Pensions Agency

Any increases are agreed with
reference to external
benchmarks and advice as
required

Amount payable

There have been no additions or changes to the components of the remuneration package during 2015/16
There are no significant differences between the remuneration policy for senior managers and the general policy for employees’ remuneration
The remuneration policy does not include provision for performance-related bonuses or other such schemes
There is no provision for the recovery of sums paid to directors
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(1)
(2)
(3)
(4)

Accompanying notes:

All senior
managers

Pension
N/A

Recommendations in respect of basic salary are made to the
Remuneration Committee by the Chief Executive (for
executive directors) and the Chairman (for the Chief
Executive) on the basis of assessment of performance at
annual appraisal, and specifically achievement of agreed
personal objectives that reflect the long and short term
objectives of the Trust

All senior
managers

Basic salary

Remuneration Committee

Relevance to Trust’s long and short term objectives

Remuneration Applicable Jurisdiction
component
to

The table below summarises each of the components of the remuneration package for senior managers which comprise the senior managers’ remuneration
policy.

Future Policy

Senior Managers’ remuneration policy

01/01/2016
01/12/2012
13/10/2013
01/04/2015
14/08/2015
13/05/2013
01/12/2008
01/06/2009
01/11/2013
01/11/2015
01/11/2015
01/11/2014
01/09/2014
01/10/2015
01/11/2012

R. Parker, Chief Operating Officer (appointed 1 January 2016)

E. McKay, Director of Nursing

J. Over, Director of Workforce

P. Chapman, Interim Medical Director (appointed 1 April 2015)

S. Budd, Acting Director of Finance (appointed 14 September 2015)

J. Fry, Chairman

A. Dugdale, Chief Executive (until 14 July 2015)

J. Cave, Director of Resources (until 13 September 2015)

M. Fleming, Non-Executive Director

T How, Non Executive Director

M. Jeffries, Non-Executive Director (appointed 1 April 2015)

A. Robson, Non-Executive Director

Prof. D. Richardson, Non-Executive Director

S. Smith, Non-Executive Director (appointed 1 October 2015)

L. Ollier, Non-Executive Director (resigned 30 June 2015)

7 months

31/10/2016
31/10/2018
31/10/2018
31/10/2017
31/08/2017
30/09/2018
30/06/2015

Left

30 months

17 months

19 months

19 months

31 months

Left

Left

n/a

n/a

n/a

n/a

n/a

n/a

Left

Left

n/a

n/a

n/a

n/a

n/a

n/a

Unexpired Term
n/a
n/a

3 Months

3 Months

3 Months

3 Months

3 Months

3 Months

3 Months

6 Months

6 Months

6 Months

6 Months

6 Months

6 Months

6 Months

6 Months

Notice Period
6 Months
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The Trust’s normal disciplinary policies apply to senior managers. The Trust’s redundancy policy is consistent with NHS redundancy terms for all staff

The contracts of employment of the Executive Directors are for indefinite terms and are subject to six months’ notice by either side. All Executive Directors are
subject to periodic appraisal and are accountable to the Board of Directors for performance in those areas to which they provide executive leadership. The
contracts of employment of the Non-Executive Directors are for 3 year terms and are subject to three months’ notice by either side. There are no provisions
within the contracts of employment regarding compensation for early termination for any directors.

Date of Contract
14/08/2015

Name & Title
M. Davies, Chief Executive (appointed 3 August 2015)

The table below summarises, for each senior manager (Directors who are members of the Board of Directors) who has served during the year, the date of their
service contract, the unexpired term and details of the notice period.

Service Contracts

Annual Report on remuneration
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The Governor role is unpaid. When the Council of Governors was established it was agreed that governors were entitled to claim travel expenses for attending
meetings. There were 15 public governors in 2015/16 and two governors claimed £486. (In 2014/15 three governors claiming expenses totalling £505.)

No significant awards were made to past Directors during the 12 months ended 31 March 2016.

Disclosures required by the Health and Social Care Act
There was a total of 8 Executive Directors in office during the year and 8 Non – Executive Directors, including the Chairman. In aggregate the Directors
received reimbursement of expenses of £15,919 with claims from 6 directors. In 2014/15, 14 directors had been in office, being 6 executive directors and 8
non-executive directors. In aggregate they received reimbursement of expenses of £11,300 with claims from 6 directors.

The remuneration and expenses for the Trust Chairman and Non-Executive Directors are determined by the Council of Governors informed by information
issued by organisations such as NHS Providers.

Where an individual’s remuneration is above the level of £142,500 per annum pro rata the Remuneration Committee’s policy and practice will be in line with the
requirements issued by the Secretary of State on 02 June 2015.

No significant awards were made to past Directors during the 12 months ended 31 March 2016.

The Committee met twice during 2015/16, on 29 April 2015 and on 26 June 2015 and all members were in attendance. The work of the Committee included
consideration of NHS pay awards over recent years and 'market rate' comparison informed by data from a survey of foundation trusts nationally, coordinated by
the Foundation Trust Network (NHS Providers) of which we are a member.

The Committee meets as required, and at least once a year. In accordance with Monitor's Code of Governance for Foundation Trusts, the role and policy of the
Committee is to monitor the level and structure of remuneration for senior managers, having considered comparative salary levels in other organisations and
NHS Foundation Trusts in particular.

Remuneration Committee
The Remuneration Committee consists of the Chairman of the Trust and at least two other non-executive directors. The membership currently comprises the
Chairman of the Trust, John Fry (Chair of the Committee), Matthew Fleming, Mark Jeffries and Angela Robson and Tim How.

S Budd was appointed as the Acting Finance Director with effect from 14.9.2015, until a substantive appointment is made.

P Chapman was appointed as the Interim Medical Director with effect from 1.4.2015, until a substantive appointment is made.

R Parker was appointed as the Chief Operating Officer with effect from 1.1.2016

M Davies was appointed as the Interim Chief Executive with effect from 3.8.2015 until his substantive appointment was made with effect from 16.11.2015

115 – 120

180-185

55 – 60

45 – 50

175 - 180

J. Over, Director of Workforce
(appointed 13 October 2014)

P. Chapman, Interim Medical
Director (appointed 1 April 2015)

S. Budd, Acting Director of Finance
(appointed 14 September 2015)

J Fry, Chairman

A. Dugdale, Chief Executive (until
14 July 2015)
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105 – 110

45 – 50

0

100

0

0

200

100

0

35 - 37.5

0

22.5 - 25.0

-2.5 - 0

67.5 - 70

2.5 - 5.0

82.5 - 85.0

12 months ended 31st March 2016
Salary
All Taxable
Pension
Benefits
Related
Benefits
(bands of
Rounded to
(bands of
£5,000)
the nearest
£2,500)
£100
£'000
£
£'000
180 – 185
300
40 - 42.5

E. McKay, Director of Nursing

R Parker, Chief Operating Officer
(appointed 1 January 2016)

M. Davies, Chief Executive
(appointed 3 August 2015)

Name and title

Remuneration – Audited

210 – 215

45 – 50

80 – 85

180 – 185

185 – 190

110 – 115

125 – 130

£'000
220 – 225

(bands of
£5,000)

Total

190 - 195

45 - 50

0

0

55 - 60

105 - 110

0

0

0

0

0

0

200

0

50 - 52.5

0

0

0

110 - 112.5

25 - 27.5

0

12 months ended 31st March 2015
Salary
All Taxable
Pension
Benefits
Related
Benefits
(bands of
Rounded to
(bands of
£5,000)
the nearest
£2,500)
£100
£'000
£
£'000
0
0
0

240 - 245

45 - 50

0

0

165 - 170

130 - 135

0

£
0

(bands of
£5,000)

Total

10 – 15

10 – 15

10 – 15

5 - 10

0-5

M. Jeffries, Non-Executive Director
(appointed 1 April 2015)

A. Robson, Non-Executive Director

Prof. D. Richardson, Non-Executive
Director (appointed 1 September
2014)

S. Smith, Non-Executive Director
(appointed 1 October 2015)

L. Ollier, Non-Executive Director
(resigned 30 June 2015)
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0

10 – 15

T How, Non Executive Director

Prof. E. Acton (resigned 30 August
2014)

10 – 15

0

S. Taylor, Director of Workforce
(resigned 30 June 2014)

M. Fleming, Non-Executive Director

0

90 - 95

K. Sethia, Medical Director
(resigned 30 March 2015)

J. Cave, Director of Resources
(until 13 September 2015)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

57.5 - 60

0

0–5

5 – 10

10 – 15

10 – 15

10 – 15

10 – 15

10 – 15

0

0

150 – 155

5 - 10

10 – 15

0

5 – 10

10 – 15

0

10 – 15

10 – 15

30 -35

185 - 90

135-140

0

0

0

0

0

0

0

0

0

0

200

0

0

0

0

0

0

0

0

(20 - 22.5)

0

10 - 12.5

5 - 10

10 - 15

0

5 - 10

10 - 15

0

10 - 15

10 - 15

10 - 15

185 - 190

145 - 150

6.55

27,652

180 - 185

6.97

27,540

190 - 195

2014 - 15
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.

The banded remuneration, of the highest paid director in the Trust in the financial year 2015/16 was £180k – £185k (2014/15: £190-£195k). This was 6.55
times (2014/15 - 6.97 times) the median remuneration of the workforce which was £27,652 (2014/15: £27,540). In 2015/16, 18 (2014/15: 8) employees
received remuneration in excess of the highest paid director. Remuneration ranged from £182k to £214k. Total remuneration includes salary, non-consolidated
performance related pay, benefits in kind as well as severance payments. It does not include pension related benefits.

Remuneration Ratio

Median Total (£)

Band of Highest Paid Director's Total
Remuneration (£'000)

2015 – 16

The disclosures in respect of the highest paid director and the information in the following three tables are all subject to audit.

In line with the recommendations of the Hutton Review of Fair Pay, the policy of the Trust is to publish details of the band of the highest paid Director and the
relationship between them and the median remuneration of its staff. This comparison involves the people in post at the year end and is based on a full time
equivalent basis. The table below discloses this information.

Fair Pay Multiple

Pension related benefits have been pro-rated / time apportioned for Directors who were appointed or resigned part way through the year.

Taxable benefits cover the monetary value of benefits in kind, such as car mileage allowances where subject to income tax.

0 - 2.5

2.5 - 5.0

-2.5 - 0

0 - 2.5

0 - 2.5

0 - 2.5

E. McKay, Director of Nursing

J Over, Director of Workforce

P. Chapman, Interim Medical
Director (appointed 1 April 2015)

S. Budd, Acting Director of Finance
(appointed 14 September 2015)

A. Dugdale, Chief Executive (until 14
July 2015)

J. Cave, Director of Resources (until
13 September 2015)

5 - 7.5

0 - 2.5

2.5 - 5.0

-2.5 - 0

2.5 - 5.0

0 - 2.5

0 - 2.5

50 - 55

50 - 55

10 - 15

50 - 55

20 - 25

15 - 20

30 - 35

75 - 80

£'000

(bands of
£5,000)

Total accrued
pension at age
60 at 31 March
2016

150 - 155

145 - 150

40 - 45

150 - 155

55 - 60

55 - 60

95 - 100

235 - 240

£'000

(bands of
£5,000)

Lump Sum at
age 60 related
to accrued
pensions at 31
March 2016

928

866

331

1,083

259

302

544

1,695

£'000

Cash
Equivalent
Transfer Value
at 31 March
2016
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Cash Equivalent Transfer Values are recorded at nil, when an individual reaches pension age, or when they start drawing their pension.

863

828

295

1,039

227

293

475

1,589

£'000

Cash
Equivalent
Transfer Value
at 31 March
2015

As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-Executive members.

0 - 2.5

R. Parker, Chief Operating Officer
(appointed 1 January 2016)

£'000

£'000
0 - 2.5

(bands of
£2,500)

(bands of
£2,500)

0 - 2.5

Real increase
in pension
lump sum at
age 60

Real increase
in pension at
age 60

M. Davies, Chief Executive
(appointed 3 August 2015)

Name and title

Total Pension Entitlement

36

12

32

31

29

5

16

32

£'000

Real increase
in Cash
Equivalent
Transfer Value
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Signed on behalf of the Board on 25th May 2016

Chief Executive – Mark Davies

Real Increase in CETV
This reflects the increase in CETV effectively funded by the employer. It takes account of the increase in accrued pension due to inflation, and uses common
market valuation factors for the start and end of the period.
Bonus
The Trust is required by Monitor to disclose any payments that fall with the definition of “Performance Related Bonuses”, and it has been determined by the
Department of Health that Clinical Excellence Awards (CEA) meet this definition. As such they have been disclosed as a “Bonus”. Clinical Excellence awards
are given to recognise and reward the exceptional contribution of NHS consultants, over and above that normally expected in a job, to the values and goals
of the NHS and to patient care. Clinical Excellence Awards are administered at a national level by the Advisory Committee on Clinical Excellence Awards.
These payments were previously classified within Other Remuneration. There have been no new Clinical Excellence Awards payable to the Directors in
2015/16, however the Interim Medical Director is in receipt of clinical excellence awards as part of his remuneration package that were determined in evious
years.

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in
time. The benefits valued are the member’s accrued benefits and any contingent spouse’s pension payable from the scheme. A CETV is a payment made by
a pension scheme 006Fr arrangement to secure pension benefits in another pension scheme or arrangement when the member leaves a scheme and chooses
to transfer the benefits accrued in their former scheme. The pension figures shown relate to the benefits that the individual has accrued as a consequence of
their total membership of the pension scheme, not just their service in a senior capacity to which disclosure applies. The CETV figures and the other pension
details include the value of any pension benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme. They
also include any additional pension benefit accrued to the member as a result of their purchasing additional years of pension service in the scheme at their
own cost. CETVs are calculated within the guidelines and framework prescribed by the Institute and Faculty of Actuaries.
Revised guidance was issued by HM Treasury on 26 October 2011 regarding the calculation of CETVs in public service pension schemes. Based on this
guidance the NHS Pensions Agency, with effect from 8 December 2011, has used revised and updated actuarial factors produced by GAD when calculating
CETVs within the NHS Pensions Scheme.

NNUH is Officially Baby Friendly

The Norfolk and Norwich University Hospital (NNUH) has become the first hospital in
Norfolk and Suffolk to be awarded the prestigious Unicef Baby Friendly Award with
assessors saying “it was clear to the assessment team that pregnant women and new
mothers receive a very high standard of care”.
Maternity staff at the hospital have spent five years working through the stages to finally
become accredited with the internationally recognised award that was set up by Unicef
and the World Health Organisation.
The final rigorous assessment involved interviewing a number of pregnant women and
new mothers about all aspects of their care relating to feeding and caring for their babies.
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Staff Report
Introduction
Our team is comprised of over 7,500 staff and volunteers who are at the heart of what we
do. It is because of each and every member of our team that we are able to turn our
vision into reality, seeking every day to “provide every patient with the care we want for
those we love the most”. Our continual goal is to ensure our staff feel valued and
appreciated, such that they feel proud to work here and act as ambassadors for our
hospital. This ‘Staff Matters’ section provides an overview of our workforce strategy.

Recruitment and Retention of Staff
We operate a recruitment process that is fair and open and uses competence and
potential as the deciding factors in decision making for all positions. Vacancies are
advertised through the NHS Jobs website and on the Trust website.
During 2015/16, we appointed 105 First Post Qualified nurses (95 Adult nursing, 9
Paediatric Branch, 1 Learning Disabilities).
In terms of the medical workforce, we have seen additional recruitment of Consultant and
Non-Consultant Career Grade staff, with a small reduction in Junior Doctor numbers
primarily due to difficulty recruiting into these posts in certain specialties:
Medical FTE in 2015/16
Consultant level

+9

Non Consultant Career Grade

+2

Junior Doctors

-12

We continue to monitor compliance with EWTD Regulations and New Deal Requirements
for its Junior Doctors. The Trust proactively works with departments to ensure working
practices are managed to maintain compliance for junior doctors within the changes
required to continue to meet patient care and service demands. The new junior doctors’
contract is being implemented from August 2016 which incorporates new working
arrangements.
The turnover for all permanent staff the twelve months to March 2016 was 10.4% which
constitutes a reduction from the previous year.
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Workforce
The information below shows the average staff numbers within the Trust from April 2015
to March 2016.
Note 4.2 Average number of employees (WTE
basis)

2015/16

2015/16

2015/16

Total

Permanent

Other

Number

Number

Number

Medical and dental

897

Ambulance staff

400

497

0

Administration and estates

1,392

1,286

106

Healthcare assistants and other support staff

1,061

987

74

Nursing, midwifery and health visiting staff

1,920

1,871

49

9

1

8

Scientific, therapeutic and technical staff

683

654

29

Healthcare science staff

219

213

6

Nursing, midwifery and health visiting learners

Social care staff

0

Agency and contract staff

248

248

Bank staff

261

261

Other

0

Total average numbers

6,690

5,412

1,278

Sickness Absence
We continue to monitor the impact of sickness absence on a monthly basis, and take
supportive action to enable staff to return to work at the earliest opportunity.
Sickness Absence % for 2015/16 is as follows:
Apr
15

May
15

Jun
15

Jul
15

Aug
15

Sep
15

Oct
15

Nov
15

Dec
15

Jan
16

Feb
16

Mar
16

2015/16

4.04

3.81

3.52

3.74

3.88

3.98

4.26

4.74

4.83

4.86

5.20

4.91

4.32

(*figure subject to change due to subsequent closures of sickness).
Sickness is discussed in detail at various boards and committees including divisional
performance committees. A new attendance policy is scheduled to be launched from May
2016, which will facilitate a different approach – the emphasis of active engagement with
staff that will encourage greater dialogue, earlier awareness, appropriate intervention and
clarity of expectations.
The table opposite shows how we compare nationally on sickness absence and is
produced by the Health and Social Information Centre. During the calendar year 2015,
sickness absence rates at NNUH averaged at 9.5 days per employee. This places NNUH
75th out of 149 foundation trusts in terms of sickness absence rates.
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AvFTE

Adjusted
FTEsickdays

FTEͲDays
Available

FTEͲDays
recorded
Sickness
Absence

Average
Annual
SickDays
perFTE




6,054
57,429
2,209,737
93,162
9.5
Local Counter Fraud Service (LCFS)
NNUH works closely with our designated local counter fraud specialist as part of the
national scheme led by ‘NHS Counter Fraud’. This involves proactive and reactive work to
ensure that precious NHS resources are not lost to fraud but rather can be spent on
patient care and clinical services – thereby providing a clear route for concerns in relation
to fraud to be reported and investigated, and development of an anti-fraud culture.
Staff engagement
One of our top priorities is to encourage the best from our staff, whilst at the same time
maintaining their health, safety and wellbeing at work. Our approach to staff engagement
is to involve our colleagues in discussions about key issues. We also have regular
meetings with staff representatives and have an active Health and Wellbeing programme
for staff. During June 2015 we launched our P.R.I.D.E. values, following a series of
workshops with employees and staff side colleagues seeking feedback on what our values
should be which reflect NNUH when we’re at our best. The values are defined as:

Our Values
People-focused

Respect

Integrity

Dedication

Excellence

People-focused

We look after the needs of our patients, carers and colleagues to provide a
safe and caring experience for all

Respect

We act with care, compassion and kindness, and value others’ diverse needs

Integrity

We take an honest, open and ethical approach to everything we do

Dedication

We work as one team and support each other to maintain the highest
professional standards

Excellence

We continuously learn and improve to achieve the best outcomes for our
patients and our hospital

The values are an anchor to remind us what is important and how we do what we do is
as important as what we do. We also hold an annual Staff Awards scheme to recognise
the achievements of staff in a number of areas, including leadership, team work and
lifetime achievement.
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In 2015, there were more than 600 nominations for the Staff Awards and winners are
announced at an annual award ceremony held in The Forum in Norwich where the
nominated individuals and teams were invited along with staff receiving long service
awards.
Communications and consultation
Staff engagement is supported by a comprehensive internal communications programme
which includes a weekly e-newsletter, intranet, magazine, monthly team brief, and events
such as Nurses Day and Midwives Day. Monthly Viewpoint meeting sessions, which are
open to all staff, have been introduced by Chief Executive Mark Davies who leads the
sessions with other executive directors talking about specific subjects. Staff are kept upto-date on a range of performance and finance issues affecting our hospitals through the
integrated performance report which is shared with staff at each Viewpoint session.
Where there are issues affecting particular staff groups, including service changes, we
hold regular meetings with those staff groups and staff side representatives, as
appropriate. In November 2015, we consulted with staff about the new divisional
structures which are designed to embed clinical leadership into the Trust.
Speak Up
The NNUH Speak Up Policy exists to provide ways for staff to raise any concerns that they
may have about things they see or hear in the workplace. Importantly we want staff to
feel safe and secure to do so, and feel confident in the process. We are grateful for when
staff raise concerns as it ensures an awareness of the issue and enables us, where
possible, to remedy the situation.
Employees with disabilities
We have been awarded the two tick symbol employer status (last review was October
2015) as recognised by the Department for Work & Pensions’ Jobcentre Plus. We are
positive about employing people with disabilities and continue to meet the five
commitments to employ, keep and develop the abilities of disabled staff.

As an employer that supports the disability symbol, the Trust makes five commitments
regarding recruitment, training, retention, consultation and disability awareness.
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These commitments are:
x
x

x
x
x

to interview all applicants with a disability who meet the minimum criteria for a job
vacancy and to consider them on their abilities
to ensure there is a mechanism in place to discuss at any time, but at least once a
year, with disabled employees what can be done to make sure they can develop
and use their abilities
to make every effort when employees become disabled to make sure they stay in
employment
to take action to ensure that all employees develop the appropriate level of
disability awareness needed to make these commitments work
each year to review the five commitments and what has been achieved, to plan
ways to improve on them and to let employees and the Jobcentre know about
progress and future plans

There are also special schemes for recruiting employees with disabilities, such as Project
Search. This is a pioneering intern programme which has led to employment for many
young people. It involves NNUH working in partnership with Remploy, Serco and City
College Norwich to offer students with learning difficulties and disabilities the chance to
learn vital skills and prepare them for paid employment.
The programme started in 2009 and was the first programme of its kind in the UK and it
is now being used as an example for other hospitals and organisations to follow.
Employees who develop a disability during the course of their employment receive
support from the Workplace Health and Wellbeing Team and the Human Resources
Department, as well as their line manager.
x

Options are explored for making reasonable adjustments o the person’s work
activities which might include a change to working hours, duties or use of
equipment. The aim is to keep the employee in work and all opportunities are
explored, including redeployment.

The new Attendance Policy has a toolkit which is dedicated to dealing with staff with
disabilities and long term health considerations which encourages managers to:
x consult with individuals
x deal with matters confidentiality and sensitively
x consider everything that is relevant
x consider all possible options and outcomes
x implement the identified and appropriate option where they are considered to be
reasonable adjustments.
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New CT Scanner Will Reduce Waiting Times

Pictured: Senior radiographer Karen Reid with the new temporary CT scanner
A new temporary CT scanner has been installed at the Norfolk and Norwich University
Hospital to help cut down patients waiting times.
The unit is now situated at the front of the Urgent Care Centre. Known as CT5 it will be in
place for six months and see around 33 patients a day for cancer and diagnostic scans
between 8 am and 8pm seven days a week.
Chief Operating Officer Richard Parker said “In recent months we have been taking steps
to reduce waiting times for diagnostic procedures across the trust. This helps with overall
waiting times including cancer waits.
We intend to invest in permanent capacity but this unit will help us in the short term to
speed up the care and treatment of patients.”
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Equality and diversity
As a major employer and service provider, the Trust seeks to ensure that we deliver on
the requirements outlined by the Equality Act 2010 which are to have due regard to the
need to:
x
x
x
x

Eliminate discrimination, harassment and any other conduct prohibited by or under
the Act.
Advance equality of opportunity between people who share a protected
characteristic and people who do not share it.
Foster good relations between people who share a protected characteristic and
people who do not share it, and
Meet the Public sector equality duty to actively promote equality in policy making,
the delivery of service and employment.

There are nine protected characteristics recognised by the Equality Act: Age, Disability,
Gender reassignment, Marriage and civil partnership, Pregnancy and maternity, Race,
Religion and belief, Sex and Sexual orientation.
Breakdown of male and female staff as at 31 March 2016:
Male

Female

Executive Directors

4

2

Non Executive Director

5

2

Other staff

1480

5716

NHS Staff Survey 2015
The annual National NHS Staff Survey has operated since 2003 and allows us to monitor
the experiences of our staff and benchmark ourselves against other similar NHS
organisations and the NHS as a whole, on a range of measures of staff attitudes and
satisfaction. The results are primarily intended for use by NHS organisations to help them
review and improve the experience of staff at work, and who in turn are then feel
supported to provide high quality care for our patients.
Staff at NNUH have very positive things to say about being a patient at NNUH, with 82%
recommending it in monthly surveys during 2015. This is absolutely a credit to our staff
and to their dedication and commitment. Their views in respect of their experience of
NNUH as a place to work is more mixed however, with more recent results showing a
gradual improvement but still lower at 57%. In particular, staff comment on the pressure
and challenges they face as a result of the increased demand on the organisation, and the
importance of continued investment in staff numbers, skills and space to deal with this –
which impacts on their experience at work and the care they are able to provide.
Our overall indicator score of staff engagement from the Staff Survey 2015 demonstrated
a small improvement compared to 2014 although was below (worse than) average when
compared with other hospital trusts. Our score was 3.72 out of 5 (the scale being 1 to 5
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(1 being poorly engaged staff and 5 being highly engaged staff)). The national 2015
average score was 3.79. Last year (2014) we scored 3.67.
This indicator is calculated by using key findings scores relating to: staff members’
perceived ability to contribute to improvements at work; their willingness to recommend
the trust as a place to work or receive treatment; and the extent to which they feel
motivated and engaged with their work.
Our response rate to the 2015 survey was 49%, with over 3,250 returned questionnaires,
which was above average for acute hospitals in England.

Response Rate

2015 Survey

2014 Survey

Trust

National
Average

Trust

National
Average

49%

41%

45%

43%

Trust
Improvement /
Deterioration

Increase of 5% in
response rate

The Trust’s top five ranking scores in the 2015 survey for which the Trust compares most
favourably with other acute trusts in England are shown overleaf.
2015 Survey

2014 Survey

Trust improve
/Deteriorate

Top five 2015
ranking scores

Trust

National
Average

Trust

National
Average

Percentage of staff
experiencing physical
violence from staff in
last 12 months

1%

2%

1%

3%

No change

10%

10%

6%

11%

Decrease of 4%

(the lower the score
the better)
Percentage of staff
experiencing
discrimination at work
in last 12 months
(the lower the score
the better)
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2015 Survey

2014 Survey

Trust improve
/Deteriorate

Percentage of staff
satisfied with the
opportunities for
flexible working
patterns (the higher
the score the better)

50%

49%

-

-

No comparison new key finding

Percentage of staff
believing that the
organisation provides
equal opportunities for
career progression or
promotion

88%

87%

90%

87%

Decrease of 2%

3.58

3.57

-

-

No comparison new key finding

(the higher the score
the better)
Organisation and
management interest
in and action on health
and wellbeing
(the higher the score
the better with 1 being
low interest and 5
being high interest in
health)

Our bottom five ranking scores from the 2015 survey for which the Trust compares least
favourably with other acute Trusts in England were:
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2015 Survey

2014 Survey

Bottom five 2015
ranking scores

Trust

National
Average

Trust

National
Average

Recognition and value
of staff by managers
and the
organisation(the higher
the score the better
with 1 being low
recognition/value and 5
being high
recognition/value)

3.27

3.42

-

-

No comparison new key finding

Percentage of staff
reporting good
communication
between senior
management and
staff(the higher the
score the better)

21%

32%

25%

30%

Decrease of 4%

Staff satisfaction with
the quality of work and
patient care they are
able to deliver (the
higher the score the
better – 1 being
unsatisfactory delivery
of work/care and 5
being highly
satisfactory delivery of
work/care)

3.76

3.93

-

-

No comparison new key finding

Staff satisfaction with
resourcing and
support(the higher the
score the better – 1
being unsatisfactory
resourcing/support and
5 being highly
satisfactory
resourcing/support)

3.18

3.30

-

-

No comparison new key finding

Effective team working 3.64
(the higher the score
the better – 1 being
ineffective team
working and 5 being
effective team working)

3.73

-

-

No comparison new key finding
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Trust
Improvement /
Deterioration

Taking action:
Action is being taken at both divisional and corporate levels, having undertaken
consultation with trade union representatives and our governors to understand their
perspectives on the feedback reflected in the staff survey. At corporate level the Director
of Workforce is developing the organisational development strategy which will build on
the staff survey results to identify and bring together on a regular basis a community of
NNUH staff who want to be involved in making the hospital the best possible place to
work and who want to play their part in helping us to achieve our aspirations around the
highest level of staff experience and engagement.
Our priorities are to ensure that our staff feel valued and supported, are able to fulfil their
potential and give of their best. During the last 12 months NNUH has put in place a
regular staff survey so that there are more frequent opportunities to gain feedback from
colleagues, in addition to the full annual survey. This is monitored and reported at the
Board of Directors to support ongoing discussions around staff experience and
engagement.
Workplace Health & Wellbeing (Occupational Health)
The department continues to deliver programmes to promote the health and wellbeing of
our staff as well as the organisations that contract services from us.
Over the past year, within the NNUH we have worked with the NNUH physiotherapy team
and introduced a pilot service for our staff to ensure staff members with musculoskeletal
have rapid access to physiotherapy. The aim of this pilot is to prevent / reduce length of
sickness absence. We are hopeful that the evaluation will demonstrate the need for a
continued funded service for staff.
The 2015 flu vaccination programme for staff was not as successful as previous years
reaching a total of 47.7% staff vaccinated at the end of February which was slightly below
the national average of 50.8%. This level was not totally unexpected as the efficacy of
the vaccine the previous year had been widely discussed in the national press. However,
since submitting final figures to Public Health England a number of staff have since
received a vaccine due to the amount of flu circulating both in the community and within
our hospital. WHWB will remind staff of the late surge as part of next year’s campaign
marketing.
The Head of Workplace Health and Wellbeing has been working with other regional OH
leads on a two year streamlining project which endeavours to allow information to be
transferred between NHS organisations on staff members who are moving employment.
The aim will be to reduce both cost in repeated activities and time of OH services
regionally and allow more proactive intervention to take place.
The team within WHWB has grown in this last year due to the increased external business
that we have been successful in gaining. In particular we have gained four significant
contracts in this last 12 months. We have continued to develop our software system to
meet the needs of our business and as a result we now have one new contract which
operates completely electronically. We have also developed our services so that we can
service self-employed individuals and take credit card payments. This meets the needs of
individuals such as health care agency staff and GP / Dental performers who need to
access the NHS Performers list.
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We have successfully renewed our Faculty of Occupational Medicine SEQOHS (Safe,
Effective, Quality OH Service) accreditation programme this year and are making plans for
the full five year review which will take place in early 2017.
Health & Wellbeing Working Group
The Health & Wellbeing Working Group has been meeting regularly over the last 12
months. Our overall Health & Wellbeing Programme has had a 12 month focus ‘A Year of
Resilience – 12 Positive Steps to Wellbeing’. Each month featured an area to assist staff
in improving their own personal health and wellbeing and had a newsletter providing key
information as well as having some associated events. Examples of the monthly topics
were ‘Eat Healthily, Exercise regularly, Take up a new hobby, Connect with others, Have
fun, Be Creative, Balance Sleep, Be Kind to yourself’ The WHWB team have delivered
resilience workshops to staff members to support this programme.
Our running club until this year has been supported by Active Norfolk but as funding has
ceased it is now run by two members of NNUH staff have been trained to become
Running Instructors and lead the group on a weekly basis.
The group have also been discussing and planning a new staff recognition scheme in
recent months and hope to launch the monthly NNUH PRIDE awards in the new financial
year.
In January, the Health & Wellbeing Group broadened its remit and changed its name and
membership to become the ‘Staff Experience Working Group’, chaired by the Director of
Workforce. This new approach will endeavour to focus on broader topics (but still includes
health and wellbeing) that impacts NNUH staff and how they feel about working for the
organisation.
The NNUH Choir continues to develop and we have been proud to support many local
charities in public concert fundraising events over the last 12 months such as Norfolk
YMCA, Keeping Abreast and the United Norwich Kidney Association. In addition, they had
the privilege of leading ‘Carols in the Canteen’ during Christmas Week in the Hospital – an
event open to all staff, patients and visitors. In addition to supporting others, this group
of staff benefit their own personal wellbeing by joining together each week to enjoy
singing.

Staff Development
Apprenticeships
Our hospital has a well established, successful and nationally recognised apprenticeship
programme which see’s 98% of our apprentices going on to employment, with 94%
staying within the Trust. Our Health Education England (HEE) target for 2015/16 for staff
on programme was 151. We actually achieved 219 staff on programme, of which 84 were
new apprentice posts. Of the 84 new posts 79 were 16-24. Our Apprenticeships are
structured and the apprentices are well supported by their teams, their Mentor, the
education provider and the apprenticeship team. We now have clear evidence that
apprenticeships offer a pathway through to Higher registered training such as Nursing,
Midwifery, ODP, Biomedical Science, Audiology, and Management.
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We offer a wide range of apprenticeship frameworks at intermediate Level 2, Advanced
Level 3, and increasingly the Higher frameworks at Level 4 and Level 5.
The Government drive is for organisations to train their staff through the use of
frameworks, and with the introduction of the Apprenticeship Levy from 1st April 2017 the
use of Higher frameworks will be essential in enabling us to meet our Levy commitment.
We have already established a Level 5 Leadership & Management programme which is
offered out to staff in Bands 5-8. Delivered through NCC Adult Education this programme
is proving very successful and is expected to grow. We are now in discussions with other
education providers and Universities in respect of Level 6 and Level 7 delivery.
Working in partnership with HEE, Norfolk County Council, Norfolk and Suffolk Care
Support, and City College Norwich we were the first Trust in the East of England to offer
an ‘Integrated Health & Social Care’ pilot.
In March 2015 we recruited 6 Apprentice Health & Social Care Assistants on a 12month
fixed term contract to undertake a Level 2 health and social care framework. The aim of
the pilot was to give apprentices a broader understanding and experience of how care is
delivered in both settings. 3 apprentices started in social care, and 3 apprentices
commenced on a ward, both groups rotated at 6 months. The results have been very
successful with 5 of the 6 gaining employment; 4 within the Trust, and 1 within the
Community Trust. 3 of the 6 are enrolled with City College to undertake their Access to
Health Science diploma in September 2016 as they will be applying for their Registered
Nurse training at UEA to commence September 2017. Working in partnership has proved
an invaluable experience for both sectors enabling a broader understanding of how the
different setting works, and the various challenges and opportunities that are presented
daily. One of the apprentices, Megan Burrows, won the City College Health Apprentice of
the Year award for her commitment to her apprenticeship.
In December 2015 working in partnership with City College Norwich we commenced our
first Traineeship programme. A Traineeship is aimed at young people who are not quite
ready for employment, and it offers them a 6 week employability programme delivered at
the college, and then an 8 week work placement at the Trust. Our programme was very
successful with 3 of the Trainees gaining employment with us, and 1 successfully securing
a college place for Level 3 programme which will enable her to progress on to her Nurse
training.
In June 2015 our hospital was reaccredited for the a Business in the Community ‘Big Tick’
for Inspiring Young Talent through our Apprenticeship programme and Access to work
initiatives. In November 2015 we were finalists for two national apprenticeship awards:
The Health Service Journal Awards in the ‘Workforce’ category; also the

Training Journal “Best Apprenticeship Programme” where we were a bronze
winner.
The Trust introduced ‘Apprentice of the Year’ into our Staff Awards programme which
was won by Sophie Bland who commenced as Apprentice Medical Secretary within
Gastroenterology, and progressed on to Trust Senior Secretary with responsibility for
mentoring new apprentices in the department.
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Health and Safety
The Health and Safety team advises on staff safety in relation to the main risks present in
a healthcare environment. The team assists with risk assessment and incident
investigation as well as proactively auditing and monitoring standards and compliance
across all Trust premises.
The main projects for the year 2015/16 were:
x
x
x

the training of staff in the appropriate use of protective equipment in relation to
infection risks
the introduction of “sharps” safety devices.
the introduction of more environmentally- friendly waste systems

Training
The Health and Safety team develops training packages and ensures that there are
competent trainers to cover the mandatory training needs of the organisation related to
fire, health and safety, manual handling, risk assessment, prevention and management of
aggression, chemicals and waste. In addition, sessions are devised and presented to
medical, nursing and allied health profession students on safe management of
needles/sharps and manual handling. There is a suite of computer based assessments for
the mandatory updates relating to health and safety, fire and manual handling. These
have associated e-learning packages to help employees to improve their knowledge and
these programmes are complimented by face –to-face training sessions. The training
process is regularly evaluated and reviewed to ensure it is effective.
Incidents
There are five categories of health and safety related incidents that are reported most
frequently for staff. These are slips, trips and falls, needle-stick and sharps injury, patient
moving and handling, verbal aggression and physical aggression. There was a 5%
increase in reported staff safety incidents compared with the previous year; the greatest
increase was evident in the physical and verbal aggression categories (25%). A large

proportion of our elderly patients suffer with conditions such as dementia and post
surgery delirium; staff are encouraged to report incidents of aggression from these
patients to enable the Trust to assess the risk and ensure control measures are in place to
protect staff.
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Off payroll engagements
The Trust has a policy that all substantive staff are paid through payroll unless there are
exceptional circumstances. The following Board members were engaged on an interim
and off-payroll basis between 1 April 2015 and 31 March 2016 due to the short notice
circumstances through which the vacancy arose thereby leaving insufficient time to
facilitate a normal recruitment process:
M. Davies: between 3.8.2015 and 13.11.2015
R. Parker: between 15.7.2015 and 02.08.2015
In addition the Trust does employ contractors from time to time to support projects who
may be engaged on an off payroll basis. The table below shows the details:
Expenditure on consultancy is £2,613k in 2015/16 and prior year was £259k per note 6
to the accounts
Off payroll engagements as of 31 March 2016 for more than £220 per day
lasting for longer than six months
No. of existing engagements as of 31 March 2016
5
Of which:
No. that have existed for less than one year at the time of reporting
5
The existing arrangement outlined above, has been subject to an assessment as to
whether assurance needs to be sought that the individual is paying the right amount of
tax, and where necessary, that assurance has been sought.

For all new off-payroll engagements, or those that reached six months in duration,
between 1 April 2015 and 31 March 2016, for more than £220 per day and that last
for longer than six months
No. of new engagements, or those that reached six months in duration,
between 1 April 2015 and 31 March 2016
No. of the above which include contractual clauses giving the trust the right to
request assurance in relation to income tax and National Insurance obligations
No. for whom assurance has been requested and received

8

No. for whom assurance has been requested and not received

0

No. that have been terminated as a result of assurance not being received

0

For any off-payroll engagements of board members, and/or, senior
officials with significant financial responsibility, between 1 April 2015
and 31 March 2016
Number of off-payroll engagements of board members, and/or, senior officials
with significant financial responsibility, during the financial year.
Number of individuals that have been deemed ‘board members and/or senior
officials with significant financial responsibility’ during the financial year. This
figure must include both off-payroll and on-payroll engagements.

Page 94 of 227

8
8

2
9

Staff exit packages
Staff exit packages for the year ended 31 March
2016

Number of
compulsory
redundancies

Number of
other
departures
agreed

Total
number of
exit
packages by
cost band

<£10k

-

2

2

£10k - £25k

-

5

5

£25k - £50k

-

2

2

£50k - £100k

-

1

1

£100k - £150k

-

1

1

£150k - £200k

-

1

1

12

12

As part of the National savings and efficiency requirements, the Trust introduced a
voluntary severance scheme.
Of the 12 non compulsory departures 3 being mutually agreed resignations (MARS)
totalling £397k, and 9 being voluntary redundancies totalling £155k. Total cost of exit
packages for all staff including senior executives is £552k (14/15 £542k).
Staff exit packages for the year ended 31 March
2015

Number of
compulsory
redundancies

Number of
other
departures
agreed

Total
number of
exit
packages by
cost band

<£10k

-

4

4

£10k - £25k

-

5

5

£25k - £50k

-

2

2

£50k - £100k

-

1

1

£100k - £150k

-

1

1

£150k - £200k

-

1

1

14

14
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Pension costs
Past and present employees are covered by the provisions of the two NHS Pension
Schemes. Details of the benefits payable and rules of the Schemes can be found on the
NHS Pensions website at www.nhsbsa.nhs.uk/pensions. Both are unfunded defined
benefit schemes that cover NHS employers, GP practices and other bodies, allowed under
the direction of the Secretary of State in England and Wales. They are not designed to be
run in a way that would enable NHS bodies to identify their share of the underlying
scheme assets and liabilities. Therefore, each scheme is accounted for as if it were a
defined contribution scheme: the cost to the NHS body of participating in each scheme is
taken as equal to the contributions payable to that scheme for the accounting period.
In order that the defined benefit obligations recognised in the financial statements do not
differ materially from those that would be determined at the reporting date by a formal
actuarial valuation, the FReM requires that “the period between formal valuations shall be
four years, with approximate assessments in intervening years”. An outline of these
follows:
a) Accounting valuation
A valuation of scheme liability is carried out annually by the scheme actuary (currently the
Government Actuary’s Department) as at the end of the reporting period. This utilises an
actuarial assessment for the previous accounting period in conjunction with updated
membership and financial data for the current reporting period, and are accepted as
providing suitably robust figures for financial reporting purposes. The valuation of scheme
liability as at 31 March 2016, is based on valuation data as 31 March 2015, updated to 31
March 2016 with summary global member and accounting data. In undertaking this
actuarial assessment, the methodology prescribed in IAS 19, relevant FReM
interpretations, and the discount rate prescribed by HM Treasury have also been used.
The latest assessment of the liabilities of the scheme is contained in the scheme actuary
report, which forms part of the annual NHS Pension Scheme (England and Wales) Pension
Accounts. These accounts can be viewed on the NHS Pensions website and are published
annually. Copies can also be obtained from The Stationery Office.
b) Full actuarial (funding) valuation
The purpose of this valuation is to assess the level of liability in respect of the benefits
due under the schemes (taking into account their recent demographic experience), and to
recommend contribution rates payable by employees and employers.
The last published actuarial valuation undertaken for the NHS Pension Scheme was
completed for the year ending 31 March 2012.
The Scheme Regulations allow for the level of contribution rates to be changed by the
Secretary of State for Health, with the consent of HM Treasury, and consideration of the
advice of the Scheme Actuary and appropriate employee and employer representatives as
deemed appropriate.
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Regulatory Ratings
Monitor Regulatory Ratings
In June 2014, the Board of Directors identified in its annual Declaration of Sustainability,
submitted to Monitor, that there were a number of risks to the long term sustainability of
the Trust from both a financial and operational perspective. Key amongst those risks was
the ongoing increase in the number of patients requiring care at the Trust on an
unplanned and emergency basis, at levels significantly beyond those for which the Trust
was contracted to provide. The Board identified this risk as a "significant threat to our
ability to achieve national performance targets and the conditions of our Provider
Licence"; and so it has proved.
Monitor, the independent regulator of Foundation Trusts, has investigated the Trust’s nonachievement of the operational performance targets outlined above in 2015/16 and has
concluded that it has reasonable grounds to suspect that the Trust was in breach of its
Provider Licence, which requires achievement of relevant national targets. Monitor has
accepted Voluntary Undertakings from the Trust with respect to the production and
delivery of improvement plans and has concluded that implementation of these
Undertakings “will secure that the breaches in question do not continue or recur”.
A key element of the Undertakings is that the Trust should set out a long-term strategy to
address the increasing demand and capacity pressures faced by the Trust. In compliance
with the Undertakings the Trust submitted its strategy to Monitor by December 2015. This
strategy details plans to expand the capacity of the Trust to treat patients through the
creation of a new Ambulatory Care and Diagnostics centre. It also proposes expansion of
our interventional radiology facilities. Planning of these developments is underway and
one of the challenges facing the Trust in 2016/17 will be to secure the necessary capital to
fund these schemes.
In 2015/16 however over 90% of acute trusts reported a financial deficit and the Trust has
reported a significant deficit of £21.9m compared to a deficit plan of £12.5m. Monitor has
decided that it has reasonable grounds to conclude that the Trust is in breach of its
Provider Licence and the Trust has provided Voluntary Undertakings with regard to
creation of a Financial Recovery Plan. The Trust has also volunteered to participate in a
Financial Improvement Programme commissioned by NHS Improvement and this is
underway in the early part of 2016/17.
In accordance with the Undertakings the Trust will produce a long term financial model
during 2016/17 and has set a challenging cost improvement programme of £17.6m.
Very significant challenges remain with regard to the Trust’s operational and financial
sustainability in the current organisational configuration and price structure of the health
economy.
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Under the Risk
Assessment Framework
Financial Sustainability
Rating
Governance Rating

Under the Risk
Assessment Framework
Continuity of Service
Rating
Governance Rating
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Key performance indicators

National Performance Targets 2014/15

Target

Actual

MRSA bacteraemia (no of cases)

0

2

C diff (hospital acquired post 48 hours)

49

32

2 week wait cancer referral

93%

96.4%*

All cancers: 31 days diagnosis (decision to treat)
to treatment

96%

97.4%*

All cancers: 31 days for subsequent treatments anti cancer drugs

98%

99.3%*

All cancers: 31 days for subsequent treatments Surgery

94%

91.6%*

All cancers: 31 days for subsequent treatments Radiotherapy

94%

97.8%*

All cancers: 62 days GP urgent referral to
treatment

85%

77%*

All cancers: 62 days for referral to treatment Screening

90%

92.9%*

Percentage of patients seen within 18 weeks:
x

Admitted

90%

63.8%

x

Non-admitted

95%

91.91%

x

Incomplete

92%

85.72%

Percentage of diagnostic waits < 6 weeks

99%

98.45%

Total time in A&E: four hours or less

95%

85.4%

Sleeping accommodation breach(s)

0

CQC regulatory actions

Compliant
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0
‘Requires
Improvement’

Statement of the Chief Executive's responsibilities as the Accounting Officer of
Norfolk and Norwich University Hospitals NHS Foundation Trust
The NHS Act 2006 states that the chief executive is the accounting officer of the NHS
Foundation Trust. The relevant responsibilities of the accounting officer, including their
responsibility for the propriety and regularity of public finances for which they are
answerable, and for the keeping of proper accounts, are set out in the NHS Foundation
Trust Accounting Officer Memorandum issued by Monitor.
Under the NHS Act 2006, Monitor has directed Norfolk and Norwich University Hospitals
NHS Foundation Trust to prepare for each financial year a statement of accounts in the
form and on the basis set out in the Accounts Direction. The accounts are prepared on an
accruals basis and must give a true and fair view of the state of affairs of Norfolk and
Norwich University Hospitals NHS Foundation Trust and of its income and expenditure,
total recognised gains and losses and cash flows for the financial year.
In preparing the accounts, the Accounting Officer is required to comply with the
requirements of the NHS Foundation Trust Annual Reporting Manual and in particular to:
ł
observe the Accounts Direction issued by Monitor, including the relevant accounting
and disclosure requirements, and apply suitable accounting policies on a consistent basis;
ł

make judgements and estimates on a reasonable basis;

ł
state whether applicable accounting standards as set out in the NHS Foundation
Trust Annual Reporting Manual have been followed, and disclose and explain any material
departures in the financial statements;
ł
ensure that the use of public funds complies with the relevant legislation, delegated
authorities and guidance; and
ł

prepare the financial statements on a going concern basis.

The Accounting Officer is responsible for keeping proper accounting records which
disclose with reasonable accuracy at any time the financial position of the NHS
Foundation Trust and to enable him to ensure that the accounts comply with
requirements outlined in the above mentioned Act. The Accounting Officer is also
responsible for safeguarding the assets of the NHS Foundation Trust and hence for taking
reasonable steps for the prevention and detection of fraud and other irregularities.
To the best of my knowledge and belief, I have properly discharged the responsibilities
set out in Monitor's NHS Foundation Trust Accounting Officer Memorandum.

Signed…………………………………………………
Mark Davies
Chief Executive
Page 100 of 227

Date: 25 May 2016

Annual Governance Statement for the year ended 31 March 2016
Scope of responsibility
As Accounting Officer, I have responsibility for maintaining a sound system of internal
control that supports the achievement of the NHS Foundation Trust’s policies, aims and
objectives, whilst safeguarding the public funds and departmental assets for which I am
personally responsible, in accordance with the responsibilities assigned to me. I am also
responsible for ensuring that the NHS Foundation Trust is administered prudently and
economically and that resources are applied efficiently and effectively. I also
acknowledge my responsibilities as set out in the NHS Foundation Trust Accounting
Officer Memorandum.
The purpose of the system of internal control
The system of internal control is designed to manage risk to a reasonable level rather
than to eliminate all risk of failure to achieve policies, aims and objectives; it can
therefore only provide reasonable and not absolute assurance of effectiveness. The
system of internal control is based on an ongoing process designed to identify and
prioritise the risks to the achievement of the policies, aims and objectives of Norfolk and
Norwich University Hospitals NHS Foundation Trust, to evaluate the likelihood of those
risks being realised and the impact should they be realised, and to manage them
efficiently, effectively and economically. The system of internal control has been in place
in Norfolk and Norwich University Hospitals NHS Foundation Trust for the year ended 31
March 2016 and up to the date of approval of the Annual Report and Accounts.
Capacity to handle risk
The Trust has a Risk Management Strategy which sets out the accountability and
reporting arrangements to the Board of Directors for risk management within the Trust.
Operational responsibility for the implementation of risk management has been delegated
to our Director of Nursing and other named staff.
During the course of this year we have reviewed and drafted revisions to our Risk
Management Strategy. This will be for the Board to consider during 2016/17 with a view
to strengthening our approach to Risk Management and its focus as proactively identifying
and avoiding risks rather than reacting to ones which have materialised.
The Risk Management Department co-ordinates and supports risk activity across the
Trust. The mandatory corporate induction programme covers both clinical and nonclinical risk and the Trust’s approach to managing risk and maximising quality in patients'
care. In addition a range of risk management training is provided to staff and there are
policies in place which describe roles and responsibilities in relation to the identification,
management and control of risk. Staff training covers requirements for the safe delivery
of services, proper use of equipment and wider aspects of management, health and
safety and quality assurance training.
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The Trust learns from good practice through a range of mechanisms, including clinical
supervision, reflective practice, individual and peer reviews, performance management,
continuing professional development, clinical audit and application of evidence-based
practice. The implementation of guidance from the National Institute of Clinical
Excellence (NICE) is overseen by the Clinical Effectiveness Governance Sub-Board and all
relevant risk policies are available to staff via the Trust intranet.
During 2015/16 our processes for ‘learning lessons’ were subject to Internal Audit review.
This resulted in a ‘green’ assurance rating – providing ‘substantial’ assurance to the Board
that the controls in place in this area are suitably designed, consistently applied and
operating effectively.
The Risk Management Strategy and supporting procedures set out the key responsibilities
for managing risk within the organisation, including ways in which risk is identified,
evaluated and controlled. Risk management is embedded throughout the organisation,
with a culture focussed on prevention of risks, reporting of incidents and learning. This is
detailed in our policies, including:
- Incident Reporting Policy and procedures
- claims and complaints policies and procedures
- staff training and awareness, both mandatory and general.
Reduction of risk and maintenance of quality are promoted by constantly reinforcing a
culture of openness and transparency and encouraging staff to identify opportunities to
learn from patient feedback and to improve the care and services we provide.
The risk and control framework
The Board of Directors meets bi-monthly in public and at every meeting it receives reports
which detail risk, financial and performance issues and, where required, the action being
taken to reduce identified high level risks. This reporting to the Board of Directors is
supported through the Trust’s governance structure, in particular through the Hospital
Management Board with its Governance Sub – Boards.
During 2015/16, the Trust participated in its triennial well-led governance review, in
accordance with a framework established by Monitor. The resulting recommendations
were implemented through a governance action plan approved by the Board and the
follow-up review carried out by PWC in November 2015 confirmed that the Trust had
made “significant progress” in its implementation and improvements to the Trust’s
governance arrangements. These included restructuring of the Trust’s Divisions and the
creation of two new Board Committees (the Quality and Safety Committee and Finance
and Investments Committee). The Trust Board receives regular reports concerning the
effective operation of each of these developments.
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The overall governance and assurance structure is as illustrated below:

The Board’s Audit Committee has responsibility to oversee the maintenance of an
effective system of integrated governance, risk management and internal control, across
the Trust’s activities. The Terms of Reference for the Trust’s Audit Committee are based
on the model set out in the NHS Audit Committee Handbook (2014) and the Committee is
tasked with reviewing the adequacy of the structures, processes and responsibilities
within the Trust for identifying and managing key risks.
The Audit Committee’s Annual
report sets out the ways in which it has carried out its responsibilities during 2015/16.
A Board Assurance Framework is in place which details the principal risks to delivery of
the Trust's Strategic Objectives. An Executive Director with delegated responsibility for
managing and monitoring each risk is clearly identified. The Board Assurance Framework
identifies the key controls in place to manage each of the principal risks and details
information on the assurance that the Board of Directors can take that those controls are
in place and operating effectively.
Information and assurance is provided to the Board through:
x The monthly Integrated Performance Report – which is made available to the
Board, Governors, staff and public (via our website);
x Reports from Committees of the Board, specifically Audit Committee, Quality and
Safety Committee and Finance and Investments Committee;
x Work of internal and external audit, external reports, PLACE Inspections and the
Quality Assurance Audit programme.
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Risk is assessed at all levels in the organisation from the Board of Directors to individual
wards and departments. This ensures that both strategic and operational risks are
identified and addressed and risk assessment information is held in an organisation-wide
Risk Register. A risk scoring matrix is used to ensure that a consistent approach is taken
to assessing and responding to clinical and non-clinical risks and incidents. Those risks
with a high residual risk rating (following the impact of appropriate mitigating actions) are
detailed in a High Risk Tracker – reported monthly to both the Board of Directors and
Management Board through the Integrated Performance Report.
The Hospital Management Board is tasked through its Terms of Reference with assisting
me in effectively discharging my duties as Accounting Officer and with overseeing the
identification and mitigation of key risks arising from or relevant to the operation of the
Trust. It oversees the work of five Governance Sub-Boards and an Executive
Performance Committee, the remits of which are collectively constructed so as to be
consistent with the inspection regime of the Care Quality Commission under the following
headings:
x Clinical Safety
x Non-Clinical Safety
x Caring & Patient Experience
x Effectiveness
x Workforce
x Executive Performance Committee (Responsiveness)
The Executive Performance Committee and each of the Governance Sub-Boards have
Terms of Reference and a schedule for receiving and reporting on each of its areas of
responsibility. Templates have also been produced for Directorate and Divisional Clinical
Governance meetings to ensure timely identification, review mitigation and reporting of
risks.
The Trust was last inspected by the Care Quality Commission (CQC) in November 2015
and the report issued in March 2016. No areas of the Trust were rated as 'Inadequate'.
In its report the CQC judged the Trust to be 'Good' for the domain of Caring, but
'Requires Improvement' in the domains of 'Safety, Effectiveness, Well-led and
Responsiveness'. The overall rating for the Trust was therefore that it 'Requires
Improvement' to ensure full compliance with the registration requirements of the Care
Quality Commission. In this the Trust’s rating is in common with 62% of the 162 Trusts
inspected by the CQC up to April 2016.
An action plan relating to recommendations made by the CQC has been established. Its
implementation will be overseen by the relevant governance Sub-Boards and the Hospital
Management Board, with regular updates to the Board’s Quality and Safety Committee.
During the course of the year we have revised our divisional structures in the Trust.
Following a consultation exercise with staff, the Board approved creation of a four division
structure, with each division led by a leadership triumvirate of a clinical Chief of Division,
a Divisional Nursing Director and a Divisional Operations Director. Following an open
interview and selection process, appointments were made to these key leadership posts.
The revised structure was in place in ‘shadow’ form from 1 January 2016 and fully
operational from 1 April.
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Monitor added a Condition to the Trust’s Licence with regard to effectiveness of the
Trust’s Board. In its review of the Trust in November 2015, commissioned by the Trust,
PWC found that that “progress has been made in all key areas and there are clear plans

to progress further improvements”
Risks to delivery of the Trust’s objectives are recorded in detail in the Board Assurance
Framework and corporate risk register which are monitored quarterly by the Board
through the Trust’s governance structure.
Major risks facing the Trust, both in-year and in future, are as follows:
x

x
x
x
x
x
x

The continued high level of emergency activity and the uncertainty over wider
system plans make it difficult for the Trust to plan its services, resulting in a
negative impact on the Trust’s ability to meet regulatory and contractual
requirements.
A serious gap between income and expenditure and limited reserves of cash;
Limited availability of capital funding creates uncertainty over the Trust’s options
for developing capacity to meet increasing patient demand for its services;
A reliance on use of temporary clinical staff to fill vacancies and staff escalation
areas to address demand peaks at premium costs;
High levels of both elective and emergency demand pose risks for delivery of the
Trust’s improvement plans for A&E, cancer and 18-week;
The strain of persistent high levels of demand on staff resilience and morale;
The need for sufficient management capacity to deliver all the improvements
necessary to counter the current and future challenges facing the Trust.

The Trust has mitigating activities in place to minimise the potential impact of these risks
so far as possible, with the impact of these assessed through reports to the Board and in
particular the metrics set out in the monthly Integrated Performance Report. Very
significant challenges remain however with regard to the Trust’s operational and financial
sustainability in the current organisational configuration and price structure of the health
economy.
Incident Reporting
Incident and near-miss reporting is encouraged across all staff groups and specialties
across the Trust within an open culture focussed on learning and improvement. The
Trust has a single web based incident reporting system which is used by all staff groups
to record patient and staff safety incidents, near misses and serious incidents. The
number and type of incidents reported and learning from these incidents is disseminated
and monitored through the risk and governance structure and a communication route to
all staff based on Organisation Wide Learning (OWL) newsletters and updates.
A high comparative rate of incident reporting is viewed as an indicative measure of a
healthy safety culture. The Quality and Safety Committee receives regular reports on the
rate of incident reporting in the Trust accordingly. Incident reporting for Acute Trusts has
been measured as a rate per 1000 bed days. In the most recent reported 6 month period
(Oct 2014 to March 2015), NNUH lies within the top 25% of Acute Trusts.
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Patient Involvement in Risk
The Trust works closely with the local organisations which are part of the formal structure
for NHS patient and public involvement, such as the Health Overview and Scrutiny
Committee and Healthwatch. Our Foundation Trust has a membership with
approximately 16,000 public members, many of whom are actively involved with the Trust
in a number of ways, not least a regular programme of meetings for members about
different aspects of our activities.
The members elect governors who sit on the Trust’s Council of Governors and who
represent the views of members when contributing to development of the Trust’s forward
plans and priorities. The Trust’s Council of Governors receives regular updates on
strategic developments in the Trust and performance against key targets and governance
requirements. The Trust has also set-up a patient panel to enable the public to give more
detailed feedback on changes and proposals. The views of patients are sought in a
variety of additional ways, including patient electronic surveys, nationally mandated
surveys, comment cards and other activities. The Board receives regular reports on
feedback from patients through the Caring and Patient Experience Sub-Board.
Patients and external partners provide a further crucial part of our quality assurance and
risk control processes, through our programme of Quality Assurance Audits. These
consist of small teams making unannounced audit inspections of wards and departments
in the Trust, reviewing compliance with a series of pre-determined standards. Every such
team includes an external inspector, providing independent assurance of the rigor and
fairness of the QAA process. The results from the QAA programme are reported to the
Board and published.
As an employer with staff entitled to membership of the NHS Pension Scheme, control
measures are in place to ensure all employer obligations contained within the Scheme
regulations are complied with. This includes ensuring that deductions from salary,
employer’s contributions and payments into the Scheme are in accordance with the
Scheme rules, and that member Pension Scheme records are accurately updated in
accordance with the timescales detailed in the Regulations.
Control measures are in place to ensure that all the organisation’s obligations under
equality, diversity and human rights legislation are complied with.
The Foundation Trust has undertaken risk assessments and Carbon Reduction Delivery
Plans are in place in accordance with emergency preparedness and civil contingency
requirements, as based on UKCIP 2009 weather projects, to ensure that this
organisation’s obligations under the Climate Change Act and the Adaption Reporting
requirements are complied with.
Risks associated with data security are addressed separately in the Information
Governance and Cyber Security section of this statement.
Review of economy, efficiency and effectiveness of the use of resources
The Board Assurance Framework sets out the principal risks to delivery of the Trust's
Strategic Objectives and identifies the assurances available to the Board of Directors in
relation to the achievement of the Trust’s Strategic Objectives.
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Monitor has decided that it has reasonable grounds to conclude that the Trust is in breach
of its Provider Licence and the Trust has provided Voluntary Undertakings with regard to
creation of a Financial Recovery Plan. The Trust has also volunteered to participate in a
Financial Improvement Programme commissioned by NHS Improvement and this is
underway in the early part of 2016/17.
In accordance with the Undertakings the Trust will produce a long term financial model
during 2016/17 and has set a challenging cost improvement programme of £17.6m. The
CIP programme is supported by specific plans for £14.4m, with the remainder in final
stages of development.
An important part of our responsibility is that we assess and review the financial
sustainability of the organisation; as such we have considered the scale of the financial
challenges facing the Trust over the next 12 month period. As a consequence it is clear
that there is material uncertainty that may cast significant doubt about the Trust’s ability
to continue as a going concern. This specifically relates to the impact on the cash
position of the Trust in 2016/17. The Trust is seeking a loan to improve the cash position
and support the planned capital developments.
However, after making enquiries, the directors have a reasonable expectation that the
Norfolk and Norwich University Hospitals NHS Foundation Trust has adequate resources to
continue in operational existence for the foreseeable future. For this reason, the Trust
continues to adopt the going concern basis in preparing the accounts.
Our expectation is informed by the anticipated continuation of the provision of service in
the future, as evidenced by inclusion of financial provision for that service in published
documents. Contracts for Service, being the NHS Standard Contract 2016/17 have been
signed with the Trust’s main Commissioners.
The external auditors have drawn attention to the material uncertainties in an emphasis
of matter paragraph within their report on the Accounts. The accounts, including the
external audit report can be found at the back of this document.
Annual Quality Report
The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations 2010 (as amended) to prepare Quality Accounts for each
financial year. Monitor has issued guidance to NHS Foundation Trust boards on the form
and content of annual Quality Reports which incorporate the above legal requirements in
the NHS Foundation Trust Annual Reporting Manual.
The Trust has a well-established process for establishing its quality priorities for the
forthcoming year, which includes analysing data from a number of sources, including
responses to the national annual patient and staff surveys, complaints and compliments,
past incidents and feedback gathered from our patients. Once a set of draft priorities had
begun to emerge we asked for feedback from our clinical teams before the final set of
priorities was submitted to the Quality and Safety Committee for its endorsement on
behalf of the Trust Board. This ensured that the Quality Report would reflect a balanced
view of priorities.
The 12 individual priorities are each assigned to one of the three domains of Clinical
Safety, Clinical Effectiveness, and Patient Experience with an executive lead for each. All
have relevance across the Trust rather than targeting a specific clinical area.
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Progress in achieving these priorities will be reported to Board, Governors and public
through the Integrated Performance Report.
For the Annual Quality Report, the Trust employs the same information assurance
processes as used for other aspects of performance. The report draws heavily on the
monthly Integrated Performance Report, which includes trend data across a wide range of
local and national quality indicators, such as those included within the Monitor compliance
framework.
Information to support the quality metrics used in the Quality Report is held in a number
of Trust systems, including Datix (electronic risk management system), PAS (patient
administration database) Telepath (electronic pathology system) and ICNet (infection
control system). The data is utilised day-to-day in the Trust’s operations and, where
appropriate, it is submitted to the National Information Centre, which operates national
checks to ensure its reliability and accuracy. Further quality data is drawn from the
reports that are produced for the Clinical Safety Sub-Board and the Caring and Patient
Experience Sub-Board.
The Trust retains the services of specialised and skilled coding and informatics staff to
produce and analyse data and to ensure the accuracy of reporting. We also have a Data
Quality team who provide training for staff and audit compliance with data collection and
reporting requirements. In 2015/16 we have also contracted with a specialist team of
data validation experts, to provide additional capacity in checking and providing assurance
with regard to the management of data on our 18-weeks Referral To Treatment waiting
list.
A draft of the Quality Report is shared with our stakeholders, notably our commissioning
CCGs, Norfolk Healthwatch, Suffolk Healthwatch and Trust Governors who are invited to
submit comments regarding its content, including on the quality of the data reported.
These are reflected as relevant in the final report.
As part of the audit of the Quality Report the external auditors are required to audit two
performance standards, being the percentage of incomplete pathways within 18 weeks
and the percentage of patients with a total time in A&E of four hours or less from arrival
to admissions, transfer or discharge. No issues were identified which could impact on
their limited assurance opinion on the 18 week pathways percentage. The external
auditors noted that at times the Trust has stated that patients with waiting times between
four hours and four hours five minute do not breach the indicator requirements.
Guidance specifies that any patient waiting longer than four hours should be counted as a
breach. They were able to quantify that there were only 1,771 patients who have exact
four hour stop clocks out of a total population of 120,062. Of these, Trust records
indicate that 437 had been adjusted down. If all of these had been incorrectly adjusted
this would have resulted in a decrease in reported performance of 0.36%.
They also identified that when hand over information is not available, the Trust starts the
clock at the point the ambulance arrives. Some patients may therefore be incorrectly
recorded as breaching the four hour arrival to admission time. Ambulance arrivals make
up 36.5% of the total indicator population for the Trust.
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Their overall conclusion for these indicators was, that except for the matters noted above,
nothing has come to their attention that causes them to believe that for the year ended
31 March 2016: the specified indicators have not been prepared in all material respects in
accordance with the Criteria set out in the NHS Foundation Trust Annual Reporting
Manual (“FT ARM”) and the “Detailed guidance for external assurance on quality reports
2015/16”.
Information Governance and Cyber Security
The Trust scored 79% Level 2 Satisfactory in the Information Governance Toolkit at the
end of March 2016. A work programme has been developed to improve the Trust’s
Information Governance Toolkit score in 2016-2017. Information governance (IG) training
is mandatory for all staff members and is renewed on an annual basis. The Trust
continued to raise awareness of Information Governance and the importance of protecting
personal information with its staff members through a comprehensive training
programme. To complement this learning, a wealth of policies, guidance and best
practice are made available to staff members via the Trust’s intranet.
Personal data related incidents are reported on the Trust incident Reporting Systems that
are reviewed at the Caldicott Approval Group and the Information Governance Steering
group on a monthly and six weekly basis, respectively. The lessons learnt are shared with
staff members and they enabled the Trust to review and continually improve its
information Governance processes for the safekeeping of personal information and to
ensure compliance with the Data Protection Act 1998 and the Caldicott principles. The
personal data related incidents are fed to the board through the Non Clinical Sub-board.
Data Security and Information Governance risks are managed primarily through incidents
and by complying with the IG Toolkit’s Information Security Assurance initiative. The
identified risk is prioritised, control measures implemented, reviewed on a regular basis
and escalated to Trust Risk Register if deems appropriate. The Trust experienced and
reported two level 2 SIRIs to the ICO in the financial year 2015-16. The ICO concluded
no further action was required and both incidents are now closed. A summary of datarelated incidents reported during the year is shown below:
Category
A
B
C
D
E
F
G
H
I
J
K

Breach Type
Corruption or inability to recover electronic
data
Disclosed in Error
Lost in Transit
Lost or stolen hardware
Lost or stolen paperwork
Non-secure Disposal – hardware
Non-secure Disposal – paperwork
Uploaded to website in error
Technical security failing (including hacking)
Unauthorised access/disclosure
Other

Total
0
48
0
0
4
1
0
6
1

During 2015/16 the Trust’s controls in relation to Cyber Security were specifically
reviewed by RSM, our Internal Audit providers.
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This resulted in a conclusion that the Trust could take ‘reasonable’ assurance that the
controls in place are suitably designed and consistently applied. A number of areas for
improvements to be made were identified and the associated recommendations are being
implemented and progress regularly reported to the Audit Committee. A rigorous
framework of quality governance is in place. This includes a programme of internal and
external audit of the quality of performance information under the Trust’s Performance
Management Framework. The standards for the quality of information are set out in the
Trust’s Data Quality Strategy and Data Quality Policy.
Review of effectiveness
As Accounting Officer, I have responsibility for reviewing the effectiveness of the system
of internal control. My review of the effectiveness of the system of internal control is
informed by the work of the internal auditors, clinical audit and the executive managers
and clinical leads within the NHS Foundation Trust who have responsibility for the
development and maintenance of the internal control framework. I have drawn on the
content of the quality report attached to this Annual Report and other performance
information available to me. My review is also informed by comments made by the
external auditors in their management letter and other reports. I have been advised on
the implications of the result of my review of the effectiveness of the system of internal
control by the Board, the Audit Committee and a plan to address weaknesses and ensure
continuous improvement of the system is in place.
The Board of Directors has met regularly and kept arrangements for internal control
under review through discussion and approval of policies and practice and monitoring of
outcomes agreed as indicators of effective controls. The Board reviews a monthly
'dashboard' covering a wide range of performance metrics – these show the key relevant
national priority and regulatory indicators, with additional sections devoted to safety,
clinical effectiveness and patient experience. A monthly qualitative summary is
supplemented by more detailed briefings on any areas of adverse performance. The
selection of appropriate metrics is subject to regular review, with changes in definitions or
strategic priorities reflected in the selection. The Board’s dashboard is backed up by a
cascade of more granular reports reviewed by the Hospital Management Board, Executive
Sub-Boards, directorates and individual services, with analysis at individual practitioner
level.
The Trust has systems and controls in place to ensure that high quality clinical audits are
conducted and their findings acted upon by all directorates and specialties across the
Trust. There is a Clinical Audit Policy in place that describes the responsibilities and
accountabilities for staff at all levels in devising, conducting, reporting and acting on the
findings of clinical audits. There is a Trust Medical Lead for Clinical Audit and each
specialty within a directorate has its own clinical audit lead. The Trust Clinical Audit Lead,
the Clinical Effectiveness and Improvement Manager and specialty audit leads are
responsible for developing, monitoring and reporting an annual clinical audit programme
that reflects local and/or Trust issues around service quality or patient safety. All audit
projects are registered on an electronic system and monitored to completion and
subsequent re-audit. The Medical Audit Lead and the Chair of the Clinical Standards
Group both sit on the Trust’s Effectiveness Sub-Board which is accountable to, and
reports audit activity to, the Executive Board.
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The internal audit plan is a risk based plan and includes a programme of reviews of key
indicators and responds to the identification of any risks associated with information
assurance. There is clear evidence of action taken to resolve audit concerns with reaudits taken to assess performance improvement.
Internal Audit work also covers performance, financial management and control, human
resources, operational and other reviews. Based on the work undertaken in 2015/16, the
head of internal audit has concluded that “the organisation has an adequate and effective

framework for risk management, governance and internal control. However, our work
has identified further enhancements to the framework of risk management, governance
and internal control to ensure that it remains adequate and effective”.
Where scope for improvement is identified during an internal audit review, appropriate
recommendations are made and action plans agreed with management for
implementation and these are monitored by the Audit Committee.
The audit plan is agreed by the Audit Committee, and covers risk management,
governance and internal control processes - both financial and non-financial, across the
Trust. The work includes identifying and evaluating controls and testing their
effectiveness, in accordance with NHS internal audit standards. A report is produced at
the conclusion of each audit assignment and, where scope for improvement is found,
recommendations are made and appropriate action plans agreed with management.
Reports are issued to and followed up with the responsible Executive Directors, and the
results of audit work are reported to the Audit Committee.
In addition to the planned programme of work, internal audit provides advice and
assistance to senior management on control issues and other matters of concern. The
internal audit function also provides an anti-fraud service to the Trust.
The Board Assurance Framework is reviewed by the Audit Committee and has been
revised and updated throughout the year to reflect the risks associated with failing to
achieve the Trust’s strategic objectives.
As part of the annual audit, the external auditors are required to satisfy themselves that
the Trust has made proper arrangements for securing economy, efficiency and
effectiveness in its use of resources. They do this through their work on the audit of the
Trust’s annual report and accounts, by reference to reports from our regulators (including
Monitor and the CQC), by examining documentary evidence and through discussions with
the Trust. The external auditors have concluded that in light of the regulatory issues
highlighted by Monitor, as detailed above, they have not been able to satisfy themselves
that the Trust has made proper arrangements for securing economy, efficiency and
effectiveness in its use of resources.
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Conclusion
My review confirms that Norfolk and Norwich University Hospitals NHS Foundation Trust
has a generally sound system of internal controls that supports the achievement of its
policies, aims and objectives. Capacity remains a significant risk and control issue for the
Trust and its ability to achieve key performance targets. The Board is addressing this in
particular through its strategic plans (as submitted to Monitor in December 2015). These
are focussed on ensuring that we will have or create adequate capacity to ensure that we
can meet the ongoing needs of our patient population on a sustainable basis.
I have taken careful note of the opinion provided by the Head of Internal Audit which is
that “the organisation has an adequate and effective framework for risk management,

governance and internal control. However, our work has identified further enhancements
to the framework of risk management, governance and internal control to ensure that it
remains adequate and effective”. This accords with my own assessment that whilst much
has been done, there is still more to do.

Signed:

Mark Davies
Chief Executive
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Date: 25 May 2016

Approval of the Accountability Report

I confirm my approval of the Accountability Report.

Mark Davies
Chief Executive
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Date: 25 May 2016

Quality Report
2015/16
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Part 1 - Chief Executive’s Statement on
Quality
2015/16 was my first year as
Chief Executive at the Norfolk
and Norwich, and it was
certainly an interesting and
eventful year.
Many things gave us cause
for pride and celebration,
such as the consistently high
scores given to us by patients
in the Friends and Family test
and the fact that we
recorded our lowest ever
incidence of Clostridium
difficile (C. Diff). However,
there were disappointments
too, not least the fact that,
notwithstanding our vigilance
and effort, in March 2016 we
had our first case of hospitalattributable Methicillin Resistant Staphylococcus aureus (MRSA) in almost four years.
Despite this setback, our track record in respect of infection prevention and control
remains exemplary, and testifies to the hard work, skill and dedication of all staff. I feel
enormously proud to work with such a passionate and committed team who put safety at
the heart of everything they do.
It was the nature of the care we provide that most impressed the Care Quality
Commission (CQC) during their ‘deep-dive’ inspection of the Trust in November 2015. Our
overall rating, in common with most other Trusts, was ‘requires improvement’, but we
were rated as ‘good’ for caring across all specialties (and ‘outstanding’ for ‘caring’ and
‘effective’ in respect of our Urgent and Emergency Services). Inspectors highlighted many
areas of outstanding practice throughout the hospital, and said that they had witnessed
‘outstanding examples of care’. In the press release they commented that our staff were
‘overwhelmingly caring’ and regularly ‘went the extra mile’ for our patients; this is
something that I have personally witnessed day in and day out since I joined the Trust,
and it fills me with pride and gratitude.
One of the key findings highlighted in the CQC report was that of capacity pressure, both
on our staff and on our estate. It is this pressure that has caused us to struggle to meet
some key access targets, notably in respect of the emergency four hour waiting time
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standard, cancer 31 day referral to surgery and 62 day referral to treatment targets and
18 week referral to treatment times.
We are working hard to deliver and sustain rapid performance improvements in respect of
all these areas, and have already made good progress, especially in regard to the cancer
targets. We have firm action plans and governance in place to achieve all the remaining
access targets before the end of the summer.
In the longer term, we will be addressing our capacity constraints through a raft of
strategic initiatives, including building an Ambulatory Care and Diagnostic Centre (ACAD),
reconfiguring our paediatric emergency department and developing our services for
interventional radiology, cardiac catheter labs and critical care. Building work has already
commenced on-site on the Quadram Institute which, when complete, will house the
largest endoscopy unit in Europe.
Our quality improvement strategy for the year ahead builds on our ambition to be the
safest acute Trust in the NHS. We will accomplish this through focusing on 4 clear aims:
1

To be a provider of high quality healthcare to our local population

2

To be a centre for complex and specialist medicine for Norfolk and East Anglia

3

To be a recognised centre for excellence in research, education and innovation

4

To be a leader in helping to redesign our health and care system to better align it
to the needs of our population.
Our strategy remains ambitious and challenging, and delivering it will help us to attract
the very best staff and researchers from around the world. We aim to become an
employer of choice, with staff that feel valued, supported and inspired to rise to new
challenges and attain new heights. Our overarching mission is to provide every patient
with the care we want for those we love the most, and we will achieve this by developing
a world class workforce and providing exemplary care to all our patients.
We remain, as always, grateful for the ongoing commitment and contribution of patients,
staff, governors and members in supporting our quality improvement activities and
providing the oversight, scrutiny and constructive challenge that are essential to
improving the quality of our services.
The content of this report has been subject to internal review and, where appropriate, to
external verification. I confirm, therefore, that to the best of my knowledge the
information contained within this report reflects a true, accurate and balanced picture of
our performance.

Mark Davies
Chief Executive

Date: 25th May 2016

Information about this
Quality Report
We would like to thank everyone who
contributed to our Quality Report.
To help readers to understand the
report a glossary of abbreviations or
specialised terms is included at the
end of the document. All words in
orange italics are included within the
glossary.
We welcome comments and feedback
on the report; these can be emailed
to communications@nnuh.nhs.uk or
sent in writing to the Communications
Department, Norfolk and Norwich
University Hospitals NHS Foundation
Trust, Norfolk and Norwich Hospital,
Colney Lane, Norwich NR4 7UY.
Further copies of the report are also
available on request from the
addresses above.

The quotes from service users
included within this report are
either taken from the Patient
Opinion website or are extracts
from letters sent to the Chief
Executive. Copies of those letters
are viewable on request from the
Chief Executive’s office.

If the report is required in
braille or alternative
languages, please contact
us and we will do our best
to help.

To request a large print copy, please contact
us by email via the following address:
communications@nnuh.nhs.uk or in writing
at the following postal address:
Communications Department,
Norfolk and Norwich University Hospitals
NHS Foundation Trust,
Norfolk and Norwich Hospital,
Colney Lane, Norwich NR4 7UY.
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Parrt 2a - Intrroduc
ction and
a
priorit
p
ties fo
or
imp
provementt
Part Tw
wo of our rep
port begins with a
review o
of our perfo
ormance during the
past twe
elve monthss compared
d to the keyy
quality ttargets thatt we set for ourselves
in last yyear’s qualitty report. Where
W
possible
e, we have included
i
comparative
perform
mance data from
f
previo
ous
reportin
ng periods, to
t enable re
eaders to
assess w
whether our performan
nce is
improvin
ng or deteriorating.
The focus then shiffts to the fo
orthcoming
twelve m
months, and
d the reportt outlines
the prio
orities that we
w have sett for
2016/17
7, and the process
p
thatt we went
through
h to select th
his set of prriorities.
This is ffollowed by the manda
ated section
of Part 2
2, which inccludes Boarrd
assuran
nce stateme
ents and sup
pporting
information coverin
ng areas such as
clinical aaudit, reseaarch and development,,

Commisssioning forr Quality and
d
Innovattion (CQUIN
N) and data
a quality.
w a review
w of our
Part 2 cconcludes with
perform
mance against a set of nationally
n
mandatted quality indicators.
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Prrogress ag
gainst ourr 2015/16
prriorities
De
etailed action plans andd measures were
dev
veloped forr each of ouur quality
priorities and, throughouut the year,
h been m
monitored by
y the
performance has
appropriate Ex
xecutive Suub-Boards and
governance co
ommittees. We contin
nued
to disseminate
e learning ppoints for issues
succh as medic
cation admi nistration,
pre
essure ulcerr preventionn, and falls
avo
oidance through our innnovative
Organisation Wide
W
Learn ing (OWL)
WLs
bulletins, and examples oof these OW
are
e included throughout
t
this report.
In reviewing our
o progresss against ou
ur
eport will h ighlight nott only
tarrgets, this re
tho
ose areas where
w
we haave done
particularly we
ell, but alsoo those area
as
wh
here furtherr improvemeent is still
req
quired.

Patien
nt Safety Priority
P
1 – Ongoin
ng reducttion in me
edication errors
What d
did we aim
m to do?
We aimed to comp
plete the implementatio
on of e-presscribing and
d finalise thee roll out off the
unified d
drug chart across
a
all Trusts
T
in thee East of England. We aimed
a
also to continue
e to
produce
e Medicines OWLS and disseminatte learning across
a
the organisation
o
n to improve the
safety o
of mediciness prescribing
ng and admiinistration.
Improv
vements made
m
in 20
015/16
We hav
ve impleme nted electro
onic prescriibing (EPMA
A) in all the
med
dical and su
urgical wards and theattres and havve plans to
com
mplete the roll out to maternity,
m
paediatrics
p
, the Emerge
ency
De
epartment a nd outpatie
ents areas by
b the end oof 2016.
This has been
n a major un
ndertaking requiring
r
caareful plann
ning,
ning and su pport along
g with the developmentt of interfacces to
train
other electronic ssystems succh as the we
ebICE dischharge letter..
The intrroduction ha
as gone smoothly with
h no disruptions to patient care. W
We are
beginnin
ng to see th
he benefits in terms off patient saffety, for exa
ample durin g January 2016
2
EPMA prevented:
356 patientts receiving a medicatio
on to which
h they are known to bee allergic, e.g.
x 3
penicillin-allergic patien
nts preventted from getting penicillin
x 3
3,685 drug to drug inte
eractions, in
ncluding on
ne case of methotrexate
m
te and
ttrimethoprim
m
x 3
3,671 uninttentional du
uplicates of the same drug
d
for the same indiccation.
mentation off EPMA our pharmacy staff
s
would have identiified and
Prior to the implem
preventted all or ma
any of the above
a
errorrs, but EPMA
MA has greatly mitigatedd the risk off
human error.

MPA system has many other
o
benefiits, including eliminatin
ng the probllem of lost drug
The EM
charts a
and easier ordering
o
of medicines. Pharmacistts are now able to eas ily identify
patientss on high rissk medicatio
on such as gentamicin, insulin and
d methotrexxate as well as
those th
hat may havve missed a dose of a ccritical drug
g such as insulin. We aare now alsso
able to better priorritise our services.
With re
espect to lea
arning from
m medication
n
errors, we have co
ontinued ouur monthly
multidissciplinary re
eview meetiings and ha
ave
continu
ued to issue a regular m
medication OWL
that hig
ghlights incid
dents and their associaated learnin
ng outcomess.
The num
mber of rep
ported medication-relatted incidentts has increa
ased this yeear compare
ed to
2014/15
5, but the percentage
p
causing
c
pottential/actua
al harm hass decreasedd (see graph
hs on
following page).
etin has beeen introduced within th
he pharmaccy departme
ent,
An interrnal monthlyy error bulle
looking specifically at medication errors tthat the Pha
armacy team
m have beeen involved with.
w
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With respect to the unified drug chart, this is in use in two other trusts, with several more
likely to come on line in the next few months. The Standard Operating Procedures
(SOPs) are finalised and also being used. The Pharmacy team is currently designing the elearning package to support the unified chart.
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Patient Safety Priority 2 – Review of all emergency patients by senior
clinician within 12 hours of admission
What did we aim to do?
We aimed to change our working
practices to ensure that all emergency
patients are reviewed by a senior
clinician within 12 hours of admission.
Improvements made in 2015/16
Our main emergency assessment and
admission areas are the emergency
department (ED) and the Acute Medical
Unit (AMU). Both use the Symphony
patient administration system, which is
designed to optimise patient flow and to
promote timely clinical interventions. We
improved our use of this system, and we
are consistently using it to alert clinicians
that patients were requiring senior
review. We were able to evidence
improvement in timely triage and
specialty referral over the course of the
year.
During the first quarter, we triaged only
62.7% of patients to the most
appropriate specialty within 12 hours of
admission, but by the fourth quarter of
the year this had risen to 88.1%, a
significant improvement.

A Trust-side patient flow project was
initiated, aimed at improving inpatient
length of stay, time of discharge and
patient flow. Phase 1 of the project
focused on implementation of a
electronic system called ‘Next Steps’,
which captures information on each
patient’s ‘next step’, i.e. the next thing
that needs to happen in order for the
patient to progress along their journey to
a safe and timely discharge. Medical and
nursing staff are encouraged to review
each patient’s ‘next step’ by 10am each
day, and to repeat the review process
each afternoon, to ensure that clinical
interventions are completed as soon as
possible after their need is identified.
Clinical teams were also asked to alter
their working practices to align them to
the five principles of the SAFER patient
flow bundle, which is a simple set of
rules designed by the Emergency Care
Intensive Support Team (ECIST) to
improve patient flow and prevent
unnecessary waiting for patients on adult
inpatient wards.

The SAFER Patient Flow Bundle

SENIOR Review before midday
ALL patients will have an Expected Discharge Date, shared with patients/carers

FLOW of patients will commence at the earliest opportunity (by 10am) from assessment units
to inpatient wards. Wards will pull rather than the usual later push.

EARLY discharge; 33% of patients will be discharged from base inpatient wards before noon
REVIEW – a weekly systematic review of patients with extended lengths of stay >7 days
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Patient Safety Priority 3: 100% compliance with the sepsis bundle
What did we aim to do?
We aimed to promote 100% compliance with the sepsis bundle, to raise awareness with
all frontline staff of the importance of acting in accordance with the sepsis care bundle as
soon as sepsis is suspected, and to ensure that mechanisms are in place to encourage
and monitor compliance with the agreed protocols.
Improvements made in 2015/16
Setting a target of 100% compliance with the sepsis bundle was ambitious and carried a
high risk of failure, and indeed we did not manage to achieve it. However, from the outset
we felt that setting such a high risk target would send a clear message to our staff of the
importance we place on achieving more timely sepsis intervention, and of our
determination to improve our processes and our performance.
Regular sepsis audits are carried out in our Emergency Department (which is the arrival
point for most patients with suspected sepsis). In the latest audit (carried out in February
2016) our performance against four key elements of the bundle was as shown in the
following series of graphs:

BroadͲspectrumantibiotics
administered<1hrsof
sepsisrecognition
6%

94%

Yes

No

Oxygen&fluidsprescribed
ifappropriate
2%

Source: NNUH Data, national definitions applied

It is important that all the elements of the
bundle are started within one hour of
suspected red flag sepsis or septic shock in
order to derive the most benefit; however,
intravenous (IV) antibiotic administration is
considered the single most important element
of the bundle in improving outcomes. This
explains why IV antibiotic administration was
singled out for measurement and
improvement in the 2015/16 national Sepsis
CQUIN, where the goal was to achieve 90%
compliance during the fourth quarter.

Serumlactatemeasured<1hrin
patientswithclinicalsignsof
severesepsis&septicshock
16%

Yes

Yes

No
98%

Source: NNUH Data, national definitions applied
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No
84%

Source: NNUH Data, national definitions applied

Bloodculturesobtained

Source: NNUH Data, national definitions applied

These results have been discussed with staff in
the A&E department and work continues to
ensure that the improvement trajectory is
maintained.

42%
58%

Yes

No

In recognition of the fact that sepsis can occur at
any time, the National Sepsis CQUIN did not
exclusively focus on patients attending the
emergency department, but instead required
Trusts to improve sepsis screening and antibiotic
prescribing across all areas that directly admitted

patients as emergencies.
In order to address this requirement, one of our Intensive Care physicians championed
sepsis improvement across the Trust, delivering several new innovations including the
design and introduction of a colourfully-bordered form with an adhesive strip that is stuck
into patient notes for at-a-glance identification of suspected sepsis. Training was provided
to font-line staff in the identification of sepsis, and training posters were made available
to ward teams.
One of the tools that we will be launching in April 2016 to improve sepsis awareness is a
pocket-sized double-sided guide which clearly instructs staff when to screen patients for
sepsis and what to do in the case of suspected sepsis. The guide is laminated for the
purposes of decontamination and durability, and can easily be attached to lanyards or
kept in a pocket for handy reference. Copies of the guide will be made available to all
front-line staff, and supplementary educational materials such as posters and decision
trees will also be prominently displayed in clinical areas.
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Patient Safety Priority 4: Reduce avoidable pressure ulcers (PUs)
What did we aim to do?
We aimed to reduce avoidable hospital acquired pressure ulcers by continuing with our PU
Special Measures Review process, by assessing whether supportive measures need to be
put in place, and by ensuring that action plans are agreed.
Improvements made in 2015/16
We showed an improvement in the numbers of grade 2 PUs acquired this year and a
slight improvement in grade 3 PUs. Overall, the PUs classified as avoidable following RCA
have decreased.
The two biggest areas of focus, when trying to prevent PUs within a hospital setting, were
education and equipment availability.
In November 2015 we started rolling out new pressure relieving mattresses across the
hospital, removing the old ones from site. The numbers of dynamic mattresses available
for patients increased from 300 to 500, and the numbers of alternating cushions also
increased from 100 to 250. This has been a great improvement for patient care, and a
great fillip for staff. Mattress availability is continuously monitored, to ensure that
sufficient pressure aids are available to meet the needs of increasing numbers of frail
patients.
In response to an increase in heel ulcers in hospital patients, we again trialled various
heel protectors on the wards. Training was provided to all nursing staff, and posters were
prominently placed on all wards to guide staff as to the most appropriate equipment to
choose for vulnerable patients.
The TV Nurses delivered monthly training sessions to health care assistants, medical
students, newly qualified staff, nurses recruited from overseas and medical staff. Some of
this training took the form of Ward and Department-based training, and some was
delivered in the form of lunch time training sessions with consultants. In all, over 1,000
staff members received the training.
An e-learning programme was developed and implemented Trust-wide, which was
accessible for all staff via the Trust ESR training system. Four half day training sessions
were provided to Link Nurses, to update link nurses on current wound and pressure care
issues. The training was organised by the TV team, and included talks from podiatrists,
consultants, wound care specialists, and discussions on current dressings and new
product information.
The TV team were involved in a national ‘STOP the PRESSURE’ day in November 2015,
where they placed an information stand strategically close to the hospital restaurant. This
enabled the team to talk to the general public, patients and staff about PUs, and to
explain what actions they could do to help prevent PUs from developing. A variety of
equipment was made available for people to examine.
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Patient Safety Priority 5: Reduce numbers of outliers
What did we aim to do?
We aimed to draw up an action plan to address the issues that lead to patients being
displaced from their ‘home’ ward and monitor progress via both the Clinical Safety and
the Caring and Patient Experience Executive Sub-Boards.
Improvements made in 2015/16
Evidence (Guttmann et al BMJ 2012) shows that ‘boarded’ patients – i.e. patients who are
being cared for in wards that are not the primary inpatient wards for their particular
condition - spend, on average, four days longer in hospital and have a 50% greater
mortality risk than patients cared for exclusively on their ‘home’ ward (i.e. the ward that is
the primary inpatient area allocated to the medical team that is responsible for their care).
Similarly, patients sharing their ‘home’ ward with boarders from another specialty spend,
on average, two days longer in hospital and have a 30% greater mortality risk than
patients who do not share their home ward with boarders from another specialty.
To address this issue, we carried out two ‘zoning’ exercises, aimed at equitably allocating
wards and beds to clinical specialties on the basis of suitability and need (designating
these ‘home’ wards). The next step was to identify the ‘next best’ wards for each
specialty, where it would be most appropriate to accommodate patients whom it was not
possible to accommodate immediately in a ‘home’ ward. Our goal was to ensure that each
specialty had access to sufficient beds in a single zone to accommodate all of the patients
under their care. This reduced the need for clinical teams to visit multiple wards to review
their patients; at most, teams would need to visit a handful of wards, which was not only
better for clinicians, but also for their patients.
Once the wards and beds had been zoned, a ‘repatriation’ exercise was carried out to
move as many of the boarded patients as possible back to a ‘home’ ward or, if this was
not possible, to another bed in the same zone.
The zoning and repatriation exercises carried out in-year were successful in reducing the
number of out-of-zone boarders, but continuing capacity pressure has meant that at the
time of writing this report there are still on average over 30 medical outliers on any given
day.
The Patient Flow project will focus on this issue during 2016/17, carrying out a third
zoning exercise and changing working practices to ensure that general medical patients
(i.e. patients that do not require the input of a specialist clinical team such as renal or
cardiology) are cared for by the medical team on whose ‘home’ ward they have been
placed. The bed base will be reviewed in line with best practice, to re-determine each
specialty’s bed requirements and to re-allocate beds accordingly.
As one of our key priorities for 2016/17 is to reduce not only boarders but also the
number of ward moves that patients undergo, we will continue to focus on this
improvement area and provide a full update on our progress in the 2016/17 Quality
Report.
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Patient Experience Priority 1 – Treat patients with dignity and respect
What did we aim to do?
We aimed to continue to work through the actions on the ‘Privacy and Dignity Action Plan’
and report progress via the Caring and Patient Experience Executive Sub-Board.
Improvements made in 2015/16
To ensure a robust and consistent approach across our hospital, a designated matron led
the work we said we would do during the year.
This work has included:
 The introduction of ‘modesty shorts’
 Making staff aware that urinary catheters must be turned away from direct view
and emptied prior to patients being transferred out of the clinical areas
 Extensive discussions with our hospital nightwear suppliers to secure larger sized
pyjamas and hospital gowns
 Enforcement of the policy that two gowns should be offered to patients so that the
second can be worn like a dressing gown
 The insertion of a section in our nursing documentation to prompt staff to ensure
and document that patients remain up-to-date with their current plans of care
 The nomination of Dignity Champions on a number of our wards
A particular focus has been closer partnership working with our Serco colleagues, to
ensure that porters are aware of the required practices and preserve the privacy and
dignity of our patients as they are transferred between areas of the hospital.
A Quality Assurance Audit prompt is used to assess how well dignity and respect has been
reviewed, and dignity and respect are also included within our regular ‘matrons’ rounds’.
The external auditors who participate in our Quality Assurance Audits speak with our
patients to ask them specifically whether they feel that their privacy and dignity is
preserved, and whether they feel fully involved in decisions about their care.
Dignity Action Day
We held our second ‘Dignity Action Day’ during 2015. This involved a variety of staff,
external Quality Assurance Auditors, Executive and Non-Executive Directors visiting
patients across a variety of the our in-patient and out-patient areas and asking them a
short series of questions about their experiences in relation to this aspect of their
care. Overall, the feedback was very positive but some areas for improvement were
highlighted, mainly in relation to communication. These comments were fed back to the
areas involved and, in conjunction with ongoing patient feedback from the Friends and
Family Test, were used to inform improvement initiatives such as the enhancements to
our nursing documentation.
During every month of the 2015 calendar year, between 98% and 100% of our patients
who provided feedback in respect of the Friends & Family Test responded favourably to
the statement, "I am being treated with dignity and respect."
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During March 2015, the Care Quality Commission undertook an unannounced inspection
which was, in part, to re-assess ‘Respecting & Involving, Privacy & Dignity’ owing to the
fact that a ‘minor concerns’, non-compliant rating remained outstanding from an
inspection in December 2013. The report following the March inspection was published in
June 2015 and declared that we were now compliant with these standards.
During 2016/17 we will
 continue to review all sources of feedback from our patients in relation to our
preservation of their privacy and dignity and to action these through the Patient
Experience Working Group.
 ensure that staff are fully aware that promoting dignity and treating patients with
respect are essential behaviours that we expect all our staff to exhibit.
 ensure that all wards have a nominated Dignity Champion.
 arrange and publicise another Dignity Action Day.
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Patient Experience Priority 2 – Improve discharge processes
What did we aim to do?
We aimed to continue working with key stakeholders, including families and carers, to
improve discharge processes and reduce the number of patients experiencing discharge
delay.
Improvements made in 2015/16
The following graph shows that an unacceptably high number of patients continued to
experience discharge delay during 2015/16 despite being medically fit for discharge,
showing that further improvement is required.
Source: NNUH data,
national definitions used

Patientsconsidered'ReadytoLeave'but
experiencingdischargedelay

Actions that were put in place to improve
the situation included:
x
x
x
x
x

The launch of a multi-agency
Discharge Hub
Daily scrutiny of all patients on the
‘Medically Fit for Discharge’ list
Twice-daily system calls to alert
the system to emergent issues
Daily 9.30am Discharge Hub
meeting to prioritise actions
An improved process for
accurately recording and
scrutinising all DTOC patients
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x
x
x
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07/10/2015

07/09/2015
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07/07/2015

07/06/2015

07/05/2015

07/04/2015

07/03/2015

07/02/2015

07/01/2015

Numberofpatients

Since many - if not all
- of the patients that
are delayed in
hospital despite being
medically ready to
leave have complex
discharge needs, our
ability to reduce their
numbers remains
heavily reliant on the
provision of postacute community and
social care. However,
there are still many things we can influence and change as an acute care provider in
order to improve this situation.
80
70
60
50
40
30
20
10
0

A focus on reducing the continuing
health care (CHC) timeline from 6
weeks to 5 days
Appointment of a Senior Discharge
Matron
Daily review of medically fit
patients with an average length of
stay in excess of 14 days

During 2016/17 we will continue with the
above initiatives and work with our
Commissioners, our community partners
and voluntary organisations to improve
the discharge experience for all patients,
including those with complex needs.

Patient Experience Priority 3 – Improve patient repatriation services for
patients transferred here from other Trusts
What did we aim to do?
We aimed to ensure that all ‘out of area’ patients, and those admitted as tertiary referrals,
were identified on admission and that, after the milestones on their critical path were
identified, they were progressed as smoothly and quickly as possible along that path to a
timely and safe discharge.
Improvements made in 2015/16
This patient cohort makes up a very small percentage of our elective and non-elective
inpatients, so instead of focusing exclusively on this group of patients, we widened the
scope of this piece of work to try to deliver a smoother patient pathway, with fewer
delays, for all inpatients, regardless of their admission route to the Trust.
We completed the roll out of our electronic white board system across all wards, which
improved patient visibility, and added a ‘Next Steps’ dashboard, which further improved
visibility by highlighting to clinical teams the ‘next step’ for which each patient was
waiting.
Improved visibility over potential delays enabled clinical teams to act proactively and preemptively to direct their resources more effectively, preventing avoidable bottlenecks from
developing that would have otherwise delayed the patient’s progress along their care
pathway.
What we aim to do next
Improving the flow of patients along their critical path remains one of the key priorities
within our Patient Flow project for 2016/17. We will address it through the Ward
Accreditation Programme, incorporating a requirement for sustained improvement in
respect of metrics such as:
x recording each patient’s ‘Next Steps’
x setting a realistic, clinically agreed estimated discharge date (EDD) within 24 hours
of admission, sharing this with patients/carers, and reviewing and if necessary
amending it on a daily basis
x complying with all elements of the SAFER care bundle.
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D
Dress code
e

At the beginning of 2015/2016 we changed the way antibiotic audits are carried out in the
Trust, in order to provide more meaningful data. We now carry out a one day snapshot
audit of the whole hospital every 3-4 months. This provides a more complete set of data,
allowing comparisons to be made and easier identification of areas to focus on.

38

45

55

During 2015/16 we focused on encouraging
staff to give antibiotics by the oral rather
than the intravenous route and educating
staff in the optimal use of broad spectrum
antibiotics. Comparison with data from
2014-15 is difficult due to the introduction
this year of the electronic prescribing
system (EPMA), which altered the
prescribing process.

32

44

56

Source: NNUH data, national definition used

Trust Wide Antibiotic Data 2015-16
Date

April
2015
Oct 2015

% of
% given
patients
by oral
on
route
Antibiotics
37
47

Feb
2016

% given
by IV
route
53

Having gone almost 48 months since our last case of Methicillin Resistant Staphylococcus
aureus (MRSA), we were very disappointed to have one hospital-attributable case during
March 2016. At the time of writing, a thorough RCA in underway, and we will share the
results of the investigation and any associated learning outcomes with all clinical teams.
At the beginning of the year the Trust set up a new post-infection review process in
collaboration with the local Clinical Commissioning Group (CCG), which ensures that all
suspected cases of hospital-acquired Clostridium-Difficile (C.diff) are reviewed using a
jointly agreed review tool.
The review takes place with members of the patient’s medical and nursing teams, who seek
to establish whether or not the case was avoidable or unavoidable. The purpose of these
reviews is to learn from the avoidable cases in order to deliver further reduction. Not only
has this led to an overall reduction in the total number of hospital acquired C.diff cases this
year, but there have also been fewer cases that were judged to be avoidable.

C. difficile

Total
HAI

Unavoidable

Avoidable

2014/15

57

16

41

2015/16

56

24

32

Source: NNUH data, national definition used
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We are always looking for ways of improving
communication with staff, and throughout 201516, the IP&C department produced a monthly
Organisation Wide Learning (OWL) which is sent
out to all staff.
Each OWL includes top IP&C messages from the
previous month and includes learning points from
recent C. difficile post-infection review meetings. It
also publicises any IP&C dates for the diary. e.g.
link person meetings and mandatory training
sessions.

There is a mandatory requirement to report Methicillin Sensitive Staphylococcus Aureus
(MSSA) bacteraemia and Escherichia Coli (E. coli) bacteraemia cases to Public Health
England. This year we have seen a reduction in the overall incidence of hospital acquired
cases, and in the incidence of cases likely to be categorised as hospital-acquired.

MSSA

2014-15

2015-16

E. coli

2014-15

2015-16

HAI

27 (33%)

14 (14%)

Likely HAI

22 (8%)

24 (6%)

CAI

54 (67%)

85 (86%)

Possible HAI

14 (5%)

17 (5%)

81

99

Unlikely HAI

248 (87%)

334 (89%)

284

375

Total

Source: NNUH data, national definition used

Total

Source: NNUH data, national definition used

We introduced pocket information guides to educate staff when a patient with diarrhoea is
able to move out of a single room. Precautions posters are also placed on the doors of
single room doors for known/suspected infectious patients:

Surgical Site Infection High Impact Intervention (HII) audit results
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100% 100%
100%

Hairremoval

100% 100%
100%

100%
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100% 100%
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100% 83%
100%

100%
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100%

60%

75%
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100%

100%

100%

SupplementedOxygen

100%

100%

100%

N/A

100%

N/A
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100%

100%
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JanͲ16

FebͲ16
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100%

100%
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100%
100%
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GlucoseControl

100%

100%

OctͲ15

100% 67%
50%

CͲSec
100% 100%
100%

0%

100% 100%
N/A

Plasticsurgery

100%

Colorectal
NovͲ15

Prophylacticantibiotics

N/A

NovͲ15

SurgicalsiteinfectioncareBundle:
Intraoperativeactions
SkinPreparation*

100%

BreastSurgery

75%

100%

BreastSurgery
80%

100% 100%
N/A
100%

67%

100%

Plasticsurgery
SepͲ15

Hairremoval

100% 100%

Colorectal
NovͲ15

NovͲ15

Screeninganddecolonisation
Preoperativeshowering

CͲSec

OctͲ15

SurgicalsiteinfectioncareBundle:
Preoperativeactionsreview

SepͲ15

HandHygiene

20%

N/A

N/A

20%

20%

InciseDrapes

N/A

100%

100%

100%

SupplementedOxygen

100%

100%

100%

100%

GlucoseControl

100%

N/A

100%

100%

SurgicalsiteinfectioncareBundle:
PostͲoperativeactionsreview

CͲSec

HandHygiene

100%

100%

100%

100%

100%

100%

Plasticsurgery
SepͲ15

100%

BreastSurgery
OctͲ15

100%

NovͲ15

Surgicaldressing

NovͲ15

NormoͲthermia

Colorectal

67%

100%

100%

100%

100%

Source: NNUH data, national definition used

Skin Preparation * 0% indicates the use of an alternative skin preparation

Orthopaedic SSI data is subject to mandatory national surveillance, and therefore
comparative benchmarking is possible. The data have not yet been published for 2015/16
but 2014/15 data are available from the following website:
https://www.gov.uk/government/publications/surgical-site-infections-ssi-surveillance-nhshospitals-in-england
In 2016-17 we aim to increase compliance with HII audits around ongoing care for urinary
catheters and peripheral intravenous cannula. We will also be introducing an electronic
audit system to facilitate the inputting and reporting of the HII audits, which will ease the
collection of data and improve reporting. We will also build on the information gathered at
the C.diff post-infection review meetings to assist in a further reduction in avoidable cases.

Page 136 of 227

Clinical Effectiveness Priority 2 - CT scan within 60 minutes of arrival in
hospital for patients with suspected stroke.
What did we aim to do?
We aimed for all patients with suspected stroke to have a CT scan within 60 minutes of
arrival in hospital.
Improvements made in 2015/16

UrgentCTscanwithin60min

Source: NNUH data, national definition used

100.0

This has been a key priority for the
Trust. Our stroke pathway works
90.0
seamlessly between the Ambulance
85.0
Trust, stroke specialists and
80.0
diagnostics. The stroke specialist nurse
receives a pre-alert from the
75.0
paramedics about a suspected stroke
70.0
when the ambulance is on its way to
65.0
our hospital. The specialist nurse
60.0
communicates with colleagues in
radiology and ensures that they are
ready to scan the patient on arrival.
2014Ͳ15
2015Ͳ16
There is often an unavoidable time
lapse between the arrival at NHUH and the performance of the CT scan, due mainly to an
in-depth clinical assessment being carried out by the stroke team. We continuously monitor
our performance against this metric and review where there has been a potentially
unreasonable delay. Continual monitoring helps us to address issues as they arise and
ensures that we can continue to see and treat our patients promptly.
x Our performance on SSNAP remained
consistent at a time when the volume
of patients increased. We are the 5th
largest combined stroke unit in
England by number of patients.
x We started using the same quality
metrics for admitted TIA patients as
for those seen as outpatients. This has
improved patient care.
x We invested in a high quality 24/7
monitoring system for our Hyper Acute
stroke unit (HASU).
x We organised a regional study day for
any staff wanting to enhance their
understanding of stroke,. Around 100
staff from the region attended.
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We continued to run a seven day
consultant-led service, with all patients
seen by a consultant within 24 hours.
We worked with our colleagues in
rehabilitation and conducted case
studies on patients who might benefit
from rehabilitation after their discharge
from the stroke pathway.
We are working in collaboration with
the University of East Anglia and
Norwich Community Health and Care
NHS Trust to develop a mobile app
that would support patients in their
rehabilitation. This is expected to
increase adherence to rehabilitation
programmes and improve longer-term
health and well-being.

Clinical Effectiveness Priority 3 - Ensure urgent radiological investigations
requested on inpatients are performed within 24 hours or earlier if
clinical need dictates
What did we aim to do?
We aimed to increase capacity through changing working patterns and increasing resource,
and to monitor our progress against improving the timeliness of treatment via the Clinical
Safety Executive Sub-Board and via the Divisional Directorate reports to the Executive
Board.
Improvements made in 2015/16

2014/15 Radiological
Investigations

2015/16 Radiological
Investigations

100%

100%

99%

99%

98%

98%

97%

97%

96%

96%

95%

95%

% scanned over 48 Hours
% scanned between 24-48 Hours
% scanned within 24 Hours

% scanned over 48 Hours
% scanned between 24-48 Hours
% scanned within 24 Hours

Source: NNUH data, national definition used

The above graphs show the turnaround time in 2014/15 and in 2015/16. There has been a
modest improvement, influenced by a number of initiatives across the Radiology
Department which are described below. These initiatives will enable Radiology to continue
to meet the challenges for inpatient turnaround times.
Agency Staff
Throughout the last 12 months agency staff have been engaged across all modalities to
ensure that capacity is not restricted and to promote continual inpatient throughput.
August 2015 Inpatient Daily Request Process
Following discussion at the Consultants’ meeting, a new process was agreed in Radiology to
manage the inpatient requests left on the Radiology Information System (RIS) following a
patient’s discharge. If the scan is not asked for as an outpatient request in the clinical
details or on the discharge summary, the referral is now returned to the requestor and
cancelled on the RIS.
A pathway was established in ultrasound
Ultrasound Inpatient backfill of
to improve communication between
outpatient slots
outpatient booking and the ultrasound
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coordinator to ensure that any unfilled
outpatient capacity arising from short
notice cancellations is used for inpatients.
November 2015 CT Night shift
implemented
CT moved from providing an on-call
service to a full night shift for
radiographers. This has allowed for more
inpatients to be treated overnight.
Demand has risen by 62% over the last
year for inpatients and 12% for the
emergency department.
Summary of initial assessment of impact
of the night shift in CT is show below:
Audit
TAT (all)
TAT (ED)
TAT (IP)
TAT (all
heads)
TAT (ED
heads)

2014/15 2015/16
1:17:44 1:03:49
0:24:30 0:39:32
3:10:23 1:04:57

Change
-0:13:55
+0:15:02
-2:05:26

1:13:28

0:57:22

-0:16:06

0:24:25

0:38:21

+0:13:56

Month
Mar 15
Apr 15
May 15
Jun 15
Jul 15
Aug 15
Sep 15
Oct 15
Nov 15
Dec 15

CT days
4
7
19
16
14
14
12
12
17
9

MRI days
0
0
0
0
7
4
0
5
1
3

Source: NNUH data, national definition used

There will be a 7 day per week CT mobile
on site from 7 March 2016, increasing
outpatient capacity. This compensates for
inpatient interventional work such as radio
frequency and microwave ablations,
general anaesthetic scans and CT-guided
nerve root injections supplanting
outpatient activity.

Source: NNUH data, national definition used

Mobile Capacity
InHealth increased the number of mobile
vans supplied to NNUH as follows:
Portering
Radiology invested in an additional weekend porter for CT in order to enable more
inpatients to be scanned at weekends. A waiting list initiative was put in place to allow for
reporting of inpatient scans. A telephone hotline has also been introduced to enable
Radiology to urgently alert the portering department if there is a need for additional porters
to maintain patient flow.
The radiology project will focus on the following areas during 2016/17:
x Mobile CT seven days per week outside the Urgent Care Centre entrance
x Potential second CT mobile to go on site
x Spire to continue to supply 12 CT slots per week
x Overtime and agency workers to cover vacancies
x E-portering trial in April 2016
x Plain film review project to improve efficiency and continuity
x Inpatient cannulation - review of process
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Looking Forwards - Our 2016/17
priorities for improvement
Patient Safety
1

Reduction in medication errors
Focusing on having zero insulin errors causing NPSA category ‘moderate harm’ or
above

2

Prompt recognition and treatment of sepsis
Through improved screening and compliance with the Sepsis 6 care bundle

3

Keeping patients safe from hospital acquired thrombosis
Through achieving 95% compliance withthromboprophylaxis risk assessment (TRA)
as evidenced on the Electronic Prescribing and Medicines Administration system
(EPMA).

4

Incident reporting and management
Remain within the top 25% of acute trusts for incident reporting on NRLS, with 100%
compliance with Duty of Candour

Patient Experience
1

Treat Patients with privacy and dignity
With 100% of patients in all areas reporting through FFT that they are ‘satisfied’ or
‘very satisfied’ with the standard of care that they receive

2

Improved continuity of care and experience
Through reduced ward moves and reduced numbers of outliers. No more than 20
patients recorded on WardView as boarders, as measured by a monthly average report

3

Improved discharge processes
Estimated Date of Discharge (EDD) recorded within 24 hours of admission in 100% of
cases; improved compliance with SAFER criteria; eDL to be completed within 24 hours
in 95% of discharges

4

Dementia screening and assessment
For new admissions over 75 to be appropriately screened and assessed for dementia,
in accordance with national reporting requirements

Clinical Effectiveness
1

Acute Kidney Injury
Improve communication with GPs

2

Keeping patients safe from infection
C. Diff within trajectory target, 0 Hospital Acquired MRSA bacteraemia

3

Improve quality of care through research
Year on year increase in patients recruited into research studies. Aim to achieve 5000
recruitment into NIHR studies in 2016-17

4

Timely medical review of all patients
Senior review - every patient should be reviewed by a doctor every day. All new and
unstable patients and all patients for potential discharge should be reviewed by an ST3
or above.
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We now have a well-established process for deciding upon our quality goals for the
forthcoming year. We analysed data from a myriad of sources, including responses to the
national annual patient and staff surveys, complaints and compliments, analysis of past
incidents and real-time feedback gathered from our Trust-wide patient experience
initiative. The Quality Priorities were then aligned with:
•
•
•
•
•

Quality Priorities for the previous year 2015-16
‘Sign up to Safety’ pledges and the 3 year improvement plan
Local audit plan
National guidance and audit
Quality related contractual targets – CQUINs and the Local Quality Schedule.

Consultation occurred through executives, through the Divisions, with discussions led by
the new Chiefs of Division, and through the Clinical Director meetings. The Safety and
Quality Committee also approved the process for the Quality Priorities to be finalised
through the Management Board (completed on 14/3/16). They will then be presented to
the Safety and Quality Committee for ratification on 12th April 2016. The Quality Priorities
will then be shared with our CCGs through the Clinical Quality Review Meeting (CQRM).
The proposals take particular note of the recent discussions between the interim Medical
Director / Director of Nursing and CCGs in relation to the Local Quality Schedule, and from
recent discussions in relation to CQUINs for 2016-17.
Measurement is a vital part of improvement; if we fail to measure, or fail to set goals that
are measurable, we have no way of knowing whether the changes that we are making
have had any impact. The priorities that we have set for 2016/17 are all based on
‘SMART’ principles, i.e. they are specific, measurable, attainable, realistic and time-bound.
As an organisation, we expect that data is presented on run and control charts so that we
can understand change over time. We have also continued to develop our Quality
Improvement Dashboard throughout 2015/16. The measures on this dashboard help us to
understand the quality of care that we are providing to patients, and are reviewed at
monthly performance meetings chaired by the Chief Operating Officer.
Measures within the dashboard include:
x Mortality indicators such as HSMR and crude mortality
x Length of stay and readmission rate data
x Performance against national standards for cancer treatment, referral to treatment
times and the emergency 4 hour standard
x Patient satisfaction indicators
x Workforce satisfaction indicators
x Harm measures - such as falls, pressure ulcers, MRSA blood stream infections,
Clostridium difficile infections, medication errors, serious incidents and ‘never
events’.
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Priority
Reduction in medication
errors
Prompt recognition and
treatment of sepsis

Primary Monitoring Forum

Clinical Safety Executive
Sub-Board
Clinical Safety Executive
Sub-Board; Transformation
and Recovery Board
Keeping patients safe from
Clinical Safety Executive
hospital acquired thrombosis Sub-Board
Incident reporting and
Clinical Safety Executive
management
Sub-Board
Treat patients with privacy
Caring and Patient
and dignity
Experience Executive Sub
Board
Improved continuity of care Transformation and
and experience
Recovery Board; Patient
Flow Project Group (chaired
by the Director of Nursing)
Improved discharge
Transformation and
processes
Recovery Board; Patient
Flow Project Group (chaired
by the Director of Nursing)
Dementia screening and
Caring and Patient
assessment
Experience Executive Sub
Board
Acute Kidney Injury
Clinical Safety Executive
Sub-Board
Keeping patients safe from
Clinical Safety Executive
infection
Sub-Board
Improve quality of care
Clinical Effectiveness
through research
Executive Sub-Board
Timely medical review of all Transformation and
patients
Recovery Board; Patient
Flow Project Group (chaired
by the Director of Nursing)
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Monitoring Frequency and
Format
Monthly narrative report and
quantitative data
Monthly narrative report and
quantitative data
Monthly quantitative data;
quarterly narrative report
Monthly narrative report and
quantitative data
Monthly narrative report and
quantitative data
This is one of the metrics
included on the System
Wide Urgent Care Daily
Dashboard
This is one of the metrics
included on the System
Wide Urgent Care Daily
Dashboard
Monthly narrative report and
quantitative data
Monthly narrative report and
quantitative data
Monthly narrative report and
quantitative data
Monthly narrative report and
quantitative data
This is one of the metrics
included on the System
Wide Urgent Care Daily
Dashboard

Part 2b
Board Assurance Statements
All providers of NHS services are required to produce a Quality Report, and elements
within that report are mandatory. This section contains that mandatory information,
enabling readers of the report to make comparisons between other Trusts.

Review of services
During 2015/16 the Norfolk and Norwich University Hospitals NHS Foundation Trust
provided and/or sub-contracted 43 relevant health services.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has reviewed all the
data available to them on the quality of care in 43 of these relevant health services
through its performance management framework and its internal assurance processes.
The income generated by the relevant health services reviewed in 2015/16 represents
83.45% of the total income generated from the provision of relevant health services by
the Norfolk and Norwich University Hospitals NHS Foundation Trust for 2015/16.
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Information on participation in national clinical audits and confidential
enquiries
The purpose of clinical audits is to improve patient care by carrying out a review of
services and processes and making any necessary changes in light of the review’s
findings. National Confidential Enquiries are nationally conducted investigations into a
particular area of healthcare, which seek to identify and disseminate best practice.

During 2015/16

During 2015/16

41

3

national clinical audits
covered relevant health
services that the Norfolk and
Norwich University Hospitals
NHS Foundation Trust
provides

national confidential
enquiries covered relevant
health services that the
Norfolk and Norwich University
Hospitals NHS Foundation
Trust provides

During 2015/16 41 national clinical audits and 3 national confidential enquires covered
relevant health services that Norfolk and Norwich University Hospitals NHS Foundation
Trust provides.
During that period Norfolk and Norwich University Hospitals NHS Foundation Trust
participated in 97% national clinical audits (34/35) and 100% national confidential
enquires (3/3) of the national clinical audits and national confidential enquires which it
was eligible to participate in.We also participated in other national audits which fall
outside of the Quality Account recommended list.
The national clinical audits and national confidential enquiries that Norfolk and Norwich
University Hospitals NHS Foundation Trust was eligible to participate in during 2015/16
are as follows (see Figure 1 on the following page). The national clinical audits and
national confidential enquiries that Norfolk and Norwich University Hospitals NHS
Foundation Trust participated in during 2015/16 are as follows (see Figure 1 on following
page) alongside the number of cases submitted to each audit or enquiry as a percentage
of the number of registered cases required by the terms of that audit or enquiry.
The national clinical audits and national confidential enquiries that Norfolk and Norwich
University Hospitals NHS Foundation Trust participated in, and for which data collection
was completed during 2015/16, are listed below (see figure 1 on following page – green
highlighting) alongside the number of cases submitted to each audit or enquiry as a
percentage of the number of registered cases required by the terms of that audit or
enquiry.
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Figure 1: National clinical audits and national confidential enquiries
National Clinical Audit
(alphabetical order)

Eligible

Took
part

Participation Rate
Cases Submitted

Acute coronary syndrome or Acute
myocardial infarction
Adult Asthma
Bowel Cancer
Cardiac Rhythm Management

Y

Y

Y
Y
Y

N
Y
Y

Critical Care (Adult) (Case Mix
Programme)
Child Health Clinical Outcome Review
Programme
Chronic kidney disease in primary care
Congenital heart disease
(Paediatric cardiac surgery)
Coronary angioplasty/National Audit of
Percutaneous Coronary Intervention
Diabetes Audit (Adult) National Diabetes
Footcare Audit
Diabetes Audit (Adult) – National
Pregnancy in Diabetes Audit
Diabetes Audit (Adult) – National
Diabetes Inpatient Audit

Y

Y

Y

Y

N
N

N/A
N/A

Y

Y

1318/1397 (94.3%)

Y

Y

400/400 (100%)

Y

Y

52/54 (96.3%)

Y

Y

Diabetes Audit (Adult) – National
Diabetes Adults

Y

N

Diabetes (Paediatric)
Elective Surgery (National PROMs
Programme)

Y
Y

Y

Emergency Use of Oxygen
Falls and Fragility Fractures Audit
Programme

Y
Y

Y
Y

Inflammatory Bowel Disease Programme

Y

Y

Bedside Audit
155/155 (100%)
Patient Experience Survey
43/43 (100%)
Not undertaken by department as data
already collected by Clinical
Commissioning Group
995/995 (100%)
Hip
191/210 (91%)
Knee
165/178 (93%)
Hernia
169/222 (76%)
Varicose Veins
72/76 (95%)
56/10 (560%)
Falls
30/30 (100%)
Hip
735/735 (100%)
Adults
4/4 (100%)

920/1002 (91.8%)
Abandoned by British Thoracic Society
341/341 (100%)
Cardiac Ablation134/134 (100%)
Cardiac Rhythm Management Devices
994/994 (100%)
417/417 (100%)
No data required to be submitted currently
Commenced January 2016
N/A
N/A

Paediatric
Intra-thoracic transplantation (National
Health Service Blood and Transport
United Kingdom Transport Registry)
Liver transplantation (National Health
Service Blood and Transport United
Kingdom Transplant registry)
Lung Cancer
Major Trauma: The Trauma Audit and
Research Network
Maternal, infant and new-born clinical
outcome review programme

N

N/A

32/32 (100%)
N/A

N

N/A

N/A

Y
Y

Y
Y

601/601 (100%)
498/517 (96.3%)

Y

Y

Medical and Surgical programme:

Y

Y

Stillbirth and Neonatal Death
43/43 (100%)
Maternal
1/1 (100%)
Acute Pancreatitis
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National Confidential Enquiry into Patient
Outcome and Death

Clinician Questionnaires
3/5 (60%)
Medical Notes
5/5 (100%)
Mental Health Study
Clinician Questionnaires
5/6 (83%)
Medical Notes
6/6 (100%)
N/A
N/A
144/144 (100%)
Abandoned by Royal College of Physicians
due to run 2017

National Audit Cardiac Surgery Audit
National Audit of Intermediate Care
National Cardiac Arrest Audit
National Chronic Obstructive Pulmonary
Disease (COPD) Audit Programme –
Secondary Care work stream
National Chronic Obstructive Pulmonary
Disease (COPD) Audit Programme –
Pulmonary Rehabilitation Work stream
National Chronic Obstructive Pulmonary
Disease (COPD) Audit Programme –
Primary Care Work stream
National comparative audit of blood
transfusion
National Complicated Diverticulitis Audit
National Confidential Inquiry into Suicide
and Homicide for people with Mental
Illness
National Emergency Laparotomy Audit
National Heart Failure Audit

N
N
Y
Y

N/A
N/A
Y
N

Y

N

N

N/A

Y

Y

Y
N

Y
N/A

Y
Y

Y
Y

National Joint Registry
National Ophthalmology Audit

Y
Y

Y
N

National Prostate Cancer Audit
National Vascular Registry

Y
Y

Y
Y

Neonatal Intensive and Special Care
Non-invasive ventilation - adults
Oesophago-gastric cancer
Paediatric Asthma
Paediatric Intensive Care Audit Network
Paediatric Pneumonia
Prescribing Observatory for Mental
Health(POMH) – prescribing for substance
misuse: alcohol detoxification
Prescribing Observatory for Mental
Health(POMH) – prescribing for bi-polar
(use of sodium valproate)
Prescribing Observatory for Mental
Health(POMH) – prescribing for Attention
Deficit Hyperactivity Disorder (ADHD) in
children, adults and adolescents
Procedural Sedation in Adults
Pulmonary Hypertension (Pulmonary
Hypertension Audit)
Renal replacement therapy (Renal
Registry)
Rheumatoid and early inflammatory
arthritis
Sentinel Stroke National Audit
Programme (SSNAP) – Post Acute

Y
Y
Y
Y
N
Y
N

Y
N
Y
Y
N/A
N
N/A

87/87 (100%)
Cardiology
266/266 (100%)
1186/1186 (100%)
Abandoned by Royal College of
Ophthalmologists
431/431 (100%)
AAA = 161/161= 100%
CEA= 61/61 = 100%
II bypass= 30/67 =45%
Primary amputation = 56/91 = 62%
1100/1100 (100%)
Abandoned by British Thoracic Society
171/171 (100%)
59/59 (100%)
N/A
Abandoned by British Thoracic Society
N/A

N

N/A

N/A

N

N/A

N/A

Y
N

Y
N/A

50/50 (100%)
N/A

Y

Y

758/758 (100%)

Y

Y

49/100 (based on region served) (49%)

N

N/A
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Abandoned by Royal College of Physicians
due to run 2017
N/A
18/45 (40%)
Not available at time of report
N/A

N/A

Organisational Audit
Sentinel Stroke National Audit
Programme (SSNAP) – SSNAP Clinical
Audit
United Kingdom Cystic Fibrosis Registry
(Adult and Paediatric)

Y

Y

991/1024 (96.8%)

Y

Y

Paediatric

United Kingdom Parkinson’s Audit
(previously known as National Parkinson’s
Audit)

Y

Y

Vital Signs in Children
Venous thromboembolism (VTE) risk in
Lower Limb Immobilisation

Y
Y

Y
Y

68/68 (100%)
Adult
73/73 (100%)
Elderly Care
38/40 (95%)
Occupational Therapy
23/20 (115%)
Physiotherapy
11/10 (110%)
Speech and Language Therapy
10/10 (100%)
98/100 (98%)
44/50 (88%)

The reports of 16 national clinical audits were reviewed by the provider in 2015/16 and
Norfolk and Norwich University Hospitals NHS Foundation Trust intends to take the
following actions to improve the quality of healthcare provided (see Appendix A).
The reports of 101 local clinical audits were reviewed by the provider in 2015/16 and
Norfolk and Norwich University Hospitals NHS Foundation Trust intends to take the
following actions to improve the quality of healthcare provided (See Appendix B).

Participation in research and development
The number of patients
receiving relevant health
services provided or subcontracted by Norfolk and
Norwich University Hospitals
NHS Foundation Trust in
2015/16 that were recruited
during that period to
participate in research
approved by a research
ethics committee was

4,601

This is a modest increase from the 4,442 patients who
were recruited to such studies in 2014/15, and still
demonstrates our on-going commitment to the
involvement of our patients in research. Recruitment
has been challenging, due in part to several high
recruiting registry or database studies coming to a close
including the Norfolk arthritis registry (NOAR) and the
Norfolk Diabetes Prevention Study, which was a study
screening up to 10,000 participants over 3 years. In
addition, general hospital pressures have impacted on
our ability to approve new studies and recruit to existing
studies.

Participation in clinical research demonstrates our commitment to both improving the
quality of care we offer to our patients and to contributing to wider health improvement.
Involvement in research enables our clinicians to remain in the vanguard of the latest
available treatment options, and there is strong evidence that active participation in
research leads to improved patient outcomes.

Page 147 of 227

We have an active programme to engage health professionals and other staff in research
through our monthly research seminar, research newsletter and email updates on
relevant research issues.
The Norfolk and Norwich University Hospitals NHS Foundation Trust was involved in
conducting 416 clinical research studies (470 in 2014/15) in 38 medical specialities during
2015/16 (37 in 2014/15). 111 new studies were opened in 2015/2016 (122 in
2014/2015). There were 170 clinical staff (consultants) (170 in 2014/15) participating in
research approved by our research ethics committee during 2015/16; supported by
approximately 150 research nurses, research administrators/managers and research
specialists in our support departments (e.g. Pharmacy).
Overview of research activities and achievements
In 2015/2016, 335 journal articles were published with a Norfolk and Norwich staff
member as a co-author as a result of our involvement in patient care and research and
development. This is a 50% increase from 2010/2011, demonstrating our commitment to
transparency and our desire to improve patient outcomes and experience across the NHS.

222

Authored publications by
NNUH staff in 2010/11

335

Authored publications by
NNUH staff in 2015/16

To facilitate consistent local research management, and to greatly improve performance,
we participate in the National institute of Health Research (NIHR) Research Support
services. We have a publicly available Research Operations Capability Statement and
standard operating procedures (SOPs) for research. Performance metrics on approval
times are in place, and the median approval time for studies in 2015/16 was 5.0 days
(2014/15 was 11 days). This figure has shown year on year improvement over the last
three years and is well within the national target of 15 days for approval of NIHR studies.
We have also been assessed by NIHR on our ability to deliver the first patient with 70
days from registration of a new study and have reached 90.5% compliance (national
average 81%) with a steady improvement from 48% in 2014 ranking us 80/222 Trusts
providing this information to NIHR. We are also 48% compliant in the national research
metric for enrolment “to time and target” for commercially supported clinical trials
compared to the national average of 52.5% placing us 90 out of 222 Trusts.
Readers wishing to learn more about the participation of acute Trusts in clinical research
and development can access the library of reports on the website of the National Institute
for Health Research, at the following address: http://www.nihr.ac.uk/Pages/default.aspx
and the Trust website http://www.nnuh.nhs.uk/areamenu.asp?s=Research
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Commissioning for Quality and Innovation (CQUIN)
A proportion of Norfolk and Norwich University Hospitals NHS Foundation Trust’s income
in 2015/16 was conditional on achieving quality improvement and innovation goals agreed
between the Norfolk and Norwich University Hospitals NHS Foundation Trust and any
person or body they entered into a contract, agreement or arrangement with for the
provision of relevant health services, through the Commissioning for Quality and
Innovation payment framework.
Further details of the agreed goals for 2015/16 and for the following 12 month period are
available electronically at http://www.nnuh.nhs.uk/TrustDoc.asp?ID=605&q=cquins.
The amount of Trust income in 2015/16 that was conditional upon
achieving quality improvement and innovation goals was £8.964m, and
the Trust received received an overall settlement that reflects status
progress against the 2015/16 CQUIN. The amount of Trust income in
2014/15 that was conditional upon achieving quality improvement and
innovation goals was £8.895m, and the Trust received £8.581m.

We took part in all three of the national CQUINs in 2015/16, and also agreed 3 local
CQUINs with our commissioners. The local CQUINs focused on strategically important
areas, such as the SAFER patient flow bundle, stroke services and risk stratification of
cancer care. At the time of writing this report, we anticipate achieving over 75% of the
available funding in respect of both the national and local CQUINs.

Care Quality Commission (CQC) reviews
Norfolk and Norwich University Hospitals NHS Foundation Trust is required to register with
the Care Quality Commission and its current registration status is unconditional. The Care
Quality Commission has not taken enforcement action against Norfolk and Norwich
University Hospitals NHS Foundation Trust during 2015/16.
Norfolk and Norwich University Hospitals NHS Foundation Trust has not participated in
any special reviews or investigations by the Care Quality Commission during the reporting
period.

Data Quality
Norfolk and Norwich University Hospitals NHS Foundation Trust submitted records during
2015/16 to the Secondary Uses service for inclusion in the Hospital Episode Statistics
which are included in the latest published data.
The percentage of records
Pin the published data:

which included the patient’s
valid NHS number was:

which included the patient’s
valid General Medical
Practice Code was:

Admitted patient care

NNUH
99.1%
99.9%

Nat Avg.
99.1%
99.3%

NNUH
100%
100%

Nat Avg.
99.9%
99.9%

99.9%

95.1%

100%

99.2%

Outpatient care
Accident & emergency care
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Information Governance Toolkit Attainment Levels
Norfolk and Norwich University
Hospitals NHS Foundation Trust’s
Information Governance Assessment
Report overall score for 2015/16

Clinical Coding error rate
Norfolk and Norwich University Hospitals
NHS Foundation Trust was not subject to
the Payment by Results clinical coding
audit during 2015/16 by the Audit
Commission.
Norfolk and Norwich University Hospitals
NHS Foundation Trust will be taking the
following actions to improve data quality
(DQ):

•

•

We will continue to hold Monthly RTT
Operational Meetings to discuss best
practice and issues raised through
audits/queries and other DQ work
We will develop PAS Enhancements
to further support staff in the
management of 18 weeks

•

The 18 week eLearning package has
been fully reviewed and roll-out is
planned to commence in April 2016;
all staff will have completed the
training by the end of June 2016.

•

18 week training will be monitored
via ESR which will assist with
compliance.

•

The trust has employed an 18 Week
Lead and a Validation Lead

•

PAS Refresher training will continue
to be offered to new starters (after 3
months in post) and to staff who are
identified via audits or appraisals as
needing support.

All information within the Norfolk and Norwich University Hospitals NHS Foundation Trust
is derived from individual data items, collected from numerous sources, which must
comply with local and national data standards. It is essential to have measures and
processes in place to ensure data are accurate, valid, reliable, relevant, timely and
complete. We aim to have 100% accurate and timely data, compliant with NHS standards
and Trust Policies.
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Performance against the national quality indicators
In 2012 a statutory set of core quality indicators came into effect, and all Trusts are
required to report their performance against the indicators that are relevant for their
healthcare sector, to help readers to compare performance across similar organisations.
For each of the following indicators, our current performance is reported alongside the
national average performance and the performance of the best and worst performing
acute foundation trusts. Wherever possible, comparative data are also shown for the
previous two reporting periods, to enable readers to assess our performance trends.
Indicator
SHMI value and banding

2015/16 (Oct 14 – Sep 15 only)
NNUH
National
Best
Worst
Average performer performer
1.052
0.997
0.737
1.177
2
2
3
1
No data published on the HSCIC website as
at 25th May 2016

NNUH
2014/15
1.0353
2
17.4%

NNUH
2013/14
0.969
2
15.3%

% of patient deaths with
palliative care coded at
either diagnosis or
specialty level for the
reporting period
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this data is as
described for the following reasons: The data sets are nationally mandated and internal data
validation processes are in place prior to submission.
The Norfolk and Norwich University Hospitals NHS Foundation Trust intends to take the following
actions to improve the indicator and percentage in (a) and (b), and so the quality of its services.
• Changes to the mortality review system are being introduced to improve our own reporting and
review of preventable deaths, focusing on Global Trigger Tool analysis and Preventable Death
analysis. The template for Preventable Death review is being reviewed and amended through the
mortality committee.
• The Director of Nursing will provide senior nurse representation and participation to the
mortality committee to strengthen its membership. The Board Secretary and a Governor have also
agreed to join the committee.
• A project to review deaths in those with learning disabilities is ongoing.
•In conjunction with the audit department, the mortality committee is developing a process for
benchmarking of mortality data against national audit program outputs, in order to develop a
rational and cohesive approach to our understanding of mortality. NNUH has performed well
against national means for ICNARC (ICU) / TARN (Trauma) / SSNAP (Stroke) / NELA (emergency
laparotomy) / MINAP (PCI STEMI) / MBRACE (Neonatal) / NCAA (inpatient cardiac arrest)
2015/16
2015/16
Indicator
NNUH
National
Best
Worst
NNUH
NNUH
Average performer performer 2014/15
2013/14
0.098 0.087
PROM scores for groin
0.095
0.086
0.135
0.008
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
hernia surgery
0.142 0.111
PROM scores for
0.088
0.095
0.130
0.063
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
varicose vein surgery
0.376 0.450
PROM scores for hip
0.421
0.452
0.517
0.370
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
replacement surgery
0.272 0.308
PROM scores for knee
0.293
0.333
0.412
0.207
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
(Apr-Sep)
replacement surgery
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that the outcome scores
are as described for the following reasons: The number of patients eligible to participate in PROMs
survey is monitored monthly. Results are monitored & reviewed by the surgical division.
The Norfolk and Norwich University Hospitals NHS Foundation Trust intends to take the following
actions to improve these outcome scores, and so the quality of its services: Our primary goal over the
forthcoming months is to focus on improving the patient experience for patients that undergo primary
knee replacement surgery, as that patient cohort accounts for our worse PROM score.
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Indicator

2015/16
National
Best
Worst
Average performer performer
The HSCIC website states that these data will
not be published until August 2016
NNUH

2015/16
NNUH
2014/15
12.47%

NNUH
2013/14
10.9%

28 day readmission rates
for patients aged 0-15
28 day readmission rates
12.6%
12.6%
for patients aged 16 or
over
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that these data are
as described for the following reasons: This is based upon clinical coding and we are audited
annually.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve these percentages, and so the quality of its services: We have continued to
review readmission data on a monthly basis to identify emergent trends, e.g. the rate rising in a
particular specialty or for a particular procedure.
Trust’s responsiveness to The HSCIC website states that these data will
68.3
68.4
not be published until May2016. As at 25th
the personal needs of its
May they had not yet been published.
patients during the
reporting period.
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this data is as
described for the following reasons: The data source is produced by the Care Quality Commission.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve this data, and so the quality of its services: By increasing the amount of
feedback we gather from patients in real time through the Friends and Family test and our
inpatient feedback project, we are able to identify emergent issues very quickly and to swiftly
take any appropriate corrective action to address the cause of the problem.
Percentage of staff
71.5%
74.6%
93.4%
51.4%
68.3%
75.3%
employed by, or under
contract to, the Trust
during the reporting
period who would
recommend the Trust as
a provider of care to their
family or friends.
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this score is as
described for the following reasons: The data have been sourced from the Health & Social Care
Information Centre and compared to published survey results.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve this percentage, and so the quality of its services: We now send out the survey
to 100% of staff, which gives us a broader range of responses and a clearer picture of where we
can target our improvement.
Percentage of inpatients
96%
96%
99%
75%
96%
77
during the reporting
expressed
period who would
as a score
recommend the Trust as
a provider of care to their
family or friends.
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this score is as
described for the following reasons: The data have been sourced from the Health & Social Care
Information Centre and compared to published survey results.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve this percentage, and so the quality of its services: We constantly monitor our
live patient friends and family test scores and associated comments, which gives us timely data
on where we can target our improvement to best address patient concerns.
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2015/16
Indicator

NNUH

National
Average

Best
performer

Worst
performer

2015/16

2015/16

NNUH
2014/15

NNUH
2013/14

97.9%
98.4%
Percentage of patients
91.2%
96.1%
99.9%
90.2%
(Apr(Apr(Apr-Dec)
who were admitted to the (AprDec)
Dec)
Dec)
hospital and who were
risk assessed for VTE
during the reporting
period
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this
percentage is as described for the following reason: The Norfolk and Norwich University Hospitals
NHS Foundation Trust has taken the following actions to improve this percentage, and so the
quality of its services: Reporting is now possible via the EPMA. Monthly reports are issued to
managers detailing VTE performance by area, to enable prompt corrective measures to be
implemented if compliance appears to be deteriorating, and monthly data is also provided to our
commissioners. Overall performance is monitored monthly by ward or department.
16.7
14.8
Rate per 100,000 bed
The HSCIC website states that these data will
not be published until August 2016
days of cases of
C.difficile infection
reported within the Trust
amongst patients aged 2
or over during the
reporting period
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this rate is as
described for the following reasons: The data have been sourced from the Health & Social Care
Information Centre, compared to internal Trust data and data hosted by the Health Protection
Agency
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve this rate, and so the quality of its services: Measures are in place to isolate
and cohort-nurse patients with suspected and confirmed C.Diff, in order to contain the spread of
infection, and our IP&C team works in a targeted way to quickly contain any emergent outbreaks.
Rapid response deep cleaning processes are in place to contain any suspected infections, and
these are complemented by an established and effective programme of preventative deep
cleaning, aimed at avoiding an outbreak entirely if at all possible.
Number and rate of
42.8 rate
36.5
18.2
61.6 rate
41.3 rate
40.6 rate
No:14,843
rate
rate
No:
patient safety
No:7,070 No:12,853
No:
No:
24,804
incidents per 100
8,520
5,583
admissions
0.07%
0.08%
Number and
0.09%
0.46%
0.05%
3.65%
No: 14
No: 39
No: 4
No: 193
No: 5
No: 10
percentage of patient
safety incidents per
100 admissions
resulting in severe
harm or death
The Norfolk and Norwich University Hospitals NHS Foundation Trust considers that this number
and rate are as described for the following reasons: All internal data were thoroughly re-checked
and validated. This review has given us the necessary assurance that the revised data reflect our
true position.
The Norfolk and Norwich University Hospitals NHS Foundation Trust has taken the following
actions to improve this number and rate, and so the quality of its services: Through the
improvements we have made to our incident reporting protocols, and as a consequence of having
constantly promoted the message that each and every incident must be reported, we are
confident that we will continue to improve the quality of our data, and increase our understanding
of the factors that lead to incidents occurring.
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Part 3 - Other information
Performance of Trust against Selected Metrics
This section of the report sets out our performance against a range of important
indicators, covering the three dimensions of quality:
• Patient safety

• Clinical effectiveness

• Patient experience

The information is presented wherever possible to allow comparison with previous
reporting periods and with the performance of other Foundation Trusts. Many indicators
were also included within previous reports, reflecting their continuing importance as
determinants and markers of the quality of patient care. Where indicators were included
in previous reports but have been excluded from the current report, readers can access
the latest performance data by reading the public Trust Board papers, which are
accessible at the following web address: http://www.nnuh.nhs.uk/about-us/thetrust/trust-board-papers/

Patient Safety – Serious Incidents (SIs)
We regard high levels of incident reporting as a positive indicator of a culture that places
a high value on quality and candour.
The latest regional report from the NRLS, covering the period from 1st October 2014 to
31st March 2015, showed that the median reporting rate for the cluster of 137 acute (nonspecialist) hospitals was 35.34 reported incidents per 1000 admissions. Our reporting rate
was 44.35 incidents per 1000 admissions and the breakdown of harm severity is shown
below. In the 2014/15 report we reported 6,630 (8.09 incidents per 100 admissions) for
the period 1st October 2013 to 31st March 2014.

Breakdownofseriousincidents,1stOct'14to
31stMar'15
1%

0.1%

21%

Noharm
Lowharm
Moderateharm
78%

Severeharmordeath

(Source: NRLS: http://www.nrls.npsa.nhs.uk/resources/?q=workbooks)

As in previous years, PUs and falls have together accounted for the majority of the
recorded SIs during the period covered by this report. In respect of PUs, the figure
includes hospital-acquired and community-acquired ulcers. Hospital-acquired PUs are
monitored closely to identify trends by ward and department and to highlight
opportunities for improvements in clinical care.
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Full RCA is carried out on all Grade 2 and 3 hospital-acquired PU cases, with the learning
outcomes shared with the clinical teams. SI figures are reported monthly to the Trust
Board via the Clinical Safety Sub-Board, and learning points are disseminated to all staff
groups.

Patient Safety – Duty of Candour
As part of our
internal audit
programme, an
audit was
undertaken to
assess our
compliance with the
statutory
obligations in
respect of Duty of
Candour. The audit
found that whilst
Duty of Candour
actions were
reported as being
fulfilled by clinicians
and nursing staff,
evidence of this was
not reliably
documented in
patient notes in all
cases. Following the
audit, the process
for tracking and
escalating Duty of
Candour was
enhanced, and a reaudit of compliance
is planned for
2016/17.
We revised our ‘Being Open and The Duty of Candour’ policy and cascaded it to all teams.
As a further means of raising awareness and understanding among staff of the Duty of
Candour, we also held staff briefing sessions and produced a Briefing Note for clinical staff
which was emailed to all clinical staff and provided as a handout to staff undergoing
mandatory training.
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Patient Safety – Never events
‘Never Events’ are a sub-set of Serious Incidents and are defined as ‘serious, largely
preventable patient safety incidents that should not occur if the available preventative
measures have been implemented by healthcare providers.
In our hospitals there were five never events during the period covered by this Quality
Report (three in 2014/15). There was one never event in Plastic Surgery (misplaced
naso-gastric (NG) tube), one in Ophthalmology (Lucentis injection into incorrect eye) and
one in General Surgery (retained foreign object post-surgery – varicose veins).
Dermatology had two never events (both were incorrect site biopsies). In all instances the
error was recognised immediately, the patient was informed, and no long term harm was
caused.
Thorough RCA was carried out on all five events, and the learning points were
disseminated to the teams. Action plans were drawn up and implemented. Some of the
actions are shown in the following table:
Actions taken
An external review was commissioned by the Medical Director into the Lucentis Intravitreal
Injection procedure and the processes and actions which were put in place following this
incident and two previous incorrect injection Never Events in 2014.
An invited review took place between October and December 2015 by an independent
Consultant from the Royal College of Ophthalmologists who commented favourably on the
novel safety precaution that was introduced following the incident, namely of covering the
eye not to be injected with a shield. The review concluded that actions had been put in place
to address the issues that had led to wrong side injections.
The reviewer also congratulated the Ophthalmology team on developing an Intravitreal
Injection Checklist, and requested that this be shared with the Royal College of
Ophthalmology Professional Standards Committee on the Royal College Patient Safety
website as an example of good practice
A Misplaced NG Tube poster was circulated to every clinical area to remind clinical staff of
the correct appearance on a chest X-Ray of a correctly-positioned NG tube.
The Never Events relating to Dermatology were both associated with wrong site biopsies and
the failure to access and view clinical images which had been taken prior to the procedure.
Dermatology staff were immediately informed that prior to each consultation they must log
onto the clinical image library to find out if a clinical image is available.
Dermatology staff were also informed that they must ensure that - in cases where a clinical
image is available – that this is reviewed and shared with the patient to identify the lesion
which is to be biopsied and removed; this should always be carried out before written
consent is obtained from the patient for the procedure to be undertaken.
The incident was discussed by the Dermatology team at their clinical governance meeting
and all of the junior doctors in Dermatology were immediately informed that they must
ensure that they have been issued with a login and password to access the clinical image
library.
The general surgery Never Event - a retained foreign body - is currently undergoing an RCA
investigation.
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Patient Safety – Reducing Falls in the Hospital
Falls are locally defined as ‘unintentionally coming to rest on the ground, floor or other
lower level’, and so encompass faints, epileptic seizures and collapses as well as slips and
trips.
Reducing the number of falls and, in particular, those that cause harm, has always been a
key safety priority for us as our patient demographic is older than the national average.
Mobility and independence are important factors in the recovery process, so all falls
cannot be avoided. To do so would require the imposition of inappropriate restrictions on
people’s independence, dignity and privacy. However, research has shown that falls’
incidence can be reduced by between 20% and 30% through multi-factorial assessments
and interventions.

IP falls
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Source: NNUH data, national definition used

IP falls causing moderate harm or above
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IP falls causing moderate harm or above
Source: NNUH data, national definition used

We encourage our staff to report every single slip, trip or fall, even seemingly
inconsequential ones, so that we can gain a complete picture of where, when and why
patients fall, to improve our understanding and help us to make effective changes to
reduce the risk. We also recognise that even falls resulting in ‘no harm’ can be the
beginning of a negative cycle, whereby ‘fear of falling’ leads an older person to limit their
activity, to the detriment of their overall quality of life.
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all that resu
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Every fa
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e Risk and Patient
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Safe
ety Lead and
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t
contribu
utory factorss and identify any learrning points.
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we have imp
plemented during
d
the yyear as a re
esult
of our fa
alls project work, or fro
om carrying
g out RCAs on falls, have includedd:
Issue
e

Recomme
endation

Incom
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new inittiatives
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Patient Safety – Improved Use of the Early Warning Score (EWS)
Early Warning Scores (EWS) are intended to support objective decision making and help
staff to identify seriously ill or deteriorating patients. Nursing staff use data collected from
patient observations to calculate an aggregate trigger score, based on physiological
abnormalities of heart rate, blood pressure, respiratory rate, temperature, urine output
and level of consciousness.
A modified EWS system is in use on all adult wards and a modified Children’s EWS
(CEWS) is in use on paediatric wards. The standard of observation recording is monitored
closely, with quarterly observation audits carried out in all ward areas. Targets are set for
‘Completeness of observation sets’ and ‘Accuracy of EWS allocation’. Response to EWS
triggers is also monitored monthly, with random auditing of EWS triggers by the critical
care outreach team.
The audits of EWS compliance carried out in the adult inpatient wards during 2015/16 are
shown in the following table.

CumulativeTrustwideresultsforwardareas2014Ͳ2016.
100%
99%
98%
97%
96%
95%
94%
93%
92%
91%
2014Q1 2014Q2 2014Q3 2014Ͳ15
Q4
Completenessofobservationrecording

2015
Q1

2015Q2

2015
Q3

2015Ͳ16
Q4

AccuracyofallocatedEWS

Source: NNUH data, local definitions used

A&E department observation recording has been audited for those patients from
‘majors’ areas within the Department (excluding the resuscitation area) who are
admitted to the wards. These audits are undertaken separately to the Trust-wide
ward surveillance as there are some different key aims.
When a patient triggers an Early Warning Score 4, staff are expected to follow the EWS
cascade protocol, which contains three key targets. These are:
1. For observations to be repeated within 1 hour
2. For a nurse to document their action/review or their request for a doctor to review
the patient
3. Where there is documented request by the nurse for a medical review, for there to
be documented evidence that this has occurred.
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A monthly audit programme reviews the notes of a sample of patients who have triggered
the EWS cascade. The audit results are circulated widely to consultants, doctors, senior
nurses and ward sisters and also appear on Nursing Dashboard, which ensures that
performance is discussed with senior nursing staff and the Director of Nursing.
The following graph demonstrates the outcome of the monthly audits since April 2014.

EWSresponsecascadeauditresults
100%
80%
60%
40%
20%
0%

Obsrepeatedwithin2hours

Obsrepeatedwithin60mins

Nurseaction/requestforreview

NurserequestandDrreview

Triggeractioned
Source: NNUH data, local definitions used

Improvements made in 2015/16
x Developed the profile for EWS Link/Champions in ward areas (Health care assistants

x
x

x

and registered nurses), with coloured lanyards for easy identification in order to
devolve responsibility and ownership for maintaining the system to ward staff. The
main purposes of this role are to maintain high standards in individual ward areas,
ensure relevant information is available for staff in bedside folders, train staff in
correct practice and undertake regular spot check audits. All belong to the EWS Links
Group which meets quarterly to share ways to promote best practice.
Continued to provide free places on Health Care Assistants (HCA) study day courses.
Developed an EWS webpage with an ‘EWS’ logo that instantly links from the front
page of the intranet and which provides staff with easy access to information on the
EWS and their own ward’s audit results.
Sustained closer supervision and ‘supportive measures’ for areas where performance
is not to required standards. These include the Critical Care Outreach Team going to
the ward to check observation charting, to question staff on their knowledge and to
report back to the relevant ward sisters and matron.
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x

x

x
x
x

x

x

Recruited new staff within the emergency department to act as EWS Links
/champions. These have initiated daily audits of observation recording within the
department to increase awareness of correct practice and drive improvement. They
also have developed a teaching/information board within their department.
A standard has been set for observation recording within Critical Care and for
documenting on the ward observation chart when a patient is transferred to the
ward.
Results are discussed at Clinical Governance meetings and displayed on teaching
boards so that results are shared as a means to maintain high levels of best practice.
We have recruited 2 registered nurses to act as EWS Links within Critical Care.
When reviewing patients and auditing EWS triggers the Critical Care Outreach Team
(CCOT) endeavours to feedback poor documentation or incorrect responses to EWS
triggers to senior ward staff so they can relay this to the members of their team
responsible and so ‘close the audit loop’.
Further additions to the audit process have been made to enable us to know whether
observations were checked within a 1-2 hour time frame and also whether any action
occurred in response to these triggers. When the CCOT undertake these audits it may
be necessary to report omissions or errors using the Datix reporting system so that
the ward area can investigate the incident and understand better the problems that
occurred.
Critical care outreach nurses follow up on action plans for their ‘Focus Wards’ to
ensure that the action plans are in place and that standards are improving.

Our action plan for 2016/17 includes the following initiatives:
x

Observation standards
We will entrust ownership and responsibility for maintaining standards in their
areas to the Emergency Department, Critical Care Complex (CCC) and the
inpatient wards. This will include regular auditing of their own practice in order to
drive improvement from within. Quality Assurance will be maintained through the
ongoing quarterly audits carried out by the Critical Care Outreach Team.

x

E-observations
We will explore different ways of recording physiological observations using an
electronic observation recording system, recruiting ward level ‘E-observations
champions’ and investigating different systems in place in other Trusts.

x

EWS Trigger Response Audits
In collaboration with the Resuscitation Committee, we will focus more strongly on
learning from EWS trigger response audits. We will consider different ways in
which we might check that the correct processes have been followed, e.g. by
undertaking root cause analyses on patients who have been admitted as an
emergency from ward areas to the CCC, and patients who require a peri-arrest
2222 call (emergency call-out for medical review) for sudden/severe deterioration
in their condition.

x

Educational support
We will develop strategies to ensure that HCAs have an opportunity during 2016
to attend one of the Health Care Assistant Study Days run by the Critical Care

Outreach Team.
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Patient Safety – ‘Sign Up to Safety’ Campaign
We have joined the
national ‘Sign Up to
Safety’ campaign, and
have pledged to develop
plans to improve patient
safety.
One of our pledges was
to improve the care for
mothers with breech
babies, and we became
the first maternity
service in the country to
offer an ultrasound scan
to mothers in order to help spot breech babies before they are born.
Our maternity service currently delivers 6,000 babies a year, including around 150 full
term breech babies, and we were awarded funding by the ‘Sign Up To Safety’ campaign
to purchase 25 hand held scanners that will reduce the risks for women who, prior to the
scan, had no idea their baby was not in a head down position.
As part of the pilot scheme, 190 midwives are being trained to use and interpret the
scanners (of which 136 have already completed the training). One scanner will be placed
in every delivery room, and there will be two on both the ante-natal ward and the
midwife-led birthing unit.
The scanners will be 100% effective in diagnosing breech problems, and are therefore
safer for mothers and babies than the usual method of palpating the abdomen to feel for
the baby’s position, which is only 70% accurate. A late diagnosis during labour that the
baby is in a breech position leads to more emergency caesarean sections and increases
the risk of other problems.
As we are a pilot our results will be studied to see how successful we are in assessing the
breeches and we will be publishing our results nationally and internationally.
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Clinical Effectiveness – Achieving cancer referral and treatment times
Our performance against the national cancer targets is shown in the table below.
2015/16
Indicator
Max waiting time of 31
days for subsequent
treatments for all
cancers – surgery
Max waiting time of 31
days for subsequent
treatments for all
cancers – anti cancer
drugs
Maximum waiting time
of 31 days for
subsequent treatments
for all cancers radiotherapy
Max waiting time of 62
days for referral to
treatment for all cancers
– GP referral
Max waiting time of 62
days for referral to
treatment for all cancers
– consultant screening
service
Max waiting time of 31
days diagnosis to
treatment for all cancers
2 week wait from
referral to date first seen
– all cancers
2 week wait from
referral to date first seen
– symptomatic breast
cancers

Q1
Q2
Q3
Q4
Q1
Q2
Q3

Actual
%
89.2
90.2
94.6
92.6
99.1
99.2
99.4

Q4

99.0

Q1
Q2
Q3

98.7
97.1
97.8

Q4

97.5

Q1
Q2
Q3
Q4
Q1
Q2
Q3

75.8.
77.0
76.7
78.5
94.0
91.4
94.2

Q4

91.9

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

97.5
96.5
98.2
97.4

97.8
97.6
97.9

94.0
96.3
98.2
98.6
98.0
99.4
98.6
97.8

93.6
93.5
94.8

Goal
94%

98%

94%

85%

90%

96%

93%

93%

Nat
Avg.%
95.0
95.8
96.2
99.6
99.6
99.6
97.6
97.6
97.9
81.8
81.9
83.4
93.1
93.9
93.5

93.4
92.4
93.4

Goal
94%

98%

94%

85%

90%

96%

93%

93%

2014/15
Actual
%
Q1
86.0
Q2
90.0
Q3
89.1
Q4
86.1
Q1
99.0
Q2
100
Q3
98.9

Nat
Avg.%
86.0
90.0
89.1
86.1
99.0
99.5
98.8

Q4

99.4

99.4

Q1
Q2
Q3

95.9
96.0
97.4

95.9
96.0
97.4

Q4

97.9

97.9

Q1
Q2
Q3
Q4
Q1
Q2
Q3

77.4
75.5
70.7
76.0
91.7
93.3
95.3

83.9
83.3
83.6
82.1
93.8
94.1
93.5

Q4

95.4

91.4

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

96.7
96.5
96.6
96.2
93.2
94.1
95.9
96.6
95.6
94.4
97.0
97.9

97.8
97.7
97.8
97.5
93.5
93.6
94.7
94.7
90.3
93.5
94.9
94.7

Source: NNUH data, national definitions used; national averages: source National Cancer Waiting Times
Database (NWTDB), national definitions used.

For clarity of reporting, the overall, annual performance for the past two years (i.e. not
split by quarter) is shown in the table on the following page:
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2015/16 overall

Max waiting time of 31 days for
subsequent treatments for all cancers –
surgery
Max waiting time of 31 days for
subsequent treatments for all cancers –
anti cancer drugs
Maximum waiting time of 31 days for
subsequent treatments for all cancers –
radiotherapy
Max waiting time of 62 days for referral to
treatment for all cancers – GP referral
Max waiting time of 62 days for referral to
treatment for all cancers – consultant
screening service
Max waiting time of 31 days diagnosis to
treatment for all cancers
2
–
2
–

week wait from referral to date first seen
all cancers
week wait from referral to date first seen
symptomatic breast cancers

Goal

Actual
%

94%

Nat
Avg.
%

2014/15 overall
Nat
Avg.
%

Goal

Actual
%

91.6

94%

87.8

87.8

98%

99.2

98%

99.2

99.2

94%

97.8

94%

96.8

96.8

85%

76.9

85%

74.9

83.2

90%

92.4

90%

93.8

93.2

96%

96.5

97.7

96%

97.4

93%

96.8

93%

94.9

94.1

93%

98.5

93%

96.2

TBA

Source: NNUH data, national definitions used; national averages: source National Cancer Waiting Times
Database (NWTDB), national definitions used.

We failed to achieve the 62 day target during 2015/16, but have an agreed trajectory to
achieve this target during 2016/17. We achieved the 31 day surgery target in Q3 but
narrowly missed hitting the target in Q4. We are confident of achieving the target and
sustaining that performance in 2016/17. We have a ‘Cancer First’ policy, which ensures
that cancer is prioritised over and above RTT.
A robust monitoring process is enforced place to trigger escalation if a patient is at risk of
breaching the treatment target; this has been successful in improving performance over
the course of the year. Progress is monitored by commissioners at a weekly review
meeting, and internal governance is also in place, with a fortnightly meeting chaired by
the Divisional Director of Surgery. Daily management of the cancer patient target list
continues to be led by the cancer manager, with input from operational managers and
patient pathway coordinators. Escalation protocols are in place to encourage rapid
removal of obstacles if required.
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Clinical Effectiveness – 18 week Referral to Treatment (RTT) waiting
times

Waiters
down from
6,355 to
5,398

The admitted waiting list reduced from
6,355 patients at the end of March 2015
to 5,398 as at 16th March 2016. Cancer
patients continue to be prioritised,
followed by the longest waiting patients.

We agreed a recovery trajectory with our commissioners, Monitor and NHS Improvement,
which requires us to achieve the national RTT waiting list targets in aggregate across all
specialties by July 2016 and at each individual specialty level by September 2016.
Progress is already evident in terms of both overall waiting list size & open pathways.
Actions taken during the year to improve our performance included the following:

•
•

Workforce vacancies in target specialties were identified for priority recruitment.

•

A Vanguard mobile theatre with an 8-trolley ward was commissioned and installed,
and delivers an additional 10 theatre sessions per week

•

All local NHS and independent sector providers were contacted to ensure all
possible local capacity was being utilised; all local capacity is now utilised.

•

Those patients that are willing to travel further afield are being routinely
transferred to Spire Norwich, Nuffield Ipswich, BMI Bury and Sandringham,
Ramsey Peterborough, St Stephens Gate and QEHKL.

•

Physical capacity constraints in Outpatient areas are being addressed, and we are
seeking to identify under-utilised outpatient capacity at other sites to ensure
utilisation is maximised. Recruitment of additional medical, nursing, AHPs,
Healthcare Scientists and support staff is ongoing.

•

We will be increasing the number of standard weekend clinics as soon as
recruitment permits; in the meantime, additional clinics are being staffed by
locums or staff working additional hours.

•

An external 18 week RTT validation review is currently underway (and will
continue until June 2016) which is having a positive impact on the overall size of
the waiting list.

Additional substantive posts were identified to reduce reliance on additional
sessions and overtime. A business case was approved for 17 additional
Consultants, 5 additional Specialty Doctors, 36 additional Nurses/HCAs, 25
additional administrative staff, 8 additional allied health professionals and 1
additional staff member in sterile services.
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Numberofpatients

RTTAdmittedBacklog
3,500
3,000
2,500
2,000
1,500
1,000
500
Ͳ
Apr

Ma
Jun
y

Jul Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 410 455 529 190 491 539 806 893 1,1 1,4 1,6 1,8
2015/16 2,0 2,0 2,0 2,1 2,1 2,4 2,3 2,4 2,6 2,8 2,8 3,0
Target

981 981 981 981 981 981 981 981 981 981 981 981

Source: NNUH data, national definitions used

RTTIncompleteNonAdmittedBacklog
Numberofpatients

3,000

However, we did
make significant
progress during the
course of the year.

2,500
2,000
1,500
1,000
500
Ͳ

Jul

Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 1,2

1,0

1,2

1,4

1,5

1,7

2,2

2,0

2,1

1,7

1,8

1,6

2015/16 1,8

1,9

2,0

2,3

2,3

2,5

2,7

2,7

2,5

2,1

1,8

2,2

Target

1,0

1,0

1,0

1,0

1,0

1,0

1,0

1,0

1,0

1,0

1,0

Apr May Jun

1,0

Source: NNUH data, national definitions used

Percentate

18weekRTTtargetͲpatientsonan
incompletepathway
94
92
90
88
86
84
82
80

Apr May Jun

Jul

Aug Sep Oct Nov Dec Jan Feb Mar

2014/15 92.9 93.1 92.9 93.3 91.0 90.4 91.6 91.8 90.8 91.0 89.9 89.9
2015/16 89.4 89.5 89.1 88.9 88.1 87.2 86.6 86.5 86.0 86.1 86.7 85.7
Target

Over the period
covered by this
report, we have
failed to achieve
the national
Referral to Treat
(RTT) targets in
respect of the
number of patients
waiting over 18
weeks, due to the
impact of
emergency
pressure on the
elective programme
in terms of bed
availability and
cancellations.

92.0 92.0 92.0 92.0 92.0 92.0 92.0 92.0 92.0 92.0 92.0 92.0

Source: NNUH data, national definitions used
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The reported
indicator
performance for 18
week Referral to
Treatment have
been calculated
based on referral to
treatment data
validated in
accordance with the
RTT Clock Rules
Suite, subjected to
an external RTT
validation review,
and signed off by
our commissioners.
Therefore, the data
is, to the best of
our knowledge,
complete and
accurate

Clinica
al Effectiv
veness - Monitor’s
M
Complian
nce Frame
ework
Indicato
or

C Difficiile (post 72 hours)
– year o
on year reduction

MRSA (H
HAI only) – year
on year reduction

Max waiting time of
o 18
weeks ffrom point of
o
referral to treatment in
aggrega
ate – admittted
Max waiting time of
o 18
weeks ffrom point of
o
referral to treatment in
aggrega
ate – Non admitted
Max waiting time of
o 18
weeks ffrom point of
o
referral to treatment in
aggrega
ate – patien
nt on an
incompllete pathwa
ay A
A&E – T
Total time in
n A&E
A

Certifica
ation againsst
compliance with
requirem
ments regarrding
access tto healthcarre for
people w
with a learn
ning
disabilityy

2015/ 16
Actu al
Q1 – 11
Q2 – 7
49
4
Q3 – 8
Q4 – 6
Q1 – 0
Q2 – 0
0
Q3 – 0
Q4 – 1
Q1 – 75.6%
Q2 – 74.7%
90%
9
Q3 – 74.9%
Q4 – 70.5%
Q1 – 95.0%
Q2 – 90.9%
95%
9
Q3 – 91.8%
Q4 – 92.9%
Q1 – 89.1%
Q2 – 87.2%
92%
9
Q3 – 86.0%
Q4 – 85.7%
Goal
G

95%
9

N/A
N

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

9
91.4%
8
89.7%
8
84.3%
7
76.1%
A
All met
A
All met
A
All met
A
All met

2014/15
Actual
Q1 – 12
Q2 – 8
50
5
Q3 – 12
Q4 – 9
Q1 – 0
Q2 – 0
0
Q3 – 0
Q4 – 0
Q1 92.0%
9
Q2 87.5%
8
90%
9
Q3 85.0%
8
Q4 77.3%
7
Q1 95.0%
9
Q2 92.7%
9
95%
9
Q3 94.6%
9
Q4 93.9%
9
Q1 93.4%
9
Q2 93.0%
9
92%
9
Q3 91.4%
9
Q4 89.9%
8
Goal
G

95%
9

N/A
N

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

94.4%
9
91.8%
9
87.7%
8
86.4%
8
All
A met
All
A met
All
A met
All
A met

2013/1
14
Actual
Q1 – 17
Q2 – 9
337
Q3 – 11
Q4 – 10*
Q1 – 0
Q2 – 0
0
Q3 – 0
Q4 – 0
Q1 86.1%
8
9
990% Q2 94.6%
Q3 92.8%
9
Q4 89.8%
8
Q1 96.4%
9
9
995% Q2 96.1%
Q3 94.9%
9
Q4 93.6%
9
Q1 94.6%
9
Q2 95.5%
9
992%
Q3 93.6%
9
Q4 92.8%
9
G
Goal

995%

N
N/A

Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4

95.2%
9
96.0%
9
95.3%
9
96.2%
9
All
A met
All
A met
All
A met
All
A met

Source NN
NNUH data, nat
ational definitio
ons used.

*

thee 2015/16 data
ta for this indiccator has beenn audited by PwC,
P
our exterrnal auditors

The standard natio
onal definitio
ons for man
ny of these indicators are
a includedd within the
e
Techniccal Guidance
e for the 20
012/13 Operrating Fram
mework: http://www.gpcwm
m.org.uk/wpcontent/u
uploads/file/A-Z%20DOW
WNLOADS/T%
%20DOWNLOA
ADS/Technicall_guidance_fo
or_the_2012_1
13_operating__framework_22_dec
_11.pdf

The rep
ported indica
ator perform
mance for to
otal time in A&E was calculated
c
baased on all
patientss recorded as
a having atttended A&
&E. Complete
eness of this informatioon is thereffore
depende
ent on the complete
c
an
nd accuratee entry of da
ata at sourc
ce by the cl inician who
o
carries o
out initial asssessment or
o by A&E rreception. Patients
P
who
o have not bbeen correcctly
registerred in A&E will
w thereforre not be in cluded in th
he indictor calculation.
c
Therefore, the
owledge, com
mplete. Nattionally, the
e 2015/16 leevel of
data is, to the bestt of our kno
achievement again
nst the A&E 4 hour perfformance sttandard for Level 1 Maajor A&E
Departm
ments was 87.9%.
8
The
e Trust’s ann
nual perform
mance for 2015/16
2
waas 85.14%.
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The ove
erall table fo
orms part of the perforrmance dasshboard, wh
hich is subm
mitted month
hly to
commisssioners and
d quarterly to
t Monitor. The green shading ind
dicates that performance
was witthin agreed tolerance le
evels, where
reas the red
d shading indicates wheere perform
mance
exceede
ed the agree
ed tolerance levels. Caancer targetts are not in
ncluded in tthe above ta
able,
as they are shown in the table
e on page 2
29. Compara
ative performance dataa is available for
all otherr Foundatio
on Trusts on
n the Monito
or website (http://www.m
monitor-nhsft.ggov.uk/about--nhsfoundatio
on-trusts/nhs-ffoundation-tru
ust-performanc
nce/actual-perfformance/risk--ratings)

For clarity of reportting, the ov
verall, annuaal performa
ance for the
e past two yyears (i.e. not
he following
g table:
split by quarter) is shown in th
201
15/16
Goal
Max waiting time of
o 18 weeks from pointt of referral
to treatment in agg
gregate – admitted
Max waiting time of
o 18 weeks from pointt of referral
to treatment in agg
gregate – non admitted
d
Max waiting time of
o 18 weeks from pointt of referral
to treatment in agg
gregate – patient on an
n
incompllete pathwa
ay
*

Actual

2014
4/15
Goal

Actual

90%

73.9%

90%

85.5%

95%

92.7%

95%

94.1%

92%

87.5%

92%

91.8%

thee 2015/16 data
ta for this indiccator has beenn audited by PwC,
P
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In addition, our organisational structure was amended to a more clinically-led model to
encourage more clinical staff to contribute to the development of our services.
Other recommendations included:
x
x
x

the need to improve the way we manage the patients’ journey through the
emergency department and to other wards,
staff training in the assessment and documentation of mental capacity
improved performance in respect of some of the nationally set cancer targets.

In response to these recommendations we have established a number of quality
improvement ‘futureNNUH’ work streams, each led by an Executive Director and
supported by a dedicated project team. In May 2015, the CQC publicised an Intelligent
Monitoring Report on the Trust, which highlighted one ‘elevated risk’, in relation to the
cancer 62 day wait for first treatment from urgent GP referral target, and 6 ‘risks’ in
relation to the following:
x
x
x
x
x
x

the incidence of never events,
potential under-reporting of patient safety incidents resulting in severe harm or
death,
knee-related PROM data,
A&E 4 hour wait times,
28 day cancellation treatment times
governance risk rating.

Remedial action plans were implemented in respect of achieving the cancer 62 day target
and the A&E 4 hour wait target, and internal action planned addressed the other areas of
identified risk.
In respect of the potential under-reporting of patient safety incidents resulting in severe
harm or death, we carried out an internal investigation and discovered that a large
number of incidents had been reported to the NRLS coded as resulting in severe harm or
death when in fact the patient safety incident had not resulted in severe harm or death.
This included all stillbirths, expected deaths in NICU & ITU and deaths which had
occurred as a result of the patient’s natural disease progression. In essence the severity
coding was never challenged before the incidents were exported. As a result of this
review, a much stricter system was introduced, to ensure that all moderate harm, severe
harm and death incidents were reviewed and verified before they were exported to the
NRLS.
In November 2015, a planned, announced large-scale CQC inspection was undertaken at
our two hospitals. This inspection included an opportunity for feedback to the inspection
team from the public and staff via organised focus groups. It was led by a large number
of CQC inspectors, supported by clinical experts, managerial experts and lay members.
Eight designated services within our hospitals were inspected under the domains of ‘safe’,
‘effective’, ‘caring’, ‘responsive’ and ‘well-led’. A rating of ‘outstanding’, ‘good’, ‘requires
improvement’ or ‘inadequate’ was then awarded for each domain, leading to an overall
rating for each service. The individual services’ ratings then equated to an overall
hospital rating for these domains for the hospital overall. The judgment was published in
a report on the 16th March 2016 and is represented belowThe hospitals’ overall rating was
‘Requires Improvement’:
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(including
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Trust Overall:

In the report the CQC highlighted many areas of outstanding practice throughout the
hospitals and found that staff in all the services they inspected were "overwhelmingly
caring". The inspectors had witnessed "outstanding examples of care" being given to
patients and their relatives. They also highlighted that the Consultant Medical Staff were
cohesive, loyal to the Trust and to the senior management team, and proud to work at
the trust.
Our Urgent and Emergency Services received a ‘good’ overall rating (and were
‘outstanding’ for being effective and caring). Critical Care received a ‘good’ overall
rating. Several services were found to be outstanding, including the specialist midwife-led
'Birth Reflections’ clinic, the heart attack service, care for patients with dementia and a
range of services in the Emergency Department.
There were, however, a number of ‘improvement notices’, describing actions that we
must take to improve performance. These included: ensuring we have sufficient staff for
all our clinical areas; improving our mandatory training compliance; improving our
performance in respect of some key access to treatment targets; and providing consistent
approaches to end of life care and the storage of medicines.
An Action Plan has been developed, supported by other plans that were already in
progress. These include further recruitment, streamlining of recruitment processes,
refinements to our patient records and the future move to an Electronic Patient Record.
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We also plan to build an Ambulatory Care and Diagnostic Centre (ACAD), reconfigure the
children's emergency department and develop our services for interventional radiology,
cardiac catheter labs and critical care. We have also already started work on the
‘Quadram Institute’ which, when complete, will house the largest endoscopy unit in
Europe. Where appropriate these plans are being incorporated into our ‘futureNNUH’
projects; all will be overseen by our Executive team and Trust Board.
In addition to inspecting our main two hospital sites in Cromer and Norwich, the
inspectors also visited Henderson Ward, our therapy-led unit which is situated a short
distance from the main hospital site. The inspectors found that “multi-disciplinary
working and communication between all to ensure complete and holistic care for each
patient” was outstanding. They made some recommended actions in relation to
documentation and medical cover which will be included in our overall action plan. The
overall assessment of Henderson Ward was ‘good’:

Henderson Ward:

Safe

Effective

Caring

Responsive

Well-led

Overall

Requires
Improvement

Good

Good

Good

Good

Good

In his press release summarising our hospitals’ inspection report, Professor Sir Mike
Richards, CQC Chief Inspector of Hospitals, said: “We have seen that some progress has
already been made across some areas, and we found many areas of good practice that
staff should be proud of…We were particularly impressed by the professionalism and
efficiency of the urgent and emergency services and critical care services which we rated
as ‘good’ overall. Patients we spoke with told us they had been well cared for, were
shown respect, treated with dignity and their privacy was protected. In particular, the
nursing team within the emergency department demonstrated outstanding care,
leadership and treatment of patients."

Patient Experience – Meeting Nutritional Needs

We are committed to identifying opportunities to improve our performance in meeting our
patients’ nutritional needs, and improving the patient experience in respect of our food
and beverage provision.
The following table outlines just some of the initiatives that are currently underway to
ensure that we meet or exceed our patients’ expectations in respect of food, drink and
nutritional support. Our designated Nutrition Steering Group coordinates these various
work-streams.
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Current Initiatives
The MUST nutrition risk screening score that triggers referral to a dietitian has been
incorporated into a booklet of clinical risk assessments to make it easier for staff to
complete and for us to audit how effectively it is used.
MUST audit results are shared with Matrons and Sisters / Charge Nurses and drives an
action plan for improvement. Adherence to supporting our patients with their nutritional
needs has continued to be an integral component of our own CQC-modelled internal
Quality Assurance Programme.
We took part in the Worldwide Nutrition Day in November 2015. This provided us with
an opportunity to monitor and benchmark our nutritional care on an international level.
We await the results and will use them to inform any further improvements.
We provide training to ward catering and retail staff on allergens, particularly regarding
preventing cross contamination of allergens during food production or service.
In respect of the 5 hospital food standards, we have continued to work through our joint
gap analysis and action plan with Serco. There are now only 26% unmet standards (86
out of the 323) and the majority of these will be met once we have completed the
development of our new menu. Our adherence to these standards will continue to be
monitored through the annual PLACE assessment
A re-audit of the meal ordering system and delivery of meals to patients has been
carried out under the supervision of our Nutrition Steering Group, to assess the
effectiveness of actions that were put in place following an audit the previous year.
The actions included the development and delivery of training packages by the Speech
and Language Therapy and Dietetic teams and alterations to the times at which meals
are ordered. The results of this audit are currently being analysed.
A Dementia and Nutrition Group has been established to ensure that we provide
enhanced catering standards for patients with dementia nutritional needs. The group
has introduced a ‘finger foods’ menu and is undertaking a trial of the use of different
coloured cutlery. This trial involves the use of specific colours of cutlery being used for
set periods on a whole ward, with the weight of food eaten being monitored.
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“It’s been absolutely
wonderful support; it’s
one thing to support the
patient, but the support
for myself (the carer),
has been exceptional”
“She loved Norberto.
He was so helpful. I
could ring him and she
loved him. It made all
the difference to us.
Knowing Norberto cared
made all the difference
– I didn’t feel upset she
was in hospital. They
made it easy and
comfortable for her. Not
only nursing staff – she
had a social thing too.
It is such a good
service. Auntie felt safe.
I can’t thank you
enough.”
“I don’t know what I
would do without you
all, Joan saw you all as
her friends.”
“I cannot thank you
enough, if I could take
you with me I would.”
Extracts from letters from
relatives of some of our
dementia patients that we
received over the course of
this reporting period.
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Patient Experience – Dementia Strategy
The trust builds on its commitment to delivering excellent
care and services for our largest group of vulnerable
patients and in the development of dementia friendly
communities with partner organisations.
Partnership working
The Trust’s dementia clinical lead and service manager
continue to sit on the Norfolk Dementia Strategy
Implementation Board, participating in its sub-groups and
working with CCGs to improve health and wellbeing across
Norfolk. One project is the creation of a ‘Dementia Friendly
Employers in Norfolk Resource Pack’ which creates a
framework to support larger employers in the county to be
dementia friendly. There is
continued involvement with
Norfolk and Suffolk Dementia
Alliance (NSDA) projects and
initiatives, including sharing
good practice with health and social care providers across
the two counties.
The Trust has signed up to Dementia Action Alliance’s
Dementia Friendly Hospital Charter which RAG rates care
and service provision for patients who have dementia
against a set of criteria. NNUH has been paired with
Harrogate Hospital to share areas of expertise.
Working in partnership with carers is central to the
wellbeing of our patients. NNUH has signed up to ‘John’s
Campaign’, joining other hospitals which recognise the right
of carers to stay with people who have dementia where
possible. A scoping exercise is being carried out to establish
the furniture required to help carers to stay overnight more
comfortably. Carers also play an active part in our dementia
links meetings, sharing their valuable insights.
Initiatives such as our
Seaside Reminiscence
Collages provide sensory
stimulation to patients using
different textures such as
fabrics and textured papers,
and encourage them to
reminisce through
photographs of traditional
seaside trips/holidays.

Dementia Friendly Environments
A core group of representatives from Serco, Octagon, Estates and Facilities, Hospital Arts
and Health and Safety has been established to ensure best practice in dementia-friendly
design for Trust refurbishment and new builds. Currently the group are working on the
new developments in the Emergency Department.
Environmental work has already been carried out on
Elsing Ward, which specialises in the care of patients
with dementia, including colour-coding bays and toilets
to help orient patients, large local landscape
photographs on the walls, and books, videos and
games to help patients to reminisce. Items such as
grab rails and toilet seats are brightly coloured to help
them to stand out, and there are clocks that show both
the time and date to help orient patients and to help
them understand when meals will be served, and when visitors will arrive.
Empowering staff
We remain committed to staff development through the provision of educational
opportunities and sharing of learning. Health Education England recommends a dementia
education tier structure. This has been achieved at tier 1 (dementia awareness - delivered
to all staff during corporate induction) and tier 3 (leadership – attended by 23 senior
clinical, Social Services and Serco staff via a three day course at UEA). The dementia
strategy group is working on ways to provide tier 2 training, which is targeted at staff
regularly caring for people with dementia. Our dementia care coaches continue to offer
coaching sessions to colleagues. The 115 dementia links across NNUH and Cromer
Hospitals have the opportunity to attend quarterly meetings with an educational
component. Recent themes have been working in partnership with carers and assisting
people with eating and drinking. Seventy of the links have been trained by Norfolk and
Suffolk Dementia Alliance to be Alzheimer’s Society-approved ‘Dementia Champions’,
which enables them to deliver ‘Dementia Friends’ sessions to their colleagues.

Dementia Support Team
The Dementia Support team continues to support
patients with dementia and their carers
throughout their stay in hospital. The team helps
to complete ‘This is Me’ booklets that help staff
to offer person-centred care, to provide
emotional support, to signpost patients and
carers to support services and to engage people
in activities to improve wellbeing. Volunteers are
now attached to the team and offer additional
companionship to patients.
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Improving Care
A group including dieticians, speech and language therapists, nurses and Serco staff has
been identifying ways to further improve the nutrition and hydration of patients with
dementia. They have created a new finger food picture menu which incorporates patient
and carer preferences. This is currently being trialled on some wards; it will also be
suitable for patients who do not have a diagnosis of dementia but who require finger
foods. The group has also carried out an evaluation of coloured crockery to see which
best promotes eating and drinking. We await the results of the trial with interest.
Auditing to help improvements
Telephone audits of carers of recently-discharged people with dementia are carried out
monthly. The results help us know what we are doing really well and give us ideas on
how we can improve our services. We also audit the use of our forget-me-not
identification scheme and use of ‘This is Me’ booklets on wards to promote person-centred
care.

Patient Experience – Patient-Led Assessments of the Care Environment
(PLACE)
Patient-led Assessments of the Care Environment (PLACE) aim to improve standards
across all hospitals, hospices and independent treatment centres providing NHS funded
care. To supplement the formal annual assessments, we have a range of monitoring and
improvement initiatives, including random ward audits, formal planned cleaning audits biannual smaller scale assessments based on the PLACE methodology. Action plans are in
place to effect improvements based on these and our formal assessment results. Our
performance is shown in the graph below:

PLACE Scores for NNUH 2014 & 2015

Source: Health &
Social Care
Information Centre

Our reduced
performance in
relation to
2014
cleanliness was
2015
predominantly
attributable to an
isolated case and
has been
75.00% 80.00% 85.00% 90.00% 95.00% 100.00%
rectified. The
improved
assessment score in relation to privacy, dignity and well-being is particularly pleasing and
mirrors the findings from our formal CQC inspection in March 2015. The assessment of
the care environment for people with dementia was included for the first time in 2015 and
aims to drive ‘dementia friendly’ environments throughout hospitals; we will consider this
within any future building developments.

Patient Experience – Complaints
We have a long-established process for investigating, managing and learning from formal
complaints about the services of the Trust.
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In order to ensure that complaints are used to learn lessons and prompt service
improvements for patients, every complaint is reported to the relevant
divisional/departmental manager and clinical director so that any necessary actions can be
taken. Monthly reports are then reviewed by our Caring and Patient Experience
Governance Sub-Board, with summaries provided to the Management Board and Board of
Directors. The number of complaints received this year has fallen by 13% (as below).

AnnualNumberofComplaints
1200
1000

1078
987

800
600

933

839
753

400
200
0
2011/12

2012/13

2013/14

2014/15

2105/16

Source: NNUH data, local definition

To ensure that the Trust’s complaints processes are ‘fit for purpose’ and are being
followed, they are regularly reviewed by our Internal Audit service. They were last
reviewed in 2015 and no recommendations for change were made. In order to provide
additional assurance this year, we again invited Healthwatch Norfolk to conduct an
external review of a sample of our complaints files. The conclusion was that our
complaints investigations are thorough and are carried out by a ‘caring’ and ‘experienced’
team. Our response to all the complaints received was rated as being either ‘good’ or
‘excellent’. We are grateful to the Healthwatch team for their input, which has helped us
to make changes to our processes for example:
x
x
x

providing additional e-mail addresses to aid communication;
revising our file documentation;
promoting use across the Trust of a best practice investigation template developed by
our maternity team.
Below are a few examples of actions or changes in practice that resulted from complaints
received this year.
x
x
x
x

A new clinical ‘pathway’ is being created between ophthalmology and
rheumatology to ensure there is better communication about changes in steroid
medication for patients with giant cell arteritis.
A revised checklist has been created in cardiology concerning review of previous
echocardiograms.
A chronic migraine patient information leaflet is being developed to improve
communication with patients.
Better signage will be displayed within the orthotics department so that
awareness is raised about the Government’s fixed prescription charges, so that
patients are prepared about the costs to be incurred.

Source: NNUH data
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Staff and Patient Experience Meeting Equality and Diversity
Standards

Staff Experience - Supporting our
hospital to be the best possible
place to work

The Director of Nursing and the Director
of Workforce have joint executive
responsibility for Equality and Diversity
matters across the organisation; the
Director of Nursing for Patient Care
aspects and the Director of Workforce for
staff and employment aspects.

The 2015 national staff survey results for
our organisation present a mixed picture,
with some improving results and some
deteriorating results

Our Equality and Diversity Group assists
the Workforce Sub Board and the Caring
and Patient Experience Sub Board in
promoting Equality and Diversity across
the Trust and its services. Its role is to
review and monitor equality and diversity
practice, to make recommendations for
action and to encourage a greater
awareness and understanding across the
organisation. It is committed to:
• Proactively developing and
progressing Equality Action Plans and
monitoring progress across the
service
• Educating and raising awareness with
regards to the Equality and Diversity
agenda
• Reporting to the Care and Patient
Experience and Workforce SubBoards on a quarterly basis.
• Keeping up to date with Equality
legislation and best practice
• Promoting a zero tolerance culture
towards any discriminatory practice.
Equality and Diversity is part of the
mandatory training programme for all
staff across the Trust.
During 2015/16 we engaged with the
Workforce Race Equality Scheme and
published our position against the various
indicators. The learning outcomes will
influence future delivery of the Equality
Delivery Scheme.

On the positive side, there was an
increase in the proportion of staff that
would recommend our hospitals as places
to receive treatment and places to work.
There was also a reduction in the
percentage of staff who reported feeling
stressed at work.
On the negative side, there was a small
increase in the percentage of staff
reporting harassment, bullying or abuse,
and a slight reduction in staff who felt
confident and secure to raise a concern
about safety.
The degree of variation when comparing
results between different divisions and
departments is significant. This will mean
that we need a team-specific approach to
analysing the results and using them to
take action. Staff engagement and staff
experience are crucial performance
indicators for our new clinical divisional
leadership teams; they will be monitored
and supported throughout the coming
year.
Two questions in the national staff survey
were singled out by Monitor for particular
attention in Trust Quality Reports, and our
performance against those two questions
is show in the tables on the following
page.
It is difficult for us to make comparisons
across years because of the huge increase
in responses in 2015, compared to the
2014 survey, as a consequence of our
decision to send the survey to all 7000+
members of staff, rather than the small

sample of staff that were selected at random to complete the survey in previous years.
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We felt that making the survey available to all staff would result in a more representative
outcome, and it is our intention to continue this practice in future years.
Question

2015 survey

2014 survey

In the last 12 months how many times have you personally experienced
harassment, bullying or abuse at work from managers?
Never
1-2 times
3-5 times
6-10 times
More than 10 times

81.7%(from total of 3,167
responses)
12.2%(from total of 3,167
responses)
3.7%(from total of 3,167
responses)
1.1%(from total of 3,167
responses)
1.3%(from total of 3,167
responses)

73.4%(from total of 349
responses)
17.5%(from total of 349
responses)
5.2%(from total of 349
responses)
1.4%(from total of 349
responses)
2.6%(from total of 349
responses)

National data. Source: http://www.nhsstaffsurveys.com/Caches/Files/NHS_staff_survey_2015_RM1_sum.pdf

Question
2015 survey
2014 survey
In the last 12 months how many times have you personally experienced
harassment, bullying or abuse at work from colleagues?
Never

77.6% (from total of 3,175
Responses amalgamated with
responses)
those of managers in 2014
1-2 times
14.9% (from total of 3,175
responses)
3-5 times
4.5% (from total of 3,175
responses)
6-10 times
1.4% (from total of 3,175
responses)
More than 10 times
1.5% (from total of 3,175
responses)
Percentage of staff believing that trust provides equal opportunities for career
progression or promotion
White staff (groups
89.97% (from total of 2003
92.04%(from total of 226
1-3)
responses)
responses)
Black and minority
75.32% (from total of 158
71.43% (from total of 21
ethnic staff
responses)
responses)
(groups 4-16)
National data. Source: http://www.nhsstaffsurveys.com/Caches/Files/NHS_staff_survey_2015_RM1_sum.pdf

One development that occurred during 2015/16 was the creation of a ‘Staff Experience
and Well-being Committee’, the membership of which is wide and varied. It brings
together people from different groups who are passionate about improving our hospitals
as a place to work. The group has an identifed set of priorities for 2016/17.
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Staff Experience - Developing the future healthcare workforce
We are acutely aware of our academic mission and are proud of our role as a teaching
hospital in developing the healthcare workforce of the future. During 2015/16 the
following notable achievements were realised:
x Successful GMC Regional Review, assessing our performance as hosts of
undergraduate and postgraduate medical education
x A positive Health Education England Quality Improvement and Performance
Framework (QIPF) review
x A growing apprenticeship programme, with 98% of participants progressing on to
employment or education. Our apprenticeship offering in 2015/16 included the
piloting of an innovative, integrated apprenticeship, working across health and social
care environments. Pathways through to nursing, midwifery and allied health
professions are established and effective
x Rolling out across England our innovative ‘Step Into Health’ programme, which
supports armed forces service leavers and veterans to access NHS work experience.

Staff Experience – Engaging Staff
Following their unannounced visit March 2015, CQC inspectors verbally fed back that it
was apparent that our staff work hard and really care about what they do. Several
recommendations were made within the report, particularly in relation to addressing
cultural and leadership issues, including an identified bullying culture. Actions were put
into place to address these issues, and involved a systematic review of behaviours, values
and attitudes.Crucial to this was a period of intense listening and interaction with staff
representatives to truly understand any underlying factors. This dialogue identified three
themes which have guided our approach. These are:
x how we enable and encourage all staff to raise any concerns with confidence
x how leaders and managers ensure that staff are involved in discussions to agree how
we address our operational challenges
x how we collect staff feedback on a regular basis – to ensure we know the actions we
are taking are having the desired effect.
Our new chief executive has attached the highest level of importance to staff engagement
and communications, and has established a monthly open ‘Viewpoint’ briefing session for
all staff, providing them with an regular opportunity to ask questions of the chief
executive and the other executives. These briefings are invariably well-attended.
Other actions to improve engagement include:
x implementing a monthly staff experience survey
x establishing a ‘staff experience and well-being committee’
x launching a new staff appraisal framework to focus on performance and values
(aligned with our NNUH Values)
x learning from the experience of staff who have raised concerns about bullying and
harassment
x embedding our values in induction processes for new staff.
The report arising from the full CQC inspection in November 2015 identified that the
bullying culture they identified was “starting to dissipate”, and efforts to embed this
change will continue.
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Innovation in practice
Specialist Jaundice Testing Equipment for NNUH babies
Thanks to a donation from a Norfolk family,
new born premature babies on the Neonatal
Intensive Care Unit (NICU) will benefit from
instant non-invasive jaundice testing.
The Drager Jaundice bilirubinometer
measures the bilirubin levels in new-borns
from 34 weeks old by gently pressing the
sensor on the baby's forehead or sternum.
The result is instantly displayed on a screen. More than half of healthy new-born infants
develop jaundice and whereas mild jaundice can improve without medical assistance, in
some cases where the bilirubin level is too high this will/may need treatment.
The new jaundice bilirubinometer provides a reading instantly in a non-invasive way; it
has good diagnostic accuracy and significantly reduces the number of invasive blood
tests. This is pain-free for the infant, reduces parental anxiety and reduces the workload
of clinical and laboratory staff.
The money was raised by Norfolk family Claire and Simon Nicholl whose son Harrison
spent time on the neonatal unit. Harrison Alexander Nicholl was born on 5th February
2010 and spent four days on NICU before he passed away on 8th February 2010.

NNUH named in the top three in the country and top in the south of England
for its Oesophago-Gastric Cancer Care
We have been named as top in the South of the UK and in the top three in the country in
the National Oesophago-Gastric Cancer Audit 2016 for our 90 day mortality rate.
The national data shows that patients treated at NNUH (between 1 April 2012 and 31
March 2013) had one of the lowest 30 day mortality rates (0.7%) and were in the top
three for 90 day mortality rates (1.3%) compared with every major cancer centre in the
country. In addition, our service has low operative complications and the shortest length
of hospital stay (8 days) after major complex operations for cancer of the oesophagus
(gullet) and stomach.
We are one of the few units in Europe to perform totally minimally invasive
oesophagectomy, whereby the entire operation is done via keyhole surgery (laparoscopic
and thoracoscopic oesophagectomy). The keyhole or laparoscopic surgery is less
traumatic to the body than traditional surgery and allows the patient to recover much
faster from their major complex cancer operation.
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Ground-breaking occulo-plastic surgery
A woman who ended up with a hole in her face following treatment for a rare cancer of
the tear duct has had a unique operation carried out thanks to a collaboration between
two surgeons, one from NNUH and the other from Ipswich Hospital. The operation, the
first one of its kind to be successful, involved a flap of skin from the middle of the nasal
lining being created on the inside of the patient’s nose, joined to an outer flap of skin
from the forehead.
Mr Beigi, a complex oculo-plastic and reconstructive surgeon explained “We have called it
the Norwich flap and the Ipswich flap. They have not been used together in this way
before. Sandwiching them together means the inside one supports the outside flap of
skin; it will then grow its own circulation and the graft can survive.”
Mr Beigi explained that the first flap was constructed by Mr Yung, a consultant at Ipswich
Hospital, from the middle wall nasal lining. This was then attached to the holes in the
bone on the side of the patient’s face. Mr Beigi then took a flap of skin from the patient’s
forehead that was attached to the base of the skull and joined it to the other one “like a
sandwich”. He said he was very pleased with the result and could not find a precedent for
two flaps having been used in this way. The two surgeons now plan to publish a paper on
their ground-breaking approach.
1950s Sitting Room helps patients with Dementia
The day room on Holt Ward has
been completely transformed into
a 1950s sitting room to help
patients with dementia.
A retro television, clock, mirror,
wireless, sideboard and other
furniture from the era have taken
the room back to a time that will
help patients relax and reminisce.
There is even an effect that looks
like a real fire.
Welcoming Fifties-style turquoise wallpaper (that meets strict infection control guidelines)
is topped with a mock picture rail. Three birds fly on a wall in formation and a pin board
shows Norfolk photos from the era. The room also has books, football programmes,
catalogues and leaflets from the era, as well as games like draughts and dominoes. A
DVD player means that patients can watch old news reels. Vintage cups and saucers for
tea parties complete the look to help stimulate conversations with patients now in their
eighties and nineties. The hope is that the room will spark memories for those with
dementia and make them feel more at home. It will also provide a relaxing place for
relatives to talk to staff or patients.
The £12,000 transformation was the idea of staff, whose fundraising efforts were given a
huge boost by a £10,000 donation from David Mackie from Norfolk’s Ivy Child Trust.
Awards and Commendations
Apprentice of the Year for the Eastern Region
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One of our apprentices, Sophie Bland, has won a
prestigious award, being named NHS Apprentice
of the Year for the Eastern region.
Sophie said: “I was really honoured to attend the
event and to be named Apprentice of the Year for
our region. I am very proud of myself and what
I’ve achieved and it was lovely to be recognised at
the awards ceremony. I love my job and I think
Apprenticeships are really valuable in the NHS. It
gives people like myself, with little work experience in this field, the opportunity to build a
career and expand on knowledge and skills that we may not have realised we had. My
apprenticeship has definitely paved the way towards my aim of being a Manager one
day.”
Jeremy Over, Director of Workforce, who also attended the event with Sophie, added:
“Apprentices play a vital role in our hospitals and have changed the way we recruit. They
are at the heart of succession planning, allowing the organisation to ‘grow our own’
workforce. This exciting new talent stream helps us to create a highly trained, sustainable
workforce offering outstanding patient care.”
In addition to Sophie’s success, Megan Burrows was named ‘Health Apprentice of the
Year’ at Norwich City College in March 2016, and the Training Journal awarded our
Apprenticeship Programme a bronze award in the ‘Best Apprenticeship Programme’
category in November 2015.
Also in November 2015, we were finalists in the Health Service Journal awards (Workforce
category) and finalists for the Eastern Daily Press’s ‘Community Impact Award’.
National Award for NNUH Radiography Team
Our radiography team was awarded the UK and regional Radiographer Team of the Year.
The Radiographer of the Year annual awards, organised by the Society of Radiographers,
aim to recognise the hard work and dedication of radiographers across the country.
Our team was praised for their collective knowledge, experience and enthusiasm as well
as their commitment to highlighting best practice and raising standards in CT cardiac
imaging for patients.
The award acknowledged the CT cardiac advanced practice radiographers’ commitment to
improving services for patients undergoing a CT coronary angiography examination. The
procedure is used to assess any disease that may be present in the coronary arteries. The
CT scanner is used to take detailed images of a patient’s heart and may involve injecting
an iodine-based dye into the blood stream to highlight the blood vessels.
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Two gold awards from the Chartered Institute of Public Relations (CIPR).
The NNUH communications team won two gold awards at the regional CIPR awards. The
first gold was awarded in the category ‘Best Use of Social Media’ for its #iCare
communications campaign for Dementia. The campaign focussed on promoting
understanding and awareness of dementia, and sharing information about our dementia
service with patients, their carers and families.
The second gold was won by communications team member Emma Jones in the category
‘Outstanding Young Communicator’ for her contribution to the communications industry.

Prestigious accreditation from the National Deaf Children’s Society
Our audiology team was one of the first in the country to receive prestigious accreditation
for their audiology services from the National Deaf Children’s Society (NDCS).
The team has been awarded IQIPS (Improving Quality in Physiological Services) status.
This badge of quality shows they are meeting standards set by the United Kingdom
Accreditation Service (UKAS) and are providing deaf children with the very best care in
audiology.
We are one of only twelve audiology services, out of 134 across the country, to receive
IQIPS accreditation.
Gary Nethercott, Regional Director for the East of England at the National Deaf Children’s
Society said: “As children learn and socialise through hearing, good audiology services can
be vital to a deaf child’s success in life. This will come as a great comfort to parents of
deaf children in Norfolk & Norwich, who now have a way of knowing that the audiology
services their child uses is fit for purpose.”

NNUH staff whose work has been nationally or internationally recognised
Many members of our staff gain local, regional, national and even international
recognition from their peers and governing bodies. A small selection of staff that has been
honoured in this way during the course of the year is listed below:
x
x

x

Dr Lesley Bowker (Consultant in Older Persons’ Medicine)
o was awarded an honorary chair by the University of East Anglia
Professor Erika Denton (Consultant Radiologist)
o is currently the National Clinical Director for Diagnostics at NHS England
o was awarded an honorary DSc by Salford University
o was awarded honorary membership of the British Society of
Gastroenterology
Mr Junaid Hanif (ENT Consultant)
o won a grant for £4,875 for research (completed and presented at
International meeting: Osseo Conference, Lake Louise, Canada)
o Introduced a completely new and novel technique for Bone Conducting
Hearing Device Implant surgery (minimally invasive surgery). The
outcomes analysis ongoing, and the findings will be presented at an
International meeting in November.
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x
x

x
x

x

Mr Stuart Irving (Consultant Urologist)
o was elected a fellow of the Faculty of Surgical Trainers
Dr Nick Levell (Consultant Dermatologist)
o was appointed by the National Institute for Health Research as the
Specialty National Lead for Dermatology in June 2015 for 3 years.
o was also elected President of the British Association of Dermatologists, and
takes up the role in July 2016 for 2 years.
o is currently Clinical Vice President of the British Association of
Dermatologists.
o was invited to give the annual Gerald Levene Memorial Lecture - subject:
Vasculitis, at the Royal Society of Medicine in October 2015
o was also asked to give the annual Dowling Oration - subject: History of
Medicine, in February 2016 to the Dowling Educational Society.
Dr Toomas Sarev (Consultant Interventional Cardiologist)
o was nominated to a fellowship in the Royal College of Physicians (FRCP)
Miss Elaine Sassoon (Consultant Plastic Surgeon)
o was named by her peers as one of the best breast reconstruction surgeons
in the world, as notified by the president of BAPRAs
o was the first surgeon in the UK to introduce double pap flaps for breast
reconstruction
Dr Jeremy Turner (Consultant Endocrinologist)
o was awarded an honorary chair by the University of East Anglia
o was invited to give a "Meet the expert" lecture at the British Endocrine
Society later this year
o was instrumental, along with his colleagues in the endocrine and diabetes
team, in earning the accolade of "Pagets Centre of Excellence" by the
Pagets Association. Very few diabetes centres are awarded this status.

Page 184 of 227

Appendix A - Local Clinical Audit – Actions to
improve quality
Audit and Survey
Title
National Audit –
Adult critical care
(Case Mix
Programme –
Intensive Care
National Audit and
Research Centre)
(CMP - ICNARC)

Results/Actions Taken / Planned
The aim of this audit was to collect data on all patients admitted to the
Critical Care Unit. The results found there were sometimes delays to
discharge and discharge out of hours; this was due to activities outside of
the unit. Discussion of the ICNARC report for June-September 2015 did
not result in any recommendations or suggestions to change local
practice within the unit.

National Audit –
National Cardiac
Arrest Audit (NCAA)

This audit was undertaken to identify patients who had a cardiac arrest at
the NNUH; to see if the arrest could have been prevented or if a Do Not
Attempt Cardio Pulmonary Resuscitation (DNACPR) order should have
been made; and to disseminate these findings to improve care. The audit
found that the incidence of cardiac arrests at the NNUH was lower per
1000 admissions than at many other hospitals. The Trust’s survival rate
was similar to the national average. The Resuscitation Committee is
currently carrying out work to: identify if management of any patients in
the lead up to their cardiac arrest could have affected a different
outcome; or if any of the patients who arrested should have had a
DNACPR order.

National Audit of
Cardiac
Rehabilitation

The National Audit of Cardiac Rehabilitation (NACR) is a British Heart
Foundation (BHF) project which aims to ensure that patients with
cardiovascular disease achieve the best possible outcomes following a
cardiac event. The 2015 NACR report shows that there has been an
increase of patients receiving cardiac rehabilitation 45% to 47%
nationally. Findings indicate poor take up for female patients although
locally uptake is in line with the proportion of female admissions. Work is
still required locally to upload data electronically to NACR which will allow
the Trust to apply for certification through BACPR (British Association of
Cardiovascular Prevention and Rehabilitation).

National Bowel
Cancer Audit
(NBOCAP)

The aim of the National Bowel Cancer Audit (NBOCA) is to ensure
improving quality of care and survival of patients with bowel cancer. The
national report was published in December 2015. The NNUH performs
very well on clinical outcomes audited, but could improve on data
collection and length of stay. Actions are being taken to provide further
resourcing for the data collection and to audit reasons for length of stay.

National Oesophagogastric Cancer Audit
(NOGCA)

The audit evaluates the process of care and the outcomes of treatment
for all Oesophago-Gastric cancer patients, both curative and palliative.
The national data shows that patients treated at NNUH (between 1 April
2012 and 31 March 2013) has one of the lowest 30 day mortality rates
(0.7%) and the Trust is in the top three for 90 day mortality rates (1.3%)
compared with every major cancer centre in the country The NNUH also
has low operative complications and the shortest length of hospital stay
(8 days) after major complex operations for cancer of the oesophagus
(gullet) and stomach.
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National Vascular
Registry (NVR)

National
Comparative Audit of
Patient Blood
Management in
Surgery

The National Vascular Registry (NVR) reports on the quality and
outcomes for all patients who undergo major vascular surgery in NHS
hospitals in England and Wales. The latest annual report was published in
November 2015. The Vascular Surgery department at the NNUH is the
5th busiest vascular unit in the UK and has treated more ruptured acute
aortic aneurysms than any other hospital. The report demonstrates that
our unit compares very favourably with national figures. Mortality rates
are lower than average. The unit is in the top third fastest in the UK from
symptom to operation for carotid endarterectomy. The pathway of care
for amputations is being reviewed and work is being undertaken to
improve the pathway.
This audit was undertaken to review nationally how red blood cells are
used in adults (people aged 18 and over) who have undergone one of a
range of elective, scheduled surgeries, 18 patients were included from
the NNUH. The results highlight performance could be improved in preoperative investigation/management of anaemia, implementation of
conservative transfusion thresholds and the use of single unit
transfusions. This has been discussed in the Hospital Transfusion
Committee and is to be discussed further at the next Patient Blood
Management subgroup meeting to determine what actions will be
implemented.

Audit of Emergency
Oxygen Use

The audit was undertaken to simplify oxygen delivery and enhance the
management of acutely ill patients. The audit found that prescription
rates were lower than previous audits. Less than half of the patients were
managed strictly to Trust guidelines. The Electronic Prescribing and
Medicines Administration (EPMA) will address problems as this is rolled
out across the Trust. Oxygen prescribing audits have changed to monthly
to monitor improvements.

National Clinical
Audit of Rheumatoid
and Early
Inflammatory
Arthritis

This aim of this audit is to improve the quality of care provided by
specialist rheumatology services in the management of inflammatory
arthritis. The audit uses both patient and clinician questionnaires to
follow the management of patients. The key findings of the audit were
that although our rheumatology department is comparable to most units
in East Anglia and England there were a few areas where improvements
could be made. These included increasing the number of patients
recruited, seeing patients earlier and in a more structured way. The
department has made a decision to invest in building an early arthritis
service with an agreed care pathway to improve care of patients with
early rheumatoid arthritis.

Sentinel Stroke
National Audit
Programme (SSNAP)

The audit is undertaken to benchmark services, monitor progress and
support clinicians in identifying where improvements are needed. The
audit shows the Trust has been doing consistently well. It is evident that
the volume of patients has steadily increased and the Trust is now the
5th biggest in terms of patients treated for stroke. Direct admission to
the Stroke Unit remains a challenge due to bed availability in the Trust.
During the year a new system has been put into place so each of the
SSNAP domains has a clinical lead who is assigned to look at performance
and make improvements where needed.
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National Hip
Fracture Database
(NHFD)

The National Hip Fracture Database (NHFD) aims to improve the care and
secondary prevention of hip fracture. The national report was published
in December 2015. The audit demonstrated that our mortality rate (case
mix adjusted) was slightly higher than the national average. This appears
to be due to several factors which are related to a higher than expected
number of fitter patients on American Society of Anaesthesiologists (ASA)
grading and a disproportionately large number of our patients appear to
be preoperatively mobile compared to the national average. All the
mortalities for the department are routinely reviewed and there is no
indication of avoidable deaths. Following the audit the department has
reviewed its ASA grading process, Abbreviated Mental Test Score status
and patients’ mobility status.

Medical and Surgical
Clinical Outcome
Review Programme:
National Confidential
Enquiry into Patient
Outcome and Death
(NCEPOD)

The National Confidential Enquiry of Patient Outcomes and Death
(NCEPOD) aims to improve standards of clinical and medical practice by
reviewing the management of patients, by undertaking confidential
surveys and research, and by maintaining and improving the quality of
patient care by publishing and generally making available the results of
these activities. During this year NCEPOD published the findings of two
studies; the Gastro-Intestinal Bleed Study and Sepsis Study. Both of
these reports have been reviewed by an identified Trust lead and a gap
analysis for each completed to identify required actions. There was a
Trust wide presentation of the review of the Sepsis Study to share
learning and good practice.

National Trauma
Audit Research
Network (TARN)
Audit

The Trauma Audit and Research Network (TARN) is a national database
of trauma care. This audit was undertaken to benchmark regional and
national trauma care. The audit found that survival rates for the NNUH
were the best in the region at 2.1 additional survivors per 100 for
2014/15. The audit found that computer tomography (CT) reporting
times did not achieve the required target. All reports were reviewed by
the Trust Trauma Lead. The Standard Operating Procedure for Trauma
Radiology is being re-written which will include measures to improve CT
reporting times. The use of a dedicated trauma rehabilitation coordinator
is also being considered.

National Audit –
National Prostate
Cancer Audit

This audit was undertaken to collect information about the diagnosis,
management and treatment of every patient newly diagnosed with
prostate cancer in England and Wales, and their outcomes. The national
audit found that fewer men were being diagnosed with advanced
disease; there was an increase in the proportion of men with locally
advanced disease who received radical potentially curative therapy. The
audit identified an increasing use of robotic surgery and a reduction in
the use of radical treatments for men with low risk disease. Following the
audit no changes in local practice were required.

Patient Reported
Outcome Measures
(PROMS) on going
National Audit

This audit was undertaken to gain information on the effectiveness of
care delivered to NHS patients as perceived by the patients themselves.
The results made available via national administrator and are
disseminated via the Effectiveness Sub-Board monthly. The results are
discussed and any actions required to improve the effectiveness of
patient’s care are undertaken. PROMS scores are used to improve care
for our patients. As a result of the PROMS results the Trust are in the
process of undertaking a separate audit into knee replacement patients
to assess the need for more physiotherapy support post-discharge.
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Falls and Fragility
Fractures Audit
Programme
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The audit was undertaken to assess adherence to best practice so as to
reduce the risk of patients sustaining a fall during their inpatient spell.
The audit results found that the NNUH is in line with the practice of most
Trusts which took part in the audit, but could improve in some areas,
these included; asking patients about a history of previous falls,
assessing them for cognitive impairment or delirium, and communicating
with carers. As a result of the audit the Falls Steering Group will continue
to promote use of the Nursing Assessment and Plans of Care
documentation to guide the care provided for patients who are at risk of
falls whilst in hospital.

Appendix B - Local Clinical Audit – Actions to
improve quality
Audit and Survey
Title
Audit of Readmissions
to the Acute Medicine
Unit (AMU)

Results/Actions Taken / Planned
This audit was undertaken to help identify the rate of re-admissions
to AMU within 7 days after being discharged and to highlight any
potential reasons as to why with a view to reducing the number of
readmissions. The results demonstrated that the current rate is
comparable to previous years with a readmission rate of around 56%. The common reasons for readmission were atrial fibrillation and
chest pain. In addition to these, many readmissions were related to
alcohol and overdose. After discussion, it was agreed that the audit
findings would be discussed with the Trust Alcohol and Drugs Service
as well as the Mental Health Team to highlight the issues and try to
work towards more optimal outcomes for these patients.

Audit of Emergency
Atrial Fibrillation
Management

This audit was carried out to measure practice around the treatment
of patients with Atrial Fibrillation (AF) in relation to NICE guidance.
The audit results demonstrated that doctors in the emergency setting
were able to recognise fast AF and provided appropriate rate control
in the majority (79%) cases. It also showed that blood tests for urea
and electrolytes were taken very efficiently. Treatment of
contributing causes and comorbid conditions at presentation was also
efficient. 100% of patients were treated for cause of the hypoxia.
Following the audit, an AF bundle and flowchart were created to
improve adherence to the NICE criteria.

Audit of potential
organ donation

This audit was undertaken to establish the number of patients
meeting organ donation referral criteria. The audit found that 96% of
potential organ donors were identified and referred. 100% of
potential brain stem dead patients had brain stem death tests
completed and were referred to the organ donation team. Following
the audit no changes in practice were required, however regular
teaching sessions continue in order to keep all staff up to date with
minimum notification criteria for potential organ donors.

Re-audit of risk of
post-operative
nausea and vomiting
(PONV) in Day
Surgery Unit

This audit was undertaken to determine anti-emetic usage complied
with Gan et al. Consensus Guidelines for the Management of
Postoperative Nausea and Vomiting Anesth Analg 2014;118:85–113.
The audits results found 84% of patients complied with the
guideline. As a result of the audit protocolled post discharge
analgesic regimes and a Trust guideline for management of PONV
are being produced.

Audit of spinal cord
stimulator (SCS)
service: National
Institute for Health
and Care Excellence
(NICE) guidance
Technology Appraisal
159

This audit was carried out to assess compliance with the standards
set in NICE TA159 spinal cord stimulation for chronic pain of
neuropathic or ischaemic origin. The audit results found that the
Trust is compliant with the guidance. As a result of the audit the
Trust will undertake a yearly audit to monitor compliance and will
include patients who have disability or linguistic / communication
difficulties.
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Audit of epidural
observations
compliance

This audit was carried out to assess compliance with recommended
observations in Trust guidelines for children and adults receiving
epidural analgesia. The audit results identified several areas for
improvement. As a result of the audit, the Health Care Assistants
(HCA) and Assistant Practitioners are to be trained to perform
epidural observations. Teaching has been extended on the newly
qualified nurses’ induction training program.

Audit of removal of
epidural catheter risk
assessment tool
(RAT) – compliance
with use

This audit was undertaken to measure compliance with completion of
the RAT for epidural catheter removal and to ensure that appropriate
patient information leaflet is being issued. The audit results found
that overall compliance with completion of the RAT prior to removal
of the epidural catheter was 71%; compliance with the issuing of
information leaflets was 75%. As a result, the Trust will establish
how many registered nurses have the required, up to date, enhanced
practice competency, and will increase training and education. A reaudit will be undertaken in 2016/17.

East of England Audit
of Primary
Percutaneous
Coronary Intervention
(PPCI) Audit

The aim of this audit was to examine, at a regional level, the activity
and the outcomes of the centres for primary percutaneous cardiac
interventions in the eastern region. This audit involved all patients
who were diagnosed with an ST-elevated myocardial infarction and
were given a primary percutaneous cardiac intervention during 2014.
The results presented from this hospital were found to be in line with
other cardiac centres in the eastern region. No further actions were
needed.

Audit of initiation on
Atorvastatin 80mg for
patients admitted
with Acute Coronary
Syndrome

The aim of this audit was to determine if all patients admitted with
acute coronary syndrome are started on atorvastatin 80mg unless
clinically indicated, as recommended by NICE. The audit examined 40
patients admitted with acute coronary syndrome over a 4 week
period from January to February 2015. Audit found poor compliance
with patients being placed on atorvastatin, with just half of statin
naïve patients being prescribed Atorva80 and half the patients
already on a lipid lowering agent being transferred onto Atorva80.
The audit found no reasons why patients were not on atorvastatin.
The audit identified that junior doctor training on statin use should
be improved and consultants must document why statins are not
increased. A re-audit will be undertaken in one year’s time following
implementation of actions.

Audit of
histopathology
reporting of renal cell
carcinomas

The audit was undertaken to ascertain the appropriateness of
reporting renal cell carcinomas compared to minimum dataset items.
The audit found greater than 90% of cases met the main
macroscopic and microscopic minimum dataset items. However
several key areas needed to be improved. To achieve this a new
proforma was implemented to report renal cell carcinomas.

Audit of Sentinel
node count in
malignant melanoma

The audit was undertaken to assess how many nodes are examined
within the department, and how this reflects on patient staging. The
audit found an increase in the number of sentinel lymph nodes
examined, with the proportion of positive lymph nodes the same. No
actions were required as a result of the audit.
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Effectiveness Of
Photodynamic
Therapy (PDT) Audit

The audit was undertaken to determine clearance rate after
treatment, to compare and analyse current data with the 2013 audit
and to address and rectify any particular issues identified. The audit
results found an 87% clearance rate for Bowen’s Disease and 67%
for basal cell carcinoma which was an improvement on the 2013
data. As a result of this audit there will be referral screening prior to
the commencement of treatment.

Audit of
Iontophoresis
Department

The audit was undertaken to ensure the Iontophoresis Clinic is
providing adequate patient care and that patients are satisfied with
the treatment provided. 67% patients having axillae iontophoresis
and 80% of patients being treated for hands and feet said it
improved their life. Just two patients with axillae treatment and one
having hands and feet treated felt their quality of life had not
improved. Nearly all patients were happy with the overall service
and were particularly pleased with how welcoming and friendly staff
were. As a result of the audit posters and useful information have
been displayed on walls for patients to read whilst having treatment.

Otology Audit

This audit was undertaken to assess the effectiveness of
stapedectomy procedures. This audit highlighted that the majority of
patients receiving a stapedectomy had an improvement in their
hearing. Overall, the figures showed that 97% saw improvements in
their air conduction (AC) readings post operatively. The audit
highlighted limits with the data in the National Otology Audit and
further examination of the results using different techniques will be
utilised in the future.
This audit was carried out over a 3 month period to determine how
many diagnoses have been missed in patients who presented to the
Emergency Department and have been discharged home and readmitted within 72 hours with a different diagnosis. The audit results
found that no patients were diagnosed with a different diagnosis on
their second attendance showing that none were missed. As a result
of the audit no further actions are needed.

Audit of Missed
Diagnoses In
Emergency
Department

Audit of
Gastroenterology Unit
Endoscopy Comfort
Levels

This audit was undertaken as part of the Trust’s commitment to the
Global Rating Scale for endoscopy (GRS) requirements. The findings
demonstrated a small increase in “mild and moderate discomfort”
although these remained well within the expected norm. Severe
discomfort remains low at 2% for all procedures and sedation use
has remained constant with dosages in keeping with current
standards. The results have been circulated to participating
endoscopists for information and action as required.

Audit to the British
Gastroenterology
Society (BSG)
auditable outcomes
and safety measures
for endoscopic
retrograde
cholangiopancreatogr
aphy (ERCP)

This audit was undertaken as part of the Global Rating Scale for
endoscopy to the British Society of Gastroenterology's auditable
outcomes. The findings demonstrated the unit exceeded the level B
standards regarding completion rates of intended therapeutic ERCP.
No actions were considered necessary.
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Audit to the British
Gastroenterology
Society (BSG)
auditable outcomes
and safety measures
for endoscopic
ultrasound (EUS)

This audit was undertaken as part of the Global Rating Scale for
endoscopy audit to the British Society of Gastroenterology's auditable
outcomes and quality standards. The findings demonstrated the unit
exceeded the level A standards regarding successful biopsy and
diagnostically adequate fine needle aspiration (FNA). No actions were
considered necessary

Audit to Endoscopy
start and finish times

This audit was undertaken to evaluate avoidable delays in start of
clinic lists. Two cycles of audit were undertaken and the results
showed a steady decrease in the number of lists that were delayed;
the most recent findings demonstrated 83% of lists commenced on
time or were early in comparison to 58% in 2014. Results have been
shared with the clinical team to encourage continuation of good
practice.

Re-excision of
Margins Audit

The aim of this audit was to examine the rate of re-excision following
breast conserving surgery and the number of patients determined as
having residue disease on examination. The audit used information
from the Cancer Information Services and ICE to include all patients
who had wide local excisions and then went on to have either a reexcision or mastectomy from May 2014 to February 2015. It was
found that the NNUH has very low re-excision rates, 12.8% versus
the national average of 25%. The proportion of patients with positive
margins after re-excision had fallen from 8% last year to 6% this
year. No further actions are needed. Re-audit to take place in two
years’ time.

Management of
Complex Rib
Fractures Audit

The aim of this audit was to determine the numbers and outcomes
for patients admitted to the NNUH with severe rib fractures prior to
initiating the new procedure osteosynthesis of rib fractures in 2016.
The audit examined outcomes for 45 patients with severe rib
fractures admitted over one year. The audit confirmed that outcomes
in terms of mortality and length of stay were greater in patients with
flail chest injuries, especially older patients. Actions resulting from
this audit included, increasing follow up rates to detect posttraumatic complications early and arranging follow-up for patients
out of area.

Video-Assisted
Thoracoscopic
Surgery (VATS)
Thymectomy Audit

The aim of this audit was to evaluate the benefits of using the new
technique of video-assisted thoracoscopic surgery (VATS) at the
NNUH. The outcome of patients either undergoing VATS or the
traditional approach of sternotomy were collected from 2013 to
2015. It was found that neither group had any mortality. Clinically,
the patients in the VATS group benefited from shorter length of stays
(2 days vs 3.5 days in the sternotomy group) and lower level of
complications. No further actions identified.

Re-audit of
completeness of
discharge letters
(neurology)

This was a re-audit on the completeness of electronic discharge
letters (EDL) following education to junior doctors. The findings
highlighted an improvement in documentation regarding presenting
signs, imaging results, blood tests and restrictions on driving,
however, documentation for future plans including seizure
management required improvement. As a consequence an EDL
tutorial has been included in the departmental induction.
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Audit of Operative
Vaginal Delivery
(previous Clinical
Negligence Scheme
for Trusts (CNST)
3.3)

This audit was carried out to assess compliance with the previous
Clinical Negligence Scheme for Trusts (CNST) Operative Vaginal
Delivery Standard 3.3. The results found that documentation of
abdominal examination and consent for episiotomy both required
improvement. As a result of the audit detailed hand written notes will
continue to be used until computerised documentation is verified to
be adequate.

Audit of Shoulder
Dystocia (previous
Clinical Negligence
Scheme for Trusts)
(CNST) 3.6)

This audit was undertaken to assess compliance to the Trust
Shoulder Dystocia Policy. The audit results found documentation with
the use of the shoulder dystocia proforma required improvement.
However, neonatal referrals were appropriately arranged. As a result
of the audit, education of documentation at monthly department
drills and skills session will be undertaken and a re-audit has been
planned for 2016/17.

Audit of Maternal
Antenatal Screening
Tests (previous CNST
4.5)

This audit was undertaken to determine if positive maternal
antenatal screening test results were managed as per the Trust
Guideline for the Management of Results in Obstetrics and
Gynaecology. The audit results found one rubella result was
incorrectly documented and there was one late specialist review of a
Hepatitis B result due to lack of staff. As a result of the audit a
failsafe system was put in place and a new Gastroenterology
consultant was appointed.

Audit of Readmissions under 28
days (previous
Clinical Negligence
Scheme for Trusts
(CNST) 5.5)

This audit was carried out to assess compliance with the Trust
guideline for excessive weight loss in breastfed new-borns. The audit
results found that 100% (33/33) infants who lost >10% birth weight
were referred to the children’s assessment unit (CAU). As a result of
the audit the Trust will perform random audits on the ward prior to
discharge and will develop a specialist referral pathway for infants
with breastfeeding problems.

Audit of babies
Reluctant to Feed

This audit was undertaken to measure compliance with the Trust
Guideline for the Management of New-born babies who are reluctant
to feed. The audit results found variable compliance with the
guideline, and as a result the reluctant feeder guideline and results
are to be included into the mandatory training for 2016. Hand
expressing by 4 hours of age if not breastfed will be encouraged and
included in mandatory training. An audit poster was produced to
inform staff of the results.

Audit of management
of teenage
pregnancies

This audit was undertaken to identify if all teenagers were seen in a
specialist clinic and whether dietary and medical advice was given.
The audit results found only one area required improvement. This
was ensuring that in the antenatal period post-partum contraceptive
intentions were discussed. As a result, the risk management team
has highlighted the audit results to staff and the requirement to ask
about contraception was added to the risk newsletter that is sent out
to all maternity health care professionals.

Audit of
Endometriosis Centre
rolling patient
outcomes - British
Society for
Gynaecological
Endoscopy (BSGE)

This audit was undertaken to determine the number of patients with
RectoVaginal Endometriosis (RVE) operated on in the Trust in 2015.
The audit found that the Trust completed 19 cases that involved
surgery in the pararectal space. Following the audit no changes were
required as the Trust has fulfilled the appropriate criteria to maintain
their status as a British Society for Gynaecological Endoscopy (BSGE)
Endometriosis Centre.
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Do Not Attempt
Cardiopulmonary
Resuscitation Audit

The audit was undertaken to assess if Do Not Attempt
Cardiopulmonary Resuscitation (DNACPR) decision documentation
and communication of these decisions had improved since a previous
audit. The audit found that the quality of documentation of DNACPR
decisions was good, but communication and consultant counter
signatures were less so. As a result of the audit DNACPR forms are
reviewed by teams during board rounds to ensure that forms are
countersigned and regional forms are in place once discharge is
imminent.

This is me Audit

This audit was undertaken to determine the prevalence of use of
‘This is Me’ and the use of identification schemes for patients with a
diagnosis of dementia. The audit found that the number of patients
with a ‘This is Me’ had slightly improved since the previous audit.
Just under half of dementia patients had an approved identification
plan. As a result of the audit the ‘Dementia Person Centred Care
Audits’ have been developed to increase the frequency of the audit
and adjust the focus to emphasise more of the care actually
provided.

Ophthalmic
Emergency Referral
service Audit

This audit was undertaken to assess the management of patients
seen in the Emergency Referral Service, focussing on patient
management administered by the nurse practitioner in accordance
with best practice. The audit highlighted that this is the case with a
100% compliance rate. It was felt that there are no immediate
actions required due to the high compliance rate.

Audit of Outcomes of
Slit Lamp
Biomicroscopy clinic

This audit was undertaken to assess the referrals made to the Slit
Lamp Biomicroscopy clinic. The results demonstrated that (excluding
the patients that did not need an appointment) only 1 patient out of
342, was not seen within the 14 week referral target. Results will be
disseminated to the department but due to the high levels of
compliance, it was felt that no immediate action is required.

An Audit of cosmetic
outcome following
Mathieu Hypospadias
Repair

This audit was undertaken to evaluate the outcomes of Hypospadias
Mathieu’s Repair. The findings showed that our cosmetic outcome
and complication rates were better than international standards. No
further actions were required.

Audit of compliance
to recommendations
following a re-audit
on pyloromyotomy
outcomes (open and
laparoscopic)

This audit was undertaken to evaluate compliance to management
and outcome for pyloromyotomies. The findings showed standards
are being achieved and outcomes are in line with national
findings. No further actions were required

End of Life Care Audit

The audit was undertaken to assess the care of patients who were
identified as dying, with regard to the appropriate and accurate
prescribing of anticipatory medication and the use of the Palliative
Care Rounding document to optimise nursing care. The audit found
little variation in results, although the January 2015 audit showed
poorer compliance than others. As a result staff offer chaplaincy
services and ensure chaplains write in the notes when they have
seen a patient, use palliative care rounding and ensure anticipatory
medications are prescribed.
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Annual Free Flaps
Audit (Head & Neck,
Breast, trauma data)

This audit was undertaken as part of the East of England, regional
audit looking at current practice to assess compliance with national
standards. The audit demonstrated positive results with good head
and neck / breast free flap failure rates being below the national
standard. The audit resulted in a head and neck risk scoring system
to allow prediction of complications and guide decision on monitoring
requirements of patients.

Haemodialysis
Vascular Access Audit

This audit was undertaken to ensure that new end-stage kidney
disease patients planning to start haemodialysis and long-term
dialysis patients are given the type of vascular access as
recommended by the United Kingdom Renal Association. The audit
counts the number of dialysis line infections that have been identified
by the infection prevention and control team. Data was collected on
all suitable patients and reported at quarterly Vascular Access
meetings. The Trust meets the target for long-term patients but falls
slightly short of the new end-stage patient target, so a revised
patient leaflet was produced in relation to fistulas. The Trust has had
zero dialysis line infections during 2015-2016.

Risk Feeding Audit

This audit was undertaken to ensure that patients were appropriately
managed on the Risk Feeding Pathway. Overall, the results
highlighted that there were a few areas in need of improvement to
ensure that best practice is adhered to for all patients. As a result of
the audit, an action plan was devised to improve current practice and
compliance.

Meal Time Service
Re-audit

The audit was undertaken to look at current practice at mealtimes
within our hospital, specifically relating to the ordering and provision
of patients’ meals. The audit identified that there were areas for
improvement in relation to choices when patients are ordering their
meals. As a result of this audit: a training package will be devised for
catering staff, training over the next six months will be delivered by
the Speech and Language Therapy team. A Re-audit will be carried
out in 12 months

Audit of delirium
pathway

This audit was undertaken to assess the outcome of patients treated
under the delirium pathway. The results highlighted that 88% of
patients treated on this pathway were discharged from care within
the 12 week target. As a result of the audit, a review of the
documentation relating to pathway was undertaken to aim to reduce
the number of inappropriate referrals.

Audit of Malnutrition
Universal Screening
Tool 2015/16

This audit was undertaken to assess the Trust compliance in relation
to Malnutrition Screening. The results highlighted that compliance
could be improved particularly with the repeat of screening on a
weekly basis. As a result of the audit, training sessions were
reviewed to focus on the implementation of care plans and use of
diet signs.

Diet Sign Audit

This audit was undertaken to establish if diet signs were being used
correctly and that patients were getting the right food and drink for
their special/therapeutic diet. The results were positive but did
highlight some areas which could be improved. As a result, MUST
(Malnutrition Universal Screening Tool) training for nurses was
reviewed to ensure that correct MUST scores are obtained to ensure
patients that need a high calorie/protein diet are more clearly
identified.
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Quality Assurance
Audit of Care Quality

Commission

fundamental
Standards Audit

These audits are based on enhanced Care Quality Commission
Outcome standards. Between 2-5 are undertaken each week by our
matrons, sisters, charge nurses and allied professional colleagues,
alongside our team of external auditor volunteer patient
representatives. Results are shared with all relevant clinical and
managerial teams and are reported monthly to the Trust Board.
Feedback from patients is actively sought, especially by our external
audit team members and is used to help inform on-going
improvements in the services we provide.

Pressure Ulcers Audit

This on-going surveillance audit reviews all pressure ulcers in the
Trust. Various methods are utilised for the audit including: review of
Datix Incident Reports, review of ward documentation during Quality
Assurance Audits and ward staff reviews of their documentation
during matron’s rounds. A weekly pressure ulcer report of any Grade
2 or above pressure ulcers is circulated to Senior Staff. A Route
Cause Analysis (RCA) is undertaken by ward staff and the Director of
Nursing for any reported Grade 2 or above pressure ulcer. An action
plan is formulated following each RCA and learning is disseminated
Trust-wide to ensure learning is shared across the organisation.

Audit of Compliance
to Policy on
Procedural
documents (previous
NHSLA Standard 1.2)

This re-audit of compliance to the Trust Policy on Procedural
documents reviewed 80 procedural documents on Trustdocs. Overall
compliance had improved since the previous audit. The audit found
that documents identified as being a procedure or a non-clinical
policy was most likely to deviate in terms of format to the Trust
Policy for Procedural Documents. A review by individual
departments and gate keepers of all documents marked as a
procedure or non-clinical policy on Trustdocs was undertaken. A reaudit will be undertaken in 16/17.

Clinical Audit Policy

This re-audit of compliance to the Trust Clinical Audit Policy reviewed
a random selection of 24 audit evidence folders from the 14/15 Trust
Audit Plan. The audit demonstrated significant improvements have
been made since the introduction of the evidence sheets and no
changes to the current policy were recommended. A re-audit will be
undertaken in 16/17.

Implementation of
Best Practice National

This was a re-audit of compliance to the National Confidential
Enquiries Policy. The audit found that compliance to the Policy was
good. A re-audit will be undertaken in 16/17.

Monitoring of
Compliance Audit
(previous NHSLA
Standard 2.1)

Confidential Enquiries
Policy compliance
audit (previous
NHSLA Standard 2.2)
Audit of Critical Care
Outreach Team
Observation Tool
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This was undertaken as part of a rolling audit and was a continuation
of the previous audits undertaken on this subject. Results and
reports were produced quarterly with action plans being
implemented where necessary. Audits were reported to the Clinical
Safety Sub-Board and will report to the Acute Care Forum moving
forwards.

Audit of compliance
to Discharge Policy
(previous NHSLA
4.10)

An audit of compliance with the completion of the Home
Circumstances and Discharge documentation demonstrated little
improvement from that undertaken the previous year. The results
have been collated and presented by individual ward area as a
means of effecting improved performance. The results have been
disseminated to all clinical leads and this audit will be repeated again
during 2016/17.

Clinical Handover of
Care Audit (previous
NHSLA 4.9)

This was a re-audit of the 15/16 audit looking at the Clinical
Handover of Care. The results and findings were reported to the
Clinical Safety Sub Board with actions being taken as appropriate. A
re-audit will be undertaken in 2016/17.

Implementation of
National Institute of
Health Excellence
Policy Monitoring of
Compliance Audit
(previous NHSLA
Standard 2.8)

This re-audit of compliance to the Trust Implementation of National
Institute of Health and Care Excellence Policy reviewed a random
selection of the central evidence folders and the central NICE Spread
sheet. The audit found that limited evidence was available from
Divisional Boards when formal risk assessments relating to NICE
were presented. The implementation of the new clinically led
divisional structure is anticipated to improve compliance. A re-audit
will be undertaken in 16/17.

Audit of patient
satisfaction with the
Qutenza® clinic

This audit was carried out to measure patient satisfaction with the
nurse-led Qutenza® clinic. The audit results found that overall
patients were happy with their treatment and the overall service was
good. As a result of the audit the appointment letter was enhanced
to aid clarity of the treatment pathway.

Electrophysiology and
Ablation Satisfaction
Audit

The aim of this audit was to survey patients to determine if the
electrophysiology service is meeting patients’ expectations. Eightyeight questionnaires were sent out to patients who had recently
undergone an electrophysiology study with or without ablation from
September 2014 to March 2015. Seventy-two completed surveys
were returned. Overall the feedback from the patients was very
positive. No major changes were needed to improve service. A
review of the discharge process and patient information will be
carried out to ensure patients know what to expect in the first few
days post operation. A re-audit will be undertaken next year.

Photodynamic
Therapy (PDT)
Patient Questionnaire

This audit was undertaken to measure/improve patient related
outcomes in the nurse led service which treats patients with
ultraviolet UVA (Ultra Violet A) /UVB (Ultra Violet B). Results found
that 88% of patients were very satisfied compared with 87% in
previous year and 85% in 2013. As a result of this audit, all
appointments for treatment are to be booked with a patient on the
day of assessment.

Accident and
Emergency Patient
Satisfaction Audit

This audit was undertaken to examine patient views of attending the
Emergency Department (ED) to help improve ED services and to
compare with the results from the 2013 survey. 300 questionnaires
were sent out with a total of 90 being returned, giving a response
rate of 30%. Overall patients were very satisfied. There was a very
slight increase in the number of patients who had to wait slightly
longer to see a nurse or a doctor in the ED Compared to the 2013
survey. As a result of this audit, ED will continue to implement
changes as required.
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Audit of
Gastroenterology Unit
Patient Experience
2015

This audit was undertaken as part of the requirements of the Global
Rating Scale for endoscopy (GRS) to demonstrate compliance to a
range of service measures. The findings demonstrated the service
was in accordance with all recommendations and that patient’s views
on the service remained positive. No actions were considered
necessary.

Audit of Stoma Care
Patient Experience

The aim of this audit was to gain feedback from patients regarding
the care given by the colorectal nurse specialist team in stoma care.
Questionnaires were sent to recent users of the service and 61%
returned them completed. A report has been compiled and
circulated. Results were very positive with patients praising the care
provided by the Stoma Care Team. A report has been compiled and
circulated no changes to practice were required.

Audit of Patient
Experience Survey of
the Thoracic
Department

The aim of this audit was to gather feedback from the patients on
the pathway of care in the Thoracic Surgery department. A
questionnaire was designed covering all stages of the patient journey
from the first surgical consultation to the post-operative follow-up
clinic. The questionnaire was mailed to 100 thoracic surgery patients.
Response rate was 65%. This audit found patients were very positive
about the pathway of care, and positive about tertiary clinics. As a
result of the audit improvements have been made to the written
information given to patients.

Dementia Carers

The audit was undertaken to ensure a good level of clinical care and
support is received for carers of dementia patients. The audit found
that families reported they were satisfied with both clinical care and
the support they received as carers. The audit has allowed the
identification scheme to become part of the dementia strategy.

Audit of satisfaction
with the Big C centre
information day

This audit was undertaken to ascertain patient satisfaction with the
May 2016 Big C Centre information day. The results demonstrate
attendees viewed the day very positively and would support the
continuation of the events. Patient comments have been utilised for
the November day and the questionnaire slightly modified.

Audit of experience of
pain control in
patients

This audit was undertaken in response to a national survey of cancer
patients which highlighted patients did not always feel that staff did
everything they could to help them control pain. 32 patients
completed a questionnaire for this audit. The audit found that
patients reported that pain relief was provided in a timely manner
and 88% considered staff did everything they could to help control
their pain. The report of findings has been circulated to Matrons for
dissemination to nursing staff. A re-audit is planned.

Audit of Radiotherapy
patient experience

The aim of this audit was to evaluate patients’ experience of care
and treatment while undergoing radiotherapy at the Colney Centre.
Questionnaires were given to all patients completing radiotherapy
treatment between 07/09/2015 and 30/09/2015. The results
demonstrated an overall high level of service provision with some
improvements since the 2014 audit. No specific actions were
required following the audit.

Audit
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Audit of Patient
Anatomical
Improvement - ReAudit

This audit was undertaken to assess patient views of their condition
post ptosis surgery. Results were positive highlighting that 95% of
patients felt that they were either symptom free or that surgery had
resulted in an improvement in their condition. No immediate actions
were required.

Audit of Nurse Led
Age Macular
Degeneration

This audit was undertaken to obtain patient feedback with regards to
Nurse Led Age Macular Degeneration (a new service). The objectives
were to determine patient satisfaction on clinical decision made by
specialist nurse, assess the quality of care and information received
and to ensure satisfaction of consultation with specialist nurse.
Feedback received was generally positive. However, the key finding
of the audit was that patients would like to have their waiting times
reduced. Changes to the specialist nurse patient pathway have been
implemented to reduce waiting times.

Audit of Diabetes Eye
Screening - Patient
Questionnaire 2015/16

This audit was undertaken to assess patient satisfaction with the
current Eye Screening Service and to audit the reasons why patients
may not attend their appointment. The results showed there was a
high level of satisfaction with the current service and therefore no
immediate changes required. There were no clear indications
provided around why patients do not attend. A re-audit will be
undertaken in 2016/17.

Audit of
Ophthalmology Clinic
- Patient Experience

This audit was undertaken to collect feedback on the level of patient
satisfaction for the current Eye Clinic Service at the NNUH. A new
clinic has been introduced at a different site (Grove Road) and the
audit established a baseline to assess the level of satisfaction at
Grove Road compared to NNUH. The results from the NNUH
feedback were very positive and there were no immediate actions
required. The Grove Road Clinic will be audited in 2016/17 and the
results will be compared.

Audit of patient
feedback to the
general radiology
department

The objective of this audit was to measure patient satisfaction of the
Radiology service. The audit results found that feedback was
generally positive. As a result of this audit, staff will be issued with
profession title lanyards to wear.

Lung Cancer MultiDisciplinary Team
(MDT) Audit

The audit was undertaken to ascertain whether the service the lung
cancer MDT provide for their patients is of high quality and where
any improvements could be achieved. As a result of the audit the
holistic assessment tool was reviewed to ensure it is utilised more
effectively.

Audit of Henderson
Ward - Patient
Satisfaction

Henderson Unit is a re-enablement service. This audit was designed
to give insight into the patient’s perception and satisfaction with the
service. The results identified that information prior to a patient
arriving to the Henderson Unit could be improved. Following the
audit a prompt sheet was created for triage to make sure all
information points are covered. A “Henderson Picture book” was
introduced to share with patients who have been referred to the unit
to help ease concerns about transfer.

Audit of Home Based
Therapy Patient
Satisfaction

This audit was undertaken to ascertain how patients felt about the
Home Based Therapy service. The results identified a requirement to
improve patient information. The leaflets given to patients prior to
discharge will be enhanced to ensure that patients receive all
relevant information prior to discharge.
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Audit of Occupational
Therapy
Rheumatology
Outpatients - Patient
Satisfaction

This audit was undertaken to ensure that the service provided meets
the expectations and requirements of patients. Patient feedback was
positive but did highlight a need for improved information. Therefore
it was decided that a service leaflet would be produced which will be
distributed to referrers and given to patients at the point they are
referred.

Audit of Patient
Satisfaction in
relation to Patient
Discharge

This audit was undertaken to assess patient views with regards to
using the ‘volunteer settle in service’ post discharge. The audit
demonstrated good outcomes with no immediate actions required. A
re-audit will be undertaken in 2016/17.

Patient Advice and
Liaison Service
Satisfaction Audit
(PALs)

This audit was undertaken to monitor whether PALS was providing a
good service to its clients and is meeting clients’ needs. This audit
relates to Key Lines of Enquiry relating to Caring and Patient
Experiences and Responsiveness. The audit demonstrated that
patients were very positive about the service received. The results
were reported to the Caring and Patient Experience Sub-Board for
discussion and any actions recommended implemented.

Audit of Wandsworth
Call Bell

This audit was undertaken to demonstrate compliance with agreed
response times for patient and bathroom Calls. Any wards whose call
bell audits fall outside of the accepted range of answering Patient
and Bathroom calls are discussed at the Matrons Monthly
Performance Meetings with the Director of Nursing and appropriate
actions are implemented.

Audit of Reasonable
Adjustments for
Patients with
Learning
Disability/Autism

This audit was undertaken to assess the current practice around
treating patients with learning disabilities and / or autism. The audit
results were mixed and highlighted some areas for improvement. An
action plan has been developed and is overseen by the Caring and
Patient Experience Sub-Board.

Re-audit of the One
Stop Clinic patient
satisfaction survey

This audit was undertaken to assess patient satisfaction who
attended the Urology One-Stop clinic. The audit results found that
standards have been maintained compared to previous audits with
no overt areas requiring improvement.

Audit on
Hypocalcaemia Post
Completion
and Total
Thyroidectomy

The audit was undertaken to determine the rate of post-operative
hypocalcaemia and adherence of a local protocol based on
recommendations from the British Association of Endocrine
Surgeons. The audit found that a reduced rate of hypocalcaemia is
attributable to early initiation of alpha calcidol therapy in patients
with high risk post-operative parathyroid hormone (PTH) levels. As a
result of the audit the department has raised awareness of guidelines
and a re-audit is planned.

Audit of World Health
Organisation (WHO)
surgical checklist
(gastroenterology)

This audit was undertaken to establish compliance with the World
Health Organisations (WHO) surgical safety checklist. The findings
showed that 100% of endoscopies had all the steps appropriately
implemented and 100% of nursing records had an appropriately
completed WHO section.
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Audit of Transfusion
practices at the
Norfolk and Norwich
University Hospital –
previous National
Health Service
Litigation Authority
(NHSLA) standard 5.8

This audit was undertaken to determine if blood is being prescribed,
used and administered appropriately and safely. 23 patients were
audited and the findings demonstrated that the majority of standards
were achieved but observations within 15 minutes of start of
transfusion were not always met. A small proportion of prescriptions
were written incorrectly so the Trust Policy and medical induction
slides have been amended to clarify the correct transfusion rates.

Serial monthly audits
in blood transfusion

A number of audits were undertaken to assess compliance with the
Medical and Healthcare Products Regulatory Agency (MHRA) and
Clinical Pathology Accreditation (CPA) requirements plus compliance
with Trust procedure. Improvements identified and implemented
were in the areas of documentation, competency records, equipment
and management of access to the electronic blood tracking system.

Serial monthly
examination and
horizontal audits, and
quarterly vertical
audits in clinical
biochemistry and
immunology

A number of audits were undertaken to assess compliance with the
Clinical Pathology Accreditation (CPA) requirements plus compliance
with Trust procedure. Improvements identified and implemented
related to various pre-examination, examination and postexamination processes and the quality management system.

Serial monthly
examination and
horizontal audits, and
quarterly vertical
audits in cytogenetics

A number of audits were undertaken to assess compliance with the
Clinical Pathology Accreditation (CPA) requirements plus compliance
with Trust procedure. Improvements identified and implemented
were in the area of documentation, records, equipment and health
and safety.

Serial monthly
examination and
horizontal audits, and
quarterly vertical
audits in
Haematology
(including Andrology
and Phlebotomy

A number of audits were undertaken to assess compliance with the
Clinical Pathology Accreditation (CPA) requirements plus compliance
with Trust procedure. Improvements identified and implemented
related to various pre-examination, examination and postexamination processes and the quality management system.

Serial monthly
examination and
horizontal audits, and
quarterly vertical
audits in Microbiology

A number of audits undertaken as part of the Clinical Pathology
Accreditation (CPA) requirements plus compliance with Trust
procedure. Improvements identified/implemented related to
application of the quality management system, documentation,
external quality assessment, equipment, competency records and
general records.

Audit of Venous
Thromboembolism
(previous CNST 3.8)
Maternity

This audit was carried out assess compliance with the previous
Clinical Negligence Scheme for Trusts (CNST) Venous
Thromboembolism (VTE) Standard 3.8. The audit results found
overall good compliance with guideline and standards for CNST 2
assessment. In view of good compliance the audit will be repeated 3
years’ time.
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Audit of the
management of
sepsis, according to
the Sepsis 6 criteria
among inpatients
over 80

This audit aimed to assess how many of the ‘Sepsis Six’ criteria were
implemented for each inpatient diagnosed with sepsis and if this was
achieved within one hour of the diagnosis. The audit found that
implementation of the ‘Sepsis Six’ did not consistently meet the
required standards set in this audit. As a result; a strategy of further
staff education, provision of materials to carry out sepsis
management, and a screening and management tool have been
added to patient notes.

Audit of screening for
delirium among
inpatients within
Older Peoples’
Medicine

The audit was undertaken to assess whether patients at risk of
delirium are being screened in line with NICE and NNUH guidelines.
The detection and management of delirium was consistently not met
across all domains. Following the audit a standardised proforma is
included in the notes of every patient who comes under the care of
the Older People’s Medicine team. Delirium teaching has also been
included on the curriculum at our local feeder medical school (UEA).

World Health
Organisation
Checklist Re-Audit
(Ophthalmology)

This audit was undertaken to ensure that the correct process is
undertaken in accordance to the World Health Organisation (WHO)
checklist for patient undergoing Intravitreal Injections. The Results
of the audit were positive. A re-audit will be undertaken in 16/17.

Re-audit of Child
Safeguarding Training

This audit was undertaken to evaluate the effectiveness of
safeguarding training. All course participants between April 2014
and March 2015 were asked to rate their knowledge on specific
criteria pre and post training. All criteria demonstrated a significant
improvement in knowledge/understanding post-training.

Medicines
Reconciliation Audit

This audit was undertaken to demonstrate compliance with Medicines
Reconciliation standard operating procedure (in line with NICE/NPSA
guidance) which states pharmacist-led medicines reconciliation
completion within 48 hours of admission for all adult inpatients. The
audit found 83% of patients received pharmacist led medsreconciliation within 48 hrs. Following the audit changes in practice
were made which include recent extension of service to include
weekends, and extend hours to Acute Medical Unit, Emergency
Assessment Unit Surgical and Accident and Emergency.

Audit of World Health
Organisation
Checklist in the
Radiology
Department

This audit was undertaken to assess the use of the World Health
Organisation checklist in the Interventional Radiology Unit (IRU) and
in Computed Tomography (CT) for all interventional procedures. The
results for the IRU elements were positive with 93% of the cases
having complete documentation. The Computerised Tomography
(CT) results were not as positive. A poster was created and placed in
the CT control room to remind staff. A re-audit will be undertaken in
six months.

Audit of intracerebral
haemorrhage after
thrombolysis for
acute ischaemic

This audit was undertaken to monitor intracerebral haemorrhage
(ICH) rates after thrombolysis and to monitor death rates after ICH.
The audit found rates comparable to figures from the meta-analysis
and only a small number of deaths. The audit will continue on an ongoing basis.

stroke
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Audit of Health and
Safety Datix
incidents, analysis
and improvements
(previous NHSLA
Standards 2.2, 2.8)

Monthly reviews of clinical incidents are undertaken in preparation
for submission of patient safety data for the Clinical Safety Sub
Board, and quarterly reviews of health and safety incidents are
undertaken for submission to the Health and Safety Committee.
These reviews were undertaken to demonstrate engagement with
incident reporting processes, and to identify reporting trends and
areas for improvement. The number of reported incidents increases
marginally year on year. No changes were identified to the types of
health and safety incidents reported – trends remaining static across
slips, trips & falls, abuse of staff and sharps injuries. The Trust
uploads all patient safety incidents to the National Reporting and
Learning System (NRLS). The NRLS provide a 6 monthly report,
which places the Trust in the top 25% nationally for engagement
with patient safety incident reporting. Following the reviews no
changes were required.

Audit of Management
of Violence and
Aggression

Quarterly reviews of reported incidents are undertaken to
demonstrate the level of violent and aggressive behaviour presented
to staff, and to identify the areas where the prevalence is greater.
The reviews found that the areas where prevalence remains high are
those areas where clinical related challenging behaviour is
demonstrated (Older People Medicine, Neurology and Emergency
Care areas). Following the reviews no changes were required.

Audit of Compliance
to National Institute
for Health Excellence
Staff Guidance (SG1)

These audits have been undertaken as per the stipulated guidance to
review patient acuity against allocated staffing levels. The audits
have contributed to the identification of changing needs in relation to
optimal allocation of nursing resources in in-patient areas. Following
these audits, a variety of actions from the creation of new ways of
working, the development of new Assistant Practitioner roles to the
allocation of additional staffing resources have taken place.

Audit of Saving Lives
High Impact
Interventions - Hand
Hygiene

This audit was undertaken to demonstrate compliance with parts of
the hand hygiene policy. The audit found an average of 97%
compliance. Nurses and HCAs average compliance was 98%, doctors
96% and others 98%. Results were fed back monthly. For any
results below 95% specific action plans are required and
implemented. A re-audit will be undertaken in 16/17.

Audit of Saving Lives
High Impact
Interventions

This audit was undertaken to demonstrate compliance with the High
Impact Intervention care bundles for Peripheral Cannulas, Urinary
Catheters, Central Venous Catheters, prevention of Ventilator
Associated Pneumonia and Surgical Site Infection. The audit found
varying compliance with the care bundles. Audit results are fed back
monthly. Action plans are sent to sisters/ charge nurses in areas with
low scores to action learning outcomes, requesting return of the
completed plan to Infection Prevention and Control. A new electronic
audit system is planned for launch in April 2016 to enhance the
programme. A re-audit will be taken in 16/17.
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Infection Prevention
and Control: Audit of
Central Venous
Catheter Infection
rates

This surveillance was undertaken to determine the blood stream and
exit site infection rates for adults with central lines in place for 48
hours or more (excluding the Critical Care Complex). The audit found
that the infection rates were consistently below the Matching
Michigan bench mark of 1.4 per 1000 line days. Results are fed back
quarterly on the Infection Prevention and Control monthly report and
at training sessions as part of a session for trained nurses that aims
to prevent complications with central venous catheters. Surveillance
will be undertaken in 16/17.

Infection Prevention
and Control: Surgical

This surveillance was undertaken utilising Public Health England
(PHE) protocol for Surveillance of Surgical Site Infection (SSI) 2013
to provide a surveillance programme designed for the NNUH. These
surveillance programmes provide quarterly reports of infection rates
to the departments involved. This programme aims to promote good
practice and reduce SSI rates. Vascular SSI rates to date have
reduced from 9.3% to 1.1%. SSI rates following C section have
remained consistently low at 3.5%. Surveillance will be undertaken in
16/17.

Site Infection

Surveillance Audit

Audit of methicillinresistant
staphylococcus
auresis (MRSA)
(hospital acquired)
infections and
screening for MRSA

This audit was undertaken to assess the timeliness of identification of
patients who are MRSA positive. It also aims to determine the
number of hospital acquired cases of MRSA and the number of
patients screened correctly to allow robust action plans to be
undertaken when required. The audit demonstrated that elective
screening is consistently above 97% and emergency screening is
consistently above 94%. A re-audit will be undertaken in 16/17.

Audit of Hospital
acquired Clostridium
Difficile (C-Diff)
Infections

This surveillance was undertaken to determine the number of
hospital acquired C. difficile cases using the ICnet and tpath systems
in conjunction with the Patient Administration System reports. The
Trust ceiling for hospital acquired C-Diff infections for 2015-16 was
49 and to date we are below this. A Post Infection Review is held for
all cases to identify issues and any learning. Surveillance will
continue to be undertaken in 16/17.

Audit of Compliance
to Trust Isolation
Policy

This audit was undertaken to determine whether patients are
isolated in accordance with the isolation policy. It also provides
information on the reasons for side room use. It demonstrated that
41% of the side rooms were used for Infection Prevention and
Control reasons. A re-audit will be undertaken in 16/17.

Audit of Health
Record-Keeping
Standards (previous
NHSLA Standard 1.8)

This was a detailed re-audit of compliance with the Nursing and
Patient Care Record (PCR) documentation undertaken at the end of
September 2015. During this audit 466 PCRs, Discharge Checklists
and Nursing Assessments and Plans of Care were reviewed and a
very ‘literal’ assessment made of compliance with documentation was
undertaken by the Clinical Audit & Improvement Department team.
The audit demonstrated some improvements in nursing
documentation but improvements were still required with some
aspects of the Patient Care Record. The results of the audit were
disseminated to senior clinical staff within the Trust and the Clinical
Safety Sub-Board. This audit will be repeated during 2016/17.
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Audit of Duty of
Candour (previous
NHSLA Standard
2.10)

This audit was undertaken to assess compliance with Duty of
Candour (DoC) statutory obligations. The audit found that whilst
Duty of Candour actions were reported by clinicians and nursing staff
to be fulfilled, this was not reliably documented in patient notes in all
cases. Following the audit the process for tracking and escalating
Duty of Candour has been enhanced. A re-audit of compliance is
planned for 16/17.

Audit of
Tracheostomy Safety
Box Contents

This audit was undertaken on a quarterly basis to assess the
equipment levels of the tracheostomy safety box to ensure they are
appropriately equipped at all times. The audit initially showed areas
for improvement but later improved to reach complete compliance
with 100% being met for all contents. Results were reported to the
Multi-Disciplinary Team Tracheostomy Working Group and the Critical
Care Delivery Group with actions required being implemented
accordingly.

Audit of
Tracheostomy
Bedside Equipment
and Emergency Box
Checklist

This audit was undertaken to ensure that nursing documentation of
the daily checklist of bedside equipment is accurate and that staff are
able to undertake the replenishment of kit required. The audit
showed high levels of compliance with current practice. It highlighted
that changes were required to the contents of the box, these have
now been implemented. A re-audit will be undertaken in 16/17.

Audit of Compliance
to Consent Policy
(previous NHSLA 5.2)

This audit was undertaken to measure current compliance in relation
to the Trust consent policy. Audit results were reported to the
Effectiveness Sub-Board. The audit highlighted the need for revisions
to the suite of consent forms, which will be undertaken in
conjunction with the Legal department as planned. In addition to
this, an additional flow-chart has been developed for inclusion within
the Trust’s Consent Policy to formalise the process for the
development and approval of procedure-specific consent forms at
departmental level and their submission for upload to Trust Docs via
the Clinical Standards Group.

Audit of Mental
Health (previous
Clinical Negligence
Scheme for Trusts
(CNST) 4.6)

This audit was carried out to assess whether the recommendations
from a previous audit had been implemented. The audit results found
that there was 100% compliance with three of the audit standards,
and 77% compliance with the other two standards. As a result of the
audit, mood checks will be undertaken each visit by Community
Midwives (CMW) and the number of women who have a care plan for
labour/postpartum period will be increased.

Audit of compliance
to previous NHSLA
Standard 3.10, Stress

This audit was undertaken to demonstrate how workplace stressors
are identified within the organisation. The audit found that these are
being identified in line with the stress at work policy. Trends are
reported monthly to Workforce Sub Board and quarterly to Health
and Safety committee. The audit identified that Workplace Health
and Well Being do not always receive copies of the individual stress
risk assessment when requested following a referral. A system to
chase for these from managers has been instigated.
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Annexe 1 - Statements from Clinical Commissioning
Boards, Local Healthwatch organisations and
Overview and Scrutiny Committees
Statement from NHS North Norfolk CCG
North Norfolk Clinical Commissioning Group(NNCCG), as the host commissioning organisation for
the NNUH on behalf of Norfolk CCG’s, confirm that the Norfolk and Norwich University Hospital
Foundation Trust (NNUHFT) have consulted and invited comment on their Quality Report for
2015/16.
NNCCG have reviewed the report and agree that it provides a fair representation of the data,
information, challenges and achievements experienced by the Trust within the past year.
2015/16 has continued to provide a range of challenges for the trust:
x Significant pressures of demand and capacity within the emergency departments
x

The impact of this upon patients journeys within the hospital

x

Recruitment of Nursing and Medical staff which reflect national difficulties experienced by
all Health and Social care organisations

x

Breaches within a number of constitutional targets for the delivery of care and treatment.

Despite this there has been a clear view on maintaining quality, developing innovative ways of
learning from incidents and looking to improve support provided to patients by implementing
change where required. However to enable learning to be successful staff require time to consider
how they as teams and individuals can embed change as part of their everyday practice.
Since the inspection by CQC in November 2015, it is evident that work has been taking place to
improve all of those areas identified within the report as ” requiring improvement” across the
domains of Safety, Responsiveness, Effectiveness and Well-led. During feedback the CQC informed
stakeholders, that from their view, the Trust were already close to achieving “good” in many of
those areas and so provides a positive starting point for the Trusts subsequent improvement plan.
Norfolk CCG’s will work with the Trust to monitor and support the improvements required to
ensure the best possible outcomes for our patients. Commissioners are particularly supportive of
the NNUH’s programme to promote and foster greater clinical leadership and ownership of
performance issues across the Trust.
The ability to assess the experience of patients is vital as a benchmark for measuring good quality
support, disappointingly the number of responses made to the Friends and Family test within the
Trust have been amongst the lowest in the region and in some instances the Country, it is hoped
that during the year we will see numbers of responses to this patient experience barometer
increasing and providing important feedback for the Trust.
We look forward to working with the Trust in 2016/17 monitoring the priorities for improvement
identified. The scheme for Commissioning Quality and Innovation that has been agreed with the
Trust for this year will support many of those quality improvements and will build upon the
commitment and continued good work across the organisation to further raise quality and restore
the achievement of constitutional targets.
Statement from Norfolk Health Overview and Scrutiny Committee
The Norfolk Health Overview and Scrutiny Committee has decided not to comment on any of the
Norfolk provider Trusts' Quality Accounts for 2015-16 and would like to stress that this should in no
way be taken as a negative comment. The Committee has taken the view that it is appropriate for
Healthwatch Norfolk to consider the Quality Accounts and comment accordingly.'
Mr Cartiss
Chairman, Norfolk Health Overview and Scrutiny Committee
25th April 2016
Statement from Healthwatch Suffolk
None received
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Statement from Healthwatch Norfolk
Healthwatch Norfolk appreciates the opportunity to make comments on the Quality Account for
2015/16.
In terms of the format of the document we are pleased to note that there is an executive summary
and details as to how best to obtain the document in large print, Braille or another language. The
link throughout the document to the glossary is also helpful to the lay reader. At the time of
writing this statement we note that there is still data to be added to the draft report prior to
publication and we assume that the wording attached to the graphs and tables will be amended
appropriately once all data is included.
We are pleased to note those areas where the priorities for 2015-16 have been achieved and
appreciate that this is during a time of increasing demands on the health and social care system, a
background of financial constraints across the sector and the implementation of a new structure
following the appointment of a new Chief Executive. In some instances, more detail as to the
proposed action plans in those areas where the priorities for 2015-16 have not been achieved
would have been useful. With regard to discharges it would have been helpful to indicate the
numbers to support the reduction in the Continuing Healthcare timeline from 6 weeks to 5 days.
Similarly more detail as to the proposed continuing initiatives to improve the discharge process
would help to reassure members of the public.
The information included in the document about the Care Quality Commission (CQC) inspections is
useful and whilst we are aware of the need for improvements in some areas we commend the
Trust for its rating of ‘good’ in terms of caring staff and ‘outstanding’ caring for those patients
within the urgent and emergency services.
We note that the Trust has worked on a number of plans to address the concerns raised by the
CQC.
The detailed example of work underway to improve patient experience in meeting nutritional needs
is particularly helpful, as is the work described on caring for patients with dementia including the
work with partner organisations. Examples of practical changes and improvements make the
document more ‘real’ to patients, their families and carers.
In terms of the priorities for 2016-17 we note that these are clearly identified and note that
feedback from patients has been included in deciding the priorities.
HWN was pleased to undertake an independent audit of complaint handling at the Trust and
commends the complaints team for taking note of the recommendations made by HWN as a result
of the audit. In addition we note the examples given of actions taken by the Trust as a result of
complaints which we believe helps to reassure service users that the complaints handling process
is meaningful and worthwhile.
We are aware that staff retention and recruitment for all health and social care providers across
Norfolk is a challenge. The report mentions that a total of 92 additional substantive posts were
identified to help address the 18 week referral to treatment waiting times but we could find no
reference in the document as to how many of these posts have been filled or the timescale
anticipated to recruit to all posts. The decision by the Trust to send out the national staff survey to
all members of staff in 2015 is welcomed by HWN and we agree with the Trust that this makes a
more representative outcome and should improve the quality and range of findings from the
survey.
The Trust is clearly committed to significant involvement in research studies and audits both
internally and externally which we applaud. We note that the Trust has implemented a number of
nationally recognised innovations in practice as detailed in the document.
We will continue to work with the Trust to ensure that the views of patients, their families and
carers are taken into account and to make recommendation for change where appropriate.
Alex Stewart, Chief Executive, May 2016
Statements from Governors
None received
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Annex 2 - Statement of Directors’
responsibilities in respect of the Quality Report

The directors are required under the Health Act 2009 and the National Health Service
(Quality Accounts) Regulations to prepare Quality Accounts for each financial year.
Monitor has issued guidance to NHS foundation trust boards on the form and content of
annual quality reports (which incorporate the above legal requirements) and on the
arrangements that NHS foundation trust boards should put in place to support the data
quality for the preparation of the quality report.
In preparing the Quality Report, directors are required to take steps to satisfy themselves
that:
兟 the content of the Quality Report meets the requirements set out in the NHS Foundation
Trust Annual Reporting Manual 2015/16 and supporting guidance
兟 the content of the Quality Report is consistent with internal and external sources of
information including:
o board minutes and papers for the period April 2015 to May 2016;
o papers relating to Quality reported to the board over the period April 2015 to May 2016;
o feedback from the North Norfolk CCG dated 19 May 2016;
o feedback from Healthwatch Norfolk dated May 2016;
o feedback from Norfolk Health Overview and Scrutiny Committee dated 25 April 2016;
o the Trust’s complaints report published under regulation 18 of the Local Authority Social
Services and NHS Complaints Regulations 2009, dated 30/04/2015 and 15/10/2015;
o the latest national patient survey dated May 2015;
o the latest national staff survey dated 23 February 2016;
o the Head of Internal Audit’s annual opinion over the trust’s control environment dated
May 2016; and
o CQC Intelligent Monitoring Report dated May 2015.
兟 the Quality Report presents a balanced picture of the NHS foundation trust’s
performance over the period covered
兟 the performance information reported in the Quality Report is reliable and accurate
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兟 there are proper internal controls over the collection and reporting of the measures of
performance included in the Quality Report, and these controls are subject to review to
confirm that they are working effectively in practice.
兟 the data underpinning the measures of performance reported in the Quality Report is
robust and reliable, conforms to specified data quality standards and prescribed
definitions, is subject to appropriate scrutiny and review and
兟 the Quality Report has been prepared in accordance with Monitor’s annual reporting
guidance (which incorporates the Quality Accounts regulations) (published at
www.monitor.gov.uk/annualreportingmanual) as well as the standards to support data
quality for the preparation of the Quality Report (available at
www.monitor.gov.uk/annualreportingmanual).
The directors confirm to the best of their knowledge and belief they have complied with
the above requirements in preparing the Quality Report.
By order of the board
NB: sign and date in any colour ink except black.

Date

25th May 2016

Chairman

Date

25th May 2016

Chief Executive
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Annexe 3 – Independent Auditor Report
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Annex 4 - Mandatory performance indicator
definitions

The following indicator definitions are based on Department of Health guidance, including
the ‘NHS Outcomes Framework 2015/16 Technical Appendix’
(https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/385751/
NHS_Outcomes_Tech_Appendix.pdf)
Where the HSCIC Indicator Portal does not provide a detailed definition of the indicator
this document continues to use older sources of indicator definitions.
Percentage of incomplete pathways within 18 weeks for patients on
incomplete pathways
Source of indicator definition and detailed guidance
The indicator is defined within the technical definitions that accompany 'Everyone counts:
planning for patients 2014/15 - 2018/19' and can be found at www.england.nhs.uk/wpcontent/uploads/2014/01/ec-tech-def-1415-1819.pdf
Detailed rules and guidance for measuring referral to treatment (RTT) standards can be
found at http://www.england.nhs.uk/statistics/statistical-work-areas/rtt-waiting-times/rttguidance/
Detailed descriptor
E.B.3: The percentage of incomplete pathways within 18 weeks for patients on incomplete
pathways at the end of the period
Numerator
The number of patients on an incomplete pathway at the end of the reporting period who
have been waiting no more than 18 weeks
Denominator
The total number of patients on an incomplete pathway at the end of the reporting period
Accountability
Performance is to be sustained at or above the published operational standard. Details of
current operational standards are available at: www.england.nhs.uk/wpcontent/uploads/2013/12/5yr-strat-plann-guid-wa.pdf (see Annex B: NHS Constitution
Measures).
Indicator format
Reported as a percentage
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A&E Waiting Times – Total time in the A&E department
Source of indicator definition and
detailed guidance
The indicator is defined within the
document ‘Technical Definitions for
Commissioners’
https://www.england.nhs.uk/wpcontent/uploads/2015/02/6-tech-deficomms-0215.pdf. Detailed rules and
guidance for measuring ED waiting times
can be found at the following link:
https://www.england.nhs.uk/statistics/wpcontent/uploads/sites/2/2013/03/AEAttendances-Emergency-Definitions-v2.0Final.pdf
Detailed Descriptor:
Percentage of patients who spent 4 hours
or less in A&E:
i.
ii.

iii.

Total number of A&E attendances.
Number of A&E attendances where
the patient spent 4 hours or less in
A&E from arrival to transfer,
admission or discharge.
Percentage of A&E attendances
where the patient spent 4 hours or
less in A&E from arrival to transfer,
admission or discharge.

Data Definition:
Full definitions can be found in the weekly
sitrep guidance notes at the following
address http://www.england.nhs.uk/statistics/stati
stical-work-areas/ae-waiting-times-andactivity/
A&E means a Type 1, Type 2 or Type 3
A&E department.
Types of A&E/Minor Injury Unit (MIU)
service are:
x

Type 1 A&E department: A
consultant led 24 hour service with
full resuscitation facilities and
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designated accommodation for the
reception of accident and
emergency patients.
x Type 2 A&E department: A
consultant led single specialty
accident and emergency service
(e.g. ophthalmology, dental) with
designated accommodation for the
reception of patients.
x Type 3 A&E department: Other type
of A&E/minor injury units
(MIUs)/Walk-in Centres, primarily
designed for the receiving of
accident and emergency patients. A
type 3 department may be doctor
led or nurse led. It may be colocated with a major A&E or sited in
the community. A defining
characteristic of a service qualifying
as a type 3 department is that it
treats at least minor injuries and
illnesses (sprains for example) and
can be routinely accessed without
appointment. An appointment based
service (for example an outpatient
clinic) or one mainly or entirely
accessed via telephone or other
referral (for example most out of
hours services), or a dedicated
primary care service (such as GP
practice or GP-led health centre) is
not a type 3 A&E service even
though it may treat a number of
patients with minor illness or injury.
Monitoring Frequency
Weekly
Indicator format
Reported as a percentage
Monitoring Data Source:
Weekly sitrep data
Accountability
Performance is to be sustained at or
above the published operational standard
of 95% of patients seen within 4 hours
Timeframe/Baseline: Ongoing

x

.

Referral to Treatment Pathways
Source of indicator definition and
detailed guidance
The indicator is defined within the
document ‘Technical Definitions for
Commissioners’
https://www.england.nhs.uk/wpcontent/uploads/2015/02/6-tech-deficomms-0215.pdf.
Detailed Descriptor:
The percentage of Referral to Treatment
(RTT) pathways within 18 weeks for
completed admitted pathways, completed
non-admitted pathways and incomplete
pathways.
Lines Within Indicator (Units):
E.B.1: The percentage of admitted
pathways within 18 weeks for admitted
patients whose clocks stopped during the
period, on an adjusted basis.
E.B.2: The percentage of non-admitted
pathways within 18 weeks for nonadmitted patients whose clocks stopped
during the period.
E.B.3: The percentage of incomplete
pathways within 18 weeks for patients on
incomplete pathways at the end of the
period.
Data Definition:
A calculation of the percentage within 18
weeks for completed adjusted admitted
RTT pathways, completed non-admitted
RTT pathways and incomplete RTT
pathways based on referral to treatment
data provided by NHS and independent
sector organisations and signed off by
NHS commissioners.
The definitions that apply for RTT waiting
times are set out in the RTT Clock Rules
Suite found here:
https://www.gov.uk/government/publicati
ons/right-to-start-consultant-ledtreatment-within-18-weeks.
Guidance on recording and reporting RTT
data can be found here:
http://www.england.nhs.uk/statistics/stati
stical-work-areas/rtt-waiting-times/rttguidance/
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Monitoring Frequency: Monthly
Monitoring Data Source: Consultantled RTT Waiting Times data collection
(National Statistics)
What success looks like, Direction,
Milestones:
Performance will be judged against the
following waiting time standards:兟 Admitted operational standard of 90% –
the percentage of admitted pathways (on
an adjusted basis) within 18 weeks should
equal or exceed 90%
兟 Non-admitted operational standard of
95% – the percentage of non-admitted
pathways within 18 weeks should equal or
exceed 95%
兟 Incomplete operational standard of 92%
– the percentage of incomplete pathways
within 18 weeks should equal or exceed
92%
Timeframe/Baseline: Ongoing
Rationale:
The operational standards that:
x 90% of admitted patients and 95% of
non-admitted patients should start
treatment within a maximum of 18
weeks from referral; and,
x 92% of patients on incomplete
pathways should have been waiting no
more than 18 weeks from referral.
These RTT waiting time standards leave
an operational tolerance to allow for
patients who wait longer than 18 weeks
to start their treatment because of choice
or clinical exception. These circumstances
can be categorised as:
x Patient choice - patients choose not to
accept earliest offered reasonable
appointments along their pathway or
choose to delay treatments for
personal or social reasons
x Co-operation - patients who do not
attend appointments that they have
agreed along their pathways
x Clinical exceptions - where it is not
clinically appropriate to start a patient's
treatment within 18 weeks

Maximum waiting time of 62 days from urgent GP referral to first treatment for
all cancers
Detailed descriptor1
PHQ03: percentage of patients receiving first definitive treatment for cancer within 62
days of an urgent GP referral for suspected cancer
Data definition
All cancer two-month urgent referral to treatment wait
Numerator
Number of patients receiving first definitive treatment for cancer within 62 days following
an urgent GP (GDP or GMP) referral for suspected cancer within a given period for all
cancers (ICD-10 C00 to C97 and D05)
Denominator
Total number of patients receiving first definitive treatment for cancer following an urgent
GP (GDP or GMP) referral for suspected cancer within a given period for all cancers (ICD10 C00 to C97 and D05)
Accountability
Performance is to be sustained at or above the published operational standard. Details of
current operational standards are available at: /www.england.nhs.uk/wpcontent/uploads/2013/12/5yr-strat-plann-guid-wa.pdf (see Annex B: NHS Constitution
Measures).

1 Cancer referral to treatment period start date is the date the acute provider receives an urgent
(two week wait priority) referral for suspected cancer from a GP and treatment start date is the
date first definitive treatment commences if the patient is subsequently diagnosed. For further
detail refer to technical guidance at
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_13188
0
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Emergency re-admissions within 28 days of discharge from hospital2
Indicator description
Emergency re-admissions within 28 days of discharge from hospital
Indicator construction
percentage of emergency admissions to a hospital that forms part of the trust occurring
within 28 days of the last, previous discharge from a hospital that forms part of the trust
Numerator
The number of finished and unfinished continuous inpatient spells that are emergency
admissions within 0 to 27 days (inclusive) of the last, previous discharge from hospital
(see denominator), including those where the patient dies, but excluding the following:
those with a main speciality upon re-admission coded under obstetric; and those where
the re-admitting spell has a diagnosis of cancer (other than benign or in situ) or
chemotherapy for cancer coded anywhere in the spell.
Denominator
The number of finished continuous inpatient spells within selected medical and surgical
specialities, with a discharge date up to 31 March within the year of analysis. Day cases,
spells with a discharge coded as death, maternity spells (based on specialty, episode type,
diagnosis), and those with mention of a diagnosis of cancer or chemotherapy for cancer
anywhere in the spell are excluded. Patients with mention of a diagnosis of cancer or
chemotherapy for cancer anywhere in the 365 days prior to admission are excluded.
Indicator format
Standard percentage
More information
Further information and data can be found as part of the HSCIC indicator portal.

2 This definition is adapted from the definition for the 30 days re-admissions indicator in the NHS
Outcomes Framework 2013/14: Technical Appendix. We require trusts to report 28 day emergency
re-admissions rather than 30 days to be consistent with the mandated indicator requirements of
the NHS (Quality Accounts) Amendment Regulations 2012 (S.I. 2012/3081).
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Minimising delayed transfer of care
Detailed descriptor
The number of delayed transfers of care per 100,000 population (all adults, aged 18
plus).
Data definition
Commissioner numerator_01: Number of Delayed Transfers of Care of acute and nonacute adult patients (aged 18+ years)
Commissioner denominator _02: Current Office for National Statistics resident population
projection for the relevant year, aged 18 years or more
Provider numerator_03: Number of patients (acute and non-acute, aged 18 and over)
whose transfer of care was delayed, averaged over the quarter. The average of the three
monthly SitRep figures is used as the numerator.
Provider denominator_04: Average number of occupied beds3
Details of the indicator
A delayed transfer of care occurs when a patient is ready for transfer from a hospital bed,
but is still occupying such a bed.
A patient is ready for transfer when:
[a] a clinical decision has been made that the patient is ready for transfer AND
[b] a multidisciplinary team decision has been made that the patient is ready for transfer
AND
[c] the patient is safe to discharge/transfer.
To be effective, the measure must apply to acute beds, and to non-acute and mental
health beds. If one category of beds is excluded, the risk is that patients will be relocated
to one of the ‘excluded’ beds rather than be discharged.
Accountability
The ambition is to maintain the lowest possible rate of delayed transfers of care.
Good performance is demonstrated by a consistently low rate over time, and/or by a
decreasing rate. Poor performance is characterised by a high rate, and/or by an increase
in rate.
Detailed guidance and data
Further guidance and the reported SitRep data on the monthly delayed transfers of care
can be found on the NHS England website.4

3 In the quarter open overnight.
4 /www.england.nhs.uk/statistics/statistical-work-areas/delayed-transfers-of-care/
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C. difficile5
Detailed descriptor
Number of Clostridium difficile (C. difficile) infections, as defined below, for patients aged
two or over on the date the specimen was taken.
Data definition
A C. difficile infection is defined as a case where the patient shows clinical symptoms of C.
difficile infection, and using the local trust C. difficile infections diagnostic algorithm (in
line with Department of Health guidance), is assessed as a positive case. Positive
diagnosis on the same patient more than 28 days apart should be reported as separate
infections, irrespective of the number of specimens taken in the intervening period, or
where they were taken. In constructing the C. difficile objectives, use was made of rates
based both on population sizes and numbers of occupied bed days. Sources and
definitions used are:
For acute trusts: The sum of episode durations for episodes finishing in 2010/11 where
the patient was aged two or over at the end of the episode from Hospital Episode
Statistics (HES).
Basis for accountability
Acute provider trusts are accountable for all C. difficile infection cases for which the trust
is deemed responsible. This is defined as a case where the sample was taken on the
fourth day or later of an admission to that trust (where the day of admission is day one).
To illustrate:
• admission day; • admission day + 1; • admission day + 2; and
• admission day + 3 – specimens taken on this day or later are trust apportioned.
Accountability
The approach used to calculate the C. difficile objectives requires organisations with
higher baseline rates (acute trusts and primary care organisations) to make the greatest
improvements in order to reduce variation in performance between organisations. It also
seeks to maintain standards in the best performing organisations. Appropriate objective
figures have been calculated centrally for each primary care organisation and each acute
trust based on a formula which, if the objectives are met, will collectively result in a
further national reduction in cases of 26% for acute trusts and 18% for primary care
organisations, whilst also reducing the variation in population and bed day rates between
organisations.
Timeframe/baseline
The baseline period is the 12 months, from October 2010 to September 2011. This means
that objectives have been set according to performance in this period.

5 The QA Regulations requires the C. difficile indicator to be expressed as a rate per 100,000 bed
days. If C. difficile is selected as one of the mandated indicators to be subject to a limited
assurance report, the NHS foundation trust must also disclose the number of cases in the quality
report, as it is only this element of the indicator that we intend auditors to subject to testing.
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Percentage of patient safety incidents resulting in severe harm or death6
Indicator description
Patient safety incidents (PSIs) reported to the National Reporting and Learning Service
(NRLS), where degree of harm is recorded as ‘severe harm’ or ‘death’, as a percentage of
all patient safety incidents reported.
Indicator construction
Numerator: The number of patient safety incidents recorded as causing severe harm
/death as described above.
The ‘degree of harm’ for PSIs is defined as follows;
‘severe’ – the patient has been permanently harmed as a result of the PSI, and
‘death’ – the PSI has resulted in the death of the patient.
Denominator: The number of patient safety incidents reported to the National Reporting

and Learning Service (NRLS).
Indicator format:
Standard percentage.

6 This definition is adapted from the definition for the 30days readmissions indicator in the NHS
Outcomes Framework 2012/13: Technical Appendix
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Glossary of terms
Acute Medical Unit (AMU)
Rapid assessment and
diagnosis unit for
emergency patients

Bacteraemia
An infection resulting
from presence of bacteria
in the blood

Clinical Audit
The process of reviewing
clinical processes to
improve them

CQC, or Care Quality
Commission
The independent
regulator of all health
and social care services
in England.

CQUIN
Commissioning for
Quality and Innovation.
Schemes to deliver
quality improvements
which carry financial
rewards in the NHS.

Dementia
The loss of cognitive
ability (memory,
language, problemsolving) in a previouslyunimpaired person,
beyond that expected of
normal aging

Drugs, Therapeutics and
Medicines Management
Committee (DTMM)
An internal committee
that considers all drug
related issues

CT scan
Clinical Governance
Processes that maintain
and improve quality of
patient care

Clostridium difficile, C
difficile or C.diff
A bacterium that can
cause infection

Coding or clinical coding
An internationally agreed
system of analysing
clinical notes and
assigning clinical
classification codes

Computed Tomography
scanning, a technique
which combines special
x-ray equipment with
computers to produce
images of the inside of
the body.

Early Warning Score
(EWS)
A clinical checklist
process used to identify
rapidly deteriorating
patients

EPMA
Data Quality
The process of assessing
how accurately the
information and data we
gather is held

Delayed Transfers of
Care, or DToCs
Term for patients who
are medically fit to leave
a hospital but are waiting
for social care or primary
care services to facilitate
transfer

Electronic Prescribing and
Medicines Administration
system

Escherichia coli or E.coli
Part of the normal
intestinal microflora in
humans and warmblooded animals. Some
strains can cause disease
in humans, ranging from
mild to severe.

ESR
Electronic Staff Record
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NICE
GPs

MRSA

General Practitioners i.e.
family doctors

Methicillin Resistant
Staphylococcus aureus, a
strain of bacterium that is
resistant to one type of
antibiotic

Hospital Standardised
Mortality Ratio (HSMR)
An indicator of healthcare
quality that measures
whether the death rate at
a hospital is higher or
lower than should be
expected.

ICNARC CMP
Intensive Care National
Audit and Research
Centre Case Mix
Programme

LoS
Length of stay

MSSA
Methicillin-sensitive
Staphylococcus aureus, a
strain of bacteria that is
sensitive to one type of
antibiotic

NCAA
National Cardiac Arrest
Audit, the national,
clinical audit for inhospital cardiac arrest

National Institute for
Health and Clinical
Excellence

NICU - Neonatal
Intensive Care Unit
The unit in the hospital
which cares for very sick
or very premature babies

NIHR
National Institute for
Health Research

Norovirus
Sometimes known as the
winter vomiting bug, the
most common stomach
bug in the UK, affecting
people of all ages

NCE - National

MDT

Confidential Enquiries

NRLS

Multi-disciplinary Team,
composed of doctors,
nurses, therapists and
other health professionals

A system of national
confidential audits which
carry out research into
patient care in order to
identify ways of
improving its quality.

National Reporting and
Learning System - A
database of patient
safety information

MI or Myocardial
Infarction
A heart attack, usually
caused by a blood clot,
which stops the blood
flowing to a part of the
heart muscle

Neonates
Medical term for babies
born prematurely in the
first 28 days of life

Organisation Wide
Learning (OWL)
An educational bulletin
issued to staff to inform
them of clinical issues

Palliative Care
NHFD
MINAP
Myocardial Infarction
Audit Project
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National Hip Fracture
Database

Form of medical care that
concentrates on reducing
the severity of disease
symptoms to prevent and
relieve suffering

down on a patient’s drug
chart or prescription

Paediatrics
The branch of medicine
for the care of infants,
children and young
people up to the age of
16.

PAS
Patient Administration
System

Perinatal
Defines the period
occurring around the
time of birth (five months
before and one month
after).

PLACE – Patient Led
Assessment of Clinical
Environment

Pressure Ulcer
Pressure ulcers are a
type of injury that breaks
down the skin and
underlying tissue. They
are caused when an area
of skin is placed under
pressure.
They are also sometimes
known as "bedsores" or
"pressure sores".

PROM - Patient Reported
Outcome Measures
A national programme
whereby patients having
particular operations fill
in questionnaires before
and after their treatment
to report on the quality of
care

Quartile

A national programme
that replaced PEAT from
April 2013.

A statistical term,
referring to one quarter
of the whole.

PPCI - Primary
Percutaneous Coronary
Intervention.

RCA or Root Cause
Analysis

A treatment for heart
attack patients which
unblocks an artery by
opening a small balloon,
or stent, in the artery

Prescribing
The process of deciding
which drugs a patient
should receive and
writing those instructions
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Sepsis
Sometimes called blood
poisoning, sepsis is the
systemic illness caused
by microbial invasion of
normally sterile parts of
the body.

Serco
The company that
provides support services
like catering, cleaning
and engineering to the
Norfolk and Norwich
University Hospital

Stroke
The rapidly developing
loss of brain function due
to a blocked or burst
blood vessel in the brain.

Surgical Site Infection
(SSI)
Occurs when microorganisms enter the part
of the body that has
been operated on and
multiply in the tissues.

A method of problem
solving that tries to
identify the root causes
of faults or problems

TARN

Screening

Trauma Audit and
Research Network

Assessing patients who
are not showing
symptoms of a particular
disease or condition to
see if they have that
disease or condition

Thrombolysis or
thrombolysed

TIA or Transient
Ischaemic Attack

The breakdown of blood
clots through use of clotbusting drugs

This happens when blood
flow to a part of the brain
stops for a brief period of
time. A person will have
stroke-like symptoms for
up to 24 hours, but in
most cases for 1 - 2
hours. A TIA is felt to be
a warning sign that a
true stroke may happen
in the future if something
is not done to prevent it.
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Tissue Viability (TV)
The medical specialism
concerned with all
aspects of skin and soft
tissue wounds including
acute surgical wounds,
pressure ulcers and leg
ulcers

VTE
Venous thromboembolism
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