
 

 

 

 

 

 
Tameside and Glossop Integrated Care NHS Foundation Trust 

 
A meeting of the Board of Directors will be held on 

Wednesday, 23rd May 2019 at 9.30am 
in the Board Room, Silver Springs House, Tameside General Hospital. 

 
Steve Parsons, FCIS 

Secretary 
 

Please note that the meeting is on Wednesday, not Thursday 

 
AGENDA 

 

  Lead   

1 Apologies for absence JMc 9.30am Verbal 

2 Declarations of Interest All Verbal 

3 Patient Story PW Presentation 

4 Minutes of public meetings SIP  

a. 28th March, 2019 Enclosed 

5 Matters Arising from the minutes   

a. Action Log SIP Enclosed 

6 Chair's report JMc 9.40am Enclosed 

7 Chief Executive's Report KJ Enclosed 

Strategy 

8 Outcomes report- Corporate Objectives 2018-2019 KJ 10 am Enclosed 

Performance and Workforce 

9 Integrated Performance Report Execs 10.15am Enclosed  

10 Safe Staffing PW Enclosed 

11 Report from the Workforce Committee, May  2019 PN To follow 

12 Significant Risk Report KJ  Enclosed 

13 Reports from the Quality and Governance Committee MT   

a. April 2018  Enclosed 

b. May 2019  Enclosed 
 



 

 

 

 

 

  Lead   

Finance  

14 Finance Report, month 1 (April 2019) SS 11am Enclosed 

15 Reports from the Finance Committee SB   

a. April 2019 Enclosed 

b. May 2019 To Follow 

Governance 

16 Annual Review- Compliance with the NHS Improvement 
Licence conditions 

SIP 11.15am Enclosed 

17 Periodic Learning from Deaths report, Q4 (January to 
March 2019) 

BR  Enclosed 

18 Staff Survey 2018- Results and Action Plan AB  Enclosed 

19 Guardian of Safe Working Hours periodic report AB  Enclosed 

20 Freedom to Speak Up  Guardian periodic report P Gordon 11.45am Enclosed 

21 Use of the Trust Seal (January to March 2019) SIP  Enclosed 

22 Motion for private session (s31.1 of the Trust Constitution) 
The Chairman to move, That members of the public be excluded from the remainder of the 
meeting, owing to the confidential nature of the business to be transacted; which is related to 
individuals and the commercial affairs of the Trust. 

 
Future public meetings of the Board are scheduled for- 
 

Thursday, 25th July 2019 
Thursday, 26th September 2019 
Thursday, 28th November 2019 
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Tameside and Glossop Integrated Care NHS Foundation Trust 
 

Minutes of a meeting of the Board of Directors held on Thursday, 28th March 2019 at 9.30am in the 
Board Room, Silver Springs House, Tameside General Hospital. 
 

Present Jane McCall In the Chair 

 Sallie Bridgen  

 Trish Cavanagh  

 Anne Dray  

 Cathy Elliott  

 Karen James  

 Peter Noble  

 Brendan Ryan  

 Sam Simpson  

 Martyn Taylor  

 Peter Weller  

   

In attendance Amanda Bromley Director of Human Resources 

 Steve Parsons Trust Secretary 

   

 3 members of the public were in attendance 

 

25/2019 Welcome and apologies 

 The Chair welcomed colleagues to the meeting, and particularly welcomed Governors 
who were observing. She reminded the Board that the period of pre-election sensitivity 
prior to the local elections in Tameside and High Peak had now started, and comments 
should be made with that in mind. 

 There were no apologies for absence. 

26/2019 Declarations of Interest 

 No Director declared an interest in the business expected to be considered at the 
public session. 

27/2019 Patient Story 

 Peter Weller presented a recorded patient story, which set out the views of the patient 
and then outlined some of the steps that had been taken as a result of the learning. 
Following the presentation, Mr Weller noted the key messages were that the patient 
had now been discharged to her daughter’s house pending the adjustment of her own 
home; Active Tameside continued to be involved, and work was being undertaken in 
the Stamford Unit to implement the learning. He also noted that the patient had 
identified being on a multi-bedded bay as preferable as it enabled social interaction, 
which had been more difficult in the single-person rooms in the Unit. 

 Jane McCall welcomed the presentation, and the actions that had been taken as a 
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result of the learning. Sallie Bridgen noted that the story spoke to the importance of 
social prescribing, and the steps that the Trust was taking to prevent re-admission 
through better discharge support arrangements in the community. Trish Cavanagh 
advised the Board that the discharge team were now following up all patients 
discharged from the Stamford Unit, to ensure that they were receiving appropriate 
community support. Anne Dray welcomed that this story also indicated staff were 
taking the time to talk to patients, in order to provide a more ‘social’ setting. 

 The Board then noted the patient story, and the learning and actions taken as a result. 

30/2019 Minutes of the meeting held on 31st January, 2019 

 The minutes of the Board’s public session held on 31st January, 2019 were approved 
as an accurate record subject to the following corrections- 

 a. Minute 7/2019, fifth paragraph, second sentence should read [SB TO PROVIDE 
TEXT] 

b. Minute 21/2019, ‘suffering from’ should read ‘living with’. 

 Trish Cavanagh noted that, although the figure of 10 patients affected by influenza had 
been the one stated, further review had established the correct figure was actually 8. 

31/2019 Matters Arising from the minutes 

 The Board noted the updated action log, and the following points were raised- 

 a. Jane McCalll noted that the April Seminar session would include a discussion 
on the outputs from the review of Board and Committee effectiveness 
conducted by the Internal Audit service. 

b. Cathy Elliott confirmed that she and Trish Cavanagh were meeting to progress 
the ‘system map’ item, which was hoped to come back to the May meeting of 
the Board. 

c. Peter Noble enquired about when the Board update on digital was expected; 
Karen James confirmed that it was being planned for the April Seminar session. 

32/2019 Report from the Trust Chair 

 Jane McCall referred the Board to the circulated report, and noted the following points- 

 a. At its meeting in the previous week, the Council of Governors had approved the 
principle of having a Deputy Lead Governor; and had agreed both comments 
on quality during the year for the Quality Report process, and the ‘local 
indicator’ to be reviewed by external audit as part of that process. 

b. She had confirmed that Dr Jay Bevington would be attending the April Seminar 
session to discuss with Directors the arrangements and intentions of the Board 
Development programme that the Chair had put into place; this would include 
the purpose and outcomes, and be an opportunity for colleagues to get a better 
understanding. 

 Peter Noble welcomed the appointment of the Chair to the NHS Providers’ reference 
group on future relationships between NHS Improvement and NHS England; and 
enquired what the likely impacts of that integration were. Karen James commented that 
the impacts were not yet clear; Greater Manchester were seeking to influence how 
those relationships developed, as they would have significant impacts at a regional 
level. Jane McCall noted that NHS Providers were also seeking to positively influence 
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the development of that relationship. 

 The Board then noted the report from the Trust Chair. 

33/2019 Report of the Chief Executive 

 Karen James referred the Board to her circulated report, and noted the following key 
points- 

 a. Congratulations were offered by the Board to the Procurement team who had 
achieved Level 2 accreditation, one of 17 only across England 

b. The Trust remained up to date and compliant with the requests made in respect 
of preparations for the UK leaving the European Union. 

c. The Board’s attention was drawn to the new developments in digital, reflecting 
the priority of the Secretary of State. The introduction of NHS X was seen as a 
key to progression, and Greater Manchester was looking to engage positively 
with this. The Board’s attention was also drawn to the developing plans to 
phase out pagers and bleepers, although there could be a cost implication as a 
result. 

d. The national developments in promoting the mental health of staff would be 
taken to the Workforce Committee, in connection with the revision of the Trust’s 
Health and Well-being Strategy 

e. Greater Manchester work continued to progress, and attention was drawn to 
the development of workforce planning both regionally and in the context of the 
national 10-year plan 

f. The Trust was currently being inspected by the Care Quality Commission. This 
was a challenging time for colleagues, and the Board recorded their thanks for 
the effort being put into the process. 

g. The Board noted the various nominations for the Trust for the HSJ Innovation 
awards. 

h. The Board’s attention was drawn to the pilot changes to NHS Constitutional 
standards and targets that had been announced by NHS England. For 2019-
2020, the Trust would be ‘shadowing’ the monitoring of these were there was 
sufficient information on how the metric was constructed; but this would not be 
the case for all. It was anticipated that national changes would be introduced for 
2020-2021. 

i. The results of the Staff Survey 2018 had been published, and considered at a 
high level by the Workforce Committee. There was detailed analytical work 
being carried out, and actions being considered, which would be reported to the 
Workforce Committee and then the Board in May 2019. 

 Jane McCall noted that significant work had been undertaken in respect of the risks to 
the Trust arising from the UK leaving the European Union, and this had been reviewed 
by Directors, who had confidence in the current rating and the actions to mitigate being 
taken. Significant parts of the mitigation had been assumed by NHS central bodies and 
the Department of Health and Social Care. 

 Brendan Ryan noted, in respect of the move towards greater use of technology, that 
there could be an unexpected side-effect; in that patients could think that the medical 
staff looking for information/ work messages on their mobile phones were in fact doing 
personal activities rather than work. It might also appear impersonal and less caring. 
The Board noted that these were real possibilities that would need to be addressed as 
the change in culture to using digital in the patient environment took place. Anne Dray 
commented that the proposed development of digital use would require significant 
investment, and enquired whether there was clarity about funding sources. Karen 
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James advised that as yet clarity had not been provided as to funding; Greater 
Manchester was currently the main funding route, and this was expected to continue, 
but how much would be made centrally available was unknown. 

 Peter Noble also referred to the development of digital in the NHS; he felt strongly that 
the Board needed to provide clear leadership by example in this area, through 
practices such as moving to only allowing electronic Board papers/ packs, and 
adopting video technology for meetings rather than defaulting to physical presence. He 
felt that, whilst there could be costs, it was important to ensure that all benefits were 
identified, including reduced travel times and productivity gains. Karen James 
commented that, in comparison to the broad sweep of NHS bodies, the Trust was fairly 
advanced; and Brendan Ryan noted that video-conferencing was already used for 
MDT meetings with other provider Trusts. Peter Noble accepted that the Trust was 
doing well, but continued to feel that the Board needed to show clear leadership by 
positively adopting a new way of doing its own business digitally. Karen James noted 
that this would need to be supported by capital investment, and any such proposals 
would need to take their place in the prioritised capital programme for the Trust. Jane 
McCall noted that the Board needed to positively address these and there had 
previously been difficulties in fully identifying the benefits in proposals; she looked 
forward to these issues being addressed more actively during 2019-2020. 

 Martyn Taylor sought confirmation that, in the move from pagers/ bleepers to other 
technology, consideration would be given to the potential impacts on quality of care as 
well as costs; Karen James confirmed that this would also be considered. 

 Sallie Bridgen welcomed the national approach to providing mental health support; she 
felt it was important that this was linked to the developing Equality and Diversity 
strategy, and also showed clearly in the Trust’s response and actions as a result of the 
2018 Staff Survey. Cathy Elliott asked if the proposed Wellbeing Guardian would also 
tie into this area of work, and Amanda Bromley confirmed that intention. 

 Cathy Elliott noted that the Board was expected to consider a Digital Strategy in the 
summer of 2019; she suggested, taking the point in the Topal Report, that this would 
need to include how the Trust would develop staff to operate in a digitally-based 
environment. Karen James agreed that it would need to include the approach to 
changes in business processes and culture that would follow as a result. Cathy Elliott 
felt it would be useful if arrangements could be made to brief Non-Executive Directors 
more fully on the Trust’s approach to becoming a digitally-based organisation. 

 The Board then noted the report from the Chief Executive. 

 ACTIONS- 
 

a. Secretary to review potential digital use at Board level and develop business 
cases, identifying all potential benefits to be realised 

b. EMT to arrange briefing for Non-Executive Directors to better understand the 
Trust’s approach to becoming a digitally-based organisation. 

33/2019 Corporate Objectives, 2019-2020 

 Jane McCall opened the discussion on this item by noting the discussions that had 
been held between Directors at the February seminar session, which had led to 
changes as shown in the documents before the Board. The Board would also welcome 
the indication of where the various drivers for the key success criteria were derived 
from. She noted that, in terms of future process, the Board would be looking for the 
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various Committees to have fully reviewed both the objectives and the key success 
criteria before they came to the Board. 

 Peter Noble offered four reflections for future consideration- 

  Whilst the process had developed, the Board needed to be clear on how 
monitoring would be undertaken, at Board and Committees, during the year; 

 Whether it would be an appropriate driver to determine, as a policy, that all staff 
would be set an individual objective of making an innovation in their work during 
the course of the year; 

 Whether the Trust should be more explicitly ambitious on its goals related to 
recruitment and retention; 

 Whether goals should be set out related to returning to financial sustainability. 

 Karen James noted that the Corporate Objectives set by the Board would then feed 
into the objectives set for the Executive team; and from there, would flow down the 
organisation’s objective-setting and appraisal processes. In terms of reporting to the 
Board, it was anticipated that there would be a mid-year report on progress, and then a 
final report after the end of the year. In terms of innovation, this was largely 
concentrated around the service improvement objectives, and she felt that making 
separate provision would not be appropriate:  

 Trish Cavanagh commented that the Efficiency scheme process had shown that 
innovation was regularly delivered, giving not only cost savings but improving patient 
care and experience at the same time. Amanda Bromley noted that work on 
recruitment and retention would be reflected in the work of the Workforce Committee 
through the year. Brendan Ryan saw the change required as one of culture rather than 
changed targets. Jane McCall asked that the Executive team took the suggestion of 
each staff member having an innovation objective away for further consideration, and 
update to the Board in due course. Karen James also noted that financial stability was 
being driven by the five-year strategic plan, and was being addressed within the 
national 10-year objectives. 

 Martyn Taylor noted that it was for the Board’s Committees, particularly the Chairs, to 
ensure that the key success criteria were being actively monitored and the Executive 
team held to account on the detail. He also noted that Committees needed to ensure 
that their forward work-plan ensured all relevant areas were addressed during the 
course of the year. Jane McCall suggested that a column was added to the success 
criteria matrix to indicate the Committee of oversight; Karen James noted that a 
number overlapped Committees, and it would be for the responsible Executive Director 
to lead that process. 

 The Board then- 
 

a. Approved the Corporate Objectives for 2019-2020; 
b. Approved the key success criteria in respect of the Corporate Objectives; 
c. Asked that the process for Corporate Objectives in 2020-2021 should involve a 

full review of proposals by Board Committees, before formal Board 
consideration; 

d. Noted that all Committees would need to ensure that monitoring the key 
success criteria was reflected in their work-plans. 

 ACTIONS- 
 

a. Karen James to ensure that 2020-2021 draft Corporate Objectives and key 
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success criteria are reviewed by Committees in February/ March 2020; 
b. Secretary to review all Committee work-plans to ensure that they include review 

of the relevant key success criteria 
c. Karen James to provide half-year update (November 2019) and full-year review 

(May 2020) 
d. EMT to consider whether each member of staff should be set an objective to 

develop one innovation in each year. 

34/2019 Integrated Performance Report 

 Jane McCall noted that the discussion on mortality would be delayed until the Board 
considered the Learning from Deaths paper, where it fitted more naturally for 
discussion. She also expressed a more general concern that the Board wasn’t able to 
take full assurance from the timescales being set out for improvement, which were 
sometimes just the following year; the Board would need to have more specific times, 
at least to a specified quarter, so that they could judge the assurance and progress. 

 Trish Cavanagh outlined the key points from the report- 

 a. Whilst the Trust had not achieved the 95% NHS Constitutional standard for 4-
hour A&E performance in January/ February 2019, it remained in the top 25% 
nationally and was the best performance in Greater Manchester. It remained a 
continued focus. 

b. There had been a high level of bed occupancy, which had a knock-on effect on 
the need to cancel elective operations; the significant driver had been the 
number of surgical emergency cases that had arisen in January and February. 
No patient had been subject to a second cancellation. 

c. The Trust continued to meet the other standards set out by the NHS 
Constitution, and the Board’s attention was drawn to the other performance 
information in the report. 

 Karen James noted that the performance had been commendable; the Board should 
be aware that performance across Greater Manchester generally was leading to some 
difficult conversations with the region’s leadership by the national regulators, but this 
Trust did not feature in those conversations. 

 Jane McCall enquired as to the impacts that had prevented the Trust achieving the 
A&E target. Trish Cavanagh advised that the Trust had seen a significant increase in 
the number of attendances, with 3 consecutive days in February seeing over 300 
attendances per day; over the two months, there had been at least one day each week 
that had seen very large attendances. There had also been greater acuity seen in 
those seeking care from the Emergency Department service. However, the 
performance was better than in the same period from previous years, assisted by the 
various initiatives that had been undertaken. 

 Peter Noble was concerned about the position on long-term absence, as the hours 
appeared to equate to about 40 Whole-Time Equivalent staff; whilst he recognised that 
steps were being taken, it was a lot of costs and he felt that the Board needed to keep 
aware of this. Amanda Bromley outlined the steps being taken to ensure that long-term 
absences were sensitively but robustly managed; she also noted that a full review of 
the Occupational Health service was being undertaken, to identify where it could be 
modernised and made more effective to support staff. 

 Peter Noble also enquired about in-patient discharge summaries, which appeared to 
be about 80%; should the Board be concerned? Brendan Ryan advised that the Trust 
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had missed its internal target, which was disappointing but would not have an external 
effect; he also noted that the reported measure was at 48 hours, and the Trust 
continued to issue discharge summaries after that point. The longer-term plan was to 
develop a bespoke electronic patient record systems, developed from the electronic 
‘CAS’-card, which would then enable summaries to be populated automatically; 
hopefully this would be available within the next year. In the interim, there was work 
being undertaken to simplify the templates; this should also reduce the amount of 
‘empty boxes’ that were provided to GP’s. This change was expected to be within 3 or 
4 months. Mr Ryan also noted that there could be issues of culture on individual wards, 
which were also being addressed. Sallie Bridgen noted that there were previous 
assurances that where information was vital it got to the GP; Brendan Ryan 
commented that, whilst he did consider that was correct overall, it might be difficult to 
show that happened in all cases. 

 The Board then noted the Integrated Performance Report. 

 ACTIONS- 
 

a. Target times in IPR exception reports for meeting targets to be stated no more 
broadly than quarterly. 

35/2019 Safe Staffing Report 

 Peter Weller presented the report, drawing attention to the following points- 

 a. The Trust continued to be in the bottom 25% nationally; this was not a position 
that had changed over time, and there were not concerns that this was 
negatively affecting patient safety. 

b. There had been a focus on the Care Hours per Patient Day (CHpPD) during the 
period; whilst there had been a slight reduction in the period, there was a solid 
progression from the same time in the previous year. 

c. The reporting would need to change substantially in the light of Developing 
Workforce Standards, to cover not just CHpPD reflecting nurses but all 
professions that contributed to care. This would also drive significant process 
changes to deliver that information to the Board. 

d. There were no validated ‘red flags’ in the period; Mr Weller noted that he had 
asked that the process was reviewed and linked into the reporting for the 
Quality & Governance Committee’s dashboard. He noted that the issues in the 
Stamford Unit had been resolved in real-time as they occurred; and that there 
was a review of how the Stamford Unit was reported, to reflect that it was 
actually a single unit. 

e. The developments on retention reflected the work that had been undertaken, 
but the Board needed to ensure that there was not complacency in this area. It 
was particularly positive to see the improved position in the Stamford Unit 

f. The Board’s attention was drawn to the Midwifery staffing review, and the 
actions that had been taken as a result. 

 Overall, there were no indications that levels of staffing had negatively affected patient 
care or caused incidents. 

 Jane McCall felt that the Board needed to address the question of whether it regarded 
CHpPD as an indicator where better performance was a requirement; she noted that 
the Trust was going to stay in the bottom quartile without significant investment, and it 
did not appear to be affecting the quality of care or patient experience. Amanda 
Bromley commented that NHS Improvement had indicated they were not concerned by 



  Page 8 of 12 

the quartile position; what they wanted to see was an understanding of the challenges 
and clear action to improve. They also recognised that some matters would be out of 
the control of the Trust. 

 Peter Weller reminded the Board that the CHpPD metric would only be one of the 
metrics to focus on going forward. He also noted that the only way to improve that ratio 
would be to invest in recruiting additional nursing staff; whilst that was an option that 
could be considered, it was not something to be considered in isolation from the other 
factors that would be impacted. Jane McCall suggested that the May report could 
articulate the options, for the Board to form an opinion; Karen James noted that these 
were relatively crude metrics, and needed to be considered with the other metrics in 
the round. Martyn Taylor commented that appropriate triangulation with the workforce 
planning would also be helpful. 

 Peter Noble commented that the report was good, but had some areas that he was still 
struggling to fully understand; firstly the explanations provided for the changes over 
periods, and secondly where the Trust was on the ‘Friends and Family Test’ in terms of 
both performance and the risk appetite for investment to improve. Peter Weller 
undertook to look at the explanations again; on the ‘Friends and Family’ test, he noted 
that there were some specific challenges that were being addressed and would be 
reported to the Quality and Governance Committee. He also agreed that progress on 
this would be noted in the May 2019 report to the Board. 

 Sallie Bridgen asked for confirmation that this was within the Ward Accreditation 
process. Peter Weller advised that it was feeding through the agreed objectives, with 
processes linked to leaders development and appraisals. On the question of any 
trends, Karen James noted that there could be a need to amend the reporting to reflect 
trends better, but no trends of concern were emerging. 

 The Board then- 
 

a. Noted the Safe Staffing report; 
b. Noted that there were no recommendations requiring action by the Board of 

Directors. 

 ACTION- 
 

a. May 2019 Safe Staffing report to set out options for metrics to complement 
CHpPD, for Board consideration. 

36/2019 Report from the Workforce Committee 

 Sallie Bridgen presented the report from the Committee’s March meeting, and noted 
the following- 

 a. The Committee had received positive assurance that there was appropriate 
work to develop themes arising from the NHS 10-year plan 

b. There had been a useful discussion on equality and diversity issues, and the 
Committee had assurance regarding the development of the overarching 
Equality and Diversity Strategy, as previously discussed at Board.  

c. The Committee had welcomed the very good performance on effectively 
managing the use of agency staff; and being well below the NHS Improvement 
‘cap’ 

d. There had been a high-level discussion on the outcomes of the 2018 Staff 
Survey, and on the work being undertaken to develop responses and action 
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plans. 

 The Board noted the report of the Workforce Committee’s proceedings. 

37/2019 Significant Risk Report 

 Karen James outlined the report, noting that- 

 a. During the period, no additional significant risks had been identified; 
b. The risk rating for the BAF risk related to pressure ulcers (AF5.3) was proposed 

for reduction, reflecting the improved performance in this area; 
c. The Audit Committee would be reviewing the assurances available supporting 

the risk assessment re the BAF risk on leaving the European Union. 

 Peter Noble commented that, as a future matter, it would be useful to understand how 
the risk targets were being set and whether they were realistic; he also queried, as a 
matter for the Board as a whole, whether the work of the Board and Committees was 
reflective of what the Board had identified as the key risks on the BAF. Anne Dray 
noted that there had been previous discussions regarding how papers to Board and 
Committees identified impacts and mitigations in respect of key risks; she considered 
that there were further improvements that could be made, but also recognised that not 
all risks had equal weight. Jane McCall noted that the Board and Committee 
effectiveness review by the internal auditors had picked up a similar issue, and 
suggested discussion at the April seminar session. Peter Noble commented that it felt 
that risk management was more effective now; Martyn Taylor reminded the Board that 
risks were also being reviewed at Committee, including those rated as lower-risk. 

 The Board then- 
 

a.  Noted the Significant Risk Report 
b. Agreed to re-rate the risk related to pressure ulcer care (AF5.3) as proposed; 
c. Noted that the addressing of risk in Board and Committee papers would be 

discussed in the April Director’s seminar. 

38/2019 Reports from the Quality and Governance Committee 

 From the February meeting, Martyn Taylor drew attention to the discussion on the 
response time to complaints; this was being addressed, and having recently observed 
the management-level meeting he had positive assurance that the focus was correctly 
on patient experience. 

 From the March meeting, Cathy Elliott noted the following- 

 a. The Committee had reviewed in detail the risk on pressure ulcers, which the 
Board had earlier discussed and agreed to re-rate 

b. There had been an update on progress towards the Quality Report 2019 
c. In relation to the continuing matters reviewed as a result of the enquiry into the 

Gosport War Memorial Hospital, the Committee had confirmed that there was 
no evidence of such practices by the Trust or its predecessor organisations. 

 The Board noted the proceedings of the Quality and Governance Committee. 

39/2019 Finance Report, Month 11 (February 2019) 

 Sam Simpson introduced the report, and noted the following key points- 
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 a. The deficit for the year to date (before Provider Sustainability Fund) was £21.5 
million, which was £660,000 better than the agreed plan. 

b. Whilst the efficiencies schemes were now running about £59,000 behind the 
agreed plan, the Trust had delivered £12.6 million in savings in the year, of 
which £8.6 million were recurrent for future years 

c. The Trust continued to be well within the NHS Improvement ‘cap’ for agency 
usage 

d. Subject to any last-minute issues, it was anticipated that the Trust would 
achieve the agreed Control Total at the end of March 2019. Although the Trust 
was unlikely to achieve the 30% of the Q4 PSF payment related to A&E 
performance, this did not affect the Control Total position. 

e. The Trust had experienced additional expenditure during the recent winter 
period, with increased activity. Agreement had now been reached with 
Tameside Council for additional payments in that regard (as they held the 
allocated winter funding from HM Government), reflecting the good local 
relationships in place. 

f. Turning to the cash position, the Trust had received confirmation that the loans 
due for repayment earlier in the year had been ‘rolled over’ at November 2019 
at a continuing rate of 1½% interest. This was likely to link to the longer-term 
work on financial sustainability in the 10-year plan. 

g. For the year, only £100,000 of the capital programme would remain unused, 
thanks to the hard work undertaken to re-prioritise schemes as other schemes 
had delays. Sam Simpson particularly noted the contribution of Jackie 
McShane, Deputy Director of Operations, in this area; the Board concurred, 
and requested that the Chair write to Ms McShane to express their thanks. 

 Peter Noble congratulated Sam Simpson and the Finance team for the performance. 
He raised two queries- firstly, were there any trends of concern in non-pay; and 
secondly, how the financial information was being triangulated against quality of care 
and workforce. Sam Simpson noted that the change in non-pay spend reflected the 
increased activity undertaken, and was not a cause for concern; she also noted that 
the Finance Committee had reviewed this area in more detail. Brendan Ryan noted 
that the question of spend had been discussed at the Medicines Group the previous 
day; one of the benefits of the block contract arrangements had been that the Trust 
could plan for such events. 

 Martyn Taylor commented that it was very pleasing to see that the combined spend on 
agency and bank staffing was dropping from the work on recruitment and retention. He 
calculated that between £600,000 and £700,000 was being saved each month, which 
was a clear achievement. 

 The Board then received and noted the finance report for Month 11 (February 2019). 

 ACTIONS- 
 

a. Jane McCall to write to Jackie McShane expressing the Board’s thanks for her 
work on the capital programme. 

40/2019 Reports from the Finance Committee 

 Sallie Bridgen drew the Board’s attention to the following points from the proceedings 
of the Finance Committee- 

 a. The Committee had recorded its thanks to Sam Simpson and her Finance team 
for their hard work through the year, and also in the preparation of the forward 



  Page 11 of 12 

plan for the year 
b. The Committee had recommended the forward plan to the Board, which would 

be considered by the Board in private session 
c. The Committee had been updated on the work to update the business case 

process, which would be reported for approval to the April meeting of the 
Committee 

d. As noted under the Finance Report, the Committee had welcomed the good 
performance on the capital programme. 

 The Board noted the reports from the Finance Committee. 

41/2019 Report from the Charitable Funds Committee 

 Cathy Elliott noted the following from the Committee’s meeting- 

 a. Further work was being undertaken to ensure that there was appropriate 
governance and policies to support fundraising for the Charity, including funds 
raised by third parties and donated. 

b. The work on the feasibility study previously agreed by the Board as Trustee had 
now started. 

 The Board noted the report from the Charitable Funds Committee. 

42/2019 Learning from Deaths, Q3 (October to December 2018) 

 Brendan Ryan presented the circulated report for quarter 3, and drew attention to the 
following- 

 a. Referring first to the exception report within the Integrated Performance Report, 
he noted that the Hospital Standardised Mortality Ratio (HSMR) for the last two 
months had averaged about 98.6%; and this would feed through into the 
headline figure in due course. 

b. On the main report, the Board’s attention was drawn to the discussion by the 
Quality and Governance Committee regarding reporting possible avoidable 
deaths (Grade 2) in addition to probably avoidable (Grade 3); this would be 
implemented from April 2019. 

c. The CQC had published a report into the first full year of the process; the Trust 
would also be reviewing progress, and in particular any divergence in outcomes 
from using the current tool rather than the Structured Judgement Review tool. 
The Trust was able to demonstrate alignment with all five key themes set out in 
the report. 

d. Attention was drawn to the outlier alert received regarding deaths involving 
sepsis. There had been a full review, which had been communicated back to 
the regulator; it was pleasing that this had shown full compliance with the 
coding requirements, which appeared to be the driver of the Trust being an 
outlier. 

e. Following from the Board discussion in January 2019, work had continued on 
the peer review process; an individual in another Trust, suggested by NHS 
Improvement, had been contacted and discussions were continuing on the 
most appropriate way for them to undertake the work. 

f. Referring to the proposed introduction of a statutory system of Medical 
Examiners, Mr Ryan advised the Board that there remained a lack of clarity in 
this area nationally; Greater Manchester were pro-actively seeking to influence 
the shape of the system as it developed. There were mixed views amongst 
Medical Directors regarding the system, and also amongst HM Coroners in the 
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Greater Manchester area; work was being undertaken to find a solution 
acceptable to all. The Board also noted that the proposal to pay for the service 
through cremation fees seemed likely to leave a significant cost pressure for 
Trusts, who would be legally obliged to provide the service. 

 Jane McCall asked for clarification of the governance route regarding the introduction 
of Medical Examiners; Brendan Ryan advised that, after management-level 
consideration, it would be expected to be considered by the Quality and Governance 
Committee that would then report to the Board. Martyn Taylor was concerned that 
implementation of the statutory system could lead to significant change from a GM 
model within 18 months, and wanted to ensure that there was real influence on the 
national debate. 

 Anne Dray posed the question of how the Board could be assured that information 
from the Learning from Deaths process was being acted on and embedded into the 
day-to-day activity of the Trust. Brendan Ryan noted that the learning was circulated to 
all clinical staff through newsletters, and was also discussed regularly in Divisional 
governance meetings; Peter Weller advised that it was also disseminated through the 
various quality governance processes. 

 Jane McCall welcomed the action plan that had been included in the report, and also 
the copy of the NHS Improvement letter that had been appended, which gave the 
Board assurance and transparency. She noted that the Board would be assisted by the 
Action Plan being regularly reported and updated in the Integrated Performance 
Report, so that the Board could take assurance regarding its completion. Cathy Elliott 
felt the pro-active approach that had been shown was to be commended, and had 
supported the discussions with Governors to provide them with assurance in their role. 

 The Board then- 
 

a. Noted the Learning from Deaths report for the third quarter (October to 
December 2018); 

b. Noted the exception report from the Integrated Performance Report regarding 
mortality; 

c. Noted the action plan in respect of assurance on the HSMR and SHMI ratios; 
d. Requested that the HSMR/ SHMI action plan was updated and reported as an 

appendix to the Integrated Performance Report, until further decision. 

 ACTIONS- 
 

a. Brendan Ryan to append updated HSMR/ SHMI action plans to the Integrated 
Performance report to the Board, until further decision. 

43/2019 Motion for private session 

 The Chairman moved, and it was Resolved, That members of the public be excluded 
from the remainder of the meeting, owing to the confidential nature of the business to 
be transacted; which is related to individuals and the commercial affairs of the Trust. 

 Members of the press and public accordingly withdrew from the meeting. 

 



Title Assigned To Due Date Progress

Finalise and publish Governor's 

Handbook

Steve Parsons 30/04/2019 March 19- Comments received from Governors and being worked through.

Append updated HSMR/ SHMI 

action plans to the IPR

Brendan Ryan 22/05/2019

Write to Jackie McShane expressing 

Board's thanks for work on capital 

programme

Jane McCall 22/05/2019

Provide options for metrics in 

addition to CHpPD in Safe Staffing 

Report

Peter Weller 22/05/2019

ACTIONS NOT YET DUE

Further discussion on the 

appropriate date ranges for actions 

in the IPR

Trish Cavanagh 25/07/2019

Arrange for each Board Committee 

to review the Adult Social Care FBC

Steve Parsons 25/07/2019 March 19- Date moved from May 19 to July 19, reflecting change in time-line

 

May 19- Defer to September 2019 as time-line developing

Create 'system map' in consultation 

with Cathy Elliott

Trish Cavanagh 25/07/2019 March 2019- Reported in progress. Re-date to July 2019.



Title Assigned To Due Date Progress

Committee Chairs to agree standard 

approach to Committee 

documentation

Anne Dray 25/07/2019 To include recommendation as to how the Board should review its own work-

plan, to have consistency with the approach at Committee level.

 

September 2018- Taken within wider review of Committee doc templates. Draft 

prepared by Chairs of Committees and under discussion with EMT/ Trust Sec.

Board agreed re-date to Nov 2018

 

Nov 2018- revised draft provided to Deputy Chair. Under consideration. Re-dated 

to March 19, pending outcomes of Committee effectiveness review.

 

Jan 19- re-dated to July 19, to reflect revised time-scale for Committee 

effectiveness review outcomes/ learnings.

Board to review Committee ToR's in 

September 2019 (year after 

agreement)

Steve Parsons 26/09/2019 Committee consideration to be scheduled in April/ May/ June 19 (cf forward 

planner)

 

May 2019- Re-dated to September 2019 following Seminar discussions
Arrange for each Bd Committee to 

review refresh of 5-yr strategy 

before Board consideration

Steve Parsons 26/09/2019 Completion date is subject to confirmation dependent on national time-lines 

being confirmed.

Consider suggestions made at Bd in 

2020 review of Risk Management 

strategy and policy

Peter Weller 30/01/2020

Ensure 2020-21 draft Corporate 

Objectives/ success criteria have 

Committee review before Board 

consideration

Karen James 27/02/2020



Title Assigned To Due Date Progress

Review potential digital use in 

Board/ Committees and develop 

business cases (identify all potential 

benefits)

Steve Parsons 26/03/2020
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The Board are invited to note the matters reported in this paper. 

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

x 4 Drive service improvement, innovation and transformation 
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Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts  

Financial impacts if agreed/ not agreed  

Regulatory and legal compliance  

Sustainability (including environmental impacts)  

 
Executive Summary 
 

This report advises the Board of the key activities undertaken by the Trust Chair in the period 
since the last meeting of the Board, together with some key external developments. 

The Board’s attention is particularly drawn to- 

a. The continuing period of political sensitivity; 
b. The short-listing of our Chief Executive in the GM Health and Care Champions Awards. 



 

1. Recognising the year-end 

1.1. As this is the first meeting of the Board, and my first report, since we ended the 2018-
2019 year at the Trust, I would like to start by recording my thanks- and indeed the 
thanks of the Board- to all of our colleagues for their hard work and dedication during the 
course of the year. They have enabled us to deliver a challenging set of financial and 
quality targets, whilst improving the care and experience of our patients through the 
transformation schemes that have been put into place. 

2. European Elections- political sensitivity 

2.1. Since our last meeting, it has been confirmed that elections for the European Parliament 
will be held in the United Kingdom on Thursday, 23rd May 2019. 

2.2. As a result, the Trust remains in a politically-sensitive period (‘purdah’), in order to 
ensure that we respect the electoral process and do not, even accidently, influence voter 
choice. I would ask colleagues to consider their contributions to the meeting in light of 
those requirements. 

3. Change in Senior Independent Director/ Deputy Chair 

3.1. As colleagues are aware, Anne Dray will retire from the Board at the end of December 
2019, having completed 6 years’ service as a Director. Closer to the time, there will be 
an opportunity for the Board to reflect on and thank Anne for her service to the Trust. 

3.2. Anne has served as both the Senior Independent Director and the Deputy Chair of the 
Trust. As part of the arrangements for an orderly handover, and following consultation 
with the Council, the Board has agreed that Martyn Taylor has been appointed as Deputy 
Chair and Senior Independent Director from 1st May 2019. Anne remains as the Chair of 
the Audit Committee. 

3.3. In terms of the arrangements for my objective-setting and appraisal, which is a key role 
for the Senior Independent Director, Anne has completed (and will report to Council on) 
my appraisal for the 2018-2019 year; and Martyn, in discussion with me, has set my 
objectives for the 2019-2020 year. 

4. Care Quality Commission inspection 

4.1. Since our last meeting, we have had the regular inspection undertaken by our key 
quality of care regulator, the Care Quality Commission. This included meetings with a 
range of Board colleagues as part of the “Is the Trust Well-Led?” strand of the process. 

4.2. On behalf of the Board, I’d like to thank all of the colleagues across our services for the 
welcome they gave to the inspection teams, their commitment to our patients, and the 
way that they showed all that’s best about us to the CQC. I know they have given their 
best, and I’m confident that will be reflected in the report. 

4.3. The CQC are now preparing the report, and we are expecting that a draft will be 
confidentially provided to the Trust, to ensure factual accuracy, shortly. Final publication 
is a matter for the CQC, but is expected to be before the end of the summer period. 

5. Greater Manchester awards 

5.1. I must particularly draw to the Boards attention, that our Chief Executive Karen James 
has been shortlisted, jointly with Steven Pleasance of Tameside Council and the CCG, 
for the Leader Across Boundaries category at the forthcoming GM Health and Care 
Champions Awards. This is a great recognition of the key leadership role that Karen and 
Steven have played in bringing Tameside and Glossop together, and developing our 
integrated approach to health and social care. 

6. Meetings since the last Board 

6.1. Since our last Board meeting, I’ve continued with my programme of internal and external 
meetings. I would particularly draw to the Board’s attention the following- 



 

6.1.1. My involvement on the NHS Providers’ working group that is looking at how the 
combination of NHS England and NHS Improvement into a single structure is 
working, and any areas where it could be made to work better to enable provider 
Trusts to focus on services to patients; 

6.1.2. I have a helpful meeting with Mr Warren Heppolette, GM’s executive lead for 
strategy & system development, where there was particularly positive feedback on 
the work being undertaken in Tameside and Glossop; 

6.1.3. More locally, I attended the initial meeting of the group looking at public service 
reform in Tameside, which is looking at how organisations impacting the wider 
determinants of health (eg police, housing, education, environment) can work even 
more closely together to meet the needs of the community. This was an initial 
session, and further discussions are planned. 
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The Board are invited to note the matters being drawn to their attention in the report. 
 

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

x 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

x 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

x 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

 Safe x Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 

 

This paper is 
related to these  
BAF risks- 

 

 

 

 
  



 

 
Where issues are addressed in the paper- 
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where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Section 2 

Sustainability (including environmental impacts) Section 3 

 
Executive Summary 
 

This report updates the Board on matters that are in development in the local and regional health 
economies, and other national developments that are not being covered in other papers. It also 
draws the Board’s attention to other matters that are in development within the Trust. 

Attention is drawn to the following- 

a. The Annual Report and Accounts, and the end-of-year position 
b. The award of the status of Queen’s Nurse. 



 

1. International Day of Nursing/ Midwifery 

1.1. On 9th May, the Trust held its annual celebration of the work of Nurses and Midwives, 
between the two dates for international recognition (5th May and 12th May). 

1.2. There was an all-day event in Werneth House, which explored many aspects of these 
key roles and why they are so important for patient care and experience: and ended with 
presenting awards. I’d like to thank all the colleagues who contributed to arranging the 
day, and those who took the time to join us during the day to celebrate the contribution of 
our nursing and midwifery colleagues. 

2. Annual Report and Accounts 

2.1. Later, in the private session of the Board, the Board will be invited to consider and 
approve the Annual Report and Accounts of the Trust (which includes the Quality 
Accounts/ Report) for the year ended 31st March, 2019. The Annual Report and Accounts 
will be laid before Parliament in June, after which they will be published on the Trust 
web-site. 

2.2. The accounts show that the Trust has met its Control Total for the year, and has brought 
in a very positive performance in terms of achieving efficiency savings against a very 
challenging target. That this has been done by improvements in the care and experience 
of patients, through our transformation programme, is testament to the professionalism 
of our clinical and operational staff. 

2.3. Subject to any matters identified in the final stages of the audit process, and the Board 
agreeing the documents, it is understood that the auditors have no significant concerns 
arising out of the audit process. 

2.4. When agreed, laid before Parliament and published, the Annual Report and Accounts 
will be formally presented for discussion at the Annual Members’ Meeting in September 
2019. 

3. Sustainability Planning 

3.1. The changes to the NHS Standard Contract from April 2019 introduced a requirement for 
every Trust to develop a Sustainable Development Management Plan (SDMP), which is 
to be approved by their governing body (in our case, the Board). The SDMP is intended 
to address all aspects of being a sustainable organisation; but with particular regard to 
issues such as climate impact. 

3.2. Colleagues may also be aware that the Secretary of State recently commissioned a 
review of the health impacts of air pollution, including reference to the proposals in the 
NHS 10-year plan for eliminating coal/ oil for primary heating in the NHS, and using 
technology to reduce travel emissions generated from attending NHS appointments. 

3.3. The Executive team have recently reviewed and agreed an approach to developing an 
SDMP for the Trust, which will be led by the Director of Estates and Facilities and will 
involve a wide range of stakeholders, including a Trust Governor and patient 
representation. The current expectation is that an SDMP will be ready for Board 
consideration towards the end of the 2019-2020 year. 

4. Queen’s Nurse award 

4.1. I am delighted to be able to advise the Board that Catherine Mee, our Clinical Pathway 
lead in Children’s Universal and Universal Plus Services, has been recognised nationally 
by the award of the status of Queen’s Nurse. This award recognises high standards in 
the provision of nursing, and Catherine joins Dawn Bennett-Painter, Shirley Chappell 
and Andrea Keppie in holding this distinction. 

4.2. We will be recognising Catherine’s award shortly, and are looking to increase our links 
with the Queen’s Nursing Institute over the coming period. 

5. Health Service Journal  Awards 



 

5.1. As the Board were advised in March, the Trust has received a total of 10 nominations in 
the Health Service Journal value awards. The complete list of categories that we have 
received nominations in is- 

Category Nominated project 

Acute Service re-design Electronic Advice and Guidance 

Emergency, Urgent and 
Trauma Care efficiency 
initiative of the year 

Tameside and Glossop Digital Health Service 

Virtual Fracture Clinic 

Development of the New Electronic Emergency Department   
Health Record 

Improving value in the care of 
older patients 

Using digital technology to deliver place-based care to older frail  
people 

Extensive Care service 

Community Health Service re-
design 

Community IV Therapy 

Finance or Procurement 
initiative of the year 

Finance Improvement Team 

Diabetes Care Initiative of the 
year 

Denton Diabetes Diverters 100-day challenge 

Technology Initiative of the 
year  

Development of new electronic ED heath record system 

 
5.2. The awards will be made on the 24th May, and I look forward to the excellent 

achievements of our colleagues getting the public recognition that they deserve. 

6. Improving Transition from Paediatric to Adult Services:  Consistent Transition approach and 
materials used within CYP LTC services  
 
6.1. The Trust has been successful in its application to facilitate a Greater Manchester trial that 

will evaluate a model for an improved transition from Children’s to Adult Services for those 
individuals with long term conditions. This will be over a two year trial programme following 
which the Trust will be required to share any lessons learned that may help other localities. 
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This paper relates to the following Strategic Objectives- 
 

X 1 Deliver safe and caring services 

X 2 Improve our patients’ and carer’s experience of our services 

X 3 Support the health and wellbeing needs of our community and staff 

X 4 Drive service improvement, innovation and transformation 

X 5 Develop our workforce to meet future service and user needs 
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The paper relates to the following CQC domains- 
 

X Safe X Effective 

X Caring X Responsive 

X Well-Led X Use of Resources 

 

This paper is 
related to these  
BAF risks- 
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Sustainability (including environmental impacts) N/A 

 
Executive Summary 
 

The Board agreed key performance indicators in respect of the six corporate objectives in place 
for the 20182-2019 year, in order to be able to judge progress and achievement for those six 
objectives. This report provides detail of performance against those performance indicators. 

Overall, we have achieved almost all of the targets set in the performance indicators. Those 
where our ambitions were not met were- 

i. Improving the mortality indices scores 
ii. Improving the time taken to close concerns from 12 to 10 days 
iii. Bring in the upper quartile of the staff survey for the peer group; however, changes to the 

format in year means that comparisons year-on-year are difficult 

Detail for all of the indicators is appended to this paper. 

This has been an exceptional performance, particularly taking account of the pressures that the 
Trust has been under; and I am sure that the Board will wish to join me in thanking staff for their 
efforts through the year in delivering these results. 

 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

1. To ensure our patients and users 
receive harm-free care by improving 
the quality and safety of our services 
though the delivery of our Quality and 
Safety programme. 

Maintain compliance with the CQC Fundamental Standards of 
Care and our overall CQC rating of “Good”, but aspire to gain 
“Outstanding” ratings in future service  inspections. 

 

CQC inspection carried out in March and 
April 2019. Recent CQC visits have been 
very positive. Awaiting report  

 Further increase our NRLS incident reporting rate per 1000 bed 
days and aim to be in the top 20% of Trusts and will improve the 
staff survey feedback response related to incident reporting.  
 

Achieved. 
Data from the April 2019 CQC insight 
reports places the ICFT in the top quartile 
of reporting Trusts.   

 Minimize levels of severe and catastrophic harm and be below the 
national average of 1% in NRLS reports  
 

Achieved. 
The average rate is less than <1% but 
crude number are higher (severe harm) 
this year due to the change in #nof 
reporting/falls with harm. 
 

 Ensure our patient safety programme work streams delivers 
reduced harm by learning from experience, feedback and 
implementing  agreed best practice care pathways  for:  

a. Pressure ulcers 
b. Falls  
c. Infection prevention  
d. Venous Thrombo embolism  
e. Sepsis 
f. Acute Kidney injury  
g. Hyperkalaemia  

 

Achieved. 
The patient safety workstreams are on 
track 
In year there has continued to be 
exceptional performance in the prevention 
of VTE and detection of Acute Kidney 
injury.  There has been significant 
improvement/reduction in the evidence of 
HCAI CDI infection although there has 
been a slight increase in MRSA 
bacteraemia.  
 

 Continue to seek improvement of the Trust’s mortality indices 
(HSMR and SHMI) and maintain them in the ‘as expected’ or 
“better than expected” bandings.  
 

The Trust’s current mortality indices are 
higher than expected.  The Trust continues 
to review its coding in order to identify why 
there is a variation, as the review of all 
deaths has not identified any care issues.  
NHSI have been approached for external 
assurance which has been provided. 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Continue to ensure Learning from Deaths is part of the 
organisational learning and reported in line with the national 
requirements and aim to have zero avoidable deaths. 
 

Learning from Deaths is part of the 
organisational culture.  The Trust is 
acknowledged as implementing good 
practice in this area.    
 

2. To improve our patient and service 
user experience through the delivery 
of a personalised, responsive, caring 
and compassionate approach to the 
delivery of care. 

Provide a first acknowledgement response to all Care Opinion 
postings within 3 days (100% target). [Benchmark / Research – 
timely responses are best practice.  A number of services using 
Care Opinion aim to respond within this timeframe]. 

Achieved 95% 
 

 Provide a detailed response to 95% of Care Opinion postings 
within 30 days (95% target). [Local target consistent with best 
practice]. 
 

Achieved  

 Introduce Dining Companions to 50% of adult in-patient 
wards.[Local target. Research highlights the fact that 34% of 
patients admitted to UK hospitals are malnourished.  Having 
Dining Companions on 50% of adult wards will assist patients to 
eat]. 
 

Achieved 

 Manage the FFT within the Emergency department to achieve a 
20% response rate and a >90% positive response. [GM currently 
has the best response rate across England at 19.2%. The    
England average positive response is 86%.] 
 

Achieved. 
The response rate has varied and 
sustainability is the challenge.  The current 
performance >30% has been achieved.  
The positive response rate consistently 
matches the national average.  
 

 Further reduce the number of KO41 complaints per 1000 patient 
contacts from 1 to 0.7 per 1,000 patient contacts. In 16/17 the 
target was to reduce the number per 1000 to 1 from 1.15. Having 
achieved this the recommendation is to make a further 
improvement.  There are no benchmarks. 
 

Achieved at 0.52 per 1000  



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Increase the ratio of recorded compliments to complaints received 
from the Q4 2017/18 baseline (Jan, Feb, March average) 21.84 
by 5%. There are no national or regional targets.  As above, this is 
about continuing the improvement established in previous years 
 

Achieved – there were two exceptions in 
April 18 and January 19 however rate was 
on average 33.7  

 Increase the percentage of complaints responded to within an 
agreed time scale from 90% by 5%. There are no national targets.  
Best practice reports emphasis the need for timeliness and 
quality. The ICFT achieved the 90% in 2016/17 and it is felt timely 
to strive for the next improvement. 
 

92% was end of year position 

 Decrease the average time to close concerns (KO41 and PALS) 
from 12 days to 10 days. There are no national targets.  Best 
practice reports emphasis the need for timeliness and quality. 
 

The average time taken to respond to all 
issues was 13.1days – not achieved 

 Improve our participation rates for Patient Reported Outcomes 
(PROMS) for Hip and Knee procedures for questionnaires issued 
by the Trust from March 2017 baseline and be better than the 
national average 

Achieved. 
Achieving better performance than the 
national average. 
 

 Continue to work with our partners to reduce the number of 
delayed discharges to no more than 3.3% across the financial 
year. Local target that sits alongside our occupancy levels and 4 
hour performance to maximise quality and safety. 
 

Achieved. 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

3. To continue to recruit and retain 
talented individuals whilst developing 
our staff and future workforce to 
support the integration and 
transformation of our services. 

Improve in the overall staff survey results but specifically: 
• highest 20% for the following scores 

 Overall Engagement score.  

 Staff recommendation of the trust as a place to work or 
receive treatment. 

• improve scores for the following: 

 I would recommend my organisation as a place to work – 
70% target from 69%. 

 If a friend or relative needed treatment I would be happy 
with the standard of care provided by this organisation – 
75% target from 71%. 

 Care of patients/service users is my organisations priority 
– 85% from 82%. 

My organisation acts on concerns raised by patients/service users 
- 83% target from 80%.  
  

We did not achieve the upper quartile for 
the staff survey.  It should be noted that 
the format of the survey changed, so it 
was difficult to make comparisons with 
previous years results.  This year’s results 
align us with the average.  We also 
surveyed all staff compared with a sample 
response taken in previous years.  
The average response rate for Combined 
Acute and Community Trusts 41%. 
 

 Reduce turnover rate for nursing staff – 11%. 
 

At the end of March 2019 the Trust 
turnover rate was slightly above trajectory 
at 11.26% this has since reduced in April 
to 10.82%. 

 Reduce turnover rate for medical staff – 12%. 
 

Achieved. (11.09%) 

 Ensure 95% of all staff to receive an annual appraisal. 
 

Achieved. 

 Ensure compliance with mandatory training requirements – 95%. 
 

Achieved. 

 Recruit/develop 94 Apprenticeships per annum Achieved. 

 Develop phase two of the Organisational Development 
Programme to continue with the wider staff engagement regarding 
our transformational programmes. 
 

Achieved. (96.1%) 

 Develop metrics for measuring the impact of the OD programme.  
 

Achieved. 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Implement Cultural Barometer for testing out the culture within 
teams 
 

Achieved. 

 Implementation of a T&G ICFT Talent Management Strategy Achieved. 

4. To enable our five primary care 
neighbourhood hubs/key partners to 
enable them to deliver Integrated 
service models in order to improve the 
health and wellbeing outcomes for our 
communities through supporting 
people: 

 To prevent ill-health and live 
healthy independent lives where 
possible; 

 To manage any on-going health 
conditions more effectively in their 
own homes and communities; 

 To facilitate easy access to 
joined-up services in the most 
appropriate location. 

 

Develop a range of metrics that capture the impact on the health 
of people within the neighbourhoods.  

 

Co-locate our community based teams by June 2018.  

 
Develop and implement a single point of contact by March 2019 
which will assist in supporting access to services within the 
community. 

Establish improvement programmes to focus on those diseases 
which impact most on our communities; heart, lung, liver cancer 
and diabetes  

Work with our partners to develop services, which support 
patients and their families at the end of life. 

Achieved. 
 
 
 
Achieved. 
 
 
Achieved. 
 
 
 
Achieved. 
 
 
Achieved. 
 

 Develop new roles, which better enable our neighbourhoods to 
support people; neighbourhood pharmacists, extensivists and 
mental health support workers in doing so reduce frequent 
attendances at hospital for patients with long term conditions. 400 
people will be supported by our Extensivist Team 

Achieved. 

 Continue to implement a community based intravenous therapy 
service to reduce the amount of time patients spend in hospital. 8 
beds will be released through this. 

Achieved. 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Develop and implement a programme of self-care which will allow 
people to better manage their health with support from a range of 
voluntary and community based teams – 2,000 people will receive 
support through our social prescribing work and we will develop 
quantifiable improvements in well-being. 

Achieved. 

 Work with Greater Manchester (GM) Devolution team to ensure 
the locality plans reflect the outcomes of the GM Health and 
Wellbeing programmes. 
 

Achieved. 

5. To deliver against the required 
national regulatory frameworks and 
agreed local standards, in terms of 
quality, access and financial 
performance. 

Improve our organisational PLACE Scores reported in 2018 to be 
at or above the 2017 national average reported.  

 

 

 

PLACE based scores are all above the 
national average apart from the ward food 
score, which was a result of a poor 
recorded score from the Stamford Unit.  
Although the food choice and provision is 
the same as that provided in the main 
hospital.  The reasons for the result are 
known and have been addressed. 

 Maintain compliance with the CQC Fundamental Standards of 
Care and our overall ratings of ‘good’ but aspire to gain 
outstanding ratings in future service inspections. 

Awaiting inspection report   
 

 Participate in 100% of all required National Clinical Audits and 
seek to learn lessons and improve care based on the results.  
achieve the identified CQUIN metrics. 
 

Achieved and reported in quality account 

 Work with partners to ensure that the health economy achieves a 
maximum waiting time of 4 hours for 90% of patients.  
 

Achieved. 

 Work collaboratively with providers across GM to ensure the 
delivery of a maximum 62 day wait for first treatment from urgent 
GP referral for suspected cancer for 85% of patients.  
 

Achieved. 
 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Deliver a maximum waiting time of 18 weeks from point of referral 
to treatment (RTT) for 92% of patients 
 

Achieved 

 Deliver a maximum wait of 6 weeks for diagnostic procedures for 
99% of patients 
 

Achieved 
 

 Deliver the 2018/19 TEP and revenue, capital and cash annual 
plans. 
 

Achieved. 

 Deliver the agreed procurement strategy. 
 
 

Achieved. 

6. To access available technologies and 
research to improve the outcomes for 
our patient population. 

 

Work collaboratively with partners to effectively evaluate the 
transformational work being delivered within the Care Together 
Programme.  
 

Achieved. 

 Work collaboratively with Health Innovation Manchester to explore 
the op-opportunities for implementing assistive technology across 
our health economy.  
 

Achieved. 

 Successfully implement the Electronic Referral System by June 
2018.  
 

Achieved. 

 Complete the implementation of E-CAS card by May 2018 Achieved. 

 Implement Graphnet technology to delivery interoperability access 
across primary, community and hospital patient information 
systems. 
 

Graphnet technology is currently being 
implemented and tested.   

 Design and implement electronic ward boards through the 
digitalisation of ward/patient information. 
 

The electronic ward boards are in their 
design phase and will be rolled out this 
financial year 2019/2020. 
 



 

Corporate Objectives 2018/19 
 

 
Key Outcomes 

 

 
Progress 

 Work collectively with our clinical specialties to be research active 
and ensure over 500 patients are recruited into NIHR portfolio 
trials. 
 

Achieved. 
We recruited 806 to trials last year. 
 

   Expand the Digital Health service in conjunction with the 
Community Response Service supporting people to remain safely 
supported in their own home – 2,000 people will have access to 
Digital Health. 
Contribute to reducing the demand on NWAS for CAT 3 & 4 calls 
by piloting an urgent response service as part of a wider GM 
initiative. 
trial the use of the Digital Health service in supporting patients 
and their families who are on an end of life pathway. 

Achieved. 
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Recommendations made/ Decisions requested 

Alongside the Integrated Performance Scorecard, the report includes exception reports, which 
respond to the performance data and allow the Executive Team and Trust Board to be assured of, 
and contribute to, plans to rectify performance and quality issues.   

This paper relates to the following Strategic Objectives 



1 To ensure our patients and users receive harm-free care by improving the quality 
and safety of our services through the delivery of our Quality and Safety 
Programme. 

 
3 To continue to recruit and retain talented individuals whilst developing our staff 

and future workforce to support the integration and transformation of our services. 

 
5 To deliver against the required national regulatory frameworks and agreed local 

standards, in terms of quality, access and financial performance. 

The paper relates to the following CQC domains- 

 Safe  Effective 

 Caring  Responsive 

 Well-Led  Use of Resources 

This paper is related to these  
BAF risks: 

Relates to numerous aspects of Board 
Assurance Framework and Significant Risk 
Report. 

 Section of paper 
where covered 

Equality and Diversity impacts Not considered  

Financial impacts if agreed/ not agreed Page 6 

Regulatory and legal compliance Throughout 

Sustainability (including environmental impacts) Page 6 

Executive Summary 

Exception reports are included for mortality (Hospital Standardised Mortality Rate and Summary 
Hospital-level Mortality Indicator); the four-hour emergency- care standard; inpatient- discharge 
summaries; and staff sickness. The report includes additional metrics from the SOF. The 
dashboard is organised to reflect the CQC’s domains of Safe, Caring, Well-led, Effective and 
Responsive.  

 
 



 

  Page 2 

INTEGRATED PERFORMANCE REPORT: May 2019 Board (April 2019 performance) 

 
 
 
 
 

This page is intentionally blank 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

  



` 

  Page 3 
INTEGRATED PERFORMANCE REPORT: May 2019 Board (April 2019 performance) 

 

 

 
 

Board of Director’s Meeting 22nd May 2019  

Integrated Performance Report 2019-20 
 
 
 
Contents 
  
List of Acronyms   4 
 
Introduction and Performance Summary   5 
 
Dashboard 2019-20   6 
 

Chief Operating Officer 

  Cancer 62-day target    7 

 

Exception Reports 
 

Medical Director 

  Hospital Standardised Mortality Rate (HSMR) and Summary Hospital-level 

  Mortality Indicator (SHMI)   8 

  Inpatient discharge summaries   9 

 

Chief Operating Officer  

  Four-hour emergency-care standard 10 

 

Director of Human Resources 

  Staff sickness 11 

 

  Thresholds for 2019-20 12 

 

 

 

 

 



` 

  Page 4 
INTEGRATED PERFORMANCE REPORT: May 2019 Board (April 2019 performance) 

 

 

 

 

List of Acronyms  

 
ADT Admission, Discharge, Transfer 
C DIFF Clostridium difficile  
CQC Care Quality Commission 
CT  Computerised Tomography 
CWT  Cancer Waiting Times 
DNA  Did-not-Attend 
DToC Delayed Transfers of Care 
ED Emergency Department 
ENP Emergency Nurse Practitioner  
ESDT Early Supported Discharge Team  
ETD Education, Training and Development team 
FFT Friends & Family Test 
FTE  Full Time Equivalent 
GM Greater Manchester 
GMCCN Greater Manchester & Cheshire Cancer Network 
HALO Hospital Ambulance Liaison Officer 
HSMR Hospital Standardised Mortality Ratio  
HAS Hospital Arrival Screen 
IAU Integrated Assessment Unit  
ICO Integrated Care Organisation  
MRSA Methicillin-resistant staphylococcus aureus 
MUST  Malnutrition Universal Screening Tool  
MSA Mixed-sex Accommodation 
NWAS North West Ambulance Service 
PTL Patient Tracking List 
RAID Rapid Assessment Interface and Discharge (psychiatry liaison service)  
RCA Root Cause Analysis 
REACT Rapid Assessment Emergency Care Team 
RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 
RTT Referral-to-Treatment 
SAFER Patient Flow Bundle (Senior review; All patients with expected discharge date; Flow of  

patients at earliest time; Early discharge; Review of patients with extended lengths-of-stay)  
SHMI Summary Hospital-level Mortality Indicator 
SOF Single Oversight Framework 
SOP Standard Operating Procedure 
SSNAP Sentinel Stroke National Audit Programme 
STAR Staff Accident Rate 

StEIS Strategic Executive Information System 

TEP Trust Efficiency Plan 

TIA Transient Ischaemic Attack 

TNA Training Needs Analysis 

VTE Venous Thromboembolism 

WTE Whole Time Equivalent 

YTD            Year-to-Date 
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Introduction 

This report provides the Trust Board with an overview of the Trust’s performance across a range of quality 
and operational indicators for the relevant month; and year-to-date performance, along with a RAG rating, to 
support the Board in evaluating performance against each indicator. The report includes a redesigned 
dashboard that now includes additional metrics from the Single Oversight Framework. The dashboard is 
organised to reflect the CQC’s domains of Safe, Caring, Well-led, Effective and Responsive. Alongside the 
Integrated Performance Dashboard, the report includes exception reports, which respond to the 
performance data and allow the Executive Team and Trust Board to be assured of, and contribute to, plans 
to rectify performance and quality issues.  All serious incidents are reported to Trust Board in Part Two of 
the meeting for patient confidentiality reasons; therefore, no exception report is provided for this indicator.  
 

March Performance 

The Trust did not meet the four-hour, emergency- care target in March with performance of 87.1%. 
Performance against a number of other indicators also missed the required thresholds: SHMI, HSMR, staff 
attendance, cancelled operations, inpatient-discharge summaries. The Trust met the Referral-to- 
Treatment standard, with performance of 92.4%, and the national cancer and six-week diagnostic 
targets.  

 

April Performance  

Exception reports are included for mortality (Hospital Standardised Mortality Rate and Summary Hospital-
level Mortality Indicator); the four-hour, emergency- care standard; inpatient discharge summaries; 
and staff sickness. 

 

Extended Length-of-Stay 

The Trust met its objective for extended length-of-stay patients in April.  

Nutrition Risk Assessment  

The performance target for nutrition risk assessment was not met in April, with performance of 57% 
against the 90% standard. In April, the audit covered the whole hospital. The Trust is planning to relaunch 
the MUST assessment in the month of June. The performance dashboard demonstrates an improving trend 
for this indicator.  

Referral-to-Treatment/ Diagnostic Six-Week- Wait Target/ Cancer Waiting Times Targets 

For April, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with 
performance of 92.6% against the threshold of 92%. The Trust also reported that no patients had a waiting 
time of more than 52 weeks at the end of the month. The Trust also met the diagnostic six-week- wait 
target and the cancer 62-day standard for the latest reporting months.  

Stroke Targets 

The Trust Board is asked to note the Trust’s banding of ‘c’ for the SSNAP (Sentinel Stroke National Audit 
Programme) national stroke audit for Quarter 3 2018-19, in which the poorest performing trusts are 
classified as ‘e’ and the best as ‘a’. The SSNAP audit includes 44 measures in 10 domains.  

Readmissions 

The Trust did not meet its readmission threshold for March 2019; however, year-to-date performance (the 
most appropriate method for measuring performance against this standard), of 12.3% against the 12% 
threshold, is rated as amber. 

Mandatory Training and Appraisals  

Performance is rated green for both mandatory training (96% against the Trust’s 95% target) and 
appraisals (94.3% against the 90% standard) for April 2019.  

DNA Rate 

Performance is rated green for the DNA rate (7.3% against the Trust’s 7.5% target) for April.  
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Tameside and Glossop Integrated Care FT Quality Account 2019/20

Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth

19/20 YTD Trend Month Period F'cast 19/20 YTD Trend Month Period F'cast 19/20 YTD Trend Month Period F'cast

Mortality 4-hour wait* Stroke

SMR (rolling 12 months- to Jan-19) ≤100 114.9 NA Type 1 and Type 3 activity ≥95% 85.99% 85.99% SSNAP DSC Stroke Indicators

SHMI (rolling 12 months- to Sep-18) ≤100 122 NA Type 1 activity NA 76.9% 76.9% NA NA Number achieved out of 9 (Oct-Dec 18)

Infection Prevention & Control Waiting times Efficiency

MRSA - actual cases YTD* 0 0 0 18-week incomplete* ≥92% 92.6% 92.6% Outpatient slot utilisation 90% 90.5% 90.5%

C-difficile  - actual cases YTD* 72 9 9 RTT waits- incompletes (>52 weeks) 0 0 0 Theatre utilisation (capped) ≥90% 89.4% 89.4%

C-difficile  - avoidable cases YTD* - Cancer Discharge Summaries

Provisional Cancer- Composite Indicator A&E (within 48 hours)  ≥95% 96.5% 96.5%

Safer Staffing Number achieved out of 8 (Mar-19) Inpatients (within 48 hours)  ≥95% 78.7% 78.7%

RN/RM hrs on shift (% of planned) >86% 94.8% 94.8% Efficiency Outpatients (within 5 days)  ≥95% 95.2% 95.2%

HCA hrs on shift (% of planned) >86% 105.6% 105.6% Outpatient DNA rate ≤7.5% 7.3% 7.3% Discharge Summary Quality Audit 100% NA 91.6%

NHS Safety Thermometer Cancelled operations- last-minute (provisional) ≤0.8% 1.1% 1.1%

Harm-free care (all harms) NA 89.3% 89.3% NA NA Urgent operations cancelled for a second time 0 0 0

Harm-free care (new harms) ≥98.5% 97.9% 97.9% Extended Length of Stay (>21 days) 67 66 66 Target Actual 4-mth Actual Current 1-mth

Patient Safety Delayed Transfers of Care- Days (Mar-19) NA 0 576 NA NA 19/20 YTD Trend Month Period F'cast

VTE risk assessments (provisional) ≥96% 98.0% 98.0% Stroke

Medicines reconciled SSNAP Grading (Oct-Dec 18) B NA C NA

on admission People

Nutrition risk assessment ≥90% 57% 57% Target Actual 4-mth Actual Current 1-mth Mandatory training (Overall) ≥95% NA 96.0%

Emergency re-admissions within 19/20 YTD Trend Month Period F'cast Qualified Nurse & Midwifery Turnover ≤11% NA 10.7% NA NA

30 days  (Mar-19) Patient Experience All Staff Turnover ≤11% NA 10.8% NA NA

Failure of safer-surgery process 0 0 0 FFT positive responses (all) 95% 90.5% 90.5% A&E

Serious Incidents reported (StEIS) 0 0 0 FFT response rate (A&E/ Inpatients) 22.5% 23.5% 23.5% HAS compliance ≥95% 94.1% 94.1%

'Duty of Candour' breaches 0 0 0 Complaints received NA 38 38 NA NA Notify to Handover (30-60mins) ≤30 47 47

Never Events reported (StEIS) 0 0 0 Complaints responded to within Notify to Handover (>60mins) ≤10 6 6

Regulation 28 reports (inquests) 0 0 0 agreed timescale Finance (Apr-19) £000 Plan (£) Actual (£) Variance Rating

A&E Ombudsman cases upheld 0 0 0 Capital Service Cover metric -0.66 -0.66 4

Trolley waits in A&E (>12 hrs) 0 0 0 Staff Health and Safety Liquidity metric -55.34 -55.34 4

Maternity RIDDOR incidents reported 0 0 0 I&E margin rating -1,263,750 -1,266,991 -3241 4

Emergency C-Section rate <17.5% NA 17.0% Calendar days lost (Staff Accidents) NA 0 0 NA NA Performance against control total

Staff Accident Rate <10 0.00 0 (excluding PSF, FRF and MRET funding) 0.26% 1

People Agency spend 788,000 437,273 350,727 1

strong improvement Staff Sickness ≤4.8% 5.2% 5.2% Use of Resources Rating 3 3 3

improvement Appraisals - rolling 12 mths Q1: 87% NA 94.3% Regulatory

no change FFT- Staff Survey (quarterly) Single Oversight Framework (Jan-Mar 19) 1 3 - - -

deterioration Recommend Treatment (Jan-Mar 19)) ≥80% NA 80% CQC Rating*  (Jan-Mar 19) - - - Good -

strong deterioration Recommend Work (Jan-Mar 19) ≥74% NA 70%

* Governance indicators, which appear in the Single Oversight Framework

75.4%73.1%

0 0 -

 ≥95%

Quality Dashboard 
April 2019

SAFE SERVICE PROVISION RESPONSIVE SERVICE PROVISION EFFECTIVE SERVICE PROVISION

Key Performance Indicators Key Performance Indicators Key Performance Indicators

NA NA 8 NA NA

-

NA 6

-

≥90%

8

 ≤ 12% 12.3% 13.7%

The one-month forecast is an informed prediction of the next month's 

performance, which may be based on part-month data, operational 

intelligence and historical trends.

Actual  is upto April unless stated otherwise. 

1-month forecast 4-month trend

91.4%

WELL-LED SERVICE PROVISION

Key Performance Indicators

Key Performance Indicators

91.4%

CARING SERVICE PROVISION

QUALITY ACCOUNT: May 2019 Board (April 2019 performance)
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Integrated Performance Report: Chief Operating Officer   
Responsive Service Provision: Cancer Waiting Times Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast 

62-day GP Referral to Treatment-Overall: (Reporting Period: March 2019) 85% 86.4% 
   

Acute trusts are required to support the NHS England commitment to ‘Improving and 
Sustaining Cancer Performance’. One action required of trusts is that they report tumour- 
site- specific performance against the 62-day cancer target to their Board, irrespective of 
performance against the aggregate target.  
 
This report highlights the Trust’s overall and tumour- site- specific performance against 
the 85% threshold. The period that it relates to is March 2019 and the position stated has 
been fully validated, in line with the National Reallocation Policy. For the month of March, 
the aggregate 62-day position was 86.4%, which means that the Trust met the national 
standard for the month. The Trust reported seven breaches of the standard for March: 
 

 3   x complex pathways/multi- treatments/multiple co-morbidities; 

 2   x patient choice; 

 2   x change to treatment plan. 
   
‘Near Misses’ 
Acute trusts are also required to include, in the reports provided to their Board, data 
relating to patients treated within 48 hours of their breach date. In the month of March, two 
patients were classified as ‘near misses’. The reasons for the ‘near misses’ were as 
follows: 
 

 1 x patient choice; 

 1 x treatment delay/capacity.  
 
‘Treated after day 104’ 
A full breach analysis, and clinical assessment, must be conducted on patients with a total 
wait greater than 104 days. If harm has been caused by the treatment delay, a full 
‘Serious Incident’ investigation must be undertaken by the treating Trust. In March, two 
patients were treated post day- 104 at tertiary centres. These pathways have been fully 
analysed and it was found that the delays were the result of the complexities and 
comorbidities of the patients. It was also found that no harm was caused to the patients as 
a result of the delays.  

 

 
 

 

Expected date to meet target NA Signed off by Jan Smart 

Signed off by Trish Cavanagh 
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Integrated Performance Exception Report: Medical Director (1/2) 
Safe Service Provision: Mortality Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast 

Standardised Mortality Ratio: (Reporting Period: Feb-18 to Jan-19) 
 
Standard Hospital Mortality Index: (Reporting Period: Oct-17 to Sept-18) 

≤100 
 

≤100 

114.9 
 

122 

   

ISSUE 
The Trust’s Hospital Standardised Mortality Rate (HSMR), of 114.9, is greater 
than the national mean of 100 and is now considered ‘worse than expected’. The 
Trust’s SHMI of 122 is also ‘worse than expected’. The Trust’s crude mortality 
rate increased significantly in 2017-18, a pattern consistent with the national 
picture. It should be noted, however, that the increase in crude mortality 
experienced at the Trust was greater than the national rate of increase, although 
this was predicted in national analysis of population- based standardised 
mortality rates. The Trust’s mortality indices have increased to >100 as a result of 
the ‘observed’ number of deaths significantly exceeding the ‘expected’ number.  
 
The Trust has undertaken a detailed analysis of the mortality data and mortality- 
review process and has engaged with national experts on both subjects 
(including NHSI and Dr Foster). The investigation generated a number of 
conclusions: 

 There is no evidence that the quality of care deteriorated during the period 
investigated (mortality- review outcome). 

 The Trust’s mortality-review process conforms to all best-practice guidance.  

 The spike in crude mortality was also apparent in the Tameside and Glossop 
population.  

 Clinical coding is being undertaken effectively (evidenced by the comorbidity 
index and signs- and- symptoms rates). 

 The indices are inflated (estimated at > 5 points) as a result of a reduced rate 
of septicaemia, when compared to the national rate, which appears to be the 
result of the Trust adopting more quickly revised national coding guidance 
(this point was investigated by NHS Digital, with similar conclusions). 

 The loss of its Palliative Care Consultant has increased the Trust’s HSMR. 
 

 
 The Trust should be capturing additional long-term conditions/ comorbidities in 

its clinical notes/ electronic systems.  

 Crude mortality for the last seven months (September 2018- March 2019) is 
lower than that of the equivalent period in 2017 and close to that recorded in 
2016. 

  The HSMR for the last three months (September 2018- January 2019) is 103 
(as expected).  

ACTIONS 
1. Increase engagement with clinical teams about the mortality-review process 

and mortality data, and implement Dr Foster consultant scorecards.  
2. Continue to implement change in response to learning from the mortality 

reviews. 
3. Complete development of co-morbidity software, which will significantly 

improve the capture of long-term conditions (June-August 2019). 
4. Implement Simple Code software to improve data quality (June- August 2019).  

Expected date to meet target Q4, 2019-20 Signed off by Peter 
Nuttall 

Signed off by Brendan Ryan 

Tameside’s HSMR for 
September 2018- January 
2019 against the ‘all acute’ 
peer. 
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Integrated Performance Exception Report: Medical Director (2/2)  
Effective Service Provision: Efficiency 

Target 
Current 

Performance 
4- Month 

Trend 
Previous 

Performance Forecast 

Discharge Summaries- Inpatients: (Reporting Period: April 2019) 
 

95% 
 

78.7% 
 

   

 
ISSUE 
The positive impact of the roll out of the eCas Card can be seen in the 
performance data shown in the scorecard, relating the ED discharge summaries, 
with 96.5% of ED discharge summaries available to GPs within 48 hours. 
Performance against the outpatient- clinic- letter target was 95.2%, which means 
that the indicator was rated as green for April. However, performance was below 
target for the inpatient- discharge- summary target. 78.7% of inpatient discharge 
summaries were completed within 48 hours in April 2019. 
 
PROPOSED ACTIONS 
The Medical Director is leading the work designed to improve performance 
against the inpatient metric. The Trust’s IT System Development Team is 
beginning the development of the ward electronic record, which will include 
functionality for inpatient discharge summaries similar to that which has been 
implemented in ED, via the ECAS card. A meeting with the clinical teams, 
planned for February, has been rescheduled for early June 2019.   
 
ASSESSING IMPROVEMENT 
Using the bespoke performance reports.  
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 

Expected date to meet target Q4, 2019-20  Signed off by Peter 
Nuttall 

Signed off by Brendan Ryan  
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Integrated Performance Exception Report: Chief Operating Officer (1/1) 
Responsive Service Provision: Patient Safety Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast 

Type 1 and Type 3 Four Hour Standard:  (Reporting Period: April 2019) 
 
Notify to Handover (30-60mins): (Reporting Period: April 2019) 

95% 
 

<30  

85.9% 
 

47 

   

ISSUE 
The Trust did not meet the four-hour emergency care standard in April 2019, with 
performance of 85.9%.  
 
Ambulance handover delays increased in April with 47 crews waiting in excess of 
30 minutes and a further six waiting in excess of one hour.  
 
PROPOSED ACTIONS 

 Three times each week a review meeting will be undertaken that will 
include consultants and nursing staff. The meeting will consider lessons 
learned from performance for the week- to- date and plans for the week 
ahead.  

 Review of the departmental rota, including visiting consultants and 
practitioners.  

 Deployment of the ambulatory-care tracker to improve transfer times to 
the Ambulatory Care Unit.  

 Continue work to ensure that the relocation of the walk-in-centre activity 
to the hospital is as effective as possible.  

 Board rounds every two hours with nurse and consultant team leaders, 
assessing the capacity in the department to manage current demand. 

 Departmental recovery plan in place. 

 Pilot of HALO undertaking triage as part of the ambulance- handover 
process. 

 Re-invigorate the ‘fit- to- sit’ initiative with triage practitioners and 
ambulance crews. 

 At times of significant demand, those patients assessed as ‘ambulant’ 
may be forwarded to main triage. 
 

 

 
Notify To Handover Time 

 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 YTD 

30-60 
minute 

77 33 55 47 66 61 59 47 47 

60+  
minute 

13 5 4 1 9 16 6 6 6 

 

Expected date to meet target Quarter 2,  
2019-20 

Signed off by Anthony 
Edwards 

Signed off by Trish Cavanagh  
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Integrated Performance Exception Report: Director of Human Resources (1/1) 
Caring Service Provision: People Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast 

Staff Sickness: (Reporting Period: April 2019) 4.8% 5.2%    

ISSUE 
During April, in- month sickness absence reduced from 5.3% to 5.2% with 
reductions in both long- and short- term absence. Performance continues to be 
worse than the target and worse than all previous years. Total sickness is made 
up of approximately two-thirds long-term absence and one-third short-term 
absence. Long- term absence rates have been reducing gradually since 
December 2018. 
 
Mental health reasons continue to account for the majority of absence, followed 
by musculoskeletal problems. In terms of FTE days lost due to mental- health 
related issues, there has been a reduction since December 2018.   
 
PROPOSED ACTIONS 
Review of sickness policy & procedure: The new draft policy was outlined at 
the Trust’s Policy Development Group on 17th April, with the target of gaining 
agreement with local trade unions at the meeting in May.  The proposed new 
policy would then proceed for consideration to an Executive Management Team 
meeting by the end of June 2019. 
Introduce ‘Access to Work Mental Health Support’: Remploy visited the Trust 
to train the HR and Occupational Health teams on 17

th
 April 2019 and this 

support is now part of the core offer to employees as part of the sickness- 
management processes. The Trust promoted this service during Mental Health 
Week (week of the 13

th
 May). 

Focus on timely decision making: There is a renewed focus on minimising the 
number of staff absent for more than six months by ensuring that the relevant 
information, to make a management decision on employment, is in place before 
the six-month period. The number of staff absent for more than six months has 
reduced since December.   
ASSESSING IMPROVEMENT  
Improvement will be monitored via the sickness absence rate.  

 

Expected date to meet target Q4, 2019-20 Signed off by Amanda 
Bromley 

Signed off by Amanda Bromley 



` 

Page 12 

 
 

 
 

 
 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 22nd May 2019 Public Confidential Agenda item

Title Safer Workforce Paper 

10 
Lead Director Peter Weller, Director of Nursing and Integrated Governance 

Author Paula Flint (Deputy Director of Nursing) Dawn Downing (E-
Roster Lead) 

Recommendations made/ Decisions requested 

The Board is asked to note an improvement in Care Hours Per Patient Day (CHPPD) during 
2018/19 compared to 2017/18 including a stabilised Registered Nurse: patient ratio. 

The Board is also asked to note ongoing work around Workforce Safeguards (NHSi, 2018) which 
are expected to drive changes to the content and format of this report, including greater detail on 
ward establishments and the inclusion of other professional groups and services. There will also 
be additional assurances on the impact of changes ahead of an annual governance statement 
about safe and sustainable staffing arrangements.  

This paper relates to the following Strategic Objectives- 

X 1 Deliver safe and caring services 

X 2 Improve our patients’ and carer’s experience of our services 

X 3 Support the health and wellbeing needs of our community and staff 

X 4 Drive service improvement, innovation and transformation 

X 5 Develop our workforce to meet future service and user needs 

X 6 Use our resources wisely 

The paper relates to the following CQC domains- 

X Safe X Effective 

X Caring X Responsive 

X Well-Led X Use of Resources 
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This paper is 
related to this  
BAF risk 

CR734/AF1.23 - The ability to consistently sustain and maintain safe nurse 
staffing levels is compromised as a result of National Registered Nursing 
shortages and the impact of National training programmes. This impacts on the 
organisations nurse staffing vacancies and the ability to consistently deliver high 
quality, safe care. 

Where issues are addressed in the paper- 

Section of paper where covered

Equality and Diversity impacts Nil. 

Financial impacts if agreed/ not agreed NA 

Regulatory and legal compliance NHS England monthly requirement to publish and report
Staffing Data 

The CQC report published 7th February 2017 states that
the Trust must ensure that there are appropriate 
numbers of nursing staff deployed to meet the needs of 
patients (medical services). 

Sustainability (including environmental 
impacts) 

The Trust is required to ensure staffing levels are 
adequate to meet patient safety and quality 
requirements. 

Executive Summary 

This report confirms the on-going compliance with the requirement to receive and review 
information on nursing and midwifery staffing levels at the board each month.  

The report details an improved CHPPD compared to the same period last year and includes 
some detailed information regarding fill rates and the use of temporary staff.   

Included in this report is reference to the new Nursing Workforce Planning Group which will 
oversee recruitment, retention and temporary staffing across the organisation.  
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1. Purpose 

The purpose of this report is to inform the Trust Board of the latest position in relation to Nursing and 
Midwifery staffing in line with NHS England (National Quality Board) expectations and those of the Care 
Quality Commission. 

2. Background 

The last report to Board was presented in March 2019 and this included the January and February 2019 
position. 

In January 2018, the National Quality Board updated its guidance to provider Trusts which set out 
revised responsibilities and accountabilities for Trust Boards for ensuring safe, sustainable and 
productive staffing levels. This report presents the safe staffing position as at the end of March 2019 and 
confirms on-going compliance with the requirement to publish monthly data on staffing levels for nursing, 
midwifery and care support worker staff.  

In October 2018 NHS Improvement published ‘Developing Workforce Safeguards’ highlighting policy 
and best practice in effective staff deployment and workforce planning.  Included in those safeguards are 
new recommendations to strengthen the commitment to safe, high quality care in the current climate.  
Work on the implementation of these is underway and will be discussed at the newly formed Workforce 
Planning Group. 

3. Nursing and Midwifery fill rates 

The Registered Nurse/Midwife fill rate for day and night shifts increased in March 2019 although fill rates 
for non-registered staff decreased (as noted in Section 3).  The table and graphs below demonstrate 
overall trends in fill rate; detailed information regarding this for each inpatient area can be found in 
appendix one. 

3.1 Planned versus actual care hours per patient day (CHPPD). 

CHPPD for March 2019 reduced compared to previous months although it remains higher than the same 
period last year. CHPPD is expected to increase again during April 2019. Detailed interrogation of the 
data shows that the March reduction is largely made up of non-registered Nursing staff, with an overall 
stable position for Registered Nurses.  

Of the 9 medical inpatient areas 6 areas showed a reduction in non-registered CHPPD in March 2019 
contributing to the reduction in overall nursing CHPPD (Appendix two). 

Where some of the medical areas saw a reduction in RN fill rates, this was compensated by a >100% fill 
rate for non-registered staff and the reduced fill rates in these areas does not correlate with any increase 
in incidents, complaints, medication errors or infection control issues. Senior Nurse Leaders report that 
recruitment to vacant posts is in progress and plans are in place to consider other workforce options for 
difficult to recruit to areas. 

During March a reduction in overall fill rates (reduction of 1.2%), an increase in bed occupancy and an 
increase in annual leave in a number of areas will also have contributed to the reduction in overall 
CHPPD. 
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3.2  Fill rates 

The Registered Nurse/Midwife fill rates remained stable at an average of >95% of shifts filled throughout 
March. Fill rates for non-registered staff decreased slightly although they too remain >95%. The table 
below demonstrates overall trends in fill rate; detailed information regarding this for each inpatient area 
can be found in the appendix one. 

Month 
Registered % of 
shifts filled DAY 

Registered % of 
shifts filled NIGHT

Unregistered % 
of shifts filled 

DAY 

Unregistered % of 
shifts filled NIGHT

Overall  
Average 

Oct-18 92.9 96.3 96.3 115.3 100.2%

Nov-18 93.1 98.9 97.4 116.2 101.4%

Dec-18 91.6 97.8 96.0 116.5 100.5%

Jan-19 94.6 98.6 100.1 120.1 103.4%

Feb-19 92.8 98.8 97.2 123.3 103.0%

Mar-19 94.4    ↑ 98.3    ↓ 95.9    ↓ 118.7 ↓ 102.0%  ↓

Fill rate information is based on current agreed staffing establishments. Future planned reviews of skill 
mix and staffing numbers may impact this position further.  

3.3        Non Ward- Based Staff 

Alternative workforce models have previously been noted within this report. Through these largely non-
nursing roles, additional support has been provided to our ward based nursing teams. Roles have 
included a range of Registered Nurse specialists, pharmacy technicians and physiotherapists.  

Implementation of AHP's on to the e-roster is scheduled for Oct/November 2019 and this will support the 
planning of safer staffing levels.  The Divisional Manager for Therapies has confirmed that Team 
Leaders have oversight of the annual leave/vacancies and ensure that they are staffed safely.  At the 
moment, the AHP teams do not utilise an acuity/safer care tool, however they do prioritise patients 
based on need. Non-nursing roles do not currently contribute to the overall CHPPD calculation unless 
they are included in the budgeted ward establishment. 

A review of the staffing and the support provided by pharmacy will be included in the subsequent staffing 
report. 

3.4       Temporary Staffing (NHSP and Agency) 

The monthly fill rates referred to section 3.2 include shifts covered by temporary staff. The table below 
indicates the percentage of our total hours filled which can be attributed to bank or agency staff. During 
March 2019 of the 102% of total hours filled, 82% were filled by staff working substantive shifts and 20% 
were covered by temporary staff. The areas included in this calculation are the 20 inpatient ward areas 
as shown on the Heat map (Appendix one). For a more detailed review of temporary staffing percentage 
split by day and night and staff grade, please refer to Appendix one. 

Oct-18 Nov-18
Dec- 
18

Jan- 
19

Feb- 
19

Mar- 
19 

Percentage of shifts in inpatient areas covered by 
NHSP/Agency staff  22.08% 23.81% 20.69% 23.42% 26% 20% 
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The Nursing and Midwifery Temporary Staffing Group have oversight of bank and agency use in the 
organisation and identify a specific area for additional scrutiny each month. During March the group 
reviewed Ward 40 and the 3 floors of the Stamford Unit using data provided by NHS Professionals and 
our own intelligence such as sickness levels, and all leave taken in-month. Senior leaders are invited to 
attend to provide assurance and escalate any issues of concern. 

In order to streamline some processes the Director of Nursing has established a Nursing Workforce 
Planning meeting which is an amalgamation of the Nursing & Midwifery Temporary Staffing Group and 
the Recruitment and Retention Group. The first meeting is scheduled to be held in May 2019. 

4. Red Flags 

The organisation has agreed on a number of ‘Red Flags’, in line with national recommendations for 
nurse staffing red flags These are defined as an early indicator that there may not be adequate staffing, 
and there is an established process in place whereby staffing levels across all areas are collated and 
reviewed prior to each bed meeting, four times daily, and staff moves are made as required to ensure 
safe staffing levels are maintained across all areas. The process for validating a monthly red flags report 
is currently being reviewed by the new Director for Nursing and Integrated Governance.  

The Nursing Leadership team for inpatients and the Intermediate Tier service have confirmed that there 
were no red flags validated in their areas during March. 

Maternity have a process for reporting and managing midwifery staffing red flags in real time. Some 
incidents are reported as red flags, but are not as a result of midwifery staffing levels. There is a 
validation process and this enables checking that these incidents were reported appropriately as per 
Trust policy. There were no validated red flags in maternity during March 2019. 

5. Retention 

The overall turnover position has improved during the past year however it has risen slightly in March 
2019 to 11.98%. Colleagues in Human Resources are monitoring this to determine whether this trend 
continues into April. 
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6. Recruitment 

A recruitment event was hosted on the Stamford Unit during March with a specific focus on the 
intermediate tier service. Planning also took place for local careers events scheduled to be held during 
April, along with specific nurse recruitment events during May and June. Further details to this will be 
provided in subsequent staffing reports. 

The Medical Division is currently reporting a total of twenty one Registered Nurse vacancies with five 
support worker posts available. The Trust has ten Registered Nurse vacancies across surgery and 
orthopaedics with 12 support workers – nine of which have been appointed to. The vacancy position is 
currently obtained through a variety of colleagues within divisions and corporate services including 
Human Resources. Work is underway to develop a process whereby one agreed accurate vacancy 
position is held at all times.  

A small number of enquiries continue to be received each month through a variety of sources and these 
are managed on an individual basis as they occur. 

A new workforce planning group has been established which will coordinate recruitment and retention as 
well as interrogating information, data and plans around temporary staffing.  

7. Roster approval 

During March 2019, 60% of rosters were signed-off within the agreed six-week timeframe including all 
surgery women’s and children’s inpatient areas and the Stamford Unit. The reduction in timely sign-off 
was predominantly in Medicine and related to changes in senior Nursing positions. It is anticipated that 
this will be resolved for the rosters due for completion during April. 

The eRostering Lead is producing updated rostering KPI reports which will be circulated in May 2019. 
The reports will demonstrate performance compliance in key areas such as roster sign off with 6 weeks’ 
notice, annual leave management and shifts with missing skills. 

8. Registered Nursing Associates 

The Nursing Associate (NA) role has been created to provide high quality person-centred care across 
health and social care settings. The role will support the Registered Nurse position and will also and 
create a further entry point into Registered Nurse training.   

Thirteen graduates from the first cohort of Trainee Nursing Associates are now registered with the 
Nursing and Midwifery Council and are working within the acute hospital site. A preceptorship 
programme has been developed to support the transition of Trainees in to Registered Nursing Associate 
(NA) roles, based on the band 5 nursing preceptorship programme. One of the graduates has taken up a 
position within community adult nursing. 

Twelve TNAs remain on the Trust’s second cohort of the programme.  This group of staff are due to 
progress into their second year of the programme which will be overseen by the PEF team in 
conjunction with the Programme Lead and the University of Bolton. 

9. Midwifery Staffing 

The midwife:birth ratio at the end of March remained constant at 1:29.5 which is in line with national 
recommendations. There is also a current increase in midwifery vacancies due to maternity leave, 
retirement and midwives leaving for career progression/promotion opportunities in other organisations. 
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These posts are all out to advert currently. A business case is being developed to address the Better 
Births requirements regarding Continuity of Carer. 

10. Children’s Services Staffing 

A business case for Paediatric Staffing in ED has been developed, in line with national standards and 
recommendations. This was presented to the Capital and Resource Investment Group (CRIG) in May 
and accepted by the Group. 

School Nursing services continue to be recruited to established levels, and recruitment to the remaining 
vacant Health Visitor posts is in progress. 

A review of the Children, Young People and Families (CYPF) workforce is being undertaken by the 
Divisional Nurse Director for Surgery, Women’s and Children’s Services, against national standards and 
recommendations, the outcome of which will be reported in a future Safe Staffing report. The review is 
part of a wider service review with the service transformation team. 

11. NHS Improvement Developing Workforce Safeguards (DWS). 

The Developing Workforce Safeguards were published in late 2018 to support providers to deliver high 
quality care through safe and effective staffing, building on the National Quality Board Guidance.  The 
document describes how NHS Improvement will use a triangulated approach to decide staffing 
requirements combining the use of evidence based tools, professional judgement and outcomes to 
ensure the right staff with the right skills are in the right place at the right time.  

The Safe Staffing report produced in November 2018 contained details of the recommended safeguards 
and the Trust is working to ensure the implementation of these 14 recommendations. Work on the 
implementation of these is underway and will be discussed at the newly formed Workforce Planning 
Group. 

12.  Summary and recommendations 

This report confirms the on-going compliance with the requirement to receive and review information on 
nursing and midwifery staffing levels at the board each month.  

The report details an improved CHPPD compared to the same period last year and includes some 
detailed information regarding fill rates and the use of temporary staff.   

Included in this report is reference to the new Nursing Workforce Planning Group which will oversee 
recruitment, retention and temporary staffing across the organisation.  

Paula Flint, Deputy Director of Nursing  
Dawn Downing, E-Roster Lead
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11.02.19
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% of 
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%
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Roster 

11.02.19

Planned 

Registered 

CHPPD

Actual 

Registered 

CHPPD

Planned 

Unregistered 

CHPPD

Actual 

Unregistered 

CHPPD

Actual 

CHPPD

TOTAL 

Planned Orthopaedic Unit 24 0 100.0% 0 0 0 0 0 0 Y 95.5% 7.5% 97.8% 48.7% 7.18% 14.3% 91.2% 13.82% 102.8% 19.0% 5.24% 12.7% 3.7 4.0 2.9 3.1 7.1

Integrated Gynae Surgical Unit 114 3 94.7% 0 0 2 0 0 0 Y 93.5% 6.7% 97.5% 28.1% 2.81% 16.4% 100.0% 30.69% 122.4% 54.2% 14.77% 12.8% 3.1 2.9 3.2 3.5 6.4

Emergency Orthopaedic Unit 23 0 100.0% 0 0 0 0 0 0 Y 90.2% 11.07% 93.9% 40.9% 6.54% 16.8% 96.5% 27.01% 146.9% 33.2% 2.65% 16.0% 3.5 3.5 3.0 3.7 7.2

Critical Care 40 0 N/A 1 0 2 0 0 0 N 103.1% 16.5% 102.5% 29.8% 0.00% 11.1% 95.5% 11.45% - N/A 0.00% N/A 24.6 29.4 1.3 1.5 30.9

Acute Medical Unit (AMU) 15 3 85.2% 1 0 5 0 0 0 Y 88.4% 11.9% 91.9% 37.2% 3.68% 16.2% 93.9% 13.42% 98.1% 18.8% 5.52% 12.8% 4.1 4.4 4.3 4.8 9.2

Acute Cardiology Unit (ACU) 23 0 100.0% 0 0 1 0 0 0 Y 89.4% 13.9% 98.0% 33.1% 0.54% 15.4% 88.5% 13.24% 109.7% 32.5% 2.12% 11.1% 5.2 5.3 2.8 2.9 8.1

Heart Care Unit (HCU) 56 0 92.3% 1 0 2 1 0 0 N 99.3% 16.2% 103.2% 44.0% 21.84% 4.6% 112.3% 21.94% 109.6% 19.2% 11.67% 15.6% 3.3 2.8 3.8 3.5 6.3

Ward 31 7 0 100.0% 0 0 2 0 0 1 Y 110.3% 11.7% 99.9% 71.5% 19.64% 2.6 78.7% 36.51% 102.5% 54.8% 9.16% 14.7% 2.6 2.9 4.4 4.1 7.0

Ward 40 48 0 95.9% 0 0 2 0 0 0 N 104.2% 17.6% 101.9% 54.2% 0.00% 14.9 109.5% 17.56% 125.3% 45.7% 12.93% 15.4 2.6 2.7 2.6 3.1 5.8

Ward 41 55 0 100.0% 0 0 0 0 0 1 N 98.5% 21.9% 89.0% 52.4% 1.55% 12.3 85.8% 22.17% 130.0% 54.0% 0.74% 18.3 2.6 2.6 3.3 3.5 6.1

Ward 42 30 0 92.3% 1 0 1 0 1 1 Y 82.7% 8.9% 96.7% 57.3% 2.91% 9.1 120.8% 15.74% 158.2% 48.3% 3.16% 11.4 2.8 2.5 2.8 3.8 6.4

Ward 44 24 0 97.4% 0 0 1 0 0 1 N 80.5% 32.2% 96.6% 40.3% 4.69% 24.5 109.4% 24.77% 141.8% 50.3% 2.78% 10.3 2.7 2.4 3.8 4.7 7.1

Ward 45 0 0 94.4% 1 0 0 0 0 1 N 79.0% 2.4% 98.4% 28.0% 1.22% 10.1 91.0% 20.50% 104.8% 27.9% 5.40% 14.2 2.7 2.5 4.8 4.8 7.3

Ward 46 27 0 97.5% 0 0 1 0 1 0 N 79.7% 6.1% 74.9% 31.3% 4.43% 14.3 87.2% 14.92% 194.5% 33.4% 4.72% 13 3.0 2.5 3.0 3.9 6.4

Ward 27 (Maternity) 24 1 96.3% 0 0 0 0 0 0 N 90.6% 17.4% 87.7% 35.1% 10.40% 17.0% 76.2% 20.05% 95.0% 32.4% 2.44% N/A 2.7 4.0 1.3 1.7 5.7

Neonatal Unit (NICU) 79 0 100.0% 0 0 0 0 0 0 Y 99.3% 12.2% 96.0% 11.8% 3.55% 15.4% 100.0% N/A - N/A 0.00% N/A 7.8 10.9 0.5 0.7 11.6

Children's Unit 99 0 100.0% 0 0 3 0 0 0 Y 98.6% 12.0% 137.3% 9.8% 0.82% 19.0% 83.2% 19.47% - N/A 13.89% 21.7% 4.1 8.1 0.9 1.7 9.8

Stamford Unit Ground 5 0 80.0% 0 0 1 0 0 0 Y 99.3% 7.3% 98.3% 49.5% 0.00% 14.7% 100.2% 9.92% 99.9% 19.5% 3.03% 17.1% 1.7 1.7 3.8 3.9 5.6

Stamford Unit 1st Floor 2 0 76.2% 0 0 6 0 0 1 Y 101.0% 6.5% 101.5% 49.8% 0.00% 16.5% 99.0% 34.41% 114.2% 38.4% 5.74% 10.9% 1.7 1.7 3.8 4.1 5.8

Stamford Unit 2nd Floor 12 0 96.7% 0 0 0 0 0 0 Y 103.4% 4.5% 96.8% 51.9% 12.32% 8.9% 97.8% 23.07% 100.2% 22.8% 14.96% 15.4% 1.7 1.8 3.8 4.0 5.8

Inpatient Totals/Averages 707 7 91.3% 5 0 29 1 2 6 60% 94.4% 13.0% 98.3% 37.0% N/A N/A 95.9% 10.0% 118.7% 36.0% N/A N/A 3.4 3.6 3.2 3.6 7.2

Heat map - Inpatient Ward Areas - March 2019

Patient Experience Quality & Safety Registered Safe Staffing Unregistered Safe Staffing Care Hours per Patient Day

KEY 
Complaints  Moderate Harm + Falls with Harm MRSA CDIFF  PU(+G2)  Staffing Fill Rates FFT Postive  Annual Leave 
0 - Green  0 - Green  0 - Green  0 - Green 0 - Green  0 - Green  > 90% - Green  >95% - Green  <9% or >18.1% - Red 
>1- Amber  >1 - Amber  >1 - Amber  >1 - Red >1- Amber  >1 - Amber  80 - 90% - Amber 90 - 95% - Amber 9-11% or 17-18%- Amber 
>2 - Red  >2 - Red  > 2 - Red   >2 - Red  >2 - Red  < 80% - Red  <90% - Red  11-17%- Green 
 
*Please note that the PU data contains only the requests for RCA’s and not those which have been attributed Trust acquired. 
** FFT Total shown does not include Community areas, only inpatient ward areas as shown above.. N/A indicates no returns in month 
*** Where a fall with harm is indicated this will also be in the total of moderate harms for that month. All falls with harm are included in the moderate+ harms total. 



Unregistered Care Hours Per Patient Day (CHPPD)
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Tameside and Glossop Integrated Care NHS Foundation Trust 
 

Meeting date 22nd May 2019  Public  Confidential Agenda item 

Title Significant Risk and Board Assurance Framework Report 

12 Lead Director Peter Weller, Director of Nursing and Integrated Governance 

Author Thomas Jinks, Associate Director of Integrated Governance 

 
Recommendations made/ Decisions requested 
 

To review and approve the risks and changes to risk scores proposed within this paper, which 
have previously been to Finance Committee, Service Quality and Operational Governance Group 
and Quality and Governance Committee.    

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

 Safe  Effective 

 Caring  Responsive 

 Well-Led  Use of Resources 

 

This paper is 
related to these  
BAF risks- 

To all the BAF risks and significant risks scoring 15 or over 
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Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts Not applicable  

Financial impacts if agreed/ not agreed All sections 

Regulatory and legal compliance All sections 

Sustainability (including environmental impacts) Not applicable 

 
Executive Summary 
 

This paper outlines the current position in relation to Board Assurance Framework and significant 
corporate risks scoring 15 or over. 

The main changes since the previous paper to Trust Board are 

 Revision of the narrative update and analysis information  

 Amendments of the title of Director of Operations to Chief Operating Officer 

 The detailed tables in the Appendices have been formatted to ensure clarity of the start of 
each table  

 
Although there are no new, increased or reduced risks to be reported at this time it is of note that 
the Finance Committee have reviewed the risks governed by the Committee to ensure that they 
are still fit for purpose, particularly given changes in national guidance. Consequently, there are a 
number of amendments proposed. The proposed changes are in relation to the separation of 
constituent elements of risk to reflect national guidance and to provide clarity and improved 
accuracy in scoring. The separation has resulted in a number of additional risks being developed. 
The Committee requested further consideration regarding both the target and mitigations, these 
changes will be approved and finalised at the Finance Committee before being presented at Trust 
Board for approval in July 2019.  

The Board Assurance Framework risks have also been aligned to the 2019/20 corporate 
objectives. A full scheduled review process with Executive Leads and Trust Board sub-
committees is in progress, with assertive work taking place to ensure the updating of all risk 
details with emphasis on projected timescales and effectiveness of controls and mitigations.    
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May 2019 – Significant Risk and Board Assurance Framework (BAF) Report  
  
1.0 Summary  
 
This paper provides members with oversight of the BAF and significant risks currently 
assessed as scoring over 15 for awareness, review and scrutiny of the controls, actions and 
mitigations. The significant risks are those currently identified across all acute and 
community services provided by the Trust.  
 
This paper provides this information in the context of the current position and alignment of 
risks. The risks are aligned to Committee structures and Terms of Reference approved by 
Trust Board. The risks have been aligned to the 2019/20 corporate objectives.   
 
Currently, the Board Assurance Framework risks and significant risks scoring 15 or over 
relate to the following areas: 
 

 Finance (Cost control, TEP delivery and liquidity) 

 Staffing, Recruitment and Retention 

 Bed availability in Nursing Homes impacting on flow 

 Increased demand for non-elective care resulting in high levels of bed 
occupancy  

 Information Technology 
 

The summary tables in Appendix 1, 2 and 3 provide details of the BAF and significant risks 
scoring 15 or over and include the description of the risk, the risk appetite rating, scores and 
analysis of the risks.  
 
The risks are separated out into BAF risks and Corporate risks and arranged in risk score 
and gap score order.  
 
1.1   New Significant Risks 
 
There are no new significant risks to report to the Board.  
 
1.2   Reduction in Risk Scores 
 
There are no reductions to risks to report to the Board 
 
1.3   Increased Risk Scores 
 
There are no increases to the scores of significant risks since the previous report to the 
Board 
 
1.4   Emerging Risks/Other Notable Changes / Updates 
 
The Finance Committee have reviewed the risks governed by the Committee to ensure that 
they are still fit for purpose, particularly given some recent changes in national guidance. 
Consequently, there were a number of amendments proposed. The Committee requested 
further consideration regarding both the target risk score and mitigations, these changes will 
be approved and finalised at the Finance Committee before being presented at Trust Board 
for approval in July 2019. 
The Quality and Governance Committee will be reviewing the risks governed by them 
through a planned schedule of reviews and deep dives. 
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2.0      Recommendations  
  
Members are requested to review the current ratings of the significant risks identified along 
with the current controls, mitigations, and assurances.  
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Appendix 1 Summary of risks and analysis 

 
 
 
 
 

  

 
 
 
 

 
 
  

  Sub-Committee Key:  

AC:  Audit Committee SQOGG: Service Quality & Operational Governance Group 

CoG:  Council of Governors IPCG:  Infection Prevention & Control Group 

QGC:  Quality & Governance Committee ISB:  Internal Safeguarding Board 

FC:  Finance Committee IMTG:   Information Management &Technology  Group 

EMT: Executive Management Team IG:  Information Governance Group 

TB: Trust Board  RMG: Risk Management Group 

OG: Operational Group WC: Workforce Committee 

   Risk Lead Key: 

CEO:  Chief Executive DoHR:   Director of Human Resources 

MD:    Medical Director DoE:      Director of Estates 

DNIG:    Director of Nursing and 
Integrated Governance  

DoP:      Director of Performance & Informatics 

COO Chief Operating Officer BS: Board Secretary 

DoF:  Director of Finance  

Risk Matrix 

 Consequence 

    Likelihood Insignificant Minor Moderate Major Catastrophic 

     Rare 
1 2 3 4 5 

Low/Unlikely 2 4 6 8 10 

Possible 
3 6 9 12 15 

High/Likely 
4 8 12 16 20 

Almost 
certain 

5 10 15 20 25 

Gap Score Matrix (Difference between Target Score and Current score) 

Gap score   ≤0 Risk target achieved 

Gap score  1 – 5 Tolerable 

Gap score  6 – 9 Close monitoring 

Gap score 10 Concern 

Gap score > 10  Serious 

Direction of travel – Change since previous  review 

 Escalated 

 De escalated 

 Unchanged 

 Target achieved 
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Update /Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

Risk AF 5.4 
(3482) 

Medical Staffing – The ability to 
recruit to Consultant and Middle 
Grade posts due to national 
shortages in certain specialties 
i.e. Radiology, Medicine and 
palliative care. This may impact 
on patient experience and the 
ability to provide safe care 

 This risk remains at 20 and continues to be 
challenging. There is a medical retention action 
plan in place further work to reduce to risk 
includes proactive recruitment and review of 
terms and conditions and recruitment and 
retention premiums. The risk is under review 
and will be presented at the June 2019 
Workforce Committee. 

WC 
MD 

DoHR 
 

20 10 10 Moderate 

Risk AF 2.8 
(3526) 

Failure to achieve VFM services 
and financial sustainability. 

This risk was reviewed at the April 2019 
Finance Committee, to ensure that the risk 
description and scoring is fit for purpose, and 
given changes in national guidance. The 
Committee requested further consideration 
regarding the target score and mitigations, 
these changes will be agreed and finalised at 
the Finance Committee before being presented 
at Trust Board for approval. 

FC DoF 20 15 5 Moderate 

Risk AF 4.2 
(3488) 

Failure to ensure on-going 
compliance with terms of NHS 
Improvement  Provider 
Licence requirements 

This risk requires continuous implementation of 
agreed actions across the Trust to achieve the 
target score. Controls and assurances include 
Board reporting in line with FT provider licence  
requirements, Board Financial reporting 
procedures fit for purpose and FT metric 
performance framework 

TB 
BS 
CE 

20 15 5 Moderate 

Risk AF 5.1 
(4059) 
 
 

Failure to deliver Trust 
efficiency programme (TEP) 
and transformational savings 

This risk was reviewed at the April 2019 
Finance Committee, and amendments 
proposed. The Committee requested further 
consideration regarding the target score and 
mitigations, these changes will be agreed and 
finalised at the Finance Committee before being 
presented at Trust Board for approval. 

FC DoF 16 10 6 Moderate 

Risk AF 1.24 
(3483) 

Increased demand for non-
elective care is resulting in high 
levels of bed occupancy. This 
could result in a reduced positive 
patient experience and the 
potential to impact on workforce 

 This risk was reviewed in May 19. The Trust 
has been experiencing high levels of bed 
occupancy in recent weeks associated with 
acuity and admission levels therefore the score 
remains at 15. The Trust continues to engage 
with other service providers and to progress 
models of care to improve capacity and patient 

EMT COO 15 10 5 Moderate 
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Update /Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

and finances   flow and roll out the programme of Home First 
(admission avoidance and discharge to 
assess). 

 

Risk AF 2.2 
(3485) 

Failure to deliver the 2019/20 
financial plans (Capital, 
Revenue, Cash) approved by 
Trust Board  

This risk was reviewed at the April 2019 
Finance Committee. The Committee proposed 
that the risk be divided into its constituent 
elements to allow for more accurate scoring and 
alignment with national guidance. The 
Committee requested further consideration 
regarding the target score and mitigations, of 
the new risks, these changes will be agreed and 
finalised at the Finance Committee before being 
presented at Trust Board for approval. 

FC DoF 15 10 5 Moderate 

Risk AF 1.23 
(734) 

The ability to consistently sustain 
and maintain safe nurse 
staffing levels and consistently 
deliver care hours per patient per 
day, high quality and safe care. 
 

This risk is currently scoring 15 as Divisional 
risk mitigation plans are controlling the risk. The 
number of nursing vacancies in the Trust have 
reduced and nursing associates have recently 
completed their training. The Director of Nursing 
and Integrated Governance has reviewed the 
nursing establishments with Divisional Teams. 
The Recruitment and Retention Group and 
Temporary Staffing Group have now been 
devolved.  A new Nursing Workforce Group has 
been formed and will meet in mid May 19. New 
ToR will be developed which will look to cover 
both previous agendas.  

WC 
DNIG 
DoHR 

15 10 5 Low  

Risk AF 4.8 
(3491) 

Risk of disruption to the Trust IT 
infrastructure affecting clinical 
systems 

The risk has been reviewed at the IM&T March 
2019 meeting and is due to be reviewed at the 
May meeting. The score remains at 15. 
Significant work has taken place to identify 
single points of failure and resources to focus 
on Community IT systems.  

IMTG DoP 15 10 5 Moderate 
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CORPORATE SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

CR4398 

Lack of nursing home beds in 
the health economy impacting 
on the Trust’s ability to avoid 
delayed transfer of care 

Joint working is continuing with the Single 
Commissioner to address this  

QGC COO 16 12 4 Moderate 

CR4183 
 

There is a risk of delayed 
patient diagnosis and/or 
treatment as a result of lack of 
availability of 
radiologists/radiology staff in the 
service. 

This risk is influenced by the national picture of 
availability of radiologists. The Division continue 
to mitigate to meet demands using locum cover 
and continue to advertise vacancies. This risk is 
currently being reviewed by the Division and a 
gap analysis undertaken which will be 
presented at SQOGG. 

QGC COO 15 10 5 Low 

CR4012 

Cyber Security Threat: Banking 
Trojans now using Locky 
Ransomware resulting in 
potential data loss due to 
encryption  

The risk was reviewed by IM&T Group in March 
2019 and is due for review at the May meeting. 
The score remains 15 and at target score the 
target score reflects the challenges of continual 
development of ransomware and cyber threats.   

IMTG DoP 15 15 0 Moderate 
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Board Assurance Significant Risks                                                                                                                                                      Appendix 2 

Strategic Priority (Objective) Corporate Objectives  5,   BAF Ref: AF 5.4  Date entered on 
register: 15/09/14 

Risk ID number: AF3482 linked to 
CR1549 

Risk Description: Medical Staffing – The ability to recruit to Consultant and Middle Grade posts 
due to national shortages in certain specialties i.e. Radiology, Medicine and palliative care. This 
may impact on patient experience and the ability to provide safe care of finances. 

Assurance Committee 
Workforce Committee  
 

Executive Director Lead 
Director of Human Resources 
Medical Director 

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
Unchanged 

Last received at Workforce 
Committee: 
January  2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
10 concern 

Date of next review: 
July 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
There is a national shortage of 
Consultant and Middle Grade 
doctors in some specialties 
therefore there is additional 
reliance on Locum and Agency 
staffing to provide full staff 
compliment 

Date When Target Risk score expected to be achieved 
Local and National agendas and changes influence the Trust’s ability to achieve this provisional 
target date of end of May. 

Rational for Risk appetite  
The Trust is  not willing to risk the ability of the organisation to delivery safe effective 
care or compliance with regulatory requirements  

Controls:  

 Workforce strategy 

 Sickness Policy and monitoring  

 Use of internal bank staff to bridge the gap 

 Temporary staff management monitoring 

 Senior Managers receive daily staffing report summaries 

 Capacity & Demand being reviewed through job planning process 

 Robust job planning process 

 Staffing monitoring via Quality Account dashboard and HR metrics. 

 Continual International recruitment  

Assurance: (how do we know if the things we are doing are having an impact and can 
we validate or evidence e.g.: Inspections; Committees; Working Groups; Reports; 
Monitoring Returns etc?): 

     

 Rotas confirming improvements in ED middle grade and substantive staff    

 Medical Staffing Expenditure Review Group (MSERG) – Medical Workforce 
TEP 

 Ned Led Workforce Committee (Board subcommittee) 
 

Mitigating actions: (what more should we do?) Responsible person  Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
No gaps in assurance identified however implementation of real time operational 
management requires consistent application of agreed systems and processes by all 
staff at all levels across all divisions. 

1. Proactive recruitment  
2. Review of Terms and conditions and 

recruitment and retention premium  
 

Divisional Directors and 
Managers with HR BP 
input and reports 
 

1&2 end 
May 2019 

Risk source  
Operational performance 

Anticipated effect of controls (when is a reduction in risk trajectory expected /risk 
score reduced) Reported at Board meeting aligned to performance trajectory & 
report 
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Strategic Priority (Objective) Corporate Objective 6,  BAF Ref: AF2.8 Date entered on register: 
28/05/14 

Risk ID number: AF3526 

Risk Description : Failure to achieve Value For Money (VFM) services and financial sustainability Assurance Committee 
Finance Committee  
 

Executive Director Lead 
Director of Finance 
Executive Team 

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
 Unchanged 

Last received at Finance 
Committee: 
  April 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
5 tolerable  

Date of next review: 
May 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
The Trust is currently working 
to a deficit plan, therefore is 
not currently financially 
sustainable 

Date When Target Risk score expected to be achieved 
The achievement of this for all services will only be realised with the achievement of a fully 
Integrated Care System. The Trust is required to develop a recovery plan by Dec 19. 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

Controls:  

 Standing Financial Instructions (SFI’s) in place 

 Trust Efficiency Programme 

 Activity Planning income and activity  

 Planned process 

 Scheme of Delegation.  Budgetary Systems and Procedures 

 Appropriate insurance protection established 
 

Assurance:  
Internal:  
Performance and financial reports to Board 
Report to Trust Executive Team 
Report to DMTs 
TEP  performance monitoring reports 
Performance framework 
Capital and Revenue  Investment Group (CRIG) 
External:  
Use of resources Assessment – NHSI 
Well led review – CQC 

Mitigating actions: (what more should we do?) Responsible 
Person  

Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 No gaps in assurance identified  1. Divisional action plans and recovery plans 
where required  

2.  Implementation of  CPT  plan and formation of 
an integrated Care organisation 

Director of Finance / 
Finance Team 
Executive Team  

Q1 2019/20 
and 
continuing 
cycle of 
planning 

Risk source  
Strategic Insight and Foresight 

Anticipated effect of controls Reported at Board meeting aligned to performance 
trajectory and performance report 
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Strategic Priority (Objective) Corporate Objective 6,  BAF Ref: AF4.2 Date entered on register: 

15/09/14 
Risk ID number: AF3488 

Risk Description : Failure to ensure on-going compliance with NHS Improvement Provider Licence 
requirement 
 

Assurance Committee 
Trust Board 

Executive Director Lead 
Board Secretary, Chief 
Executive  

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
Unchanged 

Last received at Trust Board: 
March 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
5 tolerable 
 

Date of next review a Trust 
Board: 
May 2019 
 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current regulatory 
information and intelligence 

Date When Target Risk score expected to be achieved 
The achievement of this for all services will only be realised with the achievement of a fully 
Integrated Care System. The target date is currently under review.  

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some elements of risk but it is still a 
primary concern - must be considered in the context of other benefits and constraints. 

Controls: (what are we currently doing about the risk?) 

 Board reporting in line with FT provider licence  requirements  

 Board Financial reporting procedures fit for purpose  

 FT metric performance framework 

 Regular contact with Monitor and  Board reporting re actions taken to maintain 
authorisation 

 

Assurance:  

 NHSI quarterly review meetings 

 Trust Board seminars 

 Board Reports 

 Financial governance infrastructure 

 MIAA Audit – review of Annual Report 

Mitigating actions: (what more should we do?) Responsible Person  Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 None identified  
1. Agreement of achievable controls totals  
2. Continuous implementation of required actions by all 

staff at levels required 
3. Implementation of action plan re TEP identification 

and implementation of Trust Improvement 
Programme and agreed Monitoring action 

Director of Finance  
Divisional Directors 

Financial year 
2019/20 

Risk source  
NHS Improvement Provider licence requirements and Regulatory Monitoring 

Anticipated effect of controls  It is anticipated that current controls and mitigations will 
align performance to ensure compliance 
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Strategic Priority (Objective) Corporate Objective 6, BAF Ref: AF5.1 Date entered on register: 
19/07/16 

Risk ID number: AF4059 

Risk Description : Failure to deliver Trust Efficiency Programme and transformation savings Assurance Committee 
Finance Committee  

Executive Director Lead 
Director of Finance, Director 
of performance supported by 
EMT 

Current Risk Score (L x 
C) 
4 x 4 = 16 

Risk Direction 
Unchanged 

Last received at Finance  
Committee: 
April 19 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
6 Close monitoring 

Date of next review: 
May 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current Trust position 
against target 

Date When Target Risk score expected to be achieved 
End March 2020 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

 Trust Efficiency programmes monitoring  

 Ensuring valuing care efficiency programme is communicated effectively across the 
organisation  

 Divisional structures performance manage delivery of TEP 

 Benchmarking with other organisations to ensure challenge and appropriateness of TEP 

 Review of Model hospital metrics to ensure TEP reflects potential efficiencies 
 

Assurance:  
Internal:                                                                                External: 

 TEP Assurance Meeting                                       Internal Audit 

 Operational Group                                               External Audit 

 Finance and Performance Committee             NHSI 

 Trust Board                                                           Greater Manchester Health and                        

  Divisional Performance Groups                        Social Care Partnership 

 Joint Management Team  

 Programme Leads meeting 

Mitigating actions: (what more should we do?) 
1. Revised programme of financial management  
2. Certify that all material non-recurrent TEP’s have also been 

subject to a rigorous QIA 
3. Fully develop schemes to deliver the TEP target on a 

recurrent basis Develop and submit to regulators milestones 
and financial modelling  

4. Review of clinical coding and impact on income. 

Responsible 
person 
Director of 
Finance  
All Directors  

Timescale 
Financial 
year Q4 
2019/20  

Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Level of recording of non-recurrent TEP versus recurrent TEP. 

 Timely planning of TEP programme to ensure future delivery. 

Risk source  
Strategic Insight and Foresight 

Anticipated effect of controls  Reported at Board meeting aligned to performance 
trajectory and performance report 
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Strategic Priority (Objective) Corporate Objectives 4  BAF Ref: AF1.24 Date entered on register: 
04/09/14 

Risk ID number: AF 3483 

Risk Description: Increased demand for non-elective care is resulting in high levels of bed 
occupancy. This could result in a reduced positive patient experience and the potential to impact 
on workforce and finances.   

 

Assurance Committee 
OG / EMT  

Executive Director Lead 
Chief Operating Officer 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
Unchanged 

Last received at Ops/EMT:  
April 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score  
5 Tolerable 
5 

Date of next review: 
May 2019 

Graph of Risk over time 
 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current Reported  
performance information and 
impact on patient flow 

Date When Target Risk score expected to be achieved 
End of quarter 2 2019/20 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

Controls:  
Admission avoidance controls  

 Admission avoidance Team in place 

 Working in partnership with external agencies to develop services which support admission 
avoidance 

 Continue the underpinning projects to support admission avoidance and discharge to assess 

 Digital Health in place to avoid unnecessary ED attendances and extension of scope to include 
admissions from NWAS through care ¾ and receiving GP referrals  

 GP BAT established on IAU 

 Paediatric team focussed on frequent attenders, consultant paediatric presence of ED 

 Primary Care Streaming commenced 

 Expansion of the ambulatory model 

 Medical specialities in reaching into ED 

 Review of readmissions from Stamford Unit and patients discharged from the unit are being 
contacted 24/48 hours after discharge and neighbourhood teams being made aware of 
discharge. 

Timely discharge controls 

 Daily review of all patients to support a reduction in length of stay  

 Focused work with patient flow across the organisation 

 Monthly reset weeks to support flow 

Assurance: 
Internal Assurances 

 Daily monitoring of bed capacity and ED Waiting times 

 Waiting List Steering Group.  

 Activity Planning Group (monthly) 

 Monthly contract performance reporting to Executive Management 
Team and Board 

 Monthly finance and activity reporting to Board. 

 Urgent Care Delivery Board 
External Assurances 

 MIAA audits 

 Monthly submission of DTOC data 

 GM Utilisation Reports 

 NWAS Handover Times 

 F&F Test Results 

 NHS Choices Feedback 

 Key Metrics Neighbourhoods 

 Balance Score Card 

 Transformation Programme Leads Meetings 
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 Weekly Ex-led meeting to reduce super stranded/stranded patients.  

 Continue to embed R2G processes  

 Introduced red bag scheme 

 Neighbourhood teams in-reach to support discharge processes.  

 MDT board rounds on MAU to support discharge  

 Development of IV Therapy at home services.  

 Home first model implemented   
Patient Experience Controls  

 Internal escalation plans in place to maintain safe and effective care during periods of 
increased pressure 

 Extended NWAS bay to support triage 

 Development of further IT support to facilitate co-ordination within the ED 

 Reviewed staffing rotas to ensure less variation in skill mix 

 IV therapy team within the community supporting admission avoidance 

 Improvement work underway to support ambulance handover 

 Blue zone opened to support reduction in waiting times in the ED 

 Reviewed medical rota to increase consultation cover in ED & MAU 

 Neighbourhood teams undertaking assessment of frail patients.  

 Urgent care delivery board developed winter plan  

 NWAS divert policy agreed 

 OPEL principles in place and assessed throughout the day  

 COMMs strategy in place across GM  

 Extensive care team in place  

 Review of frequent attendees with MH  

 Commissioned IAPTA model to support patients in community with low levels of MH needs.  

 Paediatric Consultant providing in reach to ED.  

 Frailty programme Board in place to support prevention and reduction of LOS for this group  

 UCDB meet monthly 

Mitigating actions: (what more should we do?) Responsible person  Timescales  Gaps in assurance and actions not being actioned  
Third party action by other parties and stakeholders has impact upon organisation. 
Delays in delivery due to funding? 

1. Development of integration strategy 
and further models with key partners 

2. Implementation of  Recovery Plan by 
all partners 

3. Use data to drive opportunities for 
continual improvements   

1.Chief Operating Officer  
2.All partners   
3.Director of Performance 
and Informatics and Chief 
Operating Officer  

Actions 1&2 
May 2019 
Action 3 
continuing 
cycle of 
improvement  

Risk source  
Third party review and internal  monitoring, incidents, complaints and claims and performance 

Anticipated effect of controls (Expected /risk score reduced) Reported at Board 
meeting aligned to performance trajectory and performance report 
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF2.2 Date entered on register: 
15/09/14 

Risk ID number:AF3485 

Risk Description: Failure to deliver 2019/20 financial plans (Capital, Revenue. Cash) approved by 
Trust Board. 

Assurance Committee 
Finance Committee  

Executive Director Lead 
Director of Finance 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction       
Unchanged 

Last received at Finance  
Committee: 
April   2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 Tolerable 

Date of next review 
May 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current financial performance. 
Service model for financial 
sustainability being implemented 

Date When Target Risk score expected to be achieved 
The delivery of the agreed financial plan for 2019/20 should be achieved by April 2020 however this 
should be assessed in the context of  the longer term financial plan 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

Controls:  

 Scrutiny of business cases at CRIG and EMT. Additional TEP identified and approved at 
EMT only where clearly specified savings can be achieved against budgets 

 Finance Team work with budget holders to drive down costs and increase income and 
contribution margin and, with clinical teams, to exploit opportunities and repatriate 
activity and develop new markets 

 Ensure Divisional teams work with finance to review income, expenditure and TEP 
variances and to identify root cause analysis and where appropriate update systems and 
controls.  

 Continued use of appropriate NHS Reference Costs information led by the Finance 
Department to ensure control and rigor of TEP 

 Established Governance System 

 Improvements to clinical coding team 

 Standing Financial instructions 

 Finance Improvement plan. 
 

Assurances:  Internal Assurances:  

 Annual Accounts and report approved by Audit committee  

 Finance & Performance reports to budget holders  

 Executive Management Team  

 Audit Committee 

 Divisional Performance Groups 

 Operational Group 

 Executive Management Team 

 Finance and Performance Committee 

 Trust Board 
Financial systems audits by internal and External auditors on:  

 Performance framework in place for ensuring divisional budgetary 
performance  

 Finance and performance reports  
External Assurances via NHSI approval of financial plan and Trust Efficiency plan NHSI 
reviews 

Mitigating actions:  
1.Revised programme of financial management 
2.Certify that all material non-recurrent TEP’s have also 

been subject to a rigorous QIA 
3. Fully develop schemes to deliver the TEP target on a 

recurrent basis. 

Responsible person 
 

Timescale 
 

Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Level of non-recurrent TEP versus recurrent TEP. 

 Timely planning of TEP programme to ensure future delivery 

Director of Finance / 
Finance Team   
All Directors 

Q4 2019/20 
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4.Develop and submit to regulators milestones 
5. Review of clinical coding and impact on income. 
6. Development and review of an estate masterplan to 
identify long term assets and therefore provide long term 
capital plan. 

Risk source Strategic Insight and Foresight Anticipated effect of controls Delivery of Board approved  financial plan 
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Strategic Priority (Objective) Corporate Objectives 3, BAF Ref: AF1.23 Date entered on 
register: 04/02/14 

Risk ID number: CR734 

Risk Description: The ability to consistently sustain and maintain safe nurse staffing levels and 
consistently deliver care hours per patient per day, high quality and safe care. 
 

Assurance Committee 
Workforce Committee 

Executive Director Lead 
Director of Nursing and Integrated 
Governance , Director of HR 

Current Risk Score (L x C) 
4 x 5 = 15 

Risk Direction 
Unchanged 

Last received at Workforce 
committee: 
January 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 tolerable  

Date of next review at Workforce 
Committee : 
July  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current operational  processes and 
daily staffing reviews 

Date When Target Risk score expected to be achieved 
End Quarter 2 2019/20 

Rational for Risk appetite; Preference for safe delivery options that have a low degree 
of inherent risk and may only have limited potential for reward  

Controls:  

 Training Needs Analysis and Workforce Strategy 

 Sickness Policy and monitoring.  

 Use of Agency staff to bridge the gap 

 Temporary staff management monitoring. 

 Assistant Chief Nurse daily reviews.  

 Workforce Model and implementation of alternative methods of care delivery. 

 Training of other groups of staff to support registered nurses i.e. Theatres Scrub 
practitioners, Therapists. 

 Robust retention plan and work with NHSI 

 Health Care Certification 

 Staffing monitoring via Quality Account dashboard and HR metrics. 

 Recruitment open days/evenings with fast track recruitment processes. 

 Daily close monitoring and management of staffing, escalation process and provision of 
cover by Senior Nursing staff. 

 Completion of staffing levels/incident reports forms to enable analysis of impact.  

 Monitoring of KPI’s including HR monthly paper to Trust Board.  

 Keep in touch events 

 Kate Granger nurses / International recruitment programme Review of Clinical Nurse 
Specialist resources resulting in a programme to support ward nursing service delivery. 
This will be implemented by the allocation of clinical Nurse Specialists to support 

Assurance: (how do we know if the things we are doing are having an impact and can 
we validate or evidence e.g.: Inspections; Committees; Working Groups; Reports; 
Monitoring Returns etc?): 

 Safe Staffing Report to Board –including heat map, recruitment shortages and 
actions highlighted.  

 Unity Return 

 Model Hospital (Lord Carter Work Programme) and Care Hours per Patient Day 
(CHPPD) 

 Senior Nursing and Midwifery leadership Forum 

 Reports to Divisions 

 NHSP monthly contract monitoring meetings 

 E Rostering programme 

 Incident reporting and analysis of complaints. 

 Staff Survey 

 Executive and Non-Executive Quality Walk Rounds (including Out of hours and 
Nights) 

 HR & OD Workforce Group 

 External Regulator Reports and Inspections 

 New developing workforce safeguards (NHSI publication) is being 
systematically reviewed. Statement will be provided in the annual governance 
statement. 
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substantive ward based staff for 1 shift per month.  

 Development of Masterclass/CPD as art of retention 

 Development and implementation of the Senior Independent Nurse 

 
Reports to: 

 Trust Board  

 Executive Management Team 

 Quality & Governance Committee 

 Staffing reports to Board to be continually provided. 
Mitigating actions: (what more should we do? Responsible Person  Timescale  Gaps in assurance and actions not being actioned Decision of other parties and 

availability of temporary staffing to meet demands. 
The Trust is not currently exploring international nursing recruitment through a 
structured programme however this is being reviewed by the Director of Nursing and 
Integrated Governance . 

1. Continue to develop the role and number 
of dining companions to assist wards at 
meal times. 

2. Continue to develop new entry points i.e. 
TNA 

3. Explore nursing international recruitment  
4.  The Director of Nursing and Integrated 

Governance is reviewing nursing 
establishments with Divisional Teams 

Director of Nursing 
and Integrated 
Governance   
Deputy Director of 
Nursing  
 
 
  

1-4 Actions were 
reviewed in February 
with further 
timescales and 
objectives being 
developed for 
2019/20 
The Recruitment and 
Retention Group and 
Temporary Staffing 
Group have now 
been devolved.  A 
new Nursing 
Workforce Group 
has been formed and 
will meet in mid May 
19. New ToR will be 
developed which will 
look to cover both 
previous agendas. 
 
 

Risk source Operational performance, incidents and complaints Anticipated effect of controls To continue to maintain safe staffing levels 
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Strategic Priority (Objective)Corporate Objectives 6 BAF Ref: AF4.8 Date entered on register: 
15/09/14 

Risk ID number: AF3491  

Risk Description: Risk of disruption to the Trust IT infrastructure affecting clinical systems     Assurance Committee 
Information Management  & Technology Group  
 

Executive Director Lead 
Director of Performance & 
Informatics 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
Unchanged 

Last received at IM&T group 
March 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 tolerable  

Date of next review: 
June 2019 

Graph of Risk over time 
 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Complexity and expansion of 
infrastructure  

Date When Target Risk score expected to be achieved 
 December 2019 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

Controls: (what are we currently doing about the risk?) 
• ITIL (Information Technology Infrastructure Library) change Control process in place. 
• Data security and protection toolkit 
• IM&T Group infrastructure with Risk Register in place with plans to mitigate. 
• Strengthened support service flow and ownership within IT 
• Production of a detailed 1-3 year roadmap with 4-5 at a holistic level. 
• Review of roadmap at key junctions, changes in business strategy or 6-monthly. 
• Alignment of resource structure to meet the business model. 
• Identification and mitigation plans reported via the risk board. 
• IM&T Group in place to support developments across the Trust. 
• Single points of failure to be identified and mitigated against. 
• Departmental business plans in place in the event of an IT outage 
• Replacement of core switches and upgrades  
• Recruitment of staff to focus on community networks 
 
 
 
 
 

Assurance:  

 Significant reduction in number of unscheduled outages impacting Trust 
services. 

 Executive Management Team  Board Reports 

 Exception Reports  

 Audit – Internal & External (MIAA) 

 Third party reviews and feedback 
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Mitigating actions:  Responsible 
Person  

Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Lack in business understanding of the infrastructure supporting key services. 

 Financial constraints. 

 Technical refresh programme supporting the business strategy. 

 Business strategy is not in place. 

 Skills Gaps. 

Further Independent audit of network infrastructure commissioned 
which has an action plan which is currently being worked 
through 

Director of 
Performance 
and 
Informatics   

December 
2019 

Risk source  
Operational performance 

Anticipated effect of controls Continued stability as experienced over the last twelve 
months. Embedding of best practice utilising the ITIL model. Improved understanding, 
communication and visibility 
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Corporate Significant Risks Appendix 3 

Strategic Priority (Objective) 
Corporate Objective 2 

BAF Ref: AF1.24 Date entered on register: 
03/07/17 

Risk ID number: CR4398 

Risk Description  
Lack of nursing home beds in the health economy impacting on the Trust’s ability to avoid delayed 
transfer of care. 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Chief Operating Officer 
 

Current Risk Score (L x C) 
4 x 4 = 16 

Risk Direction 
unchanged 

Last received at Q&G 
committee: 
April 2019 

Target Risk Rating 
3 x 4 = 12 

Target Gap Score 
4 tolerable 
 

Date of next review: 
May  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current reported 
performance information 

Date When Target Risk score expected to be achieved 
End of Quarter 1 2019/20 

Rational for Risk appetite Preference for safe delivery options that have a low degree 
of inherent risk and may only have limited potential for reward 

Controls: (what are we currently doing about the risk?) 

 Weekly Exec – Service management meetings ICFT with Single Commission/adult social care. 

 Transformation Schemes – Home First/Direct Home/Discharge to assess. 

 Supportive working with Care homes  

 Discussions at Joint Management Team regards how neighbourhoods can support care homes 

 Digital health supporting admission avoidance from care homes. 

Assurance:  
Reports to  

 EMT 

 QGC 

 Monthly DTOC return 

 Daily DTOC information  

 Review of GM HSCP re discharges/DTOC 

 MIAA report       

Mitigating actions: (what more should we do?)  Responsible 
person 

Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Dependent on other stakeholders implementing changes 

 RN vacancies nationally impacting on nursing home closures. 
 

1. Continued discussions and development and implementation of 
mitigation plans with the Single Commissioner 

2. Continued collaboration with Care Homes through the Single 
Commissioners Care Home Group 

Chief 
Operating 
Officer   

To be 
reviewed end 
May 2019 

Risk source  Risk register, and Operational performance 
 

Anticipated effect of controls  To be monitored closely to ensure mitigations are  taking 
effect 
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Strategic Priority (Objective) Corporate Objectives 3 BAF Ref: AF1.23 Date entered on register: 
05/12/16 

Risk ID number: CR4183 

Risk Description  
There is a risk of delayed patient diagnosis and/or treatment as a result of lack of availability of 
radiologists/radiology staff in the service. (This is related to risk CR770, reduced sustainability of 
Radiology Services). 
This risk is multifaceted and impacts on activity and the ability of the department to undertake 
investigations within timescales, particularly to support the cancer pathways 
• Report investigations within timescales 
• Quality of service provided 
• Delivery of key objectives 
• Budgetary control  
• Reduction of backlogs (see risk no. 1880) 
• Workload pressures – stress on the current workforce due to long working 
hours/complexity of work 

Assurance Committee 
Quality and Governance Committee 

Executive Director Lead 
Chief Operating Officer 
 

Current Risk Score (L x C) 
3x5 = 15 

Risk Direction 
Unchanged 

Last received at Q&G 
committee: 
January 2019 

Target Risk Rating 
2x5 = 10 

Target Gap Score 
5 tolerable  
 

Date of next review: 
February 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current reported 
performance information 

Date When Target Risk score expected to be achieved 
End May 2019  

Rational for Risk appetite The Trust is not willing to accept risk with the preference 
being for maintaining service stability 

Controls: (what are we currently doing about the risk?) 

 Use of locum and agency radiologist reporting and direct clinical sessions EG ultrasound 
scanning and Breast interventions 

 Radiographer reporting 

 Advanced practice 

 Consultant Radiographer in post 

 Planned development of additional radiographer advanced practice 

 Outsourcing of CT and MR scanning and reporting 

 Use of WLI and ECP’s 

Assurance: (how do we know if the things we are doing are having an impact and can 
we validate or evidence e.g.: Inspections; Committees; Working Groups; Reports; 
Monitoring Returns etc?): 
Reports to  

 Divisional Governance meeting 

 SQOGG 

 Deep dive into sample of clinical incidents where potential harm were 
identified 

Mitigating actions: (what more should we do?) Responsible 
Person   

Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Locum cover not sustainable in the long term due to high cost implication 

 Locum availability 

 Heavy reliance on very small substantive Consultant Team 

1. Scoping exercise to identify possibility of support from local 
organisations across GM. 

2. Continue to review of options to widen scope of practice/skill 
set of radiographer staff in the mid to longer term 

Associate 
Medical 
Director 
Radiology 
Manager 

Ongoing 
 
April 2019  

Risk source  Risk register, and Operational performance Anticipated effect of controls  To be monitored closely to ensure impact is minimised 
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Strategic Priority (Objective) Corporate Objective  6 BAF Ref: AF4.8 Date entered on register: 
05/04/16 

Risk ID number: CR4012 

Risk Description : Cyber Security Threat: Banking Trojans now using Locky Ransomware resulting in 
potential data loss due to encryption 

Assurance Committee 
Information Management & Technology Group 
 

Executive Director Lead 
Director of Performance & 
Informatics 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
Unchanged 

Last received at IM&T group: 
March 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
0 

Date of next review: 
June 2019 

Graph of Risk over time 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current IM&T infrastructure 
and local intelligence 

Date When Target Risk score expected to be achieved 
 The risk is at target score which is reflective of the continued development and of ransomware and 
associated threats. 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

Controls: (what are we currently doing about the risk?) 

 ITIL (Information Technology Infrastructure Library) change Control process in place.  

 IM&T Group structure. Monthly cyber meetings 

 Risk Assessment in place with plans to mitigate. 

 Strengthened structure to support service flow and ownership within IT. 

 All user communication regularly reinforce safety measures 

 Auditing in place  

 Sophos Interceptor X deployed 

 Strengthened knowledge and monitoring as a result of the updated information 
governance toolkit which includes specific focus on cyber security and maintaining 
technology 

Assurance: (how do we know if the things we are doing are having an impact and can 
we validate or evidence it 
Internal Assurances  

 Data Security and Protection Tool kit compliance  

 Monitoring of data/incidents. 

 Executive Management Team  Board Reports 

 Exception Reports  

 Internal Audit 

 External Audit  
External Assurances  

 External Audit  

Mitigating actions: (what more should we do?) Responsible persons Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Ultimately the solution is operator reliant. 

 Knowledge and Skills Gaps 

1. Continued education to reinforce the 
option to disable macros  

2. Exploration of artificial intelligence 
software 

Director of 
Performance 
and 
Informatics  

December 
2019 

Risk source  
Operational performance 

Anticipated effect of Continued stability and prevention of incidents. Embedding of 
best practice re user responsibility. Improved understanding, communication and 
visibility 
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KEY ISSUES AND ASSURANCE REPORT 
Quality and Governance Committee 

April 2019 

The Committee draws the following matters to the Board’s attention- 

 

Issue Committee Update Assurance received Action Timescale  

Patient Story The Committee received a 
patient experience of 
complaining, and how learning 
resulted. 

The Committee welcomed the story and the learning 
demonstrated. 
It particularly noted that having face-to-face 
meetings with complainants was often preferable. 

  

Serious Incidents The Committee received the 
regular update report on Serious 
Incidents 

There was continuing positive assurance that the 
Trust responds appropriately to serious incidents, 
investigates them in detail, and learns from them. 

Inclusion in Board report May 2019  
(private session) 

Theatres Review The Committee received an 
update on the work undertaken 
as a result of the review 

The Committee had concerns that the work-plan did 
not appear to speak comfortably to the outcomes of 
the cultural work/ Staff Survey 2018 outcomes. 
The Committee also noted the need to be aware 
that all Theatre departments were subject to 
developing an isolated culture. 

Walk-about programme to 
include a discussion session in 
Theatres 

By September 
2019 

Further review update to 
Committee 

September 
2019 

Assurance and 
Safeguarding 

The Committee received the 
regular report 

It was noted that- 

 The Director of Nursing and Integrated 
Governance had been formally designated as 
the lead ED for Mental Health Act matters; 

 Mr Noble would be asked to accept 
appointment as the related Lead NED. 

  

Risk Management The Committee considered both 
the Risk Management report, and 
the proposed deep-dive 
programme 

Some concern was expressed that the papers being 
brought to both Committees (generally) and the 
Board did not address risk and mitigation as a matter 
of course. 

Secretary to bring subject to 
attention at the April 
Director’s Seminar discussion 
on Board/ Committee 
effectiveness 

April 2019 



   

Issue Committee Update Assurance received Action Timescale  

Clinical Audit The Committee considered the 
clinical audit programme for 
2019-2020 

The Committee had positive assurance that the Trust 
would meet its national obligations to participate in 
clinical audit for the year. 

Monitor during the course of 
the year. 

 

The Committee noted that the Quality Report was 
expected to confirm 100% compliance with the 
programme for 2018-2019. 

  

Equality and Diversity The Committee were updated, 
following discussion at Workforce 
Committee, on inclusion of 
equality and diversity in the 
developing Patient Experience 
Strategy 

The Committee noted the plans in place, and the link 
to the Equality and Diversity strategy being 
developed by the Director of HR. 

  

Health Education  The Committee welcomed confirmation that the 
Trust had been removed from ‘special measures’ by 
the Deanery, in respect of medical educational 
provision. 

  

Quality Report The Committee were updated on 
progress 

The Committee noted that a draft was ready, and 
would be circulated to the statutory consultees 
shortly. 

Responses from the 
consultees to be provided to 
Chair of Q&G and Chair of 
Audit 

May 2019 

The Committee agreed the three quality priorities to 
be stated in the report, which would then be subject 
to outcome reporting in the 2020 Quality Report 

Quality Report to Audit 
Committee and then Board 

May 2019 

Mortality The Committee were updated on 
the work being undertaken to 
review performance 

The Committee noted that the proposed ‘peer 
reviewer’ was in contact with NHS Improvement to 
discuss what value they could add through the 
process. 

  

 

Assurance gained includes the Committee receiving evidence that:  

i. The extent of the issue has been quantified; 



   

ii. The impact is included in all internal and external reporting 

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again 

 



   

KEY ISSUES AND ASSURANCE REPORT 
Quality and Governance Committee 

May 2019 

The Committee draws the following matters to the Board’s attention- 

 

Issue Committee Update Assurance received Action Timescale  

Patient Story The Committee received a patient 
story related to a patient who was re-
admitted following treatment and 
subsequently deceased. 

The Committee welcomed the story, and noted 
areas of improvement as a result. The re-
admission had identified issues of 
communication/ information availability. 
The Committee noted that the death of the 
patient was not directly linked to the re-
admission. 

  

Walk-about The Committee undertook walkabouts 
on the three floors of the Stamford 
Unit. 

Overall, the Committee members found the 
unit to be welcoming, clean and providing 
appropriate care. 
Some issues related to activities for patients 
were noted. 

Committee to be advised of 
changes as a result of 
observations 

August 2019 

One team were advised of issues related to 
information on patients, with less information 
available from GP’s than in the hospital notes. 

  

The Committee noted that work was being 
undertaken to consider managing the unit as 
one, rather than 3 areas. 

  

Serious Incident report The Committee reviewed the report There was concern that an increase in incidents 
was seen in the winter months 

A full review to be provided to 
the Committee 

August 2019 



   

Issue Committee Update Assurance received Action Timescale  

There was a discussion regarding the 
number of open incidents 

The Committee noted that a number of 
incidents were now with the CCG to close, and 
there were continuing discussions to deliver 
this. 
It was suggested that the target time for 
completion of investigations should be further 
reduced. 

Review the target times for 
completion of incidents. 

July 2019 

Medical Examiners The Committee were updated on 
national proposals to implement this 
system from 2020. 

The Committee noted that the Trust was 
continuing to develop plans in this regard, 
subject to developing national guidance. 
It also noted that there were GM discussions on 
possible shared solutions. 

  

Learning from Deaths The Committee were updated on the 
CQC’s first-year review of the Learning 
from Deaths process 

The Committee had positive assurance that the 
Trust’s practice met or exceeded the best 
practice outlined in the document. 

  

Maternity Dashboard The Committee reviewed the 
developing dashboard. 

The Committee welcomed the dashboard, and 
made suggestions for further development. 

  

It was noted that the Board would need to 
review Maternity performance at least 
annually, to comply with NHS Resolution 
requirements 

Secretary to add at least 
annual Maternity 
performance review to Board 
calendar of business 

May 2019. 

Mixed-sex 
accommodation 

The Committee were advised that a 
positive decision had been made to 
permit a limited number of breaches, 
in the interests of patient care, since 
the last meeting. 

The Committee were satisfied that the actions 
taken had been both appropriate and minimal. 

  

BAF The Committee noted that work was 
being undertaken to update the 
relevant BAF risks in line with the 
revised Corporate Objectives 

 Proposed revisions to be 
considered by Committee 

July 2019 



   

Issue Committee Update Assurance received Action Timescale  

 There was a ‘deep dive’ review into 
risk AF1.7 (Infection Control) 

The Committee had positive assurance as to 
the controls in place. 
It was noted that there were some continuing 
professional debates, on a national level, that 
contributed to and affected this risk; these 
would be kept under review and reflected 
accordingly. 

  

 

Assurance gained includes the Committee receiving evidence that:  

i. The extent of the issue has been quantified; 

ii. The impact is included in all internal and external reporting 

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again 
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Recommendations made/ Decisions requested 
 

The Board is asked to note the financial position at the end of month 1.  

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

x 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

 Safe  Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 

 

This paper is 
related to these  
BAF risks- 

 

 

 

 
  



 

 
Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed Exec Summary 

Regulatory and legal compliance N/A 

Sustainability (including environmental impacts) N/A 

 
Executive Summary 
 

The paper provides the Board with an update on the month 1 financial position, regarding 
revenue, TEP, capital and cash.  

1. Revenue – the Trust reported a £2.243m deficit before PSF and FRF, broadly in line with 
plan 

2. TEP – the Trust delivered £659k against a plan of £595k; an overachievement of £64k. 

3. Capital – the Trust has resubmitted the capital plan to NHSI to reflect anticipated changes 
to external funding. 

4. Cash – the cash balance was £630k greater than plan due to payments received at the 
end of the month. 

 

 



Board Report – Financial Performance 

Tameside and Glossop Integrated Care FT 

1 

As at M01 April 2019/20  
 

Sam Simpson – Executive Director of Finance 



Financial Overview: Month 1 Position  

2 

Summary of Performance 

• Revenue - The Trust has agreed a control with NHSI of c.£5.686m after Financial Recovery Fund (FRF) and Provider Sustainability Funding (PSF); for the 
financial period to 30th April 2019, the Trust has reported a net deficit of £2.243m pre FRF and PSF, which is broadly in line with plan. 
 

• Trust Efficiency Programme (TEP) - the Trust has a TEP target in 2019/20 of £11.580m including carried forward schemes from 2018/19. At month 1 
the Trust delivered £659k against a plan of £595k reporting an overachievement of c.£64k. The Trust is forecasting at month 1 to deliver c.£10.396m by 
the end of the year. Schemes are being developed across the Trust to mitigate the shortfall.  
 

• Agency cap - The Trust has an agency cap of c.£9.454m, but a plan of £7m. At Month 1 the Trust spent £437k against a plan of £388k, reporting an 
overspend of £49k, however reporting significantly below the cap.  
 

• Cash – The cash balance was £630k greater than plan at the end of Month 1; this was due payments received at the end of the month. 
 

Summary 



2019/20 Trust Efficiency Programme – In Year 

2019/20 Key Headlines – Month 1 

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast 

• In Month -  delivered c.£658k of savings against a plan of c.£595k, £64k ahead of plan. 
 

• Year End – delivered c.£2.372m and forecasting a further c.£8.024m of savings against a plan of c.£11.580m, with a shortfall of 
£1.184m. Therefore, 90% of the In year target has been identified; compared to the same period last year 83.5% was identified. 

 
 
 

For 2019/20 a number of 
enhancements have been made to the 
Trust Efficiency programme, including: 
 

 
• Robust project plan tool and 

frequency of TEP assurance meeting 
increased 
 

• Communication of TEP progress 
trust wide via a quarterly newsletter 
which will provide a progress update 
and spotlight on best schemes and 
theme.  
 
 

 
 



2019/20 Trust Efficiency Programme – Recurrent 

2019/20 Key Headlines – Month 1 

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast 

• The Trust delivered £1.833m (19.54%) of recurrent savings at Month 1 
• Total schemes forecasted to deliver equate to c£7.380m (78.68%) leaving a shortfall of £2.0m to the recurrent target. 
• Compared to the same period last year 74.4% was identified on the forecast. 

 
 

TEP (In Year & Recurrent)  
Actions & Next Steps: 
 
 Quality Impact Assessments signed by theme 

groups on 30th April and returned for overall 
sign off from Medical, Nursing and HR 
Directors. 
 

 Project plans submitted and presented on 9th 
May 2019 at the project signoff workshop 
 

• Final QIA sign off from Medical, Nursing and HR 
Directors on 29th May 2019 

 
 
 



Agency & Bank Analysis 

Trends of Agency and Bank expenditure and performance against the cap 

• Agency Cap – the Trust has been set an agency 
cap of c.£9.454m for 2019/20.  
 

• Trend – in 2018/19, the average monthly 
expenditure on agency was c. £536k and in 
month 1 the Trust has spent £437k. 
 

• Performance – against plan, the Trust has 
overspent by c.£57k. Compared to the NHSI cap, 
the Trust is £351k below plan in Month 1. 
 
 

Key messages 

Agency Cap 

12 Month Trend 
Bank and Agency spend £000 

24 Month Trend by Staff Group 
Agency spend £000 



Cash Management 

6 

Summary 

£95.862m 
Opening Loans 

2019/20 

£102.295m 
Closing Loans 

2019/20 

December 
Projected first in year 

loan draw down. 

£1.267m 
Loan Repaid in 

Month 1 (PSF Q3) 

£1.25m 
Cash Plan 

£1.85m 
Cash Actual 

Month 1 Cash Variance 

£0.3m 
Interest Saving 

Working with the Single commission, a scheme has been developed that allows the Trust to access c.£30m of contract 
payments early. This defers the borrowing requirement and reduces the loan interest charge. 
 

PSF The additional 2018/19 PSF cash of c.£3m is included in the projection above. This delays the first projected draw 
down of the loan from September to December. 



Capital 

7 

Summary 

• The Trust submitted a capital plan at final plan submission to NHSI of c.£4.687m. 
 
• Since the submission, all providers have been required to re-submit capital plans in view of the national capital position. The Trust has 

re-submitted a revised capital plan to NHSI and is awaiting a response. 
 

• The revised Trust capital plan is c.£4.482m and reflects the likely phasing of external capital funding.  
 

 
 
 
 
 

Digital 
funding 

£0.493m 

Capital Plan 

£4.482m 

Healthier 
Together 
£0.580m 

Internally 
generated 
£3.409m 

Capital Programme Breakdown 



Balance Sheet 



   

KEY ISSUES AND ASSURANCE REPORT 
Finance Committee 

April 2019 

The Committee draws the following matters to the Board’s attention- 

 

Issue Committee Update Assurance received Action Timescale  

Finance report, M12 
(March 2019) 

The Committee reviewed the 
financial performance for the 
year to March 2019 

The Committee welcomed the additional £3.3 
million in Provider Sustainability Funding that had 
been made available to the Trust. 
It also noted that the Trust had achieved 100% of the 
Q4 PSF funding. 

The Committee welcomed the 
financial performance for the 
year, and thanked colleagues 
who had made this possible 
through their efforts. 

 

The year-end position had been a deficit of £15.5 
million, considerably better than plan. 

Efficiency schemes had delivered savings of £12.6 
million in the year, of which £8.2 million had been 
recurrent. 

Finance Improvement 
Team 

The Committee reviewed the 
performance of the team in their 
first year. 

The team had delivered savings of £1.75 million, 
representing a return on investment of about 21 
times. 

Committee to consider 
whether further investment in 
the team would be cost-
effective 

August 2019 

Review of efficiency 
schemes processes 

The Committee received the 
annual ‘learning lessons’ review. 

The Committee noted that the process had been 
largely successful in the year, and that further 
positive changes were being introduced for 2019-
2020. 

  



   

Issue Committee Update Assurance received Action Timescale  

Post-project evaluation- 
Porters/ Domestics move 
‘in house’ 

The Committee received a 
summary of the review of this 
project, which was undertaken in 
April 2016. 

The Committee noted key learnings as- 

 Early review to ensure that staff changes don’t 
inhibit learning lessons to improve in the future 

 Better validation of information being received 
in the process 

 Being more willing to have externally-supported 
due diligence on all aspects of a transaction, to 
provide assurance. 

  

Business Case templates The Committee were updated on 
progress 

The Committee welcomed progress and made 
suggestions for potential improvements to both the 
templates and the underlying process. 

  

BAF risks The Committee considered 
proposed revisions to the 
strategic risks within its area of 
responsibility 

The Committee were broadly supportive of the 
proposed changes. 
The Committee noted the need to undertake further 
work on mitigations and target scores 

Further review of mitigations 
and target scores before 
submission to Board as part of 
complete BAF review. 

 

 

Assurance gained includes the Committee receiving evidence that:  

i. The extent of the issue has been quantified; 

ii. The impact is included in all internal and external reporting 

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again 
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Title Annual Compliance Declaration with the NHS Provider 
Licence 
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Recommendations made/ Decisions requested 

The Board is invited to agree the required declarations in respect of- 
a. Licence Condition G6 
b. Licence Condition FT4 
c. The expectations regarding ‘required resources’ for the coming 12 months 
d. The statutory requirements related to Governor training. 

This paper relates to the following Strategic Objectives- 

x 1 Deliver safe and caring services 

x 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

x 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

x 6 Use our resources wisely 

The paper relates to the following CQC domains- 

x Safe x Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 

This paper is 
related to these 
BAF risks- 



Where issues are addressed in the paper- 

Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Exec Summary 

Sustainability (including environmental impacts) N/A 

Executive Summary 

As a provider of NHS services, the Trust is required to operate with a Licence from NHS 
Improvement (officially Monitor). These are in standard format, and include a number of 
compliance requirements. 

The Licence requires that, on an annual basis, the Board reviews compliance with certain 
specified conditions, and determines either compliance in the past year or expected compliance 
for the coming 12 months (dependent on which condition is involved). Whilst the Licence formally 
requires these to be submitted to Monitor, NHS Improvement have advised the sector that they 
will not require all providers to submit declarations; they require Boards to agree the declarations, 
which will then be reviewed on a sample basis. 

As has been the case in previous years, the Enforcement Undertakings agreed with NHS 
Improvement are predicated on an acknowledgement by the Trust that it is not fully compliant with 
all of the conditions (see paragraph 3.1). Consequently, it is not possible for the Trust to declare 
full compliance, and the proposed declarations reflect this. The proposed non-compliant 
declarations are limited to the three areas which are the predicates of the continuing Enforcement 
Undertakings, and all other areas are proposed for compliant declarations. 

There is also an appended sheet setting out the key risks and mitigations to compliance with the 
specific governance conditions required for Foundation Trusts under Condition FT4, which the 
Board is also required to agree in the annual process. This is broken down into the sub-sections 
of the condition, so that the Board can assess the detailed position rather than taking an 
unnecessarily broad overview. 



1. Recommendation 

1.1. The Board is invited to agree the required declarations in respect of- 

a. Licence Condition G6 
b. Licence Condition FT4 
c. The expectations regarding ‘required resources’ for the coming 12 months. 

2. Background 

2.1. As a provider of health-care services, the Trust is required to be licenced by the Care 
Quality Commission. As a Foundation Trust, the Trust is also required to hold a Provider 
Licence issued by Monitor (now part of NHS Improvement, but this requirement is not 
statutory for non-FT's). 

2.2. Part of the Licence Conditions included by Monitor are requirements to make declarations 
of compliance on an annual basis. These are against three areas- 

i. Compliance in general with the conditions of the Provider Licence, under Condition G6;
ii. Compliance with the requirement to have access to all necessary resources (including 

people, buildings, finance and technical support) to deliver any Commissioner-Requested 
Services currently in place under the Licence;

iii. Compliance with the specific conditions for the governance of Foundation Trusts set out in 
condition FT4;

iv. Compliance with the statutory requirement to ensure Governors have the skills and 
experience to undertake their role. 

2.3. As was the case in 2018, NHS Improvement have advised Trusts that they are not 
requiring the submission of a formal declaration by all providers. They require that all 
provider Boards undertake the review and agree declarations as set out in the Licence; 
they will then review a sample of declarations (selected, it is understood, based on 
perceived risk factors) and request those in the sample to provide the declarations directly. 
The Trust was selected for review in 2018, and no issues were raised. 

3. Enforcement Undertakings 

3.1. As the Board will be aware, the Trust is currently under extant Enforcement Undertakings. 
These were originally provided in 2015, and an updated set of Enforcement Undertakings 
were agreed by the Board in 2018, following discussion with NHS Improvement. The basis 
for these undertakings (as required by NHS Improvement’s enforcement processes) was 
Monitor reasonably suspected that the Trust had failed to have in place effective corporate 
governance systems, particularly in respect of- 

• Compliance with the duty to operate efficiently, economically and effectively (FT4.5(a));
• Having effective financial decision-making, management and control (FT4.5(d));
• Identifying and managing material risks to compliance with the Licence conditions 

(FT4.5(f)). 

3.2. As the undertakings remain in force, it remains the formal position that the Trust accepts 
these breaches of the Licence are also continuing. This will drive some of the answers to 
be given in the declarations. 

4. General Compliance with the Licence Conditions- G6 

4.1. The declaration under Condition G6 (as expressed in the NHS Improvement template) 
covers whether the Directors are satisfied that, in the 2018-2019 financial year- 

a. The Trust took all necessary precautions to comply with the requirements of the Provider 



Licence;
b. The Trust took all necessary precautions to comply with any requirements imposed under 

the NHS Acts;
c. The Trust had regard to the provisions of the NHS Constitution. 

4.2. Given the way the declaration is worded, the Board must be satisfied as to all three 
elements before a compliant declaration could be made. 

4.3. As noted above, the Enforcement Undertakings are predicated on the Trust not being fully 
compliant with three of the Licence requirements that are specifically applied to Foundation 
Trusts. It is therefore not possible for the Board, consistent with those findings, to state 
compliance with the first limb of the declaration; and the Board is accordingly invited to 
make a non-compliant declaration. 

4.4. For the avoidance of doubt, the Board is invited to proceed on the basis that- 

• The Trust has taken all necessary precautions to comply with any requirements under the 
NHS Acts;

• The Trust has had regard to the NHS Constitution in the provision of its services. 

4.5. Given the non-compliant declaration, the Board is invited to agree the explanatory 
information set out in the appendix for this declaration, as requested by NHS Improvement. 
This outlines the issues that have led to the non-compliant declaration, and also confirms 
those areas where the Board would have declared compliance if there had been a sub-
division of the declaration. 

5. Required Resources for Commissioner-Requested Services 

5.1. This declaration relates to the Continuity of Service requirements in the Licence, which (in 
outline) impose requirements to ensure that any services which the CCG has formally 
identified as essential to health services in its area (Commissioner-Requested Services- 
CRS) are provided as the priority for the licenced provider. 

5.2. The CRS requirements for the year to the end of May 2020 are expected to be the same 
as for the previous year. As previously, the only question that could arise in the Trust's 
current position is whether there is sufficient financial resource for the Trust to be able to 
continue to provide them. The Board has been assured that financial support from the 
Department of Health is expected to continue at least to the end of March 2020, subject to 
meeting the agreed financial plan. Given that this is not aligned to the period of declaration 
the Board is advised to make Declaration 3b (compliant, but drawing attention to certain 
factors) and submit the information outlined in the appendix to this report. This information 
has been checked as consistent with the factors outlined in the proposed Going Concern 
statement in the Annual Report. 

6. Corporate Governance systems- Condition FT4 

6.1. Condition FT4 sets out some detailed requirements for the effective corporate governance 
of Foundation Trusts, which are reflective of other provisions now contained in the Well-
Led documentation agreed between CQC and NHS Improvement. The Licence includes 
an annual requirement on the Board to declare their compliance with the requirements 
during the previous year, and anticipated compliance during the current financial year 
(given that the declaration will be made in May or June). That statement must also identify 
any risks to achievement of compliance, and the actions being taken to manage any such 
risks.1

1 Condition FT4.8(a). 



6.2. Appended is an analysis of the requirements, risks and management actions, together with 
a suggested declaration. In summary- 

• The Board is invited to declare compliance with statement 1 (general principles), 2 (Having 
regard to NHS Improvement guidance) and 3 (Effective Board, Committee and reporting 
structures);

• Given the extant Enforcement Undertakings, the Board is invited to declare non-compliance 
to statement 4 (effective systems and processes for general governance) on the basis that 
the three sub-conditions identified in the Undertakings are within this Condition;

• The Board is invited to declare compliance with statement 5 (systems and processes for 
governance of quality) and 6 (systems to ensure sufficient skilled personnel on Board, 
reporting to Board and within the organisation as a whole). 

7. Governor skills and knowledge 

7.1. The final declaration to be made regards compliance with the statutory duty on the Trust to 
ensure that Governors have the skills and knowledge necessary for them to discharge 
their duties. 

7.2. The Board is invited to declare compliance with this requirement, based on the various 
developmental sessions that have been held with and for Governors during the course of 
the year. During the year the training programme has been formalised and expanded, with 
the introduction of broader introductory sessions for new Governors and a programme of 
focused training sessions to supplement the informal ‘drop in’ arrangements. Governor 
knowledge has also been increased by the changes to the format of the Council meetings, 
which has focused more on the work being undertaken by the Board and holding to 
account for those decisions. 
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Tameside and Glossop Integrated Care NHS Foundation Trust

Provider Licence conditions declarations, May 2019

Declaration Recommendation Positives Negatives

GC6
Following a review for the purpose of paragraph 2(b) of licence condition G6, the 
Directors of the Licensee are satisfied that, in the Financial Year most recently ended, 
the Licensee took all such precautions as were necessary in order to comply with the 
conditions of the licence, any requirements imposed on it under the NHS Acts and have 
had regard to the NHS Constitution.

NO

Evidence (IA) of compliance with NHS 
Act compliance
The Trust has regard to the NHS 
Constitution in disharging its functions
No other possible breaches of the 
Provider Licences have been identified.

Enforcement Undertakings are 
currently in force

Continuity of Services 7
After making enquiries the Directors of the Licensee have a reasonable expectation 
that the Licensee will have the Required Resources available to it after taking account 
distributions which might reasonably be expected to be declared or paid for the period 
of 12 months referred to in this certificate.

N/A

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, 
subject to what is explained below, that the Licensee will have the Required Resources 
available to it after taking into account in particular (but without limitation) any 
distribution which might reasonably be expected to be declared or paid for the period of 
12 months referred to in this certificate. However, they would like to draw attention to 
the following factors (as described in the text box below) which may cast doubt on the 
ability of the Licensee to provide Commissioner Requested Services.

YES

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required 
Resources available to it for the period of 12 months referred to in this certificate. N/A

FT4- Foundation Trust Governance

The Board is satisfied that the Licensee applies those principles, systems and 
standards of good corporate governance which reasonably would be regarded as 
appropriate for a supplier of health care services to the NHS.

YES

Assurance from Internal Audit reviews 
of control systems
Review of Bd/ Committee governance 
by IA

Enforcement undertaking are in force

The Board has regard to such guidance on good corporate governance as may be 
issued by NHS Improvement from time to time YES

Trust has regard to the Code of 

Governance  and to the Well-Led 
guidance

The Board is satisfied that the Licensee has established and implements: 
(a) Effective board and committee structures;
(b) Clear responsibilities for its Board, for committees reporting to the Board and for 
staff reporting to the Board and those committees; and
(c) Clear reporting lines and accountabilities throughout its organisation.

YES

Committeee structure reviewed and 
revised during the year.
Review of Committee systems by IA
Internal Audit assurances on 
effecitveness of control systems.
Clear reporting lines in place to 
Executive Directors

The Board is satisfied that the Licensee has established and effectively implements 
systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate efficiently, economically 
and effectively;
(b) For timely and effective scrutiny and oversight by the Board of the Licensee’s 
operations; 
(c) To ensure compliance with health care standards binding on the Licensee including 
but not restricted to standards specified by the Secretary of State, the Care Quality 
Commission, the NHS Commissioning Board and statutory regulators of health care 
professions;
(d) For effective financial decision-making, management and control (including but not 
restricted to appropriate systems and/or processes to ensure the Licensee’s ability to 
continue as a going concern); 
(e) To obtain and disseminate accurate, comprehensive, timely and up to date 
information for Board and Committee decision-making;
(f) To identify and manage (including but not restricted to manage through forward 
plans) material risks to compliance with the Conditions of its Licence;
(g) To generate and monitor delivery of business plans (including any changes to such 
plans) and to receive internal and where appropriate external assurance on such plans 
and their delivery; and
(h) To ensure compliance with all applicable legal requirements.

NO

Internal Audit assurance on the 
effectiveness of control systems.
'Good' rating from the CQC
Business planning completed within the 
timescale and expected to be 
acceptable to NHS I
Internal and external audit assurance 
on the reliability of data (EA assurance 
in Quality report reviews)
Board systematically reviews 
performance information at each 
meeting; Committees review in detail
No significant legal breaches identified 
in the year

The extant Enforcement Undertakings 
are predicated on breach of 
paragraphs (a), (d) and (f).
[Breach declaration unavoidable]

The Board is satisfied that the systems and/or processes referred to in paragraph 4 
(above) should include but not be restricted to systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide effective organisational 
leadership on the quality of care provided;   
(b) That the Board’s planning and decision-making processes take timely and 
appropriate account of quality of care considerations;
(c) The collection of accurate, comprehensive, timely and up to date information on 
quality of care;
(d) That the Board receives and takes into account accurate, comprehensive, timely 
and up to date information on quality of care;
(e) That the Licensee, including its Board, actively engages on quality of care with 
patients, staff and other relevant stakeholders and takes into account as appropriate 
views and information from these sources; and
(f) That there is clear accountability for quality of care throughout the Licensee 
including but not restricted to systems and/or processes for escalating and resolving 
quality issues including escalating them to the Board where appropriate.

YES

Qualified and experienced individuals at 
Exec Director level
Quality of Care issues regularly 
reviewed by Board and Committees.
Planning decisions subject to quality 
review sign-off
Regular reporting of data to Board and 
Committees (and EMT)
Internal and external assurance on 
robustness of data collection systems.
Detailed quality review work at Quality 
and Governance Committee.
Freedom 2 Speak Up  process, 
including access to NED

The Board is satisfied that there are systems to ensure that the Licensee has in place 
personnel on the Board, reporting to the Board and within the rest of the organisation 
who are sufficient in number and appropriately qualified to ensure compliance with the 
conditions of its NHS provider licence.

YES

Agreed reporting structure leading to 
Board
Workforce Committee formed
Effective Freedom 2 Speak Up process 
and reporting

Recruitment challenges in some 
specialist areas (national challenges)

Skills and Experience of Governors

Financial plan has been indicated as 
acceptable by NHS Improvement 
(subject to confirmation)
Indication that DoH will be continuing 
the supply of necessary loan finance.
Efficiency plans have been put in place 
for almost all of the savings required

The Trust is dependent on the 
provision of DoH loan finance in order 
to continue in operation.
The agreed financial plan indicates a 
£5.9m loss in the 2019-2020 year.
The financial plan is predicated on 
delivery of a substantial efficiency 
saving in full.
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Bd outline

The Board is satisfied that during the financial year most recently ended the Licensee 
has provided the necessary training to its Governors, as required in s151(5) of the 
Health and Social Care Act, to ensure they are equipped with the skills and knowledge 
they need to undertake their role.

YES

Delivery of informal seminars
Ability to attend national training events, 
paid for by Trust.
Defined programme of training events 
in the year.

Lack of gap analysis of the skills and 
knowledge required and available
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FT4- Risks and Mitigations

Tameside and Glossop Integrated Care NHS Foundation Trust

Provider Licence conditions declarations, May 2019
FT4- Risks and mitigations

Declaration Risk Mitigation

Failure of control systems Internal Audit reviews

Clinical Audit reviews

Learning from incidents

External sources of learning

Management over-ride of controls Seperation of authorisation/ levels of 

delegation

LCFS hot-line

System inadequacies Internal Audit reviews

Clinical Audit reviews

Learning from incidents

External sources of learning

The Board has regard to such guidance on good corporate 

governance as may be issued by NHS Improvement from time to 

time

Updated guidance is not appreciated/ 

noted

EMT weekly review of the NHS Improvement 

bulletin (usual communication channel).

Secretary regular review of NHS I web-site for 

updates

Board and Committee structures 

ineffective

Board review of reporting structures

Review to support Annual Governance 

Statement

Standardised reporting requirements

Annual calendar of expected business for 

Board and Committees

Lack of clarity on responsibilties

Reporting lines fail to function to 

escalate/ hold accountable

Raising Concerns/ Freedom 2 Speak Up 

process

Council of Governors raising concerns with 

Board

Board and Committee scrutiny is 

ineffective

Detailed written Terms of Reference

Forward planning of future business

Annual Committee effectiveness evaluation

Board summary reports/ minutes laid before 

Board

Board reporting to Council of Governors for 

accountability

Well-Led developmental review in 2018

Heath care standards not met Clinical Audit process

Learing from Deaths process

Learning from incidents/ complaints processes

External reviews

Regulatory engagement

Failure to be a Going Concern Agreed financial plan and efficiency 

programme

Indication of continuing DoH loan support to 

meet financial plan

External Audit review

Effective control systems

Effective efficiency programme

Financial decision-making is 

ineffective

Agreed financial plan and efficiency 

programme

Management structures to review spend and 

requests

SFI controls on authorisation

Monthly reporting to Finance Committee

Reporting to regular Board meetings

Recovery architecture available if needed

Risk management systems are 

ineffective

Adopted nationally-recognised approach to 

risk management

Annual IA review of controls/ systems

Regular Board and Committee monitoring of 

risks and mitigations

Senior management regular reviews of 

operational risks

Business plans are not delivered Close monitoring by management and Board

Identified individuals responsible for delivery 

of schemes

Expenditure control systems

Board willingness to activate recovery 

processes

The Board is satisfied that the Licensee applies those principles, 

systems and standards of good corporate governance which 

reasonably would be regarded as appropriate for a supplier of health 

care services to the NHS.

The Board is satisfied that the Licensee has established and 

implements: 

(a) Effective board and committee structures;

(b) Clear responsibilities for its Board, for committees reporting to 

the Board and for staff reporting to the Board and those committees; 

and

(c) Clear reporting lines and accountabilities throughout its 

organisation.

The Board is satisfied that the Licensee has established and 

effectively implements systems and/or processes:

(a) To ensure compliance with the Licensee’s duty to operate 

efficiently, economically and effectively;

(b) For timely and effective scrutiny and oversight by the Board of 

the Licensee’s operations; 

(c) To ensure compliance with health care standards binding on the 

Licensee including but not restricted to standards specified by the 

Secretary of State, the Care Quality Commission, the NHS 

Commissioning Board and statutory regulators of health care 

professions;

(d) For effective financial decision-making, management and control 

(including but not restricted to appropriate systems and/or processes 

to ensure the Licensee’s ability to continue as a going concern); 

(e) To obtain and disseminate accurate, comprehensive, timely and 

up to date information for Board and Committee decision-making;

(f) To identify and manage (including but not restricted to manage 

through forward plans) material risks to compliance with the 

Conditions of its Licence;

(g) To generate and monitor delivery of business plans (including 

any changes to such plans) and to receive internal and where 

appropriate external assurance on such plans and their delivery; and

(h) To ensure compliance with all applicable legal requirements.
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FT4- Risks and Mitigations

Change in Board level clinical 

leadership

Structures supporting Board-level clinical 

leadership to cover (Associate MD's, Deputy 

Director of Nursing)

Additional clinical experience at Board outside 

formal clinical Directors

Sucession planning

Quality of Care information is not fully 

reliable

Internal Audit review

External Audit review (Quality Accounts)

Data systems reviews

Lack of Board engagement with 

quality of care as a priority issue

Regular reporting of quality issues to the 

Board

Director triangulation events within provision 

(walkabouts, etc.)

Council of Governors holding to account/ 

presenting quality issues to the Board for 

consideration

Agenda planning to give quality of care 

promenance

Information flow from patients, staff 

and/ or stakeholders is ineffective

Director/ Governor engagement with local 

patient groups

Public Governor feedback to Board (concerns 

of public)

Staff consultative Groups > Workforce 

Committee

Staff Governor feedback

Formal engagement mechanisms with CCG/ 

Local Authorities

Single consultation arrangements in Tameside 

area

Escalation process for quality of care 

issues are ineffective

Council of Governors raising issues with 

Board as part of accountability/ representation 

process

Freedom to Speak Up  process is in place- 

Guardian has direct access to Board

Concentrated turnover of Board or 

near-Board staff

Sucession planning

Sufficient support staff to provide temporary 

cover

Access to interims if required

Lack of supply of suitably-qualified 

staff

Recruitment and Retention strategy for 

challenging groups

The Board is satisfied that the systems and/or processes referred to 

in paragraph 4 (above) should include but not be restricted to 

systems and/or processes to ensure:

(a) That there is sufficient capability at Board level to provide 

effective organisational leadership on the quality of care provided;   

(b) That the Board’s planning and decision-making processes take 

timely and appropriate account of quality of care considerations;

(c) The collection of accurate, comprehensive, timely and up to date 

information on quality of care;

(d) That the Board receives and takes into account accurate, 

comprehensive, timely and up to date information on quality of care;

(e) That the Licensee, including its Board, actively engages on 

quality of care with patients, staff and other relevant stakeholders 

and takes into account as appropriate views and information from 

these sources; and

(f) That there is clear accountability for quality of care throughout the 

Licensee including but not restricted to systems and/or processes for 

escalating and resolving quality issues including escalating them to 

the Board where appropriate.

The Board is satisfied that there are systems to ensure that the 

Licensee has in place personnel on the Board, reporting to the Board 

and within the rest of the organisation who are sufficient in number 

and appropriately qualified to ensure compliance with the conditions 

of its NHS provider licence.
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 22nd May, 2019 x Public  Confidential Agenda item 

Title Learning from Deaths Report 

17 Lead Director Brendan Ryan – Medical Director 

Author Viv Buckett – Head of Clinical Effectiveness & Audit 

Recommendations made/ Decisions requested 

The Board is asked to receive and note the report and summary of learning that has been 
identified. 

This paper relates to the following Strategic Objectives- 

X 1 Deliver safe and caring services 

X 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

X 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

 6 Use our resources wisely 

The paper relates to the following CQC domains- 

X Safe X Effective 

X Caring X Responsive 

X Well-Led  Use of Resources 

This paper is 
related to these 
BAF risks- 

AF1.3 If the Trust does not have an effective framework in place to address areas of 
outlying performance in relation to mortality (HSMR & SHMI) and ensure implementation 
of the National Guidance on Learning from Deaths then the Trust will not deliver against 
the National programme on Learning from Deaths and optimise care and reduce patient 
harm as a result of the programme. 



Where issues are addressed in the paper- 

Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Sections 1 and 2 

Sustainability (including environmental impacts) N/A 

Executive Summary 

The Learning from Deaths Guidance published in March 2017 by the National Quality Board for 
NHS Trusts and Commissioners in England identified the requirement for Trusts to report on the 
numbers and outcomes of deaths in hospital. 

This report provides the Quarterly report in accordance with these requirements and sets out how 
the Trust systematically reviews and learns from deaths and provides a dashboard report for 
awareness and scrutiny in line with National Guidance and the required National Reporting 
Criteria. 

The report also provides an update for oversight and scrutiny by the board of the:  

• Update & Feedback to the Trusts Mortality Improvement Work Action Plan  
• CQC-Dr Foster Mortality Outlier Alerts: 

Acute Myocardial Infarction & Acute Cerebrovascular Disease 
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Background  
Mortality – Learning from Deaths Report 

The Learning from Deaths Guidance published in March 2017 by the National Quality Board for NHS 
Trusts and Commissioners in England identified the requirement for Trusts to report on the numbers 
and outcomes of deaths. To support Trusts the National Quality Board generated a Mortality Reporting 
Dashboard as a suggested tool to aid the systematic recording of deaths and learning. The Learning 
from Deaths Dashboard Report has been adapted in line with this National Guidance and incorporates 
the required National Reporting Criteria.   

The Trust Mortality Review Process was established in 2014 with an aim to review all in-hospital deaths 
within 14 working days of death. Our mortality review is completed in greater detail when compared to 
the National Mortality Review process (Structured Judgement Review Tool - SJR), using a 
standardised mortality review proforma which incorporates the PRISM 2 methodology.  

The Learning from Deaths Guidance minimum criteria to be incorporated into the Reporting 

Dashboard:  

National Requirement Trust Position
Total number in scope for mortality review- as a 
minimum all adult in patient deaths 

Trust reviews all in hospital deaths 
Selected 30 Day Mortality Reviews  

Total Number of deaths considered to have more 
than a 50% chance of having been avoidable. 
Suggested tool - Royal College of Physicians – 
Structured Judgement Review Tool (SJR) or 
alternative based on recognised methodology  

Trusts established Mortality Review Process 
(Appendix 2) is based on the  PRISM 2 Study and 
incorporates the Confidential Enquiry into 
Stillbirths and Deaths in Infancy (CESDI) 
(Appendix 1) to grade the outcome and assess 
the avoidable aspects of the mortality review 
process  

Mortality review to be completed for all in patient 
deaths of patients identified with a Learning 
Disability – using the  Learning Disabilities 
Mortality Review (LeDeR) Programme  

All learning disability deaths are reviewed using 
the Trusts Mortality Review Process. A secondary 
review is completed by the Trusts Mortality 
Review Team and the Learning Disability Team. 
Reporting to the local LeDeR team in accordance 
with guidance. 

The Mortality Reporting Dashboard will provide a summary of:  

• The numbers of in Hospital Adult and Learning Disabilities deaths 
• Number of completed mortality reviews 
• The outcome of the mortality reviews  graded using the CESDI grading methodology  
• Numbers of avoidable/amenable deaths 
• Stillbirths 
• Maternal Deaths 
• Paediatric  
• ED Deaths 

Deaths identified as requiring investigation will be generated from Mortality Reviews (CESDI graded as 
2 or 3), Incident Reports, Complaints, Safeguarding issues and Coronial Inquests.
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Reporting Year April 2018 to March 2019 
Year to date Quarters One to Four 

To Note: The numbers reported complete vary each month. This is dependent on the numbers of completed Mortality Reviews and the progress and 

outcomes of the investigation process.  

From Q1 2019/20 CESDI Grade 2 Deaths will be reported as Possible Avoidable Deaths, in the event that a Probable Avoidable Death (CESDI 

Grade 3) is reported an additional column will be incorporated into the dashboard report. 

Investigation outcomes will be incorporated into subsequent reports on completion - (Level 2 Investigations 60 Working days – Level 3 – External 

Review Investigations within 6 Months).  For those deaths subject to a Coronial Inquest the investigation will not be concluded until after the Inquest 

date to incorporate any recommendations. 
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1. CQC request for response to Dr Foster Mortality Outlier Alert 

The Trust received a request from the CQC to respond to Dr Foster’s Mortality Outlier Alert for: 

1. Acute Myocardial Infarction the Dr Foster CUSUM analysis reported higher than expected 

mortality, within this cohort, for the period October 2017 to May 2018. 

A comprehensive retrospective case- note review was completed of both paper and electronic- 

case records. The review included the findings from the Trust’s Mortality Review Process and a 

coding review. The review identified overall good care for this patient group, demonstrating 

compliance to the Trust’s Chest Pain Pathway. Cardiology and Coding teams are to work together 

as part of the action plan to ensure robust clinical diagnosis of this patient group. Patients not 

referred to the cardiology team are to be fed back to the clinical teams for learning. The CQC 

request for this cohort asked specific questions relating to improvement activity and the 

effectiveness of these actions, and details of the pathway in place for patients who present with 

chest pain. A copy of the draft revised Trust Chest Pain Pathway which is currently in ratification 

prior to implementation has been submitted with the response. 

2. Acute Cerebrovascular Disease the Dr Foster CUSUM analysis reported higher than 

expected mortality, within this cohort, for the period January 2018 to May 2018. 

A comprehensive retrospective case- note review was completed of both paper and electronic- 

case records. The review included the findings from the Trust’s Mortality Review Process and a 

coding review. The review identified overall good care for this patient group. The CQC request for 

this cohort asked specific questions relating to improvement activity and the effectiveness of these 

actions, and an update on the Trusts current performance in the Sentinel Stroke National Audit 

Programme (SSNAP) 

The review noted over 50% of patients between the ages of 86 to 93, with multiple co-morbidities, 

Stroke severity scoring identified an increased risk of mortality for a number of the patients 

reviewed. 
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2 Trust Mortality Outlier Status HSMR/SHMI – Trust Mortality Improvement Work

Oversight and scrutiny by the Trust Board 

Trust Actions  

Completed Actions 
NHSI Alerted to Trusts reported 
position & Support requested 

• Trust engagement with 
NHSI sub-regional team 

• Meeting held with GM & 
Lancashire NHSI 20th

December 2018 

Trust engagement with Medical 
Director – Dudley Group for 
shared learning – relating to 
reduction of mortality indices 
for the deteriorating patient. 

Trust Interrogation of 
HSMR/SHMI 

Review of:  
• Patient Records 
• Patient Safety Incidents 
• Complaints 
• Patient Safety Measures 
• Clinical Coding Practices 

No significant patient safety 
issues identified to date 

NHSI Director of Intelligence & 
Insight is to review is to review 
with the NHSI National team 
the query raised by the Trust in 
relation to National adherence 
to Septicaemia Coding 
Standards and how variation 
may impact on mortality 
indices. 

NHSI Feedback on the above  See appendix 1 

Actions ongoing 
Proactive review of Mortality & 
Patient Safety 

Request to NHSI for support 
with external review and 
assurance of current Mortality 
Review Process & review 
outcomes 

Contact made with NHSI 
recommended contact: 
Dr Caroline Allum 
Medical Director North East 
London Foundation Trust.  
Consultant Radiologist 

Feedback from NHSI 
recommended contact 
Dr Caroline Allum 

See appendix 2 Completed Review – Dr Allum 
Assurance of good mortality 
processes at the Trust 
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Tameside and Glossop Integrated Care NHS Foundation Trust 
 

Meeting date 22nd May 2019 x Public  Confidential Agenda item 

Title NHS Staff Survey Results 2019 

18 Lead Director Amanda Bromley, Director of HR 

Author Amanda Bromley, Director of HR 

 
Recommendations made/ Decisions requested 
 

The Trust Board is asked to note the results of the staff survey and the actions being taken. It is 
proposed that the actions be reported through the Workforce Committee going forward. 

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

 Safe  Effective 

 Caring  Responsive 

 Well-Led  Use of Resources 

 

This paper is 
related to these  
BAF risks- 

BAF Ref: AF1.23 Nurse Staffing The ability to consistently sustain and maintain 
safe nurse staffing levels and consistently deliver care hours per patient per day, 
high quality and safe care. 

BAF Ref: AF5.4 Medical Staffing – The ability to recruit to Consultant and Middle 
Grade posts due to national shortages in certain specialties i.e. Radiology, 
Medicine, Palliative care. This may impact on patient experience and the ability 
to provide safe care. 
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Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts Pages 5, 6 

Financial impacts if agreed/ not agreed n/a 

Regulatory and legal compliance n/a 

Sustainability (including environmental impacts) n/a 

 
Executive Summary 
 

The 2018 NHS Staff Survey was completed from September to December 2018. The results are 
presented as themes and questions from the questions asked within the survey, and in the 
context of the best, average and worst results for similar organisations where appropriate.  
 
The results for Tameside and Glossop Integrated Care NHS Foundation Trust are benchmarked 
against 43 other organisations within the Combined Acute and Community Trust category. 
 
The ICFT has previously undertaken a census approach using a random sample of staff; during 
2018 the Trust undertook a full census with the survey being sent to all staff to complete. The 
number of completed questionnaires was 1,517 providing a response rate of 40%. The average 
response rate for Combined Acute and Community Trusts 41% 
 
The overall Trust-level picture of the staff survey results is that across almost all areas the Trust is 
around the average for a provider organisation with community services.  Statistical significance 
testing showed a deterioration in three headline areas:  Health & Wellbeing, Quality of Care, and 
Safety Culture. However the results show a decline in some areas over the past 4 years despite 
remaining at or above average scores, for example morale and staff engagement scores. 
 
Details of the full results and themed results are contained within the report; the report also 
provides a summary by the protected characteristics detailed within the staff survey results.  
 
The report provides the work that is taking place to address the results – this includes a corporate 
response in addition to divisional/specialty responses which have been mandated.  
 
The actions required will be covered in part through the work taking place to develop the Equality, 
Diversity & Inclusion Strategy, the Strategy joint system wide Health & Wellbeing Strategy. And the 
refresh of the Workforce Strategy. Some of the actions will also require incorporating into 
Leadership Development Programmes for our leaders/managers.  
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Staff Survey Results 2018 
 
1. Introduction 
 
The 2018 NHS Staff Survey was completed from September to December 2018. The results are 
presented as themes and questions from the questions asked within the survey, and in the context of 
the best, average and worst results for similar organisations where appropriate. The results for 
Tameside and Glossop Integrated Care NHS Foundation Trust are benchmarked against 43 other 
organisations within the Combined Acute and Community Trust category. 
 
The ICFT has previously undertaken a census approach using a random sample of staff; during 2018 
the Trust undertook a full census with the survey being sent to all staff to complete. The number of 
completed questionnaires was 1,517 providing a response rate of 40%. The average response rate for 
Combined Acute and Community Trusts 41% 
 
It is worth noting that whilst in the previous year(s) the Trust has received a response rate of around 
39/40% this would have been 39/40% of the random sample and therefore for last year would have 
been an actual response from 503 staff. The sample size this year is significantly larger and could be 
argues more meaningful.  
 
 
2. Staff Survey Results 
 
2.1  Overall Themed Results  
 

Theme T&G ICFT 
2018 

Average Best Results for 
combined 
acute and 

community 
trusts (CA&CT) 

Worst Results 
for combined 

acute and 
community 

trusts (CA&CT)   

 
Equality & Diversity 
 

9.1 9.2 9.5 8.3 

 
Health & Wellbeing 
 

5.9 5.9 6.4 5.5 

 
Immediate Managers 
 

6.8 6.8 7.3 6.5 

 
Morale 
 

6.1 6.2 6.5 5.7 

 
Quality of Appraisals 
 

5.4 5.4 6.2 4.5 

 
Quality of Care 
 

7.6 7.4 7.9 7.1 

 
Safe Environment –Bullying 
& Harassment 

7.9 8.1 8.6 7.4 

 
Safe Environment – Violence 

9.5 9.5 9.7 9.3 
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Safety Culture 
 

6.6 6.7 7.1 6.3 

 
Staff Engagement 
 

7.1 7.0 7.4 6.6 

 
 
Details of the full results can be found at Appendix 1. 
 

The overall Trust-level picture of the staff survey results is that across almost all areas the Trust is 
around the average for a provider organisation with community services.  Statistical significance 
testing showed a deterioration in three headline areas:  Health & Wellbeing, Quality of Care, and 
Safety Culture. However the results show a decline in some areas over the past 4 years despite 
remaining at or above average scores, for example morale and staff engagement scores. 

 
2.2 Detailed Trust-level results showing a deterioration 
 
Equality and Diversity 
 

The Trust acts fairly with regard to career 
progression/promotion regardless of ethnic 
background, gender, religion, sexual orientation, 
disability or age 
 

2016 
Score 

2018 
Score 

Change 

 93.1% 82.7% -10.4% 

 
 
Health and Wellbeing 
 

The Trust takes positive action on health and wellbeing  2017 
Score 

2018 
Score 

Change 

 41% 30.9% -10.1% 

 
Appraisals 
 

My appraisal helped agree clear objectives for my work 2016 
Score 

2018 
Score 

Change 

 39.6% 33.3% -6.3% 

 

Received an appraisal in the previous 12 months 2014 
Score 

2018 
Score 

Change 

 86.3% 93.8% 7.5% 

 
 

Training, learning or development needs were identified 
as part of my appraisal 

2018 
Trust 
Score 

National 
Average 

Difference 

 59.1% 68.2% -8.9% 
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Quality of Care 
 

satisfied with the quality of care they give patients 2017 
Score 

2018 
Score 

Difference 

 89.4% 82.1% -7.3% 

 

Able to deliver the quality of care I aspire to 2017 
Score 

2018 
Score 

Difference 

 75.9% 70.8% -5.1% 

 
 
Bullying/Harassment/Abuse 
 

 2015 
Score 

2018 
Score 

Difference 

Personally experienced harassment, bullying or abuse 
from managers 

7.7% 15.8% 8.1% 

Personally experienced harassment, bullying or abuse 
from colleagues 

16.2% 20.8% 4.6% 

 
This shows that at a minimum over 1-in-5 of staff feel they experience bullying from other Trust 
employees; at worst this would be more than 1-in-3. 
 
 
Raising Concerns 
 

 2016 
Score 

2018 
Score 

Difference 

Feel the Trust treats staff fairly who are involved in an 
error, near miss or incident 

63.9% 57.8% -6.1% 

Receive feedback about changes in response to 
reported errors, near misses or incidents 

72.7% 64.7% -8.0% 

Feel confident the Trust would address their reported 
concern 

70.0% 56.7% -13.3% 

The Trust acts on concerns raised by patients/service 
users 

81.2% 72.5% -8.7% 

 
2.3  Staff Group Results 
 
Estates and Ancillary staff trend below the organisational average in the Advocacy, Involvement and 
Motivation areas, as noted above. 
 
Allied Health Professionals are significantly less engaged than other staff groups in advocating the 
organisation (recommending as a place to work, recommending as a place to receive treatment, care 
of patients is organisation’s top priority). 
 
Healthcare Scientists are less engaged, across the board, than other staff groups and this is likely to 
be as above in the clinical support services divisional feedback. 
 
2.4 Age Profile Results 
 



 
Page 6 of 17 

When looking at results by age band (21-30, 31-40, 41-50, 51-65, 66+) the strongest message is seen 
in the perception on staff of their managers.  Members of staff in the 21-30 years old bracket rate their 
managers highly (above Trust average in every category), staff in the 31-40 and 41-50 age ranges are 
at or above average in every category, whereas staff in the 51-65 age range do not perceive their 
managers anywhere near as positively as their younger colleagues. 
 
 
2.5 Disability Results 
 
Survey results for staff who identify as disabled trend below staff who do not identify as disabled 
across most areas of the survey, with one exception being that they declare that they are more likely 
than non-disabled staff to report harassment/bullying/abuse. 
 
As this trend is across most results it appears to indicate there is a significant staff experience problem 
with disabled members of the workforce. 
 
2.6 Ethnicity Results 
 
White British staff trend at or close to average on all areas, though this is not surprising given that they 
staff survey average is heavily weighted by this ethnic group.   
 
White – Any Other Group (i.e. not British or Irish) staff survey results trend below the Trust average in 
most areas which appears to indicate a significant staff experience problem with this group of staff. 
 
Asian/British Asian – Indian staff trend above average in most areas of the survey, with the exception 
being their perception of management which is below average. 
 
Black/Black British – African staff members have a mixed survey response compared to the average 
but areas of concern include experiencing bullying/harassment/abuse and only 1/3rd of this group of 
staff feel that career progression is fair, compared to the Trust average of 82.4% 
 
2.7 Gender Results 
 
Those employees who identify as female are reporting average staff survey scores in almost all 
categories; this is predictable as this is a majority of the workforce.  The one area of difference is high 
reporting rates of physical violence and bullying in contrast to employees who identify as male who 
under report in these two categories. 
 
Those employees who identify as male report that they do more additional hours than female 
colleagues, and also that they are significantly less satisfied than female colleagues with opportunities 
for flexible working patterns. 
 
2.8 Sexuality Results 
 
Data is limited due to the number of responses received with detail only available for Heterosexual 
staff, Gay Men and Bisexual staff.  Heterosexual staff make up the vast majority of the workforce and 
are around the Trust average for all categories. 
 
Gay Men and Bisexual staff trend below the Trust average in most areas, with the exception of Gay 
Men who have a better than average opinion of the management support that they receive. 
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2.9 Religion Results 
 
Those staff who identify as having no religious believe or of Christian belief respond mostly in line with 
the organisational average. 
 
Hindu and Muslim staff overall respond more positively than average across the survey with the 
exception of bullying/harassment/abuse and discrimination. 
 
3. Actions 

In response to the survey results each division has been mandated to produce a staff survey action 
plan covering six core themes: 

• The Trust acts fairly with regard to career progression/promotion regardless of ethnic background, 
gender, religion, sexual orientation, disability or age.   

• The Trust takes positive action on health and wellbeing.   
• Quality of Care.   
• Bullying/harassment/abuse.   
• Response to reported incidents.  
• Quality of appraisals. 

In addition each service area have been asked to identify local priorities based on their staff survey 
results. Delivery of divisional action plans will be tracked through local management meetings and by 
the Workforce Committee. 

The results of the staff survey by Protected Characteristics will be addressed through the development 
of the Trust Equality, Diversity & Inclusion Strategy. The development of this strategy will take into 
account these staff survey results and will be explored further through staff and stakeholder 
engagement events planned. These will be given to the Trust’s Equality and Diversity Group for 
action, including considering as part of the Equality Delivery Scheme, Workforce Race Equality 
Standard, and Workforce Disability Equality Standard.  

A joint system wide Health & Wellbeing Strategy is also to be developed and will pick up the themes 
from the Staff Survey results.  

To support the response to the staff survey results the HR Directorate will: 

• Review the appraisal policy, process and documentation to assist in driving the quality of 
appraisal upwards. 

• Establish a working group to consider if the Social Partnership Forum’s Call to Action on Bullying 
and Abuse may provide a framework for increasing engagement 

 
The Nursing and Integrated Governance directorate are to undertake a review of policy, process and 
systems for raising incidents and concerns, and receiving feedback in response to the results 
regarding incident and feedback.  
 
In addition a refresh of the Trust’s Workforce Strategy is to take place to focus on the developments 
over the next five years with specific output for year one and two. A number of the key components of 
the HR work streams overlap with each other for example the metric in the staff survey relating to 
Health & Wellbeing links to the work being undertaken with sickness absence and the Health & 
Wellbeing Strategy; the work relating to flexibility relates to sickness absence, retention and culture. 
 
It is also recognised that some of the actions will also require incorporating into Leadership 
Development Programmes for our leaders/managers. Some discussion has already commenced 
about the requirement for such programmes and will further develop through the work being 
undertaken in relation to the Talent Management Strategy.  
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4. Conclusion  
 
To address the overall decline in staff engagement and morale shown in the staff survey results it is 
proposed that there is a focus on ‘hygiene factors’ i.e. fixing the issues that are causing 
disengagement Trust-wide, within certain services and within some staff groups.  Taking effective 
action on these matters should lead to a significant improvement in morale for those who are 
disengaged, improve morale for other groups and improve staff survey results across the Trust which 
should impact positively on patients. 
 
The Trust Board is asked to note the results of the staff survey and the actions being taken. It is 
proposed that the actions be reported through the Workforce Committee going forward.  
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Recommendations made/ Decisions requested 
 

Members of the Trust Board are requested to note the requirement under the 2016 Terms and 
Conditions of Service to have in place an exception reporting process. The Board is also asked to 
note the number of exceptions reported during 2018 and the issues resulting from the exception 
reports raised. 

 
This paper relates to the following Strategic Objectives- 
 

X 1 Deliver safe and caring services 

X 2 Improve our patients’ and carer’s experience of our services 

X 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

X 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

X Safe X Effective 

 Caring  Responsive 

X Well-Led X Use of Resources 

 

This paper is 
related to these  
BAF risks- 

n/a 

n/a 

n/a 

 
  



 

 
Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts n/a 

Financial impacts if agreed/ not agreed n/a 

Regulatory and legal compliance Page 1 

Sustainability (including environmental impacts) n/a 

 
Executive Summary 
 

This is the Quarterly Guardian of Safe Working Hours (GSWH) report for the period January-
March 2019. 
 
In 2016 a new contract for junior doctors was introduced which, changed the way junior doctors’ 
hours are monitored. The new system involves doctors submitting “Exception Reports” when 
working hours are exceeded or educational opportunities are missed. These events are then 
discussed with Educational or Clinical supervisors and either time off or payment is agreed. The 
GSWH collates the exception reports and highlights any concerns with regards to working hours. 
The Director for Medical Education receives all the Education Exception Reports. 
 
The underlying theme within the exception reporting pertains to gaps within the medical 
workforce. The trust currently has a number of vacancies on higher grade rotas. With vacant rota 
slots often being occupied by short-term agency locums this can place additional pressure upon 
junior doctors and this has resulted in exception reports being submitted within Medicine. The 
majority of exceptions raised during this period relate to late finishes. 
 
It is recognised that whilst cooperation from educational supervisors and clinical supervisors has 
improved, further work is required in order to achieve the targets in teaching and training as well 
as service provision in a safe environment. 
 
The exception reports have been reviewed by the Guardian of Safe Working Hours. Exception 
reporting of additional hours led to the approval of 2.5 hours of time off in lieu to be taken by junior 
doctors. The total agreement for payment was 7 hours with no requirement to impose a penalty. 
 
 
No immediate Patient Concerns/Safety Concerns have been raised during this reporting period. 
No exceptions have been raised in relation to training and development. 

 
 
 
 



 

 
 
 
1.0        Executive summary 

 
As part of the contractual requirements for Junior Doctors in Training, the Guardian of Safe 
Working Hours (GSWH) is required to produce a quarterly report outlining Exception Reports 
submitted by Junior Doctors. This paper aims to fulfil this requirement and provide some detail 
upon exception reports received.  
 
It is important to highlight that the gaps within the medical workforce is an underlying theme within 
the exception reporting. Moreover, it is recognised that whilst cooperation from educational 
supervisors and clinical supervisors has improved, further work is required in order to achieve the 
targets in teaching and training as well as service provision in a safe environment.  
 

2.0 Doctors in Training at Tameside 

The Trust currently has 120 doctors in training, of which 115 are employed on the 2016 terms and 
conditions of service (TCS). Whilst the majority of trainees made the transition to the 2016 TCS in 
August 2017 a minority of trainees remain employed on the 2002 TCS and this is expected to be 
the case until august 2020. 
 
The Guardian of Safe Working has 1 Programmed Activity dedicated to undertaking this role and 
educational supervisors have between 0.25 and 0.5 Programmed activities per trainee in order to 
undertake work associated with the requirements of the new contract.  
 

 

3.0 Exception reports (with regard to working hours) 

 

The Exception reporting focuses on 3 main areas: 

 

 Safe Working Hours 

 Training and Development 

 Immediate Patient Concerns/Safety Concerns 

 

All Trainees have access to the DRS 4 Exception reporting system that can be access 24 hours a 

day, via their own hand held mobile device or via a computer station. 

 

When an exception report is raised it cascades to junior doctors, Educational Supervisor/Clinical 

Supervisor and is copied to the Guardian of Safe Working Hours and/or Director of Medical 

Education.   

 

To help improve the engagement of divisional teams in the investigation and resolution of 
exception reporting and to address underlying issues, the Guardian of Safe Working Hours now 
contacts Divisional Managers to obtain assistance in resolving exception reports if there are delays 
in action from Educational Supervisors.  
 
Table 1 below shows the exception reports received by department for Quarter 1 April to July to 

March. Table 2 shows a comparison with data from previous Guardian of Safe Working Hours 

Reports. These exception reports have been reviewed by the Guardian of Safe Working Hours to 

identify whether a breach has occurred which incurs a financial penalty. 

 

 

 



 

 

 

 

Table 1 – Exception reports by department (for Quarter 1 January – 31 March) 

Specialty No. exceptions 
carried over 
from last 
report 

No. exceptions 
raised 

No. exceptions 
closed 

No. exceptions 
outstanding 

Paediatrics 0 2 2 0 

Obstetrics and 
Gynaecology 

0 4 0 2 

Trauma and 
Orthopaedics 

0 7 2 5 

General Medicine 0 2 2 0 

General Surgery 0 9 7 2 

Total 0 24 15 9 

 

The Table below gives a cross section of themes of Exception Reports submitted within this 

reporting period 

 

Table 2 Exception Reports by Theme 
 

Late finish 20 

Unable to take break 2 

Late finish and unable to take break 2 

 

Table 3 – Comparison with Previous Exception Reporting Data 

 

 
 

Overall exceptions submitted have decreased from the previous quarter. Amendments made to 

working schedules within GP Practices in previous months as a response to exceptions raised by 

some trainees have helped eliminate exception reporting from this sector.  
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The lack of exception reporting due to educational reasons is also of note and some awareness 

sessions are planned to ensure that trainees are aware of the importance of submitting issues 

around training as well as hours of work. 

 

Exception reporting of additional hours led to the approval of 2.5 hours of time off in lieu to be 

taken by junior doctors. The total agreement for payment was 7 hours with no requirement to 

impose a penalty. Approval to pay was made to the doctors as follows: 

 

Table 3: Payments made to Doctors by department 

 

Department Number of payments levied (hours) 

Paediatrics FY2 1.5 

Trauma and Orthopaedic 
FY1 

3 

General Surgery FY1 2.5 

Total 7 hours 

 

With the majority of Exceptions being raised for reasons of working hours, it is to be expected that 

the resolutions offered to the doctors will consist of either time off in lieu or payment for additional 

hours worked.  

 

The main actions from exception reporting in this period can be summarised as: 
 

1. There is engagement from educational and clinical supervisors and is supported by the 

Guardian of Safe Working contacting individual supervisors to instruct them to resolve 

exception reports. There are however some areas where exception reports are not resolved 

locally. Within the next reporting period Divisional Managers are to be involved with the 

process to help ensure that appropriate and timely resolution of exceptions takes place. 

 

2. There is still an ongoing need to re-emphasise with junior doctors the need to engage fully 

with the exception reporting process and be fully aware of the mechanisms by which 

Exception Reports can be raised. To address these issues over the last six months, the 

exception reporting guidance has been rewritten for junior doctors and included within the 

induction process, with particular emphasis being placed upon changes and improvements 

that have been made to rotas as a direct result of exception reports being submitted. The 

BMA also provided a training session to the new FY1 doctors on the importance of 

exception reporting with support for this event being provided from the Medical Staffing 

team. Despite these efforts, engagement with exception reporting is largely driven by a 

small number of trainees and trends as to where exceptions are raised within the trust 

follow their rotations. 

 
 

4.0 Work schedule reviews 

 

The Guardian of Safe Working has continued to encounter difficulties with educational/clinical 

supervisors in terms of regular meetings being carried out with their trainees and recording the 

outcomes of these meetings in DRS4 system and undertaking work schedule reviews. The 

Guardian of Safe Working sends regular emails to Educational Supervisors to ensure that these 

meetings take place and that reported exceptions are resolved and acted upon. Whilst these  

 



 

 

 

 

activities require significant input from the Guardian of Safe Working, the absence of unresolved 

exception reports for this period is a measure of success for these actions. 

 

Actions undertaken to provide additional support within this area include: 

 

 Implementing the responsibility to “respond to exception reports” as a duty in 

educational/clinical supervisors’ job descriptions. 

 Sending emails to individual supervisors as a reminder to act on their exception report. 

These are now also supported by Medical Staffing contacting individual supervisors to 

offer assistance with the resolution of exception reports and technical assistance with 

regard to utilising the DRS software. 

 Attending the induction meeting with trainees and consultants meetings to emphasise the 

importance of engagement with exception reporting. 

 The provision of a Monthly Exception Report Summary to Divisions and the Medical 

Staffing Expenditure Review Group will also provide Clinical Leaders with the ability to 

focus upon any causes for concern within their areas of responsibility. 

 

 

5.0 Junior Doctor in Training (JDIT) Forum 

 

A JDIT Forum took place on 8th March 2019 and dates are scheduled up to December 2019. 

Combining these meetings with the monthly Junior Doctor Forum meeting has resulted in an 

improved attendance, but not all specialties or grade of doctor are represented at all meetings 

currently.  

 

 

6.0 Junior Doctor Vacancies by Rota 

 

The trust currently has a number of vacancies on higher grade rotas. With vacant rota slots often 

being occupied by short-term agency locums this can place additional pressure upon junior doctors 

and this has resulted in exception reports being submitted within Medicine. The trust has a plan in 

place to recruit to the substantive vacancies and all posts have either been advertised or 

candidates are currently undergoing pre-employment checks as part of the recruitment process. 

These efforts to fill positions substantively have been coupled with a large increase in recruitment 

to the staff bank with the number of doctors registered with the trust for bank work increasing from 

38 to 94 in the last twelve months. This period has also seen a decrease in turnover rates dropping 

from 12.92% to 10.64% in the twelve months prior to March 2018. 

 

The table below highlights the current vacancies per rota/GP Practice.   

  

Specialty Grade Number of vacant slots on rota 

General Surgery Higher 1 

General Surgery Lower 2 

General Surgery Foundation 0 

General Medicine  Higher 2 

General Medicine Lower 4 

General Medicine FY1 0 

T&O  Higher 0 



 

T&O Lower 2 

T&O Foundation 0 

O&G  Higher 0 

O&G Lower 1 

Paediatrics Higher 1 

Paediatrics Lower 2 

Paediatrics Foundation 0 

GP Thornely FY2 0 

GP Albion FY2 0 

GP Awburn FY2 0 

GP Denton FY2 0 

GP Lambgate FY2 0 

GP Manor House FY2 0 

GP Millbrook FY2 0 

GP Clarendon FY2 0 

Psychiatry FY2 0 

A&E Higher 4 

A&E Lower 0 

Anaesthetics Lower 0 

ENT Lower 0 

 
 
7.0 Summary 

 
The overall numbers of exceptions being submitted remains low and it is notable that exceptions 
are not being submitted for education reasons. The challenge for the next quarter will be to 
increase the numbers of doctors submitting exception reports and to encourage a broadening of 
the reasons for the exceptions being submitted.   
 
The Board is asked to note the contents of this paper. 
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Appendix 1  
 
Full Results  
 

  
T&G 
ICFT 

Score 
2018 

 
T&G 
ICFT 

Score 
2017 

Average  
for combined 

acute and 
community 

trusts 
(CA&CT) 

Best score for 
combined 
acute and 

community 
trusts 

(CA&CT) 

Worst score 
for combined 

acute and 
community 

trusts 
(CA&CT 

 
Q21a "Care of patients / 
service users is my 
organisation's top priority 
 

 
 

76.4% 

 
 

82.1% 

 
 

76.5% 
 

 
 

88.7% 

 
 

50.9% 

 
Q21c “I would 
recommend my 
organisation as a place to 
work” 
 

 
 

59.9% 

 
 

68.7% 

 
 

61.1% 

 
 

77.3% 

 
 

47.2% 

 
Q21d "If a friend or 
relative needed 
treatment, I would be 
happy with the standard 
of care provided by this 
organisation 
 

 
 
 

65.2% 

 
 
 

70.8% 

 
 
 

69.9% 

 
 
 

90.3% 

 
 
 

49.2% 

 
 
1. PERFORMANCE AGAINST THE KEY THEMES 
 

 
Equality, Diversity & Inclusion  
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q14 Does your organisation act 
fairly with regard to career 
progression / promotion, 
regardless of ethnic 
background, gender, religion, 
sexual orientation, disability or 
age? 
 

82.6% 88.2% 85.5% 91.5% 70.5% 

 
 

 

 4.8% 4.5% 5.2% 2.1% 13.7% 
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Q15a In the last 12 months 
have you personally 
experienced discrimination at 
work from patients / service 
users, their relatives or other 
members of the public?  
 

 
Q15b In the last 12 months 
have you personally 
experienced discrimination at 
work from manager / team 
leader or other colleagues? 
 

8.1% 7.5% 7.0% 4.5% 14.5% 

 
Q28b Has your employer made 
adequate adjustment(s) to 
enable you to carry out your 
work? 
 

75.6% 76.7% 73.3% 82.2% 52.3% 

 
Health & Wellbeing 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
 
Q5h The opportunities for 
flexible working patterns 
 

53.9% 56.7% 52.8% 60.3% 44.3% 

 
Q11a Does your organisation 
take positive action on health 
and well-being? 
 

30.9% 40.9% 27.8% 40.2% 
 

15.9% 
 

Q11b In the last 12 months 
have you experienced 
musculoskeletal problems 
(MSK) as a result of work 
activities? 

25.8% 21.5% 27.4% 21.4% 

 
 

 
34.3% 

 

 
Q11c During the last 12 
months have you felt unwell 
as a result of work related 
stress? 
 

40.0% 33.4% 38.8% 32.0% 

 
 
 

44.2% 

 
Q11d In the last three months 
have you ever come to work 
despite not feeling well 

59.1% 53.7% 56.3% 48.4% 

 
 
 

61.4% 
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enough to perform your 
duties? 
 

 
Immediate Managers 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q5b The support I get from 
my immediate manager 
 

68.9% 68.1% 70.0% 76.5% 63.3% 

 
Q8c My immediate manager 
gives me clear feedback on 
my work 
 

62.7% 63.2% 61.1% 65.9% 54.6% 

 
Q8d My immediate manager 
asks for my opinion before 
making decisions that affect 
my work 
 

54.4% 54.5% 54.6% 61.7% 
 

49.6% 
 

 
Q8f My immediate manager 
takes a positive interest in my 
health and well-being 
 

68.3% 68.8% 67.8% 74.1% 62.1% 

 
Q8g My immediate manager 
values my work 
 

70.7% 72.4% 71.9% 77.0% 66.5% 

 
Q19g My manager supported 
me to receive this training, 
learning or development 
 

50.5% 53.7% 54.3% 66.1% 46.1% 
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Morale 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q4c I am involved in deciding 
on changes introduced that 
affect my work area / team / 
department 
 

53.1% 58.5% 53.1% 62.0% 

 
 

44.3% 
 
 

 
Q4j I receive the respect I 
deserve from my colleagues 
at work 
 

70.9% n/a 72.1% 78.5% 66.9% 

 
Q6a I have unrealistic time 
pressures 
 

19.8% n/a 22.5% 27.8% 16.4% 

 
Q6b I have a choice in 
deciding how to do my work 
 

55.2% n/a 56.3% 62.2% 49.6% 

 
Q6c Relationships at work are 
strained 
 

43.7% n/a 45.8% 53.5% 

 
38.2% 

 
Q8a My immediate manager 
encourages me at work 
 

68.6% n/a 68.8% 74.1% 
 

61.2% 
 

 
Q23a I often think about 
leaving this organisation 
 

 
29.5% 

 
n/a 

 
28.8% 

 
22.2% 

 
37.3% 

 
Q23b I will probably look for a 
job at a new organisation in 
the next 12 months 
 

21.3% n/a 20.7% 30.5% 14.1% 

 
Q23c As soon as I can find 
another job, I will leave this 
organisation 
 

 
15.4% 

 

 
n/a 

 

 
14.7% 

 
9.7% 

 
23.9% 
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Quality of Appraisals 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q19b It helped me to improve 
how I do my job 
 

23.1% 22.5% 21.5% 30.9% 14.2% 

 
Q19c It helped me agree clear 
objectives for my work 
 

33.3% 37.2% 33.3% 43.4% 27.2% 

 
Q19d It left me feeling that my 
work is valued by my 
organisation 

30.9% 29.4% 31.1% 38.0% 21.2% 

 
Q19e The values of my 
organisation were discussed 
as part of the appraisal 
process 
 

35.7% 40.7% 35.2% 52.1% 19.4% 

 
Quality of Care 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q7a I am satisfied with the 
quality of care I give to 
patients / service users  

82.1% 89.4% 80.5% 89.0% 75.4% 

 
Q7b I feel that my role makes 
a difference to patients / 
service users 
 

89.4% 91.9% 89.4% 92.9% 

 
 

86.9% 

 
Q7c I am able to deliver the 
care I aspire to  
 

70.8% 75.9% 67.3% 78.5% 60.0% 

 
Safe Environment – Bullying and Harassment 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 
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Q13a In the last 12 months 
how many times have you 
personally experienced 
harassment, bullying or abuse 
at work from patients / service 
users, their relatives or other 
members of the public? 
 

25.2% 27.9% 25.8% 20.9% 34.1% 

Q13b In the last 12 months 
how many times have you 
personally experienced 
harassment, bullying 
or abuse at work from 
managers? 
 

15.8% 14.3% 12.1% 8.0% 

 
 

 
20.5% 

 
Q13c In the last 12 months 
how many times have you 
personally experienced 
harassment, bullying or abuse 
at work from other 
colleagues? 
 

 
 

20.8% 

 
 

15.2% 

 
 

18.4% 

 
 

14.4% 

 
 

25.8% 

 
Safe Environment – Violence 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q12a In the last 12 months 
how many times have you 
personally experienced 
physical violence at work from 
patients / service users, their 
relatives or other members of 
the public? 
 

12.5% 14.1% 12.6% 8.1% 17.5% 

 
Q12b In the last 12 months 
how many times have you 
personally experienced 
physical violence at work from 
managers? 
 

1.0% 1.3% 0.5% 0.0% 1.6% 

 
Q12c In the last 12 months 
how many times have you 
personally experienced 
physical violence at work from 
other colleagues? 

1.9% 1.5% 1.5% 0.6% 

 
 
 

4.8% 
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Safety Culture 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q17a My organisation treats 
staff who are involved in an 
error, near miss or incident 
fairly 
 

57.8% 57.5% 59.0% 68.2% 46.1% 

 
Q17c When errors, near 
misses or incidents are 
reported, my organisation 
takes action to ensure that 
they do not happen again 
 

64.7% 68.8% 70.0% 80.9% 61.8% 

 
Q17d We are given feedback 
about changes made in 
response to reported errors, 
near misses and incidents 
 

51.3% 58.5% 58.9% 69.6% 48.9% 

 
Q18b I would feel secure 
raising concerns about unsafe 
clinical practice 
 

74.6% 72.0% 70.3% 76.4% 

 
 

65.3% 

 
Q18c I am confident that my 
organisation would address 
my concern 

56.8% 58.3% 58.0% 67.7% 49.9% 

 
Q21b My organisation acts on 
concerns raised by patients / 
service users 
 

72.5% 80.7% 73.1% 83.8% 

 
 

59.6% 

 
Staff Engagement – Motivation  
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q2a I look forward to going to 
work 
 

61.2% 58.4% 59.3% 66.2% 50.8% 

 
Q2b I am enthusiastic about 

77.4% 77.7% 74.8% 81.9% 67.7% 
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my job 
 

 
Q2c Time passes quickly 
when I am working 
 

77.2% 81.2% 77.6% 82.3% 72.8% 

 
Staff Engagement – Ability to contribute to improvements 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q4a There are frequent 
opportunities for me to show 
initiative in my role 
 

75.5% 75.6% 73.4% 79.3% 67.6% 

 
Q4b I am able to make 
suggestions to improve the 
work of my team / department 
 
 

77.6% 78.5% 75.2% 81.4% 67.1% 

 
Q4d I am able to make 
improvements happen in my 
area of work 
 

57.2% 59.6% 56.5% 62.3% 48.3% 

  
Staff Engagement – Recommendation of the organisation as a place to work/receive treatment 
 

 
Key Findings 

Trust 
Score 
2018 

Trust 
Score 
2017 

National 
Average for 

CA&CT 
2018 

Best score 
for CA&CT 

2018 

Worst score 
for CA&CT 

2018 

 
Q21a Care of patients / 
service users is my 
organisation's top priority 
 

76.4% 82.1% 76.5% 88.7% 59.9% 

 
Q21c I would recommend my 
organisation as a place to 
work 
 

59.9% 68.7% 61.1% 77.3% 

 
 

47.2% 

 
Q21d If a friend or relative 
needed treatment I would be 
happy with the standard of 
care provided by this 
organisation 
 

65.2% 70.8% 69.9% 90.3% 

 
 
 

49.2% 
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Tameside and Glossop Integrated Care NHS Foundation Trust 
 

Meeting date 22nd May, 2019 x Public  Confidential Agenda item 

Title Freedom to Speak Up Annual Report 

20 Lead Director Amanda Bromley, Director of Human Resources 

Author Phil Gordon: Freedom to Speak Up Guardian 

 
Recommendations made/ Decisions requested 
 

The Board of Directors is recommended to: 
a. Note the positive assurance on the implementation, approach and activities of the FTSU 

agenda and the FTSUG role. 

 
This paper relates to the following Strategic Objectives- 
 

X 1 Deliver safe and caring services 

X 2 Improve our patients’ and carer’s experience of our services 

X 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

X Safe  Effective 

X Caring  Responsive 

X Well-Led  Use of Resources 

 

This paper is 
related to these  
BAF risks- 

None 
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Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts Section 8 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Section 3 

Sustainability (including environmental impacts) N/A 

 
Executive Summary 
 

This report details: 
 

 The Trust position on the Freedom to Speak Up agenda with reference to promotion, 

training, governance, culture and casework. 

 Assurance on the activities of the Freedom to Speak Up Guardian. 
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1.  INTRODUCTION 

 
The purpose of this annual report is to provide the Board of Directors with: 
 

 An independent perspective on Trust progress in development of the Freedom to 
Speak Up (FTSU) agenda. 

 Assurance on the approach and activities of the Freedom to Speak Up Guardian 
(FTSUG). 

 
The report covers activity from April 2018 to April 2019, and casework from April 2018 to 
March 2019. 
 
 
2. NATIONAL DEVELOPMENTS 

 
As part of its response to the report of the Gosport Independent Panel, The Government 
plans to legislate to require all NHS trusts in England to publish annual reports on how 
they respond to concerns raised internally.  This is in line with a National Guardian Office 
(NGO) recommendation to monitor and audit the quality of responses to concerns raised 
internally. 
 
In February 2019 the Department of Health and Social Care published the Kark review1; 
an independent review of the Fit and Proper Persons Test.  The seven recommendations 
include:  

 Creation of a central database of directors, including information on any upheld 

“whistleblowing complaint”. 

 Expanding the definition of serious misconduct to include victimisation of 

“whistleblowers”. 

 
 
3. BOARD RESPONSIBILITIES 

 
Organisations are required to consider implementing NGO recommendations that arise 
from their surveys, guidance documents and case reviews.  The Executive Lead for 
speaking up is accountable for ensuring these are met, overseen by the Non-Executive 
lead, and with support from the FTSUG.   
 
The Trust vision and strategy, presented to the Board of Directors in November 2018, was 
driven by the Board self-review tool and the action log for NGO recommendations.  This is 
informed by feedback gathered by the Lead Non-Executive Director. 
 
 
4. SUPPORTING THE FTSUG 

 
The NGO recommends that the FTSUG reports on levels of engagement with senior 
leaders.  The FTSUG receives regular line management support, and has open access to 
all senior leaders. 
 
The FTSUG works for two Trusts, and is supported by both Trusts to undertake additional 
roles as North-West network lead, and providing training to all new FTSUGs in the North-
West.  This demonstrates organisational commitment to further the FTSU agenda beyond 
organisation walls, and gives the FTSUG additional access to a peer network for support 
and benchmarking. 

                                                
1 Available at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/787955/kark-review-on-the-fit-

and-proper-persons-test.pdf  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/787955/kark-review-on-the-fit-and-proper-persons-test.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/787955/kark-review-on-the-fit-and-proper-persons-test.pdf
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The feedback from regional FTSUG training sessions indicates that the backing provided 
by the Trust is having a positive regional influence: 
 

Overall, how would 
you  
rate today’s 
session? 

How well or poorly 
did  
we meet the aims? 

Very Good 2
0 

Very Well 2
1 

Good 1
1 

Well 1
0 

Neutral 0 Neutral 0 

Poor  0 Poorly  0 

Very Poor 0 Very Poorly 0 
 

 
 
5. CULTURE 

 
The 2018 Staff Survey results have been received by the Trust and a full analysis has 
been undertaken by the Director and Deputy Director of HR. The FTSUG has also 
explored the correlations between directorate results in the 2018 NHS Staff Survey.   
 
The strong links between safety culture and other elements of staff experience are 
already known.  However, there is indication of a secondary connection between health 
and wellbeing, bullying and harassment, and equality, diversity and inclusion. 
 
A separate paper outlining the results and the next steps are to be considered in a spate 
Board report.   
 
Organisational culture with reference to the 2018 NHS Staff Survey is therefore being fully 
considered and addressed as part of the action planning and governance arrangements 
concerning the Staff Survey results. 
 
 
6. FTSUG PROMOTION 

 
The FTSUG completed a walkabout with the Senior Independent Director in March 2019. 
 
During the well-led CQC inspection in April 2019, the FTSUG and senior leaders received 
feedback from several colleagues that the role is heavily advertised within the Trust, 
resulting in high awareness levels. 
 
In order to further raise awareness, the FTSUG will liaise with the Communications Team 
to create a short video to be shown at corporate induction. 
 
 
7. FTSUG CASEWORK 

 
Between April 2018 and March 2019, 19 concerns were raised by a total of 30 individuals. 
Of these: 
 

 1 concern was raised anonymously. 

 10 concerns included a patient safety element. 

 14 concerns included elements of bullying, harassment or unacceptable 
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behaviour. 

 2 individuals reported suffering detriment as a result of having initially spoken up. 

 
The figures below show the annual data as a percentage: 
 

Element of 
casework 

Trust (April 
2018 to March 

2019) 

Anonymous 5% 

Safety / quality 53% 

Bullying / harassment 74% 

Detriment 15% 

 
It is not unusual for concerns to include an element of safety or unacceptable behaviour, 
and categorisation of these elements may vary due to their subjective nature.  However, 
the proportion of individuals remaining anonymous or reporting detriment can provide an 
indication of the way workers perceive their concerns to be handled. 
 
There are no ongoing underlying themes with regards to professional groups, locations, 
or the nature of the concerns raised. 
 
Twenty-six concerns were closed between April 2018 and March 2019, with the following 
outcomes: 
 

 
 
Where individuals choose to no longer engage, the FTSUG cannot report on the 
outcome2.  The FTSUG does not consider this to be of significant concern due to the 
following reasons: 
 

 The FTSUG is aware of the positive progress made in individual cases up to the 

point where the individual(s) no longer engaged. 

 Almost all individuals agree to share their identity with management, indicating a 

culture of trust and openness. 

 The FTSUG is aware of another Trust where engagement with the FTSUG is 

more consistent, but this is driven by requests for confidentiality and FTSUG 

involvement due to fear of repercussions, and a lack of faith in the outcomes. 

 There are no cases where the worker(s) chose not to pursue their concern. 

 In both cases where a worker reported detriment after having spoken up, the 

                                                
2 The FTSUG would be duty-bound to escalate any concerns that relate to criminal offences or immediate safety / safeguarding issues. 

0 2 4 6 8 10

Deal internally

Informal management action

Formal management action

Formal investigation

Chose not to pursue

Unknown

Resolution of concerns 

Known to management Known only to FTSUG



 

6 
 

resolution process involved direct engagement with management. 

 
The FTSUG can become involved at any stage in the process of resolving a concern.  
Almost all the concerns with FTSUG involvement were resolved by very senior managers:   
 

 
 
 
As of end April, the FTSUG is involved in six ongoing cases. 
 
FTSUGs in some other organisations report on timescales for resolution of concerns due 
to unacceptable delays being identified as a possible trend.  At the Trust, concerns raised 
via the FTSUG have been resolved within reasonable timescales in all but one case, for 
which a new investigative process is now underway. 
 
The FTSUG was contacted for advice and support by an additional 12 individuals, where 
the issues were signposted as appropriate.  This consisted of 4 Human Resources 
queries, with the remaining contacts relating to: 
 

 feedback on the content of Trust-wide communications 

 bullying / harassment / unacceptable behaviour 

 an unfounded anonymous allegation 

 a cancelled request for a conversation with the FTSUG 

 a concern for one’s own professional reputation 

 a patient (from a relative) 

 cancellation of training 

 organisational change 

 
Case Study 
 
A trade union representative had received several separate concerns relating to the 
conduct and attitudes of one manager, but the trade union members did not wish to take it 
further.  The FTSUG then received an anonymous letter relating to the attitudes and 
behaviours of the same manager, with a very senior leader copied in.  The FTSUG 
contacted the relevant HR Business Partner, who passed the information to the managers 
of the individual concerned.  The FTSUG gained assurance that the manager’s conduct 
had been explored further and was being informally addressed, and that there was on-site 
senior management presence to monitor this.  The very senior leader was updated for 
assurance. 
 
In addition, the FTSUG had been informed that some staff perceived that FTSUG support 
was limited to the main hospital site.  In response, the FTSUG promotional materials have 
been updated to clarify that support is available to all staff across all sites. 
 

0 2 4 6 8 10 12 14

Unknown

Trade Unions / HR

Line manager

Senior manager

Director

Chief Executive

Highest Level of Known Escalation 
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8. EQUALITY, DIVERSITY AND INCLUSION 

 
There are no equality monitoring arrangements for concerns raised within the 
organisation.  The FTSUG will support any initiatives to develop this. 
 
One FTSUG cannot reflect the diversity of the workforce.  To mitigate against this, the 
FTSUG will link with the Equality, Diversity and Inclusion lead, and the BME / LGBT staff 
networks where possible. 
 
The NGO recommends that Trusts monitor and audit the quality of response to concerns 
raised.  As part of working towards this, the FTSUG will recommend equality monitoring.   
 
 
The FTSUG received equality monitoring information from seven individuals: 
 

 All individuals identified as white. 

 All individuals identified as Christian or no religion. 

 Two individuals identified as male. 

 Six individuals identified as heterosexual. 

 One individual identified as having a disability. 

 

No individuals reported unfavourable treatment based on any protected characteristics, 
and this has not been a trend in the wider casework. 
 
 
9. FTSUG GOVERNANCE 

 
FTSUG governance meets all NGO recommendations. 
 
The FTSUG has identified three areas in which casework governance can be improved: 
 

Improvement Benefit 

Specify the Directorate 
in casework 

Increased triangulation with existing information e.g. NHS 
Staff Survey  

Increase documentation 
of lessons learned 

Improved demonstration of the influence and impact of 
FTSU 

Increase success rate at 
gathering  equality 
monitoring information 

Improved assurance on FTSUG activity and triangulation 
with existing information 

 
 
 
10. FTSUG TRAINING AND DEVELOPMENT 
 
The Trust is accountable for any training provided.  However, according to the feedback 
from training led by the FTSUG, attendees consider it a positive that the training is 
provided by an individual who has regular contact with senior management in an 
independent capacity. 
 
The FTSUG provided training sessions to 43 line managers, with the following 
aggregated feedback: 
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The FTSUG also provided training for 21 Foundation Year 1 doctors, with similarly 
positive feedback. 
 
 
11. FORWARD VIEW 
 
The FTSU agenda is continually developing.  Whilst being mindful of this, the FTSUG is 
primarily focusing on casework and awareness raising activities, while providing both 
support and challenge for Executive-Led responsibilities. 
 
 
12. RECOMMENDATIONS 
 
The Board of Directors is recommended to: 

 

 Note the positive assurance on the implementation, approach and activities of the 
FTSU agenda and the FTSUG role. 

 

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

Organised / easy
to follow:

Relevant content:

Slides / handouts useful:

Trainer knowledgeable /
answered questions:

Learning useful for role:

Time well spent:

Increased confidence in
dealing with concerns:
Increased confidence in

 raising concerns:

Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

Not stated



 

 
 
 
 

Tameside and Glossop Integrated Care NHS Foundation Trust 
 

Meeting date 22nd May, 2019 x Public  Confidential Agenda item 

Title Use of the Trust Seal 

21 Lead Director  

Author Steve Parsons, Trust Secretary 

 
Recommendations made/ Decisions requested 
 

The Board is invited to note the use of the Trust Seal in the period January to April 2019. 

 
This paper relates to the following Strategic Objectives- 
 

 1 Deliver safe and caring services 

 2 Improve our patients’ and carer’s experience of our services 

 3 Support the health and wellbeing needs of our community and staff 

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

x 6 Use our resources wisely 

 
The paper relates to the following CQC domains- 
 

 Safe  Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 

 

This paper is 
related to these  
BAF risks- 

 

 

 

 
  



 

 
Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Exec Summary 

Sustainability (including environmental impacts) N/A 

 
Executive Summary 
 

As a statutory corporation, there are some legal documents that the Trust must execute by the 
use of its Common Seal, witnessed by two Directors or Senior Managers. The application of the 
Trust Seal is reported to the Board three times a year. 
 
During the period, the Trust Seal has been applied as follows- 
 

 Deed related to the warranties for the building and mechanisms in the new Walk-in Centre/ 
Orthopaedic clinic on the Tameside General Hospital site 

 Deed related to the warranties for the design of the new Walk-in Centre/ Orthopaedic 
Clinic 

 Contract for the replacement of part of the roof on Hartshead North building. 
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