
Tameside and Glossop Integrated Care NHS Foundation Trust 

A meeting of the Board of Directors will be held on 
Thursday, 26th September 2019 at 9.30am 

in the Board Room, Silver Springs House, Tameside General Hospital. 

Steve Parsons, FCIS 
Secretary 

The Board has agreed, experimentally, that only starred items will be discussed. 
If you wish to star an additional item, you must notify the Chair and the Secretary by noon on 
Tuesday 24th September 2019. Unstarred items will be noted or approved without discussion. 

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. 25th July, 2019 Enclosed 

* 5 Matters Arising from the minutes 

 a. Action Log SIP Enclosed 

* 6 Chair's report JMc 9.50am Enclosed 

* 7 Chief Executive's Report KJ Enclosed 

Strategy 

* 8 NHS Oversight Framework KJ 10.10am Enclosed 

* 9 Trust Equality, Diversity and Inclusion Strategy AB Enclosed 

Performance and Workforce 

* 10 Integrated Performance Report Execs 10.40am Enclosed  

* 11 Safe Staffing PW Enclosed 

 12 Report from the Workforce Committee, September  
2019 

PN Enclosed 

 13 Significant Risk Report KJ Enclosed 

 14 Reports from the Quality and Governance 
Committee 

MT 



Lead 

 a. August 2019 Enclosed 

Finance  

* 15 Finance Report, month 5 (August 2019) SS 11.10am Enclosed 

 16 Reports from the Finance Committee SB 

 a. August 2019 Enclosed 

 17 Report from the Audit Committee, September 2019 AD Enclosed 

Governance 

* 18 Freedom to Speak Up Guardian’s Report P Gordon 11.25am Presentation

* 19 Learning from Death report, April to July 2019 BR Enclosed 

 20 Review of Committee Terms of Reference SIP Enclosed 

 21 Annual Board Report and Statement of Compliance: 
Medical Revalidation 

BR Enclosed 

 22 Annual Update- Compliance with the ‘Fit and Proper 
Person’ test 

SIP Enclosed 

 23 Annual review of the forward plan of Board business SIP Enclosed 

 24 Meeting dates for Board and Committees in 2020 SIP Enclosed 

Items for Note 

 25. Minutes of Board Committees- 

 a. Finance Committee- 
• 23rd July 2019 
• 27th August 2019 

Enclosed 
To Follow 

 b. Workforce Committee 
• 17th July, 2019 

Enclosed 

 c. Audit Committee 
• 16th July, 2019 

Enclosed 

 26 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, 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, 25th July 2019 at 9.30am in the 
Board Room, Silver Springs House, Tameside General Hospital.

Present Martyn Taylor In the Chair 

Sallie Bridgen 

Trish Cavanagh 

Anne Dray 

Karen James 

Peter Noble 

Sam Simpson 

Peter Weller 

In attendance Amanda Bromley Director of Human Resources 

Vicki Howarth Associate Medical Director 

Fiona New Associate Medical Director 

Steve Parsons Trust Secretary 

5 members of the public were in attendance. 

66/2019 Welcome and apologies

Martyn Taylor welcomed colleagues to the meeting, noting that Jane McCall would be 
joining the meeting during the private session; so he would be in the Chair for the 
public proceedings as the Deputy Trust Chair. He welcomed Dr Saunders from the 
Christie, who was observing; and also Dr New and Dr Howarth, attending on behalf of 
Brendan Ryan. 

Apologies for absence were received from Cathy Elliott, Jane McCall and Brendan 
Ryan. 

67/2019 Declarations of Interest

No conflicts of interests were declared in the business expected to be considered by 
the Board. 

68/2019 Minutes of the meeting held on 22nd May, 2019

The minutes of the Board’s public proceedings held on 22nd May 2019 were approved 
as an accurate record, subject to the following corrections- 

a. 44/2019, first paragraph, the reference to ‘NHS Improvement’ should be to ‘the 
NHS Leadership Academy’. 

b. 52/2019, sub-paragraph e, last sentence should read “Given the inter-
relationship between providers in the provision of cancer pathways, the GM 
Director of Operations group had discussed whether performance could be 
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monitored and reported at a GM level; however, this would require more 
detailed discussion with regulators.” 

c. 53/2019, sub-paragraph d, first sentence should read “Comparison with the 
Model Hospital information showed the Trust to have been in the lowest 
reporting quarter for January and February 2019, the latest period for which 
information was available. This meant that the Trust was in the top 25% of 
performers nationally.” 

69/209 Matters arising from the minutes

The Board noted the following updates from the Action Log- 

a. Pete Weller confirmed that year-on-year comparators would be added to the 
Safe Staffing report as the report developed. Action completed. 

b. Martyn Taylor confirmed that the Quality and Governance Committee had 
reviewed the areas of concern in the heat-map; the position on discharge 
summaries, and the position re clinical audit. All three actions were completed. 

c. The Secretary confirmed that information on performance on early diagnosis for 
dementia had been circulated. Action completed. 

Anne Dray noted that Martyn Taylor was now leading on the action re having a 
standard approach to Committee documentation. The action log would be amended to 
reflect this. 

Peter Noble enquired whether there was a process in place to undertake the review of 
Committee Terms of Reference leading into the Board in September 2019. The 
Secretary noted that this was due to be discussed by the Chairs of Committees 
following the Board meeting, but was expected to involve all of the Committees during 
September. 

ACTIONS-

a. Secretary to update the Action Log accordingly. 

70/2019 Chair’s Report

On behalf of the Trust Chair, Martyn Taylor presented the report and drew attention to 
the following points- 

a. The Trust had recently been successful in a number of awards, particularly the 
award to Trish Cavanagh of the North-West region’s Parliamentary Award for 
2019.Digital Health had also received national recognition for its innovative and 
transformational work. 

b. The Council of Governors had agreed to re-appoint Sallie Bridgen as a Director 
for a second three-year term, from February 2020 to January 2023. It had also 
agreed the process and key requirements for the two Non-Executive 
appointments to be made in the autumn of 2019. 

He also took the opportunity to advise the Board that NHS Blood and Transport had 
confirmed that 11 transplants had been performed following the death of five patients 
at the Trust who had agreed to donate organs, which was an improvement from the 
previous year. One possible missed opportunity for a transplant had been identified, 
which would be reviewed. 

Amanda Bromley formally noted for the Board that Karen James and Steven Pleasant 
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had been awarded Greater Manchester Health & Social Care Partnership Innovation in 
Partnership award. The Board recorded their congratulations to both. 

The Board noted the report of the Trust Chair. 

71/2019 Chief Executive’s Report

Karen James presented her circulated report, drawing attention to the following points- 

a. NHS England and NHS Improvement had published both the Interim People 
Plan and the Implementation Plan for the NHS 10-year plan. Both would be 
discussed later in the agenda. 

b. The new Patient Safety Strategy had also been published by NHS England, 
which set out a new national approach and was proposing a number of 
changes of approach in key areas. Peter Weller noted that a detailed review 
would be considered by the Quality and Governance Committee. 

c. NHS Resolution had continued their incentive scheme in respect of maternity 
provision, with Trusts being invited to self-asses their compliance with 10 
relevant standards. The Trust was expected to be able to record compliance 
with all 10 standards. As the submission was required before the next meeting 
of the Board, authority was sought for the Chief Executive to sign the 
submission on behalf of the Board. 

d. Colleagues would be aware of the recent issues related to the NHS Pension 
Scheme and the impact of tax changes affecting senior colleagues.  Whilst 
there had not been significant impacts at this Trust to date, there was a risk to 
maintaining capacity in the medium-term. National proposals had been made to 
address the position, but these were not yet agreed or ready for 
implementation. The Trust continued to plan to mitigate any impacts so far as 
possible. 

e. The Board had previously noted the proposals for legislative change made by 
NHS England and NHS Improvement, and on which the Select Committee had 
now reported. The Committee had broadly supported the proposals, with the 
exception of those proposing additional powers of direction for NHS 
Improvement. The Committee had also indicated that it expected to see draft 
legislation before a formal Bill was introduced to Parliament. 

f. Greater Manchester had launched its Clean Air conversation, and the Trust was 
looking to play its part to contribute. The Board would be considering a 
Sustainable Development Management Plan later in the year, which had been 
set as a key priority for the Director of Estates and Facilities. 

g. As noted in the report, as part of the national move towards Integrated Care 
Systems each ICS (Greater Manchester for this Trust) was expected to adopt a 
system control total in 2019-2020. GM had now agreed the relevant 
arrangements, which would be in effect for the current year. 

h. Also in line with the national plan expectations, five Primary Care Networks had 
been established in Tameside and Glossop on the same footprints as the 
Neighbourhoods, although their functions did not fully align. These had selected 
leads as set out in the report. 

Referring to the NHS Resolution maternity arrangements, Martyn Taylor advised that 
the Quality and Governance Committee had reviewed the position in detail, and was 
assured that there would be appropriate evidence to self-declare compliance with all 
10 standards by the submission deadline in August. 

Peter Noble referred to the pension position, and enquired what business continuity 
arrangements were in place if the impact increased. Karen James confirmed that work 
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was being undertaken to plan for several possible scenarios; however, this was a 
national issue that would require a national solution. 

Peter Noble also referred to the national requirements to meet the Departmental 
Capital Limit, and enquired whether there were any key legacy/ backlog issues that the 
Board should be aware of. Karen James noted that the Trust had a good local process 
to manage the process, but the challenge was in prioritising key issues. The Trust was 
flexible, and there were no immediate concerns to bring to the Board’s attention. 

The Board then- 

a. Noted the report of the Chief Executive;
b. Authorised the Chief Executive to approve the self-assessment for the NHS 

Resolution maternity incentive scheme, on behalf of the Board. 

73/2019 Interim People Plan

Amanda Bromley referred the Board to the circulated paper that outlined the key points 
of the national Interim People Plan published by NHS England and NHS Improvement, 
and drew attention to the following- 

a. The plan set out the national approach to workforce and people issues, which 
would now be the basis for regional and local plans. There were five key 
themes, which would be a focus for the future. 

b. The current national aim was for the final People Plan to be published in the 
autumn of 2019; however, this was subject to the national public spending 
round, and was not currently a fixed expectation. It was not anticipated that the 
final plan would significantly change the approach. 

c. The Interim People Plan was informing the review and update of the Trust’s 
Workforce Strategy, which had already commenced. Much of the two was 
already aligned, with the Trust already meeting quite a lot of the plan’s 
expectations but with significant amounts of work still to do. 

d. The Interim People Plan had particularly identified the need to support 
colleagues to fully utilise the opportunities offered by the move towards the 
digital agenda, and increasing efficiency through a more general use of digital 
technology in supporting and caring for patients. 

e. The Workforce Strategy was expected to be completed during the course of the 
summer. 

Anne Dray commented that she had some concerns related to the capacity to support 
colleagues to fully engage with the opportunity to utilise digital options. Amanda 
Bromley noted that the Trust was involved with Greater Manchester testing an AI robot 
for background support functions, and that the Organisational Development 
programme would provide support for staff on the use of technology.  

Peter Noble welcomed the paper, and commented that it was good to see that the 
Chief Executive was leading the process. He noted that the spending review was likely 
to be affected by the recent change in government, which might well delay the final 
People Plan. He offered four reflections on areas that the Board needed to focus on- 

i. CQC had shown a key focus on staff engagement and this was an area where 
the Trust would need to show clear improvement fairly quickly. 

ii. Equality and Inclusion would be a key focus, where a lead NED and group 
might be required. Sallie Bridgen noted that she was the Lead NED, and there 
was a group in place overseeing work on equality, diversity and inclusion. 
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Amanda Bromley noted that inclusion a key work-stream within all of the 
themes, rather than a specific work-stream. Peter Noble welcomed this, and 
commented that the Board needed to have clarity on how this would be 
implemented. 

iii. To develop leadership, the Trust needed to ensure that it had the necessary 
talent management programmes to deliver the changes that were required; and 
also monitored their effectiveness. He understood that the Department of 
Health and Social Care was actively working to ensure this was the case for all 
of their area of responsibility. 

iv. Given the continuing move towards integration, it was important that workforce 
planning talked not to individual organisations but was undertaken across 
organisations on a locality basis. 

Mr Noble also noted that the Workforce Committee would be closely reviewing the 
work being undertaken to implement the Interim People Plan, and would be taking it 
into account in considering the Trust’s strategies and plans as they developed. 

Peter Weller noted that this Trust had already started work on a number of areas 
identified in the interim People Plan prior to its publication, as shown by the previous 
discussions at the Board. Sallie Bridgen commented that this showed us to be an 
innovative organisation within an innovative system, which was where the Board 
wished to position the Trust. 

The Board then- 

a. Noted the report on the NHS Interim People Plan. 
b. Noted that further developments and the implementation of the proposals 

locally would be monitored through the Workforce Committee in the first 
instance. 

74/2019 NHS 10-year Plan- Implementation Framework

Trish Cavanagh presented the paper on the Implementation Framework, and drew 
attention to the following key points- 

a. The Framework had been published in June 2019, and was largely focused at 
Integrated Care System (ICS) level, following the lead of the 10-year Plan. For 
this Trust, Greater Manchester was the relevant ICS. 

b. Each ICS was expected to develop its own long-term plan for its area, covering 
the period to April 2024, for submission to NHS Improvement and NHS England 
by 19th November 2019. These would be underpinned by locality and 
organisational planning. GM was already scheduling meetings to enable this 
deadline to be met. 

c. Each ICS was also being required to complete a ‘maturity matrix’, to self-
assess their maturity as a system, and submit this to NHS England and NHS 
Improvement by the end of April 2021. It was anticipated that GM would be 
assessed as one of the most mature systems. 

d. Locally, there was already some good work to develop the ideas in the 
Implementation Framework, and some pragmatic solutions were being 
developed. For example, although the 10-year Plan anticipated that Community 
Pharmacies would move to the Primary Care Networks, there had been local 
agreement to retain the current arrangements that were working well and 
delivering the anticipated benefits. 

e. The Trust was in the process of developing a strategy to deliver digital care, in 
collaboration with its locality partners. Work was being undertaken to test the 
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use of digital to provide out-patient appointments, and options for other 
appropriate patient contacts. The Board would need to be aware of the 
possibility that, whilst delivering national policy and being better for patient care, 
the perception of this process by the patient might be of a reduction in quality at 
least in the short-term. 

Sam Simpson noted that GM had agreed a system control total arrangement, which 
was important to enable all GM organisations to be able to access transformation 
funding available either centrally or through GM. It was also a marker of being a more 
mature ICS. 

Sallie Bridgen observed that timescales and deliverability appeared to be the key 
challenges identified in the paper. In respect of the funding position, she asked for 
clarification regarding the 1.1% efficiency savings referred to. Sam Simpson noted that 
this was the minimum required nationally and was effectively accounted for in the 
annual ‘tariff’ adjustment; almost all Trusts planned for a bigger saving at present. 

Peter Noble welcomed the report, and that the Trust was ahead of the sector on the 
key points that were identified in the Implementation Framework. He enquired as to the 
key risks for the Trust; Trish Cavanagh commented that the risks here were limited. 
The Trust was seeking to embed the best practice as it developed, and the system was 
ahead of the rest of the country so the risk profile was low. Martyn Taylor enquired 
whether there were any key areas for focus, and Trish Cavangh advised that there 
were none beyond those already identified. Peter Noble also enquired whether the 
Board would see the first submission of the GM plan; Trish Cavanagh advised that this 
was not expected. 

Anne Dray enquired whether the Board would be approving any of the submissions. 
Sam Simpson advised that the submissions would be based on a five-year plan, with 
the first year becoming the operational plan for 2020-2021. The first draft would be 
prepared at a GM level, but there was currently no central guidance on the detail for 
doing that process. It was likely that there would be a requirement for Board approval 
before the end of the year, but what approval would be required awaited the guidance. 
Karen James noted that the GM plan was to be built on the submissions of individual 
localities, and would need to reflect the position of the individual organisations. 

The Board then noted the update paper on the Implementation Framework for the 10-
year Plan. 

75/2019 Integrated Performance Report

Trish Cavanagh drew the Board’s attention to the following key points- 

a. The Trust was continuing to meet the national Constitutional targets in respect 
of referral-to-treatment times, Cancer waiting times, and diagnostic test times. It 
was notable that the Trust was the only provider in GM to achieve the 62-day 
standard for the cancer pathway in June 22019; GM was having greater 
scrutiny on this pathway, and was offering support to other providers. A key 
issue being reported across the region was workforce to achieve the 62-day 
standard. 

b. There was a continued focus on ensuring that Delayed Transfers of Care were 
minimised. This was showing benefits in terms of ensuring that there was not 
excessive pressure on the bed supply for challenging periods. 

c. Turning to the exception reports, the Mortality report showed that the Trust had 
continued to be within the expected range for the previous two months. It was 
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noted that the Trust was now obtaining data at a Consultant level, which would 
be shared with individuals to enable them to better understand their practice. 

d. There had been an improvement in performance related to discharge 
summaries, particularly in relation to in-patients. There was a pilot for electronic 
discharge letters being operated in the Stamford Unit. 

e. There had been challenges in meeting the 4-hour target in A&E, where there 
had been a deterioration in performance in the period. The factors leading to 
that outcome had not identified at this point, so there was review work being 
undertaken to understand and improve the position. One possible factor was 
the opening of the walk-in centre on site, with consequential challenges in 
terms of streaming. Action plans for improvement were being developed and 
put into place, together with a trajectory for improvement. 

Anne Dray referred to the position related to ‘super-stranded’ patients, and sought 
assurance that they were not being re-admitted following discharge. Trish Cavanagh 
confirmed that this was a different cohort of patients. She also advised that Digital 
Health were reviewing if the Trust could, in collaboration with system partners, provide 
extra support to recently-discharged patients through digital channels, thereby 
reducing re-admissions. Martyn Taylor noted that the Service Quality and 
Organisational Governance Group monitored these figures, and reported to the Quality 
and Governance Committee by exception if there were any specific areas of concern. 
Sallie Bridgen commented that, although it was disappointing to see a drop in 
performance, it was heartening to see a pro-active response. On behalf of Jane 
McCall, Martyn Taylor enquired when it was expected performance would improve; 
Trish Cavanagh noted that there was already an improvement being seen. 

Also on behalf of Jane McCall, Martyn Taylor noted that the mortality figures still 
appeared to be outside of the expected range for the two national ratios, and enquired 
when this might move back towards the expected range. Trish Cavanagh noted that 
she would need to confirm expectations for this with Dr Nuttall. Karen James noted that 
the  Trust would be working with individual Consultants to understand what the data 
showed for them, and thereby how they could improve. It was also necessary to 
recognise the complexity of the position and the factors that would affect particular 
cases. Martyn Taylor noted that this issue remained high on the Board’s agenda, and 
would continue to be discussed, but there was also recognition that the actions taken 
had led to a positive change in the position. He also noted that there was no 
suggestion that the quality of care had been a cause for concern. 

For himself, Martyn Taylor welcomed the good performance related to the length of 
stay being seen at present. He also noted that May’s performance for nutrition risk 
assessment had been poor. Peter Weller advised that the service had been re-
organised and moved under the Nursing portfolio during the period, to improve service. 
A detailed analysis would be presented to SQOGG and then any matters reported to 
the Quality and Governance Committee by exception. 

Peter Noble referred to the performance against the 4-hour A&E target, and enquired 
when the Board would receive an analysis of the impact of the new walk-in centre in 
this area. Trish Cavanagh advised that whilst there was some anecdotal evidence that 
the walk-in centre was impacting the work in A&E, it was not possible to give a clear 
analysis of the impacts given the range of other variables that would affect the position. 
Karen James noted that the Trust was in discussions with the Commissioners to 
ensure that the walk-in centre service was appropriate, and appropriately funded. 

Peter Noble welcomed the improvement in performance for discharge summaries, and 
enquired regarding plans to ensure that the gap was fully closed. Martyn Taylor noted 
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that the Quality and Governance Committee would be reviewing in detail in September. 
Mr Noble also suggested that the Board should be undertaking a ‘deep dive’ review 
into the position regarding re-admissions. Trish Cavanagh noted that SQOGG would 
be reviewing these in detail, and Martyn Taylor noted that the Quality and Governance 
Committee would also review and report to the Board. Karen James noted that the 
outcomes of the clinical audit processes had shown that a significant number of re-
admissions related to patients suffering from COPD. 

The Board then noted the Integrated Performance Report. 

76/2019 Safe Staffing Report

Peter Weller presented the report and noted the following points- 

a. The report was now developing beyond nursing staffing, in response to the 
Developing Workforce Standards guidance. Over the next few iterations the 
Board would see change and development. 

b. In that regard, the Board’s attention was drawn to the figures related to Care 
Hours per Patient Day. Peter Weller noted that the calculation was restricted to 
certain groups of staff, and did not currently reflect the ‘blended’ teams who 
were providing care at this Trust. He was confident that there were sufficient 
staff to provide good-quality care, across a range of disciplines; but this was not 
reflected in this metric. 

c. Similarly, the fill rate figures did not encompass all the staff providing care, and 
so needed a degree of caution. He also noted some typographical errors in the 
paper. 

d. There had been 11 ‘red flags’ reported in the Stamford Unit in April 2019, all of 
which had been fully reviewed. These had shown that the Unit as a whole was 
appropriately staffed and supported, and indicated that the better arrangement 
would be to treat the unit as one area, rather than 3 wards. 

e. Particular challenges had been noted and were being addressed on both Ward 
31 and Emergency Orthopaedics. 

f. Work was continuing to make the E-Rostering system more effective, and to 
give managerial staff the confidence to utilise all of the options available for 
efficient preparation of the rotas. 

g. The Trust was intending to stop using the current system that supported 
colleagues in undertaking NMC re-validation. There would also be a number of 
changes to the internal processes that supported NMC revalidation for relevant 
staff. 

h. The review of Maternity staffing was noted, and Peter Weller advised that work 
was being undertaken to gain a better understanding of the staffing needs in 
this area. 

Sallie Bridgen welcomed the work to include the full range of staff within the figures 
being reported by the Board, which reflected the national direction of improvement. 
She referred to the changes for NMC re-validation, which she welcomed, and enquired 
how the Trust was seeking to support colleagues to enhance their skills in the process. 
Peter Weller outlined the steps that were being taken: the aim was to ensure that 
appropriate staff were supported to be able to undertake confirmations under the NMC 
process. 

In respect of the position in the Stamford Unit, Trish Cavanagh confirmed that the Unit 
had 5 Registered General Nurses together with a range of other supporting staff on the 
occasions that ‘red flags’ had been raised. 
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Peter Noble referred to the performance in publishing rosters at least 6 weeks in 
advance, and enquired what was holding the Trust back from achieving 100% 
compliance. Peter Weller advised that there were some logistical issues, but there was 
also a need for a cultural change where managers saw this as important and planned 
to ensure it was completed before periods of leave and similar. Amanda Bromley noted 
that NHS Improvement were instituting a self-assessment tool in this area, and work 
was underway to assess the Trust’s performance against it. Mr Noble commented that 
the Workforce Committee would wish to review this in more detail. 

At Jane McCall’s request, Martyn Taylor sought assurance that the Trust was 
effectively managing the key matters shown on the ‘heat map’. He then confirmed, for 
the record, that the Quality and Governance Committee reviewed this in detail and any 
matters of concern would be reported to the Board. Mr Taylor also commented that it 
would be useful, as previously mentioned, to develop a trajectory for the ‘heat-map’ so 
that Directors could both identify areas of improvement and those areas that required a 
greater concentration from the Board. Peter Weller noted that the ‘heat-map’ was 
designed to represent a moment in time, rather than enabling trends to be identified. 

The Board then noted the safe staffing report, and that no further recommendations 
were made for its consideration. 

77/2019 Report from the Workforce Committee

Peter Noble referred the Board to the circulated summary of the Committee’s 
proceedings, and noted the following- 

a. The Committee had reviewed its first year in operation, and was pleased to be 
able to report to the Board that there was a significant impact from its activities. 

b. There had been a significant discussion on the detail in the Interim People 
Plan, which had usefully identified a range of challenges as well as 
opportunities. The Committee looked forward to seeing the final People Plan, 
with costing information, in due course. 

c. The Committee had received some high-level information related to the NHS’ 
Workforce Disability Equality Scheme and Workforce Race Equality Scheme, 
which would be published in due course on the Trust web-site. 

No questions arose on the report, which the Board then noted. 

78/2019 Significant Risk Report

Karen James presented the updated report, and noted the following- 

a. There were no new significant risks being suggested to the Board for inclusion 
on the Board Assurance Framework. 

b. It was proposed that the risk scores in respect of risk CR4183 (delays to 
treatment from a lack of radiology staff). 

c. There was a re-captioning proposed fro Risk AF1.24 (related to high bed 
occupancy), and risks under the oversight of the Finance Committee had been 
comprehensively reviewed with amendments as proposed in the paper. 

d. It was proposed to retire risks AF2.1 (related to delivering agreed activity and 
income) and AF2.12 (effective procurement management) from the BAF, as 
these were now covered elsewhere. 

Sallie Bridgen noted that the Finance Committee meeting earlier in the week had 
agreed slight amendments to the details of some of the new risks, which would be 
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reflected in the papers for future meetings. She further commented that the document 
was now a good tool for the Committees and the Board to monitor risk and assess the 
available levels of assurance. Trish Cavanagh referred to the risk related to 
arrangements for leaving the European Union. She advised the Board that the 
assessment was based on the national guidance, and this was under constant review, 
but no issues for the Board's attention had currently been identified. 

Martyn Taylor queried the reduction in the risk score related to the Value-for-Money 
opinion. Sam Simpson noted that this had been reviewed by the Finance Committee, 
which noted that a caveat was inevitable given the Trust’s position; however, the robust 
management actions being taken meant no impacts were expected. 

Peter Noble commented that it was encouraging for the Board to see a greater degree 
of dynamic change in the document. He suggested that it would now be important for 
all of the Committees, and for the Board, to closely monitor performance against the 
relevant risks and also to monitor the high-level local risks on the Corporate Risk 
Register. Martyn Taylor commented that it would now be for the Chairs of Committees 
to agree appropriate processes, and also for Board Committees to ensure that full 
reviews of all BAF risks in their area were undertaken. 

The Board then- 

a. Noted the report;
b. Agreed the change to risk ratings for risk CR4183;
c. Agreed the wording change for risk AF1.24;
d. Agreed the amendments to risks recommended by the Finance Committee, 

subject to the changes noted in debate;
e. Agreed to retire risks AF2.1 and AF2.2 from the BAF. 

79/2019 Report from the Quality and Governance Committee

Martyn Taylor presented the summary reports from the June and July meetings of the 
Committee, noting the following points- 

a. The Committee had received the annual complaints report under the relevant 
Regulations. This showed evidence of learning from complaints and embedding 
change, and was consistent with the other sources of information available to 
the Committee. 

b. There had been a ‘deep dive’ review into the Trust’s Safeguarding 
arrangements. As a result, the Committee had recommended that the rating on 
the relevant BAF risk was reduced to ‘low’. 

c. The annual report on Clinical Audit had been reviewed, with 100% completion 
which was a very notable outcome. The Trust benchmarked well against others, 
and there was evidence of learning and change as a result of the process. 

d. The Committee had been updated on compliance with the seven-day service 
standards. There were some areas of challenge that had been identified, 
around both documentation and having the resources to deliver what was being 
asked for nationally. 

e. The outcomes from the national in-patient survey had been reviewed, and the 
Committee had noted the low participation rate for this Trust. An area of poor 
performance had been on the patient experience of food, and the Committee 
had asked for a further report following the forthcoming PLACE review round. 

No questions arose on the report, which the Board noted. 
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80/2019 Finance Report, Month 3 (June 2019)

Sam Simpson presented the report and noted the following points- 

a. Overall, financial performance was slightly ahead of the plan at the end of the 
first quarter. 

b. The efficiency target remained challenging, but the Trust had met the plan in-
month and was meeting the expected delivery of savings. Currently some 
£600,000 of savings remained to be identified to deliver the agreed plan, with 
confidence that they could be identified appropriately. 

c. The costs of agency staff use were within the plan for the month. They were 
slightly ahead of the plan for the first quarter, but remained well below the NHS 
Improvement ‘cap’ requirement. 

d. All of the cash for the Provider Sustainability Fund payments booked for 2018-
2019 had now been received by the Trust. The Trust had also been notified that 
a further amount of £207,000 in PSF would be payable in respect of 2018-
2019, and had now been received; this would be booked to 2019-2020. These 
amounts acted to reduce and defer the loan requirements for the Trust. 

e. Work was continuing in respect of the capital position, and the national 
directions to reduce overall NHS capital spend to within the Department’s limit. 
The North-West Region had come to agreement that met its share of that 
target, and decisions in other regions were now awaited. The Board were 
advised that the GM funding for Healthier Together had been delayed as a 
result of this process; and digital funding might also be affected, although no 
announcement for this had yet been received. The Trust was working to ensure 
it delivered as effectively as possible through its internal capital processes. 

Martyn Taylor commented that the format of the report was very helpful to the Directors 
to understand the key points under consideration. 

No question arose on the substance of the report, which was then noted by the Board. 

81/2019 Report from the Finance Committee

Sallie Bridgen drew attention to the following points from the circulated reports- 

a. The payments of Provider Sustainability Fund were a clear indication of the 
positive performance by the Trust, and had not been received by all providers. 

b. The Committee had positive assurance from the enhancement of the financial 
governance arrangements that had been put into place, and from the Divisions 
taking greater ownership of their financial positions. 

c. There had been a ‘deep dive’ review of the procurement function, which had 
given positive assurance and shown good ownership throughout the 
department. 

d. The Committee had considered and approved the arrangements in respect of 
Greater Manchester adopting a system control total for 2019-2020. 

Sam Simpson commented that having senior clinical and operational colleague 
contributing to the process, and challenging each other, was helpful and promoted 
ownership of the financial position in the organisation, rather than the process being 
seen as ‘Finance Department-led’. Martyn Taylor commented that these were very 
positive developments; Karen James felt that it was a substantially positive shift that 
Directorates were now forecasting forwards for themselves. 

The Board then noted the reports from the Finance Committee. 
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82/2019 Report from the Audit Committee

Anne Dray drew attention to the following points- 

a. The Committee had received update reports from internal and external audit, 
and had approved a change in the internal audit programme for the year. 

b. The Committee had reviewed the process for producing the Annual Report and 
Annual Governance Statement for the year ending in March 2020. They 
anticipated that it would be prepared significantly earlier than in previous years, 
and with the opportunity for more Board involvement in reviewing the content. 

c. The regular update on counter-fraud work had been received, and the 
Committee had noted that arrangements were now in place to have appropriate 
LCFS involvement in policy formation. There had also been discussion of the 
mechanisms for publicising cases where fraud was shown, particularly in 
respect of court cases. 

d. The Committee had received a report on the annual ‘decision-maker’s’ 
declaration round under the Conflict of Interest policy, which the Board would 
consider later in the agenda. 

e. The Committee had welcomed that HM Revenue and Customs had reviewed 
the Trust’s payroll and related arrangements, and had not found it necessary to 
issue any requirements or recommendations for improvement. 

Sam Simpson took the opportunity to note that a counter-fraud communications 
programme was being developed, to increase the level of understanding amongst 
colleagues about the impacts of common frauds in the NHS on patient care. 

The Board then noted the report from the Audit Committee. 

83/2019 Annual Report on Conflicts of Interest

The Secretary presented the report, noting the following points- 

a. The annual ‘decision-makers’ round of declarations had been commenced, and 
work was being undertaken to ensure all responses had been identified. No 
areas of potential concern had been identified to date. 

b. The Audit Committee had directed a robust process of escalation, which would 
involve both line managers and Executive Directors to be undertaken for those 
not compliant with the declaration requirements. 

c. As reported to the Audit Committee during the year, there had been two cases 
identified as potentially breaching the policy. Both had been resolved without 
the need for further action. 

Martyn Taylor referred to the discussion at the Audit Committee, and noted the 
response rate of about 50% was disappointing; he took the view that this was 
something that line managers should be managing to ensure that all relevant staff 
complied. Amanda Bromley noted that a key issue was communication, in that a cohort 
of staff looked at e-mail either infrequently or not at all; this was a wider issue than this 
process.  She suggested that a range of other communication options, including social 
media, could be utilised for future years. In response to a query from Peter Weller, it 
was confirmed that the responsibility for the oversight and implementation of the policy, 
and support to individuals, would continue to sit with the Trust Secretary. It was also 
noted that the national requirements were clear that individuals were responsible for 
their own compliance and making the necessary declarations. 

The Board then- 
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a. Noted the initial outcomes of the annual declaration round for ‘decision-making 
staff’;

b. Noted the potential breaches of the Conflict of Interest policy during the year, 
the learning taken and the actions as a result. 

84/2019 Outcomes of the CQC Inspection

Peter Weller presented the circulated paper, and opened by congratulating colleagues 
on their hard work and achievement in the Trust obtaining a rating of ‘Good’, with some 
areas recognised as ‘Outstanding’. He noted the following key points- 

a. There were three ‘Must-Do’ actions identified in the report, in respect of which 
the Trust was required to submit an action plan to the CQC by 1st August 2019. 
The proposed actions were appended to the report, for the information of the 
Board. 

b. There were a number of areas recognised as undertaking good or outstanding 
practice, which should rightly be noted and celebrated. 

c. There were also a number of ‘Should-Do’ recommendations identified in the 
report. Detailed actions in relation to these were being prepared, and would be 
monitored by the Strategic Quality and Organisational Governance Group, with 
exception reporting to the Quality and Governance Committee. 

Peter Noble congratulated Mr Weller, the Executive team and the Trust’s staff on a 
fantastic outcome to the process; and enquired whether there were any areas that the 
Executive team were surprised by. Peter Weller commented that, for himself, there 
were no areas of particular surprise; Amanda Bromley noted that the report was 
consistent with the feedback received at the end of the inspection process on site. 
Peter Weller noted that there had been detailed engagement process with the CQC 
throughout, which had been useful to both sides to aid understanding. 

Karen James commented that she had been particularly pleased with the rating of 
Outstanding for Community Services; on transfer from Stockport they had not been at 
that level, and there had been concerns as to whether they could reach it in the time 
allowed for the transition. The rating was a clear sign of the effort put in by the local 
team, supported by the Quality Department. 

Anne Dray referred to the ‘Requires Improvement’ rating for Effective in End of Life 
care, and enquired how the Board could gain assurance that improvement was 
achieved. Peter Weller noted that there would be monitoring through the usual 
escalation procedures to Quality and Governance Committee and then to the Board. 
He noted that systematic good governance, which was sought, would mean that this 
was ‘business-as-usual’. Trish Cavanagh noted that the locality had established an 
End-of-Life progress board to drive improvement in the service across partners, 
particularly supporting end-of-life care at home where possible. 

The Board then- 

a. Noted the outcomes and ratings from the recent CQC report;
b. Approved the proposed actions in respect of the ‘Must-Do’ actions in the CQC 

report;
c. Noted the arrangements proposed for the ‘Should-Do’ actions, and that Board-

level monitoring would be through the Quality and Governance Committee. 

85/2019 Minutes of Board Committees
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The Board noted the following minutes 

a. Finance Committee, 21st May and 25th June 2019 
b. Quality and Governance Committee, 6th June 2019 
c. Workforce Committee, 16th May 2019 
d. Audit Committee, 24th April and 21st May 2019 

The Acting Chair reminded the Board that, following views from Governors, the 
Directors had decided that Committee minutes should be reported in public session so 
far as possible. He also reminded the Board that, where appropriate, sections would be 
excluded to protect the privacy of patients, individual members of staff, or the public 
interest in items such as continuing tender processes. 

86/2019 Patient Story

Owing to continuing technical difficulties with the planned presentation, Peter Weller 
gave the Board an outline of the patient story that it had been intended to share with 
the Board. 

87/2019 Motion for Private Session

It was moved by the Acting Chair, and 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 public accordingly withdrew from the meeting. 



Public session Board actions September 2019

Title Assigned To Due Date Description

Committee Chairs to agree standard 

approach to Committee 

documentation

Martyn Taylor 26/09/2019 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.

July 2019- Review meeting arranged to follow Board. Formal actions re-dated to 

September 2019. Will take into account emerging learning from the Board 

development work.

Lead amended from Anne Dray to Martyn Taylor.

Arrange for  Board  to review the 

Adult Social Care FBC

Steve Parsons 28/11/2019 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

July 19- Deferred to October/ November 2019, reflecting developing time-line for 

project.

Consider suggestions made at Bd in 

2020 review of Risk Management 

strategy and policy

Peter Weller 30/01/2020

Review potential digital use in 

Board/ Committees and develop 

business cases (identify all potential 

benefits)

Steve Parsons 26/03/2020
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Recommendations made/ Decisions requested 

The Board is invited to note the update from the Trust Chair. 

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 

This paper is 
related to these 
BAF risks- 



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 new Freedom to Speak Up guidance for Boards;
b. The successful Community Open Day earlier in September 



1.  New Freedom to Speak Up guidance for Boards 

1.1. The national Freedom to Speak Up Guardian has published new guidance for Boards in 
discharging their duties to support and enable staff to speak up where they see poor 
practice or have cause for concern, accompanied by a self-review tool. This links to the 
“Is the Trust well-led?” strand of CQC inspection, and is a key component of the CQC’s 
assessment process. The guidance asks for Boards to undertake the self-review at least 
every two years. 

1.2. Work is being undertaken to prepare the Board self-assessment, and this will be 
considered by the Board as a whole in due course. However, the Board appears to be 
meeting most if not all of the expectations set out in the new documents. 

2. Community Day 

2.1. Colleagues will be aware that the annual Community Day was held on Sunday 8th

September. This was again a very successful day, with a range of stall and activities; and 
also featuring “Mr Motivator”. Although this isn’t scientific, it is thought that we saw more 
people attending for this year’s event. 

2.2. On behalf of the Board, I would like to thank all those who worked so hard to ensure that 
the event was a success. 

3. Leaving the European Union 

3.1. In light of the increasing likelihood of a no-deal EU Exit, the preparation work at a 
national level has continued. In response to this, the Trust has reviewed its actions in 
line with the expectations of the national EU Exit team led by Professor Keith Willet. 

3.2. Given that organisations will also be dealing with the commencement of Winter in the 
same time-frame as EU Exit may take place, then at a national level, these two issues 
will be managed by different teams in addition to the that which already has 
responsibility for Emergency Planning.  However arrangements in most provider Trusts, 
including ours, will be to ensure that the same Senior Responsible Officer will have 
oversight of all elements in order to ensure the most effective co-ordination of 
responsiveness. The Trust continues to note and respond to actions required by the 
national team. 

4. Engagement activities 

4.1. I have continued with a range of meetings both internally and externally, including- 

4.1.1. Attending the national meeting for Chairs organised by NHS Providers 
4.1.2. Presenting the long-service and celebration of achievement awards to staff 
4.1.3. Meeting with the Chairs of Bolton FT, and Wrightington, Wigan and Leigh FT 
4.1.4. Accompanied by the Chief Executive, meeting with the Chair and CEO of Jigsaw 

Housing Association (formerly New Charter Housing Association) 
4.1.5. Attending the annual joint meeting between our Board, the Governing Body of the 

CCG, and the Cabinet of Tameside MBC. 
4.1.6. Attending the second workshop for Tameside Public Services reform.  

4.2. I’ve also undertaken various assurance and staff engagement visits across the Trust’s 
services and locations. 
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Recommendations made/ Decisions requested 

The Board is invited to- 
a. Note the matters reported by the Chief Executive. 

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 

This paper is 
related to these 
BAF risks- 



Where issues are addressed in the paper- 

Section of paper 
where covered 

Equality and Diversity impacts 3, 4, 7,9 

Financial impacts if agreed/ not agreed 1, 3, 4, 6 

Regulatory and legal compliance 5, 7, 9 

Sustainability (including environmental impacts) 3, 4, 7 

Executive Summary 

This report draws to the attention of the Board, developments since the previous meeting which 
are not otherwise covered in the agenda. 

The attention of the Board is particularly drawn to- 

a. The submission of the maternity certification to NHS Resolution, as discussed at the July 
Board;

b. The £16.3 million investment in Accident and Urgent Care facilities at the Tameside 
General Hospital site;

c. The launch of the charity appeal to support the purchase of a CT scanner;
d. The launch of the ‘Save Planet Tameside and Glossop’ campaign;
e. The additional GM appointments being taken up by the Chief Executive. 
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1. Submission of Maternity certification to NHS Resolution 

1.1. As authorised by the Board at the July meeting, I signed off the final submission 
for the NHS Resolution maternity scheme. This confirmed that the Trust was 
compliant with all ten standards. 

1.2. We will hear in due course from NHS Resolution regarding reductions in the 
‘premium’ related to maternity services as a result of our compliance. 

2. National investment in Accident and Urgent Care facilities 

2.1. Directors may recall that, as part of the planning for the 2019-2020 year, the 
Trust submitted a capital bid into Greater Manchester for the re-development of 
our Accident and Emergency Unit. This was rated as one of the best bids in GM, 
but owing to wider issues related to capital in the NHS it was deferred. 

2.2. Following the change in Prime Minister, HM Government has released funding to 
support 20 significant capital projects across England. This has included about 
£16.3 million to enable our A&E re-development to go ahead. 

2.3. We are currently awaiting guidance from NHS Improvement on the formal 
processes to access this funding, and will keep the Board informed. Given the 
size of the project, formal Board approval will be required for the expenditure and 
will be sought at the appropriate stage. 

3. Medical Pay awards 

3.1. The Secretary of State announced in July that he was accepting the 
recommendations of the Pay Review Body for Doctors and Dentists. The agreed 
increase equates to 2.5%, which has been back-dated to April 2019. 

3.2. Staff under Agenda for Change arrangements are currently in the second year of 
a three-year transitional arrangement. Accordingly, the relevant pay review body 
was not asked to make recommendations on an increase for 2019-2020. 

4. Pension arrangements for senior staff 

4.1. Colleagues will be aware of the national reporting regarding senior colleagues 
incurring tax liabilities in respect of pension contributions, and therefore not 
making themselves available to undertake additional work owing to the potential 
tax consequences. To date, the Trust has not been significantly affected by 
these issues, but we are aware of the potential for them to impact in the medium- 
to long-term, and are keeping the issue under review. Other providers are 
already seeing significant impacts. 

4.2. HM Government has now released a further consultation about introducing 
further flexibility into the NHS Pension Scheme for senior medical colleagues, in 
order to address these challenges. Broadly, the proposals would enable senior 
clinicians to annually nominate the level of pension contributions that they wish 
to make, with a consequent effect on their pension accrual for the year; and also 
enable some adjustment towards the end of the year, when individuals may have 
a good idea of their year-end outcomes. HM Government has indicated that 
employers would be able to utilise unused contributions as part of salary. The 
current proposals only relate to clinicians, and no proposals are made regarding 
non-clinical senior staff who may be affected by these tax issues. 
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4.3. These changes, if agreed, would be in place from 1st April 2020. HM Government 
has also indicated that guidance will be provided to employers about enabling 
senior clinical staff to ‘opt-out’ of the NHS Pension Scheme on a temporary basis 
in 2019-2020, to avoid adverse tax effects if they undertake additional work. This 
guidance is not yet available. 

5. Revised Friends and Family guidance 

5.1. NHS England has published revised guidance for the implementation of the 
Friends and Family Test, which will take effect in April 2020. This now sets the 
question in a key context “Thinking about your recent visit to……”, and changes 
the question to “Overall, how was your experience of our service?”. (Slightly 
different formats apply for maternity care). 

5.2. There is now a compulsory scale of answers to this question, as follows- 

5.2.1. Very Good 
5.2.2. Good 
5.2.3. Neither Good nor Poor 
5.2.4. Poor 
5.2.5. Very Poor 
5.2.6. Don’t know 

5.3. There also remains a requirement to have a ‘free-text’ box following the required 
question. Providers can determine for themselves how to header that box, but 
NHS England recommend using two main questions- “Please tell us why you 
gave that answer?” and “Please tell us anything that we could have done better”. 

5.4. NHS England have removed the requirement for information to be collected 
within a set time-frame (48 hours for A&E, at set points during the maternity 
pathway). However, NHS England will continue to publish a calculated 
percentage of response rates in the month. 

5.5. We are currently working to prepare for the introduction of the new-style Friends 
and Family Test, in accordance with the national timescale. Detailed updates will 
be provided to the Quality and Governance Committee in the lead-in to the 
change. 

6. Charity appeal for CT scanner 

6.1. Our £1 million Scanner Appeal is being launched on Thursday, 26th September, 
2019 in partnership with the two local papers, the Tameside Reporter and the 
Glossop Chronicle, and Tameside Radio. This much needed CT scanner will 
help us diagnose, treat and in some instances prevent, illness and disease 
among the 250,000 people the Trust serves. 

6.2. We have chosen a jigsaw piece as our fundraising emblem to show that together 
- staff and community - we can make this happen, and we can 'build our scanner 
piece by piece’. We are asking people to buy a badge for a suggested donation 
of £2, as well as supporting other fundraising activities.  

7. Save Planet Tameside and Glossop 

7.1. As colleagues will be aware, we have recently launched our Save Planet 
Tameside and Glossop campaign, which will help underpin the Sustainable 
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Development Management Plan currently being developed by the Director of 
Estates and Facilities. 

7.2. Given the increasing focus on climate change and moving towards a zero-carbon 
economy, there has never been a more important time to consider how the Trust 
can play its own part. Saving Planet Tameside and Glossop is therefore a 
campaign to do what we can within our hospital and services to bring about 
change for the better. 

7.3. We have already removed approximately 9 tonnes of plastic per annum from our 
Staff Restaurant, by substituting biodegradable paper and plant-based products. 
In addition, we shall also shortly be introducing recycling stations at the Trust to 
complement our current off-site recycling arrangements. Finally, we have 
ordered 1,000 “Save Planet Tameside and Glossop” branded reusable water 
bottles, to give away to staff who pledge their support to our campaign, and to 
also encourage a move away from the purchase of bottled water and the use of 
our refill stations. 

8. GM Involvement 

8.1. I am pleased to be able to advise the Board that I will be taking the Chair of the 
Greater Manchester Workforce Committee, succeeding Andrew Foster following 
his retirement. I look forward to working with colleagues across Greater 
Manchester to address the key issues that the NHS in GM faces in this area. 

8.2. I am also pleased to be able to advise that I have been asked to take the Chair 
for the emerging LCO group across Greater Manchester, as it develops to 
support GM in meeting the expectations set out in the NHS 10-year Plan. This 
group seeks to co-ordinate the more local developments and integrations being 
seen in the 10 local government areas within the GM area (taking Tameside & 
Glossop as one area for this purpose). 

9. Review of Hospital Food 

9.1. A national review has been announced of the provision of food in hospital, led by 
Mr Phil Shelly and supported by Pru Leath. This links to the intention, set out in 
the NHS 10-year plan, to review and update food standards for hospitals, with 
the aim of improving both the quality and nutritional value of food provided. 

9.2. We are proud of the food that we provide to our patients, staff and visitors, 
having maintained our own kitchens and preparing food on-site. The review’s 
outline indicates a move away from frozen and pre-packaged foods, and we are 
in a strong position to lead in this area. As colleagues know, we are also a 
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national leader in reducing and then eliminating sugar in the foods we provide, 
and in encouraging healthy exercise for both patients and staff. 

9.3. The review is also expected to make recommendations as to how Boards can 
gain assurance on the quality of the food that their organisation provides, and 
how Boards will be held to account for these matters. We will continue to monitor 
the work of the review, and will update the Board as appropriate. 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September 2019 X Public  Confidential Agenda item 

Title NHS Oversight Framework 2019/20 

8 Lead Director Karen James 

Author Stephanie Sloan 

Recommendations made/ Decisions requested 

The Trust Board is asked to note the summary of the NHS Oversight Framework and the 
proposed changes in performance oversight proposed in 2019/20 and the developing plans for 
2020 onwards. 

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- 
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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 throughout 

Sustainability (including environmental impacts) 

Executive Summary 

This paper is presented to the Trust Board to provide a summary of the recently published NHS 
Oversight Framework for 2019/20.   This revised oversight framework details the developing joint 
working arrangements between NHS England and NHS Improvement and the regional and 
system approach to performance oversight and support to organisations. 
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1. Introduction  

1.1 This paper is presented to the Trust Board to provide a summary of the recently 

published NHS Oversight Framework for 2019/20, highlighting the changes in 

approach to monitoring and responding to support needs by NHS Improvement 

(NHSI) and NHS England (NHSE) to reflect the developing integrated care systems 

as detailed in the NHS Long Term Plan.   

1.2 NHSE & NHSI have published the new NHS Oversight Framework for 2019/20 in 

August 2019.  This outlines the new joint approach that will be taken by NHSE and 

NHSI on oversight of organisational performance and where required provider and 

commissioner support.  This framework has replace the NHS single oversight 

framework for providers and the assessment framework for CCGs. 

1.3 Further information has also been provided in the Provider Oversight Approach 

document which has also been published by NHSE & NHSI which provides the 

detailed metrics and process that will be used to monitor and assess provider 

performance.  Detailed metrics are provided at appendix one and the oversight 

framework document and provider oversight approach are provided at appendix two. 

2. Key Changes to Oversight 

2.1 The document sets out a new approach to oversight where regional teams review 

performance and identify support needs across sustainability and transformation 

partnerships (STPs) and integrated care systems (ICSs).  

2.2 NHSE and NHSI are aligning their operating models to support system working.  The 

document acknowledges that 2019/20 will be a transitional year with regional teams 

coming together to support Integrated Care Systems (ICS). 

2.3 The framework summarises how this new approach to oversight will work from 

2019/20 and the work being done during 2019/20 for a new integrated approach from 

2020/21. 

2.4 Key Points 

• NHS England and NHS Improvement teams speaking with a single voice, setting 

consistent expectations of systems and their constituent organisations 

• Existing statutory roles and responsibilities of NHSE & NHSI will remain unchanged 

however, these responsibilities will be carried out by working with and through 

system leaders, wherever possible, to tackle problems 

• A greater emphasis on system performance, alongside the contribution of individual 

healthcare providers and commissioners to system goals 

• matching accountability for results with improvement support, as appropriate 
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• Greater autonomy for systems with evidenced capability for collective working and 

track record of successful delivery of NHS priorities, with oversight arrangements 

reflective of both performance and the relative maturity of the ICS. 

• Regional Directors will lead on system oversight, with increasing involvement of 

ICSs, working with organisational and system leaders.   In 2019/20 it will be for 

regional teams to determine the level of oversight that best meets the system 

assurance needs. 

3. Oversight in 2019/20 

3.1 The existing statutory roles and responsibilities of NHSI and NHSE in relation to 

providers and commissioners remain unchanged however, the context in which they 

are applied will now reflect the principles set out above of: 

• NHS England and NHS Improvement teams speaking with a single voice, setting 

consistent expectations of systems and their constituent organisations 

• a greater emphasis on system performance, alongside the contribution of individual 

healthcare providers and commissioners to system goals 

• working with and through system leaders, wherever possible, to tackle problems 

• matching accountability for results with improvement support, as appropriate 

• greater autonomy for systems with evidenced capability for collective working and 

track record of successful delivery of NHS priorities 

3.2 In 2019/20, leadership and culture at organisations and systems will form a core part 

of our oversight conversations as part of our commitment to making the NHS a better 

place to work.  With new four new metrics being added to the set, based on the 

annual staff survey. 

3.3 Regional directors and their teams will lead on system oversight, working closely with 

organisations and systems and drawing on the expertise and advice of national 

colleagues. Existing tools such as licence breach, powers of direction, special 

measures will continue to be used where necessary to address organisational issues 

and support system delivery. 

3.4 Oversight will seek to identify and address both performance issues in organisations 

that are directly affecting system deliver as well as development issues which if not 

addressed with threaten future performance. 

3.5 ICSs will be supported to take on greater collaborative responsibility for use of NHS 

resources, quality of care and population health. In line with the move to greater 

autonomy for better performing local systems, oversight arrangements will reflect 

both the performance and relative maturity of ICSs. In 2019/20 it will be for regional 

teams to determine the level of oversight that best meets their assurance needs. 

Regions have been testing new ways of working and arrangements already in place 

will continue. 
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3.6 Oversight will incorporate: 

• System review meetings: discussions between the regional team and system 

leaders, informed by a shared set of information and covering: 

o performance against a core set of national requirements at system and/or 

organisational level.  

o any emerging organisational health issues that may need addressing 

o implementation of transformation objectives in the NHS Long Term Plan. 

• The Provider approach will consider performance across five themes; Quality of care, 

finance and use of resources, operational performance, strategic change and 

leadership and improvement capability.   

3.7 In the absence of material concerns, the default frequency for these meetings will be 

quarterly, but regional teams will engage more frequently where system or 

organisational issues make it necessary.  With focused engagement with the system 

and the relevant organisations where specific issues emerge outside these meetings. 

3.8 During 2019/20 NHSE & NHSI will make their reporting and dashboards, integrated 

performance data on activity and quality standards, available to organisations, 

systems, regional and national teams.  This will enable performance discussions to 

use a ‘single version of the truth’. 

3.9 The specific dataset for 2019/20 broadly reflects existing provider and commissioner 

oversight and assessment priorities and split by their alignment to priority areas in the 

NHS Long Term Plan. Where appropriate these will be aggregated across system 

level and are likely to be complemented by purpose-built system metrics.

3.10 From 2020/21, the metrics for oversight and assessment purposes will include the 

headline measures described in the NHS Long Term Plan Implementation 

Framework against which the success of the NHS will be assessed. These Long 

Term Plan measures will be used as the cornerstone of the mandate and planning 

guidance for the NHS for the next five years. 

4. Identifying Support Needs 

4.1 Regional teams will use data from the metrics and local information and insight to 

identify organisations need support.  Where a CCG and/or provider is triggering a 

concern the regional team will consider why the trigger has arisen and whether a 

support need exists.  System leads will be involved in this process, both to identify 

the factors behind the issues and whether local support is available. 

4.2 From 2019/20, ICSs and emerging ICSs will be increasingly involved in the oversight 

process and support of organisations in their system. NHSE & NHSI are developing a 

maturity matrix for systems that will determine the relative responsibilities and 

freedoms at each stage of system maturity.  Regional teams will take into account 
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the maturity of the system to help determine the extent to which the system is 

expected to support or lead on the improvement activity. 

4.3 Regional teams, with system leaders will consider: 

• the extent to which the CCG and/or provider is triggering a concern under leadership 

capacity and capability, quality of care, financial management, and/or operational 

performance 

• any associated circumstances the CCG and/or provider is facing and the extent to 

which they understand the factors driving the issue 

• the degree to which the CCG and/or provider understands what is driving the issue 

• views of system leadership and governance and the CCG’s and/or provider’s 

capability and the credibility of plans to address the issue 

• the extent to which the CCG and/or provider is delivering against a recovery 

trajectory. 

4.4 Regional teams will then allocate organisations to a support ‘segment’ or category 

dependant on these assessments.  The segment or category in which an 

organisation is placed is determined by the level of support teams have decided is 

appropriate (universal, targeted or mandated). It may not necessarily mirror the 

annual assessment for CCGs or the most recent Care Quality Commission (CQC) 

inspection rating for providers. 

4.5 The relationship between a CCG and provider’s identified support needs, and the 

type of support made available is summarised in Table 1. 

Table 1: Provider and CCG support needs and level of support offered  

Providers CCGs 
Segment/ 
category 

Description of support 
needs 

Level of 
support offered 

Description of 
support needs 

Level of support 
offered 

1 (Maximum 
autonomy) 

No actual support needs 
identified across the five 
themes.  
Maximum autonomy and 
lowest level of oversight 
appropriate.  

Universal 
(voluntary) 

No actual support 
needs identified 
across. Maximum 
autonomy and lowest 
level of oversight 
appropriate.  

Universal 
(voluntary) 

2 (Targeted 
support) 

Support needed in one 
or more of the five 
themes, but not in 
breach of licence and/or 
formal action is not 
considered needed.  

Universal + 
targeted (not 
mandatory) 
support as 
agreed with the 
provider to 
address issues 
identified  

Support needed but 
mandated action is not 
considered needed.  

Universal + 
targeted 

3 (Mandated 
support) 

The provider has 
significant support 
needs and is in actual or 
suspected breach of the 
licence but is not in 
special measures.  

Universal 
targeted + 
mandated 
support as 
determined by 
the regional 
team to address 
specific issues  

The CCG has 
significant support 
needs and is placed in 
the dedicated support 
regime.  

Universal 
targeted + 
mandated 



7 

4 (Special 
measures for 
providers; 
legal 
directions for 
CCGs) 

The provider is in actual 
or suspected breach of 
its licence with very 
serious/complex issues 
that mean it is in special 
measures.  

Universal 
targeted + 
mandated 
support as 
determined to 
minimise the 
time the 
provider is in 
special 
measures.  

The CCG is failing or 
at risk of failure with 
very serious/ complex 
issues that mean it is 
placed under legal 
directions.  

Universal 
targeted + 
mandated 

4.6 This integrated approach enables regional teams to look at the support requirements 

for CCGs and providers in parallel so that support and intervention are mutually 

reinforcing. Intervention should be proportionate and based on the organisation’s 

performance and the capability of the system to deal with any issues in the first 

instance. 

5. Developing a new oversight framework for 2020 onwards 

5.1 As teams come together and start working with systems and organisations, NHSE & 

NHSI will use 2019/20 to develop proposals for a new framework. 

5.2 The specific metrics that will be used for oversight and assessment will include the 

measures identified in the NHS Long Term Plan Implementation Framework. 

• NHSE & NHSI will involve partners at key stages of the design work to consider; the 

purpose of the framework, its scope and approach to oversight at organisational 

and/or system level and methodologies for monitoring, escalation and taking formal 

or informal action with organisations. 

5.3 The framework will incorporate the commitments in the interim People to develop a 

leadership compact. This compact will be an important component of future oversight 

and will set out how the regional, national and local teams commit to behave towards 

each other. 

5.4 The framework will also consider the balance between organisational and system 

oversight, and how system maturity will affect this. 

6. Recommendation 

6.1 The Trust Board is asked to note and discuss the summary of the NHS Oversight 

Framework and the proposed changes in performance oversight proposed in 

2019/20 and the developing plans for 2020 onwards. 
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7. Appendices 

7.1 Appendix One – Oversight Metrics 

New metrics for 2019/20 are highlighted in bold. Metrics are aligned to priority areas in the 
NHS Long Term Plan. 

1. New service models Oversight 

Integrated primary care and community health services 

1  Patient experience of GP services  CCGs  

2  Patient experience of booking a GP appointment  CCGs  

3  Emergency admissions for urgent care sensitive 
conditions  

CCGs  

Acute emergency care and transfers of care 

4  Percentage of patients admitted, transferred or 
discharged from A&E within four hours  

CCGs and providers  

5  Achievement of clinical standards in the delivery of 7-
day services  

CCGs and providers  

6  Delayed transfers of care per 100,000 population  CCGs  

7  Population use of hospital beds following emergency 
admission  

CCGs  

8  Percentage of NHS continuing healthcare full 
assessments taking place in an acute hospital setting 

CCGs  

Personalisation and patient choice 

9  Personal health budgets  CCGs  

10  Use of the NHS e-referral service to enable choice at 
first routine elective referral  

CCGs  

2. Preventing ill health and reducing inequalities 

Smoking 

11  Maternal smoking at delivery  CCGs  

Obesity 

12  Percentage of children aged 10-11 classified as 
overweight or obese  

CCGs  

Falls 

13  Injuries from falls in people aged 65 and over  CCGs and providers  

Antimicrobial resistance 

14  Antimicrobial resistance: appropriate prescribing of 
antibiotics in primary care  

CCGs  

15  Antimicrobial resistance: appropriate prescribing of 
broad spectrum antibiotics in primary care  

CCGs  

Health inequalities 

16  Proportion of people on GP severe mental illness 
register receiving physical health checks in primary 
care  

CCGs  

17  Inequality in unplanned hospitalisation for chronic 
ambulatory care sensitive and urgent care sensitive 
conditions  

CCGs  
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3 Quality of care and outcomes 

General 

18  Provision of high-quality care: hospitals  CCGs and providers  

19  Quality of Care metrics: a set of 30 quality proxies to 
identify any emerging quality concerns at acute, 
mental health, ambulance and community trusts – 
see Provider annex for more details 

Providers  

20  Provision of high-quality care: primary medical 
services  

C  

21  Evidence that sepsis awareness raising among 
healthcare professionals has been prioritised by 
CCGs  

CCGs  

22  Evidence-based interventions CCGs 

Maternity services 

23  Neonatal mortality and stillbirths  CCGs  

24  Women’s experience of maternity services  CCGs  

25  Choices in maternity services  CCGs  

Cancer services 

26  Cancers diagnosed at an early stage  CCGs  

27  People with urgent GP referral having first definitive 
treatment for cancer within 62 days of referral  

CCGs and providers  

28  One-year survival from all cancers  CCGs  

29  Cancer patient experience  CCGs  

Mental health 

30  Improving Access to Psychological Therapies – 
recovery  

CCGs and providers  

31  Improving Access to Psychological Therapies – 
access  

CCGs and providers  

32  People with first episode of psychosis starting 
treatment with a National Institute for Health and 
Care Excellence (NICE)-recommended package of 
care treated within two weeks of referral  

CCGs and providers  

33  Mental health out-of-area placements  CCGs and providers  

34  Quality of mental health data submitted to NHS 
Digital (DQMI)  

CCGs and providers  

Learning disability and autism 

35  Reliance on specialist inpatient care for people with a 
learning disability and/or autism  

CCGs  

36  Proportion of people with a learning disability on the 
GP register receiving an annual health check  

CCGs  

37  Completeness of the GP learning disability register  CCGs  

38  Learning disabilities mortality review: the 
percentage of reviews completed within 6 months 
of notification 

CCGs 

Diabetes 

39  Diabetes patients that have achieved all the NICE 
recommended treatment targets: three (HbA1c, 
cholesterol and blood pressure) for adults and one 
(HbA1c) for children  

CCGs  
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40  People with diabetes diagnosed less than a year who 
attend a structured education course  

CCGs  

People with long term conditions and complex needs 

41  Estimated diagnosis rate for people with dementia  Providers  

42  Dementia care planning and post-diagnostic support  CCGs  

43  The proportion of carers with a long-term condition 
who feel supported to manage their condition  

CCGs  

44  Percentage of deaths with three or more emergency 
admissions in last three months of life  

CCGs  

Planned care 

45  Patients waiting 18 weeks or less from referral to 
hospital treatment  

CCGs and providers  

46  Overall size of the waiting list CCGs 

47  Patients waiting over 52 weeks for treatment CCGs 

48  Patients waiting six weeks or more for a diagnostic 
test  

CCGs and providers  

4. Leadership and workforce 

49  Quality of leadership  CCGs and providers  

50  Probity and corporate governance  CCGs and providers  

51  Effectiveness of working relationships in the local 
system  

CCGs and providers  

52  Compliance with statutory guidance on patient and 
public participation in commissioning health and care 

CCGs  

53  Primary care workforce  CCGs  

54  Staff engagement index  CCGs  

55  Progress against the Workforce Race Equality 
Standard  

CCGs and providers  

56  Effectiveness of shared objective-setting and 
teamworking  

Providers  

57  Providing equal opportunities and eliminating 
discrimination  

Providers  

58  Black and minority ethnic (BME) leadership ambition 
for executive appointments  

Providers  

59  Reducing/eliminating bullying and harassment from 
managers and other staff  

Providers  

5. Finance and use of resources 

60  In-year financial performance  CCGs and providers  

61  Delivery of the mental health investment standard  CCGs  

62  Children and Young People and Eating Disorders 
investment as a percentage of total mental health 
spend 

CCGs 

63  Expenditure in areas with identified scope for 
improvement  

CCGs  

64  Children and young people’s mental health services 
transformation  

CCGs  

65  Reducing the rate of low priority prescribing CCGs 
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7.2 Appendix Two 

NHS Oversight Framework for 2019/20 

https://www.england.nhs.uk/wp-content/uploads/2019/08/nhs-oversight-framework-19-
20.pdf?dm_i=52PX,2KD1,13C8P4,8A3C,1

NHS Provider Oversight Approach for 2019/20 

https://www.england.nhs.uk/wp-content/uploads/2019/08/nhs-oversight-framework-a1-
provider-oversight-approach-aug-19.pdf
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Executive summary 

The EDI Strategy has been developed following the evidence deriving from the ICFT’s Workforce 
Race Equality Standard, the new Workforce Disability Equality Standard and results from the 
NHS Staff Survey 2018. These collective metrics show that inequalities exist for staff across the 
Trust with protected characteristics1, reporting higher levels of poorer experience including 
harassment, bullying or abuse at work; greater inequalities in access to employment, 
development and progression; lack of equitable representation across entry, middle and senior 
level roles and lack of diversity in leadership positions. 

To this end, our focus for 2019 - 2022 will be on the delivery of 3 key aims: 

1. Employees with protected characteristics are able to work at Tameside and Glossop ICFT, 
free from discrimination, and bullying and harassment, in an inclusive work environment
that embraces diversity 

2. Current employees and future talent with protected characteristics are enabled into 
leadership positions to drive lived experience into the heart of decision-making and to 
ensure services are designed, developed and delivered with inclusivity at T&G ICFT 

3. Current employees and future talent with protected characteristics are offered equality of 
opportunity and fair access to jobs, development and career progression at T&G ICFT.

Our work plan is ambitious; we will achieve our aims through the development of a number of 
work streams and by 2022, we will have: 

Staff Experience 

• Improved the experience of all staff with protected characteristics so that by 2022, we 
have: 

 Reduced disparity with regard to bullying and harassment from managers / staff 
BAME: current 20% to target 6% (managers) current 37% to target 27% (staff) 
Disability: current 18.4% to target 14.4% (managers); current 26% to target 20% 
(staff) 

 Reduced disparity with regard to entry into disciplinary processes  
BAME: current 0.4 times to target 0.2 times 

 Reduced disparity with regard to shortlisting and being appointed from shortlisting 
BAME: current 1.08 times to target 1.04 times 

 Reduced disparity with regard to career progression or promotion. 
BAME: current 74% to target 83%  
Disability: current 78% to target 83% 

Leadership Diversity: 

• Increased BAME diversity across leadership positions: 

 non-clinical: current 4% to target 8%  

1 Protected Characteristics include race, sex, disability, age, sexual orientation, gender reassignment, 
marriage and civil partnership, pregnancy and maternity, religion and belief 
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 clinical: current 12% to target 20%  

• Increased Disability diversity across leadership positions: 

 non-clinical: current 0% to target 5% 
 clinical: current 0% to target 5% 

• Increased BAME diversity on our Board by 15% 

Workforce Diversity: 

• Increased BAME diversity in entry level positions: 

 non-clinical:  current 7% to target 10% 
 clinical: current 11% to target 15% 

• Increased Disability diversity in entry level positions: 

 non-clinical:  current 3% to target 7% 
 clinical: current 4% to target 7% 

These outcomes will be overseen by the EDI Steering Group and reported through to the 
Workforce Committee.  
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FOREWARD 

I am thrilled to be introducing our new Equality, Diversity and Inclusion (EDI) Strategy for 

2019 – 2022. Our EDI Strategy has been developed to support our ambitions to become an 

employer of choice in a forever changing and competing environment. We want to attract, 

develop and retain the best diverse talent and offer an inclusive, vibrant place of work to all 

our staff, both of these are essential ingredients for driving and delivering improved patient 

experience and outcomes.  

As Chief Executive of Tameside and Glossop Integrated Care Foundation Trust (T&G ICFT), 

my personal ambition is our staff working together to deliver outstanding care. We can only 

achieve this if we actively create a culture which continually challenge us as individuals, and 

as an organisation, to be Safe in practice, to continually Learn, to have Respect for each 

other, to Communicate tirelessly and to Care with compassion. 

I am proud to be leading an organisation where our staff actively uphold our values and 

behaviours. Like all NHS organisations however, we are on a continual improvement 

journey, at the heart of which, is the fundamental drive to deliver fair, equal and equitable 

services for all. The EDI strategy is an enabler of our efforts to raise the bar for staff and the 

patient experience from good to outstanding. 

Karen Kames 

Chief Executive 
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1. Introduction 

Equality, Diversity and Inclusion is the building block for compassionate care. Achieving 
diversity in our workforce and embedding inclusivity in our approach is not ‘an optional extra’ 
but a ‘must have’ for all NHS health and care providers. The quality of patient experience 
cannot be separated from the quality of staff experience.  The inequalities in workforce 
diversity can also not be divorced from the inequalities of health outcomes.  

With this strategy therefore, we have an aspiration to ensure Equality, Diversity and 
Inclusion (EDI) is at the heart of everything we do. We believe that the Equality, Diversity 
and Inclusion agenda is critical to building a future proof workforce that is truly reflective of 
the diverse communities we serve. We also believe that in building a diverse workforce, we 
will increase the talent pool from which we recruit and build services that are responsive to 
the needs of the local community. 

The ICFT Strategy “From Patient Care to Population Health” describes our vision which is to 
improve health outcomes for our population and to influence the wider determinants of 
health, through collaboration with the people of Tameside & Glossop and our health and 
care partners. Given 70% of the ICFT workforce live in Tameside & Glossop it is imperative 
that our Equality, Diversity & Inclusion Strategy operates as one with the Patient & Service 
User Engagement Strategy. Through the development of our integrated Neighbourhood 
teams we need to ensure that equality, diversity and inclusivity is deemed as business as 
usual when considering the population of our neighbourhoods and how this impacts on 
services, access to care and access to employment.  

Equality, Diversity and Inclusion is interwoven through the actions contained within the work 
programme of the Workforce Strategy and is therefore considered to be the golden thread 
that runs throughout everything we are doing.  

The EDI Strategy has been developed following the evidence deriving from the ICFT’s 
Workforce Race Equality Standard, the new Workforce Disability Equality Standard and 
results from the NHS Staff Survey 2018. These collective metrics show that inequalities exist 
for staff across the Trust with protected characteristics2, reporting higher levels of poorer 
staff experience, inequitable leadership diversity ad inequitable workforce diversity.  

2. Context  

The Tameside and Glossop Integrated Care Foundation Trust (T&G ICFT) EDI Strategy has 
been designed to enable our organisation to develop a place of work that is diverse and 
inclusive, where all current and future staff with protected characteristics3 are treated with 
fairness and equity, free from discrimination, bullying and harassment. The strategy is a 
direct response to our commitment to the delivery of our Public Sector Equality Duty 
(Equality Act 2010), to: 

• Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Act. 

2 Protected Characteristics include race, sex, disability, age, sexual orientation, gender reassignment, 
marriage and civil partnership, pregnancy and maternity, religion and belief 
3 Protected Characteristics refers to race, sex, disability, age, sexual orientation, gender 
reassignment, marriage and civil partnership, pregnancy and maternity, religion and belief 
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• Advance equality of opportunity between people who share a protected characteristic 
and those who do not. 

• Foster good relations between people who share a protected characteristic and those 
who do not 

The strategy is also responsive to the ICFT’s Workforce Race Equality Standard, Workforce 
Disability Equality Standard, Annual NHS Staff Survey results and our Equality Delivery 
System 2 (EDS2) key outcomes. The EDI Strategy is a key enabler of T&G ICFT’s 
overarching Workforce Strategy, Staff Health and Wellbeing Strategy and Patient and 
Service User Experience Strategy. 

3. How the EDI Strategy was developed  

The EDI Strategy has been developed in response to our NHS Staff Survey Results, the 
evidence contained within our Workforce Race Equality Scheme and Workforce Disability 
Scheme and following a consultation process with stakeholders which included, T&G ICFT 
senior leaders, staff from within the ICFT and wider health and care system, the Voluntary 
and Community Sector and our patients and public from across Tameside and Glossop who 
were also asked to contribute their views to what an EDI Strategy should consider and 
respond to over the next 3 years.  

Residents, professionals and staff alike agreed that the future direction of any EDI Strategy 
should focus on supporting the delivery of ‘inclusive care for all’ in line with the ambitions 
contained within the ICFT Strategy “From Patient Care to Population Health which is ‘to 
improve health outcomes for our local population’. Our EDI Strategy therefore, has been 
designed to facilitate the delivery of inclusive care with fair access for all who have or intend 
to access our services.

4. Background to Equality, Diversity and Inclusion 

Since the publication of the McPherson Report 1999 exposing institutionalised discrimination 
inherent in public sector organisations, much work has been done to prioritise building 
diverse and inclusive places of work, particularly in the NHS because of the shared 
understanding that diversity directly impacts on patient care and safety.  

Post McPherson in 2004, an NHS Race Equality Action Plan was developed by the 
Department of Health to compel providers of health and care to think about workforce 
diversity, particularly with regard to race but inclusive of all protected characteristics so that 
services might be designed, developed and delivered equitably, fairly and with inclusivity. 
Hence, in 2012, the Equality Delivery System (EDS2) was launched. The main purpose of 
the EDS2 was, and remains, to help local NHS organisation’s, in discussion with local 
partners including local people, review and improve their performance for people with 
characteristics protected by the Equality Act of 2010. By using the EDS2, the NHS has been 
guided, supported and enabled towards delivering against its legal duty under the Equality 
Act and Public Sector Equality Duty (PSED) described within the Act.

In 2014, the Workforce Race Equality Standard (WRES) and more recently the Workforce 
Disability Equality Standard (WDES) 2019, became a requirement for NHS commissioners 
and NHS healthcare providers including independent organisations, through the NHS 
standard contract. The NHS Equality and Diversity Council announced on 31 July 2014 
agreed actions to ensure employees from Black, Asian and Minority Ethnic (BAME) 
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backgrounds and disabled employees have equal access to career opportunities and receive 
fair treatment in the workplace. This was deemed to be of high priority importance when 
numerous studies clearly showed that a motivated, included and valued workforce helped 
deliver high quality patient care, increased patient satisfaction and better patient safety. 

The focus on equality performance for NHS organisations has always maintained a strong 
anchor to improved health outcomes for patients. In 2014, Rodger Kline published the 
‘Snowy White Peaks’ report that exposed the direct correlation between the lack of diversity 
in senior positions with growth in health inequalities faced by people with protected 
characteristics. A further analysis of Care Quality Commission ratings and NHS staff survey 
results in 2017 showed “a clear pattern between the quality of care and staff experience of 
discrimination in the NHS, with staff in trusts with lower ratings more likely to say they had 
experienced discrimination” (CQC 2017), thus reinforcing the relationship between workforce 
diversity and health outcomes.  

More recently the publication of the NHS Interim People Plan sets out the national vision for 
people who work in the NHS to enable them to deliver The NHS Long Term plan, with a 
focus on some immediate actions. The People Plan has six key themes, one of which is to 
make the NHS the best place to work; the plan highlights the need to eliminate bullying and 
harassment and the creation of a healthy, inclusive and compassionate culture. 

In June 2018 Greater Manchester Health & Social Partnership (GMH&SCP) invited public 
sector organisations from across the health and care economy to sign the ‘Race Charter’. 
The GM aim of the ‘Race Pledge’ was for Greater Manchester’s public sector employers to 
be the first in the country to work together to tackle race inequality in the workplace. 
Together, Greater Manchester’s public services will build on existing work to improve 
diversity from the boardroom to the frontline, to tackle bullying and harassment experienced 
by BAME staff and ultimately improve the services our public services provide. Tameside 
and Glossop ICFT signed up to the Pledge and as evidenced through the development of 
this strategy is keen to improve the experience for BME staff working within the ICFT.  

The ICFT is keen to progress an intersectional approach to workforce planning by attending 
to the inequalities and disparities faced by all groups with protected characteristics whilst 
responding to national and regional race (WRES) and disability (WDES) agendas and this is 
reflected in the direction of the EDI Strategy. 

In summary, our T&G ICFT EDI Strategy describes our response to improving the 
experience for our staff by creating a diverse, engaged and motivated workforce who are all 
working towards the same aim – the delivery of outstanding well led care for the residents of 
Tameside and Glossop.  

5. Where are we now? 

5.1 Equality Delivery System 2 (EDS2) 

T&G ICFT has already begun to make progress to deliver the aims of the Strategy. In 2017, 
the Trust had already achieved a grading of ‘achieving’ against the five of the six metrics of 
the EDS2 workforce theme ‘a representative and supported workforce’ and the two metrics 
pertaining to ‘inclusive leadership’ relevant to workforce planning specifically.  

Only one metric (4) relating to the experiences of discrimination of staff with protected 
characteristics was graded as ‘developing’. This meant that T&G ICFT had ‘fared well’ in 
equality performance for the most part in the perception of staff, partners and the public with 
some areas for improvement as per Metric 4 below.  
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The scores were agreed as part of an external grading process which took place during 
2017 and will be revisited with our partners in Tameside & Glossop Clinical Commissioning 
Group and Local Authority (TMBC) as work on the EDS2 takes place in collaboratively going 
forward. 

2017 Scores for EDS2: 

Metric Grade
1. Fair recruitment and selection processes which leads to a more 

representative workforce 
Excelling 

2. The NHS is committed to equal pay for work of equal value Achieving 

3. Training and Development opportunities are taken up and 
positively evaluated by all staff 

Achieving 

4. When at work, staff are free from abuse, harassment, bullying 
and violence from any source 

Developing 

5. Flexible working options are available to all staff consistent with 
the needs of the service and the way people 

Achieving 

6. Staff report positive experiences of their membership of the 
workforce 

Achieving 

7. Boards and senior leaders routinely demonstrate their 
commitment to promoting equality within the Organisation 

Achieving 

8. Middle Managers and other line managers support their staff to 
work in culturally compete ways within a work environment free 
from discrimination 

Achieving 

5.2 Gender Pay Gap  

The ICFT has identified an overall difference between male and female’s average hourly rate 
equivalent to 30%. 

This figure relates to the over representation of Male employees in the Medical roles; who 
are paid at a higher pay threshold and are more likely to be in receipt of extra contractual 
payments (ECPs) than Agenda for Change employees. The mean average figure if we 
exclude Medical Staff from the calculation shows a much smaller difference of 6.83% 

In relation to bonus payments this relates to Clinical Excellence Awards, which is payable to 
the Consultant workforce upon successful application. There is a 24.14% gap between male 
and female CEA payments.  

The median average shows that there is a slightly higher variance in the difference between 
the Female and Male median. This is likely to be due to the significantly higher number of 
Male consultants receiving these CEA awards. 

Immediate remedial action involving more intensive support for increasing female 
applications for the Clinical Excellence Awards is being taken to reduce this gap and in 



11 | P a g e

response to work already undertaken, there has been a slight increase in the number of 
female applications in the 2017 round of applications compared with the previous year.  

When looking at the workforce as a whole, as of 31st March 2018, the Trust employed 3,718 
staff. The gender split within the Trust’s workforce was 81% Female and 19% Male. 

According to NHS Employer’s gender statistics published in 2018, the gender split of the 
working population of England was 53% men to 47% female. However, the gender split of 
the NHS Workforce was 23% men compared to 77% female. 

5.3 Workforce Race Equality Scheme (WRES) 

The ICFT has continued to face some challenges and has seen a gradual decline in staff 
experience and equality of opportunity and fair access to career progression over the last 
three years. 

The percentage of BAME staff personally experiencing discrimination at work from a 
manager / team leader has increased to 20%, 3.3 times higher than white staff at 6%. BAME 
staff are 0.39 times more likely to enter a formal disciplinary process in comparison to white 
colleagues 

The ICFT Workforce composite (2018/19) (2018/19) is White 84.2%, BAME 15.2% and 0.6% 
unknown. 62% of the consultant workforce is made up of BAME staff. 11.1% of the overall 
workforce is made up of non-medical BAME staff and 4.1% of the overall workforce is made 
up the medical BAME staff. 

BAME representation within the Trust is higher by 2.1% (11.1%) in the non-medical 
workforce and 6.2% (15.2%) greater overall in comparison to the local population, which is 
reported at 9%4 for Tameside and Glossop.  

Representation of BAME staff according to WRES data, demonstrates a lack of diversity in 
both clinical and non-clinical areas for leadership: 

BAME representation in senior positions: a two-year comparison 

2018 8A 8B 8C 8D 9 VSM 
(Board) 

Total 
Headcount

%

Clinical 6 2 0 0 0 0 81 9% 
Non-
clinical 

2 3 2 0 0 0 76 9% 

2019 8A 8B 8C 8D 9 VSM 
(Board) 

Total 
Headcount

%

Clinical 9 2 0 0 0 1 97 12% 
Non-
clinical 

1 1 1 0 0 0 74 4% 

The tables demonstrate a decline in BAME representation across non clinical leadership 
roles and a slight increase in clinical leadership roles over the last 2 years. Overall, there is 
no significant diversity in BAME representation in leadership roles Bands 8A to VSM.  

4 https://www.lifeintamesideandglossop.org/wp-content/uploads/2019/02/Tameside-and-
Glossop-JSNA-population-demographics.pdf p11
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Percentage of BAME workforce across different pay band (WRES) 

Ethnicity Bands 1 – 4 Bands 5 - 7 Bands 8A - VSM

Non clinical 7% 9% 4% 

Clinical   11% 14% 12% 

Medical      Trainee Grade 
48% 

Non consultant 
Career Grade 

70% 

Consultants and 
Senior Medical 

66% 

5.4 Workforce Disability Equality Scheme (WDES)

Following the arrival of the WDES in July 2019, a need to develop a bespoke response to 
the inequalities faced by disabled employees, is also required. The WDES identifies that 
Disability diversity across all roles is extremely low; there are no reported individuals with a 
disability across senior leadership roles (Bands 8A – VSM.) 

There are high levels of underreporting of disability across all roles, with a 5.8% disparity in 
reporting of disability between clinical (16.6%) and non-clinical (22.4%) staff. The highest 
level of underreporting of disability is within entry level clinical and non-clinical roles. 

The WRES and WDES data, 2019 have offered further insights into the experience of BAME 
and disabled staff at T&G ICFT as follows: 

• Percentage of BAME staff experiencing harassment, bullying or abuse from patients, 
relatives of members of the public had fallen significantly by 9% from 2018 to 2019 
but remains2% higher in comparison to white staff, at 25%.  

• Disabled staff experiencing harassment, bullying or abuse from patients, relatives of 
members of the public is also high at 32% in comparison to 22% for non-disabled 
staff 

• Disabled staff experiencing harassment, bullying or abuse from staff is reported at 
25.6% in comparison to 19.3% for non-disabled staff 

Percentage of Disabled workforce across different pay band clusters (WDES) 

Disability Cluster 1
Bands 1 - 4 

Cluster 2
Bands 5 - 7 

Cluster 3
Bands 8A - VSM 

Non clinical 3% 7% 0% 

Clinical 4% 4% 0% 

Medical Trainee Grade Non consultant 
Career Grade 

Consultants and 
Senior Medical 

8% 2% 1% 

It is clearly evident from the above WRES, WDES and gender workforce data profiles that:  
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• there is positive BAME diversity across medical roles but not in relation to disability or 
sex (female) based diversity.  

• the lack of female diversity in consultant and senior medical roles is a significant 
influencing factor contributing to the gender pay gap of 30% between men and 
women.  

• BAME and disabled diversity is marginally higher in Bands 5 – 7 overall and whilst 
there is a need to improve diversity in these areas, improving recruitment efforts into 
entry level roles will support the development of talent from our local population and 
subsequently increase the talent pool for leadership roles. 

5.5 NHS Staff Survey Results 2018

The 2018 T&G ICFT staff survey results have highlighted some key challenges through the 
identification of the following trends in staff experience:  

• Percentage of BAME staff experiencing harassment, bullying or abuse from patients, 
relatives of members of the public had fallen significantly by 9% from 2018 to 2019 
but remains 2% higher in comparison to white staff, at 25%.  

• Disabled staff experiencing harassment, bullying or abuse from patients, relatives of 
members of the public is also higher for staff with a disability 32% in comparison to 
22% for non-disabled staff 

• Percentage of BAME staff experiencing harassment, bullying or abuse from staff has 
risen by 5% from the previous year, at 37%.  

• Disabled staff experiencing harassment, bullying or abuse from staff is reported at 
25.6% in comparison to 19.3% for non-disabled staff 

• Percentage of disabled staff personally experiencing discrimination at work from a 
manager / team leader is 4% higher than for non-disabled staff, at 18.8%. 

• BAME staff are 0.39 times more likely to enter a formal disciplinary process in 
comparison to white colleagues. There is currently no data available from WDES. 

• With regards to the staff survey results relating to the organisation acting fairly with 
regard to career progression/ promotion regardless of ethnic background, gender, 
religion, sexual orientation, disability or age, the table below highlights the reduction 
since 2017.  

Key finding 2018 2017 score 2018 score 

National 
average 
score 

Best 
performing 
score 2018 

Worst 
performing 
score 2018 

Q14 Does your 
organisation act fairly with 
regard to career 
progression/ promotion 
regardless of ethnic 
background, gender, 
religion, sexual 
orientation, disability or 
age? 

88.8% 82.6% 85.5% 91.5% 70.5% 



14 | P a g e

Furthermore, according to the WRES, white staff reported 1.08 times more likely to be 
shortlisted than BAME staff and 0.99 times more likely to access continued professional 
development opportunities than BAME staff.  

Similarly, the WDES reported that disabled staff felt 5.1% less likely to have access to equal 
opportunities for career progression and promotion in comparison to non-disabled 
colleagues. The evidence for inequity and inequality identified between staff with protected 
characteristics and staff overall in accessing jobs, developing to progress and being 
promoted lays a firm foundation for the work streams within this Strategy 

6. The Scope of the EDI Strategy  

T&G ICFT is keen to progress an intersectional approach to Equality, Diversity & Inclusion 
by attending to the inequalities and disparities faced by all groups with protected 
characteristics whilst responding to national and regional race (WRES) and disability 
(WDES) agendas and this is reflected in the direction of the EDI Workforce Strategy. 

The EDI strategy is both ambitious and dedicated to improving the experiences of all staff 
with protected characteristics at T&G ICFT. The EDI Strategy is an enabler of our 
overarching organisational Workforce Strategy which is built on four themes: 

• To strive to be an employer of choice for the current and future workforce  
• To deliver a fit for purpose workforce responsive to market supply and demand 
• To maintain and improve staff health and wellbeing  
• To support the implementation of the Digital Care Strategy; supporting staff in the 

use of technology and maximizing the use of systems currently in use  

The EDI Strategy has been designed to support the above themes from an equality 
perspective as each have implications for staff with protected characteristics. Therefore the 
EDI actions will feature in the overarching work programme of the Workforce Strategy. This 
way the EDI strategy should be seen as the golden thread that runs through all the actions 
as EDI is built into everything we do.   

Wider EDI workstreams including service led support for reducing the gap on health 
inequalities and improving patient experience, whilst interconnected, will sit outside the 
scope of this Strategy, however they will be a feature of the Patient and Service User 
Engagement Strategy and the EDI workforce lead for the ICFT and the Head of Patient 
Experience will work collaboratively to support both agendas and to ensure that the 
inequalities faced by staff are eradicated in order to maximize patient quality and the 
reduction overall of health inequalities.    

To this end, four specific EDI workstreams have been developed to progress the EDI 

agenda at T&G ICFT. Workstreams 1 - 3 detailed below are in scope for this EDI Strategy; 

workstreams, workstream 4 will be progressed in partnership with the Patient and Service 

Engagement team: 
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1. WORKFORCE

This workstream will seek to ensure T&G ICFT takes positive action to close the 

inequality gaps faced by our existing and future staff with protected characteristics in 

response to the findings of the Workforce Race Equality Standard (WRES), Workforce 

Disability Equality Standard (WDES) and Gender Pay Gap (GPG) reporting outcomes. 

2. CULTURE

This workstream will seek to ensure T&G ICFT cultivates a culture of equality, diversity 

and inclusion, eradicating all experiences of discrimination based on race, sex, disability, 

age, sexual orientation, gender reassignment, marriage and civil partnership, pregnancy 

and maternity, religion and belief experienced by staff. 

3. COMPLIANCE

This workstream will seek to ensure T&G ICFT’s compliance with the regulatory and 

statutory, processes and policies that protect the rights and interests of all staff and 

patients with protected characteristics in accordance with the Equality Act 2010. This 

workstream will ensure compliance with Gender Pay Gap, WRES and WDES reporting 

and EDS2 assessments.  

4. HEALTH INEQUALITIES

This workstream will seek to ensure T&G ICFT’s takes positive action to close the 

inequality gaps faced by patients with protected characteristics and patients facing 

mental health, social isolation or social deprivation. 
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7. EDI Objectives 

Objective 1: Staff Experience 

What will we do and how will we do it? 

Employees with protected characteristics are able to work at Tameside and Glossop ICFT, 
free from discrimination, bullying and harassment in an inclusive work culture that embraces 
diversity 

To address the disparity evident in the poorer experience of staff with protected 
characteristics as evidenced above, T&G ICFT has developed a more intensive programme 
of work to create the necessary conditions for a more diverse and inclusive place of work for 
all staff with protected characteristics: 

What we will do: How we will know we 
have had impact: 

Timescale- 
to be 
achieved 
by:   

We will create a staff equality network to provide 
a platform for staff with protected characteristics 
to have a voice and address poor experiences 
with psychological safety and confidence 

Staff with protected 
characteristics will attend 
network meetings, engage 
in network events and 
demonstrate improved 
experience through the 
WRES. WDES and Staff 
survey for years 19 – 20 
and 20 - 22 

November 
2019 

We will create a community of Equality 
champions across T&G ICFT  

We will see improvements 
in the staff survey results, 
WDES & WRES in relation 
to bullying, harassment or 
abuse 2020 and 2021 

October 
2019 

We will develop a rolling programme of events to 
compliment PRIDE, Black History Month, 
Disability Awareness Week and International 
Women’s Day that will raise awareness of the 
discrimination faced by people with protected 
characteristics  

We will see an increase in 
Staff attending, 
participating and engaging 
with events 

March 31st

2020 

We will build an equality educational programme 
of Masterclasses to build staff EDI competence 
around LGBT, Race, Disability, Age and Gender 
Equality 

We will see an increase in 
Staff attending, 
participating and engaging 
with events 

September 
2020 

We will embed EDI capability and competence 
for inclusive leadership and management 
practice into all current and future leadership and 
management development programmes for staff 

Improved staff experience 
of management reported in 
the annual staff survey, 
WRES and WDES 

September 
2020 
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We will build Staff Network member and Equality 
Champion capability to offer reverse mentoring 
to senior leaders at Band 8A and above to role 
model a culture of inclusion 

We will see an increase in 
senior leaders publicly 
participating in and 
engaging with reverse 
mentoring 

March 
2021 

We will create a human library of lived 
experience stories of staff and patients with 
protected characteristics to stimulate cultural 
change for equality 

We will see a shift from 
achieving to excelling in 
our EDS 2 metrics for 
‘supported workforce’ 

March 
2021 

Objective 2: Leadership Diversity 

What will we do and how will we do it? 

Current employees and future talent with protected characteristics are enabled into senior 
leadership positions to drive lived experience into the heart of decision-making to ensure 
services are designed, developed and delivered with inclusivity at T&G ICFT 

What we will do: How we will know we 
have had impact:

Timescale
- to be 
achieved 
by:   

We will create and embed HR processes and 
guidelines for inclusive recruitment, including 
interviewing and selection for all Band 8A and 
above vacancies to drive inclusive recruitment 
practice 

We will see an increase 
BAME success rates in the 
recruitment process at T&G 
ICFT 

July 2020 

We will introduce diverse interview panels for 
selection processes for all Bands 8A and above 
roles to manage the potential for any 
unconscious bias in recruitment processes 

We will see an increase in 
the success rates of people 
with protected 
characteristics applying for 
jobs successfully at T&G 
ICFT 

March 
2020 

We will create recruitment checkpoints for all 
vacancies advertised for Band 8A and above to 
ensure recruitment managers are supported to 
implement inclusive practice  

Managers will embed 
inclusive practice into 
recruitment and selection 
to deliver greater diversity 
in the workforce  

November 
2019 

Through our Talent Management Strategy we will 
target BAME and disabled staff on development 
programmes and support managers with 
succession strategies to enable diversity and 
inclusion 

We will see more BAME 
staff and staff with 
disabilities progressing and 
being promoted internally 
at T&G ICFT 

October 
2020 

We will actively create and promote 
developmental opportunities including access to 
leadership courses, secondments, shadowing, 
work experience and mentoring to BAME and 
disabled staff operating to optimise readiness for 
senior leadership roles 

We will see more BAME 
staff and staff with 
protected characteristics 
progressing and being 
promoted in T&G ICFT 

March 
2021 

We will offer leadership development coaching 
for BAME and Disabled staff to support making 

We will see an increase in 
internal successful 

March 
2021 
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applications for leadership roles applications for senior roles 
in T&G ICFT 

We will enable senior leaders to unlock BAME 
and Disabled talent in readiness for succession 
planning through the offer of a reverse mentoring 
programme 

We will see an increase in 
internal successful 
applications for senior roles 
in T&G ICFT 

March 
2021 

We will improve fair access to employment by 
extending the reach of adverts for Band 8A and 
above roles into places where BAME and 
Disabled staff are likely to search for employment 
opportunities  

We will see an increase in 
applications for senior roles 
from people with protected 
characteristics 

March 
2020 

We will create visible Board advocacy for 
leadership diversity 

We will see an increase in 
the diversity makeup of the 
Board by 2022 

March 
2021 

Objective 3: Workforce Diversity 

What will we do and how will we do it? 

Current employees and future talent with protected characteristics are offered equality of 
opportunity and fair access to jobs, development and career progression at T&G ICFT.

What we will do: How we will know we 
have had impact: 

Timescale 
- to be 
achieved 
by:   

We will build relationships with local 
organisations supporting people with protected 
characteristics into employment to ensure our 
vacancies reach a diverse audience 

We will see an increase in 
job applications from 
people with protected 
characteristics  

September 
2020 

We will create a directory of organisations who 
we will partner with to routinely share our 
vacancies to ensure our advertising efforts for 
new vacancies reach people with protected 
characteristics such as Job Plus, GM EDI 
Network, RNIB etc 

We will see an increase in 
job applications from 
people with protected 
characteristics  

February 
2020 

We will offer unconscious bias in recruitment 
training to all mangers with responsibility for 
current and future recruitment and selection 
responsibilities by embedding this learning into 
current management development offers.  

We will see an increase in 
job offers made to people 
with protected 
characteristic from 
shortlisting  

March 
2020 

We will work with managers to develop simpler 
role descriptions to remove bureaucratic barriers 
to facilitate applications from our local 
population/community. 

We will see an increase in 
job applications from 
people with protected 
characteristics  

March 
2021 

We will improve fair access to employment by 
building management competence in long / short 
listing, interviewing and selection in accordance 
with inclusive best practice, including use of 

We will see an increase in 
job offers made to people 
with protected 
characteristic from 

September 
2020 
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inclusive panels shortlisting in the selection 
process  

We will work closely with our Management teams 
to create flexible working opportunities where 
possible to remove barriers to access to 
employment for people with protected 
characteristics and to support the health and 
wellbeing of our current aging workforce 

We will see an increase in 
flexible working across our 
workforce 

March 
2021 

We will work closely with our recruiting managers 
across the Divisions to build competency in the 
Two Tick employment practice (Disability 
Confident Employer Accreditation Scheme) to 
remove barriers to employment for Disabled 
people. Working towards becoming a level 3 
Accreditation: Disability Confident Employer 

We will see an increase in 
disabled diversity in our 
organisation  

March 
2021 

We will continue to offer on job training via the 
apprenticeship pathways for relevant entry level 
roles to attract diversity into and across the ICFT  

We will see an increase in 
staff with protected 
characteristics applying for 
entry level roles. No. of 
Apprenticeships increase 
and meeting the 
Apprenticeship Levy 

March 
2021 

We will work with our recruiting managers to 
create internal promotion/ progression 
opportunities for existing staff with protected 
characteristics when appropriate new vacancies 
arise towards equality of opportunity  

We will see an increase in 
staff with protected 
characteristics  

March 
2022 

We will work in partnership with our medical 
leaders to offer coaching to female consultants to 
improve rates of successful female applications 
for the Clinical Excellence Awards (CEAs) to 
enable a closing of the gender pay gap  

We will see an increase in 
the number of female 
applicants securing a 
Clinical Excellence Award. 

Sept 2021 

8. 2022 Destination 

The journey ahead is no doubt complex. For decades, research has shown that staff from 
Black, Asian and Minority Ethnic (BAME) backgrounds, disabled staff and staff with 
protected characteristics experience discrimination, harassment, and exclusion in the 
workplace and in in the NHS. This discrimination is not only harmful to employees but also 
potentially to our population as 70.2% of our workforce are also local residents.  

Evidence has also shown time and time again that having a more representative workforce 
and diversity at senior leadership levels results in better outcomes for the public and creates 
a more inclusive, engaged and efficient workforce. It is to this end that T&G ICFT will 
increase the focus on equality, diversity and inclusion agenda to deliver the following 
outcomes over the next 3 years, by March 2022: 
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Staff Experience 

• Improved the experience of all staff with protected characteristics so that by 2022, we 
have: 

 Reduced disparity with regard to bullying and harassment from managers / staff 
BAME: current 25% to target 23% (managers); current 20% to target 13% (staff) 
Disability: current 18.4% to target 14.4% (managers); current 26% to target 20% 
(staff) 

 Reduced disparity with regard to entry into disciplinary processes 
BAME: current 0.4 times to target 0.2 times 

 Reduced disparity with regard to shortlisting and being appointed from 
shortlisting 
BAME: current 1.08 times to target 1.04 times 

 Reduced disparity with regard to career progression or promotion. 
BAME: current 74% to target 83% 
Disability: current 78% to target 83% 

Leadership Diversity: 

• Increased BAME diversity across leadership positions: 

 non-clinical: current 4% to target 8%  
 clinical:  current 12% to target 20%  

• Increased Disability diversity across leadership positions: 

 non-clinical: current 0% to target 5% 
 clinical:  current 0% to target 5% 

• Increased BAME diversity on our Board by 15% 

Workforce Diversity: 

• Increased BAME diversity in entry level positions: 

 non-clinical:  current 7% to target 10% 
 clinical:  current 11% to target 15% 

• Increased Disability diversity in entry level positions: 

 non-clinical:  current 3% to target 7% 
 clinical:  current 4% to target 7% 

These outcomes will be overseen by the EDI Steering Group and reported through to the 
Workforce Committee.  
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9. Governance Arrangements  

The work of the EDI Strategy will be governed in line with the current arrangements for 
workforce performance monitoring, assurance and accountability: 

Group Function Meets Accountable officer
Workforce Committee Performance 

scrutiny 
Bimonthly Chair of Workforce 

Committee -  
EDI Steering Group 
(membership to be drawn 
from subgroup Chairs 
and 2 assigned deputies) 

Operational 
oversight 

Bimonthly Director of HR 

Subgroups

(membership to include 
EDI specialists, subject 
matter experts and 
Divisional 
representation. 

Delivery Monthly EDI Culture 
Assistant Director of HR, 
(Education Training & 
Development) 

EDI Recruitment 
Assistant Director of HR 
(Recruitment & Workforce 
Planning) 

EDI Leadership 
Assistant Director of 
Inclusion & Engagement  

The work stream relating to compliance will be overseen by the EDI Steering Group. The 
Patient Engagement and Service User group will oversee work stream 4 Health Inequalities, 
representatives from the EDI group will attend the Patient Engagement and Service User 
Group and the Head of Patient Engagement will attend the EDI Steering Group.  

The Patient Engagement and Service User group will report to Service Quality & Operational 
Governance Group which reports to The Quality & Governance Committee. 
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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 dashboard that 
incorporates 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. 

July Performance 

The Trust did not meet the four-hour, emergency- care target in July with performance of 85.6%. 
Performance against a number of other indicators did not meet the required thresholds: SHMI, HSMR and 
inpatient-discharge summary. The Trust met the Referral-to- Treatment standard, with performance of 
93.2%, and the national cancer and six-week diagnostic targets.  

August Performance  

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

Extended Length-of-Stay 

The Trust met its objective for extended length-of-stay patients in August, with a mean of 64 patients 
against the threshold of 67. 

Nutrition Risk Assessment  

The performance target for nutrition risk assessment was not met in August, with a performance of 79.6% 
against the 90% local standard. An improvement plan is in place, which is monitored through Nutrition 
Committee and Patient Safety Board. 

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

For August, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with 
performance of 92.2% 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 ‘b’ for the SSNAP (Sentinel Stroke National Audit 
Programme) national stroke audit for Quarter 1 2019-20, in which the poorest performing trusts are 
classified as ‘e’ and the best as‘a’. The SSNAP audit includes 44 measures in 10 domains. The Trust was 
banded as ‘c’ for the previous period.  

Readmissions 

The Trust did not meet its readmission threshold for July 2019; year-to-date performance (the most 
appropriate method for measuring performance against this standard) of 12.7%, against the 12% threshold, 
is rated as amber.  

Mandatory Training and Appraisals  

Performance is rated green for mandatory training (96.5% against the Trust’s 95% target) and amber for 
appraisals (86.2% against the trajectory of 89%) for August 2019. The staff sickness rate of 4.4% 
(against the threshold of 4.8%) is rated as green.  

DNA Rate 

Performance is rated green for the DNA rate (6.7% against the Trust’s 7.5% target) for August.  
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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 Apr-19) ≤100 119.50 NA Type 1 and Type 3 activity ≥95% 87.25% 93.14% SSNAP DSC Stroke Indicators

SHMI (rolling 12 months- to Mar-19) ≤100 121.00 NA Type 1 activity NA 82.1% 90.8% NA NA Number achieved out of 9 (Apr-Jun 19)

Infection Prevention & Control Waiting times Efficiency

MRSA - actual cases YTD* 0 1 NA NA 18-week incomplete* ≥92% 92.7% 92.2% Outpatient slot utilisation 90% 90.0% 89.1%

C-difficile  - actual cases YTD* 72 24 NA NA RTT waits- incompletes (>52 weeks) 0 0 0 Theatre utilisation (capped) ≥90% 90.3% 90.9%

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

Provisional Cancer- Composite Indicator A&E (within 48 hours)  ≥95% 97.7% 98.5%

Safer Staffing Number achieved out of 8 (Jul-19) Inpatients (within 48 hours)  ≥95% 86.3% 84.9%

RN/RM hrs on shift (% of planned) >86% 94.7% 92.3% Efficiency Outpatients (within 5 days)  ≥95% 93.9% 94.7%

HCA hrs on shift (% of planned) >86% 104.6% 103.3% Outpatient DNA rate ≤7.5% 7.0% 6.7% Discharge Summary Quality Audit 100% NA 96.3%

NHS Safety Thermometer Cancelled operations- last-minute (provisional) ≤0.8% 0.8% 1.6%

Harm-free care (all harms) NA 91.6% 92.9% NA NA Urgent operations cancelled for a second time 0 0 0

Harm-free care (new harms) ≥98.5% 98.4% 99.3% Extended Length of Stay (>21 days) 67 60 64 Target Actual 4-mth Actual Current 1-mth

Patient Safety Delayed Transfers of Care- Days NA 2,803 532 NA NA 19/20 YTD Trend Month Period F'cast

VTE risk assessments (provisional) ≥96% 98.2% 97.3% Stroke

Medicines reconciled SSNAP Grading (Apr-Jun 19) B NA B NA

on admission (Jul-19) People

Nutrition risk assessment ≥90% 69% 79.6% Target Actual 4-mth Actual Current 1-mth Mandatory training (Overall) ≥95% NA 96.5%

Emergency re-admissions within 19/20 YTD Trend Month Period F'cast Qualified Nurse & Midwifery Turnover ≤11% NA 11.4% NA NA

30 days  (Jul-19) Patient Experience All Staff Turnover ≤11% NA 10.6% NA NA

Failure of safer-surgery process 0 0 0 FFT positive responses (all) 95% 88.7% 88.8% A&E

Serious Incidents reported (StEIS) 0 5 2 FFT response rate (A&E/ Inpatients) 22.5% 21.3% 23.7% HAS compliance ≥95% 94.4% 95.4%

'Duty of Candour' breaches 0 0 0 Complaints received NA 164 22 NA NA Notify to Handover (30-60mins) (Jul-19) ≤30 172 50

Never Events reported (StEIS) 0 2 2 Complaints responded to within Notify to Handover (>60mins) (Jul-19) ≤10 24 9

Regulation 28 reports (inquests) 0 1 0 agreed timescale Finance: (Apr-19) to (Aug-19) Plan (£) Actual (£) Variance Rating

A&E Ombudsman cases upheld 0 0 0 Capital Service Cover metric -0.79 0.44 4

Trolley waits in A&E (>12 hrs) 0 0 0 Staff Health and Safety Liquidity metric -64.15 -50.09 4

Maternity RIDDOR incidents reported 0 3 1 I&E margin rating -6,762,000 -6,603,000 159,000 4

Emergency C-Section rate <17.5% NA 14.1% Calendar days lost (Staff Accidents) NA 31 0 NA NA Performance against control total

Staff Accident Rate <10 0.10 0.00 (excluding PSF, FRF and MRET funding) 0.10% 1

People Agency spend 3,940,000 2,553,000 1,387,000 1

strong improvement Staff Sickness ≤4.8% 4.8% 4.4% Use of Resources Rating 3 3 3

improvement Appraisals - rolling 12 mths Aug: 89% NA 86.2% Regulatory

no change FFT- Staff Survey (quarterly) Single Oversight Framework (Apr-Jun 19) 1 3 - - -

deterioration Recommend Treatment (Apr- Jun 19) ≥80% NA 80% CQC Rating*  (Apr-Jun 19) - - - -

strong deterioration Recommend Work (Apr- Jun 19) ≥74% NA 70%

* Governance indicators, which appear in the Single Oversight Framework

80.0%78.8%

0 5 NA

 ≥95%

Quality Dashboard 
August 2019

SAFE SERVICE PROVISION RESPONSIVE SERVICE PROVISION EFFECTIVE SERVICE PROVISION

Key Performance Indicators Key Performance Indicators Key Performance Indicators

NA NA 7 NA NA

-

NA 7

NA

≥90%

8

 ≤ 12% 12.7% 12.3%

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 August unless stated otherwise. 

1-month forecast 4-month trend

94.9%

WELL-LED SERVICE PROVISION

Key Performance Indicators

Key Performance Indicators

100.0%

CARING SERVICE PROVISION

QUALITY ACCOUNT: September 2019 Board (August 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: July 2019) 85% 87.1% 

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 July 2019 and the 
position stated has been fully validated, in line with the National Reallocation 
Policy. For the month of July, the aggregate 62-day position was 87.1%, which 
means that the Trust met the national standard for the month. The Trust reported 
6 breaches of the standard for July: 

• 1 complex pathways/multi- treatments/multiple co-morbidities; 
• 2 treatment delay/capacity; 
• 1 internal diagnostic delay; 
• 2 patient choice. 

‘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 July, four patients were classified as ‘near misses’. The reasons for the ‘near 
misses’ were as follows: 

• 2 x external treatments; 
• 2 x complex pathways/multi- treatments/multiple co-morbidities.  

‘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 July, one patient was treated post day- 104 at a tertiary centre. The 
pathway has been fully analysed and it was found that the delay was the result of 
the patient taking a holiday during the diagnostic phase. 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 Janet 

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: 12 month to April-19)

Standard Hospital Mortality Index: (Reporting Period: 12 months to March-19) 

≤100 

≤100 

119.5 

121 

ISSUE
The Trust’s Hospital Standardised Mortality Rate (HSMR), of 119.5, is greater 
than the national mean of 100 and is considered ‘worse than expected’. The 
Trust’s SHMI of 121 is also ‘worse than expected’. The Trust’s crude mortality 
rate increased significantly in 2017-18, a pattern consistent with the national 
picture. The Trust’s mortality indices increased to >100 as a result of the 
‘observed’ number of deaths significantly exceeding the ‘expected’ number. 
Crude mortality has reduced significantly since this period, though not quite to the 
pre-2017-18 level. The current position is more the result of reduced ‘expected’ 
deaths rather than increased ‘observed’ deaths.  

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).  
• 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.  
• Clinical coding is being undertaken effectively (evidenced by the comorbidity 

index and signs- and- symptoms rates), although the Trust should be 
capturing additional long-term conditions/ comorbidities in its clinical notes/ 
electronic systems. 

• The reduction in ‘expected’ deaths is associated with two diagnosis codes in 
particular (septicaemia and pneumonia).  

• The indices are inflated (estimated at between 6-8 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 capture/ recording of pneumonia- type is inadequate.
• The loss of its Palliative Care Consultant has increased the Trust’s HSMR.
ACTIONS
1. Increase engagement with clinical teams about the mortality-review process 

and mortality data, and implement Dr Foster consultant scorecards 
(scorecards distributed to all consultants in September).  

2. Continue to implement change in response to learning from the mortality 
reviews. 

3. Complete development of co-morbidity software, which aims to significantly 
improve the capture of long-term conditions (delayed to October 1st 2019 as a 
result of a decision to increase scope). 

4. Implement Simple Code software to improve data quality (delayed to October 
2019 due to third-party technical difficulties).  

5. Review pneumonia pathway and documentation (November 2019).  

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

Signed off by Brendan Ryan 

Tameside’s SMR for May 
2018- April 2019. 
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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: August 2019) 95% 84.9% 

ISSUE 
The positive impact of the roll out of the eCas Card can be seen in the 
performance data shown in the scorecard, relating to ED discharge summaries, 
with 98.5% of ED discharge summaries available to GPs within 48 hours. 
Performance against the outpatient- clinic- letter target was 94.7%, which means 
that the indicator was rated as amber for August.  

Performance was below target for inpatient discharge summaries. 84.9% of 
inpatient discharge summaries were available within 48 hours in August 2019. 
The improvement (evident for the last four months) was the result of work jointly 
conducted by the clinical teams and IM&T, work that is continuing.  

PROPOSED ACTIONS 
The Medical Director is leading the work designed to improve performance 
against the inpatient discharge summary 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 (eCas Card). The new electronic discharge 
letter will be trialled on the Stamford Unit in late 2019. 

ASSESSING IMPROVEMENT 
Using the bespoke performance reports.  

Expected date to meet target Q4, 2019-20  Signed off by Geoff 
Lavelle  

Signed off by 

Brendan Ryan  
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Integrated Performance Exception Report: Chief Operating Officer (1/2) 
Responsive Service Provision: Patient Safety Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast

Type 1 and Type 3 Four Hour Standard:  (Reporting Period: August 2019)

Notify to Handover (30-60 mins): Reporting Period: July 2019) 

95% 

<30 

93.14% 

50 

ISSUE
The Trust did not meet the four-hour emergency care standard in August 2019, 
with performance of 93.14%. This performance was the best in Greater 
Manchester and placed the Trust in the national upper quartile for the month.  

ACTIONS 

• Continuation of the navigator role to stream patients to the correct 
location.  

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

• The Trust is running regular Emergency Department workshops to 
identify themes for improvement and associated actions.  

• The ‘Urgent Care Manager of the Day’ is responsible for identifying 
speciality patients quickly and ensuring that appropriate review is 
undertaken in a timely manner.  

• Ambulatory Emergency Care Unit (AEC) project will review the current 
pathways and re-emphasise the push- pull model between AEC and ED.  

• Deployment of the Ambulatory-Care Tracker to improve transfer times to 
the Ambulatory Care Unit.  

• The monthly NWAS liaison meetings have been reinstated.  
• 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.  

Expected date to meet target Quarter 4,  
2019-20 

Signed off by Samantha 
Ledwith 

Signed off by Trish Cavanagh 
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Integrated Performance Exception Report: Chief Operating Officer (2/2) 
Responsive Service Provision: Efficiency Target Current 

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast

Cancelled Operations (last minute):  (Reporting Period: August 2019) 0.8% 1.6% 

ISSUE 
There was an increase in cancellations on the day during August. The 
cancellation reasons are shown in the table opposite. Of the 15 ‘equipment 
failure’ cancellations, 14 occurred in the Endoscopy Unit, the result of the washer 
disinfectants breaking down on a regular basis. 

ACTIONS 
• The endoscopy service business case is in development and due to be 

submitted at the Capital Planning Meeting on 19th September, with 
submission to the CRIG (Capital and Revenue Investment Group) 
planned for 3rd October. 

• Action plan developed for dealing with cancellations due to administration 
errors. 

• The orthopaedic team is progressing the trauma improvement work. 
These figures represent a significant improvement in relation to cancelling 
elective activity for trauma cases.   

• The Orthopaedic and Theatre Directorates continue to review how the 
trauma theatre can be utilised effectively. 

• Sessions that overrun are discussed each week to identify potential 
issues.   

PROPOSED ACTIONS 
• Continue with the weekly utilisation review, with actions owned by 

directorates and escalation of themes to clinical teams to ascertain if 
protocols are being followed, or if a protocol is required. 

• Combining of the Theatre Quality and Safety Committee and the Theatre 
Improvement Meetings to ensure attendance, consistency and that 
issues are addressed.

Cancel Reason Total 

Equipment failure 15 

Administration error 6 

Emergency case needing theatre 4 

Theatre list overran 3 

Total 28 

Expected date to meet target Quarter 3,  
2019-20 

Signed off by Alison 
Marsh 

Signed off by Trish Cavanagh  
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date September 2019 Public Confidential Agenda item

Title Safer Workforce Paper 

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

Author Paula Flint &  Anita Fleming (Deputy Directors of Nursing)  
Dawn Downing (E-Roster Lead) 

Recommendations made/ Decisions requested 

The Board is asked to receive the Safer Workforce Paper for assurance, noting changes to the 
content and format of this report which will continue to evolve to contain other professional 
groups and services as described in previous iterations.  

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 

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. 
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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 newly formatted report presents the safe staffing position and confirms compliance with the 
requirement to publish monthly data on staffing levels for nursing, midwifery and care support 
worker staff.  

The report details an improved CHPPD compared to the same period last year and includes 
some detailed information regarding impending changes to the way CHPPD is calculated and 
fill rates. 

The report refers to the six-monthly review of midwifery staffing which has recently has taken 
place and suggests that the current establishment is sufficient to meet the needs of the service. 
It also details work underway to review staffing levels and potential future workforce models 
across acute adult inpatient areas  

Included in the report are the latest turnover rates for Nursing & Midwifery which have 
decreased to 11.4% during the past 12 months but remain short of the overall target (11%).  

The report refers to a review of the Nursing and Midwifery red flag reporting and monitoring 
process (related to staffing) underway and its’ remit includes establishing appropriate red flags 
for different specialties.  
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Paula Flint  & Anita Fleming, Deputy Directors of Nursing 
Dawn Downing – e-Roster Project Manager



Purpose of the Paper:

• To inform the Trust Board of the latest position in relation to key care staffing in line with NHS
England, National Quality Board and NHS Improvement expectations and those of the Care Quality
Commission.

• To provide assurance that Tameside & Glossop Integrated Care Organisation plan safe Nurse and
Midwifery staffing levels and that there are appropriate systems in place to manage the demand for
Nursing and Midwifery staff.

• To assure the Board of safe staffing on wards taking into consideration a range of information
including:

• Care Hours Per Patient Day (CHPPD)
• Harm Free Care Indicators
• Planned vs Actual staffing fill rates
• Patient Experience Indicators
• Rota Compliance
• Temporary Staffing Usage
• National Resources (Appendix One)

• This newly formatted report presents the safe staffing position and confirms compliance with the
requirement to publish monthly data on staffing levels for nursing, midwifery and care support
worker staff. As the report develops in the future, markers associated with Allied Health professionals
(AHPs) will be included. 2



Executive Summary

3

• From 1st August 2019, national guidance has changed, indicating that the CHPPD return should include
all clinical staff (including AHPs) who are rostered and contribute to care provision. This new guidance is
currently being worked through so that it can be included in future reports.

• Between May – July 2019 overall fill rates for ward shifts (day and night) decreased slightly however they
remained at >100%. Further information can be found on page 6 of this report.

• During September 2019, data from recognised staffing tools is being reviewed, alongside ward level
Model Hospital Nursing/Midwifery data, budgets and establishments. Alternative workforce models are
being discussed and explored as appropriate.

• The six-monthly review of midwifery staffing has taken place using recognised tools and professional
judgement. The senior midwifery team consider that with all posts filled, the current establishment is
sufficient to meet the needs of the service.

• A review of the Nursing and Midwifery red flag reporting and monitoring process (related to staffing) is
underway and its’ remit includes establishing appropriate red flags for different specialties.

• Latest turnover rates for Nursing & Midwifery are 11.4% overall; this is a decrease over 12 months but
short of the overall target (11%). Detail can be found on slide 7.



Care Hours Per Patient Day (CHPPD)
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• Care Hours Per Patient Day (CHPPD) are calculated by adding the total amount of Nursing/Midwifery
and non-registered staff available during a 24 hour period, and dividing this by the number of
patients present on the in-patient areas at midnight.

• CHPPD increased as predicted during May and June 2019 and remains higher than the same period
last year. This was largely due to a decrease in bed occupancy.

• Model Hospital data (updated in May 2019) shows that the organisation is in quartile two, above the
peer median of 7.6.



CHPPD – Changes to Requirements

• The Trust submits monthly Care Hours per Patient Day data which can then be seen
benchmarked against other organisations in the Model Hospital portal.

• CHPPD is currently used as a measure of nursing, midwifery and healthcare support staff
deployment on inpatient wards.

• From 1st August 2019 the CHPPD data return will include all clinical staff including Allied Health
Professionals (AHPs) who are rostered to and contribute to care provision. This includes specific
roles such as enhanced care, facilitating patient groups or ward leadership.
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• The new guidance states that CHPPD should not include
professionals who work across several wards/services and are not
rostered as part of the ward establishment.

• The e-Rostering Lead has met with the Associate Director for
Therapy Services and will meet with the Director of Nursing and
Integrated Governance during September to discuss how these
changes will impact on CHPPD submissions.



Nursing & Midwifery % Fill Rates – Inpatient Ward Areas
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• More detailed information regarding fill rates for each inpatient area can be
found in the heat maps (Appendix 2). The heat maps are distributed to all
Ward Managers and Matrons each month for discussion and action if
required. This process is overseen with scrutiny from the Heads of Nursing
and the Deputy Director of nursing (Operations)

• Between May –July 2019 the average fill rates for ward shifts (day and night)
remained at >100%. A detailed analysis of Registered Nurse:patient ratio is
currently being undertaken by the Deputy Directors of Nursing as part of
acuity reviews. This will help to understand the skill mix over this period.

• Fill rate information is based on agreed staffing establishments and the table below reports on the
percentage of hours filled over the last seven months. The total fill rate show includes substantive and
temporary staffing hours.

Month
Registered % 

of shifts filled 

DAY

Registered % 

of shifts filled 

NIGHT

Unregistered 

% of shifts 

filled DAY

Unregistered 

% of shifts 

filled NIGHT

Overall 

Average 

Last year's 

Overall 

Average

Apr-19 93.3 96.7 97.9 118.2 102.20% 101.12%

May-19 94.5 96.3 98.1 117.2 101.50% 100.50%

Jun-19 94.9 97.6 97.4 114.4 101.10% 99.80%

Jul-19 92.6 96.4 98.5 118.4 101.47% 99.15%



Nursing & Midwifery Red Flags
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There were 9 red flag incidents reported across the Stamford Unit in May and June but
these flags are ‘against’ Acute hospital criteria and not community. During this time the
Unit was staffed by 5 RNs across 96 beds as opposed to the 6 RNs planned.

Where required on the Unit, an additional Health Care Assistant is deployed and there is
support from a number of non-nursing colleagues such as therapists and technicians. A
full review of the Unit staffing model is progressing.

During May and June 2019 there were 10 red flags reported for medical wards, relating to
missed breaks and delay in medications due to staffing challenges and high acuity. There were
no validated reports of less than two RN on acute hospital wards. Regular walk rounds of all
areas take place throughout the day and night to ensure safe staffing is maintained,
redeploying staff as required.

A review has identified that some staff in non-acute and community settings are reporting
red flags which may not be appropriate for those areas or specialties - or the context of
that environment. A working group is reviewing red flag reporting/monitoring processes,
to include establishing appropriate red flags for different specialties aligned to any specific
workforce standards or guidance. The Heads of Nursing/Midwifery are working with the
patient safety team to validate and react to red flag reports more responsively rather than
validating retrospectively



Nursing & Midwifery Recruitment and Retention
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• Latest turnover rates for Nursing & Midwifery are 11.4% overall. This is a decrease over 12 months;
however it is short of the overall target (11%).

• Retention rates vary between bands, for example, the current turnover rate is 12.9% for Band 5 nurses.
A updated retention plan is being drafted to support retention of staff. Data analysis suggests an
average leaving time of around 3 years with the most common reasons cited being
“training/progression” and “work-life balance”. The retention plan will focus on these areas. The plan
will be led by the Assistant HR Director for Workforce & Recruitment supported by senior nursing
colleagues.

N & M Turnover Aug 2018 – July 2019



Recruitment & Retention
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• According to Model Hospital data, the Trust are currently in Quartile 3 for their retention rates 
(Nursing & Health Visitors) 

• Recruitment and retention is discussed by the senior management team at the Nursing & 
Midwifery Workforce Group, chaired by the Director of Nursing & Integrated Governance.

• A draft Retention Workplan was presented by the Assistant Director of HR at the September 
meeting with specific reference to improving staff experience, flexible employment options 
and access to education & training.



Therapy Services

Retention plans include:

 Extending skills through service reviews

 Exit interviews and analysis to identify themes

 Service reviews linked to restructuring where
appropriate

 Development of strategy to raise the profile of AHPs
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Therapy teams are working with Human
Resource colleagues to implement
apprenticeships wherever possible.

Therapy services are making plans for the
forthcoming National AHP Day on the 14th
October 2019 to celebrate the contribution
of AHPs across the ICFT.

The turnover rate amongst Allied Health professionals is
higher than the Trust average. Work is underway led by the
Associate Director for Therapy Services (with HR support) to
address this.
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Revalidation – Nursing and Midwifery

Within the ICFT, Nurses and
Midwives can currently choose to
store information relating to their
practice hours on an electronic
system (HeART) held by the Trust
which replicates a system held by
the Nursing and Midwifery Council
(NMC).

Month Jan Feb March April May June July August

Number 

Revalidated
15 30 42 14 37 12 17 37

The HeART system was initially
introduced to assist practitioners when
revalidation was implemented for NMC
registrants several years ago. Following a
discussion amongst senior professionals,
the Trust is withdrawing the HEART
system.

A full communication and support will be
provided to staff during this change
which is not expected to have any impact
on revalidation figures.

During the first 8 calendar months of 2019, 204 Registered Nurses/Midwives have
successfully revalidated and there were no reported instances of Registered
practitioners failing to revalidate within the permitted timeframe.



Maternity Services
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• The six-monthly review of midwifery staffing using Birthrate+ guidance
demonstrated a current deficit of 4.13 whole time equivalent midwives according to
the tool, however it is the professional judgement of the senior midwifery
management team that the current establishment enables safe and effective care to
be delivered.

• It is, however, acknowledged that as the plans progress to meet the requirements of
recommendations in Better Births, Saving Babies Lives and the NHS Long Term Plan,
further investment into midwifery staffing will be required. The Trust is working with
Greater Manchester partners via the Local Maternity System to determine the
costings of fully implementing all the recommendations.

• The midwife:birth ratio continues to be monitored on a monthly basis on the
maternity dashboard to identify any changing trends between the six monthly
reviews.



Children and Young People’s Services

Children, Young People and Families Workforce Review

Review of Paediatric Inpatient Unit Staffing

13

• A new Directorate Manager for Children, Young People and Families has
been appointed and will be working with the Pathway Leads, supported
by the Deputy Director of Nursing (Operations) to undertake a workforce
review of the services against best practice standards and guidance,
aligned to professional judgement.

• Paediatric staffing levels have previously been reviewed and monitored in the Trust against Royal
College of Nursing standards. Last year, it was requested that the Trust obtain and implement a
recognised workforce tool for use on the Children’s Unit to provide more robust data. The Shelford Tool
was obtained and explored, along with a data collection tool used across the Greater Manchester
Trusts, which also incorporates acuity and dependency.

• The Greater Manchester data collection tool has been used to collect data from January and July, and
this is being analysed, reviewed and considered alongside Safer Workforce Standards as part of the
nursing and midwifery workforce reviews being undertaken across the Trust this month.



Children and Young People’s Services

Neonatal Intensive Care Unit Staffing

14

• The Trust NICU has 13 cots of which 1 is Intensive Care, 3 are High Dependency and 9
are for Special Care.

• British Association of Perinatal Medicine (BAPM) standards require a nurse to baby
ratio of 1:1 for Intensive Care, 1:2 for High Dependency Care, and 1:4 for Special Care.
There is also a requirement for nurses caring for Intensive and High Dependency Care
babies to be Qualified in Specialty.

• Data taken from the electronic data system used by the neonatal network at the end
of July 2019, for the previous 12 months, demonstrates that 74.21% of shifts were
staffed to BAPM recommendations, compared to a national average of 69.16%.

• The percentage of shifts with appropriate Qualified in Specialty nurses was 96.97%
compared to a national average of 76.5%.

• The Trust is currently reporting that 0% of shifts have a supernumerary team leader
compared to a 37.8% national average. From August 2019 all shifts worked by the
Ward Manager (with the exception of clinical duties) will be reported as having a
supernumerary team leader.



Intermediate Tier Services

Stamford Unit
• A review of the workforce models for the Stamford Unit is underway. There are currently 8.32 WTE

Registered Nurse vacancies across the Stamford Unit however average fill rates for May and June
remained at over 98%.

• Recruitment is ongoing with a rolling advert and fast-track processes - as people apply they are
shortlisted within 24 hours and then interviewed within one week.

• Average sickness levels across the Unit during May and June was 7% comprising of mainly long-term
absence by non-registered staff. Attendance is being actively managed with HR support.

Community Specialist Services

• Within the teams of Extensive Care, End of Life, Continence, District Nursing and Intravenous Therapy
there are 8.86 WTE Registered Nurse vacancies. However, 5.3 WTE have been appointed and are
awaiting a start date.

• Sickness levels were high in some areas during May and June but are now largely resolved.

15



Nursing and Midwifery Workforce Reviews

16

• Developing Workforce Safeguards (NHS Improvement, 2018) state that Trusts must ensure the
three following components are used in safe staffing processes:

Evidence-based tools (where they exist)
Professional judgement
Outcomes

• During the first week of September, workforce review sessions are being undertaken, led by the
Deputy Director of Nursing (Operations), supported by Finance and HR colleagues, across all acute
wards and departments.

• Each session is being attended by the ward/department Matron, Ward Manager, Directorate
Manager, along with Divisional Finance and HR Business Partners.

• Data from Safer Nursing Care Tool (or other relevant tools) is being reviewed, alongside ward level
Model Hospital Nursing/Midwifery data, and budgets and establishments. Alternative workforce
models are being discussed and explored as appropriate, particularly for areas struggling to recruit
nursing staff.

• On completion of the reviews, recommendations will be made for each area, with costings to
identify either pressures or efficiencies.



Next Steps

17

• Implementation of the new Care Hours Per
Patient Day guidance, reflected in future
reports.

• Workforce reviews for acute areas
(including paediatrics) to be undertaken
during September with recommendations
to the Nursing and Midwifery Workforce
Planning Group and highlighted in future
reports.

• A new eRostering Workforce Group led by
the Director of HR will be established to
provide further scrutiny and challenge

• New process for reporting and
monitoring red flags to be implemented
by the end of October and featured in
future reports.

• Retention plans for (a) Nursing and
Midwifery and (b) Allied Health
Professionals being drafted.

• Ongoing work within the Local Maternity
System (LMS) regarding implementing
the recommendations of Better Births
and the Long Term Plan for maternity
services



Appendix One – National Resources

 National Quality Board - Safe, sustainable and productive staffing. An improvement resource for adult 
inpatient wards in acute hospitals. 2016 (2017 approved)

 Hard Truths – The Journey to Putting Patients First ‘Hear the patient, speak the truth and act with 
compassion’. Published by the Department of Health 2014

 National Quality Board report – How to ensure the right people, with the right skills, are in the right 
place at the right time. Published by NHS England. 2013

 The Model Hospital Portal - A digital information service provided by NHS Improvement to support the 
NHS to identify and realise productivity opportunities; key nursing information is contained within the 
portal. https://improvement.nhs.uk/news-alerts/updates-model-hospital/

 NHS Improvement-Developing Workforce Safeguards: Supporting providers to deliver high quality care 
through safe and effective staffing October 2018

 NHS Long Term Plan (2019)
 Five Year Forward View (& Next Steps) (2014)

18
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Planned Orthopaedic Unit 29 0 100.0% 1 0 1 0 0 0 Y 92.2% 10.4% 97.8% 49.6% 3.55% 9.2% 96.6% 27.28% 100.0% 21.2% 6.05% 14.4% 3.7 4.6 2.9 3.8 8.5

Integrated Gynae Surgical Unit 159 2 100.0% 0 0 7 0 0 0 Y 95.2% 2.7% 100.8% 12.0% 1.48% 11.8% 108.3% 32.14% 137.4% 53.8% 5.22% 15.1% 3.1 3.3 3.2 4.2 7.6

Emergency Orthopaedic Unit 38 0 100.0% 0 0 0 0 0 0 N 91.7% 1.23% 97.8% 36.6% 7.12% 9.0% 96.7% 42.06% 130.7% 33.2% 4.36% 9.5% 3.5 3.9 3.0 3.8 7.8

Critical Care 30 0 100.0% 0 0 3 0 0 0 Y 98.7% 12.7% 98.0% 24.4% 0.00% 10.8% 80.2% 45.23% - N/A 0.00% - 24.6 35.5 1.3 1.6 37.1

Acute Medical Unit (AMU) 11 1 92.6% 0 0 2 0 0 0 Y 86.5% 5.4% 96.6% 38.2% 0.89% 10.7% 97.9% 4.04% 97.1% 15% 2.53% 11.7% 4.1 6.3 4.3 7.0 13.2

Acute Cardiology Unit (ACU) 32 1 100.0% 0 0 0 0 0 0 Y 99.1% 8.5% 97.9% 12.2% 7.28% 17.6% 91.9% 13.93% 129.2% 25.07% 1.31% 10.7% 5.2 5.5 2.8 3.1 8.7

Heart Care Unit (HCU) 42 0 100.0% 0 0 1 1 0 0 N 100.1% 22.4% 100.0% 21.1% 0.36% 15.2% 115.3% 26.66% 104.8% 20.0% 4.24% 13.4% 3.3 2.8 3.8 3.6 6.4

Ward 31 31 0 81.8% 0 0 1 0 0 0 Y 96.9% 21.1% 98.5% 65.3% 16.10% 13.1 75.6% 35.60% 99.1% 35.3% 8.72% 14.9% 2.6 2.7 4.4 3.9 6.6

Ward 40 70 1 94.3% 2 0 2 0 0 1 Y 121.4% 18.2% 99.1% 54.6% 0.00% 11.7 112.5% 16.79% 144.7% 34.1% 9.08% 13 2.6 3.2 2.6 3.6 6.8

Ward 41 78 1 95.0% 0 0 1 0 0 1 N 95.5% 18.8% 85.1% 26.6% 0.00% 7.5 80.8% 10.19% 119.2% 42.2% 4.24% 10.9 2.6 3.1 3.3 4.1 7.2

Ward 42 22 0 89.2% 1 0 0 0 1 2 Y 91.6% 3.5% 96.8% 46.0% 1.65% 13.5 111.8% 26.91% 124.8% 30.5% 11.48% 13.2 2.8 2.9 2.8 3.5 6.4

Ward 44 24 0 63.0% 0 0 0 0 0 0 Y 84.1% 3.2% 100.0% 24.5% 2.60% 14.9 77.1% 38.10% 135.8% 44.6% 2.15% 8.5 2.7 2.6 3.8 4.0 6.5

Ward 45 12 1 100.0% 0 0 0 0 0 0 Y 80.4% 7.0% 98.4% 31.2% 0.00% 9.6 89.9% 9.41% 100.0% 21.2% 1.04% 7.3 2.7 2.5 4.8 4.8 7.3

Ward 46 49 0 89.3% 0 0 1 0 1 0 Y 87.2% 11.5% 74.7% 24.7% 10.31% 8.1 100.0% 9.78% 212.5% 45.1% 0.20% 13.7 3.0 2.6 3.0 4.4 7.0

Ward 27 (Maternity) 32 1 96.3% 1 0 0 0 0 0 Y 93.0% 15.0% 88.8% 21.3% 15.41% 10.0% 90.6% 29.92% 99.5% 15.7% 1.68% - 3.1 4.5 1.3 1.9 6.4

Neonatal Unit (NICU) 15 0 100.0% 0 0 2 0 0 0 Y 103.7% 19.2% 104.1% 13.7% 4.66% 10.9% 100.0% N/A - N/A 3.23% - 7.8 16.4 0.4 0.8 17.2

Children's Unit 96 0 100.0% 0 0 2 0 0 0 Y 88.5% 7.5% 122.6% 5.2% 2.53% 12.4% 81.9% 16% - N/A 7.24% 16.0% 4.6 8.6 1.0 2.2 10.9

Stamford Unit Ground 26 0 91.7% 1 0 0 0 0 0 Y 97.6% 4.7% 100.0% 34.3% 0.46% 18.3% 96.9% 12.78% 100.9% 18.6% 4.62% 13.6% 1.7 1.7 3.8 3.8 5.6

Stamford Unit 1st Floor 10 0 91.7% 1 1 4 0 0 0 Y 101.0% 9.0% 98.7% 34.7% 0.00% 11.5% 107.4% 28.21% 101.4% 26% 6.85% 11.9% 1.7 1.7 3.8 4.1 5.8

Stamford Unit 2nd Floor 10 0 89.0% 0 0 4 0 0 0 Y 100.9% 17.8% 97.0% 30.0% 11.08% 6.8% 106.3% 9.25% 101.7% 23.9% 11.94% 14.3% 1.7 1.7 3.8 4.1 5.9

Inpatient Totals/Averages 816 8 87.6% 7 1 31 1 2 4 85% 94.5% 10.6% 96.3% 29.2% N/A N/A 98.1% 20.7% 117.2% 31.1% N/A N/A 3.5 4.0 3.2 3.9 7.9

Appendix 2(a) Heat map - Inpatient Ward Areas - May 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 >115%  -Blue >95% - Green <9% or >18.1% - Red
>1- Amber >1 - Amber >1 - Amber >1 - Red >1- Amber >1 - Amber 86-114%- Green 90 - 95% - Amber 9-11% or 17-18%- Amber
>2 - Red >2 - Red > 2 - Red >2 - Red >2 - Red 80-85% -Amber <90% - Red 11-17%- Green

<80% - Red
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Planned Orthopaedic Unit 27 1 97.4% 0 0 0 0 0 0 Y 90.2% 10.6% 96.4% 61.0% 0.66% 15.6% 98.7% 12.15% 100.0% 53.7% 1.76% 10.1% 3.7 4.9 2.9 4.2 9.1

Integrated Gynae Surgical Unit 171 2 98.6% 0 0 3 0 0 0 Y 107.1% 2.6% 99.2% 6.0% 0.41% 13.4% 92.6% 36.09% 110.2% 40.2% 4.26% 13.3% 3.1 4.0 3.2 4.0 8.1

Emergency Orthopaedic Unit 59 1 93.6% 0 0 2 0 1 3 Y 96.3% 5.33% 98.9% 37.4% 3.34% 10.2% 105.3% 20.78% 141.7% 30.8% 1.71% 7.2% 3.5 3.9 3.0 4.0 7.9

Critical Care 52 0 100.0% 0 0 4 0 0 0 Y 95.2% 17.3% 93.6% 27.0% 0.00% 14.5% 103.5% 23.62% - N/A 0.00% N/A 24.6 34.3 1.3 2.0 36.3

Acute Medical Unit (AMU) 4 1 88.2% 0 0 1 0 0 1 Y 85.0% 10.0% 94.3% 35.1% 2.24% 98.7% 7.17% 99.0% 14.3% 4.99% 15.0% 4.1 6.2 4.3 7.1 13.2

Acute Cardiology Unit (ACU) 10 0 100.0% 0 0 0 0 0 0 N 94.4% 8.2% 98.3% 19.4% 4.73% 17.2% 86.6% 11.48% 117.0% 40.2% 1.62% 5.6% 5.2 5.8 2.8 3.1 9.0

Heart Care Unit (HCU) 45 0 93.2% 0 0 0 0 0 0 Y 96.1% 23.4% 98.2% 22.0% 12.39% 10.4% 116.2% 21.44% 121.7% 45.46% 10.85% 11.1% 3.3 2.9 3.8 4.0 6.8

Ward 31 0 1 92.6% 0 0 0 0 0 0 N 97.7% 18.4% 94.4% 68.6% 11.47% 12.5 74.5% 32.22% 106.5% 42.7% 13.97% 8.1% 2.6 2.7 4.4 4.2 6.9

Ward 40 0 1 100.0% 0 0 0 0 0 0 Y 120.7% 20.8% 103.5% 60.7% 1.78% 12.3 110.3% 11.41% 130.0% 29.9% 9.52% 15.8 2.6 3.2 2.6 3.4 6.6

Ward 41 43 2 100.0% 1 0 3 0 0 0 Y 99.8% 24.3% 91.3% 46.8% 3.75% 16 95.4% 18.21% 128.9% 47.4% 4.86% 12.4 2.6 2.7 3.3 3.8 6.5

Ward 42 30 1 94.6% 0 0 2 0 1 0 N 90.5% 2.5% 94.5% 58.2% 0.27% 14.6 112.4% 30.88% 123.4% 31.7% 7.05% 14 2.8 2.8 2.8 3.5 6.2

Ward 44 14 0 93.0% 0 0 1 0 0 0 Y 79.6% 1.9% 100.0% 21.9% 0.86% 8.6 101.9% 32.17% 133.5% 46.7% 4.37% 14.2 2.7 2.4 3.8 4.5 6.9

Ward 45 5 2 100.0% 0 0 0 0 0 0 Y 87.9% 7.2% 100.0% 33.5% 1.53% 12.8 78.3% 14.61% 99.2% 27.9% 3.46% 12.4 2.7 2.8 4.8 4.5 7.3

Ward 46 23 2 92.9% 0 0 1 0 0 0 N 90.1% 11.9% 77.5% 23.2% 8.39% 13.9 95.8% 18.62% 183.3% 42.1% 2.17% 12.6 3.0 2.8 3.0 4.1 6.9

Ward 27 (Maternity) 32 1 100.0% 0 0 3 0 1 0 Y 95.3% 10.8% 96.7% 16.2% 8.37% 11.7% 111.6% 26.44% 90.0% 14.8% 0.70% N/A 3.2 4.2 1.3 1.9 6.1

Neonatal Unit (NICU) 40 0 100.0% 0 0 3 0 0 0 Y 103.6% 22.7% 101.7% 18.1% 9.26% 15.9% 100.0% N/A - N/A 0.00% N/A 7.8 11.9 0.5 0.8 12.7

Children's Unit 70 0 94.9% 0 0 0 0 0 0 Y 87.3% 8.3% 120.8% 5.4% 2.67% 13.2% 80.8% 22.6% - N/A 0.00% 16.0% 4.5 9.1 1.0 2.1 11.2

Stamford Unit Ground 9 0 100.0% 0 0 1 0 0 0 N 99.8% 12.3% 100.0% 28.5% 0.00% 11.8% 99.0% 12.86% 100.0% 23.4% 7.36% 15.3% 1.7 1.8 3.8 4.0 5.8

Stamford Unit 1st Floor 9 0 100.0% 1 0 0 0 0 0 N 99.4% 2.1% 98.3% 30.8% 0.00% 12.9% 105.9% 31.20% 99.9% 22.6% 8.44% 13.1% 1.7 1.8 3.8 4.2 6.0

Stamford Unit 2nd Floor 2 0 94.12.% 0 0 5 0 0 0 N 100.2% 1.4% 98.3% 35.8% 8.94% 10.6% 104.2% 15.30% 100.9% 28.3% 10.21% 14.8% 1.7 1.8 3.8 4.3 6.1

Inpatient Totals/Averages 645 15 89.6% 2 0 29 0 3 4 65% 94.9% 11.5% 97.6% 31.4% N/A N/A 97.4% 20.6% 114.4% 33.1% N/A N/A 3.5 4.0 3.2 3.9 7.9

Appendix 2(b) - Heat map - Inpatient Ward Areas - June 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 >115%  -Blue >95% - Green <9% or >18.1% - Red
>1- Amber >1 - Amber >1 - Amber >1 - Red >1- Amber >1 - Amber 86-114%- Green 90 - 95% - Amber 9-11% or 17-18%- Amber
>2 - Red >2 - Red > 2 - Red >2 - Red >2 - Red 80-85% -Amber <90% - Red 11-17%- Green

<80% - Red
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Planned Orthopaedic Unit 29 0 98.4% 0 0 1 0 0 0 Y 92.8% 13.2% 92.5% 53.9% 0.50% 13.4% 92.5% 12.70% 108.1% 49.5% 0.26% 16.9% 3.7 4.5 2.9 3.8 8.3

Integrated Gynae Surgical Unit 159 5 98.2% 0 0 4 0 0 0 Y 100.5% 1.8% 96.0% 14.4% 2.65% 10.6% 92.2% 30.14% 108.9% 44.8% 1.58% 15.3% 3.1 3.3 3.2 3.4 6.8

Emergency Orthopaedic Unit 16 0 100.0% 0 0 0 0 0 0 Y 94.6% 3.00% 86.9% 62.3% 4.11% 17.9% 108.2% 10.40% 151.6% 35.4% 1.10% 9.2% 3.5 3.8 3.0 4.3 8.2

Critical Care 11 0 100.0% 1 0 7 0 0 0 Y 90.2% 15.0% 92.9% 30.4% 0.00% 12.1% 102.4% 12.08% - N/A 0.00% N/A 24.6 34.7 1.3 2.1 36.8

Acute Medical Unit (AMU) 11 2 84.0% 0 0 1 0 0 0 Y 84.0% 14.2% 97.1% 37.6% 2.96% 15.5% 102.4% 13.15% 100.3% 21.8% 6.18% 12.4% 4.1 5.2 4.3 6.1 11.2

Acute Cardiology Unit (ACU) 30 0 96.7% 0 0 0 0 0 0 Y 92.4% 3.0% 98.3% 12.1% 7.10% 12.8% 82.4% 15.14% 119.6% 27.2% 0.00% 19.1% 5.2 5.7 2.8 3.0 8.7

Heart Care Unit (HCU) 50 0 95.7% 0 0 0 0 0 0 Y 101.9% 9.4% 98.4% 26.5% 6.18% 3.5% 107.0% 32.28% 103.4% 20.5% 5.11% 14.1% 3.3 2.7 3.8 3.2 5.9

Ward 31 13 1 93.8% 0 0 3 0 0 0 Y 93.7% 22.8% 93.1% 48.6% 0.67% 16.7 84.1% 26.75% 116.1% 40.6% 10.41% 8.2% 2.6 2.6 4.4 4.6 7.2

Ward 40 26 1 95.4% 0 0 1 0 0 0 Y 117.8% 18.6% 103.2% 54.3% 0.51% 13.2 109.3% 12.72% 132.2% 33.3% 7.08% 14.6 2.6 3.3 2.6 3.5 6.8

Ward 41 48 1 100.0% 1 0 0 0 0 1 Y 98.9% 17.6% 85.6% 57.4% 1.52% 16.1 92.6% 17.81% 131.2% 35.1% 4.25% 15.3 2.6 2.6 3.3 3.8 6.5

Ward 42 21 0 100.0% 1 0 2 0 0 1 Y 84.1% 7.7% 94.6% 43.7% 2.68% 14.3 119.5% 18.92% 128.0% 43.2% 6.51% 14.7 2.8 2.9 2.8 4.0 6.9

Ward 44 19 0 100.0% 0 0 0 0 0 0 Y 75.0% 2.0% 100.0% 14.5% 1.67% 9.3 101.8% 26.10% 135.5% 36.7% 0.32% 12.8 2.7 2.3 3.8 4.4 6.7

Ward 45 8 1 97.2% 0 0 1 0 0 0 Y 90.9% 3.6% 95.1% 59.5% 8.57% 15.7 80.8% 30.22% 99.2% 26.1% 14.68% 8.3 2.7 2.7 4.8 4.5 7.2

Ward 46 12 0 100.0% 1 1 5 0 0 0 Y 85.3% 9.4% 76.2% 35.6% 0.59% 15.5 105.3% 24.47% 230.1% 40.1% 0.71% 12.2 3.0 2.7 3.0 4.7 7.4

Ward 27 (Maternity) 23 1 83.3% 0 0 3 0 0 0 Y 92.6% 9.0% 100.1% 14.3% 1.19% 12.5% 89.8% 24.43% 93.3% 18.9% 7.42% N/A 3.2 3.8 1.3 1.5 5.3

Neonatal Unit (NICU) 36 0 100.0% 0 0 0 0 0 0 Y 99.2% 19.2% 100.0% 18.7% 10.25% 18.0% 100.0% N/A - N/A 0.00% N/A 7.8 11.1 0.7 1.0 12.1

Children's Unit 132 0 100.0% 0 0 0 0 0 0 Y 85.7% 11.7% 122.4% 4.6% 2.91% 13.1% 91.3% 32.5% - N/A 0.00% 7.6% 4.6 9.7 1.0 2.8 12.5

Stamford Unit Ground 28 0 92.9% 0 0 0 0 0 0 Y 100.9% 10.0% 98.9% 38.5% 0.69% 13.0% 100.8% 20.2% 101.6% 16.4% 5.81% 13.1% 1.7 1.8 3.8 4.0 5.7

Stamford Unit 1st Floor 5 0 87.5% 0 0 6 0 0 0 Y 98.9% N/A 98.5% 39.5% 9.59% 14.2% 105.8% 19.42% 99.8% 14.6% 5.05% 15.1% 1.7 1.7 3.8 4.1 5.8

Stamford Unit 2nd Floor 4 1 100.0% 2 2 0 0 0 0 Y 98.9% 4.7% 98.2% 29.9% 13.02% 16.7% 103.6% 18.29% 101.7% 25.5% 6.96% 15.5% 1.7 1.8 3.8 4.2 6.0

Inpatient Totals/Averages 681 13 87.1% 6 3 34 0 0 2 100% 92.6% 10.9% 96.4% 32.8% N/A N/A 98.5% 20.6% 118.4% 31.1% N/A N/A 3.5 3.8 3.2 3.9 7.7

Appendix 2(c) - Heat map - Inpatient Ward Areas - July 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 >115%  -Blue >95% - Green <9% or >18.1% - Red
>1- Amber >1 - Amber >1 - Amber >1 - Red >1- Amber >1 - Amber 86-114%- Green 90 - 95% - Amber 9-11% or 17-18%- Amber
>2 - Red >2 - Red > 2 - Red >2 - Red >2 - Red 80-85% -Amber <90% - Red 11-17%- Green

<80% - Red



KEY ISSUES AND ASSURANCE REPORT 
Workforce Committee 

September 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale 

Transformational change The Committee received a presentation 
of academic work undertaken at the 
Trust in relation to the co-location of 
District Nursing and Adult Social Care 
teams at Stalybridge  

The presentation gave the Committee good 
insight into both the achievements and the 
challenges remaining. 

Workforce Dashboard The Committee reviewed the workforce 
dashboard 

There was positive assurance of progress in 
most areas, particularly sickness absence and 
the time taken to fill vacant positions. 

Workforce strategy 
Update 

The Committee considered the 
programme of work underway whilst 
the the narrative for the workforce 
strategy is being developed 

The Committee welcomed the progress being 
made. The Committee particularly welcomed 
the work being undertaken to ensure all parts 
of the Trust were fully engaged with the 
process, and noted the engagement sessions 
taking place in relation to the Staff Survey 
from Sept- Dec entitled ‘From Good to 
Outstanding’ 

Final draft to be presented to 
Committee 

By end March 
2020 

GMC Junior Doctor 
Survey 

The Committee reviewed the outcomes 
of the annual survey 

The Committee noted that the results were 
disappointing, but represented a particular 
‘snapshot’ at a moment in time. 



Issue Committee Update Assurance received Action Timescale 

There was positive assurance that the issues 
raised had been addressed and resolved in 
real time. . 
The Committee noted that, owing to the 
timing of junior doctor rotations, individuals 
might not be aware that the  issues had been 
resolved. 

The Committee noted as a positive that no 
issues regarding education quality had been 
raised. 

Equality Strategy The Committee considered the draft 
Strategy. 

The Committee noted that the strategy 
reflected the three national priority areas- 

• Staff  experience 

• Diversity in leadership/ Board 

• Diversity in workforce 

Present to Board for 
consideration and approval 

September 
2019 

The Committee supported the key themes 
and suggested key actions in the strategy 

Workforce Race Equality 
Scheme (WRES)  
Workforce Disability 
Equality Scheme (WDES) 

The Committee noted the outcomes of 
the annual  Workforce Race Equality 
Scheme, and the Workforce Disability 
Equality Scheme 

The committee noted that the actions from 
both these documents had been incorporated 
into the Workforce Strategy and the 
accompany objectives. 
There was positive assurance that the Trust 
had made the annual submission in relation 
to both these documents. 

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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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September 2019 Public X Confidential Agenda item 

Title Significant Risk and Board Assurance Framework Risk Report 

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

Author Thomas Jinks – Associate Director of Integrated Governance 

Recommendations made/ Decisions requested 

It is recommended that the Trust Board receive this report which provides an updated position of 
significant risks and Board Assurance Risks scoring 15 or over across the Trust. The risks have 
previously been reviewed at Service Quality and Operational Governance Group 

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 

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 N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance All sections  

Sustainability (including environmental impacts) N/A 

Executive Summary 

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

There are no new significant risks, reductions to risk scores, or increases to risk scores to report 
since the previous paper 

Following the IM&T Risk summit in August the following changes to previous risks are proposed 

Changes to the risk descriptions of:-  

CR4012 Cyber security threat Banking Trojans now using locky ransomware to  
• Cyber Security Threat causing major IT disruption or data loss. 

This has been proposed to broaden the risk to all cyber security risks and define the impact in the 
description. 

AF3491 Disruption of the Trust IT infrastructure affecting clinical systems to   
• Significant (> 1 Standard Working Day) disruption of the Trust IT infrastructure affecting 
clinical systems.    

This has been proposed to strengthen the risk description by defining the meaning of disruption 
adding context in terms of timescale and losses of systems.   

All IM&T related risks were reviewed in detail and controls and mitigations revised. It was 
proposed that both risks were revised in terms of risk appetite and amended from moderate to 
low.   
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September 2019 – Significant Risk and BAF Risk Report 

1.0 Summary Narrative of Significant Risk and BAF Paper  

This paper provides members of Trust Board 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 
• 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 

These are no new significant risks to report since the previous report.  

1.2 Reductions to risk scores 

There are no reductions to risk scores to report since the previous paper 

1.3 Increases to risk scores 

There are no increases to risk scores to report since the previous paper 

1.4 Changes to previous risks 

Following the IM&T risk summit in August 2019, there are proposed changes to the risk 
descriptions of:-  

CR4012 Cyber security threat Banking Trojans now using locky ransomware to  
• Cyber Security Threat causing major IT disruption or data loss. 

This has been proposed to broaden the risk to all cyber security risks and define the impact 
in the description. 



Page 4 of 20

• AF3491 Disruption of the Trust IT infrastructure affecting clinical systems to   
Significant (> 1 Standard Working Day) disruption of the Trust IT infrastructure 
affecting clinical systems.    

This has been proposed to strengthen the risk description by defining the meaning of 
disruption adding context in terms of timescale and losses of systems.   

All IM&T related risks were reviewed in detail and controls and mitigations revised. It was 
proposed that both risks were revised in terms of risk appetite and amended from moderate 
to low.   

2.0      Recommendations  

The Board are requested to:-  
1) Review and consider the current significant risks, revised risk descriptions and 

identified controls, and mitigations within the report. 
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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 ADoQG: Associate Director of Quality & Governance 

DoF:   Director of Finance BS:         Board Secretary 

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 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. The Trust has engaged with 
medical staff to improve recruitment. The Trust 
is continuing to work to resolve medical staffing 
vacancies in the Radiology Department and 
Palliative Care Services, There is a medical 
retention action plan in place, further work to 
reduce the risk includes proactive recruitment 
and review of terms and conditions and 
recruitment and retention premiums. However 
the risk is influenced by the national picture and 
availability of workforce. This risk was reviewed 
at the July 2019 Workforce Committee. 

WC 
MD 

DoHR 20 10 10 Moderate 

Risk AF 5.1 
(4059) 

Failure to deliver Trust 
efficiency programme (TEP) 

This risk was reviewed by the Director of 
Finance and the Trust Finance Committee in 
June 19. The Committee agreed that the risk be 
separated from the risk of not achieving 
transformational savings and a new risk be 
added to reflect this which is now included as 
AF5.8 

FC DoF 16 12 4 Moderate 

Risk AF 5.8 
(5078) 

Failure to deliver the Trust's 
2019/20 control total for Income 
and Expenditure without a 
corresponding increase in the 
delivery of TEP.

This risk evolved out of the separation of AF2.2 
to reflect current risk and allow for more 
accurate risk scoring across the financial risk 
elements. The risk was presented and finalised 
at the July 2019 Finance Committee. 

FC DoF 16 12 4 Moderate 

Risk AF5.11 
(5081) 

Risk to cash management and 
working capital if the Trust fails 
to meet risk 5.1, 5.8 and 5.10 or 
the requirements of the Provider 
Sustainability Funding (PSF) or 
the Financial Recovery Funding 
(FRF). 

This risk was added to the BAF following 
discussion at the June 2019 Finance 
Committee and is a result of separation of 
elements of AF2.2 Failure to deliver the 
2019/20 financial plans (Capital, Revenue, 
Cash) approved by Trust Board.  
 The separation of the risk was made to provide 
clarity of the actual risk and allow accurate 
scoring of the risk. 

FC DoF 16 12 4 Moderate 

Risk AF 1.23 
(734) 

The ability to consistently sustain 
and maintain safe nurse 

This risk is currently scoring 15 as Divisional 
risk mitigation plans are controlling the risk.  A 

WC 
DNIG 
DoHR 

15 10 5 Low  
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staffing levels  new Nursing Workforce Group has been 
established with a new ToR to combine the 
agendas of two previous Groups and ensure a 
more integrated approach to nurse staffing. The 
risk has been reviewed by the Director of 
Nursing and Integrated Governance and Deputy 
Directors of Nursing. The changes were 
reviewed and approved at the July 2019 
Workforce Committee  

Risk AF 4.8 
(3491) 

Significant (> 1 Standard 
Working Day) disruption of the 
Trust IT infrastructure affecting 
clinical systems.   

The risk has been reviewed at the IM&T Group 
Risk Summit meeting in August 2019 the risk 
description has been revised to define the risk 
in respect of the context of significant 
disruption. It was proposed this would be 
defined as great than 1 working day. In addition 
parameters of what types of losses would be 
contributory to the risk emerging were defined. 
The risk was reviewed in detail and controls, 
mitigations and score considered. The risk 
appetite was amended to low.  It was proposed 
that the scoring should remain the same and 
was appropriate.  

IMTG DoP 15 10 5 Low 

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 

CR4012 

Cyber Security Threat causing 
major IT disruption or data loss 

The risk was reviewed in depth by IM&T Group 
at a focussed Risk Summit meeting in August 
2019. It was proposed that the risk description 
be changed to broaden cyber security threats 
beyond Locky ransomware and the impact 
defined in the risk description. Controls and 
mitigations were revised and the risk appetite 
amended to reflect a realistic tolerance level of 
low. The score remains 15 and at target score 
the target score reflects the challenges of 
continual development of cyber threats.   

IMTG DoP 15 15 0 Low 
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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. 

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: 
July 2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
10 concern

Date of next review: 
December 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 
The local and national picture and changes influence the Trust’s ability to achieve this target. Date 
for meeting the target risk score of 10 is the end of Quarter 3 2019/20. 

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:

•  Use Bank Staff to bridge the gap 

• Capacity & Demand is reviewed through a robust job planning process 

• Recruitment into the vacant posts is progressed and monitored 

• Continual International recruitment  

• Workforce Strategy 

• Sickness Policy and monitoring  

• Temporary staff management monitoring 

• Senior Managers receive daily staffing report summaries 

• Staffing monitored via Quality Account Dashboard and HR metrics. 

• Reports to Board and Executive Team  

• Weekly monitoring of KPI’s 

• Medical staff retention action plan

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

0
5

10
15
20
25

Target Score

Risk Score

Trajectory
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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 

Continuous 
implementation 
throughout 
2019/20 

Risk source
Operational performance 

Anticipated effect of controls It is expected that the risk will incrementally reduce to 
align to the risk score target trajectory. 
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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 target (TEP) Assurance Committee 
Finance Committee

Executive Director Lead 
Director of Finance, 
supported by EMT 

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

Risk Direction 
Unchanged 

Last received at Finance  
committee: 
June 2019 

Target Risk Rating 
3 x 4 = 12

Target Gap Score 
4 tolerable

Date of next review: 
Oct 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 will only accept the possibility of failing to deliver the TEP target if 
expenditure offset’s the shortfall. 

Controls: 

• Monitoring at the Trust Efficiency Programme (TEP) Assurance Meeting. 

• 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. 

• Detailed review of all theme project plans by Divisional Directors and Senior Leads. 

• Review from the Trust’s Use of Resource inspection report. 

Assurance: 
Internal:                                                                                External: 

• TEP Assurance Meeting                                     External Audit 

• Finance Improvement Board (FIB)                              

• Internal Audit 

• Operational Group                                                

• Finance Committee                                              NHSI 

• Trust Board                                                           Greater Manchester Health and               

• Divisional Performance Groups                          Social Care Partnership 

• Joint Management Team  

• Programme Leads meeting 

• TEP theme meetings i.e. PEG. 

Mitigating actions: (what more should we do?)
1. Review savings programme from a 

neighbouring Trust to facilitate best 
practice. 

Responsible person 
Director of Finance  

Timescale 
Financial year Q2 
2019/20  

Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?)  
No gaps  

Risk source
Strategic Insight and Foresight 

Anticipated effect of controls  It is expected that the risk will incrementally reduce  to 
align to the risk score target  trajectory 
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF 5.8 Date entered on register:  
07/05/2019 

Risk ID number:AF5078

Risk Description: Failure to deliver 2019/20 control total for income and expenditure without a 
corresponding increase in the delivery of TEP. 

Assurance Committee 
Finance Committee

Executive Director Lead 
Director of Finance, supported by 
EMT

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

Risk Direction       
Unchanged

Last received at Finance  
committee: 
June   2019 

Target Risk Rating 
3 x 4 = 12

Target Gap Score 
4 Tolerable

Date of next review 
Oct 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 control total for income and expenditure 2019/20 and delivery of TEP 
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 will only accept failure to deliver the trust’s control total, if, by not doing so 
would put patients at harm. 

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

• Month 6 meeting with commissioners to ensure health economy finances are on track and 
agree mitigation plans

• Established Governance System

• Improvements to clinical coding 

• Standing Financial Instructions

• Finance Improvement Plan.

• New business case template.

Assurances:  Internal Assurances:  
- Annual Accounts and report approved by Audit committee  
- Finance & Performance reports to budget holders  
- Financial Improvement Board. 
- Activity management group 
- Finance Scrutiny Committee 
- 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 
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Mitigating actions:  
1. Develop and submit to regulators milestones. This will 
include monitoring the quarterly financial achievement in 
line with the PSF requirements. 

Responsible person Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
No gaps 

Director of Finance / 
Finance Team   
All Directors

Each Quarter 

Risk source Strategic Insight and Foresight Anticipated effect of controls Delivery of Board approved  financial plan



Page 13 of 20

Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF 5.11 Date entered on register:  
07/05/2019 

Risk ID number:AF5081

Risk Description: Risk to cash management and working capital if the Trust fails to meet risk 5.1, 
5.8 and 5.10 or the requirements of the Provider Sustainability Funding (PSF) or the Financial 
Recovery Funding (FRF). 

Assurance Committee 
Finance Committee

Executive Director Lead 
Director of Finance

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

Risk Direction       
Unchanged

Last received at Finance  
committee: 
June   2019 

Target Risk Rating 
3 x 4 = 12

Target Gap Score 
4 Tolerable

Date of next review 
Oct 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 
End of quarter 4 2019/20  

Rational for risk appetite  
The Trust is prepared to accept the possibility of some risk to the level of borrowing 
recognising the risk to revenue/TEP and capital expenditure and link to patient harm. 

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 

• 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

• Standing Financial Instructions

• Finance Improvement Plan.

• Strong working relations with local commissioners regrading payment schedule.

• Effective processing of aged debtors and creditors reports.

• Detailed cash flow forecasts

• Effective capital planning, ensuring expenditure does not exceed capital plan and/or 
available cash constraints. 

Assurances:  Internal Assurances:  
- Annual Accounts and report approved by Audit Committee  
- Finance & Performance reports to budget holders  
- Executive Management Team  
- Capital Planning Group 
- Capital, Revenue and Investment Group 
- Finance Scrutiny Committee 
- Audit Committee 
- Divisional Performance Groups 
- Operational Group 
- 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 
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Mitigating actions:  
1. New and improved cash flow forecasting detail. 

Responsible person Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
No gaps  Director of Finance / 

Finance Team   
Q2 2019/20

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  Assurance Committee 
Workforce Committee

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

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

Risk Direction 
Unchanged 

Last received at Workforce 
committee: 
July 2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
5 tolerable 

Date of next review at Workforce 
Committee : 
November  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 
Target Score achieved in January 2019. A review of the target score decreased this to 10 in January 
2019. It is expected that the revised target score will be reached over the financial year 2019/20 

Rational for risk appetite; Preference for safe delivery options that have a low degree 
of inherent risk 

Controls:

• Roster sign off and scrutiny processes 

• Robust retention plan  

• Close monitoring and management of staffing escalation process and provision of cover by 
senior nursing staff 

• Training Needs Analysis and Workforce Strategy 

• Sickness Policy and monitoring.  

• Use of Agency staff to bridge the gap 

• Temporary staff management monitoring. 

• 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. 

• 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. 

• Keep in touch events 

• The Nursing Workforce Group with defined roles and responsibilities has been formed and 
was established in May 19 and is currently reviewing and developing revised strategies 

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.  

• Unify Return 

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

• Nursing Workforce Group 

• 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
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• Developing Workforce Safeguards (NHSI publication) have been systematically 
reviewed. Statement provision in the annual governance statement. 

• Staffing monitoring via Quality Account Dashboard and HR metrics. 

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

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

Reports to: 

• Trust Board  

• Executive Management Team 

• Workforce Committee

• Staffing reports to Board 

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. Acuity Review of Workforce Safeguards 
2. Explore nursing international recruitment 

Director of Nursing 
and Integrated 
Governance   
Deputy Directors of 
Nursing  

1.September 2019 
2. September 2019

Risk source Operational performance, incidents and complaints Anticipated effect of controls To continue to improve and maintain safe staffing levels



Page 17 of 20

Strategic Priority (Objective) Corporate Objective 1 BAF Ref: AF4.8 Date entered on register: 
15/09/14

Risk ID number: AF3491 

Risk Description: Significant (> 1 Standard Working Day) disruption of the Trust IT infrastructure 
affecting clinical systems.    

Loss of 
• External Network Links 
• Firewalls 
• Internal Core Network 
• Core Switches 
• Distribution Switches  
• Storage/Compute 

Assurance Committee 
EMT/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 
August 2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
5 tolerable 

Date of next review: 
November 2019 

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

Rationale for current score: 
Complexity and expansion of 
infrastructure  
Additional assurance required of 
effectiveness and awareness of 
Business Continuity Plans (BCPs) 

Date when target risk score expected to be achieved 
 December 2019 

Rational for risk appetite  
Preference for ultra-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. 
• Departmental business continuity plans in place in the event of an IT outage 
• 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 
• Appropriate resource structure to meet the business model (including hardware, 
software and training) 
• Identification and mitigation plans reported via the Risk Management Group 
• IM&T Group in place to support developments across the Trust 
• Continued mitigation for single points of failure  
• Assurance that supporting infrastructure is vendor supported  
• External Auditing 
• Capital Funding for infrastructure 

Assurance:  

• Significant reduction in number of unscheduled outages impacting Trust services. 

• Executive Management Team Board Reports 

• Exception Reports  

• Data Security and Protection Toolkit Audit – Internal & External (MIAA) 

• Third party reviews and feedback 

• IM&T Group 

0
5

10
15
20
25 Trajectory

Target score

Risk score



Page 18 of 20

Mitigating actions: Responsible 
Person  

Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
Additional assurance required of effectiveness and awareness of Business Continuity 
Plans (BCPs BCP workshops to increase effectiveness and awareness Director of 

Performance 
and 
Informatics  

December 
2019 

Risk source
Operational performance 

Anticipated effect of controls Reduced impact of significant IT disruption
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Corporate Significant Risks Appendix 3 

Strategic Priority (Objective) Corporate Objective  1 BAF Ref: AF4.8 Date entered on register: 
05/04/16

Risk ID number: CR4012

Risk Description : Cyber Security Threat causing major IT disruption or data loss 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: 
August 2019 

Target Risk Rating 
3 x 5 = 15

Target Gap Score 
0 

Date of next review: 
November 2019 

Graph of Risk over time 

Risk Appetite  

None 

low 

Moderate 

High 

Significant 

Rationale for current score: 
Current IM&T infrastructure 
with local and national 
intelligence based on present 
day knowledge of Cyber 
Security.

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 ultra-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 - CareCert 

• 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 

• Mandatory Training – Information Governance 

• Vendor supported hardware and software 

• Regular patching 

• Attendance at North West Warning and Advice Reporting Point (NW WARP) 

• Specialist training 

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 Assurances  

• External Audit  
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Strategic Priority (Objective) Corporate Objective  1 BAF Ref: AF4.8 Date entered on register: 
05/04/16

Risk ID number: CR4012

• Capital Funding for infrastructure 

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. Exploration of artificial intelligence 
software 

2. Change Control Board (CCAB) to 
review all hardware and software 
purchases to ensure cyber security 
compliance. 

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



KEY ISSUES AND ASSURANCE REPORT 
Quality and Governance Committee 

August 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale 

Committee workplan The Committee was provided with an 
updated workplan 

The Committee had positive assurance that all 
relevant areas of work, both for Terms of 
Reference and CQC requirements, were 
covered within the appropriate periods 

Chairs of Committees to 
discuss whether to adopt this 
format for all Committees  

September 
2019 

Learning from Deaths The Committee received the periodic 
update on mortality statistics and 
processes. 

The Committee had positive assurance that 
there were appropriate processes, that learning 
was taken and embedded, and that the Trust 
continued to focus on this area. 

Periodic report to Board September 
2019 

The Committee noted the need for all Directors 
to fully understand the processes and how they 
fed into national indicators (HSMI/ SHMI) 

Secretary to seek master-class 
at next Board Seminar session 

October 2019 

Infection Control Annual 
report 

The Committee received the annual 
report on the Trust’s Infection 
Prevention and Control work 

The Committee had positive assurance that the 
Trust was compliant with the relevant 
requirements. 

‘Deep Dive’- Infection 
Control risk 

The Committee received a ‘deep dive’ 
review of the strategic risk related to 
infection control in community 
settings (AF 5.6) 

The Committee had positive assurance that the 
risk was being pro-actively and effectively 
managed. 

CQC Update The Committee were updated on 
progress related to developing actions 
in response to the ‘Should-Do’ matters 
raised in the CQC Inspection report 

Service Quality and Organisational Governance 
Group were leading on the process and would 
agree the actions required. 

When agreed, actions to be 
reported to Committee. 

October 2019 

Patient Safety Strategy The Committee noted the publication 
of the national Patient Safety Strategy 

Work was in place to produce a gap analysis for 
consideration. 

October 2019 



Issue Committee Update Assurance received Action Timescale 

Integrated Safeguarding The Committee received the annual 
Integrated Safeguarding report 

There was positive assurance that the Trust 
was working effectively, both internally and 
with partners, to deliver safeguarding. 

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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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th Sept 2019 Public  Confidential Agenda item 

Title Financial Report – Month 5 

15 
Lead Director Sam Simpson – Director of Finance 

Author Asif Umarji – Assistant Director of Finance 
Lindsey Hulme – Assistant Director of Finance 

Recommendations made/ Decisions requested 

The Trust Board are asked to discuss the contents of the report, recognise the risk and endorse 
the actions required. 

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 

 Well-Led X Use of Resources 

This paper is 
related to these 
BAF risks- 

AF 5.8 – Failure to deliver the Trust’s 2019/20 control total for Income and 
Expenditure without a corresponding increase in the delivery of TEP. 
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Where issues are addressed in the paper- 

Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed All Paper 

Regulatory and legal compliance N/A 

Sustainability (including environmental impacts) N/A 

Executive Summary 

To paper provides the Trust Board with an update on the Month 5 Position, regarding Revenue, 
TEP, Capital and Cash.  

Key highlights 

1. Month 5 – Trust reported a £2.618m deficit (Pre PSF) which is £75k below plan 

2. Trust Efficiency Programme – The Trust delivered c£0.849m in month, reporting an 
overachievement in Month 5 of c. £82k.  

3. Agency expenditure - At Month 5 the Trust spent £0.607m against the plan of £0.788m, 
reporting an underspend of £132k 

4. Cash and Capital - For Month 5, cash and capital are materially in line with plan. 



Board Report – Financial Performance

Tameside and Glossop Integrated Care FT
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As at M05 August 2019/20 

Sam Simpson – Executive Director of Finance



Financial Overview: Month 5 Position 
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Summary of PerformanceSummary of Performance

Summary

• 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 31st August 2019, the Trust has reported a net deficit of £1.316m post FRF and PSF, which is £75k (fav) below plan.

• Trust Efficiency Programme (TEP) - The Trust has a target in 2019/20 of £11.580m including carried forward schemes from 2018/19. The Trust is 
forecasting at month 5 to deliver c.£11.343m by the end of the year, which is an improvement from M4. Schemes are being developed across the Trust 
to mitigate the shortfall of c.£236k (2%). 

• Agency cap - The Trust has an agency cap of £9.454m, but a plan of £7m. During Month 5 the Trust spent £607k against a plan of £788k, reporting an 
underspend of £132k and YTD the Trust is reporting spend of £2,554m against a plan £3,940m, an underspend of £1,386m

• Capital – Capital expenditure is behind plan by c.£52k in month and c.£38k year to date.

• Cash – The cash balance was £34k better than plan at the end of Month 5. The Trust has received confirmation that it will receive Q1 PSF and FRF in 
September (M6).



Financial Overview: Divisional Position
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Summary of PerformanceSummary of Performance

Summary

• Community Services - £342k underspent. A number of vacant posts within 
Intermediate Tier Services (ITS) are driving this position, particularly in 
Therapies and Integrated Urgent Care Team (IUCT) 

• Corporate - £271k underspent. Main underspends relate to vacancies across 
the division (£148k), over recovery of non clinical income (£129k), offset by an 
overall pressure in non pay.

• Income £32k overspent. Underperformance in Associate commissioners of 
(£124k) for critical care and (£41k) for maternity YTD. This is offset by an 
increase in community income (£112k)

• Medicine & CSS £1,133k overspent. Overspends mainly relate to urgent care, 
(£160k) due to premium costs incurred in running the walk in centre and 
overspends in ED (£45k) due to A&E speciality doctors. Pressures in medical 
agency staff, with Gastro, Rheumatology and Dermatology overspent due to 
backfill locum costs and a shortfall of TEP assigned to the division.

• Reserves £327k underspent. This relates primarily to pressures funding that 
has not currently been released to the divisions. 

• Surgery, Women & Children’s £400k underspent. The position is 
predominantly driven by vacancies within medical staff, midwives and nursing.

• Pay award risk £600-700k, This risk is not currently within the positon within 
the table, but board need to be made aware of the potential financial 
pressure.  The national pay circular for medical and dental staff was released 
in August as well as change in the terms and conditions for junior doctors, 
both of which could result in an unfunded pressure for the Trust. The Trust is 
still awaiting clarity on any National funding and also working with GM to 
identify the potential health economy pressure.



2019/20 Trust Efficiency Programme

2019/20 Key Headlines – Month 5 TEP Forecast

In Month
Delivered c.£849k of savings against a plan of c.£767k
£81k (11%) ahead of plan

Year to Date
Delivered c.£3.653m of savings against a plan of c.£3.434m
£312k (9%) ahead of plan

Year End
Delivered c.£5.843m and forecasting a further c.£5.500m of savings 
against a plan of c.£11.580m
£236k (2%) behind plan

4
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Agency & Bank Analysis

Trends of Agency and Bank expenditure and performance against the cap

Key messages

Agency Cap

12 Month Trend
Bank and Agency spend £000

36 Month Trend by Staff Group
Agency spend £000

• Agency Cap – the Trust has been set an agency cap of c.£9.454m 
for 2019/20 but the Trust has set an internal plan of c.£7m

• Trend – in 2018/19, the average monthly expenditure on agency 
was c. £536k and in 2019/20 the Trust has spent on average 
£510k each month.

• Performance – against plan, the Trust has underspent  by c.132k 
in month and is now underspent by c.£551k year to date. 
Compared to the NHSI cap, the Trust is below plan in month and 
year to date. 

• VAT/Plus-Us – The Trust has finalised the new arrangements that 
allows it to be able to reclaim VAT on some Medical agency posts. 
These savings will be seen from September.

• Medical Agency – The Trust has seen an increase in a small 
number of high cost medical roles including ENT, Rheumatology 
and General medicine. The Trust however expects to remain 
within the cap and spend less on agency than 2018/19.

5



Capital
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SummarySummary

Capital Programme BreakdownCapital Programme Breakdown

• The Trust plan for 2019/20 is £3.902m. This includes £493k of external funding anticipated from GM, for which the Trust is still awaiting a 
final decision.

• At Month 5 the capital expenditure is broadly in line with plan,  c.£52k underspent in month and c.£38k year to date.

• The Trust is forecasting to spend all of its internally generated capital.



Cash Management
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SummarySummary

£97.128m
Opening Loans 

2019/20

£105.384m
Closing Loans 

2019/20

December
Projected first in year 

loan draw down.

£1.220m
Cash Plan

£1.254m
Cash Actual

Month 5 Cash VarianceMonth 5 Cash Variance

Key messages

Cash – The month end cash balance for Aug was £1.254m against a plan of £1.220m, materially in line with plan. 

Loans - The Trust’s loan liability will increase by £8.256m in year, this is higher than the proposed control total, primarily due to the 
expectation that the Trust will receive an element of the 2019/20 PSF and FRF in 2020/21, and consequently have to borrow prior to the 
cash being received. When the cash for PSF/FRF is received, the Trust will pay off a small proportion of the loan.

The Trust’s financial plan forecast a loan balance at March 2020 of £108.686m but due to the receipt of additional PSF relating to 2018/19, 
the Trust has been able to reduce its borrowing requirement and now expects the balance to be £105.384m, £3.302m less than planned.



Statement of Financial Position

No material movements at the period ending 31st

August when compared to the previous month.

Notes

Trade receivables (£0.022 reduction)
This is relates to small movements in receivables 
and accrued income.

Current Liabilities (£1.591 increase)
Deferred income has increased due to receiving 
income in advance.

Interim Revenue Support, reduction relates to the 
repayment of a loan that was taken in 2018/19 in 
advance of PSF receipt. Interest charges have been 
amended.

Key messages

8
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9



2019/20 Trust Efficiency Programme – In Year

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast
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2019/20 Trust Efficiency Programme – Recurrent

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast
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KEY ISSUES AND ASSURANCE REPORT 
Finance Committee 

August 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale 

Single Operating 
Framework 

The Committee reviewed performance 
against the key national metrics. 

Performance reported for the period against 
the A&E 4-hour target was disappointing. 
However, since the reporting period there 
had been an improvement to previous levels 
of performance. 

Other key metrics, particularly waiting times 
for diagnostic tests, cancer treatment, and 
referral to treatment, were meeting national 
standards 

The Committee noted the publication of 
the revised NHS Operating Framework 
for 2019-2020 

Reporting would be reviewed 
to reflect the new framework 

Contracts and 
Performance 

The Committee received the regular 
review of performance on main health-
care contracts 

There was positive assurance that the Trust 
was performing well against the contract, and 
that actions were being taken to ensure all 
activity was reflected in income. 

Patient-Level Costings- 
submission 

The Committee received an interim 
update on the annual submission. 

There was positive assurance that the process 
had been appropriate, and operated better 
than the previous year. There was also 
positive assurance that the Trust had 
complied with the submission requirements. 

Final report to be provided to 
the Committee. 

September 
2019 

Finance report, M4 (July 
2019) 

The Committee received the monthly 
update report on financial performance. 

There was positive assurance regarding the 
financial performance against the agreed 
plan. 



Issue Committee Update Assurance received Action Timescale 

The Committee welcomed the decision of HM 
Govt to invest £16.3 million in re-developing 
the Trusts Accident and Urgent Care facilities 

Confirmation of arrangements 
to access the funding to be 
sought 

Use of Resources update The Committee considered the feedback 
from the Use of Resources assessment 
undertaken as part of the CQC 
inspection process 

The Committee welcomed the generally 
positive feedback, noting that the ‘requires 
improvement’ rating was inevitable for an 
organisation that accessed loan support. 

There was positive assurance that the Trust 
was learning and improving as a result of 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 
Audit Committee 
September 2019

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

Issue Committee Update Assurance received Action Timescale 

Payments by overseas 
visitors 

The Committee received an update 
report on the controls in place 

There was positive assurance that the Trust 
was actively obtaining appropriate payments, 
in line with national guidance. 

ISA260 update The Committee were updated on 
actions to implement improvements 
identified in the annual audit process 

There was good progress in implementing the 
improvement identified 

Final report to Committee November 2019 

Internal Audit update The Committee received the report on 
complaint handling processes, showing 
‘Moderate Assurance’ 

The Committee were assured that the actions 
were appropriate and would be implemented 
in a timely way. 

The Committee received the six-
monthly follow-up report on 
outstanding actions 

There was assurance that all actions were being 
addressed appropriately 

Counter-Fraud plans The Committee received the regular 
update on LCFS work 

The Committee noted the positive progress on 
the actions agreed following the Counter-Fraud 
Authority review. 

The Committee noted the other work, including 
pro-active work, being taken in accordance 
with the agreed plan. 



Issue Committee Update Assurance received Action Timescale 

Board Assurance 
Framework 

The Committee reviewed 
arrangements to ensure assurance 
could be obtained regarding controls 
over BAF risks 

The Committee agreed that- 
a. Other Committee Chairs would report 

regularly to the Audit Committee on their 
control environment re the BAF risks under 
their oversight; 

b. Audit Committee would fully review the 
BAF annually, leading into the Annual 
Report; 

c. There would be a quarterly update on BAF 
controls to the Audit Committee 

Secretary to schedule 
accordingly. 

Conflict of Interest The Committee received the six-
monthly report on breaches of policy 

There were no identified breaches of the policy 
to be reported to the Committee. 

Policy creation and 
review systems 

The Committee received an assurance 
report on the systems in place for 
creating and reviewing Trust policies 

There was positive assurance that appropriate 
systems were in place. 

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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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26 September 2019 x Public  Confidential Agenda item 

Title Freedom to Speak Up Report 

18 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 7 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance 2 

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. 



1. INTRODUCTION

1.1 The purpose of this report is to provide the Board with:

• An independent perspective on the Trust position in relation to the Freedom to Speak Up (FTSU) 
agenda. 

• Assurance on the approach and activities of the Freedom to Speak Up Guardian (FTSUG). 

2. NATIONAL DEVELOPMENTS / BOARD RESPONSIBILITIES

2.1

2.2 

The National Guardian Office (NGO) has refreshed its Board self-review tool.  This will be taken forward

by the Lead Non-Executive Director. 

The NGO has published guidelines regarding provision of FTSU training for all staff.  The FTSUG is a 

member of a newly formed task and finish group, with the aim of agreeing and recommending a 

consistent approach to meeting these guidelines across Greater Manchester. 

3. 

3.1 

FTSUG SUPPORT AND ACCOUNTABILITY 

The FTSUG meets monthly with the Executive Lead.  To ensure support and accountability, the meetings 

discuss the following as standard: 

• Confirmation of ongoing open access to all senior leaders. 

• Ensuring the psychological safety and emotional wellbeing of the FTSUG. 

• Progression towards NGO recommendations. 

• Timesheets, task lists and anonymised casework. 

4.

4.1 

4.2 

6. 

6.1 

6.2 

FTSUG PROMOTION

A short video featuring the FTSUG is now shown at corporate induction, which covers: 

• The FTSUG role. 

• How the FTSUG can support individuals. 

• The FTSUG’s personal experience of speaking up. 

• Contact details. 

October is Freedom to Speak Up month.  The FTSUG is working alongside Trust colleagues to develop a 

communications plan that supports this.  

FTSUG CASEWORK 

The NGO has not yet published the latest quarterly figures due to an ongoing procurement process.   

The culture of speaking up is indicated by the nature of the concerns raised, whether the concerns are 

raised anonymously, and whether individuals perceive detrimental treatment. There is now enough data 

to enable the monitoring of trends and benchmark against the national average. 

The two graphs below summarise the nature of concerns raised, and the proportion of FTSUG casework 



4 

6.3

6.4 

that they represent:

Concerns about safety, malpractice or wrongdoing are by their nature very likely to include the above 

elements, and the FTSUG has not identified any trends of concern within the details above.  It is possible 

that the variations against the national average are due to: 

• Comparisons being made using small numbers. 

• Inconsistent categorisation of casework by FTSUGs. 

• An absence of concerns that do not include the above elements (e.g. unfair recruitment 

practices), increasing the relative proportion of those that do. 

• The way in which contacts are recorded by the FTSUG (contacts related to other issues e.g. 

employment relations / organisational change are logged separately and not reported in the 

main casework). 
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6.5

6.6 

6.7 

Only one concern has been raised anonymously since January 2018, indicating a culture where staff feel 

safe to speak up: 

As the total number of concerns raised is lower than the national average, one case where an individual 

perceives detriment is enough to push the proportion above the national average: 

There are two ongoing cases where the member of staff perceives detriment:   

• One case has been open since Q1 of 2018.  The FTSUG is actively involved, is in regular contact 

with the relevant Director, and is confident that the handling of their concerns and the reports 

of perceived detriment are being fully and formally investigated.  

• The second case involves an individual who reports dissatisfaction with the outcome of several 

overlapping employment relations processes, which has led them to perceive detrimental 

treatment. 

In May’s annual FTSU report, the FTSUG reported that most concerns raised via the FTSUG from May 
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7. 

7.1 

7.2 

2018 to April 2019 were escalated to very senior leaders.  The graph below indicates a move towards a 

more even spread: 

Three concerns with an element of values and behaviours have been raised from independent areas 

within Radiology, the FTSUG has arranged to meet with the relevant senior manager. 

Two additional concerns related to the same ward, both including elements of patient safety, values and 

behaviours. The concerns have been escalated to the Director of Nursing, and the FTSUG is aware of an 

improvement programme that addresses the issues raised.   

EQUALITY, DIVERSITY AND INCLUSION 

Individuals who raise concerns via the FTSUG can now provide their feedback via an anonymous online 

questionnaire.  Following optional equality monitoring questions, the respondent is asked: 

• When speaking up, did you feel treated less favourably as a result of any of the above? 

• Given your experience, would you speak up again? 

There is no indication in the casework of unfavourable treatment based on any protected characteristics.
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8.

8.1 

9. 

10. 

FTSUG TRAINING AND DEVELOPMENT

The FTSUG provided training sessions to 30 line managers and 23 FY1 doctors with the following 
aggregated feedback: 

FORWARD VIEW 

The FTSUG continues to focus on casework and awareness raising activities, while providing both 
support and challenge for Executive-Led responsibilities. 

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. 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date October 2019 Public Confidential Agenda item 

Title Learning from Deaths Report 

19 Lead Director Brendan Ryan – Medical Director 

Author Viv Buckett – Head of Clinical Effectiveness & Audit 

Recommendations made/ Decisions requested 

Members are requested 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 the 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. 
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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 3 

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:  
1. CQC-Dr Foster Mortality Outlier Alerts Request for an update on progress against 

submitted Action Plans for: 
a. Acute Myocardial Infarction & Acute Cerebrovascular Disease  

2. Update & Feedback to the Trusts Mortality Improvement Work Action Plan  
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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 2019 to March 2020 
Year to date Quarter Two  

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.  

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. 

September report incorporates the outcomes of an investigation of a 2018/19 Learning Disability Death, the investigation and 

subsequent Executive Scrutiny Panel found this to be a CESDI Grade 3 - Probable Avoidable Death. This will be included in the Trusts 

2019/20 Quality Account in accordance with the National Learning from Deaths Guidance. 
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1. CQC - Dr Foster Mortality Outlier Alert 

Trust responses were submitted in May 2019 for: 

• Acute Cerebrovascular Disease 

• Acute Myocardial Infarction  

The Trust received a letter from the CQC on the 3rd of September, stating that they had 

reviewed the information submitted by the Trust which included a case note review and a 

further review in response to the CQC’s information request. The submitted reports for 

each cohort identified areas for improvement.  

The CQC have now requested the Trust to provide our Care Quality Commission 

relationship owner with a robust action plan which includes timescales and nominated 

leads. With a further request to advise them how the trust intend to monitor the 

effectiveness of the planned actions with respect to clinical documentation and coding. 

The response is currently being collated and is scheduled for return by 17 September 

2019 
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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 Letter received 
February 2019 – shared with 
Board 

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 received from NHSI 
recommended contact 
Dr Caroline Allum – Medical 
Director 
North East London Foundation 
Trust 

Completed Review – Dr Allum 
Assurance of good mortality 
processes at the Trust 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September, 2019 x Public  Confidential Agenda item 

Title Review of Committee Terms of Reference 

20 Lead Director 

Author Steve Parsons, Trust Secretary 

Recommendations made/ Decisions requested 

The Board is invited to- 
a. Approve the amendments to Committee Terms of Reference in the attachments;
b. Agree that the next round of review will be in 2022, unless circumstances require earlier 

review. 

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 

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- 

 Safe x Effective 

 Caring  Responsive 

x Well-Led  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 

When approving revised Terms of Reference for all Board Committees in 2018, the Board 
requested that they were reviewed in 2019 to ensure that they were operating as expected. This 
paper reports the outcome of the review. 

Minor changes, reflecting changes in titles and operating practice, are recommended to the Board 
for approval. In addition, the following changes are recommended for approval- 

a. Following discussion at the Audit Committee, a change in the Audit Committee terms of 
reference to reflect that other Board Committees (through their Chairs) will report to Audit 
Committee on the controls in place to manage and mitigate risks on the Board Assurance 
Framework. There are consequent amendments to the other Terms of Reference to reflect this 
relationship. 

b. Oversight of Estates and Facilities is moved from the Finance Committee to the Quality and 
Governance Committee, reflecting the impacts this area has on that Committee’s 
responsibilities. 

Copies of the revised Terms of Reference are attached. 

In line with the Standing Orders, it is proposed that the next scheduled review of the Committee 
Terms of Reference will be in three years’ time, in 2022. Whilst this would be next formally-
scheduled review, it would not impede the ability of the Board to request an earlier review if 
thought appropriate, such as if consideration was given to changes in the structure of Committees 
supporting the Board. 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Audit Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. The Board hereby constitutes a Committee, to be known as the “Audit 
Committee”, to undertake the functions set out in these terms of reference. 

1.2. The Committee is responsible to the Board for the discharge of its functions. 

1.3. Save where otherwise provided in these Terms of Reference, the Standing Orders 
of the Board of Directors apply to the proceedings of this Committee. 

1.4. The Committee need not proceed in public. 

2. Purpose 

2.1. The Committee is appointed to- 
2.1.1. Discharge the functions set out in paragraph 23(2) of Schedule 7 to the 

National Health Service Act 2006 (Establishment of Audit Committee) 
2.1.2. Review the systems of control in place within the Trust;
2.1.3. Review the work of the internal audit service;
2.1.4. Review, prior to Board consideration, the annual report and accounts for the 

Trust in each year;
2.1.5. Advise the Board and the Accounting Officer accordingly;
2.1.6. Review the work of the external auditors and advise the Council of 

Governors accordingly;
2.1.7. To consider the control systems in place to deliver appropriate culture and 

behavioural norms;
2.1.8. To consider the control systems in place to drive change processes;
2.1.9. To consider the control systems supporting sustainability and impacts on the 

natural environment;
2.1.10. To have oversight of the control systems in place regarding the Trust’s 

relevant interactions with partners in the Local Health Economy and the 
Greater Manchester Health and Social Care Partnership

2.2. The Committee will work in partnership with other Committees of the Board to 
address matters that impact on the responsibilities of several Committees.

3. Membership 

3.1. The following shall be members of the Committee- 

3.1.1. At least three Non-Executive Directors, appointed by the Board. 

3.2. The Trust Chairman shall not be appointed as a member of the Committee. 

3.3. Members unable to attend a meeting may appoint a Deputy (who must be a Non-
Executive Director) to attend in their place. 

3.4. The Board shall appoint a Chair for the Committee. If the Chair of Committee is 
absent from a meeting, the members shall appoint one of their number to be Chair 
for that meeting. 

3.5. No person other than a Member of the Committee may attend meetings without 
the invitation of the Committee.

3.6. The following shall be invited to, and expected to attend, the Committee's 
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meetings on a regular basis- 

3.6.1. The Director of Finance 
3.6.2. The Director of Nursing and  Integrated Governance 
3.6.3. The Assistant Director of Finance (Financial Services) 
3.6.4. The Trust Secretary 
3.6.5. Representatives from the Internal Audit service 
3.6.6. Representatives from the Local Counter-Fraud Service 
3.6.7. Representatives from the External Auditors 

3.7. Other individuals may attend the Committee by invitation, where relevant to the 
consideration of the business expected for the meeting. 

3.8. The Accounting Officer shall be provided with all papers for the Committee, and 
shall attend the Committee when considering the Annual Report and Accounts 
(including the Annual Governance Statement). 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be two members. Deputies 
appointed under 3.3 above shall be counted for the purposes of establishing the 
presence of a quorum.

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 
4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 

the next item of business and report the matter to the Board for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under 
5.2 below.

5. Meetings 

5.1. The Committee shall meet at least five times in each financial year, in accordance 
with a schedule of meetings agreed prior to the start of the year. 

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for by 5.3.1 below.

5.3. The Secretary to the Committee shall- 
5.3.1. Provide seven days written notice to Members and those in attendance of 

each meeting of the Committee;
5.3.2. Circulate with the notice, an agenda and supporting papers for the business 

expected to be discussed at the meeting. 

5.4. The Chairman may, if in their discretion the proper dispatch of business so 
requires- 

5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 

5.5. The following have direct access to the Committee through the Committee Chair, 
and the additional right to direct the Trust Secretary to call a meeting of the 
Committee, if in their judgement it is required- 
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5.5.1. The relevant Engagement Partner in the external audit firm;
5.5.2. The Head of Internal Audit. 

5.6. At least annually, the Committee shall meet privately (with no other Directors or 
staff present) with- 

5.6.1. The External Audit partner 
5.6.2. The Head of Internal Audit 
5.6.3. The Local Counter-Fraud Lead 

6. Secretary 

6.1. The Trust Secretary shall be the Committee Secretary. 

7. Powers and delegations 

7.1. On behalf of the Board, the Committee is empowered to- 

7.1.1. Investigate any matter within these terms of reference;

7.1.2. Seek information from any Director, officer or employee; and all Directors, 
officers and employees are directed to extend the fullest co-operation to the 
Committee in the discharge of its functions;

7.1.3. Within the procedures approved by the Board, obtain independent legal or 
other professional advice where required, including the attendance of 
independent advisers at meetings of the Committee. 

8. Responsibilities

8.1. The Committee shall be responsible for oversight of-

8.1.1. The production of the Annual Report and Accounts

8.1.2. The process to appoint an Internal Audit Service

8.1.3. The delivery of an appropriate programme of Internal Audit;

8.1.4. The process to recommend to the Council of Governors the appointment of 
a Trust Auditor

8.1.5. The delivery of an appropriate programme of external audit in accordance 
with national requirements

8.1.6. The appointment of a Local Counter-Fraud service

8.1.7. The delivery of an appropriate programme of Local Counter-Fraud activity

8.1.8. The delivery of integrated governance in the Trust, covering risk 
management, clinical and corporate governance, and internal audit

8.1.9. Other significant assurance functions reporting on the Trust's performance 
where relevant to control systems; this shall include-

8.1.9.1. Regulatory authorities such as the Care Quality Commission, NHS 
Resolution, and NHS Improvement;

8.1.9.2. Reports from/ on behalf of the Department of Health;
8.1.9.3. Reports from the Comptroller and Auditor-General;
8.1.9.4. Reports from professional bodies such as the Royal Colleges;
8.1.9.5. Any other internal or external review relevant to the control systems in 

place for the Trust.

8.2. The Committee shall be responsible for reviewing-

8.2.1. Internal Audit reviews and planning, including-
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8.2.1.1. The forward plans and programme for the internal audit service
8.2.1.2. The resource being provided for the discharge of the agreed 

programme
8.2.1.3. The reports, recommendations and management responses to 

individual reviews undertaken by the internal audit service
8.2.1.4. The annual Head of Internal Audit opinion on the control systems in 

place

8.2.2. external audit processes, including-
8.2.2.1. Confirming the independence of the Trust Auditor
8.2.2.2. Annual audit plans
8.2.2.3. ISA260 reports
8.2.2.4. Draft Audit opinion/ report on the Annual Report and Accounts
8.2.2.5. Draft Audit opinion/ report on the Consolidation Scheduled for NHS 

Improvement
8.2.2.6. Draft (Limited) Audit opinion/ report on the Quality Report, as required 

by NHS Improvement
8.2.2.7. The draft Audit opinion/ report on the Annual Report and Accounts for 

Charitable Funds for which the Trust is the Trustee

8.2.3. Prior to Board consideration, the following documents-
8.2.3.1. Draft Annual Report
8.2.3.2. Draft Quality Report
8.2.3.3. Draft Annual Accounts
8.2.3.4. Draft Annual Governance Statement
8.2.3.5. Letters of Representation from the Board to the Auditors

8.2.4. Local Counter-Fraud Service processes, including-
8.2.4.1. Annual LCFS plans
8.2.4.2. Regular update reports on LCFS activity, including any specific cases
8.2.4.3. Annual LCFS report 

8.2.5. The controls in place to manage and mitigate risk in respect of each risk 
recorded on the Board Assurance Framework

8.2.6. Quarterly scheduled of Losses written-off and Compensation payments

8.2.7. At least triennially, full review of-
8.2.7.1. Standing Financial Instructions
8.2.7.2. Schedule of Delegations
8.2.7.3. Schedule of Matters Reserved to the Board of Directors

8.2.8. Compliance with Conflict of Interest policies, including actions taken as a 
result of breaches of the policy and lessons shared with the Trust

8.2.9. Controls in place regarding Information Governance, particularly including-
8.2.9.1. Compliance with statutory requirements
8.2.9.2. Compliance with national standards and expectations
8.2.9.3. Levels of available assurance regarding national Information 

Governance returns

8.3. The Committee shall approve-

8.3.1. The appointment of an Internal Audit provider (jointly with the Accounting 
Officer)

8.3.2. The recommendation of a candidate for appointment as Trust Auditor, to the 
Council of Governors
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8.3.3. The appointment of a Local Counter-Fraud Service provider

8.3.4. The fees for the provision of the Internal Audit Service for the year

8.3.5. The fee for the provision of the external auditors

8.4. The Committee is responsible for evaluation of-

8.4.1. The available levels of assurance related control systems within the Trust

8.4.2. The available levels of assurance related to risk management systems, and 
in particular the Board Assurance Framework

8.4.3. The effectiveness and independence of the Trust Auditor; and shall annually 
report to the Council of Governors

8.4.4. The effectiveness of proposed management actions to meet concerns raised 
in Internal Audit reviews; and any additional actions required

8.4.5. The effectiveness of the systems of control to prevent, deter and detect 
fraudulent and other inappropriate use of public funds entrusted to the Trust

9. Reporting and evaluation arrangements 

9.1. The Committee reports to the Board.

9.2. In respect of the controls in place to manage risks recorded on the Board 
Assurance Framework, each Board Committee (through its Chair) shall report 
regularly to the Audit Committee..

9.3. The Committee shall include a section about its work in the Annual Report for 
each year, which will summarise the work of the Committee during the year.

9.4. In line with the requirements of the Code of Governance for Foundation Trusts, 1

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales.

10. Prevention of Conflict of Interest 

10.1. The Committee shall comply at all times with the current guidance from NHS 
England regarding the management and prevention of conflict of interests.2

10.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

11. Review 

11.1. These terms of reference shall be reviewed and updated by the Board at least 
triennially, to ensure that they continue to be appropriate. 

Approved by the Board of Directors [25th September 2019] 

To be reviewed no later than [September 2022]

1 See section b.6.a (principles), B.6.1 (Code provision)

2 At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations
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Tameside and Glossop Integrated Care NHS Foundation Trust Charity 

Charitable Funds Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. As the Trustee of the Charity, the Board hereby constitutes a Committee, to be 
known as the “Charitable Funds Committee”, to undertake the functions set out in 
these terms of reference. 

1.2. The Committee is responsible to the Board (as Trustee) for the discharge of its 
functions. 

1.3. All decisions must be taken with regard to the responsibilities of the Trustee, rather 
than consideration of the specific interests of Tameside and Glossop Integrated 
Care NHS Foundation Trust. 

2. Purpose 

2.1. The Committee is appointed to- 

2.1.1. Support the Trustee in the effective management of the Charity, including 
compliance with statutory and regulatory requirements;

2.1.2. Recommend to the Trustee a strategic plan for the development of the 
Charity’s work to support beneficiaries;

2.1.3. Have oversight of the day-to-day operation of the Charity;
2.1.4. Manage the reputation of the Charity, including any reputational risk to which 

it may be exposed 
2.1.5. Consider and (if thought fit) approve applications for funding or support from 

the Charity, in line with the Charity's scheme of delegation. 
2.1.6. Where an application for funding or support requires the approval of the 

Trustee, or where it raises unusual or complex considerations, to advise the 
Trustee on the application;

2.1.7. Have oversight of fundraising activities and supporting matters (including 
publicity). 

3. Membership 

3.1. The following shall be members of the Committee- 

3.1.1. At least two Non-Executive Directors;
3.1.2. The Director of Finance. 

3.2. Members unable to attend a meeting may appoint a Deputy to attend in their 
place: provided that a Non-Executive Director member may only designate 
another Non-Executive Director under this provision. 

3.3. All Directors, as Directors of the Trustee, are entitled to attend and speak at 
meetings of the Committee. They shall be provided with papers for Committee 
meetings on request to the Secretary to the Trustee. 

3.4. The Trustee shall appoint a Chair for the Committee from amongst the Non-
Executive members. If the Chair of Committee is absent from a meeting, the Non-
Executive Director members shall appoint one of their number to be Chair for that 
meeting. 

3.5. The following shall be expected to attend the Committee's meetings on a regular 
basis- 
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3.5.1. The Associate Director of Finance (Financial Services) 
3.5.2. The Head of Communications 
3.5.3. The Medical Equipment Manager 
3.5.4. The Trust Secretary (as Secretary to the Trustee) 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be two members, provided that 
at least half of the attendees are Non-Executive Directors. Deputies appointed 
under 3.2 above shall be counted for the purposes of establishing the presence of 
a quorum. 

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 

4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 
the next item of business and report the matter to the Trustee for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under  
5.2 below. 

5. Meetings 

5.1. The Committee shall meet sufficiently regularly to discharge its responsibilities, in 
accordance with a schedule of meetings agreed prior to the start of the year. 

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for 5.3.1 below. 

5.3. The Secretary to the Committee shall- 
5.3.1. Provide seven days written notice to Members and those in attendance of 

each meeting of the Committee;
5.3.2. Circulate with the notice, an agenda and supporting papers for the business 

expected to be discussed at the meeting. 

5.4. The Committee Chair may, if in their discretion the proper dispatch of business so 
requires- 

5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 

5.5. Where a decision is required between scheduled meetings of the Committee, the 
Committee Chair may authorise a decision to be taken by circulation, including 
electronic circulation, of the Committee’s members. 

6. Secretary 

6.1. The Secretary to the Trustee shall be Committee Secretary. 

7. Powers and delegations 

7.1. The Committee shall have oversight of- 

7.1.1. Direct fundraising activities for the Charity, including compliance with the 
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requirements of the Charity Commission, and the relevant sections of NHS 
policy on prevention of conflicts of interest;

7.1.2. The investment of surplus funds;

7.1.3. The disbursement of funds for charitable purposes, within the scheme of 
delegations, where the approval of the Committee or Trustee is not required. 

7.2. The Committee shall review- 

7.2.1. policies and procedures required to ensure that the day-to-day management 
and operation of the Charity is effective and complies with the Trustees' legal 
obligations;

7.2.2. Within the confines of the approved Investment Policy, to determine the 
investments of the Charity 

7.2.3. the financial position of the Charity, including quarterly reviews of the income 
and expenditure accounts;

7.2.4. the Annual Report and Accounts for the Charity, and the work of the Auditors 
thereon, prior to consideration by the Board of the Trustee 

7.2.5. appropriate delegations of authority to consider and approve applications for 
support by the Charity, prior to approval by the Board of the Trustee 

7.3. The Committee, on behalf of the Trustee, shall approve- 

7.3.1. An Investment Policy for the Charity;

7.3.2. Such policies and procedures as shall be appropriate for the Charity to 
operate responsibly and in compliance with its obligations;

7.3.3. Offers of donations where required by the scheme of delegations, or where 
the event or source of funds might be contentious;

8. Reporting arrangements 

8.1. The Committee reports to the Board, as the Board of the Trustee. 

8.2. No groups report to the Committee. 

8.3. In line with the requirements of the Code of Governance for Foundation Trusts,1

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales. 

9. Prevention of Conflict of Interest 

9.1. Although the Committee operates outside of the work of the NHS Foundation Trust 
and under the Charities Acts, the Committee shall comply at all times with the 
current guidance from NHS England regarding the management and prevention of 
conflict of interests.2 They shall also comply with any relevant guidance from the 
Charity Commission. 

9.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

10. Review 

1 See section b.6.a (principles), B.6.1 (Code provision)

2 At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations
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10.1. These terms of reference shall be reviewed and updated by the Trustee, at least 
triennially, to ensure that they continue to be appropriate to the work of the Charity. 

Approved by the Charity Trustee [25th September 2019] 

To be reviewed no later than [September 2022] 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Finance Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. The Board hereby constitutes a Committee, to be known as the “Finance 
Committee”, to undertake the functions set out in these terms of reference. 

1.2. The Committee is responsible to the Board for the discharge of its functions. 

1.3. Save where otherwise provided in these Terms of Reference, the Standing Orders 
of the Board of Directors apply to the proceedings of this Committee. 

1.4. The Committee need not proceed in public. 

2. Purpose 

2.1. The Committee is appointed to- 

2.1.1. Provide assurance and oversight on the financial performance of the Trust 
against agreed plans;

2.1.2. Support the Board in the development of future financial planning;
2.1.3. Provide assurance and oversight on the Trust's performance against 

national targets and contractual obligations related to financial performance;
2.1.4. Drive changes leading to improvement in the Trust’s financial position;
2.1.5. Setting the cultural norms and expected behaviours for the Trust in respect 

of financial management and investment evaluation;
2.1.6. Have oversight of the Trust procurement activity's effect on sustainability and 

the natural environment;
2.1.7. To have oversight into the Trust’s finance-related work with Local Health 

Authority partners and Greater Manchester Health & Social Care 
Partnership. 

2.2. The Committee will work in partnership with other Committees of the Board to 
address matters that impact on the responsibilities of several Committees. 

3. Membership 

3.1. The following shall be members of the Committee- 

3.1.1. At least three Non-Executive Directors appointed by the Board;
3.1.2. The Chief Executive;
3.1.3. The Director of Finance;
3.1.4. The Chief Operating Officer. 

3.2. Members unable to attend a meeting may appoint a Deputy to attend in their 
place: provided that a Non-Executive Director member may only designate 
another Non-Executive Director under this provision. 

3.3. All statutory Directors are authorised to attend and speak at meetings of the 
Committee, when they judge appropriate. 

3.4. The Board shall appoint a Chair for the Committee from amongst the Non-
Executive members. If the Chair of Committee is absent from a meeting, the Non-
Executive Director members shall appoint one of their number to be Chair for that 
meeting. 

3.5. The following shall be expected to attend the Committee's meetings on a regular 
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basis- 

3.5.1. The Director of Performance;
3.5.2. The Director of Human Resources 
3.5.3. The Associate Director of Finance (Operational Finance & Procurement);
3.5.4. Divisional Directors (as required). 

3.6. Other Directors or members of staff may attend when business relevant to their 
role is scheduled. 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be three members, provided that 
at least half of the attendees are Non-Executive Directors. Deputies appointed 
under 3.2 above shall be counted for the purposes of establishing the presence of 
a quorum. 

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 

4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 
the next item of business and report the matter to the Board for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under 
5.2 below. 

5. Meetings 

5.1. The Committee shall meet on a monthly basis, in accordance with a schedule of 
meetings agreed prior to the start of the year.  

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for by 5.3.1 below. 

5.3. The Secretary to the Committee shall- 

5.3.1. Provide seven days written notice to Members and those in attendance of 
each meeting of the Committee;

5.3.2. Circulate with the notice, an agenda and supporting papers for the business 
expected to be discussed at the meeting;

5.3.3. Notify all other Directors that papers can be provided to them on request. 

5.4. The Chair of Committee may, if in their discretion the proper dispatch of business 
so requires- 

5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 

6. Secretary 

6.1. The Trust Secretary shall be the Committee Secretary. 
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7. Powers and delegations 

7.1. On behalf of the Board, the Committee is empowered to- 

7.1.1. Investigate any matter within these terms of reference;

7.1.2. Seek information from any Director, officer or employee; and all Directors, 
officers and employees are directed to extend the fullest co-operation to the 
Committee in the discharge of its functions;

7.1.3. Within the procedures approved by the Board, obtain independent legal or 
other professional advice where required, including the attendance of 
independent advisers at meetings of the Committee. 

8. Responsibilities 

8.1. The Committee shall have oversight of- 

8.1.1. Trust performance against contracts with Clinical Commissioning Groups 
and NHS England (Specialised Services) for the provision of NHS Services 

8.1.2. the level of spend for locum, agency or similar staff; and in particular 
arrangements for compliance with the requirements of NHS Improvement to 
limit expenditure in this regard;

8.1.3. progress against the Corporate Objectives agreed by the Board, and 
available assurance that the objectives will be met;

8.2. The Committee shall review- 

8.2.1. monthly financial statements, which will include- 

8.2.1.1. Comparison of performance against the annual plan agreed by the Board;
8.2.1.2. Cash flow (including forecasts);
8.2.1.3. Overall income and expenditure (including forecasts);
8.2.1.4. Activity and associated effects on income;
8.2.1.5. Delivery of the agreed efficiency programmes;
8.2.1.6. Financial performance for the period at a Directorate level;
8.2.1.7. Key drivers of expenditure, and their impact on operational performance 

targets 

8.2.2. the level of available assurance related to significant corporate and strategic 
risks within its area of operation;

8.2.3. contractual arrangements for the Trust to provide services within the NHS, 
prior to Board consideration of contract proposals;

8.2.4. annual financial plans and budgets in accordance with the statutory and 
regulatory requirements, prior to Board consideration. 

8.3. The Committee shall approve- 

8.3.1. Capital schemes over the limit set out in the Standing Financial Instructions;
8.3.2. Any proposals for the Trust to enter into borrowing arrangements;
8.3.3. The Trust's policy on investment of surplus funds;
8.3.4. The Trust's banking arrangements;
8.3.5. Other areas where the Committee's consideration or approval is required 

under the Standing Financial Instructions. 

8.4. The Committee shall evaluate- 

8.4.1. compliance with the requirements of NHS Improvement's Single Oversight 
Framework;
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9. Reporting arrangements 

9.1. The Committee reports to the Board. 

9.2. For the purpose of providing assurance regarding the controls in place for the 
management and mitigation of risks recorded on the Board Assurance Framework, 
the Committee (through its Chair) reports regularly to the Audit Committee. 

9.3. The Committee is advised of the proceedings of the following groups- 

9.3.1. Capital and Revenue Investment Group;
9.3.2. The Finance Improvement Board. 

9.4. The Committee shall include a section about its work in the Annual Report for 
each year, which will summarise the work of the Committee during the year. 

9.5. In line with the requirements of the Code of Governance for Foundation Trusts, 1

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales. 

10. Prevention of Conflict of Interest 

10.1. The Committee shall comply at all times with the current guidance from NHS 
England regarding the management and prevention of conflict of interests.2

10.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

11. Review 

11.1. These terms of reference shall be reviewed and updated by the Board, at least 
triennially, to ensure that they continue to be appropriate. 

Approved by the Board, [25th September 2019] 

To be reviewed no later than [September 2022]

1 See section b.6.a (principles), B.6.1 (Code provision)

2  At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations
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Appendix- Summary of delegations to the Finance and Performance Committee

This appendix is a summary only. The approved Schedule of Delegations is the complete statement, and has effect if there are any discrepancies.

Area Schedule of 
Delegations reference 

Level where Finance and Performance 
Authorisation required 

Level where Board 
Authorisation required 

Non-Pay expenditure 1.2 (i) £500,000 £500,000

Business case- within budget 1.4 £250,000 £1,000,000

Business case- additional funding requirement 1.4 £250,000 £1,000,000

Authorisation of Capital Programme 2.1 Any N/A

Approval of annual NHS services contract with 
Commissioners 

3c N/A Any

Leases- aggregate value 5d N/A £500,000

Fruitless payments (inc abandoned capital 
schemes) 

7b N/A £250,000



Tameside and Glossop Integrated Care NHS Foundation Trust 

Nomination and Remuneration Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. The Board hereby constitutes a Committee, to be known as the “Nomination and 
Remuneration Committee”, to undertake the functions set out in these terms of 
reference. 

1.2. The Committee is responsible to the Board for the discharge of its functions. 

1.3. Save where otherwise provided in these Terms of Reference, the Standing Orders 
of the Board of Directors apply to the proceedings of this Committee. 

1.4. The Committee shall proceed in private. 

2. Purpose 

2.1. The Committee is appointed to- 

2.1.1. Identify candidates for appointment to Executive Director posts, for approval 
by the Non-Executive Directors and Chief Executive;1

2.1.2. Determine the remuneration, and other terms and conditions of service, for 
the Executive Directors;2

2.1.3. Ensure compliance with the statutory requirements related to Executive 
Directors;

2.1.4. In consultation with the Council of Governors, review the structure, size and 
composition of the Board of Directors; ensure that the Board has the 
appropriate skills, experience and capacity to lead the Trust; and ensure 
appropriate succession planning is in place;

3. Membership 

3.1. The Committee shall be composed of all Non-Executive Directors of the Trust. 

3.2. The Trust Chair shall Chair the Committee. If the Chair is absent from a meeting, 
the Deputy Chair shall take the Chair of the meeting. 

3.3. The Chief Executive will normally attend meetings of the Committee, except for 
items related to their own remuneration and service. 

3.4. The Director of Human Resources may be invited to attend to advise the 
Committee; but shall not be present for discussions regarding the performance of 
other Directors. 

3.5. The Trust Secretary may be invited to attend and advise the Committee as 
required. 

3.6. The Committee may invite others to attend a meeting as required to assist its 
deliberations. 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be three members. 

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

1  See paragraph 17(3) and (4) of Schedule 7 to the National Health Service Act 2006. 
2
 . Paragraph 18(2) of Schedule 7 to the National Health Service Act 2006 (Terms and conditions of service for 

Executive Directors);
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4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 

4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 
the next item of business and report the matter to the Board for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under 
5.2  below. 

5. Meetings 

5.1. The Committee shall meet as required, but at least annually, in accordance with a 
schedule of meetings agreed prior to the start of the year. 

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for by 5.3.1  below. 

5.3. The Committee shall receive- 

5.3.1. Seven days written notice to Members and those in attendance of each 
meeting of the Committee;

5.3.2. With the notice, an agenda and supporting papers for the business expected 
to be discussed at the meeting. 

5.4. The Committee Chair may, if in their discretion the proper dispatch of business so 
requires- 

5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 

6. Powers and delegations 

6.1. On behalf of the Board, the Committee is empowered to- 

6.1.1. Investigate any matter within these terms of reference;

6.1.2. Seek information from any Director, officer or employee; and all Directors, 
officers and employees are directed to extend the fullest co-operation to the 
Committee in the discharge of its functions;

6.1.3. Within the procedures approved by the Board, obtain independent legal or 
other professional advice where required, including the attendance of 
independent advisers at meetings of the Committee. 

7. Responsibilities 

7.1. Pursuant to paragraph 18(2) of Schedule 7 to the National Health Service Act 
2006, the Committee is entitled to determine, in its own judgement and without 
oversight by the Board- 

7.1.1. The remuneration and allowances for the Executive Directors;
7.1.2. The other terms and conditions of office for the Executive Directors. 

7.2. In making determinations under 7.1 above, the Committee shall take into 
consideration- 

7.2.1. The need to have levels of remuneration sufficient to attract and retain 
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Directors with the skills and capabilities necessary to lead the Trust;
7.2.2. The performance of individual Executive Directors against their agreed 

performance objectives;
7.2.3. Available national information on the bench-marking of remuneration for 

similar positions;

7.3. The Committee shall regularly review the structure, size and composition of the 
Board of Directors, and report to the Board and the Council as appropriate: having 
regard to- 

7.3.1. future challenges, risks and opportunities facing the Trust 
7.3.2. the skills and expertise required within the Board of Directors to meet these. 

7.4. Taking into account the reviews under 7.3, the Committee shall prepare and 
regularly update appropriate succession planning for Board-level appointments. 

7.5. The Committee shall review- 
7.5.1. The allocation of responsibilities to the Executive Directors, and any 

proposed changes;
7.5.2. succession plans to ensure effective Executive leadership for the Trust, 

including a regular review of the skills and experience available to the Board 
through its membership;

7.5.3. the Remuneration Report sections of the Annual Report and Accounts, prior 
to consideration by the Audit Committee and approval by the Board. 

7.6. The Committee shall evaluate- 

7.6.1. compliance with the requirements of Regulation 5 of the Health and Social 
Care Act 2008 (Regulated Activities) Regulations 2014 (the 'Fit and Proper 
Person' test), including- 

7.6.1.1. the continued compliance of all Directors (and those otherwise regarded 
as within the test) with the requirements;

7.6.1.2. The compliance with the requirements of candidates for appointment as a 
Director (for Non-Executive Directors, in consultation with the Council of 
Governors). 

7.6.2. The Committee shall consider and resolve all complaints made that an 
Executive Director3 no longer meets the ‘Fit and Proper Person’ test, 
following the procedures set out in relevant policies. 

8. Reporting arrangements 

8.1. The Committee reports to the Board, subject to the provisions of the Act. 

8.2. No groups report to the Committee. 

8.3. The Committee shall include a section about its work in the Annual Report for 
each year, as required by NHS Improvement’s requirements, which will summarise 
the work of the Committee during the year. 

8.4. In line with the requirements of the Code of Governance for Foundation Trusts, 4

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales. 

9. Prevention of Conflict of Interest 

3 Complaints against Non-Executive Directors are dealt with by the Council of Governors as the appointing 
body. They will usually be addressed by the Council’s Nomination Committee in the first instance 

4 See section b.6.a (principles), B.6.1 (Code provision)
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9.1. The Committee shall comply at all times with the current guidance from NHS 
England regarding the management and prevention of conflict of interests.5

9.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

10. Review 

10.1. These terms of reference shall be reviewed and updated by the Board, at least 
triennially, to ensure that they continue to be appropriate. 

Approved by the Board, [25th September 2019] 

To be reviewed no later than [September 2022] 

5 At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations



Tameside and Glossop Integrated Care NHS Foundation Trust 

Quality and Governance Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. The Board hereby constitutes a Committee, to be known as the “Quality and 
Governance Committee”, to undertake the functions set out in these terms of 
reference. 

1.2. The Committee is responsible to the Board for the discharge of its functions. 

1.3. Save where otherwise provided in these Terms of Reference, the Standing Orders 
of the Board of Directors apply to the proceedings of this Committee. 

1.4. The Committee need not proceed in public. 

2. Purpose 

2.1. The Committee is appointed to- 

2.1.1. Provide oversight and assurance regarding the operation of systems and 
processes to ensure the safety and quality of care provided to users of the 
Trust’s services;

2.1.2. Consider the identification, management and mitigation of risks to the safety 
and quality of care provided to the Trust’s service users;

2.1.3. Support the Board in the development of strategy related to patient care;
2.1.4. Drive changes leading to improvement in the quality of care and patient 

experience provided by the Trust;
2.1.5. Setting the cultural norms and expected behaviours for the Trust in respect 

of the provision of care, including learning from experience/ incidents;
2.1.6. Have oversight of the impact on sustainability and the natural environment of 

the Trust’s provision of care;
2.1.7. To have oversight into the Trust’s quality-related work with Local Health 

Authority partners and Greater Manchester Health & Social Care 
Partnership. 

2.2. The Committee will work in partnership with other Committees of the Board to 
address matters that impact on the responsibilities of several Committees. 

3. Membership 

3.1. The following shall be members of the Committee- 

3.1.1. At least three Non-Executive Directors appointed by the Board;
3.1.2. The Chief Operating Officer;
3.1.3. The Medical Director;
3.1.4. The Director of Nursing and Integrated Governance. 

3.2. Members unable to attend a meeting may appoint a Deputy to attend in their 
place: provided that a Non-Executive Director member may only designate 
another Non-Executive Director under this provision. 

3.3. All statutory Directors are authorised to attend and speak at meetings of the 
Committee, when they judge appropriate. 

3.4. The Board shall appoint a Chair for the Committee from amongst the Non-
Executive members. If the Chair of Committee is absent from a meeting, the Non-
Executive Director members shall appoint one of their number to be Chair for that 
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meeting. 

3.5. The following shall be expected to attend the Committee's meetings on a regular 
basis- 

3.5.1. The Associate Director of Integrated Governance;
3.5.2. The Director of Human Resources;
3.5.3. The Director of Estates and Facilities 
3.5.4. The Trust Secretary. 

3.6. Other staff may attend by invitation when business relevant to their role is 
scheduled. 

3.7. The following shall have standing invitations to attend the Committee's formal 
meetings- 

3.7.1. The Director of Quality and Nursing for Tameside and Glossop CCG;
3.7.2. A senior office (Chief Executive or Manager) from HealthWatch Tameside. 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be three members, provided that 
at least half of the attendees are Non-Executive Directors. Deputies appointed 
under 3.2 above shall be counted for the purposes of establishing the presence of 
a quorum. 

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 

4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 
the next item of business and report the matter to the Board for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under 
5.2 below. 

5. Meetings 

5.1. The Committee shall meet on a monthly basis, in accordance with a schedule of 
meetings agreed prior to the start of the year. 

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for by 5.3.1 below. 

5.3. The Secretary to the Committee shall- 

5.3.1. Provide seven days written notice to Members and those in attendance of 
each meeting of the Committee;

5.3.2. Circulate with the notice, an agenda and supporting papers for the business 
expected to be discussed at the meeting;

5.3.3. Notify all other Directors that papers can be provided to them on request. 

5.4. The Committee Chair may, if in their discretion the proper dispatch of business so 
requires- 
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5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 

6. Secretary 

6.1. The Trust Secretary shall be the Committee Secretary. 

7. Powers and delegations 

7.1. On behalf of the Board, the Committee is empowered to- 

7.1.1. Investigate any matter within these terms of reference;

7.1.2. Seek information from any Director, officer or employee; and all Directors, 
officers and employees are directed to extend the fullest co-operation to the 
Committee in the discharge of its functions;

7.1.3. Within the procedures approved by the Board, obtain independent legal or 
other professional advice where required, including the attendance of 
independent advisers at meetings of the Committee. 

8. Responsibilities 

8.1. The Committee shall have oversight of- 

8.1.1. the quality and safety of care provided to patients of the Trust; 

8.1.2. the Trust's compliance with the statutory requirements, guidance and other 
expectations of the Care Quality Commission, particularly related to periodic 
inspections of the Trust's services;

8.1.3. the preparation of the statutory Quality Accounts and any additional matters 
required by NHS Improvement (in association with the Audit Committee);

8.1.4. the clinical impacts from transforming the provision of Trust services. 

8.1.5. the Trust's performance regarding- 
8.1.5.1. Patient experience whilst under the care of the Trust;
8.1.5.2. The safety of patients whilst under the care of the Trust;
8.1.5.3. National measures of patient satisfaction, including the 'Friends and 

Family' test 

8.1.6. the Trust's arrangements for compliance with obligations for the protection of 
children and vulnerable adults; and the Trust's effective participation in 
partnership arrangements for these ends;

8.1.7. the systems in place to ensure compliance with statutory and regulatory 
requirements for infection prevention and control;

8.1.8. Strategic matters affecting the Trust’s estate, and the provision of services in 
connection with the estate. 

8.1.9.  the Trust's registration and relationship with statutory clinical regulators, 
including- 

8.1.9.1. The Care Quality Commission;
8.1.9.2. The Human Tissue Authority;

8.2. The Committee shall review- 

8.2.1. the level of available assurance related to, significant corporate and strategic 
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risks within its area of operation;

8.2.2.  the Trust's compliance with the Well-Led requirements of the Care Quality 
Commission and NHS Improvement;

8.2.3. the level of assurance available from, key clinical metrics of Trust 
performance;

8.2.4. cases involving the Trust subject to inquest by HM Coroner, including the 
relationship with HM Coroner;

8.2.5. Progress against the agreed programme of Clinical Audit 

8.3. The Committee shall approve- 

8.3.1. a Clinical Audit programme on an annual basis;

8.3.2. actions arising from external reviews into- 
8.3.2.1. Clinical performance;
8.3.2.2. Individual cases of alleged failings in care, including by the Parliamentary 

Health Service Commissioner ('the Ombudsman') and the Healthcare 
Safety Investigation Branch;

8.4. The Committee shall evaluate- 

8.4.1. the available levels of assurance regarding- 

8.4.1.1. Compliance with clinical standards;
8.4.1.2. Compliance with national/ contract requirements on clinical performance;
8.4.1.3. Management of complaints;
8.4.1.4. Review and learning from Serious Untoward Incidents;
8.4.1.5. Effective relationships with commissioners, regulators and other external 

stakeholders 

9. Reporting arrangements 

9.1. The Committee reports to the Board. 

9.2. For the purpose of providing assurance regarding the controls in place for the 
management and mitigation of risks recorded on the Board Assurance Framework, 
the Committee (through its Chair) reports regularly to the Audit Committee 

9.3. The Committee is advised of the proceedings of the following groups- 

9.3.1. Risk Management Group;
9.3.2. Service Quality and Operational Governance Group. 

9.4. The Committee shall include a section about its work in the Annual Report for 
each year, which will summarise the work of the Committee during the year. 

9.5. In line with the requirements of the Code of Governance for Foundation Trusts, 1

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales. 

10. Prevention of Conflict of Interest 

10.1. The Committee shall comply at all times with the current guidance from NHS 
England regarding the management and prevention of conflict of interests.2

1 See section b.6.a (principles), B.6.1 (Code provision)

2  At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations
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10.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

11. Review 

11.1. These terms of reference shall be reviewed and updated by the Board, at least 
triennially, to ensure that they continue to be appropriate. 

Approved by the Board [26th September 2019 

To be reviewed not later than September 2022 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Workforce Committee 
Terms of Reference 

1. Appointment and Constitution 

1.1. The Board hereby constitutes a Committee, to be known as the “Workforce 
Committee”, to undertake the functions set out in these terms of reference. 

1.2. The Committee is responsible to the Board for the discharge of its functions. 

1.3. Save where otherwise provided in these Terms of Reference, the Standing Orders 
of the Board of Directors apply to the proceedings of this Committee. 

1.4. The Committee need not proceed in public. 

2. Purpose 

2.1. The Committee is appointed to- 

2.1.1. Provide assurance to the Board on strategic matters related to the Trust's 
workforce;

2.1.2. Ensuring the development of an effective workforce plan in accordance with 
national guidance;

2.1.3. Oversee the development of workforce strategies and plans;
2.1.4. Oversee compliance with regulatory requirements related to workforce;
2.1.5. Drive changes mainly affecting the workforce of the Trust;
2.1.6. Setting the cultural norms and expected behaviours for the Trust’s 

workforce;
2.1.7. Have oversight of the effect of the Trust’s workforce on sustainability and the 

natural environment;
2.1.8. To have oversight into the Trust’s workforce-related work with Local Health 

Authority partners and Greater Manchester Health and Social Care 
Partnership. 

2.2. The Committee will work in partnership with other Committees of the Board to 
address matters that impact on the responsibilities of several Committees. 

3. Membership 

3.1. The following shall be members of the Committee- 

3.1.1. At least three Non-Executive Directors appointed by the Board;
3.1.2. The Director of Nursing and Integrated Governance;
3.1.3. The Medical Director;
3.1.4. The Director of Human Resources. 

3.2. All statutory Directors are authorised to attend and speak at meetings of the 
Committee, when they judge appropriate. 

3.3. Members unable to attend a meeting may appoint a Deputy to attend in their 
place: provided that a Non-Executive Director member may only designate 
another Non-Executive Director as their Deputy. 

3.4. The Board shall appoint a Chair for the Committee from amongst the Non-
Executive members. If the Chair of Committee is absent from a meeting, the Non-
Executive Director members shall appoint one of their number to be Chair for that 
meeting. 
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3.5. The following shall be expected to attend the Committee's meetings on a regular 
basis- 

3.5.1. The Deputy Director of Nursing;
3.5.2. A designated Associate Medical Director;
3.5.3. The Deputy Director of Human Resources;
3.5.4. The Assistant Director of Human Resources (Education, Training and 

Development);
3.5.5. The Head of Equality and Diversity  

3.6. Other Directors or members of staff may attend by invitation of the Chair, when 
business relevant to their role is scheduled. 

4. Quorum 

4.1. The quorum for a meeting of the Committee shall be three members, provided that 
at least half of the attendees are Non-Executive Directors. Deputies appointed 
under 3.3 above shall be counted for the purposes of establishing the presence of 
a quorum. 

4.2. Members withdrawing from a meeting owing to a conflict of interest shall no longer 
be counted towards a quorum. 

4.3. In the event of a quorum no longer being present, the Chair of the meeting shall- 

4.3.1. If the lack of quorum is a result of conflicts of interest, move the meeting to 
the next item of business and report the matter to the Board for 
consideration;

4.3.2. If they consider that a quorum can be found within a reasonable time, 
adjourn the meeting until a quorum is available;

4.3.3. Otherwise, conclude the meeting and postpone all outstanding business to 
the next meeting of the Committee (which may be a meeting arranged under 
5.2 below). 

5. Meetings 

5.1. The Committee shall meet at least six times a year, in accordance with a schedule 
of meetings agreed prior to the start of the year. 

5.2. If required, the Chair of Committee may cause an additional meeting to be held as 
they may direct; but always on the 7 days' notice provided for by 5.3.1 below. 

5.3. The Secretary to the Committee shall- 

5.3.1. Provide seven days written notice to Members and those in attendance of 
each meeting of the Committee;

5.3.2. Circulate with the notice, an agenda and supporting papers for the business 
expected to be discussed at the meeting;

5.3.3. Notify all other Directors that papers can be provided to them on request. 

5.4. The Committee Chair may, if in their discretion the proper dispatch of business so 
requires- 

5.4.1. Allow additional agenda items and papers to be circulated after the notice of 
the meeting;

5.4.2. Allow papers to support an agenda item to be circulated on less than seven 
days’ notice. 
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6. Secretary 

6.1. The Trust Secretary shall be the Committee Secretary. 

7. Powers and delegations 

7.1. On behalf of the Board, the Committee is empowered to- 

7.1.1. Investigate any matter within these terms of reference;

7.1.2. Seek information from any Director, officer or employee; and all Directors, 
officers and employees are directed to extend the fullest co-operation to the 
Committee in the discharge of its functions;

7.1.3. Within the procedures approved by the Board, obtain independent legal or 
other professional advice where required, including the attendance of 
independent advisers at meetings of the Committee. 

8. Responsibilities 

8.1. The Committee is responsible for oversight of- 

8.1.1. Trust's performance on workforce issues including- 
8.1.1.1. Recruitment and retention of staff;
8.1.1.2. Compliance with statutory registration requirements for members of staff;
8.1.1.3. Training requirements;
8.1.1.4. Organisational development. 

8.1.2. Performance and making recommendations to the Board regarding equality 
and diversity in the Trust's workforce; particularly focusing on- 

8.1.2.1. The NHS Workforce Equality Delivery Standard 2;
8.1.2.2. The Workforce Race Equality Standard;
8.1.2.3. The Workforce Disability Equality Standard. 

8.2. The Committee is responsible for reviewing- 

8.2.1. strategic approaches to workforce for Board approval 

8.2.2. multi-year workforce strategy or strategies for Board approval 

8.2.3. Annual plans for workforce, as part of the Trust's planning process and 
reporting to the Board on the level of assurance available 

8.2.4.  Succession planning at all levels of the Trust (except for Board Directors)1

and reporting assurance to the Board 

8.2.5. current cases of exclusion of staff from working at the Trust;

8.2.6. staff surveys, particularly focusing on- 
8.2.6.1. Annual NHS Staff Survey results;
8.2.6.2. Quarterly 'Staff Friends and Family' survey results;
8.2.6.3. Surveys of staff undertaken by professional registration bodies. 

8.2.7. compliance with the Trust's statutory obligations regarding Gender Pay Gap 
reporting;

8.3. The Committee is responsible for evaluation of- 

8.3.1. available assurance related to significant corporate and strategic risks within 
the Committee’s responsibilities;

1 This is the responsibility of the Nomination and Remuneration Committee (NHS Act 2006, Sch 7, Para 
17)
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8.3.2. available assurance related to processes to deliver- 
8.3.2.1. Staff appraisals;
8.3.2.2. Appropriate job planning (for both clinical and non-clinical staff);
8.3.2.3. Completion of compulsory training requirements as set out in Trust policy;
8.3.2.4. Appropriate programmes of clinical education;
8.3.2.5. Appropriate recruitment and assessment of remuneration for posts;
8.3.2.6. Appropriate management of staff absence, including sickness absence 
8.3.2.7. Effective management and discipline of staff;
8.3.2.8. Effective and compliant health and safety provision for the workforce;
8.3.2.9. Compliance with the statutory requirements for staff working in the NHS.2

8.3.3. The ability of the Trust to provide positive answers to the Key Lines of 
Enquiry referred to the Committee by the Board. 

9. Reporting arrangements 

9.1. The Committee reports to the Board. 

9.2. For the purpose of providing assurance regarding the controls in place for the 
management and mitigation of risks recorded on the Board Assurance Framework, 
the Committee (through its Chair) reports regularly to the Audit Committee 

9.3. The proceedings of the following groups are reported to the Committee for 
information- 

9.3.1. Staff Partnership Forum;
9.3.2. Joint Negotiating Committee;
9.3.3. Education Governance Group;
9.3.4. Medical Staffing Expenditure Review Group;
9.3.5. Equality and Diversity Implementation Group;
9.3.6. Health and Well-being Group. 

9.4. The Committee shall include a section about its work in the Annual Report for 
each year, which will summarise the work of the Committee during the year. 

9.5. In line with the requirements of the Code of Governance for Foundation Trusts, 3

the Committee shall undertake an evaluation of its performance, effectiveness and 
impact on the Trust’s work. This shall include the identification of actions to 
improve in stated timescales. 

10. Prevention of Conflict of Interest 

10.1. The Committee shall comply at all times with the current guidance from NHS 
England regarding the management and prevention of conflict of interests.4

10.2. Every meeting shall commence with the declaration of any potentially conflicting 
interest held by a member or attendee. They shall withdraw from all discussions 
where that potential conflict arises. 

11. Review 

11.1. These terms of reference shall be reviewed and updated by the Board, at least 
triennially, to ensure that they continue to be appropriate. 

2 See Health and Social Care Act 2008 (Regulated Activities) Regulations 2014, particularly 18 (Staffing) and 19 
(Fit and Proper)

3 See section b.6.a (principles), B.6.1 (Code provision)

4 At the time of writing, this is Conflicts of Interest in the NHS- Guidance for staff and organisations
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Approved by the Board [25th September 2019] 

To be reviewed not later than [September 2022] 



Tameside and Glossop Integrated Care NHS Foundation Trust

Meeting date 26th September 2019 Public Agenda item

Title Medical Revalidation – Annual Report Summary

21
Lead Director Brendan Ryan, Medical Director/Responsible Officer

Author James Frampton, Senior HR Business Partner, Medical 
Staffing

Recommendations made/ Decisions requested

The Board are requested to note the processes in place with regards to Medical Revalidation and 
Appraisal. Specifically The Board is required to review the content of this report and confirm the 
organisation is compliant with The Medical Profession (Responsible Officers) Regulations 2010 
(as amended in 2013).

The document requires the signature of the Chair/Chief Executive on behalf of the designated 
body, with submission by 27th September 2019.

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

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
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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 

Revalidation and appraisal is carried out in the NHS to ensure doctors are licensed to practice 
medicine and supported to develop so care continuously improves. 

The purpose of the following paper is to provide assurance to the Board of the processes in place 
at the Trust with regards to Medical Appraisal and Revalidation. The report explains the systems 
underpinning revalidation recommendations and describes the arrangements for medical 
appraisal and the arrangements for responding to concerns. 

All responsible officers are asked to present an annual report to their Board. 

The Framework of Quality Assurance (FQA) for Responsible Officers and Revalidation was first 
published in April 2014 and comprised of the main FQA document and annexes A – G.   

The FQA includes a Board Template which the Trust has followed in preparing this paper. The 
over-riding intention of the Board Report template is to provide a guide for organisations by 
setting out the key requirements for compliance with regulations and key national guidance, and 
provides a format to review these requirements, so that the designated body can demonstrate not 
only basic compliance but continued improvement over time.  

Completion of the template will therefore: 

a) help the designated body in its pursuit of quality improvement,  
b) provide the necessary assurance to the higher-level responsible officer, and 
c) act as evidence for CQC inspections. 
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Executive Summary 

Medical revalidation was launched in 2012 and is the process by which the General 
Medical Council (GMC) confirms the continuation of a doctor’s licence to practise in the 
UK. All doctors who wish to retain their licence to practise need to participate in 
revalidation. The purpose of revalidation is to provide greater assurance to patients and 
the public, employers and other healthcare professionals that licensed doctors are up-to-
date and fit to practise. It is a key component of a range of measures designed to improve 
the quality of care for patients. 

Revalidation is based on a local evaluation of doctors’ practice through appraisal. Through 
a formal link with an organisation (the doctor’s Designated Body), determined usually by 
employment or contracting arrangements, each doctor relates to a senior doctor in the 
organisation, the Responsible Officer. 

The Responsible Officer makes a recommendation about the doctor’s fitness to practise to 
the GMC. The recommendation will be based on the outcome of the doctor’s annual 
appraisal over the course of five years, combined with information drawn from the 
organisational clinical governance systems. 

Following the Responsible Officer’s recommendation, the GMC decides whether to renew 
the doctor’s licence, and advises the doctor accordingly. 

The Responsible Officer is accountable for the quality assurance of the appraisal and 
clinical governance systems in their organisation. Improvement to these systems will 
support doctors in developing their practice more effectively, adding to the safety and 
quality of health care. This also enables early identification of doctors whose practice 
needs attention, allowing for more effective intervention. 

The purpose of this annual report to board, as required by NHS England, is to provide an 
update to the Board of the progress the Trust has made in implementing Medical Appraisal 
and Revalidation during 2018/19. The statement of compliance should be signed off by the 
Chief Executive or Chairman (or executive if no board exists) of the designated body’s 
Board or management team and submitted to the higher-level responsible officer 

 The report explains the systems underpinning revalidation recommendations and 
describes the arrangements for medical appraisal and the arrangements for responding to 
concerns. 

As at the 31st March 2019 the Trust was the named Designated Body for 236 doctors.  Of 
these 92.7% of doctors had completed their annual appraisal; an increase of 0.7% over 
the previous year.

Of the 41 recommendations made to the GMC in 2018/19 all had completed a 360 
appraisal. There were 3 deferrals due to insufficient evidence. 

Work is ongoing in the Trust to improve our quality assurance processes.  This year this 
has been supported by monthly meetings of the Medical Revalidation Committee, the 
establishment of an Appraiser Support Group and the provision of a round of Appraiser 
Training. 



4 

Purpose of the Paper 

The Trust is required to submit an annual report to NHS England; this Board report forms 
part of the assurance process which is required by the Responsible Officer (Medical 
Director). The purpose of this paper is to outline the processes and governance systems in 
the Trust regarding Revalidation.  

Revalidation is dependent on local systems.  The Designated Body (The Trust) under 
legislation must ensure that systems are in place and working satisfactorily. The following 
report will provide the Board with evidence that statutory obligations are being met;  

• Systems are in place to monitor the frequency and quality of appraisals for Medical 
Staff 

• Effective systems in place for monitoring the conduct and performance of Doctors  
• Feedback from patients is sought and their views inform appraisal and revalidation 

To record compliance with this process, NHS England have requested  the Board provides 
a statement of compliance, signed off by the Chairman or Chief Executive Officer, and 
submitted to NHS England by September 30, 2019 

Governance Arrangements 

The Trust has in place governance structures, responsibilities and systems, set out to 
protect the interests of patients and service users – including creating an environment in 
which our doctors can meet their professional obligations; these are detailed for the Board 
as follows:- 

The Responsible Officer (RO) 

Mr Brendan Ryan, Executive Medical Director and Responsible Officer (RO), takes 
responsibility for ensuring the systems for governance and appraisal for doctors are fit for 
purpose.  Mr Ryan takes responsibility for dealing with practice concerns about doctors 
and for advising the GMC about doctors’ fitness to practise. The Trust has a statutory duty 
to support our Responsible Officer in discharging his duties under the Responsible Officer 
Regulations and it is expected that the Trust Board will oversee compliance by: 

• Monitoring the frequency and quality of medical appraisals in their organisations; 

• Checking there are effective systems in place for monitoring the conduct and 
performance of their doctors; 

• Confirming that feedback from patients and colleagues is sought periodically so that their 
views can inform the appraisal and revalidation process for their doctors; and  

• Ensuring that appropriate pre-employment background checks (including pre-
engagement for locums) are carried out to ensure that medical practitioners have 
qualifications and experience appropriate to the work performed. 

Mr Ryan takes responsibility for ensuring the systems for governance and appraisal for 
doctors are fit for purpose.  Mr Ryan has identified and has in place an alternative  
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Responsible Officer which has been agreed with the higher level responsible officer for the 
North of England to be called upon when a conflict of interest or bias exists.  The 
Responsible Officer taking on this role is from Stockport Foundation Trust, and is Ms Gill 
Burrows, Associate Medical Director and RO. As will be seen later in the report, the Trust 
now has a trained Deputy RO, Dr Vicki Howarth, whom this Trust will engage first in 
circumstances of conflict of interest. Since the commencement of Revalidation, these 
alternative arrangements have never been used. Mr Ryan is appropriately trained and 
remains up to date and fit to practise in the role of responsible officer. 

To date resources provided by the Trust have been sufficient in meeting the legal 
obligations described above.  We have invested in a system called Prep, provided by 
Premier IT, to ensure all records related to appraisal are available to support the decisions 
made around revalidation, additionally a Trust-developed checklist is completed and kept 
safely and secure on the Trusts systems to ensure all areas as recommended by the GMC 
are adhered to. 

Mr Ryan oversees the implementation of policy and procedures related to revalidation and 
appraisal and keeps up to date with changes to legislation and best practice. 

Mr Ryan takes responsibility for dealing with practise concerns about doctors and for 
advising the GMC about doctors’ fitness to practise.  

Administrative support to assist Mr Ryan with this role is provided by the Medical Staffing 
Department. 

Associate Medical Directors 

Dr Vicki Howarth - Associate Medical Director with responsibility as Deputy Responsible 
Officer, having undertaken RO training. 

Dr Fiona New - Associate Medical Director with responsibility for overseeing the Trust’s 
Medical Appraisal arrangements, as the Clinical Lead for Appraisal.   

Medical Revalidation Committee 

Policies supporting Medical Appraisal and Revalidation are monitored and reviewed via 
the Trust Appraisal and Revalidation Committee 

The Medical Revalidation Committee was re-established and reconvened in May 2018. 
The committee provides strategic oversight and leadership of the delivery of medical 
appraisal and revalidation consistent with the GMC revalidation model.  The group is 
chaired by Dr Howarth, as Deputy RO.  Members include representation from the Quality 
and Governance Team, Human Resources, Medical Education, Consultant /SAS 
Leadership, and the Trust Executive.  The group is currently meeting on a monthly basis. 

A monthly Appraisal and Revalidation update report is provided to the Committee to 
monitor progress.   
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Medical Appraisal 

Appraisal and Revalidation Performance Data 

Medical Appraisal Compliance
All doctors need to provide six types of supporting information for Revalidation, they are:  

1. Continuing professional development  
2. Quality improvement activity  
3. Significant events  
4. Feedback from colleagues  
5. Feedback from patients  
6. Review of complaints and compliments  

The evidence is uploaded to the appraisal system and reflected on as part of their yearly 
appraisal; this includes the Trust mandatory training.  The 360 is carried out at least once 
every five years and takes place before the last appraisal prior to their revalidation date. 
As of 31st March 2019 the Trust was the named designated body for 220 doctors and 
therefore responsible for their appraisal and revalidation recommendation:-   

Consultants  103 

SAS Doctors  70 

Temporary Short-term Contract Holders   26 

Other  21 

As at the 31st March 2019;  

92.7% of doctors had a completed annual appraisal.   

Three doctors had a postponement which was agreed with the Responsible officer. 

Eleven Doctors were recorded as having an incomplete or missed appraisal.  

Communication has taken place with all those who have missed their appraisal and 
arrangements agreed going forward for each individual.  This is part of an escalation 
process, which has recently been strengthened by the appointment of an AMD as 
Appraisal Lead. Failure to engage in this process could ultimately result in the doctor being 
reported to the GMC by the RO as a ‘non-engager’, with a risk of license-loss for that 
individual. 

Appraisers 

Appraisers are supported by Dr New as lead Appraiser, who has re-established the bi-
monthly Appraiser Support Group. Appraisers are expected to attend 50% of these 
meetings. Annual half day appraiser update sessions are to be arranged.  
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Review of an appraiser’s appraisal role is to be incorporated into their yearly appraisal.  
This will include evidence of CPD as an appraiser, the identification of ongoing training 
needs and reflection in the role, feedback from their appraisees. 

GMC guidelines state an appraisee must not have more than 3 appraisals with the same 
appraiser in any 5 year revalidation cycle.  Clinical Directors have been asked to review 
numbers in their areas to identify individuals wishing to train as appraisers 

Quality Assurance 

Multi Source Feedback 

Once every five years doctors are invited to participate in a 360 multi-source feedback.   

This involves doctors completing two self-assessment questionnaires, one relating to 
being a professional, and one relating to patient care. A minimum of 12 colleagues, 6 of 
which are peers and 6 of which are support colleagues, are invited to give colleague 
feedback, and hardcopy patient questionnaires (where applicable) are distributed to the 
doctor’s patients so their views can be incorporated into the process. A minimum of 17 
patient feedbacks is required for a valid return, and only valid 360’s are considered by the 
RO when making revalidation recommendations.

The 360 degree feedback survey enables participants to give our doctors accurate and 
helpful feedback in a constructive and confidential manner.  

There are eight clear benefits of 360 degree feedback: 

1. Increases self-awareness 
2. Clarifies behaviours 
3. Measures “how” things get done as opposed to “what” gets done. 
4. Promotes dialogue 
5. Improves working relationships 
6. Encourages personal development 
7. Increases accountability 
8. Enhances performance 

A 360 is completed for each doctor prior to their revalidation submission date. The 360 
Feedback reports are facilitated for the Trust by Edgecumbe Consulting. An independent 
colleague is nominated to distribute and collect the patient questionnaires which are then 
returned to Edgecumbe who provide a feedback report.   

These findings are reported back to the doctor via their electronic appraisal pages; this is 
then discussed at the appraisal meeting. 

The revalidation/appraisal evidence portfolio of all doctors approaching revalidation is 
inspected by the RO. Dr New carries out an audit of at least one appraisal by each 
appraiser  
In the previous 12 months. Anonymised report is fed back to all appraisers and any 
significant exceptions are dealt with upon a one to one basis. 

With the appointment of the Clinical Lead for Appraisal, an additional audit of a random 
selection of appraisee files will take place this financial year. This did not take place in 
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2017/18 as the appraisal lead role had not been filled. This audit will report upon its 
findings to the Medical Revalidation Committee. 

A Peer Review of the Appraisal Process is planned to take place, and will be discussed 
and organised via the Medical Revalidation and Appraisal Committee to take place in the 
next 12 month reporting period. 

Internal Revalidation process 

The Responsible Officer utilises a Trust-developed revalidation checklist prior to making 
the revalidation submission, to ensure sufficient evidence had been provided by each 
doctor.  The Responsible Officer on completing the revalidation checklist ensures that 
each doctor has provided sufficient evidence of CPD, Quality Improvement Activity, 
evidence for all their scope of work including additional providers, reflection on incidents 
and complaints, and that the individuals have completed and reflected on their 360 
feedback.   

When the decision is made by the RO to recommend or defer a doctor, the doctor is 
immediately sent a personal e-mail informing them of their recommendation status, and, if 
deferred, what they must do to be ready for their new date 

Revalidation Recommendations 

GMC Connect

Table 1: Current Schedule of Doctors over the next 3 years (1st April – 31st March) 

Year 1 (2019/20) 2 (2020/21) 3 (2021/22)
Doctors 
Scheduled 

65 55 26 

Completed to 
date 

37 0 0 

Between 1st April 2018 and 31st March 2019, 41 positive recommendations have been 
made to the GMC; all were made on or prior to the submission date.  

1. Recruitment, background checks and engagement with the process 

Recruitment Practices 

The Responsible Officer regulations and GMC guidance give explicit responsibilities to the 
RO when the Trust enters into a contract of employment or for the provision of services 
with a doctor. These responsibilities ensure the doctor is sufficiently qualified and 
experienced to carry out the role.  
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The Trust has a recruitment process in place for obtaining relevant information when the 
Trust, as designated body, enters into a contract of employment or for the provision of 
services with doctors.   

As part of the Trusts recruitment process the following checks are carried out and 
recorded in personal files/ESR;- 

• qualifications and experience  
• references  
• verify the identity of doctors 
• GMC status 
• fitness to practise investigations, conditions or restrictions, revalidation due date 
• Disclosure and Barring Service clearance 

The Medical Staffing/Recruitment Team request all new doctors to complete an Appraisal 
and Revalidation Entry form prior to their start date to ensure new doctors have been 
engaging with the Revalidation process at their previous organisation. The form (which is  
signed off by the doctor’s previous Responsible Officer) asks for details about any 
concerns, complaints, conduct or clinical issues prior to employment start date. 

There is a bi-monthly internal audit of the quality of pre-employment checks for substantive 
and bank new starters within the recruitment department. 

For existing doctors who participate in private practice, locum or agency work, honorary 
contracts or voluntary work; the appraisal process incorporates the completion of an 
additional provider form.  The form prompts doctors to consider and describe all their 
scope of work outside of the Trust.  Doctors are requested to obtain completion of the form 
from their private provider/voluntary sector organisation to verify that there has been no 
concerns or issues with their work.  The form is uploaded as supporting information into 
their electronic portfolios, and is considered by the RO when making revalidation 
recommendations.   

The Trust maintains a record of doctors directly employed by the organisation upon the 
Electronic Staff Record (ESR) system. This data source is augmented via the Prep 
Appraisal/Revalidation tool. Both systems are maintained by the Human Resource 
Department. Doctors seeking to establish a connection with the Trust do so via the GMC 
portal “GMC Connect”. Assessments of the viability of bank doctors wishing to connect 
with the trust are made via the Appraisal and Revalidation Committee and considered 
upon a case by case basis. 

Monitoring Performance 

Process by which the performance of all doctors is monitored. 

Appraisees are encouraged to include national, local and service level data within their 
portfolios with the aim of driving improvements in clinical outcomes, patient safety and 
quality of practice. This process has been reinforced as part of the Appraisee and 
Appraiser Top Up Training to ensure evidence is included in the doctors portfolios.
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Responding to Concerns and Remediation 

It is the responsibility of the Responsible Officer to respond appropriately when 
unacceptable variation in individual practise is identified or when concerns exist about the 
fitness to practise of doctors with whom the designated body has a prescribed connection.   
The Trust has in place an established procedure for dealing with such incidences, which 
sits outside of the appraisal process. 

The Trust deals with such cases in line with Maintaining High Professional Standards 
(MHPS) which details the process for responding to concerns relating to conduct, 
capability, health issues or fitness to practise concerns for medical staff.  

During the last 12 months one doctors was identified as having concerns about their 
practise in relation to their conduct. One doctor had restrictions placed on their practice, 
whilst an investigation was conducted.  One doctor was also identified as having concerns 
about their practice in relation to their capability. 

Robust arrangements for transfer of information between Mr Ryan and the Responsible 
Officers of other Trusts and Locum Agencies are in place. 

The Trust has arrangements in place for handling concerns, and has used external 
expertise when dealing with more complex cases or when an independent review would 
be beneficial.  

To ensure all doctors carry out adequate reflection of all incidents and complaints where 
they have been specifically named, the Quality & Governance department provide a list 
which is added to each doctors’ appraisal portfolio prior to their appraisal, so these can be 
reflected on and included in the appraisal discussion.   

Risk and Issues 

There are no risks or issues to report. 

Recommendation 

The Trust Board is asked to note the content of this report and the processes in place in 
respect to the Revalidation process at the Trust. It is requested that this document be 
signed as agreement with the statement below: 

The Board of Tameside and Glossop Integrated Care Foundation Trust has reviewed the 
content of this report and can confirm the organisation is compliant with The Medical 
Profession (Responsible Officers) Regulations 2010 (as amended in 2013). 

Signed on behalf of the designated body 

Official name of designated body: Tameside and Glossop Integrated Care NHS 
Foundation Trust 

Name: _ _ _ _ _ _ _ _ _ _ _ Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 
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Date: _ _ _ _ _ _ _ _ _ _



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September, 2019 x Public  Confidential Agenda item 

Title Annual declarations under the ‘Fit and Proper Person’ test 

22 Lead Director 

Author Steve Parsons, Trust Secretary 

Recommendations made/ Decisions requested 

The Board is invited to note the completion of the annual declaration round under the ‘Fit and 
Proper Person’ test requirements 

This paper relates to the following Strategic Objectives- 

x 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  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 

Regulation 5 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014 sets 
out the ‘Fit and Proper Person’ test, to be met by all Directors of a regulated organisation and any 
individual who carries out the function of a Director. The view of CQC is that the test should be 
applied to any individual who regularly attends the Board’s meetings; and this is reproduced in the 
Trust’s policy. 

The key requirements of the Test (Regulations 5(3)(a) to (d)) are set out at Annex A. A list of those 
regarded as within the requirements/ Trust policy, who have therefore been reviewed against the 
requirements (on 20th November 2018), is set out at Annex B. 

Following on from the review conducted by the Trust Secretary in November 2018, the Board is 
formally advised that no issues were identified in terms of compliance with the Regulation. All 
Directors (and others within the policy) have submitted a formal declaration of compliance as 
required under the policy. 

This paper also formally reports to the Board on how any issues raised as to compliance have 
been addressed during the year, in accordance with the expectations of CQC. No matters of 
concern have arisen during the year. 
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Annex A- The requirements of the Regulation 

a. Being of good character (i.e., no significant criminal convictions) 
b. Not being subject to insolvency procedures or making compositions with creditors 
c. With appropriate adjustments, having the physical and mental health to perform the 

role;
d. Not having (ever) been involved in serious misconduct or mismanagement during the 

provision of services which are (or would be, if in the UK) subject to CQC regulation. 

Annex B- Those reviewed for compliance with the test, for this report 

Directors

Sallie Bridgen 
Trish Cavanagh 
Anne Dray 
Karen James 
Jane McCall 
Peter Noble 
Brendan Ryan 
Sam Simpson 
Martyn Taylor 
Peter Weller 

Regularly attending Board

Amanda Bromley (Director of HR) 
Steven Parsons (Trust Secretary) 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September, 2019 x Public  Confidential Agenda item 

Title Annual review of the forward plan of Board business 

23 Lead Director 

Author Steve Parsons, Trust Secretary 

Recommendations made/ Decisions requested 

The Board is invited to note the forward plan of business for the coming year. 

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 x Effective 

 Caring  Responsive 

x Well-Led  Use of Resources 

This paper is 
related to these 
BAF risks- 
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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 

The Standing Orders for the Board of Directors require that the Board annually reviews its 
expected business for the coming year. 

Appended to this cover paper is a summary of the expected business for the Board between 
October 2019 and September 2020. 
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Appendix 

Forward plan of Board business, October 2019 to September 2020 

Each scheduled Board meeting will include- 

• Chair’s report 

• CEO Report 

• Integrated Performance Report 

• Finance Report 

• Safe Staffing report 

• Reports from Board Committees 

• Significant Risk Report 

• Staff Exclusions (private) 

• Serious Incidents (private) 

November 2019 

Item Lead Private? Prior consideration by 

Charity Annual Report and Accounts SS Y Charitable Funds (Sept 
19) 

Safe staffing baseline review PW Q&G (Nov 19) 

Trust Seal report (July to October) SIP 

7-day services self-assessment- Board 
assurance sign-off (May to Oct 19) 

BR Q&G (Nov 19) 

EPRR (Business Continuity) annual review TC 

Adult Social Care FBC1 KJ Y 

Valedictory for Anne Dray (retiring Dec 19) JMc 

January 2020 

Item Lead Private? Prior consideration by 

Transformation projects update TC 

Freedom 2 Speak Up Guardian presentation AB Partly  

Trust Seal report (Oct to Dec 18) SIP 

Learning from Deaths (August to November 
2019) 

BR Q&G (Jan 20) 

March 2020 

Item Lead Private? Prior consideration by 

Final Operating Plan for 2020-2021 (for 
submission to NHS Improvement) 2

SS Y Finance Comm (March 
19) 

Quality Priorities 2020-2021 PW Q&G (March 2020) 

Corporate Objectives 2020-2021 KJ All (Feb and March 
2020) 

Trust Seal report (November to February) SIP 

1
 Further Committee consideration will be given in February and March 2020. 

2
 Subject to NHS England/ NHS Improvement confirming the timetable for submissions. 
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Item Lead Private? Prior consideration by 

Sustainable Development Management Plan KJ 
(PF) 

May 2020 

Item Lead Private? Prior consideration by 

Mortality periodic report (December to 
March) 

BR Q&G (May 2020) 

Achievement of corporate objectives 2018-
2019 

KJ 

Annual Report and Accounts 2018-2019 SS 
SIP 
PW 

Y Q&G (March to May 20) 
Audit (April to May 20) 

Freedom 2 Speak Up Guardian presentation AB Partly  

7-day services self-assessment- Board 
assurance sign-off (Nov 19 to April 20) 

BR Q&G (May 20) 

Compliance statements with NHS I (Monitor) 
provider licence 

SIP Audit (May 20) 

Staff Survey results AB Workforce (May 20)  

July 2020 

Item Lead Private? Prior consideration by 

Trust Seal report (April to June) SIP 

Conflict of Interest annual report SIP Audit (April 20) 

September 2020 

Item Lead Private? Prior consideration by 

Medical re-validation annual report BR Q&G (July 20) 

Fit and Proper Person test annual update SIP 

Freedom 2 Speak Up Guardian presentation AB Partly  

GM regional plan 3 KJ Y 

Annual Review of plan of forward business 
(SO 7.1.2) 

SIP 

Learning from Deaths (April to July 2019) BR Q&G (Sept 20) 

3
 Assumed date based on 2019 guidance- subject to change 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 26th September, 2019 x Public  Confidential Agenda item 

Title Meeting dates for Boards and Committees in 2020 

24 Lead Director 

Author Steve Parsons, Trust Secretary 

Recommendations made/ Decisions requested 

The Board is invited to- 
a. Agree dates for Board meetings and Director’s seminars in 2020;
b. Note the dates for Committee meetings in 2020 

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 x Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 

This paper is 
related to these 
BAF risks- 
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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 

In order to ensure effective governance, the Board must meet sufficiently frequently to effectively 
discharge its duties; whilst not meeting so often that it becomes inappropriately operational. The 
Board has agreed that an appropriate pattern, given the position of the Trust, is to meet formally 
every two months, with the ‘off’ month being used for an informal Director’s seminar. 

In line with that pattern, and continuing the pattern for usually meeting on the last Thursday of the 
month, the Board is invited to agree meeting dates in 2020 as follows- 

2020 Formal Board Director’s Seminar 
January 30th

February 27th

March 26th

April 30th

May * 21st

June 25th

July 30th

August 
September 24th

October 29th 
November 26th 
December 

*- May’s meeting is earlier owing to the national timetable for approval of Annual Report and Accounts. 

As in previous years, it is not proposed to hold a seminar in either August or December. 

For the information of the Board, attached to this paper is a schedule of the expected pattern of 
meetings for the various Board Committees, together with the Council of Governors. 
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Proposed meeting dates for Board Committees in 2020 
(including Council of Governors dates) 

January February March April May June July August September October November December

Board of Directors Thu 30 Thu 26 Thu 21 Thu 30 Thu 24 Thu 26

Board Seminar Thu 27 Thu 30 Thu 25 Thu 27 Thu 29 Wed 23

Audit Committee Wed 12 Wed 22 Wed 20 Tue 14 Tue 08 Wed 18

Charitable Funds Comm Tue 25 Wed 15 Wed 08 Tue 08 Tue 03

Finance Committee Tue 28 Tue 25 Tue 24 Tue 28 Wed 20 Tue 23 Tue 28 Tue 25 Tue 22 Tue 27 Tue 24 Tue 22

Nom and Rem Thu 21

Quality & Governance Thu 09 Thu 06 Thu 05 Thu 02 Thu 07 Thu 04 Thu 02 Thu 06 Thu 03 Thu 01 Thu 05 Thu 03

Workforce Wed 22 Wed 18 Wed 13 Wed 22 Wed 16 Wed 18

Council of Governors Wed 11 Tue 16 Wed 16 Tue 08

Govs informal Wed 19 Wed 03 Thu 19

Govs training Tue 21 Wed 22 Tue 21 Wed 21
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Minutes of a meeting of the Finance Committee of the Board of Directors, held on Tuesday, 23rd

July 2019 at 9.30am  in the Board Room, Silver Spring House, Tameside General Hospital. 

Present Sallie Bridgen SB In the Chair 

Trish Cavanagh TC  

Anne Dray AD  

Karen James KJ  

Sam Simpson SS  

In attendance Alice Hall AH Deputy Head of Procurement 

Jackie McShane JMcS Director of Operations 

Steve Parsons SIP Trust Secretary 

Asif Umarji AU Assistant Director of Finance 

Mike Veale MV Deputy Director of Estates 

77/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting. 

Apologies for absence were received from Cathy Elliott, Peter Nuttall and Paul 
Featherstone. 

78/2019 Declarations of Interest

No conflicts of interest were declared in respect of the business expected to be 
considered at the meeting. 

Minutes of the meeting held on 25th June, 2019

79/2019 The minutes of the Committee’s meeting held on 25th June, 2019 were approved 
as an accurate record. 

Matters Arising from the minutes

80/2019 The Committee noted the following updates to the Action Log- 

59/2019 The submission of the costing data was being signed off the day after 
this meeting, and would be reported to the Committee in September. 
Action completed. 

75/2019 (Not yet due) 
SS noted that the reporting line for TEP reports would need to be 
reviewed in the Terms of Reference work, given that there had been 
changes to the structure in which the TEP group worked. 

SS also referred the Committee to the circulated update of relevant risks within 
the Board Assurance Framework, which had been further updated based on the 
Committee’s previous discussion and were now brought forward for final review. 



Finance Committee, June 2019 Page 2 of 5 

AD enquired whether the Committee was intending to review the management of 
these risks at each meeting; SS noted that this was not the intention, and these 
would be next considered in October 2019. 

The Committee then formally recommended the changes to the risks to the Board 
for adoption. 

81/2019 Single Operating Framework metrics update

TC presented the circulated update for June 2019, drawing attention to the 
following key points- 

a. The level of participation in the ‘Friends and Family’ test in the A&E 
department were disappointing. There was a recognised need to get 
greater public engagement to increase the participation rates, and specific 
actions were being taken. 

b. In terms of the 4-hour target for A&E performance, this was clearly below 
expectations at present. Significant work was being undertaken with the 
department to improve flow and ensure that appropriate patients were 
referred to the walk-in centre, and there was a clear expectation of quick 
improvement. 

SB enquired if there were any informal indicators for the decline in performance 
against the 4-hour target. TC advised that anecdotal information indicated that the 
opening of the walk-in centre was having unanticipated effects on how colleagues 
were managing some patients, which was affecting flow through both 
departments. Work was being undertaken to support the ‘shop floor’ leaders in 
ensuring that patients were referred appropriately for their presenting symptoms. 
AD commented that it was positive that the Executive team were identifying areas 
for change to drive improvement in the performance. 

The Committee then noted the metrics for June 2019. 

82/2019 Finance Report, M3 (June 2019)

AU presented the circulated report, and noted the following key points from the 
performance to the end of June 2019- 

a. Performance in-month had been £24,000 better than plan. Performance 
across the first quarter (April to June 2019) £50,000 better than plan. 

b. Efficiency schemes had achieved £228,000 more than planned for the 
month, and for the first quarter the Trust was £69,000 ahead of the plan. 
The year-end forecast at this stage was £603,000 behind the plan; 
however, this had improved by £210,000 during the course of the month. 
Work was continuing to identify schemes to deliver the full target. 

c. In respect of specific efficiency schemes, £250,000 had been re-allocated 
from Estates to the technical stream. The Finance Improvement Team 
would also be supporting the Community teams to identify further 
efficiencies to meet their target performance. 

d. Performance against the agency ‘cap’ continued to be good, with usage of 
agency staff slightly below the plan (and significantly below the ‘cap’) for 
the month. 

e. As noted in the presentation, there had been changes in the governance 
that supported the delivery of the plan, and these changes were showing 
positive outcomes with Directorates taking greater ownership of both their 
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current and future performance. 
f. It is anticipated the Trust is progressing the new process with Plus us to 

ensure that the Trust can recover VAT where possible.  
g. There had been a small positive variance in the cash position at the end of 

the month, reflecting timing differences and the receipt of a small 
additional amount of PSF in respect of 2018-2019. The cash balances 
continued to be closely monitored. 

h. In terms of capital, this continued to be a national area of focus. The North-
West Region had now agreed arrangements that met the national 
expectations for the region; and it remained to be seen what the overall 
national position would be. 

i. Related to the capital issues, the Healthier Together project had been 
delayed owing to the need for capital funding through Public Dividend 
Capital to be issued from HM Government. It was not currently clear if the 
GM Digital project would also be affected. 

AD commented that there were a significant number of actions that appeared to 
have been identified through the new governance processes; she asked about 
how they were being prioritised for local delivery. AU confirmed that the various 
actions had been risk-rated, from which priorities were set; it was also important to 
note that the actions were progressed through the existing governance structures, 
rather than adding additional layers. JMcS commented that the vast majority of 
the actions would already have been taken, but they were now clearer and more 
transparent. KJ commented that it was very pleasing to see that the Directorates 
were taking ownership of the forward forecasting in a way that was new to the 
organisation. 

SB sought further information in respect of the VAT issues. SS advised that, 
following a change of approach by HM Revenue and Customs, VAT recovery had 
not been possible under the current arrangements for medical agency being used 
to back-fill sickness; it also arose in respect of obtaining GP cover for the walk-in 
centre following on from the previous arrangements. TC noted that the Trust was 
nearly at the point of having a GP bank sufficient to cover all normal requirements, 
so agency use for GP cover should cease. 

AD expressed concern at the possibility that the digital work with Greater 
Manchester might be affected by the national capital position; given the national 
direction of travel set out in the 10-year Plan, this seemed like a retrograde 
decision. SS noted the concern, and that no final decisions had yet been taken. 

The Committee then noted the financial position at the end of the first quarter. 

83/2019 ‘Deep Dive’- Procurement

AU presented the deep dive, noting the following key points- 

a. The target saving for the Procurement team was £1.2 million, with £1.5 
million of that being recurrent savings.  For June performance was ahead 
of the plan, but across the first quarter it was slightly behind having 
delivered £220,000. 

b. One of the key issues was the national Supply Chain arrangements, 
introduced in April 2019, which the Trust had been required to participate 
in and for which an amount had been ‘top-sliced’ from income. The 
benefits from the process were being reviewed closely on a monthly basis, 
and currently the Trust was not seeing a net benefit; this was being fed 
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back to those responsible, but also affected the financial figures as the 
reduction in income assumes the benefit to be delivered. 

c. There had been some slippage in the Greater Manchester collective work 
related to procurement, which would also have an impact in what could be 
achieved in the year from efficiencies. 

d. The forecast was that the department would achieve its targets for the 
year, with some over-achievements already being recorded. There was 
also improved governance and linkage with Directorates, which was 
enabling the department to focus its resources more appropriately. 

AH outlined the various schemes that were currently being undertaken by the 
Department, as outlined in the presentation. She noted that the various 
collaborative GM projects were of particular importance, with each one now being 
led by a designated provider. SS noted that the changes in governance at GM 
level had led to greater efficiency and delivery for these projects; they reported 
regularly to the GM Directors of Finance meeting. 

SB welcomed the presentation, and asked that the Committee’s thanks were 
passed back to the department for their excellent work and progress. AD noted 
that she attended the internal procurement group, and had assurance that there 
was good engagement with and by the Divisions. She also had assurance that 
there was a focus on improving quality, as well as financial savings. AH noted that 
a number of schemes for possible savings had been rejected for either a 
reduction, or an insufficient improvement, in quality of outcomes. 

The Committee then- 

a. Noted the ‘deep dive’ into the Procurement Department;
b. Thanked AH for her attendance;
c. Recorded that it had positive assurance as a result of the presentation. 

[AH left the meeting.]

84/2019 Greater Manchester System Control Total arrangements

SS introduced the circulated paper, and drew the Committee’s attention to the 
following points- 

a. As part of the development of ‘mature’ Integrated Care Systems under the 
proposals in the 10-year Plan, it was expected that all ICS’ would adopt a 
single combined Control Total, with mutual impacts if it could not be 
achieved. Failure to do so would be seen as a clear indication that the ICS 
was not ‘mature’, with potentially negative consequences. 

b. The expectation from NHS Improvement/ NHS England was that all 
mature ICS’ would be able to enter these arrangements for the 2019-2020 
year. In Greater Manchester, Salford FT had not been able to agree its 
organisational Control Total with NHS Improvement, so the GM discussion 
had been on how to manage this situation. 

c. All providers within GM had been canvassed, and as shown on the papers 
an agreed solution which shared the risk accordingly had been reached. 

d. Achievement by GM of its combined Control Total would mean that all 
providers could access all of the Provider Sustainability Fund payments for 
the year.   

KJ noted that these arrangements reduced the risk to this Trust, as GM being 
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seen as not ‘mature’ would be likely to significantly impact all organisations within 
the ICS. There were also a number of potential benefits available if GM could 
adopt a combined Control Total. 

The Committee also noted that the 10-year Plan anticipated that there would be a 
much greater focus on ICS’, with an expectation that they would form the key 
body for both funding flows and compliance with national objectives in the future. 
Whilst GM had arrangements in place that were likely to facilitate this, other areas 
were less developed; and NHS Improvement/ NHS England had not yet provided 
clarity about how governance arrangements were expected to operate, given an 
ICS was not a legal entity. 

The Committee then approved and agreed the arrangements for a System Control 
Total for Greater Manchester in 2019-2020. 

85/2019 Future Workplan

The Committee noted the planned business for future meetings. 

86/2019 Report to the Board

It was noted that SIP would prepare the regular report to the Board from the 
Committee. 

Items for note

The Committee noted the following items- 

a. CRIG outcomes report, July 2019 
b. TEP action log 

SS noted that the consolidated finance report for the locality had not yet been 
received from the Strategic Commissioner, and would be circulated to members 
when received.

ACTION-

a. DW to circulate the consolidated Finance Report when received. 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Minutes of a meeting of the Workforce Committee of the Board of Directors, held on Wednesday, 
17th July 2019 at 10am in the Board Room, Silver Springs House, Tameside General Hospital. 

Present Peter Noble PN In the Chair 

Sallie Bridgen SB  

Jane McCall JMc For Cathy Elliott 

Brendan Ryan BR  

In attendance Amanda Bromley AB Director of Human Resources 

Lucy Harmer LH Assistant Director of Human Resources 

Alison Lea AL Associate Medical Director 

Steve Parsons SIP Trust Secretary 

Andrew White AW Deputy Director of Human Resources 

39/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting. 

Apologies for absence were received from Cathy Elliott, Taira Shaffi and Peter Weller. 

40/2019 Declarations of Interest

No conflicts of interest were declared in the business expected to be considered in the 
meeting. 

41/2019 Minutes of the meeting held on 16th May, 2019

The minutes of the Committee’s proceedings on the 16th May, 2019 were approved as 
an accurate record. 

42/2019 Matters Arising from the minutes

The Committee noted the following updates from the Action Log- 

33/2019 AB noted that the more likely outcome was to see changes in the 
figures being reported, and MW noted that some basic modelling had 
been undertaken with significant assumptions made. This was not 
something that was likely to be able to be progressed at present. 
PN asked about early impact, and MW advised that there was a 40% 
reduction in those who were off work sick for 6 months or more, with the 
June statistics being at the lowest level for 5 years. 
Action discharged. 

43/2019 Interim NHS People Plan

AB presented the circulated summary, and noted that a full paper would be 
considered by the Board at the end of July 2019. The following key points were drawn 
to the Committee’s attention- 
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a. The final People Plan was expected to be released later in 2019, although this 
was subject to central government processes as the costings would be subject 
to the national spending review. It was not expected that the key factors would 
change between the Interim and final Plan. 

b. The final Plan was expected to set out the key skills and requirements for the 
NHS workforce of the future; currently there was very limited clarity in this 
area. 

c. The health and well-being of staff was a substantive theme in the Interim Plan, 
and linked to the sections in the NHS 10-year Plan which promoted a 
population health approach, as adopted already in this locality. The Interim 
Plan also emphasised the digital agenda, and the need to support and develop 
staff to have the skills and experience to deliver digital advances 

d. On staff engagement, there were a number of themes- retention, development, 
and flexibility being key issues. This linked to the results of the staff survey, 
nationally and locally, and the work that the Trust was undertaking as a result. 

e. The Interim People Plan was being taken into account in the work on the 
Trust’s Workforce Strategy. 

f. Overall, it was pleasing that the national Interim People Plan both aligned with 
and reflected the work that the Trust and the locality had been engaged in for 
some time. 

BR welcomed that the Trust’s activities were well-aligned with the national approach 
as set out in the Plan. However, he was concerned that the national plan did not fully 
align with the lived experience, particularly in terms of the timescales that it set out for 
very substantial changes to be achieved. There was a risk of having unreasonable 
expectations and then reacting when they were not achieved. He also commented 
that flexible working was the right thing to aim for, but there were cultural issues to be 
addressed in respect of some managerial colleagues who found it difficult to see how 
flexible working could be accommodated. He suggested that there would be a need to 
look at this across the piece, and to recognise that there were limits to the flexibility 
that could be accommodated. AB broadly agreed with that position, but noted that in a 
large number of instances there was no flexibility offered so colleagues were leaving 
the Trust to work elsewhere that could accommodate their needs. MW noted that 
there was some informal flexibility through colleagues swapping shifts, but the current 
systems and processes made flexibility more difficult and that needed to be resolved. 

JMc enquired about the system impacts of the workforce challenges currently being 
seen; whilst recognising that the Trust’s performance must be management’s priority, 
she noted that the Trust would not want to adversely affect the overall system 
position. AB commented that there was a local Workforce Transformation group 
operating with the Trust’s partners, and the key impact tended to be around primary 
care. There was some impact between the Trust and the local authorities, but that was 
not significant. AL noted that there was now recognition of the integrated approach 
between NHS community provision and social care, and organisations needed to 
show leadership when considering their decisions in this area. She also noted that 
both national and GM work was being undertaken to feed into the integration work, 
which was recognising the various challenges. AB noted that the position in respect of 
Primary Care was less clear as (unlike secondary care) they had not previously been 
required to provide workforce information centrally: this meant that it was difficult to 
acertain an accurate baseline for future development. There were also definition 
differences for various roles with the same title between Primary and Secondary care. 
She also noted that the Trust was exploring the possibility of being an early adopter 
for a cross-locality workforce platform, which would assist in these matters. 
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PN enquired what developments were expected in the final Plan; AB advised that it 
was expected the final Plan would include detailed costings, following the national 
spending review. PN also enquired about the key points to be included in the paper to 
the Board; AB noted that this was expected to relate the national plan to local work.

PN asked about the key barriers that would need to change to deliver the Plan’s 
objectives. MW commented that over the previous 10-15 years, the NHS had 
developed a culture where there was less flexibility; for example, there had previously 
been a cohort of nurses who only undertook night-shifts, but that had come to be seen 
as inappropriate, and phased out. There was now a need for the NHS to develop its 
culture to support the flexible working that a new generation of employees both 
wanted and expected. BR also noted that this change could be a challenge for 
managers, who would need to be supported including through appropriate IT systems. 
PN enquired about developments at the GM level, and AB noted that a number of 
GM-level groups would be addressing relevant parts of the People Plan. 

The Committee then- 

a. Noted the update report on the Interim People Plan, and that the Board would 
consider a paper at its meeting in September 2019;

b. Noted that a review of the Workforce Strategy was currently being undertaken, 
and would be reported to the Committee in the Autumn of 2019. 

44/2019 Update on actions resulting from the 2018 Staff Survey

MW presented the circulated update, which advised the Committee of progress being 
made against the agreed actions. He noted the following points- 

a. Corporate and Directorate-level themes for improvement had been identified, 
and were being taken forward. 

b. The Equality and Diversity Group was reviewing the actions being undertaken, 
and also considering the impact on the national submissions under the 
Workforce Race Equality Scheme and the Workforce Disability Equality 
Scheme. 

c. The HR department was working on improving the quality of appraisals, 
through a programme of training and development for managers. 

d. Feedback to staff who reported incidents was being reviewed  
e. A communications programme was being put into place with staff to 

understand the results of the survey, and the actions that the Trust was taking 
as a result. 

SB enquired whether managers were required to attend training in giving appraisals; 
LH confirmed that this had been made compulsory when the appraisal work-books 
were introduced three years previously. Managers who needed training and support 
were identified through audits of appraisal outcomes/ papers.  

SB also enquired how the Trust was communicating the actions being taken in 
response to the outcomes of the survey; AB noted that these were part of the 
engagement programme being planned for the autumn of 2019. JMc enquired 
whether it was intended to use focus groups or something wider. It was likely that 
different mechanisms could be used for different groups; this was currently being 
worked on.. PN enquired how staff on the ward would see a difference as a result of 
the process. MW commented that there was a focus on both community and particular 
wards given the outcomes of the survey; there was also a wider piece of work for the 
reasons outlined by AB. BR noted that a significant number of staff were peripatetic, 
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and the Trust needed to consider the best way to engage with them; he also noted 
that the local leadership strategies would have a significant influence on how 
individual members of staff responded to the survey. PN felt that there was a need to 
ensure local ownership of the actions to be taken, together with a wider appreciation 
of the system impacts. 

AB noted that there was an aim to take a longer-term view, linking to the work on the 
Workforce Strategy. The Committee should bear in mind that this would not fit with the 
annual nature of the survey, with the 2019 questionnaires expected in September 
2019 and results from that round, expected to be released around March 2020. PN 
enquired whether the results of the survey were triangulated against the patient 
feedback from the various areas. MW advised that the work as supported by the 
quarterly ‘Friends and family Test’ for staff. AB noted that it could be difficult to relate 
the various sources in a meaningful way, but where possible items were triangulated. 

The Committee then noted the update on actions from the 2018 Staff Survey. 

45/2019 Update on equality work
Gender Equality statutory information 

AB presented the circulated paper, noting that there had been a delay in the 
development of the Equality and Diversity Strategy owing to the need to make an 
appointment to the specialist role supporting this work. This had now been done, and 
themes that were being addressed were compliance, culture, health inequalities and 
equality in the workforce. There had been internal and external engagement, and the 
work linked to other areas such as the development of talent management.  
Arrangements were being put into place for the Committee to consider and approve 
the Equality and Diversity strategy, followed by consideration by the Board in 
September 2019, and then for its launch to the organisation. 

The Committee’s attention was also drawn to the statutory information related to 
gender equality at the Trust, which would be published on the Trust’s web-site in due 
course. 

SB commented that the presentation showed the progress made, but also highlighted 
how much further the Trust could go. She felt strongly that the Trust should be 
adopting an over-arching policy statement on equality and inclusion, to cover all areas 
of work, in addition to a policy focused on workforce matters. AB noted that there had 
been some initial discussions on guidance to managers, which would be progressed 
as part of the wider development of the strategy. Part of this work involved 
identification of the appropriate guidance to different types and levels of management. 
PN felt that a key test would be what the feel of the final draft would be like; AB 
advised that the aim was not to focus on compliance, but on the positive reasons and 
advantages. 

The Committee noted that the final draft of the Equality and Diversity strategy was 
expected to come to the Committee in September, followed by consideration by the 
Board. The Committee asked that the Head of Equality and Diversity attended both 
the Committee for those discussions. The Trust Chair also indicated that they should 
attend the September Board meeting, to support the discussions of the Board on 
approval of the strategy. SIP noted that the Council had positively engaged with the 
equality issues related to the pending appointment of two Non-Executive Directors. 

The Committee then- 
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a. Noted the update on equality issues;
b. Requested that the Head of Equality and Diversity attended the September 

meeting of the Committee to present the Equality and Diversity Strategy;
c. Agreed with the Trust Chair’s suggestion that the Head of Equality and 

Diversity should attend the September 2019 Board meeting to support 
discussion on the Strategy. 

ACTIONS-

a. Head of Equality and Diversity to present the Equality and Diversity Strategy to 
September 2019 Committee;

b. SIP to arrange for Head of Equality and Diversity to attend September 2019 
Board to support discussion on the Equality and Diversity Strategy. 

46/2019 Workforce Dashboard

MW drew attention to the following key points- 

a. Sickness absence figures were still above the target, but were showing a 
reducing trend as a result of the new developments discussed at the previous 
meeting. 

b. Turnover in staff numbers was within the agreed targets, and continued to 
show a good trend. 

c. Performance against the agency target, as earlier noted, was good and 
comfortably below the NHS Improvement ‘cap’. 

d. Overall mandatory training figures were in target but there were particular 
areas where focus was required, and these were being addressed. 

PN noted that the dashboard now effectively communicated the key information: JMc 
welcomed the clarity about the timing of reports and when they would be considered. 

SB commented that it would be of assistance if the report included year-on-year 
comparators and also trend information, so that the Committee could see and account 
for seasonal variation. It was agreed that this would be reviewed for the future. SB 
also queried the position regarding the Staff ‘Friends and family’ test figures; MW 
noted that the Trust had changed to include all staff, not just a sample, which would 
have had an impact on these outcomes. 

The Committee then noted the Workforce Dashboard for September 2019. 

47/2019 Board Assurance Framework risks related to Workforce

AB presented the circulated paper, and outlined the proposed changes to the risks 
following a full review. In particular, a risk had been added related to the challenges to 
staff availability from the impact of pension tax changes on senior medical colleagues.

Referring to the pension risk, JMc noted that whilst this was not currently significant 
for this Trust it could become so; she would be looking for the Board to be kept closely 
informed as the national position developed. AB noted that the Executive team would 
be discussing the position on the following Monday; MW noted that there had been 
some national work on solutions, but there could be some unintended impacts that 
would create larger tax charges for the 2019-2020 year. 

PN had concerns that the risks were generally not showing dynamically with evidence 
of the risk ratings changing to reflect new environments and effective mitigation. He 



Workforce Committee, July 2019 Page 6 of 8 

suggested that the Committee should review progress at the year-end to gain 
assurance that the identified controls and mitigations had been effective in reducing 
the risk. JMc felt that this was something that the Chairs of Committees should 
discuss, to ensure that there was a consistent approach across all of the Committees. 

SB enquired about the realistic savings from the process, noting that this was not 
entirely clear to follow; it was noted that one factor was the way risks were being 
identified and formulated. The Committee specifically noted the different risks and 
challenges that applied in respect of different staff groups. 

The Committee then- 

a. Noted the updated risks, and recommended them to the Board for adoption;
b. Requested that the Chairs of Committees consider how Committees could 

obtain year-end assurance around the effectiveness of controls and 
mitigations. 

ACTION-

a. PN to raise with Chairs of Committees how to obtain year-end assurance on 
effectiveness of controls and mitigations. 

48/2019 Update on Agency staff useage

MW noted the following key points- 

a. The trend was still downwards, with bank usage increasing; overall, this was a 
positive position. Spend was significantly below the NHS Improvement ‘cap’. 

b. NHS Improvement had issued new guidance, effective from the middle of 
September 2019, which would prohibit Trusts from using agency for Estates, 
Facilities or Administration posts. As currently advised, no significant impacts 
were expected for this Trust as a result. 

The Committee noted the update on agency staff use. 

49/2019 Apprenticeships Update

LH presented the update, noting the following developments- 

a. The national public sector target was for 2.3% of colleagues to be undertaking 
apprenticeships, accompanied by a ‘levy’ of 0.5% of payroll- about £650,000. 
We were currently about at that participation target. 

b. There was a range of work currently being undertaken, with a more targeted 
approach to key areas in order to ensure the best outcomes and focus on the 
key areas. 

c. There were a wide variety of opportunities, running up to degree and post-
graduate level where appropriate. 

JMc enquired as to the NHS national position in this area; LH undertook to obtain the 
information and confirm the position. MW noted that this would be forming a 
significant part of the workforce strategic developments at a national level. AL 
commented that there was still a desire to ensure that, as a system, appropriate steps 
were taken to ensure the most effective use of the levy funds and in particular to 
share surplus funds to support work in primary care. AB noted that this was an area 
that was being worked through within the Education Committee, and with the Primary 
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Care Workforce Group. 

AL also noted that there were opportunities to tap into funding through Heath 
Education England, some of whose key priorities could link into this area. SB felt that 
there could be a broader conversation to be undertaken with partners, both locally, 
regionally and nationally, to look at what could be achieved through this funding. 

The Committee then noted the update on apprenticeships. 

ACTIONS-

a. LH to confirm the NHS national position on apprenticeships to the Committee. 

50/2019 NHS Improvement circular- Learning Lessons to improve people practices

AB presented the paper, which outlined for the Committee the actions and reviews 
undertaken in light of the recent letter from the Chair of NHS Improvement. This had 
largely been a ‘call to action’ based on the learning from a range of cases, and one 
specific case where the individual had committed suicide owing to poor support during 
an investigation and disciplinary procedures. The NHS Improvement letter restated 
the Board’s overall responsibility for ensuring the processes within their organisation 
were appropriate, fair and provided sufficient support to individuals. 

The Trust’s processes had been reviewed in light of the recommendations from the 
NHS Improvement circular. As set out in the paper, the Conduct Policy was being 
reviewed and updated with the guidance in mind; and in particular, the regular report 
to the Board was being revised to meet the expectations set out in the circular. These 
changes were likely to be implemented in September 2019. 

SB sought further assurance regarding the support provided to colleagues who were 
subject to an investigation and/or disciplinary process within the Trust. AB outlined the 
key supports made available; of particular note was the support provided through the 
Occupational Health department, who could refer individuals to external agencies 
where additional support was needed. The Trust had arrangements for each case to 
have a named contact or ‘buddy’.. She also noted that the Trust was reviewing some 
of the template documents provided to managers, to ensure that they struck the 
appropriate tone; and  more generally, the support available was being reviewed. The 
Committee felt that it should reflect further on this area at the September 2019 
meeting. 

The Committee then- 
a. noted the report;
b. asked that further consideration was scheduled for the September 2019 

meeting of the Committee;
c. agreed that the Committee would report to the September 2019 meeting of the 

Board on the issues raised in the NHS Improvement circular, for Board 
discussion. 

ACTIONS-

a. Further discussion to be scheduled for the September 2019 Committee. 
b. SIP to add relevant item to the Board’s public agenda in September 2019 

(Committee to report on achievement of the items in the NHS Improvement 
circular). 
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51/2019 Future Workplan

The Committee noted the expected business for future meetings of the Committee, 
and in particular the business for the meeting in September 2019 in light of the 
discussions. 

SB queried whether, in light of the matters being regularly discussed at the 
Committee, there should be a regular attendee from the Finance Department at the 
meeting; and more generally, whether the key departments should be represented as 
a matter of course at all Board Committee meetings. It was noted that this would 
sensibly fit within the review of Committee Terms of Reference that would be reported 
to Committees, and then to the Board, in September 2019. 

52/2019 Matters to be reported to the Board

It was noted that SIP would prepare the regular report from the Committee to the 
Board. 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Minutes of a meeting of the Audit Committee of the Board of Directors, held on Tuesday, 16th July 
2019 at 9am in the Board Room, Silver Springs House, Tameside General Hospital. 

Present Anne Dray AD In the Chair 

Peter Noble PNo  

Martyn Taylor MT  

In attendance Darrell Davies DD MIAA 

Lindsey Hulme LH Associate Director of Finance 

Joanne Latham JL KPMG 

Steve Parsons SIP Trust Secretary 

Sam Simpson SS Director of Finance 

Mark White MW Deputy Director of Human Resources 
(for item 68/2019) 

57/2019 Welcome and apologies

AD welcomed DD, who would be covering both internal audit and LCFS matters. 

Apologies for absence were received from Amanda Bromley, Debra Chamberlain, 
Karen James, Neil McQueen, Ruth Parker and Peter Weller. 

58/2019 Declarations of Interest

It was noted that KPMG would be withdrawing from the meeting when the item 
related to their involvement in providing due diligence was considered. 

No other potential conflicts of interest were declared in the business expected to be 
considered in the meeting. 

59/2019 Minutes of the meeting held on 21st May, 2019

The minutes of the Committee’s meeting held on 21st May, 2019 were approved as an 
accurate record of proceedings. 

60/2019 Matters Arising from the minutes

The Committee noted the following update on the Action Log- 

4/2019 Action completed 

50/2019 Action completed 

54/2019 Both actions completed 

56/2019 Both actions completed 

61/2019 Progress report from the Internal Audit service

DD presented the report and noted the following key points- 
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a. There were no final reports at this early stage of the cycle, but the plan had 
been started and was on track. It was also positive that there were no reports 
from the previous year’s plan to complete. 

b. There was one proposed change to the plan: following discussions with the 
Director of Estates and Facilities, it was recommended that the time allocated 
for an equipment maintenance review was used to provide assurance 
regarding waste management systems. 

c. It was also recommended that some of the contingency time to undertake a 
review to support the actions required from the Care Quality Commission 
report. 

PNo enquired whether there was a wider piece of review work to provide assurance 
on the Trust’s work related to sustainability. SS noted that Paul Featherstone was 
currently developing a Sustainability Development Management Plan, which would be 
coming to the Board for consideration by the end of the financial year. AD enquired 
whether there were potential savings; SS noted that no savings had yet been 
identified, but it was possible that savings could result. 

The Committee then- 

a. Noted the progress report from the Internal Audit service;
b. Agreed the proposal to change the plan to undertake a review of waste 

management services;
c. Agreed the use of contingency time for undertaking the review related to the 

CQC inspection. 

62/2019 Internal Audit Charter, 2019-2020

DD referred to the circulated document, which set out the key expectations of the 
internal audit service for the year. It was the key factor that would then be used in the 
Head of Internal Audit opinion’s review of internal audit at the end of the year. 

The Committee noted the Internal Audit charter for the year. 

63/2019 Update report from the external auditors

JL presented the circulated update, and invited any comments from the Committee. 

LH noted that the Department of Health and Social Care had released the Accounting 
Reporting Manual for 2019-2020, which was being taken into account. She also noted 
that further updates during the course of the remainder of the year were to be 
expected. 

AD enquired if there were appropriate arrangements in place to take opportunities 
from the increased ability for NHS Trusts to take property they were using for 
services. SS advised that the Trust was reviewing the best approach to this 
development. AD enquired about timescales; SS noted that these were not yet clear 
on a national basis. SS also noted that any business cases were likely to be at a level 
requiring the approval of either the Finance Committee or the Board as a whole. 

The Committee noted the update from the external auditors. 

64/2019 Rolling updates on the Annual Report and Annual Governance Statement

SIP presented the two papers together, which provided an update for the Committee 
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on the preparations for the 2019-2020 Annual Report. The paper noted that, on 
reflection, there was no appropriate reason why the Annual Report could not be 
prepared earlier, and this would be the intention for the year. 

Peter Noble commented that it was disappointing that the Annual Report was not 
available, at least in substantially-completed form, much earlier so that the Board and 
Committees could ensure it properly reflected their views. The Committee noted that 
final data for the year would not be available until April 2020; but SS noted that there 
was a requirement for the Trust Auditors to receive the completed Annual Report draft 
at the same time as they received the draft Annual Accounts, which would be about 
21st to 24th April 2020. The Committee also considered that it would be appropriate for 
sections to be prepared in draft based on the position at the end of the third quarter, 
and then updated as final data became available. 

The Committee also discussed the most appropriate way of structuring the 
introduction by the various Committee Chairs to their sections of the report, 
recognising the various merits of a single approach against the personal style of the 
individual. The Committee considered that, whilst some greater structure was 
desirable, overall it would be appropriate to allow flexibility to the Chairs of 
Committees in their approach. 

The Committee then agreed- 

a. To note the progress updates;
b. That the next progress updates should be laid before the Committee in 

November 2019;
c. The November 2019 update should include proposed guidance for Committee 

Chairs on what to include in their introductions;
d. That the Secretary would provide a timetable for the preparation of the Annual 

Report, setting out who would provide which sections and by when, to the 
September 2019 meeting of the Committee;

e. That a near-final draft of the Annual Report, based on the data to the end of 
the third quarter (December 2019), should be presented to the Committee in 
February 2020 for review and debate;

f. That the final draft of the Annual Report would be presented to the Committee 
in April 2020, at the same time it was submitted to the auditors with the draft 
Annual Accounts. 

ACTIONS-

a. SIP to provide complete timetable for completion of Annual Report, including 
those responsible for each section, to the September 2019 meeting. 

b. SIP to present next rolling update on AGS/ Annual Report to November 2019 
meeting. 

c. SIP to present draft guidance on Committee Chair introductions to the 
November 2019 meeting, with the rolling update. 

d. SIP to provide a near-final draft of the Annual Report, with all sections drafted 
based on Q3 data, to the February 2020 meeting of the Audit Committee. 

e. SIP to provide the final draft of the Annual Report (subject to comments from 
audit) to the Committee and the Auditors at the same time as the draft Annual 
Accounts are submitted to the auditors (expected 21st to 24th April 2020). 

65/2019 LCFS Update report

DD presented the update, drawing the Committee’s attention to the following key 
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points- 

a. The self-review in respect of the national Procurement Fraud exercise had 
now been formally submitted to the Counter-Fraud Authority, and would be 
subject to their review. 

b. Work was in progress as a result of the CFA review visit, and the Committee’s 
attention was drawn to the update included within the report. 

c. There had been a number of alerts issued since the last meeting, as outlined 
in the report. No issues affecting this Trust had been identified as a result. 

d. The CFA had issued a revised manual, which largely included minor updates. 
No significant changes had been identified. 

e. There had been one referral received, which related to a staffing provider and 
had been sent to a large number of NHS organisations. The CFA was leading 
this investigation. 

f. The plan for pro-active work remained on track. 
g. There were two cases being actively progressed, as outlined in the report. 

MT sought assurance regarding the steps being taken to progress the investigations 
appropriately. SS advised that the investigations were being actively pursued, and the 
Trust would seek to recover the amounts from the individuals. This included, in 
appropriate cases, through claims against the individual’s NHS pension accounts. 

PNo sought confirmation that there was a systematic process to ensure all policies 
were regularly reviewed; was there an overarching approach, a clear list of all policies
with review dates, and a process to ensure the reviews were effective? SS noted that 
the previous meeting of the Committee had asked for an assurance report to be 
provided, and this was expected to come to the Committee in September 2019. 

AD sought clarification on the routes through which the Committee received 
assurance related those working whilst on sick leave. SS noted that some instances 
were caught through the National Fraud Initiative, although this only covered public-
sector employers; there could be logistical difficulties in obtaining the necessary 
information to identify the potential fraud. The process was largely intelligence-led, 
with colleagues advising the LCFS of suspicions when others were illegitimately 
working. SS also noted the intention, in line with the new requirements of the 
Counter-Fraud Authority, to include relevant fraud risks on the Corporate Risk 
Register and (if relevant) the Board Assurance Framework. 

The Committee then- 

a. Noted the general update on LCFS work;
b. Noted the update on work as a result of the Counter-Fraud Authority review 

visit, set out in Appendix C of the report. 

66/2019 Schedule of Losses and Compensation Payments

LH presented the circulated report, noting that no payments exceeded the £25,000 
level where the approval of the Committee was required. There were no items which 
needed to be drawn to the specific attention of the Committee. 

AD enquired whether the changes in Pharmacy around lost stock were expected to 
deliver a financial benefit; LH advised that this was expected. SS noted that some of 
this was being driven by the Pharmacy being more challenging to Divisions regarding 
the purchase of rarely-used products. She also noted that the possible exit from the 
EU was also affecting behaviours. 
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The Committee noted the Schedule of Losses and Compensation Payments 

67/2019 Tender Waivers

SS presented the paper, noting that the information reflected the increased controls in 
place. She confirmed that all tender waivers were subject to review by herself and 
another Executive Director, and all required to be explained. 

MT queried the value of the Committee reviewing this information. SS noted that this 
was a requirement of the Standing Financial Instructions, and SIP noted that each 
time a waiver was used this was a decision not to follow the usual quotes/ tender 
requirements. MT accepted that this was appropriate for reporting. 

PNo sought assurance about the rigour of the process, to ensure it was only used 
appropriately. SS outlined the steps that were taken before approval was given, and 
noted that many of these requests related to service contract arrangements for 
specific equipment where the related item was required. 

AD had concerns that a number of the entries suggested that insufficient time was 
being allowed to undertake procurements, with the result that tender waivers were 
needed to cover the gap. SS commented that this might be an issue as much with 
colleagues in Directorates as with the central Procurement team. PNo felt that this 
indicated a lack of full control on the ‘pipeline’ of procurements; SS commented that 
one possible improvement would be for Directorates to have a better understanding 
of the time and information required to undertake procurement processes 
successfully. 

The Committee had concerns as to whether procurement processes were being given 
sufficient early attention to complete the process in a timely way. SS undertook to 
feed that back to the Divisions; she also noted that the recent improvements in control 
systems should assist with this position. The Committee were reminded that the Trust 
only had a small procurement team, who had to prioritise the support that they gave 
to the various pending projects. 

The Committee then noted the tender waivers in the period. 

[MW joined the meeting.]

68/2019 HM Revenue and Customs review visit

MW presented the circulated report, which updated the Committee on the recent 
review visit by HMRC to look at Payroll and related functions. HMRC were 
undertaking a programme of visits to NHS providers. The outcomes for this Trust 
were positive, with no issues being identified and no recommendations for change 
being made. LH noted that the HMRC team had made very short-notice requests for 
information, and the Trust’s team had responded well. 

The Committee noted the report and the outcomes of the visit. 

69/2019 Conflicts of Interest- ‘Decision-making staff’ annual declaration round

SIP presented the circulated paper, which updated the Committee on the work 
undertaken in respect of the annual declaration round required by national policy. It 
also advised the Committee of the work being undertaken regarding matters being 
declared by pharmaceutical companies though the Disclose.UK web-site. 
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The Committee noted that there had been a disappointing level of compliance to date, 
and also the work to be undertaken to identify colleagues who had logged on but not 
needed to update their entries. The Committee considered that this required to have a 
robust response, and asked that the first escalation should be to require line 
managers (copied to Executive Directors) to be notified with a requirement to ensure 
that the individual complied within a short time-frame. Further failure to comply should 
lead to the relevant Executive Director becoming directly involved. 

The Committee then noted the update report. 

ACTIONS-

a. SIP to complete the review of those logging into the system by the end of July 
2019. 

b. SIP to notify line managers (copy to relevant Executive Directors) of non-
compliant staff of the requirement to review their entry to a short timescale in 
August 2019. 

70/2019 Forward Workplan

The forward work-plan for the Committee was noted. 

71/2019 Report of key matters to the Board

It was noted that SIP would prepare the usual report. 

72/2019 Declarations of Interest

Conflicts of interest in the remaining business were formally declared by KPMG. 

[LD withdrew]

The remaining minutes have been withheld on the grounds of commercial confidentiality, as they 
relate to continuing tendering processes. 
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