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Infection Prevention and Control Annual Report 2016-2017
Executive Summary
This annual report provides an overview of Infection Prevention and Control (IP&C) activities for
the Norfolk and Norwich University Hospital NHS Foundation Trust (NNUH), hereafter referred
to as the Trust. It covers the period from 1st April 2016 to 31st March 2017 and reviews the
Trust’s performance against the key mandatory healthcare infection targets, summarises all
significant cross-infection incidents/outbreaks which occurred during 2016-17 and recaps on the
work undertaken during the year.
It was another busy but successful year for IP&C despite the high patient bed occupancy rates
and the Trust being in financial special measures from July 2016 - February 2017. Whilst the
IP&C team lead the work, sustained improvement cannot be achieved without support for IP&C
from all levels within the Trust. This report is an opportunity to celebrate the accomplishments of
the year. It also provides a reminder of the extensive scope of work in order to maintain the high
quality and safety in patient care that the IP&C team strive for.
1. The Clostridium difficile (C. difficile) national objective for NNUH was set at no more than
49 hospital attributable cases; we met the objective with a total of 42 cases. Following the
post infection review process (PIR) with the Clinical Commissioning Group (CCG) 22
cases were successfully appealed demonstrating there were no lapses in care whilst 20
cases were classified as having lapses in care and therefore Trust attributable.
2. There were no Trust attributable Meticillin-resistant Staphylococcus aureus (MRSA)
bacteraemias. This remained in line with the nationally set annual objective of zero
hospital attributable cases for the Trust.
3. The total number of Meticillin-sensitive Staphylococcus aureus (MSSA) bacteraemias in
2016-17 was 91 cases; of which attribution was 73 (80.2%) community and 18 (19.8%)
hospital.
4. There were 370 episodes of Escherichia coli (E. coli) bacteraemia, 19 (5.1%) of these
were deemed likely hospital acquired infection (HAI).
5. Surveillance of Glycopeptide-resistant enterococci (GRE), also known as Vancomycin
resistant enterococci (VRE) bacteraemias continues and there is no national objective.
GRE bacteraemia occurs infrequently in NNUH patients. There were 5 cases of GRE
bacteraemia in 2016-17. None of these were hospital acquired.
6. There were 7 ward closures due to confirmed Norovirus between October 2016 and
January 2017.
7. The Trust’s department of Trauma and Orthopaedics continue to participate in mandatory
and voluntary surgical site infection (SSI) surveillance.
 The validated rate of infection (identified prior to discharge and on readmission) for
orthopaedic hip replacement surgery in 2015-16 was 0.34% Public Health England
(PHE) benchmark of 0.6%) and in 2016/17 it was 0.32%.
 The validated rate of surgical site infection for knee replacement surgery was 0.84% in
2015-16 (PHE benchmark 0.6%) and in 2016-17 it was 1.1%.
 The validated rate of infection following repair of neck of femur in 2015-16 was 0.43%
(PHE benchmark 1.2%) and in 2016-17 it was 0.12%.
Infection Prevention and Control Annual Report 2016-17
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 Continuous surveillance of spinal surgery for 2016 reported an incidence of 0.7% SSI
well below the PHE bench mark of 1.8%.
 The continued surveillance of vascular procedures (identified as inpatient, post
discharge and readmission), alongside audits of clinical practice has reduced the SSI
rate from 9.3% to 3.7% over 2 years.
 The collaborative working with the obstetric team has continued to reduce the rate of
SSI post C section from 3.5% to 1.7% over 2 years.
8. Central venous catheter related blood stream infection rates have remained low even in
high risk specialties, such as renal dialysis. In 2015-16, there were 4 infections associated
with haemodialysis patients dialysing through a central line out of 14,397 line days, in
2016-17 there were only 2 out of 21,721 line days.
9. A Trust wide robust antimicrobial stewardship programme continues. This is crucial and
one of the key measures to reduce C. difficile and other multi antibiotic resistant organisms
within the hospital.
10. The Trust continues to place emphasis on a clean, safe environment as part of its strategy
to minimise the risk of transmission of infections in hospital. The senior IP&C nurses (IP&C
nurse) participate in the Patient Led Assessment of the Clinical Environment (PLACE).
Cleaning in clinical areas is carried out using disinfectant (hypochlorite) and regular audits
undertaken.
11. The IP&C team’s audit programme continued throughout the year. Hand hygiene direct
observation audits had a Trust wide compliance of 97%, dress code 99% and commodes
93% during 2016-17. High Impact Intervention audits for devices and theatre practice were
ongoing along with ad hoc audits and the annual isolation audit.
12. Education and training remains a significant part of the role of the IP&C team. There are
formal and ad-hoc training sessions for all Trust staff as part of mandatory training and
induction training. There was an increase in staff compliance with IP&C mandatory training
during this year with 78.3% of all staff having received training.
13. The Trust had its highest number of staff receiving the influenza vaccine 80.6%.
14. Processes for the decontamination of medical devices, reusable invasive instruments and
hospital linen continue to be monitored by the Decontamination committee and Trust
facilities department.
15. The Trust has maintained a safe water system and no hospital acquired cases of
legionella have ever been detected linked to the Trusts buildings.

Infection Prevention and Control Annual Report 2016-17
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World Hand Hygiene Day May 2016
The IP&C team circulated around the hospital promoting hand hygiene amongst staff, visitors
and patients. The theme for 2016 was promoting safe surgical hands.

World Hand Hygiene Day Stand 2016

Infection Prevention and Control Annual Report 2016-17
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Key Risks and Concerns
The cases of hospital acquired C. difficile and MRSA bacteraemia have continued to decline
keeping the vigilance and focus on this requires considerable effort as there is a danger that
staff may perceive that the risk no longer exists. The pressure on side rooms due to increased
hospital activity and therefore ability to isolate patients suspected or confirmed with infection
continues to remain an ongoing challenge.
NHS financial constraints could hamper our ability to offer improved, rapid turn-over diagnostic
services for a number of alert organisms e.g. MRSA, C. difficile, Influenza and Norovirus.
Although the microbiology service is delivered by a centralised service under EPA, rapid
diagnostics needs to be kept in view.
There is a national shortage of nurses and doctors, IP&C have already felt the impact of this.
Our ability to recruit further specialist staff could affect the delivery of the IP&C programme.
In the current situation where screening in NNUH is embedded and MRSA bacteraemia target
remains zero, changing screening to risk based focused screening may compromise
compliance and thereby increase risk of MRSA bacteraemia. The MRSA policy will be reviewed
later in 2017 and the government revised MRSA screening guidelines advocating risk based
screening re-visited.

Infection Prevention and Control Annual Report 2016-17
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Assessment of Performance against IP&C Annual Programme 2016-17
Maintain our strategy for prevention & control of MRSA and to achieve
the set objective of 0 cases
Maintain our strategy and collaborative PIR process for prevention &
control of C. difficile and to achieve the set objective of <49 cases
Ensure robust systems remain in place for rapid recognition and
effective management of incidents/ outbreaks
Continue audits and surveillance programmes - HII, Surgical sites,
Central lines, E. coli bacteraemia etc.
Expansion of surgical site infection surveillance- colorectal SSI pilot

ACHIEVED, ON-GOING
ACHIEVED, ON-GOING
ACHIEVED, ON-GOING
ACHIEVED, ON-GOING
NOT ACHIEVED
Resource issues

Set up divisional dashboard with alert organisms and audit results for
Trust staff to have easy access to data

ACHIEVED, ON-GOING

Participate in the annual PLACE inspection and QAA audits

ACHIEVED, ON-GOING

Conclusion
2016-17 has been a busy and productive year with a robust programme of work in place. IP&C
is the responsibility of everyone in the Trust and staff have again worked collaboratively with the
IP&C team to maintain the high standards we strive for. This year successes to note are:




No hospital attributable MRSA bacteraemias
C. difficile objective met
Central line associated infections remained at a low level
Reduction from previous year in the number of periods of increased incidence for MRSA
and C. difficile

Infection Prevention and Control Annual Report 2016-17
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MINUTES OF COUNCIL OF GOVERNORS MEETING
HELD ON 26 JULY 2017
Present:

Mr J Fry
Mr E Aldus
Mrs E Betts
Mr N Brighouse
Ms S Burt
Mr B Cushion
Mr T Davies
Prof D DeBell
Mrs N Duddleston
Ms C Edwards
Ms S Ellis
Miss S Ginty
Mrs I Grote
Mr K Jarvis
Mrs J King
Mr J Labouchere
Mr P Postle
Ms J Scarfe
Mrs V Worman

- Chairman
- Clinical Support (staff)
- Breckland (public)
- South Norfolk (public)
- Nursing and Midwifery (staff)
- Broadland (public)
- Volunteers/Contracted (staff)
- Norwich (public)
- Breckland (public)
- North Norfolk (public)
- Norwich (public)
- Nursing (staff)
- Great Yarmouth/Waveney (public)
- North Norfolk (public)
- Broadland (public)
- Breckland (public)
- Norwich (public)
- South Norfolk (public)
- Admin & Clerical (staff)

In attendance:

Mrs J Bradfield
Mr P Chapman
Mr M Davies
Mr J P Garside
Mr S Hackwell
Mrs E McKay
Mr R Parker
Ms V Rant

- Senior Communications & Membership Manager
- Medical Director
- Chief Executive
- Board Secretary
- Director of Strategy
- Director of Nursing
- Chief Operating Officer
- Assistant to Board Secretary

17/028

APOLOGIES AND DECLARATIONS OF INTEREST
Apologies were received from Dr A Dhesi, Cllr S Gurney and Mrs M Pandya. No conflicts
of interest were declared in relation to matters for consideration by the Council.

17/029

MINUTES OF PREVIOUS MEETING HELD ON 20 APRIL 2017
The minutes of the meeting held on 20 April 2017 were agreed as a true record and
signed by the Chairman.

17/030

MATTERS ARISING
There were no matters arising.

17/031

CEO REPORT
The Council received a report from Mr Davies concerning the performance of the Trust in
key areas and strategic developments.
Mr Davies indicated that a theme of the meeting would be capacity, its impact on
performance and the work towards development of our capacity. The Council reviewed a
number of plans at item 17/033.
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Mr Davies informed the Council that a review of weekend working indicates that we are
making good use of facilities with many services working 7 days per week. Our MRI and
CT scanners work 13 hours per day, 7-days a week. Staffing remains a challenge and we
continue work to increase the numbers of staff in order to be able to implement extended
services. A 7-day Pharmacy service is being introduced and it is expected that this will
assist timely discharges for patients. The next service moving towards a 7-day service is
physiotherapy.
Mr Davies informed the Council that NHS England had recently assessed the STPs and
the Norfolk and Waveney STP has been rated in the ‘advanced’ category which is very
positive news. NHSI had been very complimentary about the steps that have been taken
to improve the governance arrangements in the STP and the rating gives the STP
potential access to additional capital in the future. The STP Executive is in the process of
prioritising our bids for further investment.
Mr Davies referred to the results of the 2017 General Medical Council annual survey of
junior doctors have been published. In terms of doctor satisfaction, NNUH was rated
highest of the hospitals in Norfolk and Suffolk and was in the top 3 acute hospitals in the
East of England. A new cohort of junior doctors will be joining the Trust shortly and we
are encouraging the junior doctors in training to share their experience with us, in order
that we can identify where any further improvements can be made.
Mrs Grote referred to feedback from a spinal surgeon relating to the management of a
potentially life threatening complication by the theatre team and asked if the same level of
service is available on week days and over the weekends. Mr Chapman explained that
part of the work to introduce a 7-day service will focus on acute and emergency care and
this will include ensuring that there is adequate overnight and weekend provision.
Mrs Betts informed the Council that she had recently attended an outpatient forum
meeting which had expressed concern that lengthy delays were occurring because of a
shortage of radiographers and asked if we should be employing more. Professor Farrow
explained that we are currently looking to recruit five additional radiographers but there
are also a number of vacancies. We achieve the national reporting standards for the 2
week wait cancer target and remedial action is being taken by the Radiology Department
to address any backlogs in other areas.
17/032

FIRST YEAR OF NEW DIVISIONAL STRUCTURE
The Council received a presentation from Professor Carol Farrow (Chief of Division –
Clinical Support Services) and Dr David Booth (Chief of Division – Women and Children)
concerning the first year of the new Divisional structure.
Mr Fry explained that the divisional structure has been in place for a year and the two
Chiefs of Division had been invited to explain to the Council how it is working and about
ongoing challenges.
Dr Booth reminded the Council that the four Divisions had been restructured to introduce a
triumvirate management team: Chief of Division; Divisional Operations Director; and
Divisional Nursing/Clinical Services Director. This leadership structure is also replicated
at various levels within the Divisions, incorporating medical nursing/therapy and
management leaders. The new structure was introduced in April 2016 and Council
members were provided with a copy of the Pulse Magazine feature reviewing the structure
one year on.
Mr Davies explained that the new divisional structure provides a clear approach to enable
management action to be implemented in a timely and efficient way.
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Another key aim of the new structure was to breakdown any divide between the Trust
management and its workforce, in order to promote a culture in which it is recognised that
the ‘workforce is the Trust’. Dr Booth explained that his role combines management and
clinical responsibilities, which enables him to remain clearly visible as part of the
department.
The Divisions are challenged with the same issues facing the NHS as a whole – the
imperatives to save money, drive efficiency, improve quality and patients outcomes.
These can appear to be mutually antagonistic and have to be kept in balance. Unless we
are efficient and save money we won’t have funds to invest in improving quality.
Professor Farrow outlined four elements of the role of Chief of Division:
- overseeing operation of the division and planning for its future;
- acts as a channel to ensure clear communication to the Management Board;
- challenge clinicians to ensure that the best solutions are identified to improve services
for patients;
- provide support for staff in the division.
Mr T Davies commented that the new structure is working well and has served to
strengthen communication with staff and their involvement in planning services. Mr T
Davies asked how many additional staff would need to be recruited in order to implement
7-day services. Professor Farrow explained that when the Divisions are exploring service
developments they are asked to review key risks and to explore solutions. One of these
involves looking at skill-mix, staff numbers etc. Ensuring that our services are ‘leading
edge’ helps with recruitment and retention of staff – for example the EPMA is attractive to
pharmacists, reporting on x-rays is interesting for radiographers etc.
Mrs Edwards noted that no specific reference was made to Cromer Hospital in the Pulse
article. Professor Farrow explained that Cromer Hospital forms part of the Surgery
Division and is therefore included in service development planning within that division.
There was discussion over the balance of roles between professional and nonprofessional staff, with the increase in expanded roles for healthcare assistants and nonregistered staff.
Ms Burt asked if there would be a point at which the Trust would not go any further in
changing the balance between professional and non-professional staff. Dr Booth
explained that the Divisions are challenged to look at other options for service provision
such as training of existing staff to extend their current roles but these changes are being
made in a steady fashion. Sometimes it is has proved difficult to recruit and it has been
necessary to find alternative solutions. Professor Farrow informed the Council that any
role development is supported through a competency framework, to ensure staff are
provided with the proper training and development that they will need to perform their role.
Mr Davies informed the Council that the Divisional Structure had been discussed at the
regular Viewpoint and Management Board meetings. The Trust has invested and
recruited 85 additional nurses and 71 consultants in the last two years. This may not be
immediately apparent as the hospital has become busier. Admin and clerical support will
be the next staff group to be reviewed to ensure that we are able to provide adequate
support in this area.
Miss Ginty highlighted that it would be helpful to see a breakdown of staff that had been
recruited since introduction of the new structure. There is a perception that the divisional
restructure had increased the number of senior managers (in particular Matrons) but not
the number of staff ‘on the shop floor’. Professor Farrow explained that the new divisional
________________________________________________________________________________________________
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structure chart is available on the intranet and Mr Parker explained that in order to get the
triumvirate leadership structure in place, it was necessary to make investment in clinical
leaders. Further work is due to be undertaken to review the role of the matrons and their
interaction with the senior team. This is the one area that was not reviewed when the
divisional structure was introduced.
Mr Labouchere noted the achievements over the last year and asked Mr Davies where he
sees our greatest challenges. Mr Davies highlighted the constraints on money and on
capacity, both in terms of staff and physical capacity.
Mr Labouchere noted that expanding facilities will inevitably require more staff to deal with
service demand and asked if the same issues were being reflected in other NHS trusts.
Mrs Worman highlighted that apprenticeship schemes are increasingly being offered by
the Trust and this has boosted recruitment.
Mr Fry informed the Council that the new structure is being led by clinicians who are well
placed to make the right decisions for their patients. There will be a learning curve as staff
build on their experience and confidence in decision making and financial processes.
Ongoing development of clinical leaders will be an important part of further strengthening
the divisional structure as it matures.
Mr Davies reported that the Management Board is now meeting weekly and the majority of
members are clinically qualified, including medical director, associate medical director,
director of medical education and director of research.
Mrs Grote noted national requirements to improve quality of care whilst making financial
savings and asked for assurance that patient care would not be compromised in order to
achieve these goals. Dr Booth explained it is recognised that the level of demand has
continued to grow due to an ageing population and changes in technology. The NHS is a
responsive system that has historically adapted to new pressures and changes. The key
challenges are different in each of the divisions and they are now working better together
to find the right solutions to benefit our patients. Professor Farrow highlighted the
example of the revised pathway for fractured neck of femur. This has involved input from
across the divisional structure, with the solution found and implemented rapidly, with real
benefit to patients as a result.
Mr Fry thanked the CoDs for attending the Council – the presentation and discussion had
been both helpful and informative.
17/033

DELIVERING OUR STRATEGIC OBJECTIVES UPDATE
The Council received a report from Mr Hackwell concerning progress towards delivery of
our strategic objectives.
(a) Cancer Strategy
Mr Hackwell reminded the Council that one the Trust’s ambitions under its five year
strategy is to become a Recognised Centre of Excellence For Cancer Services. NNUH is
the fourth largest cancer service in the country attracting referrals from a wide
geographical area.
There has been extensive consultation and engagement with cancer service clinicians,
managers and healthcare partners in the development of the strategy. The strategy has
been developed in line with the transformation requirements for cancer services as set out
in national policy and NHS England guidance.
The number of referrals for suspected cancer is anticipated to increase due to a
growing/ageing population and changes to national clinical guidance. Projected growth
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forecasts indicate that the number of referrals will increase with 2ww cancer referrals
showing a very significant growth over the coming years and this is essential if the rate of
early diagnosis is to be increased.
Our strategy sets out how we will respond to meet those demand/capacity requirements
and the planned alternative models of access to diagnostics that will be implemented.
A number of core objectives have been identified within the cancer strategy:
 Contribute to upgrade prevention and public health;
 Earlier diagnosis and treatment within NHS Constitution targets;
 Establish patient experience as being on a par with clinical effectiveness/safety;
 Transform our approach to support people living with and beyond cancer;
 Investment to deliver a modern high quality service;
 Lead the organisation of integrated cancer services in Norfolk and Waveney.
Mr Chapman explained that late diagnosis results in more major and costly treatment,
poorer outcomes and ongoing morbidity. Early diagnosis on the other hand promotes a
healthier population. A number of cancer patients present late to the hospital via the
Emergency Department and this may be due to missed early signs/symptoms or
reluctance by patients to seek a medical opinion. We need to avoid cases of late
diagnosis like this as much as possible, which could be helped by public health
awareness/educational campaigns and easy access to diagnostics.
Capacity will continue to be a challenge and co-ordination of projects across the STP
partners will be key to success.
Mr Labouchere noted the objective to increase the proportion of patients entering clinical
research trials by 10% per annum from 2017 to 2021 and asked for the current annual
figure and whether the increase would require additional training/resources to achieve. Mr
Chapman explained that the Trust exceeded the annual recruitment target of 3,000
patients in 2016/17. The target in 2017/18 has increased to 3,300 but this is low
compared to Trusts such as Addenbrookes who recruit 12,000-13,000 research
participants per annum. This discrepancy reflects the variance in research history and
maturity between the two organisations.
We aspire to offer every patient the opportunity to be part of a research study should they
wish to. Funding for research is made available by the government through the National
Institute of Health Research but there is also opportunity to increase research funding by
increasing the number of commercial studies particularly with pharmaceutical
organisations.
Mr Davies commented on the research potential of the region. The NRP has very
significant possibilities, with the co-location of the NRP organisations, combining basic
and applied clinical research. Mr Chapman explained that in terms of research citations,
NR4 is one of the most cited postcodes in the country, indicating that a very significant
number of influential research publications originate on the NRP.
(b) Cromer Development Plan
Mr Hackwell reminded the Council that this year we are celebrating the 150th anniversary
of Cromer and District Hospital. A wide-range of services are currently provided at
Cromer Hospital including consultant-led outpatient services and day-case procedures in
a number of specialties.
The Council was informed that the historic wing of the hospital is split into two units
(Barclay Ward and Davison Unit) but the Davison Unit is currently unused and ‘mothballed’. A number of different options for its utilisation and for enhancing existing services
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in the main hospital have been considered. Refurbishment of the Davison Unit will enable
service developments to be made in haematology, rheumatology, chemotherapy and
urology allowing the existing Muriel Thoms Procedure Unit to focus on surgical specialties
including pain management, dermatology, gynaecology and vascular surgery.
The refurbishment of the Davison Unit also presents an opportunity to introduce an
enhanced cancer and diabetes service and to promote diabetes prevention/education.
Work is continuing on development of the refurbishment plans and it is intended to launch
a fundraising appeal in the autumn to raise charitable funds to help finance the project.
Mrs Worman raised concern that current facilities/services at Cromer Hospital appeared to
be under-utilised. Mrs Edwards reported that during audits, patients had expressed a
willingness if not preference to be seen at Cromer Hospital. Mr Parker explained that
options were being explored to ensure that utilisation of services at Cromer is optimised.
It is not clear at this time why the services appear to be under-utilised but this is being
explored further.
Action: Mr Parker
Mrs Edwards and Mr Jarvis volunteered to be involved in future redevelopment projects
for Cromer Hospital.
(c) Interventional Radiology Capacity
An Outline Business Case has been agreed by the Board for expansion of Interventional
Radiology capacity and a fourth cardiology cath lab. There are long waiting times in these
services and it is recorded as being our most significant clinical risk.
It is proposed to build 4 new IRU labs on the roof of the East Wing and a new cardiology
cath lab in the space that will be vacated by the current IRU. This project will increase
capacity to address the current shortfall in these services. The Outline Business Case
requires approval from NHSI and the Department of Health. If approval is granted it is
anticipated that the unit could be open to patients by April 2019.
(d) PET/CT
The Council was informed that plans are under development for a permanent site for a
PET/CT scanner which will replace the mobile facility. It is proposed to locate the new unit
adjacent to the Winterton Unit and it is anticipated the facility will be open in 2018.
Mrs Worman asked about the anticipated opening hours for the new unit and Mr Hackwell
confirmed that the facility will be operated by Alliance Medical and is expected to run from
Monday to Friday.
17/034

ANNUAL REPORT AND ACCOUNTS 2016/17
In accordance with its statutory duties the Council received the Trust’s Annual Report and
Accounts for 2016/17 and accompanying report from Mr Norman (Chief Finance Officer).
The Council was informed that the Report follows a prescribed format and it has been
reviewed by the Trust’s external auditors and Audit Committee and approved by the Board
of Directors. It has been sent to NHSI and accepted by Parliament.
The Report contains information on Trust activity, performance, governance and finances.
It incorporates the Quality Report which was discussed by the Council in draft form earlier
in the year. The Annual Report and Accounts will be presented at the AGM in September
and full copies will be published on the Trust’s website.
Mr Fry highlighted two particular items in the Report, specifically:
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-

the improvement in C Difficile rates, on page 33. This reflects a huge team effort
involving cleaners, clinical staff, healthcare assistants and the infection control and
prevention team;
the role of our volunteer team – with volunteers working in the Trust for as long as 45
years.

Professor DeBell noted that other organisations have been hugely affected by C Difficile.
It is a very severe infection and in organisational terms it is an extremely impressive
achievement.
Mr Norman outlined the financial position at year end, which is a deficit of £25m, as
agreed with NHSI through the process of FSM. Mr Brighouse asked about the financial
plan for 17/18. Mr Davies explained that we anticipate approximately £10m deficit which,
with achievement of Sustainability and Transformation Funding (STF), will take us to a
small surplus.
Reflecting on the year, Mr Labouchere commented that the Trust had done well getting
out of FSM. Mr Davies confirmed that the Trust had been the first in the Country to
achieve this and this was a notable achievement for the Trust.
17/035

NON-AUDIT WORK UNDERTAKEN BY EXTERNAL AUDITORS
The Council received a report from Mr Garside concerning non-audit work undertaken by
the External Auditors. It was noted that this is monitored by the Audit Committee to
ensure that there is no threat, real or apparent, to the independence of the Auditors.

17/036

MEMBERSHIP ANALYSIS AND UPDATE
The Council received for information a report from Mrs Bradfield outlining governor,
member and public activities across many areas of the Trust. The report detailed
Governors’ briefings and activities since April 2017.
Mrs Bradfield explained that approximately 5,000 visitors had attended the Open Day this
year. The annual elections to the Council is scheduled for September and a recruitment
exercise for new members will take place alongside this.

17/037

CHARITABLE FUND RAISING
The Council received a report from Mrs McKay concerning charitable fundraising activities
on behalf of the Hospital Charity.
Mrs McKay outlined a number of regular fundraising events including the annual bike ride,
Cromer and NNUH fetes. This year the major fundraising appeals are to support
development of Cromer Hospital and further expansion of the stroke service. A series of
purchases have been made using charitable funds and these will make a significant
difference to both staff and patients.

17/038

ADVANCE NOTICE QUESTIONS
No advance notice questions had been submitted by Governors.

17/039

AGENDA FOR NEXT MEETING
The Council reviewed and agreed the draft outline agenda for its next meeting. In
accordance with development timetable for a number of strategies, it is hoped to have a
focus on research and workforce.

17/040

ANY OTHER BUSINESS
There was no other business.
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17/041

DATE AND TIME OF NEXT MEETING
The next meeting of the Council of Governors will be at 10am on 12 October 2017 in the
Boardroom of the Norfolk and Norwich University Hospital

Signed by the Chairman: ………….….……………………… Date: ……………………………………
Action Points Arising:
17/033(b)

Action
Mr Parker explained that options were being explored to ensure that utilisation of
services at Cromer Hospital is optimised. It is not clear at this time why the
services appear to be under-utilised but this is being explored further.
Action: Mr Parker
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REPORT TO THE COUNCIL OF GOVERNORS
Date

12 October 2017

Title

Chief Executive’s Report

Purpose To update the Council on matters relating to the Trust that are not covered elsewhere in the
papers.

Attached are two documents which summarise a number of key and ongoing developments since the
Council’s last meeting in July and the AGM in September:
a) my September ’17 Viewpoint letter to all Trust staff (Attachment A) ; and
b) CEO report to the September Trust Board meeting (Attachment B).
In addition, attached is a letter dated 27 September received from the Secretary of State for Health,
congratulating the Trust for our work in reducing waiting times for patients with cancer which is described
as “impressive and testament to the hard work and dedication of the Trust’s staff”. we are continually
working to make improvements and it is pleasing when these endeavours not only produce positive results
but also when these are recognised.
On the theme of recognising achievements, the final attachment is a certificate from the Royal College of
Obstetricians and Gynaecologists, indicating that the Trust is in the ‘top 10’ of UK Trusts, based on feedback
from our speciality trainee doctors. We know how important a positive training experience can be when
doctors are selecting where to apply for consultant positions and this feedback is therefore very welcome
and augers well for the future.

Recommendation:
The Council is recommended to note the issues highlighted, for information.

Our Values: People-focused Respect Integrity Dedication Excellence
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REPORT TO THE TRUST BOARD (in public)
Date
Title

29 September 2017
Chief Executive’s Report

Purpose

To update the Board on matters relating to the Trust that are not covered elsewhere
in the papers.

Summary:
The intention of this report is to cover matters not addressed elsewhere in the papers. Key points are noted
regarding:
(i)

Our staff – the report starts with our staff, as key to the care and service that we offer to our
patients. Some detail is provided of the actions we are taking to ensure that our staff feel valued,
listened to and that senior leaders are visible and approachable. We are taking particular care to
ensure that our staff feel comfortable to raise any concerns, through their line managers, senior
leaders or through Speak Up Guardians;

(ii)

Improving service provision – there is very positive news to report. Firstly, the establishment of a
seven-day palliative care service, supporting patients at the end of life; and secondly national
accreditation for our specialist endometriosis service – another example of our growing specialist
tertiary services offering;

(iii)

Research and Innovation – briefings are provided on the recently launched national Life Sciences
Strategy. This will inform our drive to enhance the Trust’s research and innovation reputation,
capacity and capability, exemplified in our partnership in the Quadram Institute;

(iv)

Quality Improvement Plan – a summary is provided on steps we are taking in response to priority
actions identified by the CQC as part of implementing our Quality Improvement Plan. Some of these
are long-standing issues and we will keep going to address these until they are resolved.

Recommendation
The Board is asked to note recent matters relating to the Trust as highlighted.

Our Values: People-focused Respect Integrity Dedication Excellence
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CHIEF EXECUTIVE’S REPORT TO TRUST BOARD 29 September 2017
This report is intended to update the Board on matters relating to the Trust that are not covered
elsewhere in the papers.
1
1.1

STAFF MATTERS
Staff Engagement
One of the pleasures of being located primarily in the hospital is that the senior team has
regular contact with staff, patients and visitors in the course of our daily routines. We each
have different approaches to ensuring that we are visible and accessible to staff, and
appropriately in touch with issues affecting clinical and operational areas of the hospital. In
recent weeks CEO visits to clinical departments and staff groups have included:

Cardiology

Edgefield ward

Viewpoint monthly Open Staff sessions

Microbiology

Gastroenterology

Vascular surgery

Maternity and gynaecology

A&E

Ambulance staff

Haematology

Biochemistry

Toxicology
As we continue to improve and enhance the culture of the hospital, listening to and learning
from the experience of staff is key. The first of a regular series of ‘Tea with Mark’ sessions
with senior nurses has been held, in recognition of the importance of nursing and the central
role that senior nurses play in influencing the care of our patients, the operation of the
hospital and the morale of our staff.

1.2

Freedom to Speak-Up – ensuring that our staff feel comfortable to raise concerns
Further to the review of our Freedom to Speak Up Policy by the Board at its meeting in July,
we have given particular focus to enhancing a ‘freedom to speak up’ culture in the Trust. A
series of steps have been taken to emphasise that we are serious about making the Trust an
organisation in which staff feel able to raise concerns.
A report summarising our Speak Up arrangements has been prepared for review by the
Management Board detailing the steps taken, not least:
 Publicising the clear message endorsed by the Trust Board through the Speak Up Policy,
available to all staff on the Trust Intranet and signposted to all new staff through
corporate induction;


promotion of the role of our Speak-Up Guardians, through all-staff electronic
communication, a poster and ‘table topper’ campaign, a dedicated page on the intranet
and a pay-slip attachment to all staff. This will be supplemented by a Trust-wide screensaver;



supporting our Speak Up Guardians through providing access to senior members of the
Board – enhanced by a quarterly meeting with the CEO and Chairman to discuss any
themes or aspects of concern – emphasising that this initiative has commitment and
support from the highest levels of the Trust.
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1.3

Developing our staff
It is good to be reminded of the significant impact that the Trust can play as a major employer
in this region. Whilst we have staff who have given a lifetime of service to the hospital and its
patients, other more junior staff are at the beginning of their working life and are given a
chance to establish a professional career in the Trust. This extract from a recent email to one
of the managers in our Workforce team is a striking example:
“I'm not sure if you'll remember me….I was on The Prince’s Trust ‘Get Into Hospitals’
programme around Christmas 2012, doing work experience in the finance department. I
then went on to work as an Apprentice Operational Assistant in A&E.
I thought you would like to hear that I recently qualified as an Operating Department
Practitioner from the UEA, and have just started my new job as an ODP in Orthopaedic
Theatres as a Band 5. Assuming you're still running the programme, it might be a nice story
to help motivate the new recruits!”
A powerful illustration of our role in educating healthcare professionals of the future and a
credit to all the teams in the hospital who have helped along the way.

2
2.1

SERVICE AND ESTATES DEVELOPMENT
Palliative Care Service – 7 day working
Many patients require the services of the hospital at the end of life and caring for dying
patients, their friends and families is therefore an expected part of the daily work in the
hospital.
It has become clear that more patients at the end of life would benefit from the services of our
specialist palliative care team but access to this specialist service has been restricted by limited
capacity. Following the recruitment of additional consultant and nursing staff, a seven-day
palliative care service has now been introduced for patients in the hospital.
This is
tremendous news for our patients and the staff caring for them.
Two end of life nurses are supporting implementation of individualised end of life care plans
and working to raise standards in end of life care. A simplified referral process has been
introduced via our Trust-wide ICE service, ensuring that the service is easily accessible and that
appropriate support is provided to staff on the wards in delivering the highest standards of
end of life care.
The Palliative Care Team have been congratulated on their work in introducing this enhanced
service provision.

2.2

National Accreditation for our Endometriosis Service
In the last CEO report to the Board it was a pleasure to report that our Gynaecology
Department had won recognition as a centre of excellence from the European Society of
Gynaecological Oncology – becoming only the third centre in the UK to be so recognised, along
with Imperial College Healthcare and the Royal Marsden Hospital.
This month we can report that again our Gynaecology Department has been recognised for
the excellence of its service – being accredited by the British Society for Gynaecological
Endoscopy (BGSE) as a national centre for endometriosis.
Around 1.5m women in the UK live with this debilitating condition, which can lead to
infertility, fatigue, bowel and bladder problems. Our hospital now treats approximately 600

19

new patients with endometriosis each year and in order to become an accredited centre we
have met stringent criteria regarding the service provided to patients. This involves provision
of a dedicated multi-disciplinary team, including a named colorectal surgeon, urologists,
radiologists, pain management specialists and an endometriosis specialist nurse.
In addition the hospital is advancing its reputation for training the next generation of experts.
Mr Ed Prosser-Snelling is in his final year of post-graduate training in Norwich and commented
“the team at the Norfolk and Norwich have supported me in learning advanced skills in
gynaecology as well as techniques in urology and colorectal surgery and the collaborative
learning environment is a real credit to the hospital. Our endometriosis centre is an excellent
example of how the hospital departments can come together and manage complex disease for
the benefit of patients”
This is another example to add to the growing list of our specialist services providing
excellence to the patients of the region.
3
3.1

OUR ACADEMIC AND RESEARCH MISSION
National Life Sciences Strategy
At the end of August, at Birmingham’s Institute for Translational Medicine, the national life
sciences strategy was launched.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/640696/lifesciences-industrial-strategy.pdf.
This is a very significant document, indicating future government priorities and likely spending
intentions, to encourage increased links with industry and enhancing the UK’s strengths in
clinical research and medical innovation.
Attached is a summary briefing to CEOs of Association of UK University Hospitals (AUKUH).
Also attached is the AUKUH and Medical Schools Council joint submission to the House of
Lords Science and Technology Committee concerning the Life Sciences Strategy.
The Life Sciences Strategy is obviously relevant to the Trust as it reviews its Research Strategy
and it will be discussed further at the Board Strategy Away Day in October.

3.2

Quadram Institute Development
As we consider our approach to enhancing our research capacity and capability, the rapid
progress towards establishing the Quadram Institute is becoming increasingly exciting. We
have an opportunity, and indeed obligation, to be at the very core of establishing a significant
part of national life-sciences infrastructure. We are actively planning and preparing for
relocation of our endoscopy department and clinical research facility into the new institute
building in July 2018 and to working closely with our Quadram partners (UEA and QI
Bioscience).

4
4.1

REGULATORY CONTEXT
CQC priority actions:
Following their last visit to the Trust the CQC identified four areas in which we needed to make
improvements. These have been incorporated into our Quality Improvement Plan with
implementation monitored through the PMO. To give particular focus to these four priority
areas the Management Board has been monitoring progress weekly, with the updated
position as follows:
i)
Medicines management: (lead - Director of Nursing)
a) the requirement to ensure that cupboard doors are locked, in addition to room
doors, has been emphasised and stressed to all ward teams and ward sisters. The
expectation of compliance with this requirement has been made explicit;
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ii)

iii)

iv)

b) we have identified a system for central monitoring of ward fridge temperatures
through wireless recording. This will save nursing time and ensure consistency of
recording and monitoring;
Resuscitation trolley checks: (lead - Director of Nursing)
We have identified a system to ‘seal’ resuscitation trolleys once fully stocked, avoiding
the need for daily checks – this will again save nursing time and ensure compliance
with our checking SOP;
Safe storage of records (lead - Chief Operating Officer)
A hospital-wide audit of areas of vulnerability has been conducted, using a variety of
staff including ‘secret shoppers’. Key learning from this assessment is under
preparation for dissemination to staff
Mandatory training compliance, including safeguarding training (lead - Director of
Workforce)
Revised requirements for some elements of mandatory training have been
established, ensuring these are tailored to job roles. Accessibility of training enhanced
through facilitated e-learning sessions and monthly Mandatory Training days – for
staff to rapidly improve compliance by attendance at multiple sessions concentrated
on one day.

We will maintain our focus on these areas until performance is sufficiently improved and
compliance is assured.
6

RECOMMENDATION
The Board is asked to note the contents of this report for information.
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Life Sciences Strategy ‐ briefing for AUKUH CEOs


The Life Sciences Strategy was launched by Sir John Bell, Greg Clark and Jeremy Hunt on 30 August at
Birmingham’s Institute for Translational Medicine
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/640696/life‐
sciences‐industrial‐strategy.pdf
https://www.gov.uk/government/news/sir‐john‐bell‐to‐unveil‐industry‐led‐proposals‐to‐build‐uks‐
status‐as‐world‐leader‐in‐life‐sciences



The strategic goal is for the NHS to engage in 50 collaborative programmes with industry during the
next five years, in late‐stage clinical trials, large‐scale data analysis and in evaluation of medical devices
and diagnostics.



AUKUH members are central to this mission and we intend to create a forum to help facilitate the
implementation of the strategy. We are seeking active engagement from CEOs and R & D Directors.



AUKUH Trusts work at the natural interface between the NHS, universities, funders and the
commercial life sciences sector. They are the most significant sites of collaboration and innovation in
the health service.



AUKUH offers a natural cooperation and coordination forum for discussion and planning.



AUKUH, led by Bob Bell and Mark Davies, is already working with Sir John Bell to identify current
impediments to delivery and to work with NHS England, NHS Improvement and CQC to create a more
permissive central approach.

We shall brief members regularly and seek your input – but meanwhile this was Sir John’s summary of the
key issues:
1. Brief summary
 The Life Sciences are the UK’s most successful industrial sector ‐ £64bn pa turnover.
 Science base very strong – twice as productive as US, 3x as Germany
 Strong university base in discovery science and increasingly translational medicine.
 The NHS is a Unique Selling Point for the UK – it could help industry evaluate and test products and
facilitate adoption at scale. Possibility to transform aspects of healthcare by envisioning platforms for
commercial success 20 years hence
 NHSE’s response to draft report was very positive – but conceded the ability to deliver will be
dependent upon the university hospitals. The Trust perspective is that Regulators currently prevent
Trusts from taking risks and so there needs to be a new mandate from the centre to align
requirements, to support research and education and to incentivise involvement.
 Foci: clinical trials, increasing digitisation, changing approach to trials, manufacturing

22

2. Foci
 Clinical trials
Create more effective networks for Phase 2A studies with quicker turnaround. Identify academic
centres for each domain and set up networks across a range of therapeutic areas. Industry will pay but
efficiency vital.
 Increasing digitisation
Pharma has been slow to embrace digital health issues ‐ now wants to work with communities with
comprehensive data links between primary, secondary and tertiary care. Need to create innovation
hubs and capture data within those systems – monitor for example how a new development can
change pathways and by measuring outcomes and benefits provide the evidence base to market
globally. Part of the risk will be taken by Trusts but the rewards will be shared with the NHS institution
that contributes significantly to the development and delivery.
 Re‐think the clinical trials paradigm
Conduct studies in a real world environment and take the cost out of late stage development. NHS
would be ideal place in the world if it had a good digital system
 Manufacturing
Invest in pharma and med tech. Capitalise and support small companies to become large companies

3. HARP – Health Advanced Research Programme
 Investment stream to permit risk taking
 Programme to help diagnose major diseases at their pre‐symptomatic phase‐ opportunities in cancer,
metabolic, vascular and neurodegenerative diseases. Build a cohort of 1m sub‐populations at high risk
of disease and monitor. Data would be available for say 5 yrs before the disease manifests itself and
markers could be identified and new, early interventions created to prevent onset.
 Extend the genomics programme and sequence UK Biobank samples.
 Healthy ageing – use biomedical engineering to facilitate better management at home. Determine
common factors underpinning the biology of ageing.
 AI in the healthcare setting – digitise pathological samples from all the cancers at sufficient scale to
develop an algorithm to facilitate local diagnosis. Do same with radiological samples.
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Response to the House of Lords’ Science and Technology Committee Call for Evidence – Sept 2017
In addressing these issues from a bio‐medical perspective, it is important for the Committee to
understand that the NHS is not simply an expense line in the UK’s profit and loss account – but a public
good which the public wishes to have provided and from which Society derives great benefit – a huge
asset from the balance sheet perspective. Further, the NHS is a great deal more than direct patient care
– its key pillars are research and education leading to ever‐enhanced patient outcomes.
Science and innovation
3. What can be done to ensure the UK has the necessary skills and manpower to build a world class life
sciences sector, both within the research base and the NHS?
The members of the Association of UK University Hospitals (AUKUH) and of the Medical Schools Council
(MSC) work at the complex interface between the NHS, universities, funders and the commercial life
sciences sector. Medical Schools and their cognate NHS Trusts and associated boards are the most
significant sites of collaboration and innovation in the health service and offer a natural cooperation and
coordination forum for discussion and planning. The UK’s model of close collaboration between the NHS
and universities has permitted huge advances – for example technology enhanced surgery – as a direct
result of this model. They also educate and train current and future generations of researchers and
healthcare workers and so are ideally placed to ensure effective implementation of the proposed
strategy – if current barriers to implementation can be removed.
There needs to be wider funding and support for Doctoral Training Partnerships linked to a number of
Research Councils given the multi‐disciplinary nature of Life Sciences. As regards discovery science
relevant to this sector, the model of PhD cohort training as advocated by the Wellcome Trust, is a
durable and effective model. Essentially, a group comprising two or more Basic Scientist PhDs and two
Clinical Scientist PhDs work on common projects. They meet regularly and each PhD student is supervised
by both a basic scientist and a clinician. This is attractive to both commercial and charitable funders.
Another effective model which operates at both graduate and postgraduate level is the Knowledge
Transfer Partnership programme, which can encourage the development of professional expertise and
collaborative research between industry and an academic/NHS partner. Again, there needs to be clearer
alignment between this programme and the Life Sciences industrial strategy to ensure that this a feasible
option at scale. In the same vein, undergraduate provision to address any skills gaps in the sector and the
role of degree apprenticeships needs to be considered.
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In terms of ensuring a “world‐class” sector, maintaining the UK’s involvement in global and EU research
funding streams is essential. More broadly, the infrastructure that permits global collaboration to take
place and which will be essential for undertaking any basic and translational science, and for attracting
world‐class staff into the sector must be maintained. Brexit undoubtedly poses a threat and the
Government must be encouraged to adopt a strategy that welcomes international talent and facilitates
long term settlement in the UK for research workers and their families. The proposal for a recruitment
fund to attract exceptional researchers to the UK is welcome.
Significantly greater investment must also be made in the whole clinical workforce at all stages of their
careers and in particular in the clinical academic workforce which is shrinking. Reversal of this trend must
be a priority. Supporting Professional Activities (SPAs), which encompass, research, education,
continuous professional development etc but which lie outside direct patient care need to be available at
25% not 10% of a doctor’s time as is becoming the case for new consultant appointments. It will also be
necessary to develop the portfolio of roles within the NHS which will facilitate the clinical outcomes of
the research themes John Bell has identified. For example, the wider use of Physician Associates, and of
healthcare technicians who are specialists in personalised healthcare technology, and greater
opportunities for nurse‐led research and development.
Industrial Strategy

6. Does the Life Sciences strategy contain the right recommendations? What should it contain/what is
missing? How will the life sciences strategy interact with the wider industrial strategy, including regional
and devolved administration strategies? How will the strategies be coordinated so that they don’t
operate in ‘silos’?
MSC and AUKUH believe that this is an outstanding report. It has their complete support. They are
determined to ensure that no stone is unturned in facilitating its delivery throughout the UK – and not
simply within the Golden Triangle. There are impediments to delivery in the current system and they
need to be rapidly identified and overcome if the UK is to compete at pace and scale in a fast‐moving
global environment. The establishment of UKRI brings an opportunity to support industry‐academic
collaborations in a more flexible and agile way to ensure that the UK’s world‐leading research is
translated into patient benefit and economic growth for the whole of the UK. The environment must
continue to support research across the whole ecosystem of academia, industry, the NHS and charities –
this must also extend to Government with more joined up, evidence based decision making between
departments and administrations.
There are many examples of innovative and productive collaborations between the NHS and universities.
Indeed, the development of functional joint research governance and leadership arrangements between
academic centres and Trusts is key to success. Extending this more comprehensively to industry will be
an important development.
One of the recommendations within John Bell’s strategy is the enhanced support for Life Science clusters,
including establishing the right infrastructure to support growth, but also to ensure joined‐up operations
between the clusters to facilitate a “single front door” to UK research and development. There is no
doubt that having an integrated approach to national, industrial, regional and local strategies, will be a
challenge. But, effective coordinating activity around such clusters will be a way of ensuring that regional
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approaches to industry growth meet the needs of the regional demographic and the regional healthcare
system in a more consistent way. Both MSC and AUKUH support this development and the exploitation
across the entire geography of the UK. The unique demographics of the regions means that regional
clusters are likely to have more focused impact but this is unlikely to be without national implications. An
example is the joint Life Sciences initiative between QMUL and Bart’s Health NHS Trust, which harnesses
expertise in genomic and phenotype mapping of the local population to address the inequalities in
healthcare provision and to directly inform personalised patient care.
The report rightly emphasises the role of the NHS as a partner to realise this ambition. Life Sciences
remains an area of government that is reserved to Westminster yet health is devolved to the four
nations. The report emphasises NHS England but makes little reference to the NHS in the other 3 nations.
14.9% of UK Health Research expenditure is outwith England of which 11.8% is in Scotland (UKCRC,
2015). It will be important that attention is paid to the NHS in all 4 devolved nations for the impact of
this report to be realised.
The programmes proposed as part of the Health Advanced Research Programme are welcome and the
four suggested opportunities have real potential. Other well‐argued blue sky suggestions should not be
excluded from the HARP initiative.
7. What opportunities for small and medium sized enterprises (SMEs) are there/should there be in the
strategy? How can they be involved in its development and implementation?
The Life Sciences Strategy also touches on fiscal and tax reform to ensure that the UK’s tax environment
is internationally competitive in supporting long‐term investment. It might be prudent to be more explicit
about the ways in which the tax system, as it is currently established, inhibits research activity and the
collaboration that the Strategy is endorsing: greater integrated working between industry, the NHS, and
the research sector is hindered by tax regulations which govern space usage and dictate segregated
working between industry and academic researchers. SMEs are vital in delivering exponential growth to
industry, and therefore consideration should be given to minimising the impact of business and VAT rates
for SMEs which are engaged in joint Life Science research and development.
SMEs are crucial to the economy. Mutually beneficial partnerships with academic centres should
therefore be encouraged and facilitated. Universities need to be cognisant of the cash flow pressures
under which SMEs operate and be realistic in their expectations of the contributions from each party.
Risks should be shared together with IP in order to facilitate rapid commercialisation. Additional skills in
business and entrepreneurship should be developed within universities. SMEs working in devices,
diagnostics and digital technologies are widely spread across the UK and need to be nurtured.
8. Where should the funding come from to support the implementation of the strategy?
The Life Sciences Strategy makes clear that the UK falls well behind its competitors in R & D spend as a
proportion of GDP. In order to remain internationally competitive, we support the suggestion that
spending increase to 2.6% of current GDP in order to move the UK into the top quartile – which already
includes the US, Japan, Korea, China and Germany. A possible decrease in GDP as a result of Brexit
should not be permitted to influence back‐tracking on the suggested investment. Investment in R & D is a
logical and constructive method for climbing out of recession.
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Funding to support the implementation of the strategy should be, 1/3 public funding for long‐term
investment in infrastructure, expertise, and skills development; 1/3 business‐funded R&D and private
investment; 1/3 joint public and private investment awards.

9. How do the devolved administrations and city regions fit into the strategy? Scotland has its own life
sciences strategy, how will the two interact?
There is a governance tension in that Health is a devolved activity whereas the Office for Life Sciences
although a reserved aspect of Government functions through NHS England. This creates administrative
complexity and makes the necessary coordination challenging. The contributions of the different regions
and nations needs to be exploited and supported ‐ the strategy currently focuses almost entirely in
England and on the Golden Triangle whereas the significant health burden is to be found in more rural
areas with rapidly growing ageing populations. Trickle down benefit to deprived areas of the country
from this approach is less likely to success than an overt involvement with regional organisations and the
devolved nations. Their healthcare administrations need to be equally engaged and supported. Ensuring
a joined up strategy should be a priority for all four Governments. In addition, it should be recognised
that our best health care innovations are often developed in partnership with academics – the triple helix
of industry, academia and NHS is a strength of the UK which should be supported.
NHS procurement and collaboration
10. How can public procurement, in particular by the NHS, be an effective stimulus for innovation in the
Life Sciences Sector? Can it help support emerging businesses in the Life Sciences sector?
The NHS is both a driver for innovation and a market for innovative technologies, treatments and
products. Unfortunately, the NHS procurement processes massively inhibit and put off SMEs and
research organisations. Examples include tendering for research software (E‐dge for CPMS), drugs for
clinical trials and bidding for research networks (eg NIHR CRN and NIHR clinical trials units). In all cases
the complexity and arcane rules make it very difficult to bid and put many off, especially SMEs. Rigid
policy‐based approaches reduce and stifle innovation and mechanisms to address this need to be found.
Trusts need effective champions for research and innovation to achieve the necessary culture change for
more rapid adoption.
11. How can the recommendations of the Accelerated Access Review be taken forward alongside the
strategy? Will the recent changes to the NHS England approval process for drugs have a positive or
negative effect on the availability of new and innovative treatments in the NHS? How can quick access
to new treatments and the need to provide value for money be reconciled?
When George Foreman was Minister for Life Sciences – a post which has unfortunately been cut – he
announced the Innovative Medicines and Medical Technology Review. This became the Accelerated
Access Review but the focus was still how to speed up patient access to cost effective and innovative
medicines, devices and diagnostics. Although the report came out nearly a year ago there is still no
formal government response merely references to the need to be mindful of the need to ensure
affordability.
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The issue of excess treatment costs directly inhibits NHS trusts from undertaking clinical trials that will
generate the evidence to inform evidence‐based commissioning with improved clinical outcomes and
reduced costs.
It is important to understand how the Accelerated Access Review will be implemented in the NHS of the
devolved nations.
12. How can collaboration between researchers and the NHS be improved, particularly in light of
increased fiscal pressures in the NHS? Will the NHS England research plan help in this regard? How can
the ability of the NHS to contribute to the development of and adopting new technology be improved?
More needs to be done to cement effective partnerships between universities, the NHS and industry.
Unfortunately the NHS England research plan has no detail consisting mainly of broad statements
https://www.england.nhs.uk/wp‐content/uploads/2017/04/nhse‐research‐plan.pdf.
However, NIHR has been transformative over the last decade and Professor Whitty’s recent review
promises a constructive way forward. NHSE and CCGs need to understand the requirement within the
bigger picture to fund Excess Treatment Costs (ETCs). as new models of care, treatments and
interventions will often ultimately save money.
Bristol has for example just been awarded a £2.8 million NIHR HTA grant to look at the use of biologics
for ophthalmology. The ETCs are indeed large and despite fine words from NHSE and CCGs saying they
would support the trial, a decision confirming this has yet to be taken.
The other challenge is how to join up existing research and AHSNs. Many AHSNs seem to do some
research/implementation, but not linked to major studies already underway. AHSNs work on a shorter
timescale and so although they should be good at putting research into practice, they are not. A fund for
implementation of good research / start‐up of implementation costs etc., would be an effective way to
address this. The research landscape is also somewhat crowded with a variety of centres, networks and
co‐ordinating groups and care needs to be taken to ensure that local strengths are built upon and
information sharing optimised. Team science needs to become a reality for the benefit of the whole of
the UK.
Another issue is that SMEs producing innovative products can find it challenging to engage with the NHS.
Efforts must be made to improve uptake of innovative products by the NHS, building on the promising
early start being made by Academic Health Science Networks. It is clear that NHS procurement
approaches and systems for setting reimbursement tariffs, together with the sheer number of purchasing
or commissioning organisations within the NHS, can, make it very difficult for SMEs to find a route to
market. This should be reconsidered if the NHS is to be a good customer for the sector.
Despite these caveats the interwoven nature of the NHS, academia, and industry provide a unique
strength of the UK and should be strongly supported through flexible and agile funding.
Responsibility and accountability?
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13. Who should take responsibility for the implementation of the Life Sciences Industrial Strategy and to
whom should they be accountable? What should the UK Government’s role be? What should the role of
the academic, charitable and business sectors be?
The establishment of UKRI provides an ideal vehicle for the delivery of the strategy by ensuring that the
Research Councils and Innovate UK respond to identified priorities and support NHS‐Industry‐academic
collaborations in an agile manner. It will be important to involve the whole of the UK and not just
England.
However accountability for the success of the Strategy should ultimately rest with Government, and
growth should be measured by the Government’s Annual Life Sciences Competitive Indicators.
Implementation will inevitably require cross‐sector and cross‐institutional working, and any organisation
receiving public funding within the Life Sciences remit should be accountable, through annual reviews,
for reporting on success against investment.

15. Does the Government have the right structures in place to support the life science sector? Is the
Office of Life Sciences effective? Should the Government appoint a dedicated Life Sciences Minister? If
so, should that Minister have UK‐wide or England‐only responsibilities?
We would support the reinstatement of a Life Sciences Minister with a UK‐wide remit. In order to derive
maximum benefit from the digital revolution anonymised patient data from every interaction within the
NHS needs to be captured and made available for research. Patient outcomes are demonstrably better in
research active environments, patients are keen to become involved in trials and rapid progress is
required to allay concerns if this unique opportunity is not to be lost. A clear and consistent way forward
for access to anonymised patient data for research, in the context of the recommendations of the
National Data Guardian, is probably the single most important recommendation this Committee could
make.
Brexit
16. What impact will Brexit have on the Life Sciences sector? Will the strategy help the sector to mitigate
the risks and take advantage of the opportunities of Brexit?
Scientific collaboration across borders and the free movement of people has been hugely beneficial to
the Life Sciences Sector in the UK and the current situation poses a grave threat.
17. How should the regulatory framework be changed or improved after Brexit to support the sector?
For access to global markets the UK needs to continue to remain aligned with the EU
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RANT VIKKI (RM1) Norfolk and Norwich University Hospital
From:
Sent:
To:
Subject:

DAVIES MARK (RM1) Norfolk and Norwich University Hospital
14 September 2017 13:51
NNUH Staff
Viewpoint- September

Dear Colleagues,
I am pleased to be writing to you in the September edition of Viewpoint where we look at CQC feedback and their
approach to visits, great improvements in our quality and safety performance, some very compelling patient stories
and an update on health and wellbeing.
CQC
I would like to share with you some of the feedback from the CQC report and some of my observations and thoughts
about the report and also reflections on how we may prepare for the next visit. The report was an interim one from
a visit that the CQC inspectors did over three days in April. Very soon the CQC is starting a new national inspection
regime and our estimate is that we may have a full CQC visit very soon – certainly before Christmas.
Firstly from the last report on the interim inspection – which was a small snapshot about how well they think we are
doing ‐ there are a few key things to note that came out of that report. The Maternity Department is to be
congratulated – they have worked very hard and made a lot of improvements and when the CQC inspectors were
here, the Maternity team quite rightly made a point of sharing with the CQC all the improvements they had
achieved and how proud they are of their work. We can learn from this and all think about the way we share
information with the CQC inspectors. I congratulate them for what they have achieved in improvements made, and
also the way they communicated this with the CQC. An area where this department was considered ‘good’ by the
CQC was in the well‐led domain. In order to give this rating the CQC observed that: ‐
•
There was strong leadership evident
•
There was a clear vision (plan) for the department
Staff were appreciative of changes made and could explain these changes
•
•
There was good oversight of risks
•
There was a no blame culture
•
There was an active maternity service liaison committee
•
There was a strong drive for improvement
So congratulations to the Maternity Department. However during my many visits around wards and departments
across the hospital I observe the same things happening in these wards and departments as the CQC have
described in the Maternity Department – so for me, it is not only about doing the right things and continually
improving services but also explaining what you are doing to the CQC inspectors.
Must Do’s
We need to look at the ‘Must Do’s’ that the CQC requires us to do. This is about compliance, similar for example, to
the requirement on us all to wear seatbelts when sat in the front of a car, or when on a ward being bare below the
elbow. Our ‘Must Do’s’ from the CQC are that:
•
Medication must be stored safely (locked in the cupboards) and fridges have temperature checks
•
We must check ward resuscitation equipment on a regular basis
•
We must store patient records securely
We must comply with mandatory training requirements (90%)
•
They are things we have to do, let's just make sure we get them done.
Looking to the future the more likely style of inspection is a small number of inspectors visiting various areas (unless
it is a whole hospital visit) and in addition they will also do what they call a ‘well‐led’ review which will look at the
1
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whole organisation from bottom to top and top to bottom. This is about every person who works here who has a
supervisory role at any level in any area as well as senior managers.
This is a very good hospital and I meet many staff around our hospitals who tell me how proud you are of your
teams, your departments and all the amazing work you are doing. What we need to be better at is sharing that with
the CQC ‐ how proud we are of this hospital and its great staff, because I believe that in reality this hospital, in CQC
terms, is ‘Good’ and we are on our journey on the way to becoming ‘Outstanding’. Of course there are
improvements that we want to make and many of our challenges that we are trying to overcome are the same in
most Trusts in the country. For example, staffing is a challenge for many Trusts, and here we have made
improvements and increased our number of staff by 500 people in the last two years. Of course we are becoming
increasingly busy and the acuity of our patients is also increasing – but staffing is an area that we are always working
on. I know that it is a big pressure here and everywhere else in the NHS.
Take Pride
During a CQC visit something to be aware of is use of different language and jargon. So if an inspector is asking you
about the strategy for your ward or area what they mean really is ‘what’s the plan?’ which is much more
straightforward and of course you know the plan for your ward, area or Division and how your department is dealing
with issues such as short‐staffing. And show them your department’s good work and how proud you are of your
work and your colleagues – it’s a really good opportunity to take pride in our teams and work and that we have
plans for dealing with our challenges.
Overall our own assessment as a Trust now is that we provide a good service, and in the last two years have made
good progress on our journey of improvement. We know what our challenges are and we have plans in place to try
to address them. The CQC is likely to visit here in the next month or two and we have a lot of positive progress and
great work being done here that we all can share with them.
Quality and Safety Improvements
We are making significant improvements in quality and safety for our patients. For example we are working really
hard on 100% compliance with the WHO checklist – we look at this data for each consultant at the Management
Board every two weeks. Our emergency admissions have decreased from around 32% to 25%. We have halved the
amount of cancelled operations in the last year. We have significantly reduced C. difficile cases, as you can see from
the following graph:

In addition the number of stranded patients – those who have been in hospital for 14 days or more – has decreased
dramatically. This helps patient flow in the hospital enormously and helps many elderly people to go home when
appropriate, who otherwise would be become more unwell if kept in hospital.
This is all compelling evidence which shows what an amazing job you are doing day in, day out.
Other evidence includes the excellent patient feedback we receive every month through letters and also through
our patient surveys of which more than 3000 are carried out every month. In fact I recently received a personally
signed letter from the Secretary of State for Health congratulating us on our patient feedback scores which are
usually at 97% and often higher!
2

31

Patient Stories
I have also received a letter recently congratulating the Stroke Unit for the care of the person’s Mum – this is
particularly of note as the author of the letter is a GP and a CCG chairman in another county – and they found the
care exemplary on Dunston and Heydon and that their relative was treated with great care and respect and involved
in all of the decision‐making. The letter ended by saying that “The people of Norfolk are fortunate to have such
great clinicians in their midst.”
Another letter, this time from a patient who was referred here with suspected bladder cancer remarks on how
caring and supportive the staff were and how incredibly efficient his journey with us was which was having two
surgery appointments, a cystoscopy and an ultrasound where he was reassured that there was nothing to worry
about, all within 11 days “..please could you convey my sincere and genuine thanks to those involved. Their
professionalism and efficiency couldn’t be faulted, even more so as I do not have influence through wealth,
occupation or birth privilege. I am just an ordinary pensioner.” I must say that it was lovely and very moving to
receive this letter.
You can see the excellent presentation given by Hilary Winch, our head of Health and Wellbeing about some of the
great health and wellbeing initiatives at the Trust here . The team covers a huge range of initiatives and support for
staff I was delighted to see the presentation to the audience at Viewpoint.
I look forward to seeing you at the next Viewpoint event at 1pm on Wednesday 3rd October.
Best Wishes,
Mark Davies
Chief Executive

3
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REPORT TO THE COUNCIL OF GOVERNORS
Date
Title

12th October 2017
Membership Activities and Analysis

Author(s) & Exec Lead
Purpose

Janice Bradfield, Membership Manager
For Discussion

A summary of the Governor and member activities, plus an analysis of the Trust’s Membership.

Recommendations:
The Council is recommended to:
 note the activities taking place for both Governors and members;
 comment on the Membership analysis.
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1. Membership and Governor Activities
Governors are expected to represent to the Trust the views of the Trust’s Members and to
communicate to the Members that they have done so. This paper details activities undertaken in
the Trust which contribute towards achieving these aims.
A flavour of our recent activities is set out below:
 Carol Edwards is chairing the fundraising committee for the Cromer & District Hospital
expansion.
 A number of governors are reviewing patient information as part of a patient panel.
 Five Governors helped to judge the staff awards and will be attending the event on 20 th
October.
 A number of governors have attended the recent ward reopening events after the wards have
been refurbished.
 A number of Governors attended the AGM on 25th September.
 Four Governors attended the STP stakeholder event.
1.1 Governors
The Chairman and Chief Executive held an open meeting with governors on 8th September. The next
Q&A session is:
29 November
All meetings being held in the boardroom from 10am to 12pm.
1.2 Events for members
The Christmas Fayre takes place on Thursday 7th December.
1.3 Dates for Council of Governors 2018
All meetings are held in the Boardroom, level 4, west outpatients at the Norfolk and Norwich
University Hospital:
 24 January 10-12
 25 April 10-12
 18 July 10-12
 24 October 10-12
1.4 Viewpoint dates
Chief Executive Mark Davies holds a monthly briefing for staff to talk about the latest developments
and give employees the opportunity to ask questions. Governors are welcome to come along to the
sessions if they wish. The meetings at the N&N are held at 1pm in the Benjamin Gooch Lecture
Theatre and the next session is on 28th November.
1.5 Trust Board meetings (start at 9am in the Board Room)
 24th November 2017
1.6
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Updates sent to governors
Details of the upcoming Governor election
Viewpoint in September
Deputy Lead Governor briefing – 14th September
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1.7

















Press releases sent to Governors since last CoG meeting:
Hospital Media and Communications Team wins two Gold awards
New assessment service at NNUH to enhance care for older patients in Norfolk
Youth football league boost for Oesophago-Gastric Cancer department
Patients needed to support doctors of the future at NNUH
NNUH receives recognition for fantastic Friends and Family Test rate
NNUH Chief Executive marks the start of Organ Donation Week
NNUH announces shortlist for hospital fundraising awards
nnual bike ride raises £3500 for hospital charity
National accreditation for NNUH specialist endometriosis service
NNUH opens new baby clinic for newborns
NNUH Oesophago-gastric Cancer Unit named as one of the best in UK in recent national audit
NNUH paving the way in tackling UK’s leading cause of blindness
Patient participation in research tops 4,000 at NNUH
Top prize awarded to NNUH Doctor in Training for quality improvement project
Two wards officially reopened as part of refurbishment programme at NNUH
Prestigious international certification for NNUH ovarian cancer services

1.9 Recruitment campaign
We have just completed a recruitment campaign prior to the Governor election to boost our
membership by 2,000 new members. We are in the process of adding the new members to the
membership database so they are not currently showing in our membership breakdown shown
overleaf.
1.10 Elections
A number of Governors have reached the end of their three-year term, meaning we have 14
Governor vacancies in this election.
We have carried out a mailing to advise all members that the election is underway and have kept
Governors informed.
There are four staff Governor posts in the election: medical (Neil Burgess), nursing and midwifery
(Sheila Ginty), admin and clerical (Vikki Worman), and clinical support (Ed Aldus).
Ten public Governor posts are part of the election.
 Two vacant posts: Broadland where David Ellis stepped down and King’s Lynn and West Norfolk
which has been vacant for several months.
 The other vacancies are where governors have reached the end of their three-year term:
Broadland (Brian Cushion), Breckland (John Labouchere), Norwich (Paul Postle), Gt Yarmouth
and Waveney (Ines Grote), North Norfolk (Carol Edwards, Keith Jarvis), South Norfolk (Jane
Scarfe, Nick Brighouse).
Election Timetable
 12th October – nominations open
 Apply online at: https://pre.ukevote.uk/nnuh or call UK Engage on: 0345 209 3770
 30th October – nominations close
 14th November – ballot papers posted
 8th December – results available
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1.11 Membership analysis
The Trust has an obligation to ensure that its Membership is representative of the population served
by the Trust. The Trust has a Membership Strategy which has previously been reviewed by the
Council. This sets out our objective to maintain our membership with a minimum level of 15,000
public members.
Breakdown by geography
The Trust’s Membership is divided into constituencies which are consistent with local authority
boundaries. Our current Public Membership numbers are as follows:
Constituency
Breckland
Broadland
Great Yarmouth and Waveney
King's Lynn and West Norfolk
North Norfolk
Norwich
South Norfolk
Rest of England
Total

Number of members
2,317
3,103
874
396
2,727
3,161
3,055
387
16, 020

The breakdown below shows the number of Members in each constituency, compared to the local
population (Census data). As previously discussed, and as may be expected, our membership is
proportionately low in the constituencies to the east and west of the County, where there is an
alternative local foundation trust membership available.

4
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Breakdown by demography
The table below shows a breakdown of our public membership is under-represented compared to
the local population is in the younger age groups and amongst ethnic minority groups.
Age
17-21
22+
Unknown
Age bands
22-29
30-39
40-49
50-59
60-74
75+
Gender
Male
Female

Total 16,202
12
13,716
2,292

% of population
7.5%
76.2%

% membership
48.3%
51.7%

% of population
49.1%
50.9%

674
952
1,675
1,973
4,346
4,096
Total 16,202
7,611
8,409

Ethnicity
Asian
Black
Mixed
White other
Not specified
White
Monitor classifications for
socio-economic group
AB
C1
C2
DE

5

% membership
0.2%
95.1%

16,202
105
35
70
176
6,884
8,926

4,434
4,531
3,536
3,490

%
membership

%
population

0.7%
0.3%
0.4%
1.07%

1.4%
0.5%
1.1%
3.29%

62%

96.7%

27.9%
28.3%
22.2%
21.6%
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REPORT TO THE COUNCIL OF GOVERNORS
Date
12 October 2017
Title
Science Strategies, local and national
Author(s) & Exec Lead
John Paul Garside, Board Secretary
Purpose
For Discussion
1 Background/Context
The Council is well aware of the partnership of the Trust, UEA and Quadram Institute Bioscience (QIB) in creating
the Quadram Institute. Construction of the building is on track for occupation in July 2018. In the meantime
significant work is underway in developing joint ways of working in this new venture so as to maximise its
potential to become a world-leading clinical and research facility.
2 Key Issues
One of the enabling elements supporting development of the institute is its Science Strategy. The draft Strategy
(attached) is based around four themes, namely:
Theme 1 - Food Innovation & Health
Theme 2 – Gut microbes and Health
Theme 3 – Food Safety
Theme 4 – Population Health
From those titles alone, the key role that the Hospital and its healthcare professional experts can and should
play in progressing that strategy will be evident. We are already in discussion with QIB about establishing the
first joint appointments, especially in the field of microbiology.
At the national level, the Life Sciences Strategy has been published, as referenced in the CEO report. Its
significance is such that, at risk of over-labouring the point, below is an extract from an Opinion piece in the
Telegraph newspaper written by Niall Dickson, Chief Executive of the NHS Confederation.
“Life sciences, the development of cutting-edge medical innovations in exciting areas like biotech and
genomics, is one of the most successful sectors of the UK economy. The industry generates around £66
billion each year, is twice as productive as America’s equivalent and three times more productive than
Germany’s. But we can do better still, and the NHS can play a vital role in driving Britain’s future prosperity
in this area.
With the aim of making “the UK the best place in the world to invest in life sciences”, the launch of
Government’s Industrial Strategy Green Paper in January was welcomed by many but the links between it
and the health sector were, at best, implicit. Today, geneticist Sir John Bell publishes the Government’s
specific strategy for life sciences. If this is to fulfil its potential, the NHS must be supported, encouraged and
resourced to play its part.
A successful life sciences strategy can help us speed up the availability of new treatments, centralise and
share knowledge and specialisms, better integrate trials, and address the key clinical research challenges.
The real beneficiaries will be patients and taxpayers – creating a lasting partnership will help our citizens get
better and get better off.”
3. Next Steps
The Trust’s research strategy is in development informed by both national and local science strategies.
Recommendations:
The Council is recommended to note the development of science strategy both nationally and locally – which
will inform the Trust’s developing Research Strategy, for discussion at a future meeting of the Council

Our Values: People-focused Respect Integrity Dedication Excellence
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SCIENCE
STRATEGY
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Clinical
Research
Facility

Regional
Endoscopy
Centre

Food is central to human existence
but the world is facing an epidemic
of food-related health conditions
that have a huge impact on society
and the economy. While lifespan is
increasing, healthspan is not and
we need to address the burden of
non-communicable diet-associated
diseases, the impact of pathogens in
the food chain and malnutrition.
The Quadram Institute seeks to address
these major challenges by conducting
world-class research into the impact of
food on health. The Quadram Institute
will deliver interdisciplinary excellence
across the areas of clinical practice,
clinical research and food and health
science. It is the first international
centre of research and clinical
excellence of its kind working in the
area of food and health.
The Quadram Institute brings together
fundamental and translational science
with a clinical research facility for
human trials and one of the largest
gastrointestinal endoscopy units in
Europe. The unique co-location of these
three elements in the same building will

synergise interactions between basic
and clinical research to deliver a stepchange in the understanding of the role
of food in health and microbiology in
food safety.
Situated on the Norwich Research
Park, the Quadram Institute will be
at the centre of a cluster of academic
resources including:
the John Innes Centre (JIC) and
The Sainsbury Laboratory (TSL)
the Earlham Institute (EI)
the University of East Anglia (UEA)
the Norfolk and Norwich University
Hospital (NNUH)
The partnerships and interaction
arising from this co-location will
generate a powerhouse for research and
innovation across the plant-microbefood-health spectrum delivering
both fundamental and translational
science in collaboration with food,
pharmaceutical and related industries.

42

Our Vision
The Quadram Institute will create new interfaces between food science, gut
biology, human health and disease, capitalising on the world-class bioscience
cluster based at the Norwich Research Park.
Scientists working with clinicians will work closely with major national and
international funding bodies and charities, collaborators and investors to
ensure translation of our fundamental science to benefit patients, consumers
and wider society.
The mission of the Quadram Institute is to understand how food and the gut
microbiota are linked to the promotion of health and the prevention of disease,
with an emphasis on diet- and age-associated diseases.
We will use this knowledge to develop evidence-based strategies to
maximise positive impacts of food on health, from early life to the extension
of a healthy lifespan in old age, and reduce the economic and societal costs of
chronic diseases.

The Quadram Institute
- an interdisciplinary institute to
maximise the unique cluster of
academic excellence and clinical
expertise at the Norwich Research
Park, working alongside the food
and pharmaceutical industries
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The challenges we’re tackling
The world is facing an epidemic of foodrelated health conditions. We need
to address non-communicable dietassociated diseases and malnutrition.
Foodborne pathogens are responsible
for much disease in humans and animals
and increase the spread of antimicrobial
resistance.
Collectively, food-related illnesses
are a worldwide problem, causing
over 350 million deaths each year
Chronic, diet-related disease costs
the UK £5.1 billion per annum in
direct health costs and is estimated
to cost the wider economy around
£16 billion every year
The economic impact is predicted
to rise to £50 billion by 2050 if no
action is taken

FOODBORNE DISEASE AFFECTS

600 MILLION
PEOPLE GLOBALLY EACH YEAR,

CAUSING OVER

400,000
DEATHS

If we don’t tackle the problem of
antimicrobial resistance it will
cause...

1 DEATH

EVERY

3 SECONDS

BY 2050
Gut microbes are becoming a signiﬁcant
area of medicine and health, although
their full role is not yet understood. The
microbes that colonise our digestive
systems create an ecosystem that helps
to promote healthy functioning of the
whole body, and when this ecosystem is
disrupted, the resulting “dysbiosis” may
initiate and accelerate disease. We do
not yet understand the full extent of the
connections between gut health and a
host of diseases that are linked to ageing,
including cancer, cardiovascular disease,
arthritis and dementia. We are living
longer in developed countries but the
majority do not live longer well, which will
– left unchecked - put huge pressure on
our healthcare systems.
There is an urgent need to understand the
connections between food, gut microbiota
and the health of populations.
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Theme 1

Food
Innovation
and Health

CASE STUDY
A $1million Challenge Award from the Prostate Cancer Foundation has allowed us to study the
protective effects of consuming glucosinolate-containing vegetables against prostate cancer, in
collaboration with the University of East Anglia and the Norfolk and Norwich University Hospital. This
builds upon many years of research on the biological activity of naturally occurring sulphur-containing
compounds found in vegetables, leading to the development of innovative new products.
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Food Innovation and Health
How can we enhance the quality of food to promote lifelong health?
The theme brings together a multidisciplinary team of scientists and clinicians that collectively seek to
understand the mechanistic basis of how food can modulate digestive and metabolic processes to maintain
and promote health and healthy ageing. An important part of this research theme is undertaking human
intervention studies and clinical trials with both healthy people and hospital patients, and to exploit advances
in human genomics to understand how individuals respond to specific foods and diets. Our focus is on
promoting health and preventing and ameliorating the effects of age- and diet-related chronic disease,
including gut inflammatory syndromes, cardiovascular disease, cancer and cognitive decline. New knowledge
will be gained that will enable the design and development of innovative foods and products to promote health.

Research priorities
Harnessing the advances in plant and crop
genomics to develop new crop cultivars with
enhanced quality traits for human nutrition.
We seek to work with UK and international
partners to exploit the major advances in
crop genomics to develop novel cultivars with
enhanced nutritional qualities for human
health. A major interest is to understand how
to manipulate carbohydrate quality in wheat
and other major crops and develop new
cultivars with high levels of resistant starch. A
further emphasis is the development of new
genotypes of fruits and vegetables that have
modified levels of bioactive compounds that
may underpin the health promoting effects of
these dietary components.
Food structure and digestion.
The chemical composition and physical
structures of foods determine the rate of
digestion and passage through the digestive
tract, and the absorption of nutrients within
the small and large intestine. This in turn
affects the release of gut-derived
signalling compounds that are important
in determining satiety. We seek to develop
experimental foods to understand the
factors that influence digestive processes
and gut-brain signalling.

The interplay between food and
gut microbiota.
The role of the gut microbiota in modulating
health is increasingly realised, and is a
major part of the Quadram Institute’s science
strategy, as further described in Theme 2.
We seek to elucidate on the interplay between
food and the gut microbiota from two
perspectives: firstly, how food can modify
the gut microbiota, and, secondly, how the gut
microbiota can modify and metabolise foods
leading to microbial products that are bioactive
either within the gut lumen or following
absorption.
Food bioactives as metabolic modulators.
Many observational studies continue to
support the role of small specialised plant
metabolites in the maintenance and promotion
of health. However, there remains a lack of
understanding of the underlying mechanisms
of how a relatively low, yet highly variable
intake of a range of these metabolites
can affect physiological processes. We seek
to understand at a biomolecular level how
these plant-derived metabolites cell signalling
and physiological processes that may impact
on health and contribute to the prevention of
cardiovascular disease, cancer and other
chronic conditions.

WHAT NEXT
Overconsumption of easily digested carbohydrates is linked to obesity. Using wheat, the most widely
grown cereal crop, we will identify the wheat starch genes associated with starch structure and
digestibility. We will use this information to design new wheats with resistant and slowly digested
starch that can support the development of innovative foods to reduce the impact of obesity-related
diseases such as diabetes.
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Theme 2

Gut Microbes
and Health

CASE STUDY
A success rate of 92% was achieved using Faecal Microbiota Therapy (FMT) as a new treatment for
patients with recurrent Clostridium difficile infection. FMT uses microbiota from healthy donors to restore
a healthy balance of gut bacteria that can inhibit the development of C. difficile in affected patients. This
offers, for the first time, the potential for a realistic cure for this intractable pathogen with opportunities to
extend its use to treatments for ulcerative colitis.
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Gut Microbes and Health
What is a healthy gut, and how is health modulated by our resident gut microbes?
There is a growing realisation that our resident gut microbial community contributes to our health, but
relatively little understanding of how this occurs. We seek to understand the functioning of our intestinal
microbiome in order to promote and restore health across the life course. This knowledge will help define a
healthy gut and abnormalities from this healthy state, allowing more targeted, timely and effective individual
interventions to promote, preserve and restore health. We adopt an interdisciplinary approach, working
from the cell up to the whole human body, to define pathways of microbe-host crosstalk and mechanisms of
immune-mediated microbial tolerance – across the whole life course.

Research priorities
How is host-microbe mutualism established?
Early in life, the gut becomes colonised
with microbes that remain with us for our
entire lifespan. The establishment of a gut
microbial population in the first months and
years of life is critical to lifelong health. In
later life the gut microbe ecosystem may break
down impacting chronic illness. We aim to
define integrated pathways of microbe-host
cell crosstalk and mechanisms of microbial
tolerance at key stages during the life course,
particularly in the young when it is first
established, and in the elderly when it may be
in functional decline.
How the microbiome influences host
physiology, systemic health and the
Central Nervous System..
We aim to determine how enteric microbes
influence signalling pathways within the
enteric endocrine system and the liver
to influence metabolic homeostasis, and the
conditions under which these interactions
result in altered metabolism. These studies
are enabled by novel organ-based culture
systems in addition to pre-clinical in vivo
model systems incorporating ‘omics
technologies and systems biology, and human
studies. We seek to elucidate the microbial
cues capable of driving hunger and satiety
responses that influence metabolic health.

How to change gut microbes to
improve health.
While many people establish a gut microbiota
early in life that will contribute to lifelong
health, our changing lifestyles, environment
and ageing may lead to our resident gut
microbiota community becoming sub-optimal
for good health. Moreover, through reasons we
do not understand, major microbial dysbiosis
may occur leading to severe chronic illness.
We seek to develop biomarkers to identify
early signs of a sub-optimal or dysfunctional
gut microbiota, and approaches to restore a
healthy functioning gut microbiota community.
This may be through prebiotic and probiotic
food and other therapeutic approaches or, in
severe cases of dysbiosis, through entire gut
microbiota transplantation. As part of
these research activities we seek to explore
the gut virome, which may enable new
therapeutic interventions for bacterial
dysbiosis such as phage therapy.

WHAT NEXT
Evidence shows that changes in the microbiome are influential beyond the gastrointestinal tract,
impacting other organ systems including the brain. We will unpick the complicated interactions between
the microbiome (including the understudied virome) and the cells lining the gut, the immune system,
and the host genome to elucidate links between the microbiome and illnesses such as dementia and
ME (Chronic Fatigue Syndrome), thus underpinning the development of new therapies.

49

Theme 3

Microbes in the
Food Chain:
Food Safety
CASE STUDY
Using whole-genome sequencing we have demonstrated that Salmonella evolves much
faster than previously anticipated. Adaptations included the acquisition of genes for toxin
production and resistance to heavy metals, providing the pathogen with a competitive advantage
over other bacteria. Understanding the remarkable evolutionary speed and diversity of adaptations
has provided the essential trait-based information necessary to better combat these rapidly adapting
strains, and reduce the impact of foodborne illness.
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Microbes in the Food Chain: Food Safety
How can we reduce microbial pathogens in the food chain, and prevent the emergence
of antimicrobial resistance?
Foodborne infection has major impacts on human health and wealth nationally and globally. The ecology
of microbes and the lifestyles they adopt are of crucial relevance to animal health and welfare, food
production, food safety and the emergence of pathogens with new resistance and virulence phenotypes. In
this theme we seek to deliver an enhanced understanding of the ecology, evolution and survival strategies
of pathogens in the food chain, including the drivers of antimicrobial resistance, to improve human and
animal health and productivity.

Research priorities
To understand the evolution, emergence and
spread of foodborne pathogens.
We will document the national and global
genomic epidemiology of key foodborne
and animal pathogens, including Salmonella;
Escherichia coli; Campylobacter; Listeria;
Brachyspira; and Clostridium botulinum.
This will incorporate isolates from a range of
different contexts, including farm animals, the
farm environment and food and water destined
for human consumption. This will be
contextualised through comparisons with
isolates from other settings (e.g. humans,
wild animals, plants, rivers, soil). We will also
drive forward the development of novel
approaches to sequencing to improve the
speed, cost and ease of use of microbial
genome sequencing. We will explore the
genomic epidemiology of antimicrobial
resistance in cultured isolates. This will involve
investigating patterns of resistance genes to
identify selective pressures that drive
antimicrobial resistance (AMR) and developing
novel methods for linking sequences from
resistance elements and mobile genetic
elements to the host-cell chromosomes in
microbial metagenomes.

To understand the microbial ecology of the 		
human food chain.
We will investigate the gut microbiomes of
food animals and the microbial communities
that occur in animal feeds, in farm
environments (e.g. slurry) and in food
(e.g. in supermarket chickens). This will involve
using culture and sequence-based approaches
to document taxonomic diversity as well as
mathematical and systems-based approaches
to modelling microbial functions and
interactions.. These efforts will include
bioprospecting for potentially useful enzymes,
probiotic strains and novel ecological
approaches to the control of foodborne
pathogens (e.g. bacteriophages, predatory
microbes).

WHAT NEXT
The global burden of foodborne illness is massive, causing an estimated 420,000 deaths and 600
million cases of illness each year. We will use state of the art microbial genomics, metagenomics,
bioinformatics and synthetic biology to understand how microbes evolve, spread, survive and compete
in the food chain and to develop novel interventions that reduce the risk of illness and the spread of
antimicrobial resistance.
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Theme 4

Population
Health

CASE STUDY
The Baby Associated MicroBiota of the Intestine (BAMBI) study is examining the microbiota of preterm
infants and characterising how its development is modulated by factors such as antibiotic use and
probiotic supplementation. Working with the NNUH, researchers are following babies in their early
years to understand the links between microbiota development and future health, which will inform
future strategies for optimising the health of preterm infants.
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Population Health
What is a healthy gut, and how is health modulated by our resident gut microbes?
The translation of our research on food, gut microbes and human biology will help enhance the overall health
of the population, reducing the burden of healthcare costs in the UK and internationally.
Technological advances have seen the costs and ease of genome sequencing and associated approaches
becoming reduced to such an extent that they can be readily applied on a population basis, such as the
Genomics England 100,000 Genome Project. In this theme we seek to integrate our experimental research
programme with public health, population biology and health economic approaches to understand how the
research output of the Quadram Institute can have a significant effect on the health of our nation – and that
of other nations. Moreover, dietary advice remains largely a ‘one size fits all’ approach, but as medicine
becomes more personalised, with individual therapies tailored to an individual’s genotypes, we ask the
question as to what extent can we refine dietary advice, for different population groups.

Food, Microbes and
Public Health
Applying our knowledge of food and gut microbiology
to enhance the health of the UK population, to reduce
hospital admissions and length of stay, and reduce
the growing burden of healthcare costs
The Norfolk population is relatively settled and ageing.
We seek to gain a greater understanding
of its demographics, lifestyle
variations, genetic diversity, and
variation in gut microbial
populations. This will be
both through integrating
existing data held by
different organisations
and acquiring new data on
biological variation
Applying our expertise
to help tackle the
global epidemic of
non-communicable
disease
We live in a global community in which
changing lifestyles and increasing
economic prosperity are resulting in rapid increases in
non-communicable diseases. The research we are
undertaking with Quadram Institute on food, gut
microbes and health has importance and
relevance to low and middle income countries,
as well as to the UK
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Research priorities
Bringing - ‘omics and Big Data to population
health: the unique advantage of the Norfolk
population for longitudinal studies of gut
health.
Never has there been such a unique
opportunity to capture Big Data to further
inform our understanding and knowledge of
both population health and personalised
medicine. With the ability to routinely perform
whole genome sequencing and transcriptomics
on an individual patient’s tissues and their gut
microbiota, scientists and clinicians are now
able to develop a greater understanding of how
a person’s unique transcriptome, physiology
and microbiome can generate or be altered
by disease.
In order for this powerful technology to realise
its full potential it is vital that this data is
joined up with detailed clinical informatics.
Detailed health records (concurrent diagnoses;
physical characteristics; medication; blood
results and medical imaging) will supplement
the ‘omics approach. These Big Data sets will
be fundamental in helping understand
population health and disease in the future and
delivering a personalised medicine approach.
With a strong partnership between
Primary Care, Secondary Care and the Norwich
Research Park the potential to configure a
unique IT solution for population health will be
developed that will align NHS data with
‘omics data for population health prediction
and monitoring.
East Anglia is ideally positioned to study
population health through Big Data with its
stable population dynamic and high
representation of the diseases that affect
population health (cardiovascular disease,
stroke, mental health, cancer, metabolic
disease and liver disease).

Whilst generating large ‘omics datasets for
individual and common diseases, this unique
scientific study, of which the Quadram Institute
will be the hub, will go much further. It will
inform us how through cloud technology and
machine learning we can learn about
population health including both predictions
and trends. It will link with health planning
(e.g, the NHS Sustainability and Transformation
Partnerships) to evolve strategies for
personalised and population health.
The Big Data collected will be unique and will
provide a bi-directional approach. Taking
advantage of Norfolk’s unique age structure we
will be able to capture a large demographic
over the age of 70 that have already declared
the “lifetime health record.” This will allow us
to investigate how their genome, microbiome
and metabolome relate to the development of
disease over the lifetime of an individual.
In addition, we will be able to determine what
changes occur in a prospective manner, and
how the genome and microbiome can better
predict the future health of the individual. This
will inform the health economics of the UK
and be vital for monitoring trends in health that
can drive global social and health policy.
This large scale longitudinal bioinformatics/
patient data study will be a unique scientific
resource for the UK and beyond and begin to
establish how Big Data can be used and stored
by the NHS, academic partners and industry
to achieve the essential goal of extended health
throughout the life course.

WHAT NEXT
Unique longitudinal studies will provide the necessary genomic data from both patients and their
microbiota, to build an understanding of both individual and population health. Coupled with clinical
information and health records we will unlock the secrets of population health and disease over
people’s lifetimes, enabling personal predictions of future health and delivery of personalised
therapies that extend lifelong health nationally and internationally.
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FOOD DATABANKS
The Quadram Institute hosts the Food
Databanks National Capability. This provides
information on food composition from sources across the
world and is important in interfacing with the public, the
food industry and regulators. Food composition data and the
value added by our expertise are essential for high quality
academic food and public health research into the links between
diet and health, that support the aim to encourage people to eat a
healthy, sustainable diet.
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08/17
If you are interested in working at the
Quadram Institute please email
recruitment@quadram.ac.uk
All commercial enquiries should be sent to
business@quadram.ac.uk
For all other information or queries please
email info@quadram.ac.uk

quadram.ac.uk
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MEETING OF THE COUNCIL OF GOVERNORS IN PUBLIC
24 JANUARY 2018
A meeting of the Council of Governors in public will take place at 10am on 24 January 2018 in the
Boardroom at the Norfolk and Norwich University Hospital

AGENDA
Item

Lead
Director

Purpose

Page No

Information

Presentation

1

Apologies and Declarations of Interest

2

Volunteering at NNUH

3

Minutes of the meeting held in public on 12.10.17

4

Matters arising

5

Chief Executive’s Report

CEO

Information

6

Integrated Performance Report

Execs

Information

7

Membership Analysis and Update

JB

Information

8

Focus on Workforce Strategy

JO

Discussion

9

Charitable Fundraising Update

EM

Approval
Discussion

10 Advance Notice Questions
11 Agenda for next meeting

JPG

Information

12 Any other business
Date and Time of next meeting in public
The next Council of Governors meeting in public will be at 10am on 25 April 2018 in the Boardroom
of the Norfolk and Norwich University Hospital

Distribution: Council of Governors, Board of Directors and Trust website
Contact details: Janice Bradfield, Membership Manager, Norfolk and Norwich University Hospitals
NHS Foundation Trust, tel 01603 287 634, e-mail membership@nnuh.nhs.uk

Our Values: People-focused Respect Integrity Dedication Excellence
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