
Tameside and Glossop Integrated Care NHS Foundation Trust 

A meeting of the Board of Directors will be held on 
Thursday, 25th July 2019 at 9.30am 

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

Steve Parsons, FCIS 
Secretary 

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. 22nd May, 2019 Enclosed 

5 Matters Arising from the minutes 

a. Action Log SIP Enclosed 

6 Chair's report JMc 10am Enclosed 

7 Chief Executive's Report KJ Enclosed 

Strategy 

8 Interim People Plan – National Workforce Strategy AB Enclosed 

9 NHS Long-term plan implementation Framework KJ Enclosed 

Performance and Workforce 

10 Integrated Performance Report Execs Enclosed  

11 Safe Staffing PW Enclosed 

12 Report from the Workforce Committee, July  2019 PN Enclosed 

13 Significant Risk Report KJ Enclosed 

14 Reports from the Quality and Governance Committee MT 

a. June 2019 Enclosed 

b. July 2019 Enclosed 



Lead 

Finance  

15 Finance Report, month 3 (June 2019) SS 11am Enclosed 

16 Reports from the Finance Committee SB 

a. June 2019 Enclosed 

b. July 2019 To Follow 

17 Report from the Audit Committee, July 2019 AD Enclosed 

Governance 

18 Annual Report on Conflicts of Interest SIP Enclosed 

19 CQC Inspection Report PW Enclosed 

Items for Note 

20. Minutes of Board Committees- 

a. Finance Committee- 
• 21st May 2019 
• 25th June 2019 

Enclosed 
To Follow 

b. Quality and Governance Committee- 
• 6th June 2019 

Enclosed 

c. Workforce Committee 
• 16th May, 2019 

Enclosed 

d. Audit Committee 
• 24th April 2019 
• 21st May, 2019 

Enclosed 

21 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, 26th September 2019 
Thursday, 28th November 2019 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Minutes of a meeting of the Board of Directors, held on Wednesday 22nd May 2019 at 9.30am in 
the Board Room, Silver Springs House, Tameside General Hospital. 

Present Jane McCall In the Chair 

Sallie Bridgen 

Trish Cavanagh 

Anne Dray 

Cathy Elliott 

Karen James 

Peter Noble 

Brendan Ryan 

Sam Simpson 

Martyn Taylor 

Peter Weller 

In attendance Amanda Bromley Director of Human Resources 

Phillip Gordon Freedom to Speak Up Guardian  
(for item 60/2019) 

Steve Parsons Trust Secretary 

7 members of the public were in attendance. 

44/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting, particularly welcoming Governors and 
other observers, including those attending who were undertaking the ‘Nye Bevan’ 
leadership development course run by NHS Improvement. 

She reminded the Board that, with the European Parliamentary elections being held 
the following day, the Trust remained subject to a period of ‘political sensitivity’ 
(‘purdah’), and comments should be considered with that in mind. 

She also advised the Board that Cathy Elliott had been appointed to be the incoming 
Chair of Bradford District NHS FT, and would therefore be retiring as a Director of this 
Trust at the end of July 2019. On behalf of the Board, she offered congratulations to 
Cathy on her new appointment. 

All Directors were present and there were no apologies for absence. 

45/2019 Declarations of Interest

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

46/2019 Patient Story
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Peter Weller presented the Patient Story to the Board, noting that this was a video 
conversation between the Chief Executive and the daughter of a patient with dementia. 
The family had previously been complainants about the care provided by the Trust, 
and the video outlined the progress in their case. 

Following the video, Jane McCall thanked the Executive team for the story and noted 
that there was a very positive story of progress that was provided. She enquired how 
items such as the patient stories received by the Board were fed into the quality 
accounts process. Peter Weller advised that the themes in the stories were aligned to 
the various work-streams within the Trust, and the governance processes were set up 
to ensure this. He also noted that the stories were often a proxy for the positive 
transformation work that had been undertaken by the Trust, and that both positive and 
negative feedback was provided to the relevant staff. 

Peter Noble commented that early diagnosis had been critical in this story. Whilst 
recognising that this was largely a primary care responsibility, he enquired how good 
the locality was in this area. Peter Weller advised that there was a significant amount 
of assertive commissioning work undertaken, and the Trust had performed well against 
the former CQUIN measure in this area. He would advise on specific numbers outside 
of the meeting. 

Trish Cavanagh noted that the Trust was continuing work to develop its offering for 
those patients who were anticipated to be approaching end-of-life in the medium-term 
(expected within about 12 months), to ensure as far as possible that they passed away 
in a way that met their wishes. Cathy Elliott welcomed that the Chief Executive had 
been personally engaged in the presentation; Karen James noted that she had first 
met the daughter soon after starting with the Trust, in order to hear a complaint from 
her. It was a testament to the work undertaken by colleagues that there was now so 
much positivity about the care being received. 

The Board then noted the patient story as presented. 

ACTION-

a. Peter Weller to advise on performance re early diagnosis of dementia. 

47/2019 Minutes of the meeting held on 28th March, 2019

The Secretary noted that the pending correction to the January 2019 minutes (as set 
out in the March 2019 minutes) had now been resolved. 

The Board approved the minutes of its public session held on the 28th March, 2019 as 
an accurate record. 

48/2019 Matters Arising from the minutes

The Board noted that the Full Business Case related to Adult Social Care was now 
expected to be considered by the Committees and the Board in September 2019, and 
the action should be re-dated accordingly. 

The Board then noted the Action Log. 

49/2019 Chair’s Report

Jane McCall presented her report, and drew attention to the following points- 
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a. The CQC inspection had been concluded in April 2019, and the Trust was 
shortly expecting to receive the draft report for fact-checking prior to 
publication. She thanked colleagues across the Trust for their efforts in 
preparation and during the inspection process, and was confident that these 
would lead to a positive assessment. 

b. Karen James had been shortlisted, with Steven Pleasance of the CCG/ 
Tameside Council, for the ‘Leader Across Boundaries’ award at the forthcoming 
Greater Manchester Health and Care Champions awards. This was appropriate 
recognition for the exceptional role both had played in developing integration in 
the locality. 

c. She, with the Chief Executive, had attended the initial meeting of the group 
looking at public service reform across all the agencies in Tameside, and in 
particular how they can positively impact the wider determinants of health for 
the population. 

No questions on the report were raised, and the Board noted the Chair’s report. 

50/2019 Chief Executive’s Report

Karen James presented her report, and noted the following points- 

a. She thanked Peter Weller and his team for the organisation of the International 
Nurses/ Midwives’ Day celebration, which had been attended by both the CQC 
engagement lead and the Deputy Nursing Director at NHS Improvement/ 
England; both had been impressed. It had been particularly heartening to 
welcome the newly-qualified Nurse Associates at the end of the day, and the 
Trust was looking to continue this training programme into the future. 

b. The Trust was developing a Sustainable Development Management Plan, in 
line with the national requirements, which would be brought to the Board for 
consideration in the 2019-2020 year. There was a clear strategy that was being 
developed in line with both national and Greater Manchester key policies. 

c. It was very pleasing to be able to report the award of Queen’s Nurse status to 
one of our colleagues. Peter Weller noted that the Trust now had a number of 
Queen’s Nurses, and would be seeking to increase and deepen the links with 
the Institute both locally and nationally. 

d. The Trust had also received an award recognising the innovative work being 
undertaken to support the transition from children’s services to adult services, 
which could at times be difficult and provide less than good experiences for the 
patient. 

e. The Board noted that the HSJ Value awards would be held the following night, 
with the Trust having 10 nominations in the various categories. 

The Board noted the report from the Chief Executive. 

51/2019 Outcomes from the 2018-2019 Corporate Objectives

KJ presented the paper, which formally reported to the Board on the progress made. 
She noted that overall performance had been very good, and for the few where targets 
had not been met there were plans to drive continuing improvements. She also noted 
that some of the challenging areas were reflected in the Staff Survey outcomes, which 
the Board would discuss later in the meeting. 

Jane McCall commented that the report evidenced the very strong performance in the 
face of increased clinical demand and acuity. It was also pleasing to see that work was 
continuing on the areas that had not been fully addressed in the year, and the plans to 
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develop in the future. Sallie Bridgen echoed the welcome for the performance; she 
noted that it was important that the extension of the staff survey to all staff, rather than 
a sample, gave the Workforce Committee a much richer source of data to work with. 

Peter Noble agreed that the report showed strong progress during the year. He 
enquired which of the stretch targets had felt most challenging; Karen James advised 
that all of them had been challenging, and the Executive team continued to challenge 
itself through the targets for 2019-2020 that had been agreed by the Board. Martyn 
Taylor noted that one of the biggest challenges was on staffing, and felt that there was 
a need for a deeper review of the information in the staff survey. It was agreed that the 
Workforce Committee should be asked to undertake this review. 

Anne Dray enquired whether there were blockages or constraints in the use of 
technology by the Trust to meet the challenges that were being addressed. Karen 
James commented that both available capacity and resources, and the technology that 
could currently be accessed, imposed limitations on what could be achieved. However, 
the Trust continued to fund developments where possible. Trish Cavanagh noted that 
whilst this remained a challenge, there were significant benefits being seen where new 
technologies could be adopted, and the Trust was seeking opportunities to make 
greater use of technology such as the recently-developed ‘falls app’. 

Cathy Elliott commented that it was very satisfying to see the development of metrics 
in relation to Community services, which had been a point of concern for the Board 
during the year. Peter Noble asked for confirmation that all of the matters discussed 
were picked up in the detailed performance reports; and Karen James confirmed that 
this was the case. 

The Board then- 
a. Noted the outcomes achieved against the Key Performance Indicators for the 

2018-2019 Corporate Objectives;
b. Requested the Workforce Committee to undertake a deeper review of the 

information available through the Staff Survey results, and report to Board. 

ACTION-

a. Workforce Committee to undertake deeper review of the Staff Survey results 
and report back to Board. 

52/2019 Integrated Performance Report

Trish Cavanagh introduced the report, noting that she would also give some 
information related to the conclusion of the 2018-2019 year, and drew attention to the 
following- 

a. The four-hour wait performance in March had been at 87.1%, and the 
performance across 2018-2019 had been about 92%. 

b. All of the key elective standards, including diagnostics, referral to treatment and 
cancer waiting times, had been met in March; and this had continued into the 
new financial year. 

c. Whilst the re-admissions level remained fairly flat, it was important to note that 
the context was a significant increase in patients with ‘zero day’ or less than 1 
day’s admission; despite this increase, the Trust was continuing to perform 
well. 

d. Turning to April 2019, the four-hour performance had been 89.9%; whilst this 
was below target, the Trust had been 43rd of 133 Trusts nationally, and had the 
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best performance in the Greater Manchester region. 
e. The Trust had met the 62-day target for cancer treatments, and had been the 

best performer nationally in February 2019. Greater Manchester were 
considering whether to take on accountability collectively for this target, given 
the inter-relationship between providers on this treatment pathway. 

Sallie Bridgen referred to the extent of the clinical audit expectations nationally, and 
enquired whether there was any impact expected. Peter Weller advised that extensive  
work was being undertaken within the Trust to adapt to this, and the Patient Safety 
Board were reviewing the appropriate approach, and were iteratively developing over 
time. Sallie Bridgen suggested that the Quality and Governance Committee should 
review this in more detail, and this was agreed. 

Jane McCall referred to the performance against the 4-hour target, noting that whilst it 
was positive that the Trust had a good relative performance, it remained disappointing 
that the target had not been achieved and performance had fallen back. She enquired 
whether current performance levels were likely to continue, and what steps had been 
taken to improve. Trish Cavanagh advised that for much of the last few months there 
had been high bed occupancy; however, this had dropped in the recent weeks without 
an improvement in performance. Action plans were in place and she was satisfied that 
these should address the issues over the medium-term; these included the 
performance in the new walk-in centre, which was being well-used and where the 
average waiting time was about 2 hours. Karen James noted that she had spent some 
time shadowing the bed managers in recent weeks, and had been very impressed with 
both the approach and the constructive challenge being seen on the wards to ensure 
appropriate discharge of patients. 

Referring to the exception reports, Amanda Bromley noted that the Workforce 
Committee had held a detailed discussion on sickness absence; the stated target had 
been historic, and had now been revised (slightly upwards) to be realistic based on the 
last three year’s actual performance, combined with a 10% reduction area by area. In 
response to a question from Jane McCall, she confirmed that this was the target 
previously approved by the Board in March 2019. There was a focus on long-term 
absences, with an intention of changing policies and approaches to be more effective. 
The Executive team was also reviewing the provision of Occupational Health support 
for the Trust, with a view to partnering with others for a better delivery. 

Cathy Elliott noted that the discussion at the Workforce Committee had made the 
important point that a number of the changes under consideration, not just for sickness 
policy, would have a temporary consequence of increased turnover for the longer-term 
benefit. It was important that the Board bore this in mind when reviewing the 
performance information. 

Martyn Taylor referred to the position on discharge summaries, noting that the roll-out 
proposed had been delayed to June 2019; he enquired what the current time-scales 
for implementation of electronic summaries for in-patients was. Brendan Ryan advised 
that there was a project in place to roll the electronic system into in-patients, but he 
anticipated that this would take at least 12 months to come to fruition; there was also 
work being undertaken in respect of updating the information recorded at present, to 
make the system more effective. Martyn Taylor commented that he would have been 
looking to see the electronic CAS-card system rolled out as quickly as possible, and 
also that he was concerned when the performance was not meeting the agreed target.  
Brendan Ryan noted that the target was internal, and that discharge summaries 
continued to be sent after the target time had passed, albeit that it would be preferable 
to meet that target. 
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The Board then agreed- 

a. To note the Integrated Performance Report;
b. Requested the Quality and Governance Committee to review the clinical audit 

position and report back to the Board in July 2019;
c. To invite the Quality and Governance Committee to look in more detail at the 

position regarding discharge summaries, and report to the Board in July 2019. 

ACTIONS-

a. Quality and Governance Committee to review- 
i. Clinical audit position 
ii. Position regarding discharge summaries 
and report to Board in July 2019. 

53/2019 Safer Staffing Report

Peter Weller presented the circulated report, noting the following- 

a. There had been some initial changes to the format of the report made in this 
month, and there was further work being undertaken to develop the reporting 
so that it was more holistic and encompassed all relevant staff groups. Similar 
work was being undertaken regarding the regular reviews of required capacity 
to provide a safe service. 

b. The rating for Care Hours per Patient Day (CHpPD) had reduced in March, 
although it remained higher than those for the Trust’s comparator group. This 
was influenced by the calculation being performed in respect of registered 
nurses, when new staffing types (such as Nursing Associates) were 
appropriately providing more care. 

c. There had been a reduction in fill rates, which had been influenced by 
increased bed occupancy which also affected the calculations. 

d. Comparison against the Model Hospital information showed the Trust to have 
been in the top quarter of performance for January and February 2019 (the 
bottom quartile as reported), the latest periods for which information was 
available.  

e. Referring to the ‘heat map’ appended to the report, there were some wards that 
had been identified as having potential staffing issues; these areas had been 
reviewed in detail by the nursing team, and appropriate support was being 
provided. 

Anne Dray enquired about the current approach from regulators to compliance in this 
area; Peter Weller advised that regulators were interested in the content, but would be 
looking for evidence that the Board was aware of the overall picture of the Trust’s 
operations, and reviewed/ were assured about the position holistically. Amanda 
Bromley noted that the Trust already had an awareness of the various factors that 
could impact in that analysis, and that work was in place to develop the reporting to 
cover them. 

Martyn Taylor commented that whilst the ‘heat map’ was useful, it did not provide 
information as to trends over time for the individual areas, and therefore the assurance 
available to the Board in individual reports was limited. He felt that the development of 
the report needed to provide a better context for both the areas showing concern and 
the steps being taken, so that the Board could be positively assured.. It was agreed 
that the Quality and Governance Committee would review the areas shown by the 
‘heat map’ to be causing concerns. 
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Cathy Elliott supported the approach of reporting on the blended workforce, noting that 
a key example of that had been seen in the recent walk-around in the Stamford Unit. 
Peter Noble queried the ‘call to action’ in the report- what was the Board being asked 
to do? Peter Weller noted that the current report respected the status quo ante in that 
it was based on the previous reporting to Board, which he had no reason to doubt was 
professionally undertaken; in due course, he proposed to develop and update that 
work. Peter Noble also suggested that it would be of assistance to show year-on-year 
comparators for the month under review, and this was agreed. 

The Board then- 

a. Noted the Safer Staffing report for April 2019;
b. Requested that the Quality and Governance Committee review in detail the 

areas in the ‘heat map’ that signalled concerns;
c. Requested that year-on-year comparators for the month under report were 

added to future reports. 

ACTIONS-

a. Quality and Governance Committee to review in detail the areas in the ‘heat 
map’ that flagged concerns;

b. Peter Weller to add year-on-year comparators to the report from July 2019. 

54/2019 Report from the Workforce Committee

Peter Noble drew attention to the following points from the Committee’s discussions- 

a. There had been an in-depth review of sickness absence policy, and how it was 
being developed for the future. The Committee had gained positive assurance 
that performance should improve over the medium to long-term, but recognised 
that there could be short-term negative impacts. 

b. The Committee had also reviewed the annual information related to the 
statutory publication of the Gender Pay gap. Amanda Bromley noted that the 
pattern was similar to previous years, and the immediate steps being taken to 
address challenges, particularly in the Consultant group; going forward, the 
trends would be monitored to identify trends and improvements. 

The Board noted the report from the Workforce Committee. 

55/2019 Significant Risks Reports

Karen James drew the Board’s attention to the following key items from the circulated 
report;

a. There were no new risks, risks proposed for removal or changes to scores 
proposed in this report. The Risk Committee would be meeting in the following 
week, and changes were expected to work their way to the July 2019 Board. 

b. Attention was drawn to the emerging risk related to the pension tax impacts on 
highly-paid staff, particularly Consultants. Amanda Bromley noted that there 
was the potential for Consultants to significantly reduce the number of PA’s that 
they undertook, with potential consequences on the provision of services. 
Management were continuing to look at potential impacts and mitigations. 

Jane McCall noted that the second issue had been discussed at the recent North-West 
Chair’s meeting, where it was advised that NHS Providers was actively pursuing this 
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issue with HM Government with a view for a quick resolution. Peter Noble commented 
that it was encouraging that all of the categories had been covered; he also enquired 
whether Business Continuity would be discussed at the Board in the future. Trish 
Cavanagh noted that it would be reported to the Board in private session later in the 
year, in accordance with the national requirements. 

The Board then noted the Significant Risks report. 

56/2019 Report from the Quality and Governance Committee

Martyn Taylor noted the following points from the Committee’s discussions in April and 
May 2019- 

a. A patient story regarding complaints had been presented, which had given 
good assurance that complaints were taken seriously, action was taken and 
lessons were learned. 

b. There had been a walkabout for Committee members in the Stamford Unit; this 
had provided positive assurance in general, whilst noting some challenges 
around ensuring patients had appropriate activities, which were being pro-
actively addressed. 

c. There had been a ‘deep dive’ review of Infection Control risks, where the 
Committee had seen the breadth of work being undertaken and had positive 
assurance that the risks were appropriately managed. 

d. The Committee had received a regular update on Assurance and 
Safeguarding; and had noted that Peter Weller had been appointed as the 
Lead Executive Director for Mental Health issues, with Peter Noble as the Lead 
NED. 

e. The clinical audit report and plan had been reviewed, and the Committee had 
noted the significant increase in required audits that the Trust would be 
participating in. This was a challenge, but was being actively addressed. 

Karen James confirmed that there was work being undertaken in the Stamford Unit to 
ensure that the patients had access to appropriate activities on a regular and sufficient 
basis. Jane McCall raised a query about how the risk was being mitigated, and the 
Board noted that there was a specific context that was being managed for this risk. 

Peter Noble enquired whether there was a continuing risk regarding educational 
accreditation. Brendan Ryan advised that the Committee had been updated, and that 
Heath Education North-West had confirmed that they were content with the 
improvements demonstrated. The risk had been assessed, and no specific concerns 
related to future provision had been identified. 

Anne Dray enquired whether face-to-face meetings were offered to all complainants 
automatically; Peter Weller advised that it was offered in all appropriate cases, and 
offered to confirm figures outside of the meeting. Offering meetings supported the 
emphasis on resolution of the issues, and the provision of space to discuss them. 
Martyn Taylor commented that he would welcome the Trust extending the offer through 
services such as Skype; Peter Weller noted that it would be necessary to consider fully 
the consent and governance issues that might arise from such an approach. 

The Board then noted the reports from the Quality and Governance Committee. 

57/2019 Finance Report, M1 (April 2019)

Sam Simpson presented the report and drew attention to the following points- 
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a. The performance in the first month of the year was broadly in line with the 
agreed plan, with efficiencies slightly ahead and the agency spend slightly 
behind; however, the agency spend was significantly below the NHS 
Improvement ‘cap’. 

b. The cash position continued to be satisfactory, and was being closely 
managed. 

c. The Board noted the detailed information on the performance of efficiency 
schemes, and Sam Simpson confirmed that comparisons were made against 
the baseline set out in the Model Hospital. Whilst the report noted a current 
forecast of a £1 million shortfall, work is underway to identify and develop 
further schemes to address this gap; the performance in M1 was better than in 
the equivalent month in the previous year. 

d. The Trust had delivered a total of £12.6 million in efficiency savings in 
2018/2019, and whilst the total required for this year was less it was still 
challenging. It was very pleasing to be able to report that there was good 
clinical engagement with the process right across the Trust, together with better 
communication and shared learning as the Trust’s procedures improved. The 
Quality Impact Assessment had also been robust and had led to improvements 
in some schemes. 

e. Given the better than expected end to the 2018/2019 year, with additional 
Provider Sustainability Fund monies becoming available, it was now expected 
that the draw-down date for loans from the Department of Health and Social 
Care would move from September 2019 to December 2019. 

f. Attention was drawn to the national work on capital, and the requests for capital 
plans to be reduced so that the NHS met the national capital expenditure limits. 
Whilst there had been some progress, it seemed likely that there would be 
requests for further reductions. Sam Simpson noted that the Trust’s control 
processes were giving assurance that the Trust would deliver as much as 
possible with the capital that was available. 

Anne Dray commented that it was positive that the Trust was receiving advance 
payment from the Single Commissioner to support the cash position. She also 
enquired as to the details of the Restructuring Historical Debt Pilot, as referred to at 
the Finance Committee: Sam Simpson advised that this was a national piece of work 
looking at options for Trusts receiving interim revenue loans to move back to 
sustainability. The Trust had been put forward for the programme by NHS 
Improvement. Anne Dray welcomed the Trust’s involvement, given the December 2019 
deadline to have recovery plans in place. Sam Simpson noted that it would be possible 
to have a more specific conversation about the Recovery Plan when NHS 
Improvement published the related guidance. 

Martyn Taylor sought assurance that the Quality Impact Assessment process would be 
applied to any significant changes in efficiency schemes, as well as newly-developed 
schemes. Sam Simpson confirmed that this would be the case, and noted that this was 
formalised in the revised business case procedures and documentation that had been 
developed and reviewed by the Finance Committee. 

Peter Noble considered that, if progress was not made to meet the gap in efficiency 
forecasts, the Board should use the July 2019 meeting to look in detail at the position 
in both Estates and Community. After discussion, it was agreed that this would more 
usefully be undertaken by the Finance Committee, which could then report to the 
Board in July. Sallie Bridgen noted that the Committee had discussed the programme 
in detail, and noted that there were a number of other potential schemes expected to 
be brought forward during the course of the year. Trish Cavanagh raised for 
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consideration the question of balancing ‘stretch targets’ with financial and quality 
implications, which the Directors might usefully discuss at a seminar session. 

The Board then noted the financial report in respect of April 2019. 

ACTIONS-

a. Finance Committee to review in detail the efficiency schemes for Estates and 
Community, and report to the July 2019 meeting of the Board. 

b. Secretary to schedule seminar discussion on ‘stretch targets’ and balance with 
financial/ quality impacts. 

58/2019 Report from the Finance Committee

Sallie Bridgen reported the following points- 

a. It was important to note that the Trust had achieved the agreed Control Total in 
2018/2019, which was a significant achievement. 

b. The Committee had reviewed performance and had noted that some indicators, 
more fully covered by the Workforce and Quality & Governance Committees, 
might show short-term deterioration as a result of actions for long-term 
improvement. 

c. The Committee had reviewed the lessons learnt from the 2018/2019 year, 
particularly in improving the efficiency schemes processes and ensuring that 
local managers took responsibility for delivering both their budget and their 
contribution to the Trust’s overall performance. 

The Board noted the proceedings of the Finance Committee in April and May 2019. 

59/2019 Application of the Trust Seal

The Board noted the report on the application of the Trust Seal between January and 
April 2019. 

[Phil Gordon joined the meeting.]

60/2019 Annual Report, Freedom to Speak Up Guardian

Phil Gordon presented the circulated report, noting some clarifications in the text, and 
drew the Board’s attention to the case study set out in the report. He also (with 
permission from the individual) shared with the Board feedback on a recent case, 
which had been positive and noted that the issues raised had been taken seriously as 
a result of the Guardian’s intervention. 

Martyn Taylor, as the Lead NED for this area, commented that the case study was a 
good example. He commented that whilst there was reasonable awareness of the 
Guardian, he felt more could be done; ideas under consideration included a short 
video for inclusion in the Trust Induction session, so that colleagues were aware of the 
Guardian from their first day with the Trust. 

Sallie Bridgen referred to the equality and diversity information in the report, and 
enquired whether reporting was automatic. Phil Gordon noted that recording 
information on all complaints had recently been strongly recommended by the National 
Guardian, but he was unaware of any organisation with a system in place; the 
challenge was extending it to informal or quickly-resolved issues between individuals 
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and their managers. Amanda Bromley confirmed that all cases that proceed on a 
formal basis with the Human Resources department did have this information 
recorded, but noted that informal matters raised different issues and there were also 
issues of individual confidentiality to be considered. 

Sallie Bridgen also enquired whether there had been further conversations about 
introducing a network of ‘champions’, in connection also with the wider equality and 
diversity work. Phil Gordon noted that there was not a national recommendation either 
way, but there could be issues with either approach. He also noted the need to keep a 
Freedom to Speak Up network separate from other initiatives. Amanda Bromley 
advised that discussions about possible champions in the equality and diversity area 
had shown individuals wanting to be focused on particular characteristics, rather than 
across the piece. 

Jane McCall referred to the two cases identifying detriment as a result of speaking up, 
and asked if this was a typical response; Phil Gordon advised that it was not, and 
confirmed that the two cases were being reviewed through the appropriate processes. 
Nationally, the Trust was not an outlier in this regard. He also confirmed that he had 
met with the relevant Director and the Human Resources team regarding these cases. 
Martyn Taylor noted that he had been kept advised, and that the key was that the 
individuals had felt confident to contact the Guardian to have the concerns addressed. 

Cathy Elliott enquired how the Guardian was planning to improve their impact and 
influence. Phil Gordon commented that there were a number of areas where actions 
were being considered, and a key issue was identifying metrics that could be tested 
and compared across different organisations. Martyn Taylor noted that this was still an 
area in development. Phil Gordon also noted that there had been a suggestion of 
legislation to require Trusts to publish annual reports on concerns received and how 
they were dealt with; however, no details were yet available on this.

The Board then received the Annual Report of the Freedom to Speak Up Guardian. 

[Phil Gordon left the meeting.]

61/2019 Annual Compliance declarations with NHS Improvement (Monitor) Licence

The Secretary presented the circulated paper, noting that it met the requirements in 
the Licence for annual review. For this year, NHS Improvement had indicated that they 
did not require Trusts to make a formal return, although all Boards would be required 
to consider the position and make the appropriate declarations. He also noted that the 
continuing Enforcement Undertakings were predicated on the Trust failing to meet 
some of Licence Condition FT4, and therefore a lack of compliance with those 
requirements was the logical declaration. 

The Board then- 

a. Declared non-compliance with Licence Condition GC6 (General Compliance), 
given the extant issues with the Enforcement Undertakings. 

b. Under Condition CoS7, declared that there was a reasonable expectation that 
the Required Resources would be available for the 12-month period following 
the declaration; but drew attention to the need for DHSC funding for that 
period, which extended beyond the Annual Plan period. 

c. Declared compliance with the conditions under FT4, except for FT4(4) (a), (d) 
and (f), reflecting the extent Enforcement Undertakings. 

d. Confirmed that the necessary training had been provided to Governors to 
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ensure they had the skills and knowledge needed to undertake their role. 
e. Approved the detailed analysis of risks and mitigations as required for Licence 

Condition FT4. 

62/2019 Learning from Deaths

Brendan Ryan presented the periodic report, covering the period to the end of March 
2019, and noted the following key points- 

a. The position as shown in the two key ratios (HSMR and SHMI) had improved, 
but was not as good as the Trust would wish it to be. There was a slow positive 
movement; and it was important to be aware of the significant time-lag inherent 
in these two measures. The period of high mortality was starting to drop out of 
the calculation of HSMR, whilst it would remain in the SHMI calculation for the 
next six months or so. 

b. Over the last six months, it was estimated that the position had continued to 
improve; but this would not show immediately in the official ratios given the 
time-lag. The position in the official ratios would continue to be closely 
monitored. 

c. There were a range of continuing actions being undertaken to ensure that the 
Trust remained aware of the issues in this area; all deaths were subject to 
formal review, and the Scrutiny Panel was fully engaged in reviewing cases 
where issues arose. 

d. The Dr Foster arrangements enabled performance to the level of individual 
Consultants to be studied and compared to a wider group; these were utilised 
in both the appraisal and re-validation processes. However, these were a 
recent development and would need time to bed in and be fully understood. 

e. In the specific area of deaths of those with learning disabilities, the Trust was 
within the statistically-expected range nationally. 

f. The Board’s attention was drawn to the decision, as mentioned when 
considering the previous report, to include in the report Grade 2 cases 
(‘possible avoidable deaths’) as well as Grade 3 cases (‘probably avoidable 
death’). This did lead to a small number of potentially avoidable deaths being 
identified, but it was still substantially below the national picture. 

g. There had been 3 mortality alerts received in the period, which had all been 
responded to in the required timescales. New guidance on coding sepsis, 
which the Trust had implemented somewhat faster than other providers, had 
been identified as an issue and there were now national reminders regarding 
compliance with those requirements. The responses had been acknowledged, 
but no further substantial communications had been received to date. 

h. The Board’s attention was drawn to the update to the Action Plan in the report, 
and it was noted that no further external review work was planned at this stage.

Jane McCall enquired how the Board could gain assurance that the learnings identified 
had been shared and embedded. Martyn Taylor noted that the Quality and 
Governance Committee reviewed these regularly, and would report any concerns to 
the Board. 

Cathy Elliott noted the broader issues of public health in the locality that the Board had 
previously discussed in this context, and enquired about work being undertaken with 
the CCG and others to address the underlying public health issues that had been 
identified. Karen James advised that there was work being undertaken with a range of 
partners to address the underlying determinants of health, but noted that these were 
likely to be changes with only a long-term impact. 
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The Board then noted the Learning from Deaths report. 

63/2019 Staff Survey 2018

Amanda Bromley presented the circulated paper, which summarised the outcomes of 
the annual national survey and the Trust’s performance, together with proposed areas 
of action. She noted the following key points- 

a. For this round all staff had been invited to participate, rather than the minimum 
sample; this had given more detailed data to work with. It was acknowledged 
that the overall outcomes had not been as good as would have been liked. 

b. There had been an analysis undertaken of results over the last four years, to 
identify longer-term changes and trends. The analysis had also looked at 
particular groupings of staff where concerns were evident, and had triangulated 
to other sources of information. There had also been consideration of the 
results from an equality and diversity perspective. 

c. The approach to be taken to improvement from these results had been 
discussed by the Executive team, and local leaderships had been asked to 
prepare action plans related to their areas. These were now being reviewed 
and the Human Resources team would finalise actions shortly. 

d. The Board noted that there was significant analysis being undertaken of both 
the challenges and potential solutions; and that some would impact on the 
development of broader policies under development, such as the Workforce 
and Equality & Diversity Strategies. 

Jane McCall welcomed the report, noting that the Trust continued to be within the 
group of average-performing Trusts. However, the ambition of the Board was to see 
the Trust getting into the top rank in the survey within the medium-term, though 
positive action to address staff concerns. 

Peter Noble suggested that the Trust needed to have a multi-year approach, given the 
timing of results and the subsequent next survey (due in about 6 months from the 
meeting). He also suggested that there should be more strength in the top-down 
diagnosis across the organisation, rather than local leadership taking the lead. Karen 
James noted that there had been discussions at the highest levels of management, 
and time would be taken to understand both the problems and the local suggestions 
before setting final plans in place. Peter Noble noted that the progress and emphasis 
shown in the paper was encouraging. 

The Board then noted the update on the Staff Survey 2018, and the actions being 
proposed as a consequence. 

64/2019 Guardian of Safe Working Hours

Amanda Bromley presented the circulated report, noting that the period had been 
typical of periods following the Christmas holiday period. No surprising trends had 
emerged in the areas seeing exception reports, and the reports had been addressed 
appropriately; it was particularly pleasing that there had been no reports at all in 
Theatres or Orthopaedics. It was also important to note that there had not been any 
issues raised related to either safety or educational concerns.  

No questions were raised on the report, which the Board noted. 

65/2019 Motion for private session
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The Chair moved, and it was Resolved, That members of the public be excluded from 
the remainder of the meeting, owing to the confidential nature of the business to be 
transacted; which is related to individuals and the commercial affairs of the Trust.



Board Action Log

(Public)
July 2019

Title Assigned To Due Date Description

Add year-on-year comparators to the Safe Staffing report Peter Weller 25/07/2019

Quality and Governance Committee to review in detail areas 

of concern in the 'heat map'

Martyn Taylor 25/07/2019

Quality and Governance Committee to review position re 

discharge summaries

Martyn Taylor 25/07/2019

Quallity and Governance Committee to review position re 

clinical audit

Martyn Taylor 25/07/2019

Advise Directors re performance on early diagnosis for 

dementia

Peter Weller 25/07/2019

ACTIONS NOT YET DUE

Board to review Committee ToR's in September 2019 (year 

after agreement)

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

planner)

May 2019- Re-dated to September 2019 following Seminar discussions
Committee Chairs to agree standard approach to Committee 

documentation

Anne Dray 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 undunder 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.

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.



Board Action Log

(Public)
July 2019

Title Assigned To Due Date Description

Consider suggestions made at Bd in 2020 review of Risk 

Management strategy and policy

Peter Weller 30/01/2020

Ensure 2020-21 draft Corporate Objectives/ success criteria 

have Committee review before Board consideration

Karen James 27/02/2020 Now to be scheduled for consideration at a Board Seminar session

Review potential digital use in Board/ Committees and 

develop business cases (identify all potential benefits)

Steve Parsons 26/03/2020
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Title Chair's Report 

6 Lead Director Jane McCall, Trust Chair 

Author Steve Parsons, Trust Secretary 

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 Section 7 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Sections 1, 5, 6, 7 

Sustainability (including environmental impacts) N/A 

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 outcomes of the recent CQC inspection;
b. Our recent awards performance and the national recognition of the Digital Health service;
c. The proposals agreed by Council for the appointment of 2 new Non-Executive Directors. 



1.  Outcomes of the CQC Inspection process 

1.1. As colleagues will be aware, earlier in July the CQC published the report on their 
inspection of the Trust's services. I am delighted that the report gave us an overall rating 
of 'Good', recognised that there are areas where we are Outstanding, and showed 
positive improvement in all areas. 

1.2. Later in the agenda, we will have a more focused discussion on the report and the 
actions that the Trust is taking in response. However, I wanted to take this opportunity to 
record my thanks, and I'm sure that of the Board, to all of our colleagues for rising to the 
challenge of inspection. All of them took the opportunity to show what we do so well, and 
the achievement of a Good rating is as a result of their hard work. 

2. New Chief Operating Officer for NHS England/ Chief Executive of NHS Improvement 

2.1. Following the retirement of Ian Dalton as Chief Executive of NHS Improvement, NHS 
England and NHS Improvement announced that they would be making a joint 
appointment to fill the vacancy. This reflects that NHS England and NHS Improvement 
are seeking, so far as permitted by law, to operate as a single organisation and are 
sharing leaders and management. 

2.2. It has now been announced that Amanda Pritchard, Chief Executive of Guy's & St 
Thomas' FT, has been appointed as the Chief Operating Officer for NHS England and 
the Chief Executive of NHS Improvement. In line with the earlier announcement, she will 
report day-to-day to Simon Stevens, Chief Executive of NHS England. As with the 
previous appointment of Jim Mackay at NHS Improvement, this is a secondment 
appointment. 

3. Awards 

3.1. Over the last few months, the Trust has been successful in a wide range of awards- 
3.1.1. We achieved a number of awards in the Health Service Journal Value Awards;
3.1.2. Our Director of Operations, Trish Cavanagh, won the regional award in the 

Parliamentary awards, and went on to the national awards. 

3.2. We have also had our own Everyone Matters Awards at Dukinfield Town Hall, which was a 
great occasion and allowed us to celebrate all that's best about our Trust. My 
congratulations to all the nominees, and to those who won awards. 

4. Digital Health- an exemplar 

4.1. It is extremely pleasing to be able to share with the Board that our Digital Health service 
has been recognised and publicised by NHS England as a nation-leading development. 
It recognises both the work that has been put in to develop the team, and our integrated 
ways of working; and that we are leading the way towards one of the key requirements 
of the NHS Long-Term Plan. 

4.2. On behalf of the Board, I'd like to congratulate Trish, her Operations team, and the 
Digital Heath team for this great recognition of their work. 

5. Regulation of caring professions 

5.1. Following a consultation, the Department of Health and Social Care has published 
proposals for structural reform of the various bodies that regulate individuals who 
provide care. The aim is to simplify the structures and processes of these regulators, 
with the aim of increasing their responsiveness to better protect the public interest. 



5.2. These changes will not impact on the Trust directly, but can be expected to have an 
indirect impact in our continuing relationships with the regulatory bodies. Changes will 
require primary legislation, and it's not yet clear when Parliamentary time would become 
available. 

6. National developments 

6.1. Colleagues will be aware that there are a number of key issues currently having national 
focus- 

6.1.1. The implementation of the NHS 10-year plan, which we will discuss later in the 
agenda;

6.1.2. The impact of changes to pension taxation on the availability of senior medical and 
managerial colleagues, which Karen refers to in her report;

6.1.3. The request for organisations to restrict their capital spending to ensure that the 
NHS remains within its overall Capital Expenditure Limit within the Department of 
Health and Social Care. Colleagues will be aware that this has led to significant 
concern from NHS providers about their ability to maintain the necessary 
environmental standards for providing quality care. Whilst it is not expected to 
impact directly on this Trust, given the limited capital budget we have, some Greater 
Manchester proposals that we are involved with have been delayed as a result. 

7. Board membership 

7.1. As the Board has previously noted, Cathy Elliott will retire from the Board on 31st July, 
prior to taking up her new role as Chair of Bradford District NHS FT. Whilst Cathy is 
unable to join us today owing to pre-booked holiday arrangements, I would wish to 
record the Board's appreciation of her work and effort during the time that she has been 
a Director. We wish her well in her new role. 

7.2. At its meeting earlier this month, Council considered and approved arrangements for the 
appointment of a Non-Executive Director to replace Cathy, and also to replace Anne 
Dray who retires from the Board at the end of December. Council has agreed that the 
following will be the key attributes sought for the positions;

7.2.1. For one, that they should have accounting experience, including the recent and 
relevant financial experience called for in the Code of Governance. We are ideally 
seeking someone in membership of a professional association within the 
Consultative Committee of Accountancy Bodies (CCAB). 

7.2.2.  For the second, that they should have a clinical background. 

7.3. It is my intention that the appointment with accounting experience should be appointed 
as the Chair of the Audit Committee; and I ask for the Board's formal approval of that 
approach. 

7.4. I am pleased to be able to report that Council approved the re-appointment of Sallie 
Bridgen as a Non-Executive Director for a second three-year term, from 1st February 
2020 to 31st January 2023. 

7.5. I should also note that the Directors had a positive first Development Session in June 
2019, where we openly discussed both the positive and more challenging aspects of the 
functioning of the Board. The next session in the programme will be in October 2019. 



8. Engagement activities 

8.1. Since the last Board meeting, I’ve had a range of engagement activities, both internal and 
external. 

8.2. Internal 

8.2.1. Attending the Staff Induction sessions;

8.2.2. An ‘out and about’ session with the Estates and Facilities team;

8.2.3. Meetings with Governors to discuss how the Trust can better support their 
engagement with their communities, and also develop better community links;

8.2.4. Governor induction for newly-elected colleagues. 

8.3. External

8.3.1. I was pleased to be able to open the recent Public Engagement Network (PEN) 
conference, together with Councillor Brenda Warrington, the Leader of Tameside 
Council;

8.3.2. I’ve attended regional forums for NHS provider Chairs, together with the Chair and 
Chief Executive meeting and other events provided nationally by NHS Providers. 
I’ve also held various individual meetings with the Chairs of other NHS provider 
organisations in the North-West. 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 25th July, 2019 x Public  Confidential Agenda item 

Title Chief Executive's Report 
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Recommendations made/ Decisions requested 

The Board is invited to- 
a. Note the matters reported by the Chief Executive 
b. Authorise the Chief Executive to approve the NHS Resolution Maternity CNST return, on 

behalf of the Board. 

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 Sections 1, 3, 6, 7 

Financial impacts if agreed/ not agreed Sections 3, 8 

Regulatory and legal compliance Sections 1, 2, 3, 8 

Sustainability (including environmental impacts) Section 6 

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- 

• The launches of the Interim People Plan and the Patient Safety Strategy 
• Certification for the NHS Resolution scheme in relation to maternity 
• The Greater Manchester financial planning/ control total proposals 
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1. Launch of the Interim NHS People Plan 

1.1. Colleagues will be aware that in June the Interim NHS People Plan was launched 
by NHS England and NHS Improvement, as part of the process of developing the 
NHS’s approach to workforce capacity, training and support. We will be discussing 
the approach in more detail later in the agenda, but key points in the approach 
are- 

1.1.1. Making the NHS a better place for staff to work in. 
1.1.2. Improving the cultures of leadership within the NHS, including addressing the 

lack of senior managers and Directors with ‘protected characteristics’ under 
the Equality Act 2010. This will include setting targets for each organisation. 

1.1.3. Dealing with the urgent areas of staffing shortage, particularly focusing on 
ensuring that there are sufficient nurses available. 

1.1.4. Changing the way care is provided, with particular focus on enabling staff to 
use the latest technology as the default option, and moving towards 
preventative care wherever possible. 

1.1.5. Changing the way that workforce is configured across the NHS, developing a 
greater national understanding of key roles. 

1.2. Some immediate actions are proposed, and also the intention is that workforce 
planning will be a much greater part of the regional and local plans that will be 
developed, in response to the NHS Long-Term Plan, during the remainder of 
2019-2020. 

1.3. The Workforce Committee have reviewed the Interim NHS People Plan, and any 
actions required will be co-ordinated through the Committee. 

2. National Patient Safety Strategy 

2.1. NHS England and NHS Improvement have published the new NHS Patient Safety 
Strategy, setting out their key routemap to continually improve patient safety in the 
NHS. This will be achieved by development of both a patient safety culture, and 
patient safety systems. Work will be arranged within three strategic themes- 

2.1.1. Insight- including the replacement of the current arrangements for reporting 
and learning, and the introduction of new systems for response and 
investigation; 

2.1.2. Involvement- including the involvement of patients, families and others in the 
provision of safety; and the development of a national network, in each 
provider, of patient safety specialists to lead improvement work; 

2.1.3. Improvement- delivery of improvement programmes across patient safety as 
a whole, and specifically for Maternity/ Neonatal, Medicines, Mental Health 
and other key areas. 

2.2. This is a very detailed set of proposals, which will have significant impacts on how 
the Trust (along with others) addresses some key areas of work in providing the 
highest quality of care. The document also includes a detailed set of expectations 
and time-lines for delivery of these requirements, which we are reviewing at 
management level. 

2.3. We will be reporting in detail to the Quality and Governance Committee on the 
impacts of these proposals, and our plans to move to deliver the requirements, 
later in the year. 

3. NHS Resolution Maternity Scheme- Certifications 
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3.1. As the Board may recall from 2018, NHS Resolution has introduced arrangements 
to incentivise better safety in maternity services, through a discount on the 
‘insurance premium’ if governance arrangements meet stated requirements. 

3.2. As with last year, the Trust is required to self-assess its performance against ten 
standards. The Quality and Governance Committee has had an initial report, and 
will receive an update report at the meeting on 1st August. As currently advised, 
we anticipate that we will be reporting compliance with all ten standards, as was 
reported last year. 

3.3. The submission date for this year is the 15th August, so it's not possible to ask the 
Board to give a final sign-off prior to submission. Given the timings, I'm asking the 
Board for formal authority to sign off the return: we will report the final position to 
the Board in September. 

4. NHS Pensions- taxation impacts 

4.1. Colleagues will be aware, from recent media reports, that senior medical 
colleagues are experiencing some significant impacts from the full implementation 
of changes to general pension taxation arrangements. Whilst there has not been a 
significant impact on the provision of our services at present, we are aware of the 
potential of some colleagues declining to undertake shifts outside of their job-
plans, owing to the potential tax impacts. 

4.2. The Department of Health and Social Care are currently consulting on possible 
proposals to adjust the NHS Pension Scheme to reduce the impact of these 
changes in taxation policy. One particular option under consideration is an option 
to reduce the pension contribution by 50%, with a consequent impact on pension 
growth. These options will require legislative change to adjust the NHS Pension 
Scheme, and immediate change appears to be unlikely. 

4.3. The Executive team are currently reviewing options to address any specific 
capacity issues that arise, through discussions with medical staff in respect of the 
proposed changes to pension arrangements. 

5. Proposals for legislative changes for the NHS 

5.1. Colleagues may recall that, following the publication of the NHS 10-year plan, 
NHS Improvement and NHS England published proposals for legislative change to 
enable the NHS to more easily implement the key proposals for the coming 10 
years. Key proposals included- 

5.1.1. Removing competition powers from NHS Improvement, and the role of the 
Competition and Markets Authority in the NHS; 

5.1.2. Introducing a 'best value' test for NHS procurement, and taking 
arrangements between NHS commissioners and providers out of the scope 
of the Public Contracts Regulations 2015 (which prescribe a form of open 
competitive process must be undertaken); 

5.1.3. Changes to the legislative basis which currently restricts flexibility in setting 
'tariff' prices in the NHS; 

5.1.4. Authority for the Secretary of State to establish Integrated Care NHS 
Trusts (the 2012 Act having repealed the authority to form new NHS 
Trusts) 

5.1.5. Powers for NHS Improvement to direct Foundation Trusts to merge with or 
acquire another provider; and to set annual capital spending limits for FT's 
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5.1.6. Powers for Commissioners, providers and local authorities to have formal 
arrangements for joint decision-making, including formal delegation of 
decision-making powers to joint arrangements. 

5.1.7. Legislation to allow formal joint working or formal merger of NHS England 
and the bodies forming NHS Improvement; and powers for the Secretary of 
State to transfer powers by statutory instrument rather than requiring an 
Act. 

5.2. The proposals have been the subject of a formal review by the Health and Social 
Care Committee of the House of Commons, which has now published its report. 
The Committee was broadly supportive of the proposals, but identified some areas 
where it had concerns and would be looking for further work to be undertaken. 
The Committee also drew attention to the lack of clarity on governance for 
Integrated Care Systems, and called for this to be addressed with further guidance 
during the autumn of 2019. The Committee was not supportive of the proposals 
for NHS Improvement to gain powers of direction as suggested. 

5.3. The Committee noted that it was unlikely that legislative change would be afforded 
an early slot of Parliamentary time, and indicated that it expected to see a draft Bill 
for review before Parliament was asked to formally consider legislation. If that 
approach were to be adopted by Government, it would imply that changes to the 
primary legislation will not be available or take effect for a number of years. 

6. Greater Manchester- Clean Air conversation 

6.1. Greater Manchester has launched a consultation on proposals to improve air 
quality in the Greater Manchester area; this also links to the proposals in the NHS 
10-year Plan related to reducing the impact on the NHS on the environment, and 
the obligation in the NHS Standard Contract for the Trust to have a Sustainable 
Development Management Plan. It also links to the legal requirements to keep 
atmospheric levels of various substances below set levels, which Greater 
Manchester is finding challenging under current circumstances. 

6.2. The major proposal is to introduce a Clean Air Zone (CAZ) across all of the 
Greater Manchester area, with two phases of implementation (2021 and 2023). If 
implemented, this will introduce a charge for most vehicles except domestic cars 
across the entire region. This would be combined with an increase in infrastructure 
to support electric cars, and improvements in the public transport fleet. 

6.3. The Trust will be contributing to the reduction of air pollution, as we move towards 
meeting the two key goals set out in the 10-year Plan of phasing out coal and oil 
as heating fuels; and having at least 90% of NHS fleet being low-emission by 
2028. 

6.4. The Trust’s Director of Estates and Facilities will be included this area in the 
Sustainable Development Management Plan (SDMP), which is being developed 
with key stakeholders and colleagues. The final SDMP will be presented to the 
Board for consideration by the end of the 2019-2020 year. 

7. Greater Manchester #Drymester campaign 

7.1. As part of the campaign to reduce Fetal Alcohol syndrome in Greater Manchester, 
GM has launched the #Drymester campaign to advise women to completely 
abstain from alcohol during pregnancy. In addition, GM has launched pilot work in 
four areas, including Tameside & Glossop, to provide specific advice and support 
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regarding alcohol when trying to conceive, when pregnant, and after giving birth. 
The Trust has already been recognised nationally as a best practice site following 
the development and implementation of the MAMA pathway. 

7.2. This work will also link to our other work with women who are pregnant or have 
had a baby, particularly reflecting the national priority to reduce smoking during 
pregnancy through offering all pregnant women who smoke access to specialised 
smoking cessation services. 

8. Greater Manchester financial planning and Control Total 

8.1. Following the joint Board meeting for NHS Improvement and NHS England in 
June, the detailed guidance for implementation of the NHS 10-year Plan has now 
been published. Amongst other things, this sets out the detailed expectations on 
Sustainability & Transformation Partnerships/ Integrated Care Systems (for us, 
Greater Manchester) should work to produce the forward plans required. Systems 
are required to give an initial submission by the end of September 2019, for 
agreement with the NHS England/ Improvement regional teams in November. 
Individual organisations will have to submit their plans, reflecting the system 
submissions, in February and March 2020. 

8.2. As currently advised, the Greater Manchester planning is likely to be an 
aggregation of locality proposals, taking into account the transformation work 
being undertaken at the GM level through its five themes. Given the shortened 
timescales for this work, it will be difficult for the Board to become formally 
involved; however, we will keep Directors aware of developments as the GM-level 
plan is developed and considered by the regional team. 

8.3. The GM Executive Board has agreed that Greater Manchester will participate in 
2020-2021 as a Integrated Care System, being held to account collectively to a 
System Control Total for GM as a whole. This agreement has been supported by 
a risk-sharing agreement, and will be considered by the Finance Committee. 

9. Network Directors for Primary Care Networks 

9.1. As part of the implementation of the NHS 10-year Plan in primary care, Tameside 
and Glossop CCG has been establishing Primary Care Networks. These are a key 
part of the change in primary care under the plan, and the contracting and funding 
of primary and community services will transfer to flow through these network 
arrangements. It is anticipated in the plan that a range of community services will 
be delivered through networks, in partnership with the voluntary sector and social 
care. 

9.2. In the Tameside and Glossop area, the Primary Care Networks have been 
established to reflect the Neighbourhood structures that were already in place. 
The following have been elected to be the Directors for the 5 Networks- 

Ashton Dr Ram Jha 
Denton Dr Vikas Gupta 
Glossop Dr Veena Jha 
Hyde (joint) Dr Jane Harvey 

Dr Faisal Bhutta 
Stalybridge (joint) Dr Saif Ahmed 

Dr Narveshwar Shina 
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9.3. We are looking forward to working with these colleagues as the Primary Care 
Networks develop and take up their roles. 
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8 Lead Director Director of HR – Amanda Bromley  
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The Board is asked to note the publication of the Interim People Plan which has been published 
and its content noting the alignment with the work that is already taking place within the ICFT 
particularly in light of the refreshing of the Workforce Strategy. 

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 
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Executive Summary 

The Interim People Plan was published on the 3rd June. This national Workforce Strategy sets out 

the 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 Interim People Plan outlines six themes: 

1. Making the NHS the best place to work 

2. Improving our leadership culture 

3. Addressing urgent workforce shortages in nursing 

4. Delivering 21st century care 

5. A new operating model for workforce 

6. Develop a full people plan 

The plan details some immediate actions to take during 2019/20 most of which are actions for 

NHSI/NHSE to make in conjunction with other organisations, one of which is to publish a fully 

costed five-year People Plan later this year. 

The paper will outline the six themes, the ICFTs alignment with the plan through the work 

currently being undertaken with the development of the ICFT Workforce Strategy. 

The 4 key themes for the overarching workforce strategy being developed are: 

• Workforce Supply/Workforce Design 

• Health & Wellbeing  

• Digital Agenda 

• Staff Engagement & Culture – becoming an Employer of Choice.  

Whilst EDI is not a theme in itself it is an underpinning theme running throughout all 4 key themes 

above.  
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Interim People Plan – National Workforce Strategy 

1. Introduction 

The Interim People Plan was published on the 3rd June. The 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 purpose of this paper is to provide an overview of the 

key themes within the Interim People Plan and to provide details of how the ICFT is working 

towards the key themes within the plan.  

2. The Interim People Plan Key Elements 

The Interim People Plan sets out that in order to deliver the NHS Long Term Plan the NHS 

“will need more people working in the NHS over the next 10 years across most disciplines 

and in some new ones yet to be fully defined – with a rich diversity of roles and jobs across 

all settings1” The plan is clear that this is not just additional staff, more of the same but rather 

“different people in different professions working in different ways.” The plan also highlights 

the need for cultural change promoting positive cultures, developing more compassionate 

and engaging leaders and making the NHS “an agile, inclusive and modern employer” in 

order to attract and retain the people we need to deliver the NHS Long Term Plan.  

Whilst the plan describes the need to have growth in current professions and developing 

new ones – it recognises the need to take urgent action in tackling nursing vacancies 

particularly in those areas which are extremely hard to recruit such as Mental Health, 

Learning Disability, Primary Care and Community.  

The plan sets out six key themes: 

2.1. Making the NHS the best place to work  

The People Plan describes making the NHS an employer of excellence – valuing, 

supporting, developing and investing in our people. 

A “new offer” to NHS staff will be developed through consultation during the summer to 

ensure the NHS becomes a better place to work. The idea of the new offer comes following 

an acknowledgement from NHS leaders that the service needs to ensure healthcare remains 

an attractive option. The plan argues that jobs in the healthcare sector are “increasingly 

demanding” and that staff are overstretched and are struggling with the impact of poor 

recruitment and retention. The plan highlights the results of the national NHS Staff Survey 

where more staff are reporting bullying and harassment and abuse in the workplace in the 

last 12 months and a recent Health Education England report on NHS staff and learner 

wellbeing – which identified staffing pressures and burnout causing serious harm to people’s 

mental health and wellbeing.  

1 Interim NHS People Plan – NHS Improvement 
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The plan calls for widespread flexibility amid concern around that the NHS is not adapting to 

the competitive employment market, changing generational expectations about careers and 

many people choosing to work less than full time. The call is therefore for the NHS to be 

more “modern” and “flexible” 

The “offer” will effectively be made up of a set of revised commitments in the NHS 

Constitution and will form the basis of a new ‘balanced scorecard’ under the NHS Oversight 

Framework which will inform future CQC Well-Led assessments2. This will be framed around 

the following areas: 

2.1.1 Creating a healthy, inclusive and compassionate culture – which includes a focus on 

valuing and respecting all; promoting equality and inclusion and widening 

participation; tackling bullying and harassment, violence and abuse. 

2.1.2 Enabling great development and fulfilling careers – which includes a focus on 

education and training, career and professional development; recognition of 

qualifications and training between and within NHS employers; line management and 

supervision. 

2.1.3 Ensuring everyone feels they have a voice, control and influence which includes a 

focus on whistleblowing and freedom to speak up; physical and mental health and 

wellbeing and reducing sickness absence; workload work-life balance, clear and 

timely rotas, flexible working and managing unpaid caring responsibilities; work 

environment.  

The actions in 2019/20 are: 

- the development of the new offer with the consultation commencing in the Summer;

- the development of a “balanced score card’ so this can inform the future CQC Well 

Led assessment, along with more metrics on staff engagement and;

- all NHS systems and organisations to set out plans to make the NHS a better place 

to work as part of their NHS Long Term Plan implementation plans.  

2.2 Improving our leadership culture 

The plan places a large emphasis on leadership and culture. It acknowledges that the 
Developing People Improving Care Framework 2016 has not had the desired impact in 
delivering the widespread culture change it set out to deliver. The Interim People Plan calls 
for more to be done on “systems-based, cross sector, multiprofessional leadership centred 
around place-based healthcare that integrates care and improves population health.” 

It recognises the need for ICS and Primary Care leaders and the need for compassionate 
and inclusive leadership and for leadership development to be embedded in our health and 
care education programmes.  

The plan draws upon the recommendations of the Kerr review: Empowering Leaders to Lead 
and the review of the Fit and Proper Persons Test by Tom Kark QC. The central aim of the 

2 On the Day Briefing: Interim People Plan – national workforce strategy, NHS Providers, June 2019 
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plan is to create a new “leadership compact” establishing the cultural values and behaviours 
expected from leaders.  

The plan outlines the need for positive and inclusive cultures; the need for compassionate 
and inclusive leadership not just from senior leaders alone but everyone in leadership 
positions or who aspire to be in both clinical and non clinical roles and including middle 
managers.  

The plan calls for the need for a more deliberate approach to talent management: assessing, 
identifying, developing and deploying individuals with the capability and capacity to make a 
difference in the most senior positions. 

 The actions in 2019/20 are: 

- Undertake system-wide engagement on a new “NHS leadership compact” that will 

establish the cultural values and leadership behaviours expected from NHS leaders 

together with the support and development leaders can expect in return 

- The development of competency, values and behaviour frameworks for all senior 

leadership roles 

- A review of regulatory and oversight frameworks to ensure “greater focus on 

leadership, culture, improvement and people management” 

- Implementation of 360 degree feedback from providers, commissioners and 

STPs/ICSs on support received from regional and national teams 

- The roll-out of talent boards to every region and expansion of the NHS Graduate 

Management Training Scheme  

- Development of a central database for directors and engagement over the remaining 

recommendations from the Kark report 

2.3. Addressing urgent workforce shortages in nursing 

The plan acknowledges the significant staff shortages and stipulates that the shortages in 

nursing are the “biggest and most urgent we need to address” particularly in areas with the 

most significant shortfall such as mental health, learning disability, primary care and 

community nursing.  

The plan focuses on  

2.3.1 Increasing supply through undergraduate training, recognising the need to 

immediately increase the supply of newly trained nurses through this route starting 

with a rapid expansion programme to increase the number of clinical placement 

capacity by September 2019. Increasing the acceptance rate from its 2018 level of 

55% to 70%; consolidated recruitment campaigns run by different national bodies.

2.3.2 Improving retention, the plan outlines further actions to improve retention building on 

the work that has taken place since 2017. This includes an expansion of the national 

programme to all trusts and primary care; seeking to boost numbers of those with 

lapsed numbers, working with Mumsnet to launch a new marketing campaign to 

inspire nurses to enrol into return to practice; as part of the further work on the full 

people plan seek to convert participation in return to practice courses into 

employment for mature staff and filled vacancies in shortage areas.  
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2.3.3 International Recruitment, the plan acknowledges the need to increase international 

recruitment significantly in the short and medium term to rapidly increase supply. This 

seeks to build on the work of HEE in building global partnerships and exchanges; 

STPs and ICSs will implement ‘lead recruiter’ arrangements; a new procurement 

framework of approved international recruitment agencies will be developed for these 

lead recruiters to draw on to ensure consistent operational and ethical standards; a 

new best practice toolkit will be developed by NHS Employers to highlight good 

practice and improve the experience and retention of international nurses through 

improved pastoral support. NHSE will work with the DHSC and professional 

regulators to streamline regulatory processes.  

2.3.4 Continued Professional development and flexible entry, the plan admits that funding 

pressures on the CPD budget has led the NHS to invest less in developing current 

staff in order to invest in training new staff.  Action will be taken to inform the full 

people plan, reviewing how to increase national and local investment with the aim of 

achieving a phased restoration over the next five years of previous funding levels for 

CPD.  

  The final plan will also consider the potential for a blended learning nurse degree 

programme with an online theoretical component; development of a model that sets 

out the different routes into nursing and their benefits and an expanded pilot 

programme for nursing associates wishing to continue their studies to a registered 

nurse level; consideration of job guarantee approaches at system level to maximise 

opportunities for nurses using the blended model to qualify. 

2.4.  Delivering 21st century care 

The NHS Long Term plan sets how models of care will be transformed over the next 

five years to provide more co-ordinated, proactive and personalised care with better 

health outcomes. The plan describes the need for more joined up primary and 

community care and community services, through the Integrated Care System (ITCs) 

the need for much more effective partnerships with local authorities and other 

partners to address the wider determinants of health and help enhance the health 

and wellbeing of local communities.  

The plan describes the need to continue to enhance the skill mix of our workforce by 

scaling up the development and implementation of new roles and new models of 

advanced clinical practice – by providing clear career pathways that enable people to 

continue developing and achieving their maximum potential.    

The plan recognises that it cannot just rely on doing things differently if we are to 

develop an NHS workforce able to keep pace with projected growth in health 

services to meet the needs of a growing and ageing population. The plan therefore 

looks at the key changes needed to be made in relation to the future medical, nursing 

and midwifery, AHPs, pharmacy, healthcare scientist and dental workforces.  

The actions in 2019/20 are: 

- Recruit an additional 7,500 nurse associate trainees by December 2019 
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- Review of undergraduate medical school places, with a potential to expand 

beyond the recent addition of 1,500 places 

- Work with the GMC and medical colleges to roll out credentialing  

- Expansion of NSHI Retention programme to include AHP support 

- Developing infrastructure for a new pharmacy foundation training programme 

- Training to ensure a core level of digital ability for all non-technical NHS staff 

- A new internal medicine training programme for junior doctors with the aim of 

increasing generalist expertise 

 2.5.  A new operating model for workforce 

The NHS Long Term plan is clear that integrated care systems (ICSs) should “be the 

main organising unit for local health service” and that local health systems will be 

supported in becoming ICSs by 2021”  

The Interim People Plan “envisages ICSs taking greater responsibility for some 

workforce and people functions that have traditional been carried out at a regional or 

national level, or potentially groups of ICSs supported by regional teams carrying out 

functions traditionally carried out at a national level” 

This policy shift is offered in the plan through a call for increased devolved devolution 

from the centre. The plan proposes a “new operating model” with the following 

principles to underpin decisions about which workforce activities should normally be 

carried at which level: 

• Activities will be carried out nationally where: 

- it is necessary to meet statutory responsibilities 

- it is more efficient and effective because of economies of scale 

- planning is needed over a longer timeframe, e.g. over 15 years 

- there are clear benefits from a national role in standardisation or 

coordination/implementation 

- national teams have specific and scarce skills/knowledge that it is not possible 

or desirable to duplicate sub-nationally. 

• Activities will be carried out regionally where: 

- there is a need for a co-ordination and/or assurance role in delivering national 

priorities such as international recruitment 

- planning is needed over a medium-term time frame, e.g. over five years 

- there is demand for improvement support on a large scale 

- there is a need to help foster capacity and capability in local health systems 

- decisions need to be made across a regional labour market. 

• Activities will be led by ICSs where: 

- regional footprints are too large to affect change 

- strong local partnerships are required 
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- planning is needed over a short-to medium-term time-frame, e.g. in-year or 

over three years 

- decisions need to be made across a local labour market. 

• Activities will be led by local employing organisations where they relate very 

directly to the employment or wellbeing of an organisation’s people. 

Some activities, such as developing people strategies, talent management and 

workforce planning, will need to be carried out at all or most levels. 

The actions in 2019/20 are: 

- Co-produce an ICS maturity framework that benchmarks workforce activities in 

STPs/ICSs, informs the support that STPs/ICSs can expect from NHS England/ 

NHS Improvement and Health Education England regional teams and informs 

decisions on the pace and scale at which ICSs take on workforce and people 

activities. 

- Regional teams and ICSs to agree respective roles and responsibilities, 

associated resources, governance and ways of working. 

- Implement a collaborative system-level approach to delivery of international 

recruitment and apprenticeships. 

- Agree development plans to improve STP/ICS workforce planning capability 

and capacity. 

2.6 Developing the full People Plan  

The final theme in the plan is the publication of a “full, costed five-year People Plan” 

later this year following the development of five-year STP/ICS plans and following the 

Spending Review. 

The plan will build on the visions and actions contained within the Interim People 

Plan and will: 

- set out how we will embed the culture changes and develop the leadership 

capability needed to make the NHS the best place to work over the next five 

years 

- set out in more detail the changes to multiprofessional education and 

training, career paths, skill mix and ways of working needed to deliver 21st 

century care 

- quantify in more detail the full range of additional staff needed for each of 

the NHS Long Term Plan service priorities 

- aggregate the people plans developed by local systems to build a more 

detailed national picture of demand and supply by skill sets 

- iterate local and national workforce requirements with the five-year digital 

transformation and efficiency plans. 
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3 The ICFT Workforce Strategy Development  

The current Workforce Strategy for the ICFT was developed in 2016; the strategy was 
developed as the ICFT was embarking on its transformation journey and set out the 
expectations and development as a result of Care Together. 

Whilst aspects of the Strategy remain unchanged given the timespan of its completion the 
Strategy will be refreshed to reflect some of the objectives and priorities of the Interim People 
Plan. 

The HR senior leadership team have met on a number of occasions to develop the main 
aspects of the new Workforce Strategy, the themes will develop into a work programme for 
the Workforce and OD teams over the next 12-18 months with priority areas identified. These 
areas will of course link to the ICFT Strategy and corporate objectives.  

Strategic priorities have also been identified n the GM Workfroce Strategy however these are 
aligned with those outlined in the national people plan.  The strategy identifies key priorities 
based on local needs and outlines system-wide implementation plans. Priority areas include: 

- investing in talent development and system leadership,  
- growing our own staff,  
- improving the employment offer and brand, and  
- filling staff shortages  

In summary the four themes emerging in the ICFT Workforce Strategy are: 

- Workforce Supply/Workforce Design 
- Health & Wellbeing 
- Digital Agenda 
- Staff Engagement/Culture – becoming an Employer of Choice 

The four themes will be explained in detail, as follows. 

3.1 Workforce Supply/Workforce Design 

One of the biggest challenges to the ICFT remains recruitment with difficulties encountered 
with band 5 nursing posts, medical posts and some Allied Health Professional (AHP) roles.  

An aspect to this theme is “understanding the gap” and identifying the areas where this 
impacts most on specialties, resulting in pressure points such as staff turnover, sickness and 
agency usage. 

Resulting action may be to continue to try to recruit, recruit internationally or to grow our own, 
through the use of apprenticeships etc. This links also to the ICFT Talent Management 
Strategy and succession planning.  

In recognising that some of these difficulties will remain for some time it is felt that we need 
to be exploring what the “art of the possible” is with regards to new roles and alternatives.  

The Trust has already recruited two cohorts of the Nursing Associates; the first cohort 
graduated in January 2019 and the second cohort are due to graduate in January 2020. It is 
important that we ensure we maximise the usage of these new roles to best effect and 
ensure that we are able to retain them at the ICFT. Further discussions are underway about 
future cohorts, the differences between Assistant practitioners and the new Nursing 
Associate particularly in Community and Primary Care where Assistant Practitioners are 
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predominantly found and especially in light of the apprenticeship levy, and needing to 
maximise its use.  

Work is underway reviewing roles within the Intermediate Tier service particularly in the 
Stamford Unit; it is envisaged that the Community dashboard will assist in enabling change 
as more detailed information about the services, tasks and staffing compliments becomes 
known. 

The ICFT is also growing our own reporting Radiographers, by developing and educating 
Radiographers this is mitigating the risk due to the gaps we have with Radiologists, this also 
enhances the job satisfaction of the radiographers, and improves recruitment and retention 
of radiographers.   

The Trust already has a number of new roles such as the Post CCT Fellow which is a joint 
role with Primary Care and the ICFT, further applications are being sought for a further joint 
role supported by HEE. We are continuing to work with our partners at the Local Authority 
and CCG, the Local Transformation Group meets monthly and has representation from the 
neighbourhood teams, CCG primary care leads and community representatives as we focus 
on the work taking place across the system and consider workforce opportunities, risks and 
where new models of care may be emerging.  

An additional group has started to take shape, for the last 6 months a Primary Care group 
has been meeting to discuss the workforce in the system; this has latterly been taken up with 
discussions about Primary Networks however parties that attend are in agreement that there 
are elements where we can work together as a system for example apprenticeships, 
education and training, looking at roles e.g. Health Care Assistant, Post CCT Fellows. It is 
also agreed that the establishment of baseline data is crucial and contact has been made 
with Manchester LCO regarding the Virtual Workforce System being piloted across 
Manchester.  

In addition the Trust is working with HEE, the Universities and the Christie on a Placed 
Based Pilot – looking at how student placements can be applied across a place based 
learning environments. Place being the ICFT, The Christie, Community, Primary Care, Care 
Homes, and Third Sector etc. It is envisaged that the first cohort of students will commence 
their place based placement either just before Christmas or just after.  

Hand in hand with any transformation regarding job roles and the introduction of new or 
alternative roles comes job design. Job design is at the core of any planning in order to 
satisfy technological and organisational requirements as well as the social and personal 
requirements of the role holders. Clearly any role changes will impact on the nature of a 
person's job and affects their attitudes and behaviour at work, particularly relating to 
characteristics such as skill variety and autonomy. 

This is a key aspect when making changes as the aim of job design is to improve/maintain 
job satisfaction, to improve efficiencies, to improve quality and to reduce employee problems 
(e.g., grievances, absenteeism). 

Areas for further discussion under this topic area include: 

- Developing alternative workforce models 
- Social responsibility – entry level roles how do we attract younger employees into the 

workforce – the link with apprenticeships? 
- Recruitment campaigns, mapping and growth 
- Identification of registered carers 
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This workstream aligns with the themes Addressing urgent workforce shortages in nursing 
Interim People plan and Delivery 21st Century Care within the Interim People Plan. 

3.2 Health & Wellbeing 

We have already committed to reviewing and refreshing the Trust’s Health & Wellbeing 
Strategy in collaboration with the Local Authority/CCG as we already work closely on a 
number of areas and health & wellbeing is one area where combined work could be more 
efficient and productive.  

Our aspiration is to have a joint Health & Wellbeing Strategy, aimed at improving the health 
and wellbeing for all our staff given the majority of staff who work at the Local Authority, CCG 
and the ICFT most probably live in Tameside and Glossop. 

This work will include a review of what we are already doing on this work stream to review 
what impact it is having, if any. This work aligns with the work of the Local Authority around 
Ageing Well, our work on Equality, Diversity and Inclusion particularly those staff that have a 
disability. This is particulaly important in light of the age profile of our workforce. 

We also know that staff with caring responsibilities often struggle to remain in work, require 
flexible working patterns or require flexibility to attend appointments and therefore the issue 
of flexible working is crucial in ensuing the health and wellbeing of our staff.  

This work links to the ICFT focus on the reduction of sickness, we know the main reasons for 
sickness are musculoskeletal and stress. Therefore our efforts ought to try and reduce 
sickness where possible on these areas. The work on sickness will include reviewing the 
capacity and demand of Occupational Health services along with our counselling service. 
We are linked into the work taking place at both GM and the Local Authority in terms of the 
service provision of OH.  

 Areas for further discussion under this topic area include: 

- The links with mental health and social isolation often ‘older’ staff come to work to 
maintain connectivity with people  

- The links with GM programmes e.g. Bikes on Prescription; GM Keep moving 
- The links with sustainability and encouraging people to walk or cycle to work to 

improve air quality – by looking at the provision of bike storage, shower facilities etc.  
- Leadership development – emotional intelligence; ensuring our managers have the 

skills to handle sickness, staff health & wellbeing 

This workstream aligns with the themes Making the NHS the best place to work and 
Leadership and Culture within the Interim People Plan. 

3.3 Digital Agenda 

This particular theme covers three aspects, one of supporting the digital agenda as new 
technology is introduced – managing the aspect of change management for staff, the ‘mind-
set’ change required and ability to use modern technology. As the Digitial Health Stratgey 
develops the HR team will need to develop a supporting OD plan to assist the workforce in 
implementing technological change. 

The second aspect is one of using technology to facilitate change for example if staff are to 
become more flexible/agile how can technology facilitate this? How can staff stay 
connected? 
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The third aspect is the use of technology within the workforce team to drive efficiencies. The 
Trust has a good track record in implementing digital solutions but future areas will be 
prioritised as part of our digital health strategy.  

This workstream aligns with the theme Delivery of 21st Century Care within the Interim 
People Plan. 

3.4 Staff experience, culture and becoming an Employer of Choice 

It is clear that the above themes are dependent on the ICFT having the right culture to 
facilitate change and innovation. The culture of the organisation is also vital in attracting and 
retaining staff. A particular aspect is ensuring that the ICFT becomes the place where 
everyone wants to come and work.  

Having happy, engaged staff is key to this and therefore delivering on the themes above are 
vital if we are to achieve this, as is understanding our staff survey results. A programme of 
work scheduled is scheduled for the autumn to directly engage with staff in order to fully 
understand our staff survey results so that we are able to address the issues.  

We know from our exit interviews and the work undertaken on retention that flexible working 
is a reason for leaving. We need to ensure managers are empowered in to making the right 
decisions and are able to see the bigger picture in order to facilitate some change.   

Areas for further discussion under this topic area include: 

- Consideration of Hygiene Factors 
- Use of Cultural Barometer in areas where a fuller understanding of the culture is 

required 
- Communication with staff 
- Inclusivity – staff who feel the organisation is more inclusive will strive; this in turn will 

help with attraction and retention 
- Bullying and Harassment – progressing the Call to Action: Bullying Framework 
- The link with Health & Wellbeing, Retention, Carers, sickness and EDI all of which 

impact on an organisations culture 
- Are we a mechanistic or innovative organisation – organisations which are too 

mechanistic can stifle creativity and innovation – where do we want to be? 

This workstream aligns with the themes Making the NHS the best place to work and 
Leadership and Culture within the Interim People Plan. 

4 Next Steps  

The themes above require further work into terms of how this develops into a programme of 
work within HR and across the ICFT; this will be shared with the Workforce Committee in 
September. Each theme will have identified one to two priorities to focus on for the next 12 
months to ensure that the workload is manageable. The actual Workforce Strategy will be 
written during the summer. 

5. Recommendations 

The Board is asked to not the contents of the Interim People Plan, the work being 
undertaken to refresh and re-write the ICFT Workforce Strategy and the emerging themes 
and the alignment of those work streams to the themes within the Interim People Plan.  
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Executive Summary 

This paper is presented to the Trust Board to provide a summary of the proposals detailed in the 
recently published NHS Long Term Plan Implementation Framework.   

The paper will outline the key requirements for the Trust in the implementation framework, 
proposed next steps and the Trusts’ readiness to deliver on the commitments of the Long Term 
Plan.   
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1. Introduction  

This paper is presented to the Trust Board to provide a summary of the recently published 
NHS Long Term Plan Implementation Framework.   

The paper will outline the requirements and timescales for the development of system wide 
strategic plans, and what is expected to be included in these plans in order to start delivering 
against the commitments of the NHS Long Term Plan. 

The implementation framework document was published on 27th June 2019 and for clarity, 
the implementation framework focuses on the preparation and submission of Integrated 
Care System (ICS) plans rather than organisational or locality based plans.  For Tameside 
and Glossop this is the Greater Manchester ICS plan and at this time no guidance has been 
issued from Greater Manchester Health and Social Care Partnership (GMH&SCP) on how it 
proposes to progress the formulation of the strategic plan for GM.   

2. Implementation Framework Key Elements 

This section summarises the key elements of the NHS long Term Plan Implementation 

Framework and the implications for the Trust. 

2.1 Overview. 

The NHS Long Term Plan (LTP) was published in January 2019, setting out the ambitions 
for the NHS of the future and how local partners should plan and work within Sustainable 
Transformation Partnerships (STPs) and ICSs to deliver a new model of health and social 
care for the population. 

The LTP Implementation Framework document was published on 27th June 2019 and 
describes the approach STPs and ICSs are asked to take to create 5 year strategic plans to 
deliver on the Long Term Plan commitments. 

Strategic plans are to be submitted by November 2019 covering the period 2019/2020 to 
2023/24.  These need to be based on realistic workforce and activity assumptions to deliver 
the commitments of the LTP.  System plans will then be aggregated, brought together with 
additional national activity and published as part of a national implementation plan by the 
end of the year. 

There is an expectation that individual system plans will be unique and systems will have 
freedom to respond to local need, prioritise, and define their pace of delivery for the majority 
of commitments, however all commitments will need to be met within the timeframe.  Plans 
should prioritise actions that will help improve the quality of, and access to, care for their 
local populations, with a focus on reducing local health inequalities and unwarranted 
variation. To help with this the implementation plan clarifies which commitments are critical 
foundations to wider change, and should be prioritised in all plans.  

Details of the key aspects of the implementation plan are provided in the following sections 
of this paper; 
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• System Development 

• Delivery of the LTP  

• Service Transformation 

• Workforce  

• Digital  

• Funding and Financial Planning 

• Next steps 

2.2 System Development 

2.2.1 Integrated Care Systems 

The implementation framework states that STPs will be required to show how they will 
develop into ICS level by April 2021.  Additional guidance is provided on this in recently 
published NHSE/I’s ‘Designing integrated care systems (ICSs) in England’. The document 
includes a ‘maturity matrix’ against which system partners can assess their progress.   

There are four stages of maturity; emerging, developing, maturing and thriving.  In order to 
achieve ICS status, STPs must satisfy the requirements in the ‘Maturing ICS’ column of the 
maturity matrix with the key elements of this being; 

• Collaborative and inclusive multi-professional system leadership, partnerships and 

change capability, with a shared vision and objectives. 

• An integrated local system, with population health management capabilities which 

support the design of new integrated care models, strong primary care networks 

(PCNs) and integrated teams and clear plans to deliver the service changes set out 

in the long term plan. 

• Developed system architecture, with clear arrangements for working effectively with 

all partners and involving communities as well as strong system financial 

management and planning including a way forward for streamlining commissioning 

and plans for meeting the agreed system control total. 

• A track record in delivering nationally agreed outcomes and addressing unwarranted 

clinical variation and health inequalities 

• A coherent and defined population, where possible contiguous with local authority 

boundaries. 

2.2.2 Primary Care Networks  

The implementation framework states that all of England will be covered by Primary Care 
Networks (PCNs) from July 2019.  Supported by almost £1.8bn investment by 2023/24, 
linked to deliverables outlined in the five-year framework for GP contract reform (PCNs and 
Community Health services).  PCNs will be required to make early progress on selecting and 
progressing specific projects; 

• Anticipatory care (with community providers) 

• Enhanced Healthcare in Care Homes 

• Structure Medication Reviews for priority groups 

• Personalised care 

• Early Cancer diagnosis 
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The framework makes clear that PCNs need to develop strong partnerships and 
collaboration with community providers and that the ICS system plans should demonstrate 
how they will prioritise supporting PCNs to develop these relationships 

As part of the LTP commitments there is guaranteed funding to develop multi-disciplinary 
teams over next five years within PCNs.  Specifically; 

• Clinical Pharmacists and social prescribers in 2019/20 

• Followed by Physician Associates, Physiotherapists and community paramedics 

phased from 2020 onwards 

2.2.3 Key Points for the Trust 

The Trust is in a strong position for this aspect of delivering the requirements of the 

framework.  T&G is an integrated locality within the maturing ICS of GM.  At locality level, if 

we consider the Tameside and Glossop health and care system against the maturity matrix 

requirements this can also be assessed as meeting the requirements of a maturing system.  

As noted previously the implementation framework is aimed at system plans and therefore 

we expect further GM guidance to outline their approach to developing/refining system plans 

in line with the national timetable to meet the requirements of the implementation framework. 

Five PCNs have been established within Tameside and Glossop which are aligned to the 

pre-existing integrated Neighbourhood Boundaries.  Each has an appointed Clinical Director 

and work is ongoing across the integrated system to develop governance arrangements to 

ensure continued integrated working across primary, community and acute care.   The 

implementation framework makes clear that PCNs should develop strong relationships with 

community providers and that funding guarantees relate to primary and community services 

therefore the Trust will work closely with the PCNs and the commissioners to ensure that the 

funding and commissioning arrangements allow for appropriate growth of community 

services to meet the commitments of the LTP.   

The Trust is also modelling a number of support offers for PCNs across clinical services 

(such as Clinical Pharmacy), training and education and back office support to enable best 

use of resources across the system and facilitate greater integration between the Trust and 

PCNs. 

2.3 Delivery of the Long Term Plan Commitments 

The implementation framework makes clear that ICS’s will need to deliver all the 

commitments in the long term plan but that systems can prioritise how this will be achieved 

according to local need.  It recognises that each systems plan will be unique from other 

systems in order to meet the needs of the population it serves. 

To help systems prioritise the deliverables, it separates more urgent deliverables within the 

LTP as ‘foundational elements’ from the less urgent ‘wider service transformations’.   

Foundation Elements are; 
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• Reducing pressure on emergency hospital services 

• Personalised care 

• Digitally enabled primary and outpatient care 

• Improving cancer outcomes 

• Improving mental health services 

• Shorter waits for planned care 

Wider service transformations include; 

• Increased action on preventions (smoking/obesity/alcohol/antimicrobial resistance) 

• Progress on care quality and outcomes (Maternity & Neonatal services, Children and 

Young Peoples services, Learning Disabilities and Autism) 

• Better care for major health conditions (Cardiovascular, Stroke, diabetes and 

respiratory) 

• Research and innovation, genomics, volunteering and wider social impact  

The framework outlines how funding that will be made available and national support on how 
to achieve these goals.   

2.3.1 Key Points for the Trust 

The Trust is well placed to deliver against the commitment of the LTP through its five year 

strategy ‘Beyond Patient Care to Population Health’.  The Trust through its strategy has 

already set out how it is working towards delivering against both the foundation elements 

and wider service transformations for services it is responsible for.  Therefore it is anticipated 

that the requirement for the Trust will be to refine and update its strategy and next steps, 

alongside the GM ICS strategy, to meet the requirements of the implementation framework. 

2.4 Service Transformation 

The implementation plan outlines the requirements and priorities for the system 

transformation which must be described in the plans for; 

• Transformed out of hospital care and integrated community based services. 

• Reducing pressure on emergency hospital beds. 

• Personalised care. 

• Digitally enabled primary and outpatient care and 

• Improved care for major health conditions. 

2.4.1 Transformed out of hospital care and integrated community based services. 

The framework states that as a minimum, system plans should focus on four things:  

1. Meeting the new funding guarantee for primary medical and community health 
services. 

2. Supporting the development of PCNs. 
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3. Improving the responsiveness of community health crisis response services to 
deliver the service within two hours of referral and re-ablement care within two 
days of referral. 

4. Creating a phased plan of the specific service improvements and impacts they 
will enable primary and community services to achieve, year by year, (aligned to 
the national phasing of the new five-year GP contract.). 

There is a requirement to ensure that this part of the plan is agreed with community 
providers and PCN clinical directors.  

Meeting the new funding guarantee  
For each of the four years from 2020/21 to 2023/24, system plans must set out, indicatively, 
how they are going to meet their portion of the new primary medical and community health 
service funding guarantee of a £4.5bn real terms increase in 2023/24 over 2018/19 planned 
spend.   In particular systems are required to ensure that they fully honour the expressed GP 
contract entitlements (which are over and above the existing baseline spend). 

Supporting PCNs  
The framework outlines the need for systems to prioritise helping PCNs build constructive 
relationships with their community partners.  A PCN prospectus will be published in summer 
2019 to support this 

Improving responsiveness and strategic priorities for community services  
The four strategic priorities for community services are:  

1. Delivering improved responsiveness of crisis response within two hours and 
reablement care within two days;  

2. Providing ‘anticipatory care’ jointly with primary care  
3. Supporting primary care to developed enhanced health in care homes (EHCH) 
4. Building capacity and workforce to do these things, including by implementing the 

Carter report and using digital innovation.  

2.4.2 Key Points for the Trust 

The framework makes clear that as well as PCNs infrastructure, community services will 
need a major capacity boost to deliver the long term plan commitments and that service 
improvement plans must be agreed by community service providers and PCN clinical 

directors and they will need to show the distribution of funding across primary care, 
community health and CHC services.   Therefore the Trust will need to work closely with 
the commissioners to ensure allocations for community services keep pace with PCNs to 
enable the Trust to deliver its service transformation commitments. 

The Trust has established intermediate tier services which are already delivering on the 
strategic priorities for community services including the Integrated Urgent Care Team 
which delivers crisis response and re-ablement to the population, digital health which 
supports primary care to deliver EHCH and the Extensive care service supporting 
individuals with long term conditions. 

2.4.3 Reducing Pressure on Emergency Hospital Services 

Plans should show how local urgent and emergency care services will continue to develop 

integrated community and hospital based care.  Adding that, where systems reduce 
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pressure on emergency services they will benefit from a financial, capacity and staffing 

dividend to be reinvested in local priorities.   

2.4.4 Key Points for the Trust 

A number of quality improvement and service transformation schemes are in place in the 

Trust to support the reduction in pressure on emergency hospital services including; 

• Admissions Avoidance – hospital based IUCT staff who aim to avoid unnecessary 

admissions to hospital through diversion of patients from ED, AMU and walk in 

centre.  Signposting or referring to community based services or supported 

discharge.  Liaison with primary and secondary care services to identify frequent 

attenders to reduce hospital admission. 

• Creation of a GP bay in the Integrated Assessment Unit for direct GP referrals for 

observation and assessment and appropriate care management.  Reducing 

admissions via ED. 

• Relocation of the primary care led walk in centre from Ashton Primary Care Centre to 

the Tameside Hospital site, collocated with ED to provide an urgent treatment centre 

for the management of minor illness and injuries.   Improving clarity of the urgent 

care offer for the patient and providing opportunity to manage people in the most 

appropriate setting. 

2.4.5 Personalised Care 

Systems are to set out how they will implement all six components of the NHS 
comprehensive model for personalised care; 

• Patient choice 

• Shared decision making 

• Patient activation  

• Social prescribing 

• Personalised care planning  

• Personal health budgets 

2.4.6 Digitally enabled Primary and Outpatient Care 

Targeted funding for the programme to deliver digital first primary care will be confirmed by 
the end of July 2019. Selected sites in each region will test and validate the digital first 
primary care approach and regional teams and systems will support subsequent bids for 
funding during summer 2019.  The commitment is for online consultations to be offered in all 
practices by April 2020 and video consultations by April 2021. 

Systems should set out in their plans how they will increase the use of digital tools to 
transform outpatient services and provide more options for virtual outpatient appointments, 
identifying which specialties they will prioritise as they work towards removing up to a third of 
face-to-face outpatient visits a year.  NHSX will support systems to deliver these plans. 
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2.4.7 Better Care for Major Health Conditions 

Key priorities, interventions and commitments for improving care for major health conditions 
are outlined in the framework.  Covering; 

• Improving Cancer Outcomes 

• Improving Mental Health Services 

• Shorter waits for planned care 

2.4.8 Key Points for the Trust 

The Trust five year strategy is aligned to the service transformations described above and 
services have been embedded into the Trusts model of care around personalised care, 
digitally enabled and virtual outpatients and working with the locality and GM system on 
improving care for major health conditions.  With the Trust being an early implementer site 
for the national lung check programme and having implemented an early pilot of first contact 
practitioners for MSK conditions (in 2 neighbourhoods).  Both key national transformation 
schemes described in the implementation framework. 

The developing system strategic plans and organisational operational plans will need to 
demonstrate robust activity plans on how they will increase the volume of planned surgery 
year on year and cut long waits so that; no patients to wait more than 52 weeks RTT and 
that a choice process is in place for patients waiting 26 weeks.  

2.5 Workforce 

The implementation framework refers to the ‘Interim NHS People Plan’ which was published 
in June 2019 outlining the need for and plans to deliver capacity over the next five years to 
meet current workforce shortages and deliver the commitments of the LTP. 

The framework reiterates four priorities for systems to address in workforce planning; 

• Leadership and Culture - systems will be asked to establish the cultural values and 

behaviours expected from senior leaders and create a system-wide, single talent 

management process and strategies for supporting staff to work in inclusive 

leadership cultures. 

• NHS as the best place to work – a requirement for setting BME representation 

targets for leadership teams and broader workforce by 2021/22 and responding to 

the new Workforce Disability Equality Standard, while doing more to improve staff 

health and wellbeing and enable flexible working 

• Workforce Transformation – the framework emphasises the importance of a holistic 

approach to staff numbers, calling for ‘‘more people, working differently’’. Including;  

o planned workforce growth in different staff groups (taking efficiency plans into 

account); 

o plans for improving retention, international recruitment and making best use 

of the apprenticeship levy; and, 

o Workforce efficiency plans including changes in skills mix, reductions in 

sickness absence and ‘‘better use of scientific and technological innovation’’. 
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• Workforce Devolution – systems will be asked to describe how they will develop 

capacity, capability and governance to enable more workforce activity to take place 

at an ICS level.  Supported by increased sharing of date between Health Education 

England and other bodies. 

2.6 Digital 

The framework outlines the need for Systems to develop comprehensive digital strategies 
and investment plans that describe how digital will underpin wider transformation plans. In 
their strategies systems must describe: 

• How and when organisations will achieve a ‘defined minimum level of digital maturity’ 

• How they will adopt global digital exemplar blueprints 

• How they will adhere to controls and use approved commercial vehicles such as the 

Health System Support Framework to ensure technology vendor and platforms 

comply with national standards 

The newly created NHSX will ensure the NHS has clear guidance and support to accelerate 
this digital provision. The priority will defining and mandating standards, which systems will 
need to comply with. These include: 

• By 2021 all systems to be 100% compliant with cyber security standards, including 

migration to Windows 10 by June 2021 

• By 2021/22 all NHS organisations will have a chief clinical information officer (CCIO) 

or chief information officer (CIO) on the board 

• Ensure patients and authorised carers can access personal healthcare records. 

Access to central funding (both revenue and capital) to support these strategies will be 
managed and coordinated by regional teams. ICSs and STPs will be expected to establish 
an ‘affordable and realistic’ pipeline of digital investment in each region within the funding 
enveloped available to them. Regional CCIOs along with regional digital directors of digital 
transformation will ensure investment is directed towards national strategic programmes. 

2.7 Funding and Financial Planning 

2.7.1 Financial Overview 

CCG allocations for the five year period to 2023/24 were published in January 2019 to 
support system planning.  Additional funding for systems will be on an indicative ‘fair shares’ 
basis to support the delivery of LTP commitments on mental health, primary care and 
community services and other priorities commitments and targeted funding for specific 
prioritised LTP commitments.  Further detail on the financial framework for 2020/21 and 
beyond will be developed in the coming months.  Access to funding will be conditional on 
systems have strategic plans agreed by regional teams, with greater autonomy for more 
mature ICSs. 

2.7.2 Financial Planning 
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The framework outlines that system plans will need to demonstrate; 

• How systems will meet the government’s five financial tests set out in the long term 

plan. Including;  

o returning to financial balance, Financial recovery plans will be required for 

each NHS organisation not in financial balance 

o achieving cash-releasing productivity growth of at least 1.1%,  

o reducing growth in demand for care through integration and prevention, 

o reducing variation; and  

o making better use of capital investment.  

• System plans must set out how they will increase spending in primary and 

community services, increasing overall CCG spending plus additional allocations 

• Plans need to set out how CCG spending will meet the requirement of the mental 

health investment standard, with additional funding spent on top of this growth 

• System plans will need to set out how they will use funding to implement all six 

components of the NHS Comprehensive Model for Personalised Care 

• Which services they will prioritise for development of virtual outpatient appointments  

• Activity plans should set out how systems will increase the volume of elective 

treatments year-on-year, cut long-waits and reduce the size of the waiting list. They 

also need to set out how digital tools will transform outpatients, removing up to a third 

of face-to-face outpatient visits. 

2.7.3 Financial Assumptions 

To aid systems with their plans, the framework sets out a number of financial assumptions 
for the years ahead.  

National tariff prices are expected to rise by 1.3% in 2020/21 and 2021/22, and then 0.9% in 
2022/23 and 2023/24. (These assumptions are subject to change, following tariff 
engagement and consultation process.) 

Clinical Negligence Scheme for Trust (CNST) contributions are expected to grow by 10.5% 
on average across the sector during this period.  

Systems should also assume that there will be no pressure on employer pension 
contributions; the cost is being funded centrally in 2019/20 and arrangements for future 
years will be notified in advance of operational planning.  

Regional teams will work with systems to agree what a realistic and ‘stretching’ bottom line 
position is in each year. Further detail on the financial framework for 2020/21 and beyond is 
also expected soon. 

3. Next Steps 

Systems are required to submit plans for delivery through to 2023/24. Initial plans will be 
submitted by 27th September 2019, with a final submission to follow by 15th November 
2019.  A detailed milestone table is below. 
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These plans will be made up of two elements: a strategy delivery plan that sets out what will 
be delivered over the next five years, with a set of supporting technical material that 
underpins this delivery (e.g. workforce and activity plans). Templates for the technical 
element are expected to be published in July 2019.  

In line with the new operating model, these plans will need to be agreed with regional teams, 
and will also need to demonstrate how plans have been clinically-led and developed with full 
engagement of local stakeholders. 

5. Recommendation 

The Trust Board is asked to note the summary of the NHS Long Term Plan Implementation 
Framework and the Trusts readiness to develop credible plans to deliver against the 
commitments of the plan in line with the development of the Integrated Care System plans 
for GM. 
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10. Appendices 

Appendix One – link to NHS Long Term Plan Implementation Framework 

https://www.longtermplan.nhs.uk/implementation-framework/
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INTEGRATED PERFORMANCE REPORT: July 2019 Board (June 2019 performance) 

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. 

May Performance 

The Trust did not meet the four-hour, emergency- care target in May with performance of 85.9%. 
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 
92.8%, and the national cancer and six-week diagnostic targets.  

June Performance  

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

Extended Length-of-Stay 

The Trust met its objective for extended length-of-stay patients in June, with a mean of 58 patients against 
the threshold of 67. 

Nutrition Risk Assessment  

The performance target for nutrition risk assessment was not met in May, with a performance of 72% 
against the 90% local standard. The Trust is planning to relaunch the MUST assessment tool.  

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

For June, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with 
performance of 92.7% against the threshold of 92%. The Trust also reported that no patients had a waiting 
time of more than 52 weeks at the end of the month. The Trust also met the diagnostic six-week- wait 
target and the cancer 62-day standard for the latest reporting months.  

Stroke Targets 

The Trust Board is asked to note the Trust’s banding of ‘c’ for the SSNAP (Sentinel Stroke National Audit 
Programme) national stroke audit for Quarter 4 2018-19, in which the poorest performing trusts are 
classified as ‘e’ and the best as ‘a’. The SSNAP audit includes 44 measures in 10 domains.  

Readmissions 

The Trust did not meet its readmission threshold for May 2019; year-to-date performance (the most 
appropriate method for measuring performance against this standard) of 13.1%, against the 12% threshold, 
is rated as red. Further analysis is being undertaken and a summary will be included in the next report.  

Mandatory Training and Appraisals  

Performance is rated green for mandatory training (96.3% against the Trust’s 95% target) and amber for 
appraisals (84.9% against the Quarter 1 trajectory of 87%) for June 2019. The staff sickness rate of 4.9% 
(against the threshold of 4.8%) is rated as amber.  

DNA Rate 

Performance is rated green for the DNA rate (6.6% against the Trust’s 7.5% target) for June. Performance 
against all three operating- theatre metrics included in the dashboard (utilisation, cancellations, and 
cancellations of urgent procedures) are rated green for June.  
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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: May 2019) 85% 89.1% 

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 May 2019 and the 
position stated has been fully validated, in line with the National Reallocation 
Policy. For the month of May, the aggregate 62-day position was 89.1%, which 
means that the Trust met the national standard for the month. The Trust reported 
5.5 breaches of the standard for May: 

• 2.5 complex pathways/multi- treatments/multiple co-morbidities; 
• 2 patient choice; 
• 1 external diagnostic delay.  

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

• 1 patient choice; 
• 2 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 May, 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 
complexity and the comorbidities of the patient. It was also found that no harm 
was caused to the patient as a result of the delay.  
Expected date to meet target NA Signed off by Jan Smart 

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

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast

Standardised Mortality Ratio: (Reporting Period: 12 month to Feb-19)

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

≤100 

≤100 

119.6 

119.96 

ISSUE
The Trust’s Hospital Standardised Mortality Rate (HSMR), of 119.6, is greater 
than the national mean of 100 and is now considered ‘worse than expected’. The 
Trust’s SHMI of 119.96 is also ‘worse than expected’. The Trust’s crude mortality 
rate increased significantly in 2017-18, a pattern consistent with the national 
picture. It should be noted, however, that the increase in crude mortality 
experienced at the Trust was greater than the national rate of increase, although 
this was predicted in national analysis of population- based standardised 
mortality rates. The Trust’s mortality indices have increased to >100 as a result of 
the ‘observed’ number of deaths significantly exceeding the ‘expected’ number.  

The Trust has undertaken a detailed analysis of the mortality data and mortality- 
review process and has engaged with national experts on both subjects 
(including NHSI and Dr Foster). The investigation generated a number of 
conclusions: 
• There is no evidence that the quality of care deteriorated during the period 

investigated (mortality- review outcome). 
• The Trust’s mortality-review process conforms to all best-practice guidance.  
• The spike in crude mortality was also apparent in the Tameside and Glossop 

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

index and signs- and- symptoms rates). 
• The indices are inflated (estimated at > 5 points) as a result of a reduced rate 

of septicaemia, when compared to the national rate, which appears to be the 
result of the Trust adopting more quickly revised national coding guidance 
(this point was investigated by NHS Digital, with similar conclusions). 

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

• The Trust should be capturing additional long-term conditions/ comorbidities in 
its clinical notes/ electronic systems.  

• The HSMR for the last six months (September 2018- February 2019) is 114.5 
(i.e. ‘greater than expected’, but not ‘statistically significantly’ so).  

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

and mortality data, and implement Dr Foster consultant scorecards (by 
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 (August 2019 in eCAS, thereafter 
in other EPR developments). 

4. Implement Simple Code software to improve data quality (August 2019).  

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

Signed off by Brendan Ryan 

Tameside’s HSMR for 
September 2018- February 
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: June 2019) 95% 87.8% 

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 98.7% 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 June.  

Performance was below target for the inpatient- discharge- summary target. 
87.7% of inpatient discharge summaries were completed within 48 hours in June 
2019. This is the best performance since April 2016. The improvement 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, via the 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 Peter 
Nuttall 

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

Performance 
4 Month 
Trend 

Previous 
Performance 

Forecast

Type 1 and Type 3 Four Hour Standard:  (Reporting Period: June 2019) 95% 86.21% 

ISSUE
The Trust did not meet the four-hour emergency care standard in June 2019, with 
performance of 86.2% (0.2% below the national mean). The Trust’s performance 
remains the best in GM for the year-to-date, though not for the most recent 
quarter.  

PROPOSED ACTIONS 
The clinical teams are currently generating/ enacting an improvement plan. The 
plan includes a number of key actions designed to improve processes: 

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

• Escalation plan, highlighting triggers for immediate action. 
• Utilisation of the new ED Floor Plan electronic tool. 
• 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.  

• New junior rota developed to match demands of the service. 
• Review of the departmental rota, including visiting consultants and 

practitioners.  
• Continued recruitment of speciality doctors. 
• Deployment of the ambulatory-care tracker to improve transfer times to 

the Ambulatory Care Unit.  

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

Expected date to meet target Quarter 4,  
2019-20 

Signed off by Anthony 
Edwards 

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

Meeting date 25th July 2019 Public Confidential Agenda item

Title Safer Workforce Paper 

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

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

Recommendations made/ Decisions requested 

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

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

X 6 Use our resources wisely 

The paper relates to the following CQC domains- 

X Safe X Effective 

X Caring X Responsive 

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

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

Where issues are addressed in the paper- 

Section of paper where covered

Equality and Diversity impacts Nil. 

Financial impacts if agreed/ not agreed NA 

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

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

Sustainability (including environmental 
impacts) 

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

Executive Summary 

This paper confirms the on-going compliance with the requirement to receive and review 
information on nursing and midwifery staffing levels at Board.  

The report refers to a working group, established to review the process of analysing and 
validating ‘red flags’ relating to staffing incidents. It also includes a detailed update on the 
current vacancy position. 

The overall turnover position has improved significantly during April and the report also includes 
data regarding the current vacancy position across the organisation.  

The Trust Board are asked to note the change to the Nurse and Midwifery Revalidation 
confirmer process. 

The paper includes an update regarding staffing within maternity and paediatric services along 
with some details regarding planned actions. 
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1. Purpose 

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

The paper provides the required 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.  

The ‘Hard Truths Commitments Regarding the Publishing of Staffing Data’ (Care Quality Commission, 
March 2014) states ‘data alone cannot assure anyone that safe care is being delivered. However 
research demonstrates that staffing levels are linked to the safety of care and that fewer staff increases 
the risks of patient safety incidents occurring.’ In order to assure the Board of safe staffing on wards this 
report takes into consideration a range of information (detailed in the heatmap), including: 

• Care Hours Per Patient Day (CHPPD) 
• Incidence of pressure ulcers (Grade 2 and above) 
• Incidence of falls with harm 
• Incidence of medication errors 
• Incidence of complaints  
• Incidence of compliments 
• Incidence of MRSA/CDIFF 
• Compliance with Roster sign off 
• Planned vs Actual staffing fill rates 
• Percentage of Temporary Staffing 
• Positive Friends & Family Test responses 

2. Background 

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

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

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

The report is grounded in the need to ensure safe staffing levels and has been reinforced through the 
following publications / 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/ 
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• 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) 

3. Nursing and Midwifery Staffing Overview 

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

The Care Hours Per Patient Day (CHPPD) metric was introduced in April 2016 following the 
independent report for the Department of Health by Lord Carter of Coles, Operational productivity and 
performance in English NHS acute hospitals: Unwarranted variations (February 2016).  CHPPD is 
calculated by adding the total amount of Nursing (RN 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. This 
gives an overall average for the daily care hours available per patient (all nursing and midwifery staff).   

CHPPD increased as predicted during April 2019 and remains higher than the same period last year. 
CHPPD is expected to increase again during May 2019.  

3.2  Fill rates 

Overall fill rates for Registered Nurse (RN)/Midwife shifts (day and night) decreased in April 2019 
although fill rates for non-registered staff increased.  

The table below demonstrates overall trends in fill rate; detailed information regarding this for each 
inpatient area can be found in heat map (Appendix One). The Registered Nurse/Midwife rates remained 
stable at an average of >95% of shifts filled throughout April.  
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Month 
Registered % of 
shifts filled DAY 

Registered % of 
shifts filled NIGHT

Unregistered % 
of shifts filled 

DAY 

Unregistered % of 
shifts filled NIGHT

Overall  
Average 

Oct-18 92.9 96.3 96.3 115.3 100.2%

Nov-18 93.1 98.9 97.4 116.2 101.4%

Dec-18 91.6 97.8 96.0 116.5 100.5%

Jan-19 94.6 98.6 100.1 120.1 103.4%

Feb-19 92.8 98.8 97.2 123.3 103.0%

Mar-19 94.4 98.3 95.9 118.7 102.0%

April-19 93.3 96.7 97.9 118.2 102.2%   ↑

Fill rate information is based on current agreed staffing establishments.  

3.3        Non Ward-Based Staff 

Alternative workforce models have previously been noted within this report. Through these largely non-
nursing roles, additional support has been provided to our ward based nursing teams.  

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

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

3.4       Temporary Staffing (NHS Professionals and Agency) 

To ensure safe staffing levels the Trust works closely with our temporary staffing providers via NHSP to 
provide workers to support our rosters.  In April 2019 100.2 WTE RN provision from NHSP/agency staff 
was provided alongside 99.5 Whole Time Equivalent (WTE) non-registered staff. 

The monthly fill rates referred to in section 3.2 include shifts covered by temporary staff. The table below 
indicates the percentage of our total hours filled which can be attributed to bank or agency staff.  

During April 2019 of the total hours filled, 80% were filled by staff working substantive shifts and 22% 
were covered by temporary staff. The areas included in this calculation are the 20 inpatient ward areas. 
A more detailed breakdown of temporary staffing figures is shown on the heat map (Appendix One).  

December 
18

January 
19

February
19

March 
19 

April  
19 

Percentage of shifts in inpatient areas covered by 
NHSP/Agency staff  20.69% 23.42% 26% 20% 22.48% 

In order to provide additional scrutiny, the Director of Nursing has established a Nursing & Midwifery 
Workforce Planning Group which is an amalgamation of the Nursing & Midwifery Temporary Staffing 
Group and the Recruitment and Retention Group. The group will oversee issues which impact on the 
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Nursing workforce such as recruitment, retention, use of bank/agency staff and an exploration of 
alternative roles. 

4. Red Flags 

The organisation has agreed on a number of ‘Red Flags’, in line with national recommendations. These 
are defined as an early indicator that there may not be adequate staffing. There is an established 
process in place whereby staffing levels across all areas are collated and reviewed four times per day, 
and staff may be moved if required to maintain safe staffing across all areas. A working group has been 
established led by the Deputy Director of Nursing (Operations) to review the process of analysing and 
validating the monthly red flags. An update will be provided in a future report. 

The Nursing Leadership team for inpatients have confirmed that there were no red flags validated in 
their areas during April.  

There were 11 red flag incidents reported during April 2019 within Intermediate Tier Services which 
resulted in 97.5 hours being covered by 1 Registered Nurse. It is noted that the emergency nurse call 
system is audible on all floors during an emergency and that over the 3 floors there were 5 Registered 
Nurses. 

Maternity services have a process for reporting and managing midwifery staffing red flags in real time. 
The duty maternity manager reviews activity and staffing levels across all maternity areas at least four 
times each day. This enables the movement of staff to ensure that all areas are safely staffed according 
to activity and acuity, ensuring that women in established labour receive one to one care. A validation 
process ensures that incidents relating to staffing are reported appropriately. There were no validated 
red flags in maternity during April 2019. 

5. Retention 

The overall turnover position has improved significantly during April to 10.7% following the increase in 
March 2019. Colleagues in Human Resources are reviewing this to further understand any patterns in 
turnover or reasons for leaving so that a plan can be devised to address issues identified. 

Nursing and Midwifery Turnover 

It is recognised nationally that there is a shortage of Registered Nurses and that many care 
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Organisations are facing the same challenges in filling registered nursing vacancies. To help address 
this, the Trust has a number of on-going long and short term. Initiatives to support improved retention 
and reduce turnover include: 

• Development of the Associate Nurse role in identified areas 
• Ward specific adverts on NHS jobs and social media including Facebook and Twitter. 
• Planned recruitment drives. 
• Closer working with the partner universities to improve Trust profile with potential recruits. 
• Working with local schools and colleges to increase the number of people considering nursing as a 

career 
• Flexible working arrangements where possible 
• Trust attendance at job fairs 
• Recent attendance at universities open days other than Manchester to widen our pool of potential 

students 
• Review of alternative professions to provide support to wards, such as physiotherapists and 

pharmacists  

6. Recruitment 

During April, the Trust began to plan for the next Recruitment event, arranged for June 2019. Staff from 
all divisions have been involved in the planning for this event including specialist services, ward areas, 
operations team, volunteers, governance and corporate services. The event will include a hybrid system 
for interviews where candidates can be interviewed on the day or at a mutually agreeable future 
date/time. To maximise the uptake of applications the candidates who attend on the day will also be able 
to apply via TRAC or NHS jobs up to three days after the event. A new recruitment calendar has been 
developed for 2020 including dates for subsequent recruitment days. This calendar encompasses 
working with the apprenticeship team, ET&D, local universities, colleges and schools. 

There are currently 33 WTE Band 5 and 7 WTE Band 6 vacancies across the organisation however 
recruitment processes are already underway for at least 20 of these posts. The table below shows the 
areas of the organisation with more than two Registered Nurse vacancies. 

Ward / Area Band 6 Band 5 

Ward 31  4.26

Ward 40 4

Ward 42 5

Ward 46  3

Acute Medical Unit 5

Ward 41 2.32

Ward 44 2.59

Heart Care Unit (W30) 2 2 

Planned Orthopaedic Unit 5.8

Emergency Orthopaedic Unit 4.76

Midwifery 3.71

Stamford Unit ( all floors )  3.12

The challenge associated with recruiting Registered Nurses remains a corporate risk and is one of the 
top five risks featured in the Board Assurance Framework. 
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7. e-Rostering 

During April 85% of rosters were signed off within the agreed six-week timeframe (an increase 
comparted to the previous month).   

A review of e-Rostering will be conducted as part of the 2019/20 Internal Audit Plan. Further updates 
including any recommendations will be provided in a future report.  

8. Revalidation 

The requirement for revalidation every three years has been previously discussed at Board.  The 
average number of Registered Nurses/Midwives revalidating in each of the past 6 months has been 
12.5. Of those around 46% opt to use the HeART e-portfolio system funded by the ICFT. 

8.1 Change to Revalidation Confirmer Process 

In November 2018 a process was introduced with the intention of providing more assurance of a 
Confirmer meeting taking place; with specifically trained individuals noted by the Trust as ‘Approved 
Confirmers’. This required a Registered Nurse or Midwife to use a process which is over and above the 
NMC requirement  

A recent discussion with Nursing and Midwifery leaders showed unanimous agreement that the current 
confirmer process does not deliver this assurance – it has therefore been agreed that the ICFT will 
remove the list of approved confirmers and revert back to allowing individual nurses and midwives the 
option to choose their own preferred confirmer - bringing the Trust’s process in line with NMC guidance. 
This was subsequently supported by the Staffside Partnership. 

Changing the process will ensure that nurses/midwifes have more ownership of their revalidation and 
will also allow more opportunity for the meeting to be arranged in a timely manner. In addition, it 
supports the development of confirmer skills in Nurses and Midwives who may not have been registered 
with the Trust as an ‘Approved Confirmer’ 

The Nursing and Midwifery Council (NMC) have been advised of the ICFT Revalidation enhancements 
and have responded positively. 

9. Midwifery Staffing 

A detailed midwifery staffing review has been undertaken including analysis of the Birthrate+ 
calculations, current position, predicted birth numbers and actions required to meet the 
recommendations of the NHS Long Term Plan. The review suggests that whilst there has been a slight 
reduction in the number of births, the complexity has increased and there has also been a significant 
increase in the numbers of women receiving antenatal and postnatal care in the community from 
Tameside and Glossop midwives who give birth at another Trust. The current midwife:birth ratio is 
1:27.6 which compares favourably to the national average of 1:29.5, however this does not reflect all of 
the community activity for women who do not give birth at the Trust. 

The Birthrate+ calculation would suggest that the Trust requires an additional 4 whole time equivalent 
midwives to meet the recommendations however the Trust is undertaking a number of actions which 
may impact on this requirement including reviewing the opportunity to develop more Maternity Support 
Worker roles, a percentage of whom can contribute to the Birthrate+ calculation. This transformational 
work is significant and will be ongoing over the next two years to meet the trajectory of targets set to 
implement ‘Continuity of Carer’ guidelines. The team is working in close partnership with other GM 
providers through an LMS working group for this project and it is anticipated that a business case will be 
required to achieve the next milestone target. 
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Information relating to the midwifery review referred to above will be included in the NHSR incentive 
scheme evidence paper for sign off at Board in July. 

10. Children’s Services Staffing 

A review of the Children, Young People and Families (CYPF) workforce (including the senior leadership 
structure) is underway. This is part of a wider service review led by the service transformation team. 

Health Visiting vacancies have reduced and new staff are expected to commence in post on completion 
of training in October 2019. Recruitment processes are underway for any remaining vacancies although 
it is acknowledged that this is a competitive area with several trusts trying to recruit from the same 
cohort of applicants. 

A review is also underway of the workforce requirements for the inpatient Children’s Unit including acuity 
data. Outcomes and recommendations will be presented to the Division and included in the next Safer 
Workforce paper. 

11. NHS Improvement Developing Workforce Safeguards (DWS). 

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

The Safe Staffing report produced in November 2018 contained details of the recommended safeguards 
and the Trust is working to ensure the implementation of these 14 recommendations. The data collection 
for the Safer Nursing Care Tool (SNCT) has been completed pending analysis which will be undertaken 
by the Deputy Director of Nursing (Operations) along with senior Nursing, Human Resource and Finance 
colleagues during the coming weeks. The data will be reviewed for each ward/department alongside the 
workforce standards, safe staffing guidance relevant to each area and professional judgement.    

12.  Summary and Recommendations 

This report confirms on-going compliance with the requirement to receive and review information on 
nursing and midwifery staffing levels at Board. The Trust Board are asked to note that: 

• Registered Nurse and registered midwife levels need to be subject to continued scrutiny and that 
there is continuing work in relation to assurance of safe staffing across the wards, departments   
and community. 

• There is a change to the Nurse and Midwifery Revalidation confirmer process. 
• The Children, Young People and Families (CYPF) workforce is under review including the 

inpatient Children’s Unit. 
• All inpatient ward areas have submitted data for analysis using the Safer Nursing Care Tool 

(SNCT). 
• A review of maternity staffing levels has taken place and a detailed paper will be presented to 

Board in due course.  

Paula Flint, Deputy Director of Nursing (Quality) 
Anita Fleming, Deputy Director of Nursing (Operations) 
Dawn Downing, E-Roster Lead
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CHPPD

Actual 

CHPPD

TOTAL 

Planned Orthopaedic Unit 28 1 100.0% 0 0 2 0 0 2 N 94.0% 11.7% 92.2% 49.6% 15.27% 14.5% 94.1% 15.35% 118.2% 38.0% 0.71% 8.9% 3.7 3.9 2.9 3.4 7.3

Integrated Gynae Surgical Unit 215 3 96.6% 1 0 2 0 0 0 N 94.6% 4.5% 96.7% 14.8% 1.25% 18.2% 96.9% 35.56% 110.3% 48.2% 11.21% 13.3% 3.1 3.2 3.2 3.5 6.7

Emergency Orthopaedic Unit 22 0 100.0% 0 0 0 0 0 1 Y 92.0% 9.97% 96.7% 35.7% 8.47% 15.0% 97.3% 43.00% 150.0% 35.9% 3.65% 13.1% 3.5 3.6 3.0 3.7 7.4

Critical Care 33 0 100.0% 0 0 1 0 0 0 N 98.1% 17.8% 99.7% 28.5% 0.00% 13.0% 105.6% 8.68% - N/A 0.00% N/A 24.6 29.0 1.3 1.6 30.6

Acute Medical Unit (AMU) 21 2 81.8% 1 0 7 0 0 1 N 87.7% 4.9% 97.2% 38.8% 2.20% 17.0% 96.6% 7.51% 102.5% 14.49% 2.27% 15.7% 4.1 4.4 4.3 4.9 9.2

Acute Cardiology Unit (ACU) 29 1 97.8% 0 0 1 0 0 0 N 95.3% 5.2% 95.9% 20.9% 4.26% 23.0% 90.6% 11.22% 110.2% 21.3% 2.10% 18.6% 5.2 5.6 2.8 3.1 8.7

Heart Care Unit (HCU) 28 0 96.3% 0 0 2 0 0 0 N 101.0% 26.1% 89.9% 68.9% 21.21% 23.7% 114.3% 17.30% 101.7% 9.9% 2.12% 13.1% 3.3 2.7 3.8 3.4 6.1

Ward 31 0 0 96.3% 0 0 6 0 0 0 Y 90.3% 17.5% 90.6% 60.2% 18.99% 5.4 80.2% 37.23% 105.9% 42.1% 12.24% 13.7% 2.6 2.5 4.4 4.1 6.6

Ward 40 0 1 100.0% 0 0 0 0 0 0 N 106.1% 9.0% 98.0% 53.4% 0.53% 16.7 110.4% 19.21% 126.7% 38.2% 18.01% 13 2.6 2.6 2.6 3.0 5.7

Ward 41 64 0 100.0% 1 0 2 0 1 0 N 99.0% 13.8% 88.7% 33.0% 0.39% 19.5 95.4% 19.23% 134.4% 49.3% 2.12% 7.9 2.6 2.5 3.3 3.7 6.2

Ward 42 15 2 94.4% 1 1 2 0 0 0 N 82.8% 7.1% 88.5% 41.6% 6.79% 10.3 125.7% 20.64% 132.2% 27.9% 6.99% 7.7 2.8 2.4 2.8 3.6 6.0

Ward 44 20 0 91.1% 2 0 1 0 2 0 Y 81.1% 7.1% 101.7% 47.8% 3.16% 17.5 106.0% 27.46% 139.0% 44.9% 0.69% 16.9 2.7 2.4 3.8 4.5 7.0

Ward 45 12 0 100.0% 0 0 2 0 0 0 N 82.5% 3.5% 103.7% 19.5% 0.00% 13.5 89.3% 4.84% 100.0% 5.1% 1.40% 12.1 2.7 2.6 4.8 4.6 7.2

Ward 46 63 1 100.0% 1 0 4 0 0 1 N 82.0% 6.4% 74.9% 17.0% 0.52% 8.8 93.7% 14.22% 199.7% 33.5% 0.92% 13.5 3.0 2.5 3.0 4.0 6.5

Ward 27 (Maternity) 26 0 93.1% 0 0 0 0 0 0 Y 104.1% 19.3% 95.0% 20.7% 12.43% 12.8% 70.3% 11.25% 98.3% 15.3% 15.54% N/A 2.7 4.6 1.3 1.7 6.3

Neonatal Unit (NICU) 51 0 85.7% 0 0 1 0 0 0 N 102.0% 11.2% 99.0% 5.1% 3.06% 10.9% 100.0% N/A - N/A 0.00% N/A 7.8 14.8 0.5 1.0 15.9

Children's Unit 338 1 100.0% 0 0 0 0 0 0 N 87.9% 9.5% 120.6% 17.8% 5.58% 16.1% 68.7% 14.47% - 11.1% 13.89% 14.9% 4.6 8.5 1.0 1.9 10.4

Stamford Unit Ground 12 0 94.4% 0 0 2 0 0 0 Y 99.5% 26.3% 96.7% 38.2% 1.31% 13.3% 101.7% 10.86% 100.8% 14.06% 2.94% 16.1% 1.7 1.7 3.8 4.0 5.7

Stamford Unit 1st Floor 15 0 88.0% 0 0 1 0 0 0 Y 98.3% 5.7% 97.6% 54.9% 3.01% 10.8% 108.8% 21.05% 113.1% 26.48% 5.90% 11.8% 1.7 1.7 3.8 4.4 6.1

Stamford Unit 2nd Floor 10 0 94.7% 1 0 1 0 0 0 Y 99.9% 9.0% 95.1% 31.8% 14.62% 13.2% 102.5% 18.51% 102.1% 29.3% 10.83% 16.4% 1.7 1.8 3.8 4.2 5.9

Inpatient Totals/Averages 1002 12 90.5% 8 1 37 0 3 5 35% 93.3% 11.0% 96.7% 32.6% N/A N/A 97.9% 19.5% 118.2% 30.0% N/A N/A 3.4 3.6 3.2 3.7 7.3

Heat map - Inpatient Ward Areas - April 2019

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

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



Agenda Item 12 

KEY ISSUES AND ASSURANCE REPORT 
Workforce Committee 

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

Issue Committee Update Assurance received Action Timescale 

Interim People Plan The Committee discussed the potential 
impacts of the plan, and how the Trust 
was planning to respond.  
The Committee noted that the final 
plan would be available later in the 
year.  

The Committee noted the revision of the 
Trust’s Workforce Strategy and the four themes 
emerging which are aligned to the six themes 
contained within the Interim People Plan 

Paper to be considered by 
Board 

July 2019 

The Committee noted that there was a risk that 
the Plan gave unreasonable expectations 
regarding how quickly some of the changes 
could be implemented, for example increased 
number of pharmacists. 

Staff Survey update The Committee was updated on the 
Trust’s work in response to the 2018 
Staff Survey 

The Committee had positive assurance that the 
Trust had appropriate work in place to address 
the concerns raised in the 2018 survey. 

The Committee noted that some of the work 
would need to take place over a longer 
timeframe and that changes might not be 
evident before the  2019 survey, which was due 
to be sent to staff in September 2019. 

Equality Update The Committee received an update 
report on the work towards 
developing an Equality and Diversity 
strategy 

The Committee had positive assurance that the 
Strategy was being developed and the domains 
which the strategy would be structured around. 

Equality and Diversity strategy 
to Committee and then Board 

September 
2019 

The Committee noted the desirability of 
emphasising the positive impacts of equality 
and inclusion in these documents, rather than 
the need for compliance as such. 
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Issue Committee Update Assurance received Action Timescale 

BAF risks related to 
workforce 

The Committee reviewed relevant risks 
on the Board Assurance Framework, 
noting the additional risk relating to 
the tapered tax relief and pension  

The Committee recommended that the 
changes in the paper were approved by Board 

Board consideration July 2019 

Apprenticeships The Committee were updated on the 
Trust’s work regarding apprenticeships 

The Committee welcomed the development of 
a strategic approach, where the focus would be 
on using apprenticeships to address key areas 
for Trust and individual development. 

The Committee also welcomed the work 
underway to review how the apprenticeship 
levy monies could be ‘gifted’ to other 
organisations within the locality, for general 
benefit. 

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 25th July 2019   Public  Confidential Agenda item 

Title Significant Risk and Board Assurance Framework Report 

13 Lead Director Peter Weller Director of Nursing and Integrated Governance 

Author Amanda Dooley, Head of Assurance and Governance 

Recommendations made/ Decisions requested 

To note and approve the updated Board Assurance Framework Risk Report and changes 
proposed in the paper, which have previously reviewed by the Risk Management Group. 

This paper relates to the following Strategic Objectives- 

 1 Deliver safe and caring services 

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

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

 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

 6 Use our resources wisely 

The paper relates to the following CQC domains- 

 Safe  Effective 

 Caring  Responsive 

 Well-Led  Use of Resources 

This paper is 
related to these 
BAF risks- 

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

Section of paper 
where covered 

Equality and Diversity impacts 

Financial impacts if agreed/ not agreed 

Regulatory and legal compliance All sections 

Sustainability (including environmental impacts) 

Executive Summary 

This paper outlines the current position in relation to Board Assurance Framework and significant 

corporate risks scoring 15 or over. 

At the May 2019 meeting of the Risk Management Group the Group approved the reduction of 
risk CR4183, relating to potential delays in diagnosis and/or treatment as a result of lack of 
availability of radiologists/radiology staff.
This risk has been reduced from 15 to 10 as a result of a review of mitigations and current 
performance.  

At the July 2019 Risk Management Group meeting the Group approved the proposal to amend 

the wording of Risk AF 1.24 (3483) Increased demand for non-elective care is resulting in 

high levels of bed occupancy This could result in a reduced positive patient experience 

and the potential to impact on workforce and finances.   

To the following description to provide clarity on the actual risk  

When bed occupancy is high this has a negative effect on patient flow and achievement of 

the four hour Emergency Department Standard. The risk has been recalibrated to reflect a 

more realistic impact score of 4 with a likelihood of 3 resulting in a current risk score of 12 which 

will remove it from the significant risk report. The target score has been reset to result in a score 

of 8. 

A number of risks have been reviewed by the Finance Committee June 2019 meeting and 

changes have been proposed. These changes have been reported through Quality and 

Governance Committee and Risk Management Group and are detailed in this paper 

The draft 2019/20 full BAF has been aligned with the 2019/20 Corporate Objectives and included 

in a separate paper submitted to this Trust Board meeting. It has been reviewed by Executive 

Leads and throughTrust Board Subcommittees. Details of changes to the risks are included in the 

update and analysis section of the summary BAF table within the BAF paper.   
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July 2019 – Significant risk and BAF Risks Report  

1.0 Summary Narrative of Significant Risk and BAF Paper  

This paper provides members with oversight of the BAF and significant risks currently 
assessed as scoring over 15 for awareness, review and scrutiny of the controls, actions and 
mitigations. The significant risks are those currently identified across all acute and 
community services provided by the Trust.  

This paper provides this information in the context of the current position and alignment of 
risks. The risks are aligned to Committee structures and Terms of Reference approved by 
Trust Board. The risks have been aligned to the 2019/20 corporate objectives.   

Currently, the Board Assurance Framework risks and significant risks scoring 15 or over 
relate to the following areas: 

• Finance (Cost control, TEP delivery and liquidity) 
• Staffing, Recruitment and Retention 
• Bed availability in Nursing Homes impacting on flow 
• Increased demand for non-elective care resulting in high levels of bed occupancy  
• Information Technology 

The summary tables in Appendix 1, 2 and 3 provide details of the BAF and significant risks 
scoring 15 or over and include the description of the risk, the risk appetite rating, scores and 
analysis of the risks.  

The risks are separated out into BAF risks and Corporate risks and arranged in risk score 
and gap score order.  

1.1 New Significant Risks 

These are detailed in the changes to current scores section below as they are related to the 
separation of previous finance related risks. The revised risks allow for more accurate 
description, mitigation, risk assessment and scoring. 

1.2 Reductions to risk scores 

At the May 2019 meeting of the Risk Management Group, the Group approved the reduction 
of risk CR4183, relating to potential delays in diagnosis and/or treatment as a result of 
lack of availability of radiologists/radiology staff.
This risk has been reduced from 15 to 10 as a result of a review of mitigations and current 
performance.  

At the July 2019 Risk Management Group meeting the Group approved amendments to 
Risk AF 1.24 (3483) relating to increased demand for non-elective care is resulting in 
high levels of bed occupancy This could result in a reduced positive patient 
experience and the potential to impact on workforce and finances.  This has been 
reworded to  
When bed occupancy is high this has a negative effect on patient flow and 
achievement of the four hour Emergency Department Standard. The risk has been 
recalibrated to have an impact score of 4 with a likelihood of 3 resulting in a current risk 
score of 12 which will remove it from the significant risk report. The target score has been 
recalibrated to result in a score of 8. 
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1.3 Increases to risk scores 

There are no approved increases to risk scores to report since the previous paper 

1.4 Changes to previous risks 

The Finance Committee have reviewed the risks governed by the Committee to ensure that 
they are still fit for purpose, particularly given changes in national guidance. Consequently, 
there were a number of amendments agreed that are outlined below.  

1.11 Amend risk AF 2.2 (3485) – 

Previous risk - Failure to deliver the 2019/20 financial plans (Capital, Revenue, Cash) 
approved by Trust Board, be separated out into constituent elements of risk. Risk score 15. 

It was agreed to increase clarity, the risk would be amended and separated as follows:- 

New risk 1 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. Proposed risk score 16. 

New risk 2 AF 5.9 (5079) - Failure to meet the Trust's agency cap. Proposed risk score 6.
This is not included in this paper as it does not meet the scoring threshold of 15 or over, but 
will be included in the draft full BAF paper. 

New risk 3 AF 5.10 (5080) - Failure to deliver the required capital commitments within the 
prescribed timeframes and available funding. Proposed risk score 12. This is not included in 
this paper as it does not meet the scoring threshold of 15 or over, but will be included in the 
draft full BAF paper. 

New risk 4 AF 5.11 (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).Proposed risk score 16. 

1.12 Amend risk AF 2.8 (3286) –  

Previous risk - Failure to achieve delivery of VFM services and financial sustainability. Initial 
risk score 20. 

The risk has been divided into two separate risks as each element needs to be consider a 
separate risk with different risk scoring.  

New risk 1 AF2.8 (3286) - Failure to provide a medium to long term sustainable financial 
plan in December 2019 in line with the National parameters (still to be identified). Proposed 
risk score 10. This is not included in this paper as it does not meet the scoring threshold of 
15 or over, but will be included in the draft full BAF paper. 

New risk 2 AF 5.12 (5082) - Failure to achieve an unqualified Value For Money (VFM) 
opinion from external auditors. Proposed risk score 10. This is not included in this paper as it 
does not meet the scoring threshold of 15 or over, but will be included in the draft full BAF 
paper. 
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1.12 Amend risk AF 5.1 (4059) –  

Previous risk - Failure to deliver Trust efficiency programme (TEP) and transformational 
savings has been amended to remove transformation as below. Previous risk score 16. 

New risk 1 AF 5.1 (4059) - Failure to deliver the Trust Efficiency Programme (TEP) target. 
Proposed risk score 16. 

1.13 Archive risk AF 2.1 (3495) –  

Failure to deliver agreed activity and income plan be removed from the BAF and archived as 
the risk is now more accurately represented within section 1.11 of the paper. 

1.14 Archive risk AF 2.12 (3529) –  

Failure to manage effectively and efficiently procurement and supplies be removed from the 
BAF and archived as the risk is now more accurately represented within section 1.11 of the 
paper. Moreover, the Procurement Efficiency Group reports into both TEP Assurance 
Committee and SQOGG. This would also be retained at a Departmental risk register level. 

2.0      Recommendations  

Members are requested to  
1) Review and consider the revised risk descriptions and scores, current significant 

risks, 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 working 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 will be 
reviewed at the July 2019 Workforce 
Committee. 

WC 
MD 

DoHR 20 10 10 Moderate 

Risk AF 4.2 
(3488) 

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

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

TB 
BS 
CE 

20 15 5 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. It was discussed and amendments 
agreed at the June 2019 Finance Committee, to 
be finalised at the July 2019 Finance 

FC DoF 16 12 4 Moderate 
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Committee. 

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 
staffing levels  

This risk is currently scoring 15 as Divisional 
risk mitigation plans are controlling the risk.  A 
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 and updated and will be 
reviewed at July 2019 Workforce Committee  

WC 
DNIG 
DoHR 

15 10 5 Low  

Risk AF 4.8 
(3491) 

Risk of disruption to the Trust IT 
infrastructure affecting clinical 
systems 

The risk has been reviewed at the IM&T Group 
March 2019 meeting and was presented at the 
July 2019 meeting following which the Group 
requested a focussed Risk Summit meeting to 
consider the risk in detail. The risk will be 
reviewed at the Risk Summit meeting in August 
2019 proposed changes will be reported though 
to SQOGG in September and through to Risk 
Management Group and Trust Board.  

IMTG DoP 15 10 5 Moderate 

CORPORATE SIGNIFICANT RISKS 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target 

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

CR4398 

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

This risk was reviewed by the Chief Operating 
Officer in June 19 and remains at 16. Joint 
working is continuing with the Single 
Commissioner to address this, however 
accommodation for patients in the community 

QGC COO 16 12 4 Moderate 
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continues to be the main reason for delayed 
discharge particularly for those patients who 
require more specialised care.  

CR4012 

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

The risk was reviewed by IM&T Group in March 
2019 and was presented at the July 2019 
meeting following which the Group requested a 
focussed Risk Summit meeting to consider the 
risk in detail. The risk will be reviewed at the 
Risk Summit meeting in August 2019 proposed 
changes will be reported though to SQOGG in 
September and through to Risk Management 
Group and Trust Board. The score remains 15 
and at target score the target score reflects the 
challenges of continual development of 
ransomware and cyber threats.   

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

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

Risk ID number: AF3482 linked to 
CR1549

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

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: 
April  2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
10 concern

Date of next review: 
July 2019 

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

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

Date when target risk score expected to be achieved 
Local and National picture and changes influence the Trust’s ability to achieve this target end 
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 being reviewed through robust job planning process 

• Continuous recruitment in to the vacant posts is underway and to continue under 
monitoring 

• Continual International recruitment  

• Workforce strategy 

• Sickness Policy and monitoring  

• Temporary staff management monitoring 

• Senior Managers receive daily staffing report summaries 

• Staffing monitoring via Quality Account dashboard and HR metrics. 

• Reports to Board and Executive Team  

• Weekly monitoring of KPI’s 

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

• 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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• Medical staff retention action plan

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
aligned to performance trajectory & report
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Strategic Priority (Objective) Corporate Objective 6,  BAF Ref: AF4.2 Date entered on register: 
15/09/14

Risk ID number: AF3488

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

Assurance Committee 
Trust Board

Executive Director Lead 
Board Secretary, Chief 
Executive  

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

Risk Direction 
Unchanged 

Last received at Trust Board: 
May 2019 

Target Risk Rating 
3 x 5 = 15

Target Gap Score 
5 tolerable

Date of next review a Trust 
Board: 
July 2019 

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

Rationale for current score: 
Current regulatory 
information and intelligence

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

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

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

• Board reporting in line with FT provider licence  requirements  

• Board Financial reporting procedures fit for purpose  

• FT metric performance framework 

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

Assurance: 

• NHSI quarterly review meetings 

• Trust Board seminars 

• Board Reports 

• Financial governance infrastructure 

• MIAA Audit – review of Annual Report 

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

• None identified – currently under review  
1. Agreement of achievable controls totals 
2. Continuous implementation of required actions by all 

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

and implementation of Trust Improvement 
Programme and agreed Monitoring action

Director of Finance  
Divisional Directors 

Financial year 
2019/20

Risk source
NHS Improvement Provider licence requirements and Regulatory Monitoring 

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

Risk ID number: AF4059

Risk Description : Failure to deliver Trust Efficiency Programme 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. 

• 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  Reported at Board meeting aligned to performance 
trajectory and performance report 
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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       
New 

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 team

• Standing Financial instructions

• Finance Improvement plan.

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 

0

5

10

15

20

25

May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Target Score

Risk Score

Trajectory Line



Page 15 of 24

• New business case template. reviews 

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
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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       
New 

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 

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

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

• Established Governance System

• Improvements to clinical coding team

• Standing Financial instructions

• Finance Improvement plan.

• Strong working relations with local commissioners regrading payment schedule.

• Effective processing of aged debtors and creditors reports.

• Detailed cash flow forecasts

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 
- 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 
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• Effective capital planning, ensuring expenditure does not exceed capital plan and/or 
available cash constraints. 

reviews 

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   
Q1 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) 
4 x 5 = 15 

Risk Direction 
Unchanged 

Last received at Workforce 
committee: 
January 2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
5 tolerable 

Date of next review at Workforce 
Committee : 
July  2019

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

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

Date when target risk score expected to be achieved 
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 and may only have limited potential for reward

Controls:

• Roster sign off/scrutiny 

• 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 

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 
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was established in May 19 and is currently reviewing and developing revised strategies • External Regulator Reports and Inspections

• New developing workforce safeguards (NHSI publication) is being 
systematically reviewed. Statement will be provided 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 

• Quality & Governance Committee

• Staffing reports to Board to be continually provided

Mitigating actions: (what more should we do? Responsible Person  Timescale  Gaps in assurance and actions not being actioned Decision of other parties and 
availability of temporary staffing to meet demands. 
The Trust is not currently exploring international nursing recruitment through a 
structured programme however this is being reviewed by the Director of Nursing and 
Integrated Governance . 

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

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

3. Acuity Review of Workforce Safeguards 
4. Explore nursing international recruitment  

Director of Nursing 
and Integrated 
Governance   
Deputy Directors of 
Nursing  

1.Complete 
2.Complete 
3.September 2019 
4. September 2019 

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

Risk ID number: AF3491 

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

Executive Director Lead 
Director of Performance & 
Informatics

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

Risk Direction 
Unchanged 

Last received at IM&T group 
July 2019 

Target Risk Rating 
2 x 5 = 10

Target Gap Score 
5 tolerable 

Date of next review: 
August 2019 

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

Rationale for current score: 
Complexity and expansion of 
infrastructure  

Date when target risk score expected to be achieved 
 December 2019 

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

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

Assurance:  

• Significant reduction in number of unscheduled outages impacting Trust 
services. 

• Executive Management Team  Board Reports 

• Exception Reports  

• Audit – Internal & External (MIAA) 

• Third party reviews and feedback 

Mitigating actions: Responsible 
Person  

Timescale Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
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Further Independent audit of network infrastructure commissioned 
which has an action plan which is currently being worked through 

Director of 
Performance 
and 
Informatics  

December 
2019 

• Lack in business understanding of the infrastructure supporting key services. 

• Financial constraints. 

• Technical refresh programme supporting the business strategy. 

• Business strategy is not in place. 

• Skills gaps. 

Risk source
Operational performance 

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

Strategic Priority (Objective) 
Corporate Objective 2 

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

Risk ID number: CR4398

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

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Chief Operating Officer 

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

Risk Direction 
  unchanged 

Last received at Q&G 
committee: 
June 2019 

Target Risk Rating 
3 x 4 = 12

Target Gap Score 
4 tolerable

Date of next review: 
July  2019

Graph of Risk over time Risk Appetite  

None 

low 

Moderate 

High 

Significant 

Rationale for current score: 
Current reported 
performance information 

Date when target risk score expected to be achieved 
End of Quarter 4 2019/20 

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

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

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

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

• Supportive working with Care homes  

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

• Digital health supporting admission avoidance from care homes.

• Allocated winter funding to purchase more capacity 

• Trusted assessor model to support early discharge 

Assurance: Reports to  

• EMT 

• QGC 

• Monthly DTOC return 

• Daily DTOC information  

• Review of GM HSCP re discharges/DTOC 

• MIAA report  

• Urgent Care Delivery Board       

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

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

• Dependent on other stakeholders implementing changes 

• RN vacancies nationally impacting on nursing home closures. 
1. Continued discussions and development and implementation of 

mitigation plans with the Single Commissioner 
2. Continued collaboration with Care Homes through the Single 

Commissioners Care Home Group

Chief 
Operating 
Officer   

Continuing 
cycle of 
discussions 

0

5

10

15

20

25

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Target Score

Risk Score

Trajectory Line



Page 23 of 24

Risk source  Risk register, and Operational performance Anticipated effect of controls  To be monitored closely to ensure mitigations are  taking 
effect

Strategic Priority (Objective) Corporate Objective  6 BAF Ref: AF4.8 Date entered on register: 
05/04/16

Risk ID number: CR4012

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

Assurance Committee 
Information Management & Technology Group

Executive Director Lead 
Director of Performance & 
Informatics

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

Risk Direction 
Unchanged 

Last received at IM&T group: 
July 2019 

Target Risk Rating 
3 x 5 = 15

Target Gap Score 
0 

Date of next review: 
August 2019 

Graph of Risk over time 

Risk Appetite  

None 

low 

Moderate 

High 

Significant 

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

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

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

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

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

• IM&T Group structure. Monthly cyber meetings 

• Risk Assessment in place with plans to mitigate. 

• Strengthened structure to support service flow and ownership within IT.

• All user communication regularly reinforce safety measures 

• Auditing in place  

• Sophos Interceptor X deployed

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

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

• Data Security and Protection Tool kit compliance  

• Monitoring of data/incidents. 

• Executive Management Team  Board Reports 

• Exception Reports  

• Internal Audit 

• External Audit  
External Assurances  

• External Audit  

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

• Ultimately the solution is operator reliant. 

• Knowledge and Skills Gaps

1. Continued education to reinforce the 
option to disable macros  

2. Exploration of artificial intelligence 
software 

Director of 
Performance 
and 
Informatics  

December 
2019 
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Strategic Priority (Objective) Corporate Objective  6 BAF Ref: AF4.8 Date entered on register: 
05/04/16

Risk ID number: CR4012

Risk source
Operational performance 

Anticipated effect of Continued stability and prevention of incidents. Embedding of 
best practice re user responsibility. Improved understanding, communication and 
visibility
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PRINCIPAL 
OBJECTIVES 

PRINCIPAL 
RISKS 

KEY 
CONTROLS 

ASSURANCE ON 
CONTROLS 

 

(Management checks, Internal 
Audit, Clinical Audit, Care Quality 
Commission, External Audit, Local 

Counter Fraud Services, NHS 
Resolution, NHS Improvement 

other reviews) 

BOARD REPORTS 
 

(positive assurances; 
gaps in control; 

gaps in assurance) 
principal objectives 

 

BOARD ACTION PLAN 
 

(to improve control, 
Ensure delivery of 

principal objectives, 
gain assurance) 

BOARD ASSURANCE FRAMEWORK 
& PRINCIPAL RISK REGISTER 

 

 Corporate objectives and a description of the assurances 
taken by the Board that objectives will be delivered 

 Key risks that potentially affect the delivery of Corporate 
objectives 

The BAF and PRR captures all principal risks associated 
with the corporate objectives. If these risks are not 
managed and mitigated, they will have significant impact 
on the Trust’s success in delivering its objectives. For each 
risk key controls, assurance placed on the controls, 
positive assurances, responsible officer and gaps in 
controls and assurance are identified. 
Risk ratings are assessed and reviewed in line with the 
Trust Policy may be amended in line with performance 
data and assurances received. Historical risk rating is also 
shown.  
Performance data, 3rd party assurances and benchmarking 
data triangulate performance and also provide evidence 
for the Annual Governance Statement. 

CORPORATE RISK REGISTER 
 

 Divisional operational and key strategic risks rated 15 
(red) not included in the Assurance Framework 

The CRR includes operationally identified risks and 
emerging strategic risks and reflects the processes 
outlined in the Risk Management Policy. 
The Board therefore, has visibility of risks as they emerge 
through risk escalation. 
As risks are removed from the CRR, they are recorded 
separately and available for review. 

DIVISIONAL RISK REGISTERS 
 

 All significant and extreme risks to each Divisions objectives rated 8 and above 

 Lower scoring risks are documented and held in local registers which may be a compilation of recorded risk assessments 

GIVING AN UNDERSTANDING OF 
 

 LEVELS OF RISK 

 RISK APPETITE 

 MITIGATIONS / CONTROLS 

 ASSURANCE 

 GAP SCORE ANALYSIS 
 
THE RISK ANALYSIS WILL INFORM 
THE INSIGHT, FORESIGHT AND 
SCRUTINY OF PRINCIPAL RISKS BY 
THE BOARD 



Page 2 of 51 
 

 

Summary of Risks and Analysis 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Committee Key:  
 

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

QGC:  Quality & Governance Committee ISC:           Integrated Safeguarding Committee 

FC:      Finance Committee IMTG:        IM&T Group 

EMT:   Executive Management Team IG:             Information Governance Group 

WC:    Workforce Committee RMG:        Risk Management Committee 

TB:     Trust Board OG:          Operational Group 

   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 

DoF:  Director of Finance COO:  Chief Operating Officer 

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 



Page 3 of 51 
 

 

BAF 
Risk Ref 

Description Analysis and update of BAF Risk 
Exec 

Risk Lead 

Board  
sub 

committee 

Current 
Risk 

Score 

Risk 
Target 

Risk 
Target Gap 

Risk 
Appetite 

Guide 

 
AF5.4 
(3482) 

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

This risk remains at 20 and continues to be challenging. The Trust has engaged with medical staff to improve recruitment. The Trust 
is working 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 will 
be reviewed at the July 2019 Workforce Committee. 
 

MD WC 20 10 10 Moderate 

 
AF4.2 
(3488) 

Failure to ensure on-going compliance with terms of NHS Improvement  Provider Licence requirements This risk requires continuous implementation of agreed actions across the Trust to achieve the target score. Controls and assurances 
include Board reporting in line with FT provider licence requirements, Board Financial reporting procedures fit for purpose and FT 
metric performance framework. 
 

BS 
CEO 

TB 20 15 5 Moderate 

 
AF5.1 
(4059) 

Failure to deliver Trust efficiency programme (TEP)  This risk was reviewed in detail 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 This is now 
included as AF5.8. Mitigations were updated and the review date amended. 
 

FC DoF 16 12 4 Moderate 

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. It was discussed and agreed at the June 2019 Finance Committee. Mitigations were amended and the review date 
reviewed and updated. 
 
 

FC DoF 16 12 4 Moderate 

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 different elements of 
financial risk. Mitigations were amended and the review date updated. 
 

FC DoF 16 12 4 Moderate 

 
AF1.23 
(734) 

The ability to consistently sustain and maintain safe nurse staffing levels.  This risk is currently scoring 15 as Divisional risk mitigation plans are controlling the risk.  A 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 and 
updated and will be reviewed at July 2019 Workforce Committee 
 

DNIG 
 

WC 
 

15 10 5 Low 

AF4.8 
(3491) 

Risk of disruption to the  Trust IT infrastructure affecting clinical systems  This risk description was reworded in January 2019 to clarify the risk and include information on the further independent audit of the 
IT infrastructure which has an action plan that continues to be worked through This risk score remains at 15 and has been stable at 
15 throughout the financial year to date. Following initial review at the IM&T Group in July 2019 the Director of Performance and 
Informatics and IM&T Group are holding a risk summit to review this risk in detail in August 2019. 
 

DoP EMT 15 10 5 Moderate 

 
AF1.17 
(3476) 

If discharge from acute care is not effective and adequately planned the patient is at risk of harm and or 
readmission (PROPOSED THAT THIS RISK IS ARCHIVED) 
 

This risk was discussed at the July Risk Management Group and the Group agreed that this was a historic risk and could be 
archived.  

DNIG/ 
COO 

QGC 12 6 6 Moderate 

 
AF1.3 
(3460) 

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. 

The risk score is based on current data and intelligence. Requirements and gaps in the Trust’s current position against the National 
Learning from Deaths report have also been considered when reviewing this risk and risk reduction plans are in place. The Trust 
continues to monitor performance and assurances closely. Although indicators have indicated an increase, assurances have been 
obtained in relation to the outcomes of mortality reviews which continue to be undertaken on all hospital deaths. Outliers are 
reviewed in detail for assurances. The Trust has engaged with Dr Foster specialists and work continues to drill down on data quality 
in respect of the increase in indices. It should be noted that as the indicators are in respect of retrospective data changes in indices 
may take some time to be reflect improvements. The Trust is assessing the impact of National requirements for the introduction of 
Medical Examiners in respect of the Trust as further developments and guidance is provided from the Department of Health 
 
 

MD QGC 12 6 6 Moderate 

 
AF1.24 
(3483) 

When bed occupancy is high this has a negative effect on patient flow and achievement of the four hour 
Emergency Department Standard 

This risk was reworded in June 2019 from the previous description (Increased demand for non-elective care is resulting in high levels 
of bed occupancy This could result in a reduced positive patient experience and the potential to impact on workforce and finances) 
The risk score was recalibrated and the impact score reduced to 4 from 5 to represent a more realistic impact score as a result the 
risk score was reduced from 15 to 12 to more accurately represent the Trust’s position.  
 
 

COO 
 

EMT through 
Ops Board 

12 8 4 Moderate 

AF 5.10 
(3485) 

Failure to deliver the required capital plan within the prescribed timeframes and available funding. This risk was reviewed at the June 19 Finance Committee. This risk arose as a result of separation of elements of AF2.2 to enable 
more accurate reflection of risk levels for varying elements of financial risk. The original amended risk description was reviewed 
again and changed from capital commitments to capital plan, and the scoring reduced from 16 to 12 the target date was also 
amended from 12 to 8. This is being presented to the July 2019 Finance Committee for final approval. Mitigations were updated and 
the review date amended. 
 
 

FC DoF 12 8 4 Moderate 

 
AF2.1 
(3495) 

Failure to deliver agreed activity and income plan (PROPOSED THAT THIS RISK IS ARCHIVED) The Finance Committee agreed removal be proposed as this risk is now more accurately represented within the restructured and 
revised financial BAF risks. 
 

DoF FC 12 8 4 Low 

 
AF5.14 
(5096) 

Government changes to tax relief for pension savings will result in greater tax liabilities for higher paid 
members of the workforce, impacting on workforce availability to meet service demands (as a result of 
staff taking earlier retirement and choosing not to engage in additional work).  
  

This risk was added to the BAF in June 2019 following government changes and an impact assessment. Further mitigations are 
currently being explored and reported to Operational Group and through to EMT. 

DoHR EMT 12 8 4 Low 

 
AF2.6 
(3525) 

The benefits demonstrated through implementation of new models of care will not be sustained if funding 
is not identified by March 2020 when transformation funding ceases 

This risk was reworded from Given that the ICFT is implementing new and innovative models of care for which a wide evidence base 
does not currently exist there is a risk that models will not deliver the expected levels of savings within the agreed timescales 
To its current description following review by the Chief Operating Officer and Director of Finance in July 2019. The mitigations were 
amended and Assurances updated. The score was reviewed and consequence and likelihood score recalibrated to reflect a more 
realistic assessment. The Trust is monitoring closely the outputs of each transformation scheme in respect of finance. 
 
 

COO EMT / FC 12 8 4 Moderate 

AF1.15 
(3474) 

Failure to plan for Major Incidents and critical incidents and response to emergency events and internal 
business continuity issues  

The EPRR Group meet regularly to review current plans and mitigations. There have been a number of actions carried out including 
the refreshing of business continuity plans, review of the incident plan and testing of generators and training of senior on-call 
managers in EPRR. This risk will be reviewed at the July 19 EPRR meeting when it is expected this risk will be reduced as a result of 
assertive work in relation to business continuity. 
 
 

COO EMT/TB 12 9 3 Moderate 

 
AF1.11 
(3468) 

If the Trust does not have effective systems and processes in place to ensure the safe use. suitability 
and availability of equipment then this could result in compromised service delivery, a decrease in 
positive patient experience and the potential for patient harm. 

Given the focus on equipment safety Nationally and the need to continually reinforce equipment training and competencies it is 
proposed that the score remained the same until actions from the recent Peer review of MESD and any recommendations or 
requirements from the CQC report are identified and actioned. In addition the structure for Medical Devices is being reinforced by a 

DNIG QGC 10 5 5 Low 
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formal arrangement for the Medical Devices Safety Officer and the re-establishment of the Medical Devices Group which will 
strengthen governance arrangements.  The Trust is currently exploring the opportunities afforded by a system to record and identify 
outstanding staff training competencies in relation to equipment.  The risk appetite has been reviewed and reduced from moderate to 

low 
  

 
AF1.13 
(3473) 

Failure to have in place effective systems and processes for records management impacting on clinical 
service delivery and non-compliance with regulatory requirements. 
  

This risk is a long standing risk and its focus has changed and evolved over time. The Trust has invested in the implementation of 
electronic CAS cards reducing the risk from availability of scanned cas cards and continues to explore and develop other electronic 
solutions to improve records management and availability. As the Trust continues to roll out electronic solutions and improvements 
the score remains reflective of this work in respect of the target score. The Trust is currently exploring improvements in relation to 
results governance by electronic tracking and systems for review of results and follow up actions through the Results Steering Group. 
Following initial review at the IM&T Group in July 2019 the Director of Performance and Informatics and IM&T Group are holding a 
risk summit to review this risk in detail in August 2019. 
  

DoP QGC 10 5 5 Moderate 

AF1.16 
 (3475) 

Failure to meet regulation and registration requirements in relation to Duty of Candour, complaints 
management and specifically failure to learn from complaints, incidents, clinical negligence claims and 
inquests in a timely manner 

Significant assertive work has been ongoing to ensure awareness of Duty of Candour requirements and to enhance organisational 
learning including tool box talks and updating of the Trust’s pod cast and information. Considerable focus has been asserted in 
respect of Inquests and there has been improvement in relation to a reduction in the Trust receiving Regulation 28 – Prevention of 
Future Death letters from the Coroner. Significant assurance work has taken place. The Learning from Experience Group has been 
re-established to improve Divisional engagement with learning from incidents, complaints, Inquests and claims. The Associate 
Director of Integrated Governance and the Director of Nursing and Integrated Governance are systematically reviewing and 
evaluating structural changes within the Integrated Governance Team and with a review of the Ulysses Safeguard system and 
engagement with Consequence UK in respect of improvements in incident feedback and training and education. In addition MIAA are 
currently performing audits of the systems for complaints and incidents. Following review by the Director of Nursing and Integrated 
Governance in July 2019 the risk appetite from changed from moderate to low.  
 
  

DNIG QGC 10 5 5 Low 

 
AF5.2 
(4341) 

If the Trust does not have systems and processes in place to support good clinical record keeping 
standards then inconsistencies in communication may impact on patient safety, quality and experience. 

The Quality of clinical record keeping standards continues to be reinforced and challenged following audits and reviews. The Trust 
has reviewed the CQC inspection report to identify any specific areas of focus for improvement and responses to recommendations 
relating to clinical record keeping. Therefore the risk score remains at 10.  A task and finish Group has recently been established to 
look at documentation Trust wide led by the Associate Medical Director for Surgery. The Trust is also to include documentation 
standards in the induction for all doctors. 
 
 

MD QGC 10 5 5 Moderate 

 
AF1.1 
(3446) 

If the Trust does not  continue to deliver and demonstrate to external regulators that services are 
delivered  in a safe, responsive, caring, effective and well led  manner the Trust will not maintain CQC 
standard rating of good or be able to continue to improve care and services  to achieve a CQC rating of 
outstanding. This will result in the threat of special measures, loss of reputation, and damaged public 
opinion, adverse media attention and adversely impact on recruitment and retention 
 

This score has been increased to reflect the Trust’s ambition to achieve outstanding across services and respond to the recent CQC 
‘must do’ and ‘should do’ recommendations, staff survey and inpatient survey results and action plans.   An action plan has been 
developed and will be returned to the CQC for the 1

st
 August. This will be monitored at Divisional Governance Groups and through 

the Service Quality and Operational Governance Group 
DNIG QGC 10 5 5 Low 

AF 2.8 
(3526) 

Trust failing to provide a medium to long term sustainable financial plan in December in line with the 
national parameters (still to be identified). 

This risk was reviewed at the June 2019 Finance Committee, and the VFM element of the previous risk description was removed to 
produce separate risks. This risk relating to financial sustainability has been reworded and reduced from 20 to 10 and the target 
score reduced to 5. The value for money element of the risk (AF 5.12 Failure to achieve an unqualified Value for Money opinion from 
the external auditors) has been reduced to 10. The mitigations have been updated and the review date amended   
The Trust is required to develop a recovery plan by December 19 to illustrate how it will deliver long term financial sustainability 
 

FC DoF 10 5 5 Moderate 

AF4.7 
(3536) 

Failure to meet the Information Governance requirements in relation to the Data protection and 
Security Protection Toolkit and failure to have an  Information Governance assurance framework in place 

This risk has remained stable at the target risk score. The baseline information governance toolkit data has been completed and has 
provided positive assurance and further informed this risk score. MIAA has assessed and commented on the systems and processes 
in place in relation to the GDPR and made some recommendations which are being progressed. The submission of the Data Security 
Protection Toolkit 2018/2019 information has been submitted and the Trust had been given substantial assurance following the audit 
of 4 data security standards which had been 59% of the new toolkit. Following initial review at the IM&T Group in July 2019 the 
Director of Performance and Informatics and IM&T Group are holding a risk summit to review this risk in detail in August 2019. 

DoP EMT 10 10 0 Moderate 

AF5.3 
(4316) 

If pressure ulcer prevention policies and interventions are not being consistently implemented there 
is a risk that patients are developing pressure ulcers resulting in avoidable patient harm. Pressure ulcer 
prevention may also be more challenging due to the health indices in the area. 

This risk was reviewed in July 2019 and it was proposed that the score reduced from 12 to 9 the risk was recalibrated to reflect a 
more realistic impact score and more ambitious target score. The risk appetite was also reduced to low. A gap analysis is currently 
being undertaken to identify any impact from recent changes to categorisation of pressure ulcer reporting nationally which is being 
overseen through the Pressure Ulcer Group, PSPB and Service, Quality and Operational Governance Group. 
 
.     

DNIG QGC 9 6 3 Low 

 
AF5.6 
(4855) 

Multiple factors at play in the community are likely to make HCAI reduction a greater challenge than 
reductions in hospital which could impact on targets  
 

This risk relates to the consideration of specific challenges in the area of community influences. The risk is at target score as a result 
of these outside influences which are out of the control of the Trust. The Director of Nursing and Integrated Governance continues to 
review current HCAI reduction strategy across Tameside and Glossop and engaging with partners. 
This risk was reviewed in July 2019 and both the target score and risk score reduced to reflect the Trusts current position and 
restrictions on the Trust’s ability to influence the risk score further at this time. 
    

DNIG QGC 9 9 0 Moderate  

 
AF5.7 
(5036) 

Potential impact of European exit in no deal scenario on business continuity This risk was added to the risk register in February 2019 following consideration of the Trust’s position in relation to EU Exit. The 
Trust has carried out systematic review of NHSE guidance and recommendations and continues to review updates from the 
Department of Health and other agencies through a specific EU Exit  Group under the leadership of the Chief Operating Officer, as 
the October exit time approaches 
  

COO EMT 9 6 3 Moderate  

 
AF1.4 
(3461) 

Risk of intelligence giving insight into patient user experience and complaints feedback not being 
maximised to prioritise actions that demonstrate learning and improvements for patient user experience 
and feedback mechanisms 

The Trust has recently appointed a new Head of Patient Experience who under the Leadership of the Director of Nursing and 
Integrated Governance is reviewing the Patient Experience Strategy and milestones. The outcomes of reviews are being reported 
through to SQOGG. An annual report is also being compiled which will include recommendations for improvement. The Trust is 
currently exploring alternative technological solutions for improvement of feedback from patients, families and the public. Inpatient 
survey results are being scrutinised and considered and will be progressed through specific focussed task and finish and 
improvement programmes. The risk description has been reviewed and amended to include improvements for patient user 
experience and feedback mechanisms. The risk appetite has been reduced from moderate to low. 
 
 

DNIG QGC 9 3 6 Low 

AF1.12 
(3472) 

All medicines should be appropriately prescribed, dispensed administrated, or omitted. 
In the event that medicines policies are not consistently followed patient harm may result. 
Risks associated with the storage of medicines are captured on local risk registers 

Medicine safety continues to be monitored through the Medicines Safety Group and Integrated Medicines Optimisation Group. The 
risk was received at Quality and Governance Committee in July 2019 as a deep dive and rationale for the risk target score, the 
controls and assurances reviewed in detail.   
 

MD QGC 9 9 0 Moderate 

 
AF1.7 
(3464) 

If infection prevention practices are not consistently maintained and effective then the Trust will fail to 
deliver harm free care, meet Healthcare Associated Infection (HCAI) trajectories and demonstrate good 
processes for infection prevention 

The Trust continues to rigorously and closely monitor HCAI and Hand hygiene and undertake Root Cause Analysis to identify areas 
of improvement. It is proposed that the score remains at 8 to reflect changes in criteria for metrics and trajectories which are likely to 
reflect an increase in hospital cases of HCAI 
 

DNIG QGC 8 4 4 Low 

 
AF1.22 

If medical staff do not have the relevant skills and training, support and supervision there is a risk 
that care will not meet standards of  safe practice and impacting on patient experience, the quality of care 

This risk was reviewed in May 2019 and assessed as remaining at the current score of 8. The controls were updated and as a result 
of the review, it was considered that the risk was not specific in respect of being a separate risk from Trust-wide mandatory training 

DoHR WC 8 4 4 Moderate 
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(3481) and outcomes and an additional separate risk was proposed and entered onto the BAF relating to Trust mandatory training across all disciplines 
which is included in this BAF report as AF 5.13 

AF2.7 
(3486) 

Data Quality and Information Accuracy and Completion: Failure to have accurate data, recover all 

patient income and have accurate timely information to optimise capacity and minimise waiting times 
There is an ongoing programme of improvement in relation to data capture specifically coded data from inpatient and theatre areas 
to ensure accuracy and timely information 

Following initial review at the IM&T Group in July 2019 the Director of Performance and Informatics and IM&T Group are holding a 
risk summit to review this risk in detail in August 2019. 

DoP EMT 8 4 4 Moderate 

AF 5.9 
(5079) 

Failure to meet the Trust's agency cap This risk was included in the BAF following the separation of risk AF 2.2 Failure to deliver the 2019/20 financial plans (Capital, 
Revenue, Cash) to be approved by Trust Board, following Finance Committee in July 2019 
 

 
FC 

 
DoF 6 4 2 

 
Moderate 

 
AF2.3 
(3524) 

The organisation may be susceptible to  Fraudulent activity The risk score has remained stable at its target score. The risk covers a wide range of risks from fraud. The risk score is based on 
the fact that there have been no failure to manage organisational fraud, bribery and corruption risks or concerns raised from 
regulators such as NHS Improvement or CQC regarding the quality of the service received. 
 

DoF AC 6 6 0 Low 

 
AF4.9 
(3493) 

If the Trust does not have an effective  Research and Development governance programme and 
infrastructure  then there is a risk that we will not meet research and Development regulatory 
requirements and organisational objectives 

This risk score has shown incremental decreases over the past 2 years as mitigations took effect The risk is now at 6 which is the 
target score. The reduction approved at Research and Development Group which agreed that the risks relating to the governance 
and management of research has reduced following the actions completed after the MHRA inspections, and also given the low risk 
studies that are currently being conducted.  There are no gaps in controls or assurances identified at this time. Assurances on this 
risk were received through the annual report received at the Quality and Governance Committee in June 2019. 
 

MD QGC 6 6 0 Moderate 

 
AF1.9 
(3466) 

Not following safeguarding adults children and new-born policies and provide staff with adequate training 
will lend to abuse or failure to protect those who have identified vulnerabilities  

 The risk score has been reduced and reflects work progressed to reduce the risk and meet the target score. This BAF risk was 
reviewed in detail at the Quality and Governance Committee in June 2019 when the Committee agreed that it should be proposed 
that the risk appetite should be reduced to low. This is reflected in this report. 
 

DNIG QGC 5 5 0 Low 

 
AF2.12 
(3529) 

Failure to manage effectively and efficiently procurement and supplies (PROPOSED THAT THIS RISK IS 
ARCHIVED) 

It was agreed at the Finance Committee in June 2019 that it should be proposed that this risk be removed as this was not a current 
strategic risk and was incorporated within overall financial strategic risks. DoF FC 4 4 0 Moderate 

AF5.13 
(5095) 

If staff do not complete mandatory training in line with the Training needs analysis then there is a 
potential for staff to short fall of the expected current practices, skills and knowledge resulting in a 
reduction of  standards of clinical care delivery.  

This risk was added to the BAF in May 2019 following a review of the risk AF1.22 which seemed to be attempting to incorporate two 
different risks which had differing risk scores (supervision skills and training related to medical staff and mandatory training). The risk 
will be reviewed through Workforce Committee.. 
  

DoHR WC 4 4 0 Low 
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Corporate Objective 1 

Deliver safe and caring 
services   

Risks 

AF 4.8  
Failure to have in place an IM&T infrastructure and 
service supporting the organisational objectives 

ITIL change processes in place  

Data Security and tool kit 

IM&T infrastructure and risk register in place with mitigations  

Key 
Controls 

AF 1.3  
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 

Systematic monitoring and analysis of all hospital deaths via 
Mortality reviews 

Clinical engagement and training to improve data quality 

 Trust Mortality Steering Group in place  
 

Key 
Controls 

AF 1.15  
Failure to plan for Major Incidents and critical 
incidents and response to emergency events and 
internal business continuity issues 

Participate in local, regional and simulation events including 3 
year test of plan. 

Major incident Plan has been reviewed and exercise 
completed. 

Business Continuity plans have been refreshed for utilities 
failure (IT, water, electric, telecoms) and for specialist areas 

(Neonates, Critical Care and Radiology) 

Key 
Controls 
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Corporate Objective 1 

Deliver safe and caring 
services   

Risks 

AF 1.11  
If the Trust does not have effective systems and 
processes in place to ensure the safety, suitability 
and availability of equipment then this could result 
in compromised service delivery, a decrease in 
positive patient experience and the potential for 
patient harm 

Medical Equipment Management Policy and replacement 
strategy plan in situ and monitored. 

Risk Escalation via Divisional and directorate management 
processes 

Audits and follow up actions to identify areas of focus and 
implement improvement  

Key 
Controls 

AF 1.13  
Failure to have in place an effective records 
management system and processes impacting on 
clinical service delivery and non-compliance with 
regulatory requirements. 

Policy for the management of records 

Clinical Coding Standards 

Development of EPR to support clinical record keeping, 
including electronic CAS Cards and outpatient clinic 

appointments. 

Key 
Controls 

AF 1.16  
Failure to meet regulation and registration 
requirements.  In relation to Duty of Candour, 
complaints management and specifically failure to 
learn from complaints, incidents, clinical negligence 
claims and inquests in a timely manner 

Coronial processes for Inquests and reporting of deaths, 
incident reporting investigation and learning 

Systematic process for duty of candour. 

Complaints procedure is in place and widely publicised and 
available – positive and negative feedback is encouraged 

Key 
Controls 

AF 5.2 
 If the Trust does not have systems and processes in 
place to support good clinical record keeping 
standards then inconsistencies in communication 
may impact on patient safety, quality and 
experience  

Health records standards and policies in place  

Reinforcement through Matrons quality checks and mortality 
review processes  

Clinical Audit Programme and learning outcomes 

Key 
Controls 
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Corporate Objective 1 

Deliver safe and caring 
services   

Risks 

AF1.1 If the Trust does not  continue to deliver and 
demonstrate to external regulators that services are 
delivered  in a safe, responsive, caring, effective and 
well led  manner the Trust will not maintain CQC 
standard rating of good or be able to continue to 
improve care and services  to achieve a CQC rating 
of outstanding. This will result in the threat of 
special measures, loss of reputation, and damaged 
public opinion, adverse media attention and 
adversely impact on recruitment and retention 

Organisational Assurance Model and structure including Key 
Policies, Procedures and Clinical Guidelines articulating 
explicit standards and expectations. 

Monitoring of key specific challenges and process 
effectiveness. CQC inspection action plan. 

Quality Standards and Metrics including Safety Thermometer   

Key 
Controls 

AF 4.7 Failure to meet the Information Governance 
requirements and the consequential impact on 
patient care and safety and failure to have an 
Information Governance assurance framework in 
place 

Information work plan and infrastructure - Policy and 
Processes put in place to ensure information governance. 

Process in place with external company to securely dispose of 
equipment. Security assurances obtained by IT Services 

Bulk data transfers are approved by the Caldicott Guardian or 
SIRO prior to transfer 

Key 
Controls 

AF 5.3 As a result of pressure ulcer prevention 
policies and interventions not being consistently 
implemented there is a risk that patients are 
developing pressure ulcers resulting in avoidable 
patient harm. This may be more challenging due to 
health indices in the area. 

Pressure Ulcer Prevention policy and procedures in place 

SSkin Care bundle and Quality Care Tool 

Hybrid mattresses 

Key 
Controls 

AF 5.6 Multiple factors at play in the community are 
likely to make HCAI reduction a greater challenge 
than reductions in hospital which could impact on 
targets 

Engagement with care home providers  

Health population strategy and improvement plan  

Factorial assessment of HCAI rates and understanding of 
contributing influences   

Key 
Controls 
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Corporate Objective 1 

Deliver safe and caring 
services   

Risks 

AF 1.7 If infection prevention practices are not 
consistently maintained and effective then the Trust 
will fail to deliver harm free care, meet Healthcare 
Associated Infection (HCAI) trajectories and 
demonstrate good processes for infection 
prevention. 

Infection Prevention and Control policies and guidelines 

Antimicrobial Management Programme 

Induction and mandatory training  and updates 

Key 
Controls 

AF 1.12 All medicines should be appropriately 
prescribed, dispensed administrated, or omitted. In 
the event that medicines policies are not 
consistently followed patient harm may result. 
Risks associated with the storage of medicines are 
captured on local risk registers 

Pharmacy medicines interventions and reconciliation 

Joint working arrangements with CCG re antibiotic prescribing 

Audits and follow up actions to identify areas of focus and 
implement improvement  

Key 
Controls 

AF 1.9 Not following safeguarding adult, children 
and new-born policies and providing staff with 
adequate training will lend to abuse or failure to 
protect those who have identified vulnerabilities  

Mandatory training and monitoring  

Clear policies procedures and guidelines for children and 
adults 

Deprivation of Liberty (DOLS) arrangements, & IMCA 
arrangements  

Key 
Controls 
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Strategic Primary Corporate Objective 1 BAF Ref: AF4.8 Date entered on register: 

15/09/14 

Risk ID number: AF3491  

Risk Description: Disruption of the Trust IT infrastructure affecting clinical systems.    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: 

 July 2019 

Target Risk Rating 

2 x 5 = 10 

Target Gap Score 

5 tolerable  

Date of next review: 

August 2019 

Graph of Risk over time 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Complexity and expansion of infrastructure  

Date when target risk score expected to be achieved 

December 2019 

Rational for risk appetite  

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

Controls: 3 primary key controls in bold 

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

 Data security and protection toolkit 

 IM&T Group infrastructure with Risk Register in place with plans to mitigate. 

 Strengthened support service flow and ownership within IT 

 Production of a detailed 1-3 year roadmap with 4-5 at a holistic level. 

 Review of roadmap at key junctions, changes in business strategy or 6-monthly. 

 Alignment of resource structure to meet the business model. 

 Identification and mitigation plans reported via the risk board. 

 IM&T Group in place to support developments across the Trust. 

 Single points of failure to be identified and mitigated against. 

 Departmental business plans in place in the event of an IT outage 

 Replacement of core switches and upgrades  

 Recruitment of staff to focus on community networks 
 

Assurance:  

 Significant reduction in number of unscheduled outages impacting Trust services. 

 Executive Management Team  Board Reports 

 Exception Reports  

 Audit – Internal & External (MIAA) 

 Third party reviews and feedback 

Further Mitigation and actions required: (what more should we do?) Responsible Persons Timescales  Gaps in assurance and actions not being actioned (what additional assurances should we seek?) 

 
 

Further Independent audit of network infrastructure commissioned which has 

an action plan which is currently being worked through 

 

 

Director of 

Performance and 

Informatics   

December 2019  

Risk source  

Operational performance 

Anticipated effect of controls Continued stability as experienced over the last twelve months. Embedding of best practice 

utilising the ITIL model. Improved understanding, communication and visibility 

0
5
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Strategic Primary Corporate Objective 1 BAF Ref: AF1.3 Date entered on register: 

28/05/14 

Risk ID number: CR3460 

Risk Description: 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 

Assurance Committee 

Quality & Governance Committee 

Executive Director Lead 

Medical Director 

Current Risk Score (L x C) 

4 x 3 = 12 

Risk Direction 

Unchanged 

Last received at Q&G Committee 

January 2019 

Target Risk Rating 

2 x 3 = 6 

Target Gap Score 

6 close monitoring  

Date of next review: 

 August 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Current operational  processes and mortality review 

monitoring 

Date when target risk score expected to be achieved 

It should be noted that published data is retrospective and therefore this de-escalation of this risk may take some time to demonstrate 

improvement. It is expected that the mortality indices will decrease over 2019/20 

Rational for risk appetite; The Trust has a preference for safe delivery options, limited tolerance for repercussions for 

the organisation  

Controls: 

 Trust Mortality Steering Group in place  

 Internal mortality plan. 

 Patient Safety Programme developed with work streams and identified KPIs 

 Use of National benchmarking tools  

 Systematic monitoring and analysis of all hospital deaths via Mortality reviews  

 Systems for identifying Dr Foster ‘red bell’ outliers aligned to Serious Incident, Complaint and Inquest process as real time 
management process. Outlier review process and learning outcomes 

 Systematic analysis of SHMI and HSMR 

 Use of Dr foster real- time monitoring and report 

 MNEWS newsletter 

 Programme of improvement for coding/data processes and recruitment of coding audit/ training team. 

 Development of HSMR/ SHMI dashboards 

 Mazar Review action plan 

 Mortality Review process and Policy  
 Board level report developed and submitted to Board which includes learning and actions Increased Divisional feedback to 

provide assurances of shared learning and changes in practice 

 LEDER Reviews 

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?): 

 Trust agreed strategies and actions associated with their implementation and monitoring  

 Detailed drill downs and mortality analysis of alerts Dr Foster and mortality reviews 

 CQC Intelligence  Monitoring systematically reviewed  

 Director of Performance & Informatics report to the Board on the data which informs further actions and 
timescales 

 Data quality reviews. 

 Outcomes of mortality reviews and grading process 

 Monitoring of number of mortality reviews which indicate an amendable death - Current levels of avoidable 
(amendable) deaths below the National average 

 Reports to Trust Board  

 Reports on Mortality to Quality and Governance Committee 

 Mortality Steering Group 

 Third party engagement and review by Dr Foster Team. 

Further Mitigation and actions required: (what more 

should we do? 

Responsible Person  Timescale  Gaps in assurance and actions not being actioned 

No Gaps identified  1.Continue to review processes to understand the 

increase in HSMR and SHMI regarding data quality 

2. Assess the impact of the National introduction of 

Medical Examiners in respect of the Trust and in the 

context of processes and funding   

Medical Director / Director 

of Performance and 

Informatics   

1.Monitoring continuing through  

2019/20 

0
5

10
15
20
25

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Target Score

Risk Score

Trajectory



Page 12 of 51 
 

Risk source National requirement and external reporting and monitoring  Anticipated effect of controls It is expected that the SHMI and HSMR will reduce. As the indicators are on past 

information they may take some time to be reflect improvements 

 

Strategic Primary Corporate Objective 1 
 

BAF Ref:  AF 1.15 Date entered on 

register: 28/05/2014 

Risk ID number: CR3474 

Risk Description  

Impact on the provision of maintaining safe services in the event of a major incident and internal business continuity issues. 

 

Assurance Committee 
EMT/TB 

Executive / Divisional Lead 
Chief Operating Officer   
 

Current Risk Score (L x C) 
4 X 3 = 12 

Risk Direction 
Unchanged 

Last received at EMT/TB  
February 2019 

Target Risk Rating 
3 x 3 = 9 

Target Gap Score 
3 Tolerable 

Date of next review: 
July 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current intelligence 

and information  

 

Date when target risk score expected to be achieved 
End of Quarter 2 2019/20  

Rationale for risk appetite: - Preference for safe delivery options that have a low degree of inherent risk and may 

only have limited potential for reward 

Controls: 3 primary key controls in bold 

 Participate in local, regional and simulation events including 3 year test of plan. 

 Major incident Plan has been reviewed and exercise completed. 

 Business Continuity plans have been refreshed for utilities failure (IT, water, electric, telecoms) and for specialist 
areas (Neonates, Critical Care and Radiology) 

 Implemented Learning from previous internal events. 

 Tested generator in exercise Black start. 

 Internal EPRR work plan. 

 AEO and Fire Safety & EPRR Lead. 

 Training of senior on call staff on EPRR. 

 Corporate induction which includes briefing on EPRR 

 Wider Trust response plan e.g. Surg/escalation plan 

 Mortuary capacity plan 

 Health economy wide plans   

 Implementation of flu plan  

 Adverse weather plan 

Assurance: (how do we know if the things we are doing are having an impact)  

 Internal Assurances  

 Emergency Planning Response & Resilience Group and Annual Report  

 A number of exercise/ simulations carried out as part of Annual update rates of Flu vaccination 

 External Assurances   

 Annual report following assessment against core standards. 

 Assessment against core standards. 

 Plan to monitor internal incidents to identify themes/trends. 

 Report top HERG & LHRP. 

 Attendance at EPRR training. 

 External assurance from GMFRS in regards fire safety management of fire incidents in Stamford Unit 
regarding suitable and sufficient arrangements. 

 EU Exit Group and planning. 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

Further assurances being sought on business continuity plans through the EPRR work plan 
1. Further assurance on robustness of continuity planning for all 

areas via EPRR Group 
2. Current engagement with wider arrangements in GM (GMAG) 

EPRR 

Chief Operating Officer   September 2019 

Continuous engagement  

throughout 2019/20 

Risk source   Risk assessment, regulatory framework  Anticipated effect of controls It is anticipated that the risk score will reduce as further assurance are provided on 

continuity planning  
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Strategic Primary Corporate Objective 1 BAF Ref: AF1.11 Date entered on 

register: 28/05/14 

Risk ID number: CR3468 

Risk Description: If the Trust does not have effective systems and processes in place to ensure the safety. suitability and availability of 

equipment then this could result in compromised service delivery, a decrease in positive patient experience and the potential for patient 

harm 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of Nursing and Integrated 
Governance, Director of Estate and Facilities 

Current Risk Score (L x C) 
2 x 5 = 10 

Risk Direction 
Unchanged 

Last received at Q&G Committee: 
January 2019 

Target Risk Rating 
1 x 5 = 5 

Target Gap Score 
5 Tolerable 

Date of next review: 
August 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Lack of current assurances in relation to 
monitoring and reporting of compliance with 
medical equipment training and competency. 

Date when target risk score expected to be achieved  
This risk should meet the target score by end of November 2019/20. 

Rational for risk appetite; Preference for safe delivery options   

Controls:  

 Medical Equipment Management Policy and replacement strategy plan in situ and monitored.  

 Risk escalation via Divisional and directorate management processes and through to Service Quality and Operational 
Governance Group - immediate escalation procedures in place supported by Management Equipment Services on call 
arrangements. 

 Audit arrangements and follow up actions  

 Medical Equipment Servicing Department servicing schedules and arrangements  

 Equipment decontamination is in line with the Decontamination policy and monitored via Infection Prevention Group and the 
Medical Devices Group, Assurance performance and operational groups 

 Medical equipment training and competency processes as described in the Medical Equipment Policy 

 MESD performance monitored at CRAG 

 Trend analysis of equipment faults and incidents identifying potential training issues  

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?): 

 Infection Prevention Group and the Estates and Facilities Governance Group 

 Medical Devices Safety Group re-established July 19 

 Executive Management Team  

 Service Quality and Operational Governance Group and sub committees (CRAG) 

 Incident report monitoring 

 ISO accreditation, Capital and Revenue Investment Group and Estates reporting to Finance 
and Performance Committee. 

 Capital Bidding Process 

 MIAA Internal audit 

 ISO internal and external audits  

 External Peer review 

 MDSO 

Further Mitigation and actions required: (what more should we do? Responsible Persons  Timescales  Gaps in assurance and actions not being actioned There is currently inconsistencies in assurance in 

relation to the monitoring and reporting of compliance with medical equipment training and 

competency. 1. Monitoring and follow up actions in relation to compliance with 
Trust equipment training policy requirements at a Divisional and 
local level 

2. Medical Devices Group to be re-established  
3. Completion of actions from MESD Peer review  
4. Identify an improved database for equipment training and 

competencies and develop business case. This will then report to 
the Medical Devices Safety Group  

All Directors  
 
 
Medical Equipment 
Manager 

1.Continous reinforcement and 
monitoring through 
Divisional/Directorate processes 
September 2019   
 
November 2019 
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Risk source  

Regulatory requirement and Internal Policy Standard   

Anticipated effect of controls  

It is anticipated that the risk will reduce following further programmes to embed and reinforce the 
standards in relation to recommendations from the external peer review/audit  

 

 

Strategic Primary Corporate Objective 1 BAF Ref: AF1.13 Date entered on register: 

15/09/14 

Risk ID number: CR3473 

Risk Description: Failure to have in place an effective records management system and processes impacting on clinical service 

delivery and non-compliance with regulatory requirements 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of performance and Informatics, 
 

Current Risk Score (L x C) 
2 x 5 = 10 

Risk Direction 
Unchanged 

Last received at Q&G Committee: 
January 2019 

Target Risk Rating 
1 x 5 = 5 

Target Gap Score 
5 Tolerable 

Date of next review: 
August 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Based on current implementation of processes for 
electronic records  

I Date when target risk score expected to be achieved  
It is expected that this risk will reduce in September 2019. 

Rational for risk appetite; 

Preference for a safe delivery option  

Controls:  

 Policy for the management of records 

 Clinical Coding Standards 

 Development of EPR to support clinical record management, including electronic CAS Cards and outpatient clinic 

appointments. 

 Clinical Coding awareness training for Clinicians.  

 Monitoring of coding completeness and data quality 

 Electronic access to Policies and Protocols. Information Governance/ Health Records/ IM&T Groups 

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?): 

 Health Records Group 

 IM&T Group 

 Results Governance Group /PSPB/ Service Quality and Operational Governance Group 

 CQC third party inspections and assurances  

 Internal Audit outcomes  

 Trending through audits, complaints, incident analysis 

 Outcomes of incident investigations and feedback 

Further Mitigation and actions required: (what 

more should we do? 

Responsible persons Timescales  Gaps in assurance and actions not being actioned Consistency in application of Trust standards and policy needs 

constant reinforcement 

1. Inconsistent application of required 
standards needs constant reinforcement 
and challenge by all parties, records 
management processes to be consistently 
reinforced 

2. Implementation of the results tracker    

All Directors  
 
 
 

1.Continuous reinforcement and review 
at each Records Management Group 
meeting 
 
2.September 2019 
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Risk source  

Risk assessment 

Anticipated effect of controls It is envisaged that the risk will reduce with the continued roll out of electronic 

solutions  

 

 

Strategic Primary Corporate Objective 1 BAF Ref: AF1.16 Date entered on register: 

15/09/14 

Risk ID number: CR3475 

Risk Description: Failure to meet regulation and registration requirements.  In relation to Duty of Candour, complaints management 

and specifically failure to learn from complaints, incidents, clinical negligence claims and inquests in a timely manner 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of Nursing and Integrated Governance    

Current Risk Score (L x C) 
2 x 5 = 10 

Risk Direction 
Unchanged 

Last received at Q&G Committee: 
January 2019 

Target Risk Rating 
1 x 5 = 5 

Target Gap Score 
5 Tolerable 

Date of next review: 
August 2019  

Graph of Risk over time 

 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Based on the need to further embed Divisional and 
local learning and evidence this. Change to risk 
appetite to low in Jul 2019. 

Date when target risk score expected to be achieved 
It is estimated that the Trust should reach the target score by End of qtr. 3 2019/20 

Rational for risk appetite;  Preference for a safe delivery option  

Controls:  

 Policies and procedures highlight the standards to be achieved  in respect of the requirements e.g. Duty of Candour, Being 
Open, handling and investigating, inquests, claims, incidents and how associated learning is disseminated  

 External Assessment of claims by NHSLA 

 Coronial Involvement for Inquests and reporting of deaths 

 Systematic process for duty of candour. 

 Electronic system for incident reporting and management 

 Process for reporting deaths in place 

 Complaints procedure is in place and widely publicised and available – positive and negative feedback is encouraged 

 External support to investigate and get third party assurance  

 Introduction of a  PALS and Complaints Co-ordinator and Complaints Complex Investigator role 

 Training schedule  

 Complaints and PALS processes are divisionally supportive and operationally managed centrally in the Trust Quality and 
Governance Unit 

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?): 

 Aggregated learning report  monthly and systematically 

 Trust Board reporting Part 2 Duty of Candour summary of all SI’s and cases 

 Quality and Governance Committee reporting through to Board receive assurance reports 

 Duty of Candour reports to Service Quality and Operational Governance Group and sub committees  

 Trust policies regarding learning from complaints, claims and incidents and NPSA alerts 

 Commissioned Quality contracts identifies key standards and  these requirements are monitored through 
audit and / or systematic review and analysis 

 Duty of candour Triage Audit and Monitoring 

 External third party assurances 

 MIAA audit 

 Staff survey results  

 CQC Inspection process and report 

Further Mitigation and actions required: (what more 

should we do? 

Responsible Persons Timescales  Gaps in assurance and actions not being actioned No gaps in assurance however processes need to be consistently 

implemented. 

Consistent application of processes for Electronic Risk Management System and feedback to staff following incident 

report and investigations to be applied by all services and Divisions 

1. Ensure all stages of the Duty of Candour process 
are recorded and monitored COMPLETED 

2. Improve incident investigation timescales 
3. The sharing and presentation of the aggregated 

learning report to Quality and Governance 
Committee is currently being reviewed to ensure 
that all assurances and aggregated risks continue 
to give early opportunity of recognition of 
serious failure through lessons learnt 

4. Review of incident feedback and training needs 
for investigation /RCA & implementation of 

Director of Nursing and 
Integrated Governance  
Associate Director of 
Integrated Governance  

 
 
2, 3, & 4 End of Quarter 3 2019/20 
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training   
5. MIAA Audit review of complaints has taken place 

during Quarter 1 2019/20 and recommendation 
and actions to be implemented. 

 
5.Action plan completion by Quarter 3 
2019/20 
 

Risk source  
Regulatory requirement  

Anticipated effect of controls Reduction of risk score, improvement in learning across all areas   

Strategic Primary Corporate Objective 1 BAF Ref:  AF 5.2 Date entered on register: 

14/05/14 (Risk divided in 

November 17) 

Risk ID number: CR4341 

Risk Description: If the Trust does not have systems and processes in place to support good clinical record keeping standards then 

inconsistencies in communication may impact on patient safety, quality and experience 

 

Assurance Committee 

Quality & Governance Committee 

Executive Lead 

Medical Director (Caldicott Guardian), Director 

of Nursing and Integrated Governance    

Current Risk Score (L x C) 

2 x 5 = 10 

Risk Direction 

Unchanged 

Last received at Q&G Committee: 

January 2019 

Target Risk Rating 

1 x 5 = 5 

Target Gap Score 

5 Tolerable 

Date of next review: 

August 2019 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Feedback from HM Coroner and clinical reviews  

Date when target risk score expected to be achieved 
It is expected that this risk will reduce to target score end Quarter 4  2019/20 

Rationale for risk appetite: - Preference for the safe delivery option  

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

 Health records standards and policies in place and continuously reinforced and monitored 

 Professional Standards for record keeping 

 Clinical Coding Standards 

 Clinical Coding awareness training for Clinicians.  

 Monitoring of coding completeness and data quality 

 Electronic access to Policies and Protocols. Development of EPR to support clinical record keeping, including electronic CAS 
Cards and outpatient clinic appointments. 

 Information Governance/ Health Records/ IM&T Groups 

 Clinical Audit Programme 
 

Assurance: (how do we know if the things we are doing are having an impact)  

 Service Quality and Operational Governance Group and sub committees reporting to Quality & Governance 
Committee 

 Records Management Group reporting to Service Quality and Operational Governance Group. 

 Information Governance Group 

 Clinical Audit plan and related activity 

 Third party assurances and recommendations e.g. CQC, Peer reviews, Service reviews 

 Mortality and incident and claims investigations 

 Feedback from Inquests  

 Matron and Ward Manager audits – reimplementation of Ward accreditation. 

 Documentation Task and Finish Group 

Further Mitigation and actions required: (what 

more should we do? 

Responsible Persons Timescale  Gaps in assurance and actions not being actioned  

Consistency in application of Trust standards and policy needs constant reinforcement 

1. Specific focus on documentation standards 

across the Trust led by senior members of 

the nursing and medical management 

2. Implementation of Ward quality standards 

accreditation    

1.SQOGG Leadership / 
Documentation Task and 
Finish Group 
2.Director of Nursing and 
Integrated Governance  
 

1.Continuous Implementation and 
assertive follow up throughout, 19/20 
 
2.End Quarter 4 2019/20 

Risk source External feedback and internal monitoring  

 

Anticipated effect of controls It is anticipated that the risk will reduce as a result of increased focus 
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Strategic Primary Corporate Objective 1  BAF Ref:  AF 1.1 Date entered on register: 
28/05/2014 

Risk ID number: CR3446 

Risk Description If the Trust does not  continue to deliver and demonstrate to external regulators that services are delivered  in a safe, responsive, caring, 

effective and well led  manner the Trust will not maintain CQC standard rating of good or be able to continue to improve care and services  to achieve a 

CQC rating of outstanding. This will result in the threat of special measures, loss of reputation, and damaged public opinion, adverse media attention and 

adversely impact on recruitment and retention 

Assurance Committee 
Quality and Governance  Committee 

Executive / Divisional Lead 
Director of Nursing and Integrated Governance    
 

Current Risk Score (L xC) 
2 X 5 = 10 

Risk Direction 

Escalated  

Last received at Q&G  Committee: 
March 2019 

Target Risk Rating 
1 x 5 = 5  

Target Gap Score 
10 Concern 

Date of next review: 
August 2019 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Score increased due to 

staff survey, inpatient survey and  CQC must do and 

should do requirements and trajectory now reset in 

preparation  for the next CQC inspection 

 

Date when target risk score expected to be achieved 
Quarter 4 2019/20  

Rationale for risk appetite: - Preference for safe delivery options that have a low degree of inherent risk 

and may only have limited potential for reward 

Controls: 3 primary key controls in bold 

 Organisational Assurance Model and structure including 

 Key Policies, Procedures and Clinical Guidelines articulating explicit standards and expectations. 

 Monitoring of key specific challenges and process effectiveness. CQC inspection action plan.  

 Quality Standards and Metrics including Safety Thermometer   

 Executive and Non-Executive Directors Quality and Safety walk rounds, Senior Nursing/Senior Clinical  reviews and unannounced visits  

 Continuous patient feedback (e.g., Care Opinion and Family and Friends) 

 Audit programme – clinical and  non-clinical, internal external , CQUIN related audits 

 Learning from experience feedback systems and mechanisms 

 Commissioner Contract Monitoring 

 Everyone Matters OD programme 

 Quality and Safety Programme reporting through to Quality and Governance Committee and Executive Management Team. 

 Quality Account reporting assurance process 

 Complaints and compliments, risk and incident analysis.  

 Divisional and Corporate Risk Register mitigation and actions,  

 Patient Safety Programme 

 Quality Account pledges and constituent monitoring of Corporate Objectives 

 Quality Impact Assessment process , constituent  Quality , Safety Finance , HR and Performance indicators and assurance markers 

 Safe staffing Analysis  

 Hot spot systems. Review  and analysis of  CQC Intelligence monitoring - risk areas identified and action taken  to understand if not 
already aware   

 Communication and Stakeholder Strategies – implementation monitored by Executive Management Team 

 Equality and Diversity Framework 

 PR/Communications Team 

 Systematic process in place and described in Trust policies - Service Quality and Operational Governance Group and sub committees, 
work plans ensure systematic review of the key reports – external review process in place 

 Operational Group Papers and Minutes  

 Service Quality and Operational Governance Group receives reviews and  reports from Divisions 

 Mandatory training  and induction programmes and Library Services circulation of best practice information 

 Safeguarding Adult and Children arrangements 

Assurance: (how do we know if the things we are doing are having an impact)  
Internal 

 Patient Safety data and performance metrics reporting  through Governance Committee structure 
to Trust Board 

 Aggregated learning report/ Patient feedback  data 

 On-going audit  and monitoring of complaints , incidents , claims and ward standards and systems 
via patient questionnaire 

 Service Quality and Operational Governance Group and sub committees reporting to  

 Quality and Governance Committee. 

 Weekly Performance Reports and Executive Management Team scrutiny  

 Service Transformation Group actions and plans 

 Quality and Governance Committee papers and minutes 

 Board papers and minutes 

 Directorate Risk Registers reviewed at Risk Management Group on an scheduled cycle 

 BAF and Significant Risk Report reviewed by Risk Management Group and Executive Team and 
Board updates 

 Trust Executive Management Team and Performance Reports 

 CEO, Director of  Human Resources,  

 Director of Nursing and Integrated Governance     and Medical Director reports to Trust Board 

 Operational Group Board Papers and minutes 
External 

 MIAA audits for Governance arrangements  

 Care opinion websites and internal monitoring data – Family & Friends  

 National patient survey results 

 Correspondence from service users/media feedback 

 Health-watch 

 HEI Assurance visits and reports 

 Commissioner pre quality and Quality meetings  

 CQC Engagement visit feedback  

0
5

10
15
20
25

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20

Target Score

Risk Score

Trajectory



Page 18 of 51 
 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

Consistent implementation of assurances and escalation monitored by Board and sub-committees. 
Quality and monitoring of service provision to be consistently applied in all divisions and core services. 

1. Revised Accreditation scheme to be implemented, evaluated and embedded 

2. Consistent implementation of control systems in use monitored by Board and sub committees 
3. Consistent application of the required processes as identified are  to be applied by all core 

services 
4. CQC Should do and must do action plan implementation 
5. Inpatient survey and staff survey action plans   

Director of Nursing and 

Integrated Governance    

1. September 
2019 

2, 3, 4, & 5 End 
of Quarter 4 
2019/20 

Risk source   Risk assessment, regulatory framework  Anticipated effect of controls It is anticipated that the risk score will be maintained at the target score  

Strategic Primary Corporate Objective 1,  
 

BAF Ref:  AF 4.7 Date entered on 

register: 28/05/2014 

Risk ID number: CR3536 

Risk Description Failure to meet the Information Governance requirements in relation to the Data protection and Security Protection 

Toolkit and failure to have an  Information Governance assurance framework in place 

Assurance Committee 
EMT 

Executive / Divisional Lead 
Director of Performance and Informatics 
 

Current Risk Score (L x C) 
2 x 5 = 10 

Risk Direction 

 Target achieved 

Last received at EMT /IM&T Group: 
March 2019 

Target Risk Rating 
2 x 5 = 10  

Target Gap Score 
0 Risk target achieved 

Date of next review: 
 July 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current intelligence 

and information  

 

Date when target risk score expected to be achieved 
Not applicable – this risk is at target score  

Rationale for risk appetite:- Preference for safe delivery options that have a low degree of inherent risk and may 

only have limited potential for reward  

Controls: 3 primary key controls in bold 
 

 Information Governance work plan and Infrastructure - Policy and Processes put in place to ensure all information 
governance.  

 Bulk data transfers are approved by the Caldicott Guardian or SIRO prior to transfer 

 Process in place with external company to securely dispose of equipment. Security assurances obtained by IT Services 
Manager following site visit. IT Staff to take equipment and watch secure destruction 

 Email encryption software installed across the Trust. 

 Information governance included in mandatory training  

 DPO in place  

 Review of Information Governance bulletins and learning at Information Governance Group 
 
 

Assurance: (how do we know if the things we are doing are having an impact)  

 Audit carried out by the National contractor MIAA (Information Governance). Audit recommendations 

being progressed 

 Significant assurance received in respect of the Data protection and cyber security tool kit – audit  

 IG Group 

 IM&T Group 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

No gaps in assurances identified however inconsistent application of required standards by individuals needs 

constant challenging. 

 

 

1. Progression and completion of  MIAA audit 

recommendations/actions  

Director of Performance and 

Informatics  

December 2019 

Risk source   Regulatory requirement    Anticipated effect of controls It is anticipated that the controls will maintain the risk score at the target score  
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Strategic Primary Corporate Objective 1  

 

BAF Ref:  AF5.3 Date entered on 

register: 02/05/17 

Risk ID number: CR4316 

Risk Description:  If pressure ulcer prevention policies and interventions are not being consistently 

implemented there is a risk that patients are developing pressure ulcers resulting in avoidable patient 

harm. Pressure ulcer prevention may also be more challenging due to the health indices in the area. 

Assurance Committee 
Quality & Governance Committee 

Executive / Divisional Lead 
Director of Nursing and Integrated Governance    

Current Risk Score (L x 
C) 
3 x 3 = 9 

Risk Direction  

 De-escalating 

Last received at Q&G Committee: 
March   2019 

Target Risk Rating 
2 x 3 = 6 

Target Gap Score 
3 Tolerable 

Date of next review 
August  2019 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Risk recalibrated to more accurately reflect impact of patient harm and 

risk target score reduced to reflect further ambition to reduce risk. 

Date when target risk score expected to be achieved 
End of Quarter 2 2019/20 

Rationale for Risk appetite The Trust does not have an appetite for the potential outcomes of the risk related to patient 

harm and is contrary to the Trust’s Corporate Objective 1. 

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

 Pressure Ulcer Prevention policy and  procedures in place 

 Introduction of Hybrid mattresses 

 SSkin Care bundle   

 Stop the pressure campaign 

 Training and development sessions 

 Trust Tissue viability and Continence Group. The on-going aims, report structures, outcomes, and 
work plans have been agreed at this committee and update provided to the PSPB. 

 Implementation of a system of daily review of all pressure ulcers originating in the previous 24 
hours 

 Adult community Nursing education/support 

 Pilots with home care providers 

 Recognition of achievement of exceptional practice 

 Education and advice for patients (Patient booklet and leaflet) 

 RCA tool updated to gain richer learning and to focus on specific learning for both hospital and 
community acquired pressure ulcers 

 Development of Incident reporting system first level tool to identify need to proceed to root 
cause analysis investigation 

 Assessment process for higher specification pressure equipment (Nimbus) 

Assurance: (how do we know if the things we are doing are having an impact)  

 Complaints and incident data, trend analysis 

 Feedback from GPs and other Health Professionals  

 Monitoring of KPI’s and  Safety Thermometer Programme 

 Ward Metric 

 Audit of compliance with SSkin Care Bundle  

 Adult safeguarding reviews 

 RCA generates a local individualised action plan and undergoes review at the Pressure Ulcer Scrutiny group.  

 RCA timescale monitoring in place to ensure more timely learning and actions as a result of the outcomes of RCA’s 

 Monitoring of performance and review of pressure ulcer RCA’s through Pressure Ulcer scrutiny Group. 

 Monitoring and analysis of bed days and harm free days before PU development 
 

Further Mitigation and actions required: (what more 

should we do? 

Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

Reliance on long term strategy for improvement in health in the local population 

 
1. Review of the current  mattresses specification for 

high risk patients COMPLETED  

2. Tissue viability Team currently evaluating work with 

Digital Health to proactively support care Homes in 

assessing and managing Pressure ulcers prior to 

admission 

Director of Nursing 

and Integrated 

Governance    

1. Completed 

2.  September 

2019 

 

3.September 
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Strategic Primary Corporate Objective 1,  BAF Ref:  AF 5.6 Date entered on Risk ID number: CR4855 

3. Work with partners to reduce the risk in the 

community and to improve the population health in 

the area. Develop  a community based pressure 

ulcer pro-forma 

4. Local Formulary based on GM formulary to be 

implemented Trust wide   

2019 

 

4.September 

2019 

Risk source  Incidents, complaints, performance data   Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as improvements take traction 
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 register: 27/09/2018 

Risk Description: Multiple factors at play in the community are likely to make HCAI reduction a greater challenge than reductions in 

hospital which could impact on targets   

Assurance Committee 
Quality and Governance Committee 

Executive Lead 
 Director of Nursing and Integrated Governance    
 

Current Risk Score (L x C) 
3 x 3 = 9 

Risk Direction 

 Target achieved 

Last received at Q&G Committee: 
May 2019 

Target Risk Rating 
3 x 3 = 9 

Target Gap Score 
0 Risk target achieved  

Date of next review: 
August  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on changes in the 

criteria of metrics and trajectories and current intelligence 

and information  

 

Date when target risk score expected to be achieved 
The score is at target score  

Rationale for Risk appetite: - Only prepared to accept a limited financial loss if essential. VFM is a primary concern 

Controls: 3 primary key controls in bold 

 Engagement with care home providers 

 Health population strategy and improvement plan 

 Factorial assessment of HCAI rates and understanding of contributing influences   

 Infection prevention antibiotic prescribing guidance  across healthcare and community settings  

 Antibiotic Pharmacy Specialists 

 Gram Negative bloodstream infection ambition 

 Microbiologist Specialist Support 

 IP Team training and advice 

 Website support  

 Outbreak management 

 Hand hygiene audit and compliance  

 Aseptic non touch technique training 

 Incident trend analysis and review process 

Assurance: (how do we know if the things we are doing are having an impact)  
Internal Assurances  

 Monitoring of targets – performance reports 

 Hand hygiene audit and compliance  

 WHE HCAI RCA/PIR Scrutiny Group 

 CQC inspection report 

 Quality Walk-rounds 

 Antibiotic Stewardship Group 

 Audits of GP practice and Care Homes  
 

External   

 Feedback from external sources including Commissioners and regulators 
 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

No gaps in assurances identified but a full review of the strategy for reduction of HCAI being undertaken.  

 

1. The Director of Nursing and Integrated Governance is reviewing 

current HCAI reduction strategy across Tameside and Glossop 

with partners    

Director of Nursing and 

Integrated Governance 

1. Continuous 

implementation  

 

Risk source   Risk assessment  
  

  

 

 

Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as improvements take 
traction 
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Strategic Primary Corporate Objective 1 BAF Ref: AF1.12 Date entered on the register  

May 2014 

Risk ID number: CR3472 

 

Risk Description: All medicines should be appropriately prescribed, dispensed administrated, or omitted. In the 

event that medicines policies are not consistently followed patient harm may result. 

 

Risks associated with the storage of medicines are captured on local risk registers 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Medical Director  

Current Risk Score (L x C) 
3 x 3 = 9 

Risk Direction 

Target achieved 

Date last received at Q&G Committee 
July 2019 

Target Risk Rating 
3 x 3 = 9 

Target Gap Score 
0  Target achieved 

Date of next review: 
August  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Current incident information and local 

intelligence 

Date when target risk score expected to be achieved  
Risk is at target score   

Rational for risk appetite Preference for a safe delivery option  

Controls: (what are we currently doing about the risk?) 
• Pharmacy medicines  interventions and reconciliation 
• Audits and follow up actions to identify areas of focus and implement improvement 
• Joint working arrangements with CCG re antibiotic prescribing 

 Robust medicines policies and procedures in place  

 Red apron system to reduce risk of interruption/error  

 Systems for acting on NHS Patient Safety Drug Alerts  

 Antimicrobial management Team – effective antibiotic stewardship 

 Pharmacy stock control systems and procedures.   

 Ward stock control systems and procedures. 

 Access to BNF on computers 

 ADIOS implemented 

 Controlled Drug Disruption Exercise  

Assurance:  

 Integrated Medicines Optimisation Group  

 Multidisciplinary Medicines Safety Group established reporting to  Integrated Medicines 
Optimisation Group 

 Patient Safety Board  -  Medicines Safety Work Stream 

 Quality and Safety Walk-rounds 

 Periodic progress reports to Safety Programme Board 

 Clinical Audit and Effectiveness Group  and Clinical Audit reports 

 MIAA Audits and review process completion of actions to improve  

 Pharmacy Department undertakes quarterly audits of safe and secure handling of medicines in 
clinical areas  

 Daily and annual stocktakes  

 Ongoing (every 15 minutes) fridge temperature monitoring 

 Yearly CDAO report 

 Yearly Chief Pharmacist report 

Further Mitigation and actions required: 

(what more should we do? 

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

 Consistent application of audit and monitoring to be applied consistently by all clinical divisions 

1. Inconsistent application of required 

standards needs constant 

reinforcement and challenge by all 

parties and medicines management 

standards to be consistently enforced  

All Directors  1.Continuous reinforcement 

throughout 2019/20 and review 

through Divisional Governance 

processes and IMOG  

Risk source Regulatory requirements and National standards  

 

Anticipated effect of controls It is anticipated that controls will maintain the risk score at the target score 

level.  
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Strategic Primary Corporate Objective 1  BAF Ref: AF 1.7 Date entered on register: 

28/05/14 

Risk ID number: CR3464 

Risk Description: If infection prevention practices are not consistently maintained and effective then the Trust will fail to deliver 

harm free care, meet Healthcare Associated Infections (HCAI) trajectories and demonstrate good processes for infection 

prevention. 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of Nursing and Integrated Governance   
(DIPC) 

Current Risk Score (L x C) 
4 x 2 = 8 

Risk Direction 
Unchanged  

Last received at Q&G Committee: 
May 2019 

Target Risk Rating 
2 x 2 = 4 

Target Gap Score 
4 Tolerable 

Date of next review: 
August 2019 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: Recent changes in 

criteria for National trajectories and targets are 

likely to reflect an increase in hospital cases  

Date when target risk score expected to be achieved End of Quarter 4 2019/20  Rational for risk appetite; Preference for safe delivery options  

Controls:  

 Infection Prevention and Control policies and guidelines 

 Antimicrobial Management Programme 

 Induction and mandatory training updates include infection control and hand hygiene elements 

 Hand Hygiene audits programme against specified controls described and articulated in Infection Prevention and Control 
policies and guidelines 

 Specified standards and expectations. Joint plan and working arrangements with the Commissioners.  

 Quality Impact Assessment processes. 

 Visual Infusion Phlebitis (VIP) Scoring system in place 

 Hydrogen Peroxide room decontamination - Fogging Procedures in place  

 Infection Prevention Root Cause Analysis (RCA) processes to identify areas of improvement and learning 

 Isolation of patients at risk of or harbouring infection 

 Influenza vaccination programme 

 Occupational Health screening 

 Integrated IP Team 

 Improved access to infection Prevention advice and support across the ICO 

 Modified admission MRSA screening 

 Outbreak Management  

 Microbiologist Specialist support 

 Incident trend analysis and review processes 

 Aseptic Non touch techniques Training 

 Infection Prevention Training and Advice 

 Gram Negative bloodstream Infection Ambition programme  
 

Assurance:  

 Infection Prevention annual work plan and surveillance programme  

 Annual audit programme against specified controls described and articulated in Infection Prevention and 
Control policies and guidelines  

 WHE Infection Prevention and Control Committee and Post infection review Group 

 Patient Safety Programme Board 

 Quality and Governance Committee monitoring 

 PLACE formal and informal inspections 

 Mandatory training compliance figures and audit results. 

 Daily HCAI surveillance list  

 C diff / MRSA peer reviews  

 Unify (influenza) returns 

 Outbreak control team response 2019/20 

 Infection Prevention performance reports 

 Monitoring and review of surgical site infection rates 

 Infection Prevention Annual Report  

 Environmental audits (Infection Prevention and Facilities) 

 CQUIN monitoring of antibiotic use 

 Quality Walk Rounds 

 CQC Inspection Report 

 Audits of GP practices and Care Homes 

 Antibiotic Stewardship Group 

Further Mitigation and actions required:  Responsible person  Timescales  Gaps in assurance and actions not being actioned No gaps in assurance identified  

No gaps in assurances identified however inconsistent application of required standards by individuals needs 

constant challenge. 

1.Inconsistent application of required standards needs 
constant reinforcement and challenged by all parties and 
infection control practice to be consistently enforced 
 
2. Evidence of improved monitoring and environmental 
cleanliness and compliance with cleaning standards 

All Directors  1.Continuous reinforcement and review 
at each infection prevention Committee 
throughout  2019/20  
 
2. End of August 2019 

Risk source Internal and external monitoring and key indicators  Anticipated effect of controls  
It is anticipated that the controls will reduce the risk incrementally to the target score 

Strategic Primary Corporate Objective 1 

 

BAF Ref: AF1.9 Date entered on register: 

28/05/14 

Risk ID number: CR3466 
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Risk Description: Not following safeguarding adults, children and new-born policies and provide staff with adequate training will 

lend to abuse or failure to protect those who have identified vulnerabilities 

Assurance Committee 

Quality & Governance Committee 

Executive Director Lead 

Director of Nursing and Integrated Governance    

Current Risk Score (L x C) 
1 x 5 = 5 

Risk Direction 

De escalated 

Last received at Q&G Committee: 
June 2019 

Target Risk Rating 
1 x 5 = 5 

Target Gap Score 
0 Risk target achieved 

Date of next review: 
 August 2019 

Graph of Risk over time

 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: Based on current 

intelligence and third party assurances  

 

Date when target risk score expected to be achieved 
This risk score is at target score   

Rational for risk appetite; Preference for safe delivery options 

Controls:  

 Mandatory Training in place and monitored. 

 Clear policies procedures and guidelines for children and adults and constituent policies impacting upon 
safeguarding.  

 Deprivation Of Liberty (DOLS) arrangements,  

 IMCA ( Advocacy arrangements)  

 LAC improvement Group 

 Commissioned contractual requirements against specific standards and requirements   

 Mental Capacity processes and training 

 Executive Lead and Senior Management Infrastructure 

 Collaboration with other care agencies 

 Trust fully engaged with child and Adult protection structures. 

 Audit Tools and programme. 

 Trust is a member of Tameside Adult Protection Safeguarding Partnership, TMBC Safeguarding Children Board, and 
Executive Group 

 Trust is progressing specific initiatives – e.g. Prevent and Learning Disability Work streams 

 Clear procedure monitoring through incident systems complaints and PALS  

 Professional staff where delegated consent in place required to have appropriate competency checks and supervision 

 Service Level Agreement in place for mental Health Registration  

 Membership of the Tameside Improvement Board 

 Workforce model developed to develop safeguarding integration and ensure active participation in Multi-Agency 
Safeguarding Hub  

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?): 

 Internal Safeguarding Board  receives formal updates and reports against specific safeguarding standards 

 Safeguarding Children Board/Safeguarding Adult Board  

 Named  professionals 

 Reports to key committees demonstrable covering constituent Safeguarding issues – DOLS, IMCA , training 
uptake 

 Nursing and Midwifery leaders forum focus on key work streams and agendas 

 Monitoring and compliance with mandatory training requirements 

 Annual Reporting  

 Incident reporting analysis and aggregation – learning  

 Consultant Staff required to appraise Juniors on skills and knowledge regarding safeguarding,  mental capacity 
and consent procedures 

 Medical Director’s annual appraisal of senior medical staff 

 SI review processes 

 Allegations against professional management  

 Review and scrutiny of risk controls and assurances through Integrated Safeguarding Committee and Quality and 
Governance Committee 

Further Mitigation and actions required: (what 

more should we do? 

Responsible Persons  Timescales  Gaps in assurance and actions not being actioned  

• Consistent application of audit and monitoring to be applied consistently by all clinical divisions 

1. Appointment to Safeguarding Children 
Lead Nurse  

Director of Nursing and 

Integrated Governance  

Deputy Chief Nurse/Director of 

Nursing Divisional Director of 

Surgery, Women and Children  

End July 2019 

Risk source Risk Assessment  Anticipated effect of controls The reduction of the Trust’s risk in relation to delivery of services supporting safeguarding  
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Corporate Objective 2 

Improve our patients’ and 
carers’ experience of our 

services 

Risks 

AF 1.4  
Risk of intelligence giving insight into patient user 
experience, complaints and feedback not being 
maximised to prioritise actions that demonstrate 
learning. 

Patient and Service User Experience Strategy and processes 

Patient/user stories and/or experience inform discussions at 
Board & sub committees 

Results of every NHS patient survey are communicated to the 
Board and other forums, action plan devised, periodic 

feedback to Board 

Key 
Controls 
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Strategic Primary Corporate Objective 2 
  

BAF Ref: 
AF 1.4 

Date entered on register:  
28/05/14 

Risk ID number: CR3461 

Risk Description: Risk of intelligence giving insight into patient user experience and complaints feedback not being 

maximised to prioritise actions that demonstrate learning and improvements for patient user experience and feedback 

mechanisms. 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of Nursing and Integrated Governance    

Current Risk 
Score (L x C) 
3 x 3 = 9 

Risk Direction 

Unchanged 

Last received at Q&G Committee: 
January 2019 

Target Risk 
Rating 
1 x 3 = 3 

Target Gap Score 
6 close monitoring 

Date of next review at Q&G Committee: 
August 2019 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

Some gaps identified in assurances  

Date when target risk score expected to be achieved: It is expected that the target risk score will be achieved by end Qtr. 3 
2019/20 (reflective of the timescales for the improvement plan to be implemented over the next two quarters) 

Rational for risk appetite; The Trust has a preference for safe delivery options, limited tolerance for 
repercussions for the organisation 
 

Controls:  

 Patient and Service User Experience Strategy reviewed and updated Patient/user stories and/or experience inform 
discussions at Board and Board sub committees. 

 Care Opinion/Patient Choices/ Complaints/ Concerns receive Board scrutiny and analysis 

 Friends and Family Programme in place and internal patient experience surveys 

 Patient Experience and Service User Group work stream report and work plan 

 Council of Governors and Membership  engagement processes 

 Volunteer Engagement  

 Results of every NHS patient survey are communicated to the Board and other forums, action plan devised, 
periodic feedback to Board  

 Increase opportunities for involvement in Trust Committees, working parties and structures 

 Aggregated Learning Reports  

 Health Watch  meetings, unannounced visits and reports 

 CQC standards and associated work stream linked to assurance monitoring supported by third party assurance 
testing by unannounced visits 

 Equality and Diversity Framework 

 Visits and assurance mechanisms for individual clinical areas including Executive walk rounds, the development of 
ward accreditation process and monthly oversight of patient experience metrics 

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?): 

 Posting on key websites 

 Updates provided to Board and Board sub committees 

 Council of Governors meetings/minutes 

 Quality and Governance Committee meetings/minutes/walk rounds 

 Performance monitoring against specific metrics and milestones 

 Quality Account process and key work streams associated with the quality strategy including patient 
engagement and experience 

 MIAA audits on a commissioned basis for specific areas 

 Open and Honest publications 

 Action plans in response to concerns/significant complaint findings 

 Complaints Annual Report 

 Patient Experience Annual Report  

 National surveys – Inpatient, cancer, maternity, Emergency Department and Children and Young 

People 

 Real-time patient experience feedback and reports (FFT and locally developed surveys) 

Further Mitigation and actions required:  Responsible persons Timescale Gaps in assurance and actions not being actioned Consistent implementation of systems in use to be 

continually reinforced and monitored by Board and sub committees 

Evidence of hearing the voice of the child 

Co-production and embedded patient and service user involvement across all services and relevant 

improvement work streams 

1. Continue to focus on areas identified in the 
improvement metrics.  All in-patient areas to 
achieve a 30% response rate. All areas to achieve 
95% positive response rating 

2. A full review of patient feedback mechanisms and 
revision of patient experience action plan is being 
undertaken by the Head of Patient Experience.  

3. A revised Patient and Service User Engagement 
strategy is to be developed with patients, the 
public and partners to inform the trust’s future 
strategy,   

Director of Nursing and 

Integrated Governance 

and Associate Director 

of Integrated 

Governance  

1&2Continuous implementation 

throughout 19/20 

2.End September  2019 

3. Continuous engagement ahead 

of re-launch of strategy by March 

2020. By December 2019 draft 

strategy in place 

Risk source National requirements regulatory monitoring  Anticipated effect of controls: It is anticipated that continuation of the strategy will continue improvement 

and reduce the risk  
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Corporate Objective 4 

Drive service improvement, 
innovation and 
transformation. 

Risks 

AF 2.6 The benefits demonstrated through 
implementation of new models of care will not be 
sustained if funding is not identified by March 2020 
when transformation funding ceases 

Monitoring of project performance is undertaken through the 
agreed KPI’s. 

Oversight of project performance is monitored through the 
governance processes with the ICFT across the wider health 

economy. 

Exit strategies for each of the projects developed to avoid 
spending on areas that are found to be of low benefit, 

Key 
Controls 

AF2.7  
Data Quality and Information Accuracy and 
Completion: 
Failure to have accurate data, recover all patient 
income and have accurate timely information to 
optimise capacity and minimise waiting times 

Coded data assurance work being undertaken on ongoing 
basis 

Monthly forum capturing the activity for service changes and 
transformation schemes 

Data validation through RTT tracking team/ waiting list 
managers, discharge summary projects 

Key 
Controls 

AF4.9 
 If the Trust does not have an effective Research and 
Development governance programme and 
infrastructure then there is a risk that we will not 
meet research and Development regulatory 
requirements and organisational objectives 

Research and Development Lead clinician reporting to the 
Medical Director. 

Research and Development Governance Group 

Research policy and procedures and operating framework to 
National Standards. 

Key 
Controls 

AF 1.24.   
When bed occupancy is high this has a negative 
effect on patient flow and achievement of the four 
hour Emergency Department Standard. 

Admission avoidance Team in place 

Working in partnership with external agencies which support 
admission avoidance 

Digital Health in place to avoid unnecessary ED attendances 

Key 
Controls 
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Strategic Priority (Objective) Corporate Objectives 4  BAF Ref: AF1.24 Date entered on register: 04/09/14 Risk ID number: AF 3483 

Risk Description: When bed occupancy is high this has a negative effect on patient flow and achievement of the four hour Emergency 
Department Standard. 

Assurance Committee 
OG / EMT  

Executive Director Lead 
Chief Operating Officer 

Current Risk Score (L x C) 
3 x 4 = 12 

Risk Direction 

De-escalated  

Last received at Ops/EMT:  
June 2019 

Target Risk Rating 
2 x 4 = 8 

Target Gap Score  
4 Tolerable 
5 

Date of next review: 
July 2019 

Graph of Risk over time 
 

 
 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

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

Date when target risk score expected to be achieved 
End of quarter 4 2019/20 

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

Controls:  
Admission avoidance controls  

 Admission avoidance Team in place 

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

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

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

 GP Bay established on IAU 

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

 Primary Care Streaming commenced 

 Expansion of the ambulatory model 

 Medical specialities in reaching into ED 

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

Timely discharge controls 

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

 Focused work with patient flow across the organisation 

 Monthly reset weeks to support flow 

 Weekly Ex-led meeting to reduce super stranded/stranded patients.  

 Continue to embed R2G processes  

 Introduced red bag scheme 

 Neighbourhood teams in-reach to support discharge processes.  

 MDT board rounds on MAU to support discharge  

 Development of IV Therapy at home services.  

 Home first model implemented   
Patient Experience Controls  

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

 Extended NWAS bay to support triage 

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

 Reviewed staffing rotas to ensure less variation in skill mix 

 IV therapy team within the community supporting admission avoidance 

 Improvement work underway to support ambulance handover 

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

 Reviewed medical rota to increase consultation cover in ED & MAU 

 Neighbourhood teams undertaking assessment of frail patients.  

 Urgent care delivery board developed winter plan  

Assurance: 
Internal Assurances 

 Daily monitoring of bed capacity and ED Waiting times 

 Waiting List Steering Group.  

 Activity Planning Group (monthly) 

 Monthly contract performance reporting to Executive Management Team and Board 

 Monthly finance and activity reporting to Board. 

 Urgent Care Delivery Board 

 Stranded Patient Metric 
External Assurances 

 MIAA audits 

 Monthly submission of DTOC data 

 GM Utilisation Reports 

 NWAS Handover Times 

 F&F Test Results 

 NHS Choices Feedback 

 Key Metrics Neighbourhoods 

 Balance Score Card 

 Transformation Programme Leads Meetings 

 Stranded Patient Metric 
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 NWAS divert policy agreed 

 OPEL principles in place and assessed throughout the day  

 COMMs strategy in place across GM  

 Extensive care team in place  

 Review of frequent attendees with MH  

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

 Paediatric Consultant providing in reach to ED.  

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

 UCDB meet monthly 

Mitigating actions: (what more should we do?) Responsible person  Timescales  Gaps in assurance and actions not being actioned  
Third party action by other parties and stakeholders has impact upon organisation.  1. Development of integration strategy and further models 

with key partners 
2. Implementation of  Recovery Plan by all partners 
3. Use data to drive opportunities for continual 

improvements   

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

continuing cycle of 
improvement  

Risk source  
Performance and internal  monitoring,  Third party review incidents, complaints  

Anticipated effect of controls (Expected /risk score reduced) Reported at Board meeting aligned to performance 
trajectory and performance report 

 

  



Page 30 of 51 
 

Strategic Primary Corporate Objective 4,  
 

BAF Ref:  AF 2.6 Date entered on 

register: 28/05/2014 

Risk ID number: CR3525 

Risk Description:  The benefits demonstrated through implementation of new models of care will not be sustained if funding is not 

identified by March 2020 when transformation funding ceases 

Assurance Committee 
Finance Committee 

Executive Director Lead 
Director of Finance  
 

Current Risk Score (L x C) 
3 x 4 = 12 

Risk Direction 
Unchanged 

Last received at Finance Committee: 
July 2019 

Target Risk Rating 
2 x 4 = 8 

Target Gap Score 
4 Tolerable  

Date of next review: 
August  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current intelligence 

and information  

 

Date when target risk score expected to be achieved 
End Quarter 4 2019/20 

Rationale for risk appetite: - Only prepared to accept a limited financial loss if essential. VFM is a primary concern 

Controls: 3 primary key controls in bold 

 Strategy Patient Care to Population Health  

 Long term planning process 

 Evaluation of transformation schemes has demonstrated effectiveness 

 Work with Single Commissioners to identify potential solutions 

 Transformation scheme alignment with NHS Long Term Plan 

 Level of assumed recurrent funding included in Economy Financial plans however this is assumed rather than agreed  
 

Assurance: (how do we know if the things we are doing are having an impact)  
Internal Assurances  

 Executive Team and Board  

 Programme Leads reports and  meetings  

 Finance Committee 

 Assessment of factors impacting on project e.g. further growth in demand 

 PMO tracker against each project 

 Reporting to GM and outputs shared with GM Health and Social Care Partnership 

 Local Executive Group  

External  

 Presentation to Lead Executive Group (LEG) and Care Together Programme Board 

 MIAA Governance in relation to transformation scheme 

 GM oversight of Trust Project Care Together Programme Board 

 Requests for showing our service models at both regional / national levels.  

 Evaluation results.  

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

Whilst there has been a growth in demand this is currently insufficient to realign resources. 

Not all schemes will be evaluated by March 2020 therefore the Commissioners may not have sufficient assurances 

to commit to funding.  

 

• Work with Single Commissioners to identify potential solutions  Director of Finance and Chief 

Operating officer   

Throughout 2019/20 

Risk source   financial and performance data and intelligence  Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as improvements take 

traction 
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Strategic Primary Corporate Objective 4,  
 

BAF Ref:  AF 2.7 Date entered on 

register: 15/09/2014 

Risk ID number: CR3486 

Risk Description Data Quality and Information Accuracy and Completion: 

Failure to have accurate data, recover all patient income and have accurate timely information to optimise capacity and minimise waiting 

times 

Assurance Committee 
EMT 

Executive / Divisional Lead 
Director of Performance and Informatics 
 

Current Risk Score (L x C) 
2 x 4 = 8 

Risk Direction 
Unchanged 

Last received at EMT/ IM&T Group: 
March 2019 

Target Risk Rating 
1 x 4 = 4  

Target Gap Score 
4 Tolerable  

Date of next review: 
July 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current intelligence 

and information  

 

Date when target risk score expected to be achieved 
It is expected that this risk will meet the target score in May 2020 

Rationale for risk appetite:- Preference for safe delivery options that have a low degree of inherent risk and may 

only have limited potential for reward  

Controls: 3 primary key controls in bold 

 Coded data assurance work being undertaken on ongoing basis 

 Data validation through RTT tracking team/ waiting list Managers, discharge summary project 

 Monthly forum focussed on capturing the activity for service changes and transformation schemes 

 Ongoing and monthly scrutiny of data, actioning and income performance. 

 Increased benchmarking and use of metrics. 

 Board Report re delivery of financial programme. 

 Governance programme in place with checks 

 Additional resources added to scrutinise ED data quality  

 Completion of E Cas Card allowing strengthening of data capture 
. 

Assurance: (how do we know if the things we are doing are having an impact)  

 Outcome to be reported to Board and subcommittees as part of benchmarking and metric reports. 

 Board reports re delivery of corporate programmes 

 MIAA audits  

 Trust performance reports and associated actions 

 Quality Account  

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

No gaps in assurance identified  

 

1. Further cleansing and development of EMIS data quality is being 

progressed 

2. Increased coded data capture from inpatients wards and 

theatres  

Director of Performance and 

Informatics  

Director of Performance and 

Informatics 

 

1.Continuous 

implementation and review 

at IM&T Group 

2.End of Q4 19/20 

Risk source   financial and  performance data and intelligence    Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as improvements take 

traction 
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Strategic Primary Corporate Objective 4,  
 

BAF Ref:  AF 4.9 Date entered on 

register: 15/09/2014 

Risk ID number: CR3493 

Risk Description If the Trust does not have an effective  Research and Development governance programme and infrastructure  then 

there is a risk that we will not meet research and Development regulatory requirements and organisational objectives 

 

 

Assurance Committee 
Quality and Governance Committee 

Executive / Divisional Lead 
Medical Director  
 

Current Risk Score (L x C) 
2 x 3 = 6 

Risk Direction 

 Target achieved 

Last received at Q&G  Committee: 
January 2019 

Target Risk Rating 
2 x 3 = 6  

Target Gap Score 
0 Risk target achieved 

Date of next review: 
August  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current intelligence 

and information  

 

Date when target risk score expected to be achieved 
Not applicable – this risk is at target score  

Rationale for risk appetite:- Preference for safe delivery options that have a low degree of inherent risk and may 

only have limited potential for reward 

Controls: 3 primary key controls in bold 
1. Research and Development Lead clinician reporting to the Medical Director. 
2. Research and Development Governance Group. 
3. Research policy and procedures and operating framework to National Standards. 
4. Development of research infrastructure in partnership with South Manchester University Hospitals NHS Trust (UHSM) 

Assurance: (how do we know if the things we are doing are having an impact)  

 Annual report to Quality and Governance Committee   

 Executive Management Team  Board Reports 

 Exception Reports  

 Audit – Internal, External  

 Third party reviews and feedback  
 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

No gaps in assurance identified  

 

 

1.Continuous improvement by review of any internal or external audits 

and recommendations  

Medical Director  

All members of the Research 

and Development Group  

1.Timescales to be decided 

following receipt of any audit 

reports and reviewed at  

each R&D Group  

Risk source   Risk assessment, regulatory framework  Anticipated effect of controls It is anticipated that the risk score will be maintained at the target score  
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Corporate Objective 5 

Develop our workforce to 
meet future service and 

user needs 

Risks 

AF 5.4  
Medical Staffing – The ability to recruit to 
Consultant and Middle Grade posts due to national 
shortages in certain specialties i.e. Radiology, 
Medicine and A&E. This may impact on patient 
experience and the ability to provide safe care.   

Use of Agency and Locum staff to bridge the gap 

Capacity & Demand being reviewed through robust job 
planning process 

Continuous recruitment in to the vacant posts is 
underway and to continue under monitoring 

Key 
Controls 

AF 5.14 
Government changes to tax relief for pension 
savings will result in greater tax liabilities for higher 
paid members of the workforce, impacting on 
workforce availability to meet service demands (as a 
result of staff taking earlier retirement and choosing 
not to engage in additional work).   

Development of initiatives to reduce the impact of tax 
liabilities  

Continuous monitoring of NHS Pensions review of the 
reforms and any outcomes   

 Close monitoring of rotas to ensure appropriate cover and 
performance to identify any areas of impact 

Key 
Controls 

AF 1.22  
If medical staff do not have the relevant skills and 
training support and supervision there is a risk that 
care will not meet standards of safe practice 
impacting on patient experience, the quality of care 
and outcomes 

Mandatory Training requirements and review annually of 
training needs analysis 

Educational Governance Group to coordinate and 
systematically apply educational governance 

Appraisal and revalidation processes  

Key 
Controls 

AF 1.23 
The ability to consistently sustain and maintain safe 
nurse staffing levels and consistently deliver care 
hours per patient per day, high quality and safe 
care. 

Robust retention plan and work with NHSI 

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 

Key 
Controls 
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Corporate Objective 5 

Develop our workforce to 
meet future service and user 

needs 

Risks 

AF 5.13 
 If staff do not complete mandatory training in line 
with the Training needs analysis then there is a 
potential for staff to short fall of the expected 
current practices, skills and knowledge resulting in a 
reduction of  standards of clinical care delivery 

Mandatory Training requirements and review annually of 
training needs analysis 

Staff access to face to face sessions as well as online modular 
training options 

Revised appraisal system embedded to strengthen the 
systems for development and skill identification 

Key 
Controls 
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Strategic Primary Corporate Objective 5  BAF Ref: AF 5.4  Date entered on register: 15/09/14 Risk ID number:CR3482 

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, Palliative care. This may impact on patient experience and the ability to provide safe care.  

Assurance Committee 
Workforce Committee  

Executive Director Lead 
Medical Director / Director of Human 
Resources 

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

Risk Direction 
Unchanged 

Last received at Workforce Committee: 
 April 2019  

Target Risk Rating 
2 x 5 = 10 
 

Target Gap Score 
10 concern 

Date of next review: 
July  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

There is a national shortage of Consultant 

and Middle Grade doctors in some 

specialties therefore there is additional 

reliance on Locum and Agency staffing to 

provide full staff compliment in some 

areas 

Date when target risk score expected to be achieved 

Local and National picture and changes influence the Trust’s ability to achieve this target end 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: 3 primary controls in bold  

 Use Bank Staff to bridge the gap 

 Capacity & Demand being reviewed through robust job planning process 

 Continuous recruitment in to the vacant posts is underway and to continue under monitoring 

 Continual International recruitment  

 Workforce strategy 

 Sickness Policy and monitoring  

 Temporary staff management monitoring 

 Senior Managers receive daily staffing report summaries 

 Staffing monitoring 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 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) 
 

Further Mitigations and actions required :-( what more should we do?) Responsible Persons  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  aligned to performance trajectory 
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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 Lead 
Director of Nursing and Integrated Governance , 
Director of HR 

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

Risk Direction 
Unchanged 

Last received at Workforce Committee: 
January 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 tolerable  

Date of next review at Workforce Committee : 
July  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

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

Date when target risk score expected to be achieved 
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 and may only have 
limited potential for reward  

Controls:  

 Roster sign off/scrutiny 

 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 

 New developing workforce safeguards (NHSI publication) is being systematically reviewed. Statement will be 
provided 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 

 Quality & Governance Committee 

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

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

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

2. Continue to develop new entry points i.e. TNA COMPLETE 
3. Acuity Review of Workforce Safeguards 
4. Explore nursing international recruitment  
  

Director of Nursing and 
Integrated Governance   
Deputy Directors of Nursing  
 
 
  

1.Complete 
 2.Complete 
3.September 2019 
4. September 2019 
 
 
 

Risk source Operational performance, incidents and complaints Anticipated effect of controls To continue to maintain safe staffing levels 
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Primary Strategic Corporate Objective 5 BAF Ref: 5.14 Date entered on register: 

31/05/2019 

Risk ID number: CR5096 

Risk Description Government changes to tax relief for pension savings will result in greater tax liabilities for higher paid members 

of the workforce, impacting on workforce availability to meet service demands (as a result of staff taking earlier retirement and 

choosing not to engage in additional work).   

Assurance Committee 

Workforce Committee  
 

Executive Lead 

Director Of Human Resources   

Current Risk Score (L x C)  

3 x 4 = 12 

Risk Direction  

New 

Last received at Workforce Committee: Not applicable  

Target Risk Rating 

2 x 4 = 8 

Target Gap Score 

4 Tolerable 

Date of next review: 

July 2019  

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Based on analysis of the potential impact on higher paid 

members of the workforce  

Date when target risk score expected to be achieved 

Consideration and implementation Local options to reduce the risk will occur throughout the financial year 2019/20. There are 

limitations on the ability of the organisation to mitigate the risk without Government intervention therefore the timescale of the 

risk is under continuous review.  

Rationale for risk appetite  

The Trust has a preference for safe delivery of services but will be required to tolerate a degree of inherent risk due to changes 
outside of the Trust’s control. 

Controls: 3 primary key controls in bold   

 A paper currently being considered to reduce the impact of the pensionable input amount by either limiting the increase 

in pension scheme membership or decreasing the pensionable salary. This includes consideration of an opt in opt out 

cycle the pension scheme 

 Close monitoring of rotas to ensure appropriate cover  

 Close monitoring of service demands and performance to identify any areas of impact. 

Assurance: (how do we know if the things we are doing are having an impact)  

 Workforce Committee and Board Reports on staffing against demands  of the services 

 Medical staffing reports 

 Monitoring of waiting lists 

 Medical Staff rota monitoring 
 

Further Mitigation and actions required: (what more should 
we do?) 

Responsible persons  Timescale  Gaps in assurance and actions not being actioned  

None identified however there are limitations to which the Trust can mitigate the risk through local arrangements. Uncertainty 

of the outcome review of the reforms by the Advisory Group for NHS Pensions 1. Continued vigilance and monitoring of the NHS 

Pension Scheme Advisory Boards commissioned 

advisory sub-group analysis of the reform and 

exploration of how life insurance or income 

protection benefits could be facilitated for staff 

opting out of the pension scheme.  

2. Further Review of  the legal options  to reduce the 

impact locally and minimise tax liability  

3. Further exploration of  converting cash payment to 

further programmed activities in recognition of the 

time required for these roles for Clinical Directors 

and Clinical Leads   

 

Director of HR / 
Assistant Director of HR  

1 Continuous reinforcement  
2&3 Review at Workforce 
Committee.   

Risk source Legislative changes to pension savings  Anticipated effect of controls It is anticipated that the risk score will be reduced by local controls however there are limitations 

on the Trust’s ability to reduce the impact of Government changes.   
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Primary Strategic Corporate Objective 5 BAF Ref: 1.22 Date entered on register: 

15/09/14 

Risk ID number: CR3481 

Risk Description If medical staff do not have the relevant skills and training support and supervision there is a risk that care will 

not meet standards of safe practice impacting on patient experience, the quality of care and outcomes.  

 

Assurance Committee 

Workforce Committee  
 

Executive Lead 

Director Of Human Resources   

Current Risk Score (L x C)  

2 x 4 = 8 

Risk Direction 

Unchanged 

Last received at Workforce Committee:  

April 2019 

Target Risk Rating 

1 x 4 = 4 

Target Gap Score 

4 Tolerable 

Date of next review: 

July 2019  

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Based on improvements in HEENW and 

mandatory training data  

Date when target risk score expected to be achieved 

End Quarter 3 2019/20 
Rationale for risk appetite  

The Trust has a preference for safe delivery of skills training and supervision but will tolerate a low degree of 
inherent risk  

Controls: 3 primary key controls in bold   

 Induction and Mandatory Training requirements and review annually of training needs analysis  

 Educational Governance Group  to coordinate and systematically apply educational governance 

 Revalidation processes and metrics 

 HEENW action plan and requirements. 

 Revised appraisal system embedded to  strengthen the systems for development and skill identification  

 Medical Education Committee 

 All key policies and procedures held on Intranet 

 Document control system 

Assurance: (how do we know if the things we are doing are having an impact)  

 Third party assurance received from MIAA Audit regarding the medical staff revalidation process provides 
assurance around the revalidation element. It is anticipated that further implementation of the agreed 
action plan and mitigations will mitigate and reduce the risk to an organisationally acceptable level. 

 Education, Training and Development Group is established and embedding  Divisional ownership 

 HEENW reports and feedback 

 Monthly training compliance report by email 

 EMT Performance Report 

 Board Report 

 Workforce Committee  

 Junior Doctors forum 

 Quarterly exception reporting   

Further Mitigation and actions 
required: (what more should we do?) 

Responsible persons  Timescale  Gaps in assurance and actions not being actioned  

None identified however inconsistent application of required training standards by individuals needs constantly 

challenging. 1. Focus on medical staff 

attendance at Safeguarding 

level 3 training 

2. Focus on increasing medical 

staff compliance with 

Resuscitation training  

3. Ongoing Monitoring of doctors 

in training experience via GMC 

surveys 

Director of HR / Assistant 
Director of HR  

1, 2, & 3 Continuous reinforcement and review at 
Workforce Committee.   

Risk source External Review  Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as assurance is obtained 

of improvement  
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Primary Strategic Corporate Objective 5 BAF Ref: 5.13  Date entered on register: 

31/05/2019 

Risk ID number: CR5095 

Risk Description If staff do not complete mandatory training in line with the Training needs analysis then there is a potential for staff to 

short fall of the expected current practices, skills and knowledge resulting in a reduction of  standards of clinical care delivery 

Assurance Committee 

Workforce Committee  
 

Executive Lead 

Director Of Human Resources   

Current Risk Score (L x C)  

1 x 4 = 4 

Risk Direction  

New 

Last received at Workforce Committee: 

Not applicable  

Target Risk Rating 

1 x 4 = 4 

Target Gap Score 

0 

Date of next review: 

July 2019  

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Based on improvements current 

performance/ mandatory training data  

Date when target risk score expected to be achieved 

At target Score  
Rationale for risk appetite  

The Trust has a preference for safe delivery of skills training and supervision but will tolerate a low degree of 
inherent risk  

Controls: 3 primary key controls in bold   

 Mandatory Training requirements reviewed annually of training needs analysis  

 Educational Governance Group  to coordinate and systematically apply educational governance 

 Staff access to face to face sessions as well as online modular training options 

 Professional Revalidation processes and metrics 

 Revised appraisal system embedded to  strengthen the systems for development and skill identification  

 All key policies and procedures held on Intranet 

 Document control system. 

 Greater Manchester Mandatory Training Implementation Working Group are looking at efficiencies in core skills training which the 
Trust is participating in.  

 Access for staff to monitor their own training requirements via phone and computer App 

 Monthly reports on compliance issued by email 

 Face to Face session extended to venues in the community for easier community staff access. 
 

Assurance: (how do we know if the things we are doing are having an impact)  

 Workforce Committee and Board Reports on compliance  

 Analysis of capture of all employees against payroll data 

 Breakdown of compliance sent to all Divisions/Directorates 

 Benchmarking of mandatory training needs analysis against other GM Trusts 
  

Further Mitigation and actions required: (what more should we 
do?) 

Responsible persons  Timescale  Gaps in assurance and actions not being actioned  

None identified however inconsistent application of required training standards by individuals needs constantly 

challenging. 1. Continued vigilance and monitoring with follow up in 

areas of non-compliance 

2. Review of mandatory and essential skills training needs 

analysis  

 

Director of HR / Assistant 
Director of HR  

1 Continuous reinforcement  
3. Review at Workforce 

Committee.   

Risk source External Review  Anticipated effect of controls It is anticipated that the risk score will be maintained by effectiveness of controls.   
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Corporate Objective 6 

Use our resources wisely. Risks 

AF 4.2  
Failure to ensure on-going compliance with terms of 
NHS Improvement Provider Licence requirements 

Board reporting in line with FT provider licence requirements  

Board Financial reporting procedures fit for purpose 

FT metric performance framework 

Key 
Controls 

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 

Scrutiny of business case at CRAG 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. 

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. 

Key 
Controls 

AF 5.10   
Failure to delver the required capital commitments 
within the prescribed timeframes and available 
funding 

Finance Team work with budget holders to drive down costs  

Scrutiny of business case at CRAG and EMT. Additional TEP 
identified and approved at EMT only where clearly specified 

savings can be achieved against budgets 

Ensure Divisional teams work with Finance to review income, 
expenditure and TEP variances . 

Key 
Controls 

AF 5.1  
Failure to deliver Trust efficiency programme (TEP) 

Monitoring at the Trust Efficiency Programmes assurance 
meeting  

Ensuring valuing care efficiency programme is communicated 
effectively across the organisation 

Divisional structures performance manage delivery of TEP 

Key 
Controls 
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Corporate Objective 6 

Use our resources wisely. Risks 

AF 5.11 
 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). 

Standing Financial Instructions (SFI's) in place 

Trust Efficiency Programme 

Activity planning and  income activity 

Key 
Controls 

AF 5.7  
Potential impact of European exit in no deal scenario 
on business continuity 

Compliance with national guidance and recommendations 
NHSE 

Local health economy emergency resilience group 

Identified key suppliers and completing NHSI return 

Key 
Controls 

AF 5.9  
Failure to meet the trust's agency gap 

Finance Team work with budget holders  

Ensure Divisional teams work with Finance to review clinical 
productivity and continue to explore and progress workforce 

transformation . 

Recruitment and retention planning and workforce reviews 

Key 
Controls 

AF 2.8 Trust failing to provide a medium to long-term 

sustainable financial plan in December 2019 in line with 
the national parameters (still to be identified). 

Standing Financial Instructions (SFI's) in place 

Trust Efficiency Programme 

Activity planning and  income activity 

Key 
Controls 
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Corporate Objective 6 

Use our resources wisely 
Risks 

AF 2.3  
The organisation may be susceptible to fraudulent 
activity 

Standing financial instruction processes  

Counter Fraud specialist and training  

Counter fraud policy and proactive work plan 

Key 
Controls 
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Strategic Primary Corporate Objective  6  BAF Ref: AF4.2 Date entered on register: 15/09/14 Risk ID number: AF3488 

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

 

Assurance Committee 
Trust Board 

Executive Director Lead 
Board Secretary 
Chief Executive  

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

Risk Direction 

       Unchanged  

Last received at Trust Board: 
May  2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
5 Tolerable 
 

Date of next review: 
July 2019 
 

Graph of Risk over time

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  

 

Rationale for current score: 

Current position against expected 

performance  

Date when target risk score expected to be achieved 

The further reduction of this target score for all services will only be realised with the achievement of a fully Integrated Care System  

Rational for risk appetite  

The organisation is not prepared to accept risks to the ability of the Trust to maintain compliance with the Provider licence 

Controls: 3 primary key controls in bold  

 Board reporting in line with FT provider licence  requirements  

 Board Financial reporting procedures fit for purpose  

 FT metric performance framework 

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

Assurance:  

 NHSI quarterly review meetings 

 Trust Board seminars 

 Board Reports 

 Financial governance infrastructure 

 MIAA Audit – review of Annual Report 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned (what additional assurances should we seek?) 

None identified  1. Achievement of controls totals  
2. Continuous implementation of required actions by all staff 

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

implementation of Trust Improvement Programme and 
Agreed Monitoring action 

All Executive Directors  

Director of Finance  

Divisional Directors 

Financial year 2019/20 

Risk source  

NHS Improvement Provider licence requirements and Regulatory Monitoring 

Anticipated effect of controls  It is anticipated that current controls and mitigations will align performance to ensure 

compliance 
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Strategic Priority (Objective) Corporate Objective 6, BAF Ref: AF5.1 Date entered on register: 19/07/16 Risk ID number: AF4059 

Risk Description : Failure to deliver Trust Efficiency Programme target 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: 
October 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 Programmes 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  Reported at Board meeting aligned to performance trajectory and performance report 
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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       
New 

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 team 

 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 

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 gap 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 
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF 5.10 Date entered on register:  

07/05/2019 

Risk ID number:AF5080 

Risk Description: Failure to deliver the required capital commitments within the prescribed timeframes and available funding  Assurance Committee 

Finance Committee  

Executive Director Lead 

Director of Finance 

Current Risk Score (L x C) 

3 x 4= 12 

Risk Direction       

New 

Last received at Finance  Committee: 

June   2019 

Target Risk Rating 

2 x 4 = 8 

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 Q4 2019/20 

Rational for risk appetite  

The Trust is prepared to accept the possibility of underspending against the capital plan if this ensured investment made were 

the best possible VFM. The Trust wouldn’t overspend against the capital plan without agreement from regulator bodies or 

significant risk to patient safety. 

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 

 Standing Financial instructions 

 Finance Improvement plan. 

 New business case template. 

 Review of the Trust’s asset register. 

 Capital planning where possible in line informed by the Trust’s six-facet survey. 

 Scrutiny of the overall capital plan and all capital projects at the capital-planning group. 

 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  
- Capital planning group 
- Capital, revenue and Investment 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:  

- Finance and performance reports  
 

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  

 

Each quarter 

Risk source Strategic Insight and Foresight Anticipated effect of controls Delivery of Board approved  financial plan 
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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       

New 

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 

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

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

 Established Governance System 

 Improvements to clinical coding team 

 Standing Financial instructions 

 Finance Improvement plan. 

 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 
- Executive Management Team 
- Finance Committee 
- Trust Board 

Financial systems audits by internal and External auditors on:  

- Performance framework in place for ensuring divisional budgetary performance  
- Finance and performance reports  

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

Mitigating actions:  

1. New and improved cash flow forecasting detail. 

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

None identified  Director of Finance / Finance 

Team 

Q1 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 Objective 6,  BAF Ref: AF2.8 Date entered on register: 28/05/14 Risk ID number: AF3526 

Risk Description: Trust failing to provide a medium to long term sustainable financial plan in December 2019 in line with the national 

parameters (still to be identified). 

Assurance Committee 

Finance Committee  

Executive Director Lead 

Director of Finance / Executive Team 

Current Risk Score (L x C) 

2 x 5 = 10 

Risk Direction 

New 

Last received at Finance Committee: 

  June 2019 

Target Risk Rating 

1 x 5 = 5 

Target Gap Score 

5 tolerable  

Date of next review: 

Oct 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 

The Trust is currently working to a deficit plan, 

therefore is not currently financially sustainable 

Date when target risk score expected to be achieved 

The achievement of this for all services will only be realised with the achievement of a fully Integrated Care System. The Trust is 

required to develop a recovery plan by Dec 19. 

Rational for risk appetite  

The Trust is prepared to accept the possibility of some limited financial loss VFM still a primary concern but willing to consider 

other benefits or constraints. 

Controls:  

 Standing Financial Instructions (SFIs). 

 Trust Efficiency Programme. 

 Activity planning income and activity. 

 Scheme of Delegation.  Budgetary Systems and Procedures. 

 Close working with key stakeholders including the Trust’s key commissioners. 

 Strategic oversight and effective planning relating to the long-term plan to ensure the health economies plan is aligned to 
local and national priorities. 

 Engage closely with the GMH&SC themes and other key collaborations. 
 

 

Assurance:  

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

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

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

2.  Implementation of  CPT  plan and formation of an integrated 

Care organisation 

Director of Finance / finance Team 

Executive Team  

Continuing cycle of 

planning 

Risk source  

Strategic Insight and Foresight 

Anticipated effect of controls Reported at Board meeting aligned to performance trajectory and performance report 

 

 

0
5

10
15
20
25

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Target Score

Risk Score

Trajectory Line



Page 49 of 51 
 

 

Primary Strategic Corporate Objective 6 BAF Ref: 5.7  Date entered on register:  

20/02/2019 

Risk ID number: CR5036 

Risk Description  

Potential impact of European exit in no deal scenario on business continuity  

Assurance Committee 

EU Exit project team  

Executive Lead 

Chief Operating Officer  

Current Risk Score (L x C)  

3 x 3 =9 

Risk Direction 

Unchanged 

Last received at EU Exit Group/EPRR 

June 2019 

Target Risk Rating 

2 x 3= 6 

Target Gap Score 

3 Tolerable 

Date of next review: 

July 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: 

Based on local assurance on those 

elements NHSE have asked to consider  

Date when target risk score expected to be achieved 

November 2019 
Rationale for risk appetite Based on a preference for safe delivery options with low inherent risk  

 

Controls: 3 primary key controls in bold   

 Compliance with national guidance and recommendations NHSE 

 Local health economy emergency resilience group 

 Identified key suppliers and completing NHSI return  

 Undertaken assessment of the impact on the workforce 

 Communicated relevant guidance to staff groups (medicines and settlement) 

 Escalation of concerns to North EU Exit Team 

 Partners across health economy assessment of risks across the services  

 Silver command processes from the 28
th

 April 2019 for 2 weeks  

 The Trust has minimised potential disruption during critical dates i.e. IT upgrades, transfer of services.  

Assurance: (how do we know if the things we are doing are having an impact)  

 Completion of returns by national bodies 

 Reviews of guidance as it is published to ensure compliance  

 Reports to EPRR 

 Reports to Executives 

 Via established EPRR processes 

   
 

Further Mitigation and actions required: (what more should we 
do?) 

Responsible persons  Timescale  Gaps in assurance and actions not being actioned  

Lack of assurance in relation to the robustness of supply chain and potential delays in medical devices / 

consumables. 

Dependency  on  regarding specialist providers and the potential impact on tertiary services 

Currently unknown potential of financial impact on the Trust   

1. Await further advice and information from the EU 

National Exit team and government bodies. 

2. Post EU Exit monitoring of impact  

Emergency Planning 
Officer  

1. October 2019 
2. End of Q 4 2019/20 

Risk source Government policy    Anticipated effect of controls It is anticipated that the risk score will reduce incrementally as assurance is 

obtained of efficiency of local and National controls  
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Strategic Priority (Objective) Corporate Objective 6, BAF Ref: AF5.9 Date entered on register: 07/05/19 Risk ID number: AF5079 

Risk Description Failure to meet the Trust's agency cap Assurance Committee 

Finance Committee  

Executive Director Lead 

Director of Finance, supported by EMT 

Current Risk Score (L x C) 

3 x 2= 6 

Risk Direction 

New 

Last received at Finance  Committee: 

July 2019 

Target Risk Rating 

2 x 2 = 4 

Target Gap Score 

2 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 meet the target if expenditure offset’s the shortfall. 

 Finance Team work with budget holders  

 Ensure Divisional teams work with finance to review clinical productivity and continue to explore and progress workforce 
transformation  

 Recruitment and retention planning and workforce reviews 

 Continued use of appropriate NHS approved framework agreements to ensure control and rigor of agency use 

 Benchmarking with other organisations – model Hospital   

 Review of rostering and staff spend metrics 

 Medical job planning reviews  

 Reporting in line with regulatory requirements regarding the use of frameworks and cap rates. 
 

Assurance:  

Internal:                                                                                External: 

                                                                                           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  
 

Mitigating actions: (what more should we do?) 

None 

Responsible person 

  

Timescale 

 

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

No gap 

Risk source  

Strategic Insight and Foresight 

Anticipated effect of controls  Reported at Board meeting aligned to performance trajectory and performance report 

 

Strategic Primary Corporate Objective 6,  BAF Ref:  AF 2.3 Date entered on Risk ID number: CR3524 
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 register: 28/05/2014 

Risk Description The organisation may be susceptible to  Fraudulent activity Assurance Committee 
Audit Committee 

Executive / Divisional Lead 
Director of Finance 
 

Current Risk Score (L x C) 
2 x 3 = 6 

Risk Direction 

 Target achieved 

Last received at Audit Committee: 
July 2019 

Target Risk Rating 
2 x 3 = 6  

Target Gap Score 
0 Risk target 
achieved 

Date of next review: 
October 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate   

High   

Significant   
 

Rationale for current score: Based on current 

intelligence and information  

 

Date when target risk score expected to be achieved 
Not applicable – this risk is at target score  

Rationale for risk appetite: - Only prepared to accept the possibility of very limited financial loss if essential 

VFM is of primary concern.  

Controls: 3 primary key controls in bold 

 Local Counter Fraud Specialist. Counter Fraud Awareness Training 

 Counter Fraud policy and strategy  

 Counter fraud proactive work-plan  

 Counter Fraud awareness at induction 

 Counter Fraud e training module 

Assurance: (how do we know if the things we are doing are having an impact)  

  Annual Qualitative Assessment  

 LCFS/Internal audit internal control and financial control/ systems audit and actions taken where 
weaknesses identified 

 Successful action against frauds uncovered and fraud minimised 

 Audit Committee review and reporting  

 Annual Audit Committee report and assurances  

 Counter Fraud Annual Report  
 

Further Mitigation and actions required: (what more should we do?) Responsible Persons  Timescale  Gaps in assurance and actions not being actioned  

No gaps in assurance identified  

 

 

1. Review and actions following Annual Qualitative 

Assessment/audits  

Director of Finance  1.Following any reports or 

audits during 2019/20 

Risk source   Regulatory framework  Anticipated effect of controls It is anticipated that the risk score will be maintained at the target score  
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Agenda item 14a 

KEY ISSUES AND ASSURANCE REPORT 
Quality and Governance Committee 

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

Issue Committee Update Assurance received Action Timescale 

Patient Story The Committee received a patient 
story regarding a patient who had 
deceased following transfer back from 
another Trust, including learning and 
areas of good practice 

Query re business continuity processes was 
raised and actions being undertaken gave 
assurance. 

The Committee welcomed the increased 
support for colleagues in reviewing decisions. 

Research and 
Development Annual 
Report 

The Committee received the annual 
report on the Trust’s Research and 
Development activity. 

There was positive assurance that the Trust 
was working well in this field, and well above 
the ‘target’ for introducing patients into 
programmes. 
The positive qualitative feedback from Greater 
Manchester also provided assurance. 

Annual Complaints 
report 

The Committee received the annual 
report, in line with the statutory 
Regulations. 

The Committee had positive assurance that the 
Trust was engaged with complainants, looking 
to learn from experience, and not defensive. 

Annual Complaints report to 
be published in line with the 
Regulations 

Assurance and Scrutiny The Committee were advised on the 
progress towards introducing the 
national Medical Examiners’ system 

The Committee welcomed the collaborative 
work being undertaken by Greater Manchester 
and HM Coroners to effectively deliver the 
system. 

Further update reports when 
the process develops 

The Committee noted that the central intention 
was that the system would be cost-neutral for 
provider Trusts. 

Quality Dashboard The Committee discussed the 
performance in reviewing deaths 
within 14 days 

There was positive assurance that the Trust had 
good performance, particularly when all deaths 
were reviewed rather than a sample. 
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Issue Committee Update Assurance received Action Timescale 

Safeguarding ‘Deep Dive’ 
review 

The Committee received a deep dive 
review into safeguarding 
arrangements in the Trust. 

The Committee received positive assurance 
from the ‘deep dive’, noting the integration of 
teams and the good external relationships with 
relevant organisations.  

Committee recommends to 
Board that the risk appetite 
for BAF risk AF1.9 is reduced 
to ‘Low’. 

July 2019 

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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KEY ISSUES AND ASSURANCE REPORT 
Quality and Governance Committee 

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

Issue Committee Update Assurance received Action Timescale 

7 Day Board Assurance Full presentation around assessment of ten key 
standards and proposed action plan. 

Whilst the report did indicate 
some areas of improvement, 
the last audit was undertaken 
over a weekend period.  Audit 
recommendations presented 
and agreed.  

Two key areas being documentation 
and ability to resource a seven day 
service.  
Documentation has a number of 
action work streams and the Trust is 
in dialogue with the CCG re funding 
considerations. 

N/A 

Inpatient Survey 2018 2018 Annual report received in June 2019. 
Engagement low at 39% but better than prior 
year at 34%.  

Key findings presented and 
common themes around 
communication and quality of 
food.  

Ongoing action plans re 
communication. Looking to 
triangulate food results with 
recent/future PLACE audits/data 

Oct 2019 

Medicines Management Deep dive requested into Risk AF 1.12 Detailed presentation and 
update from new Head of 
Pharmacy, providing s summary 
of controls; assurances and 
priorities.  

Risk rating score and target score 
agreed as put. No further action 
needed 

N/A 

Clinic al Effectiveness 
and Audit Annual report 
2018/19 

Full presentation on national audits 
undertaken. 

Fully detailed Quality 
Improvement Action plan for 
each audit. 100% compliance 
with all audit requests.  

Ongoing commitment to all audits  N/A 

Maternity Services 
Incentive Scheme 

Updating report on the self certification return 
for maternity safety actions, which are linked to 
the CNST Incentive Scheme 2019. 

Updating report with 
supporting evidence, where we 
have it. Looking like we will be 
fully complaint again. 

Update date Board on progress  N/A
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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 25th July 2019 X Public  Confidential Agenda item 

Title Financial Report – Month 3 

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 3 Position, regarding Revenue, 
TEP, Capital and Cash.  

Key highlights 

1. Month 3 – Trust reported a £2.434m deficit (Pre PSF) which is £24k below plan 

2. Trust Efficiency Programme – The Trust delivered c£0.878m in month, reporting an 
overachievement in Month 3 of c. £228k.  

3. Agency expenditure - At Month 3 the Trust spent £0.529m against the plan of £0.575m, 
reporting an underspend of £46k 
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As at M03 June 2019/20 

Sam Simpson – Executive Director of Finance



Financial Overview: Month 3 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 30th June 2019, the Trust has reported a net deficit of £2.434m pre FRF and PSF, which is £24k (F) below plan.

• Trust Efficiency Programme (TEP) - the Trust has a TEP target in 2019/20 of £11.580m including carried forward schemes from 2018/19. During 
month 3 the Trust delivered £878k against a plan of £650k, reporting an overachievement of c.£228k in month. 

• The Trust is forecasting at month 2 to deliver c.£10.977m by the end of the year, this is an improvement of £210k in month. Schemes are being 
developed across the Trust to mitigate the shortfall of c.£603k (5%). 

• Agency cap - The Trust has an agency cap of c.£9.454m, but a plan of £7m. During Month 3 the Trust spent £529k against a plan of £575k, 
reporting an underspend of £46k and reporting below the cap. Cumulatively, the Trust is £3k overspent against plan.

• Capital – Capital expenditure is behind plan by c.£305k (A).

• Cash – The cash balance was £84k less than plan at the end of Month 3.



Financial Overview: Divisional Position
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Summary of PerformanceSummary of Performance

• Community Services - £48k 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 - £222k underspent. Main underspends relate to Computer 
Hardware £31k, Legal Fees £24k, Bad Debts £21k and Vacancies £67k.  
This is offset by the under recovery of RTA income £41k.

• Income £117k overspent. Underperformance in critical care for 
Associate commissioners of £101k in the month. High cost drugs for 
associates is under plan YTD by £77k in the month, this is offset in 
expenditure. A&E attendances continues to be above plan for T&G CCG 
and associates including the walk in centre, £52k above plan YTD. 

• Medicine & CSS £129k overspent. Overspends mainly relate to urgent 
care, £35k due to premium costs incurred of running the walk in centre 
and overspends in ED due to A&E speciality doctors £45k. Pressures in 
medicine continue, with Gastro, Rheumatology and Dermatology 
overspent due to backfill locum costs.

• Reserves £182k overspent. Overspent due to the release of pressure 
funding to the divisions backdated to April.

• Surgery, Women & Children’s £183k underspent. The position is 
predominantly due to TEP overachievement in the month (£146k) as a 
result of nursing vacancies across the division.  The in month position 
also includes a £30k underspend on Orthopaedic medical staff as a 
result of reduced agency usage and a £25k underspend on Anaesthetics 
medical staff due to a reduced number of extra contractual payments 
in the month.  These underspends are partly offset by a £57k 
overspend relating to the ongoing non pay pressure in Theatres. 



Agency & Bank Analysis

Trends of Agency and Bank expenditure and performance against the cap

• Agency Cap – the Trust has been set an agency cap of c.£9.454m 
for 2019/20 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 
£478k each month.

• Performance – against plan, the Trust has underspent  by c.£46k 
in month but remains overspent by c.£3k year to date. Compared 
to the NHSI cap, the Trust is below plan in month and year to 
date. 

• VAT/Plus-Us – Currently VAT is being paid on all agency costs. 
EMT agreed a plan to implement a new direct engagement 
solution which should help to reduce the VAT the Trust pays from 
August. 

Key messages

Agency Cap

12 Month Trend
Bank and Agency spend £000

36 Month Trend by Staff Group
Agency spend £000



2019/20 Trust Efficiency Programme – In Year

2019/20 Key Headlines – In Year

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast

• In Month - delivered c.£878k of savings against a plan of c.£650k, £230k (35%) ahead of plan.
• Year to Date - delivered c.£1.923m of savings against a plan of c.£1.854m, £69k (4%) ahead of plan. 
• Year End - delivered c.£3.937m and forecasting a further c.£7.040m of savings against a plan of c.£11.580m, £603k (5%) behind plan. This is an 

improvement of c.£210k in month.
• Estates – Target has been reduced by £250k, the target has been reallocated to the Technical theme. 
• Community ITS has improved their forecast delivery by £28k in year and £110k recurrently. The theme group have arranged a meeting with the 

FIT team for support in developing further ideas to mitigate the shortfall.



2019/20 Trust Efficiency Programme – Recurrent

2019/20 Key Headlines – Recurrent

2019/20 Trust Efficiency Programme – Theme Breakdown & Forecast

• Recurrent TEP - delivered c.£2.290m and forecasting a further c.£5.670m of savings against a plan of c.£9.380m, £1.419m behind plan 
(15% behind). 

• This is an improvement in month of c. £478k. The improvement has been reported mainly from Procurement and Community ITS.



Cash Flow
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Cash Flow - ForecastCash Flow - Forecast

Key messages

Cash Flow - Forecast
13 weeks

Cash – The month end cash balance for June was £1.136m against a plan of £1.220m, a variance of £84k. Small variances will 
occur during the year as the Trust optimises the balance of supplier payments.

PSF – The Trust has been notified of a further allocation of Provider Sustainability Fund (PSF) value of £207k, following a national 
redistribution of funds post national accounts submission. This is a cash only transaction and will be used to reduce loan 
requirements for the year.

Loans - The total loan liability the Trust will have at year end is c. £97.5m, with draw down not anticipated till Q4.



Capital

8

SummarySummary

Digital 
funding

£0.493m

Capital Plan 

£4.482m

Healthier 
Together
£0.580m

Internally 
generated
£3.409m

Capital Programme BreakdownCapital Programme Breakdown

• The Trust plan for 2019/20 is £4.482m. As anticipated, the reduction in capital plans in May following the NHSE/I request, was insufficient 
to meet the national gap. The position below reflects the revised plan following the initial reduction. A further reduction target was set for 
each region and the target for the Trust was £580k, reflecting the removal of the balance of the Healthier Together PDC. The Trust also re-
profiled the plan to reflect the updated timing of expenditure. These changes will be reflected in the Month 4 Position.

• At month 3, the Trust was below plan by £11k and £305k cumulatively, this relates to:

• IT Schemes (included in Other) – Expected YTD spend £237k YTD, actual expenditure £0; these schemes have been re-profiled in 
the resubmission as delivery is anticipated later in the year.

• Digital - Expected YTD spend £160k, actual expenditure £0. These schemes will be funded from PDC. However, given the national 
position this allocation is still under review. Therefore, the Trust will not be incurring costs at risk.



Balance Sheet

No material movements at the period ending 31st

June when compared to May’s position.

Notes

Trade receivables ( £1.5m increase) 

This increase relates to accrued income for FRF and 
PSF. 

The Trust’s debtors have significantly reduced due to 
enhanced processes and scrutiny.

This has resulted in debtors reducing from a balance 
of over £5m at the start of the financial year to under 
£1.5m in June. Between May and June there was a 
£0.8m reduction.

Current liabilities (£2.6m increase) 

The increase relates to deferred income due to cash 
received in advance from the Local Authority.

Impact:

Both of the measures above contribute to the Trust 
being able to delay when loans need to be drawn 
down and consequently, the Trust will save on in-year 
interest charges.

Key messages
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KEY ISSUES AND ASSURANCE REPORT 
Finance Committee 

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

Issue Committee Update Assurance received Action Timescale 

Single Operating 
Framework 

The Committee were updated on the 
Trust’s performance against the key 
metrics 

There was positive assurance regarding the 
overall performance against the metrics 

The Committee considered the impact of the 
move of the walk-in centre to the Hospital 
site on the metrics, and welcomed the 
intention to undertake a review in the 
medium term. 

Finance Report, M2 (May 
2019) 

The Committee received the report on 
financial performance for the year to 
date. 

There was overall positive assurance that the 
Trust continued to be on target to meet the 
financial plans approved by the Board. 

The Committee noted the governance/ 
control arrangements being put in place in 
relation to budget-holders 

BAF Risks The Committee reviewed the proposed 
revision of risks and scores related 
thereto 

The Committee agreed target scores. Inclusion in Significant Risk 
Report to Board, for Board 
approval of changes 

July 2019 

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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KEY ISSUES AND ASSURANCE REPORT 
Audit Committee 

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

Issue Committee Update Assurance received Action Timescale 

Internal Audit 
programme 

The Committee received the progress 
update on the internal audit plan 

There was positive assurance that the plan was 
progressing appropriately. 

The Committee approved a minor adjustment 
to the plan. 

The Committee noted the Internal 
Audit Charter for 2019-2020 

External Audit update The Committee received the update 
report 

There were no areas of concern at this stage. 
There was positive assurance that the Trust 
was taking the action required in response to 
the technical issues affecting the health sector. 

Annual Reporting The Committee received rolling 
updates on the preparation of the 
Annual Report and Annual Governance 
Statement for 2019-2020. 

The Committee agreed that the process should 
be completed and a final draft provided to the 
Auditors at the same time as the draft Annual 
Accounts, expected to be about 21

st
 April 2020. 

Full timetable for preparation 
of Annual Report, including 
who is preparing which 
section and deadlines, to 
Audit Committee 

September 
2019 

Rolling review of progress November 2019 

Mostly-complete draft to 
Audit Committee 

February 2020 

Final draft, including all 
figures and commentary, to 
Committee 

April 2020 
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Issue Committee Update Assurance received Action Timescale 

Counter-Fraud work The Committee received the regular 
update on work to prevent and detect 
fraud 

There was positive assurance that the Trust 
continued to seek to institute a culture where 
fraud is not tolerated. 

The Committee received the progress update 
on the action plan resulting from the NHS 
Counter Fraud Authority inspection.  

HMRC review of payroll The Committee were updated on the 
outcomes of a recent HMRC review of 
payroll and taxation. 

The HMRC review had found no areas of 
concern or requirements to change processes. 

Conflicts of Interest The Committee received a report on 
the annual review round for ‘decision-
making staff’. 

The Committee considered that a robust 
approach is required to those who fail to 
respond, involving line managers and 
notification to Executive Directors as the first 
escalation step. 

Secretary to escalate those 
who have not replied. 

August 2019 

Annual Report to Board July 2019 

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



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 25th July, 2019 x Public  Confidential Agenda item 

Title Annual Update on Conflicts of Interest 

18 Lead Director 

Author Steve Parsons, Trust Secretary 

Recommendations made/ Decisions requested 

The Board is invited to- 
a. Note the initial outcomes of the annual declaration round for ‘decision-making staff’;
b. Note the potential breaches of the requirements during the year, the learning taken and 

the actions as a result. 

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 

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 x Use of Resources 

This paper is 
related to these 
BAF risks- 



Where issues are addressed in the paper- 

Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed N/A 

Regulatory and legal compliance Sections 1, 4 

Sustainability (including environmental impacts) N/A 

Executive Summary 

As a part of the public service, the Trust has an obligation to ensure that decisions are taken in 
the public interest, and that appropriate arrangements are in place to identify and effectively 
manage any conflict of interest that individuals may have. In addition to the obligations placed on 
Directors by Section 159 of the Health and Social Care Act 2012, all NHS provider organisations 
are required, as a condition of the Standard Contract, to follow and implement the national policy
published by NHS England. The Trust has accordingly adopted the NHS England template policy. 

In line with the national policy, this report outlines- 

a. The potential breaches reported to the Audit Committee during the course of the year 

b. The initial outcomes of the annual declaration round required from ‘decision-making staff’ 
under the policy. 



1. Introduction 

1.1. As a public-sector organisation, the Trust seeks to ensure that decisions are made in the 
public interest and are not improperly influenced by the private interests of the individuals 
making them. Directors have to comply with the duties set out in Section 152 (2) and (3) of 
the Health and Social Care Act 2012. 

1.2. As part of the NHS Standard Contract, the Trust has accepted an obligation to implement 
the guidance on preventing Conflicts of Interest published by NHS England. The Trust's 
has adopted the NHS England template policy, reflecting these obligations. These 
requirements do not apply to Trust Governors, who must declare under the separate 
arrangements in the Council's Standing Orders. 

1.3. The national guidance requires that all staff declare any potentially conflicting interests in 
the following categories- 

1.3.1. Gifts 
1.3.2. Hospitality 
1.3.3. Outside employment 
1.3.4. Shareholdings/ other ownership interests 
1.3.5. Patents 
1.3.6. Loyalty Interests 
1.3.7. Donations 
1.3.8. Sponsored Events 
1.3.9. Sponsored Research 
1.3.10. Sponsored Posts 
1.3.11. Clinical Private Practice 

1.4. All staff are required to declare all of their interests on appointment, moving to a new post 
or undertaking a significant new project, or otherwise in a significant change of 
circumstances. All changes must also be declared (whether a new interest, a change or an 
interest no longer existing) within 28 days of the change. 

2. Internal Audit review 

2.1. As part of the 2018-2019 Internal Audit plan, a review of the management of Conflict of 
Interests work was undertaken, and reported to the Audit Committee in March 2019. This 
identified some areas where the process could be improved; as with all internal audit 
reviews, an action plan has been agreed and is being monitored by the Audit Committee. 

2.2. The actions have resulted in the Trust policy being reviewed and amended to include 
statements related to the application of the Bribery Act 2010 and the ‘Fit and Proper 
Person’ test, as required by the NHS Counter-Fraud Authority. 

3. Annual ‘decision-makers’ round 

3.1. The national policy requires that every provider Trust asks all ‘decision-making staff’ 
annually to review their declaration, update it if required, or make a ‘nil declaration’ if they 
have no declarable interests. For this year, this group covered all staff on the Agenda for 
Change structure at Band 8A and above; and colleagues on the Consultant scales; 
together with Directors. This group was a total of 272 colleagues, who were either written 
to or e-mailed in mid-May 2019 to undertake the exercise. 

3.2. At the point that the Audit Committee reviewed progress in July 2019, 136 colleagues in 
the ‘decision-making staff’ group had either amended their entry in the database or 
recorded a ‘nil declaration’. Work is being undertaken to identify colleagues who logged 
onto the system but did not update their declaration, who will also be taken to have 
complied with the obligations to complete the annual review process. 



3.3. No additional areas of concern or potential conflict of interest have been identified through 
the process to date. 

3.4. As noted in the report of the Audit Committee to the Board, a robust approach to those 
colleagues who have not completed the process had been determined. For all colleagues 
in the group who have not completed the process, the first escalation stage will be to notify 
their line manager to ensure compliance within a short time-scale; and the relevant 
Executive Directors will also be notified. If required, further escalation will involve 
Executive Directors becoming involved with the individual. 

4. Potential breaches 

4.1. The national policy requires that any potential breaches that are identified are regularly 
reported into the governance processes; and that they are also published, together with 
action taken or learning gained, at least annually. Trust policy sets out that reports are 
taken six-monthly to the Audit Committee (which will include, if appropriate, a report that 
there are no identified potential breaches for a six-month period). 

4.2. For this period, two potential breaches have been reported to the Audit Committee. 

4.2.1. A Consultant attended an overseas conference with support from a Pharmaceutical 
company, which was not immediately declared. On the requirement to declare being 
drawn to the individuals attention by the Medical Director, the omission was rectified. 
The Medical Director was satisfied that attendance was appropriate. 

4.2.2. A review by LCFS as part of the Internal Audit review work identified one individual 
who was a Director of companies but had not registered the interest. A review of the 
Trust’s procurement records confirmed that the Trust had not dealt with the 
company, and so there was no requirement to declare. It was also noted that the 
individual had resigned as a Director of that company before the new policy came 
into force. 

4.3. The learning from the case in 4.2.1 above has been that there is a continuing need for 
colleagues to be educated regarding the requirement of the policy, and in particular the 
wide scope of matters that may need to be declared and for which approval may be 
required. There are regular updates provided to all staff in Catch up with Karen, and the 
Trust Secretary is available to assist staff or managers in the event of queries. 



Tameside and Glossop Integrated Care NHS Foundation Trust 

Meeting date 25th July 2019 Public  Confidential Agenda item 

Title CQC Outcome Report  

19  Lead Director Peter Weller – Director of Nursing and Integrated Governance

Author Thomas Jinks – Associate Director of Integrated Governance 

Recommendations made/ Decisions requested 

The Trust Board is asked to note the outcome of the recent CQC Inspection and to approve the 
proposed actions plan designed to address the “Must do Regulation Compliance Actions”. 

The Board is also asked to note the plans to  address the “Should do actions” with oversight and 
monitoring of implementation provided by the Quality and Governance Committee  

This paper relates to the following Strategic Objectives- 

x 1 Deliver safe and caring services 

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

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

x 4 Drive service improvement, innovation and transformation 

 5 Develop our workforce to meet future service and user needs 

x 6 Use our resources wisely 

The paper relates to the following CQC domains- 

x Safe x Effective 

x Caring x Responsive 

x Well-Led x Use of Resources 

This paper is 
related to these 
BAF risks- 

AF1.1  - If the Trust does not  continue to deliver and demonstrate to external 
regulators that services are delivered  in a safe, responsive, caring, effective and 
well led  manner the Trust will not maintain CQC standard rating of good or be 
able to continue to improve care and services  to achieve a CQC rating of 
outstanding 



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 the paper

Sustainability (including environmental impacts) 

Executive Summary 

Background 

Tameside and Glossop Integrated Care NHS Foundation Trust was last inspected by the CQC in 
March 2017 and received an overall rating of “Good”. Since this inspection, much has changed 
with the Trust, and as part of its visions and strategy in line with the Beyond Population Health 
strategic vision the Trust, since the last CQC inspection, has expanded its portfolio to include 
provision of Community Services. 

In March and April 2019, the Trust was re- inspected by the CQC. The inspection followed the 
new CQC Inspection process , and included the following elements and requirements: 

• November 2018 – The Trust was informed that the CQC would be undertaking an 
inspection of the Trust. As part of this process the Trust was required to submit information 
to the CQC as part of the Provider Information Request (PIR). 

• December 2019 – Completed PIR submitted to the CQC. 

• March 2019 – CQC conducted the Use of Resources site visit  

• March / April 2019 – The Trust received an unannounced inspection of its core services. 
The CQC chose to inspect the following Core Services: 

 Urgent and Emergency Care 

 Medical Services 

 Maternity Services 

 Community Adult Services 

 Community Children and Young People Services 

 Community Inpatient Services 

 End of Life Care 

• April 2019 – CQC undertook the Well-Led inspection process 

• June 2019 – Draft outcome report sent to Trust and the factual accuracy checking process 
was completed. 

• July 2019 – Final outcome report published on CQC website. 



Outcome of 2019 Inspection.

The Trust was rated as Good, with some areas rated as Outstanding. This was an improvement 
on the 2017 inspection and as mentioned above also included assessment of the Trust’s 
Community Services which had not previously been inspected. 

Identified Areas for Improvement 

There were areas for improvement identified within the CQC report. These are detailed as either 
“Must Do” regulatory compliance actions or “Should Do” areas for improvement. The Trust is 
legally required to submit to the CQC its action plan for addressing the “Must Do” actions by the 
1st August 2019. Contained within this report (Appendix 2) is the proposed detailed action plan 
highlighting the actions to be taken by the Trust to address these. It is recommended that Trust 
Board approve these actions and its subsequent submission to the CQC. 

It is also proposed within this paper that the remaining “Should Do” actions are owned by the 
Divisions, with the implementation of actions plans to address these concerns overseen by the 
Quality and Governance Committee, with a progress monitoring report then submitted to Trust 
Board on a quarterly basis. 
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1. Introduction 

The Care Quality Commission (CQC) commissioned an unannounced inspection of 
Tameside and Glossop Integrated Care NHS Foundation Trust during March and April 2019. 

As part of this process, the Trust was initially required to submit a completed provider 
Information Request, which was requested in November 2018 and successfully submitted to 
the CQC in December 2018. This was a substantial data request and was extensive in its 
coverage of the Trust. The CQC used this information to provide focus during their 
inspection and in order to triangulate their inspection results. Additional requests for 
information also continued throughout the inspection process until the Trust received its draft 
reports for factual accuracy review. All responses were provided within the allocated 
deadline. 

On the 5th March 2019, a CQC/NHSI Use of Resources Assessment on site visit was 
conducted. This was the first time that the Trust had been subject to this process as part of a 
CQC inspection. 

On the 12th March 2019, the CQC Unannounced Inspection of Core Services commenced. 
Although the Trust was aware that some of its core services would be inspected, a schedule 
of the assessment had not been provided prior to the visit.  

The CQC chose to inspect urgent and emergency care, medical care and maternity at 
Tameside General Hospital and community adult, community children, young people and 
families, community end of life care and community inpatient services. 

As part of this inspection process, the CQC spoke to patients, visitors, carers and staff to 
gain a view of these core services. They also reviewed key documentation, including patient 
records, Trust policies and processes, strategies, committee papers and risk registers. The 
CQC methodology seeks to utilise all of this intelligence and rate each of these Core 
Services in relation five domains assessing whether:  

• Services were safe?  
• Services were effective?  
• Services were caring?  
• Services were responsive to people’s needs?  
• Services were well led?  

In April 2019, following the completion of the inspection of Core Services, the Trust was then 
required to complete its Well-Led inspection, again conducted by the CQC. This separate 
process involved 1:1 Interviews with the Trust Executive Directors, Non-Executive Directors 
and Trust Senior staff members. This process also involved group interviews, documentation 
requests and site visits with a view to determine the effectiveness of leadership across the 
Trust.  

The CQC combine all aspects of the inspection process, and develop a draft outcome report, 
summarising their findings and giving the Trust a rating. The Trust received this draft report 
in June 2019. A factual accuracy checking process was then undertaken by the Trust and 
comments submitted to the CQC.  

In July 2019, following the CQC consideration of the factual accuracy feedback submitted by 
the Trust, a final version of the Inspection Outcome Report was published by the CQC. 
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2. Inspection Outcomes 

The final CQC report that was published on the 4th July 2019, rated Tameside and Glossop 
Integrated Care NHS Foundation Trust as “Good”. The outcome also awarded “Outstanding” 
ratings to some areas, showing a marked improvement from the 2017 previous assessment. 

Table 1 below provides a summary of the Overall Provider Rating: 

Appendix 1 of this report provides a summary of the outcome for each of the Core Services 
that were inspected in March  and April 2019, together with the ratings of the services 
previoulsy inspected in 2017. The  outcomes from the core service insoections, together with 
the Use of Resources and Well Led assessment outcomes are combined to give the Trust 
an overall rating of Good. 

3. What can we be proud of? 

3.1 Noted  areas of Outstanding Practice 

The CQC highlighted within the final report the following areas as being areas of outstanding 
practice: 

Medical care 

There was a culture of continuous learning and development through collaborative learning 
to improve access and flow, patient safety and to improve patient experience. This was 
evident throughout the wards we visited at the hospital. 

Maternity 

The service had a comprehensive and effective Maternity Alcohol Management Algorithm 
(MAMA) pathway, which included a five-step screening test to identify drinking in pregnancy 
and had won an innovation award for this. 

The service was meeting all ten safety criteria under the Clinical Negligence Scheme for 
Trusts (CNST) maternity incentive scheme to support the delivery of safer maternity care. 
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Community adults 

The development of the ‘new models of care’ services, for example the Digital Health 
Service, Integrated Urgent Care Team and Extensive Care Service, were making a positive 
impact on admission avoidance, patient health promotion and experience. 

The service consistently provided timely access from referral to the initial assessment of 
patients and met all national targets and the majority of locally set targets. Outcomes for 
people who use services were positive, consistent and regularly exceed expectations. 

Community children, young people and families 

The children’s nutritional service had developed numerous courses which improved the well-
being of families across Tameside and Glossop. The team followed guidance based on the 
National Institute for Health and Care Excellence standards C34G, PH9, QS94 PH49 and 
government dietary guidelines from the Department of Health. All the standards reflected 
best practice in behavioural change or dietary management. The Children’s Nutritional Team 
also used case studies, evaluation and feedback forms to enhance care. 

3.2 Noted areas of  Good Practice 

The CQC states in its report that it rated the Trust as Good for the following reasons: 

Overall 

• The CQC rated safe, effective, caring, responsive and well-led as good. It rated 
eleven of the Trust’s 12 services as good and one as outstanding. In rating the Trust, 
the CQC took into account the current ratings of the six services not inspected this 
time. 

• The CQC also rated well-led for the Trust overall as good. 

• Since the last CQC inspection in 2017, there had been improvement in the 
completion of mandatory training across the Trust and the concerns raised within 
maternity services had been addressed. 

• The CQC observed there to be sufficient staff with the right qualifications, 
competence, skill and experience, in most areas, to deliver care and treatment to 
meet patient’s needs. 

• Effective systems were noted to be in place to protect patients from abuse, manage 
patient risk and safety incidents and provide evidence-based care. 

• The Trust was observed to be controlling infection risk well. Equipment and premises 
were kept clean in most areas and there were systems and processes in place to 
prevent the spread of infection. 

• Staff were seen to care for patients with compassion. Feedback from patients and 
most carers had confirmed that staff treated them well and with kindness. 

• The CQC observed that there had been significant work undertaken to prevent 
admission to hospital, support people in their homes and improve access and flow 
across the Trust. There were demonstrable reductions in length of stay, a reduction 
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in patient cancellations, reduction in long stay beds and evidence of admission 
avoidance. 

• Leaders were found to be experienced and had the capability to make sure that a 
quality service was delivered and risks to performance were addressed. The 
executive and service level teams were assessed as delivering good operational 
performance as well as being focused on the development of the local integrated 
care system.  

• There was evidence of compassionate, inclusive and effective leadership across the 
organisation. 

Safe.

• Staff knew how to protect patients from abuse and the service worked with other 
agencies to do so, staff had received training on how to recognise and report abuse 
and were able to give examples of when they had done this. 

• The CQC observed that there had been improvement in the completion of mandatory 
training across the Trust since the 2017 inspection. 

• The CQC stated that there were robust systems and processes in place to manage 
patient risks with senior managers at the hospital found to be knowledgeable of these 
risks. 

• The Trust had effective systems for prescribing, giving, recording and storing 
medicines. The CQC found patients had received the right medicines at the right 
dose at the right time. 

• The Trust was found to be managing its patient safety incidents well, and staff who 
the CQC spoke with knew how to report incidents and confirmed that these were 
investigated by managers and lessons learned were shared with other staff. Changes 
were made following incidents to improve patient care. 

Effective 

• The CQC stated that the Trust provided care and treatment based on national 
guidance and evidence of its effectiveness. Managers ensured that staff followed 
guidance. 

• Staff were found to be providing patients with enough food and drink to meet their 
needs and improve their health, and used special feeding and hydration techniques 
when necessary. 

• Managers monitored the effectiveness of care and treatment and used the findings to 
improve them. 

• The CQC highlighted that the Trust made sure staff were competent for their roles. 
Managers appraised staff’s work performance to provide support and monitor the 
effectiveness of the service.  

• Compliance rates with annual appraisal was reviewed and found to be high. 
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• Staff were observed by the CQC working together as a team to benefit patients. 
Doctors, nurses, other healthcare professionals supported each other to provide 
good care. 

• Staff also understood how and when to assess whether a patient had the capacity to 
make decisions about their care. They followed the Trust policy and procedures 
when a patient could not give consent in most of the clinical areas we inspected 

Caring 

• Staff were observed caring for patients with compassion. Feedback from patients and 
carers confirmed to the CQC that staff treated them well and with kindness. 

• Patients and their families were seen to be treated with privacy and dignity. 

• Staff were also observed providing emotional support to patients to minimise their 
distress when appropriate. 

• Staff involved patients and those close to them in decisions about their care and 
treatment 

Responsive  

• There had been significant work undertaken to prevent admission to hospital, support 
people in their homes and improve access and flow, particularly through the services 
provided in the Medical Directorate.  

• There were demonstrable reductions in length of stay, a reduction in patient 
cancellations, reduction in long stay beds and evidence of admission avoidance. 

• Technology had been used to improve productivity and understand service demand 
and capacity. 

• The service took account of patients’ individual needs in most areas, especially 
people in vulnerable circumstances. They provided informed choice and continuity of 
care and reflected people’s individual needs and preferences. Patients and their 
carers were central to the delivery of services. 

• The service treated concerns and complaints seriously, investigated them and 
learned lessons from the results, and shared these with staff. 

Well-Led 

• Managers at all levels had the right skills and abilities to run a service providing high 
quality, sustainable care. Leaders were experienced and had the capability to make 
sure that a quality service was delivered and risks to performance were addressed. 

• The Trust and services had a vision and strategies for what they wanted to achieve 
and workable plans to turn it into action. The Trust worked in partnership with the 
local Clinical Commissioning Groups and the Local Authority to develop the strategy. 
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• Managers promoted a positive culture that supported and valued staff, creating a 
sense of common purpose based on shared values. Staff told us that they felt proud 
to work for the service and felt respected and valued. 

• There was a systematic approach to continually improving the quality of its services 
and safeguarding high standards of care by creating an environment in which 
excellence in clinical care could flourish. 

• There were effective systems in place for identifying risks, planning to eliminate or 
reduce them and coping with both the expected and unexpected. There was a risk 
register in place and risks were managed and reviewed. Managers were clear about 
the most serious risks within their service. 

• The services engaged well with patients, staff, and the public and local organisations 
to plan and manage appropriate services and collaborate with partner organisations 
effectively. 

4. Areas Requiring Improvement  

During the Inspection the CQC found areas requiring improvement action to be taken by the 
Trust. These are classified as either “Must Do” actions or “Should Do” actions. 

“Must Do” actions relate to where there has been a noted breach of legal requirments that 
the Trust must take action to address. The CQC found one breach  which had 3 aspects as 
detailed below 

4.1 “Must Do” actions   

Urgent and emergency care 

• The service must ensure that patients receive care in a timely way and work towards 
improving performance against national standards such as the time from arrival to 
treatment and median total time in the department.  

• The service must ensure they are responsive to individual patients including children 
in line with national guidance including facing the future. 

Community inpatients 

• The service must ensure they meet patient’s rehabilitation needs. 

The Trust is required to submit an action plan detailing the steps it will take to address the 
Regulation breaches. The Trust is required to submit its plan to the CQC by the 1st August 
2019. A proposed action plan has been developed with the support of the Divisions, and is 
provided within Appendix 2.  It is recommended that Trust Board reviews and endorses the 
proposed action plan and approves its submission to the CQC. 

4.2 “Should Do” actions 

The CQC also highlighted a further 34 areas for improvement that the Trust should improve 
to comply with a minor breach - these areas did not justify regulatory action. It is proposed to 
that these actions are owned locally by the relevant Division with an action plan developed to 
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ensure that the Trust fully addresses these areas of concern. It is also proposed that the 
implementation of the actions is overseen and monitored by the Trust’s Quality and 
Governance Committee with quarterly updates on progress provided to Trust Board. 

Appendix 1 – Summary of Ratings 
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Appendix 2 – Proposed “Must Do”Action Plan to address areas  relating to breaches of compliance with Regulation 9 

ID 
How the regulation was 
not being met 
/Requirement 

Primary 
area 
identified 

Description of action 
to be taken to meet 
the requirement  

Divisional 
/ Director 
Lead  

Operational 
lead 

How are we going to 
ensure that the 
improvements have 
been made and are 
sustainable? 

What measures are 
going to be put in 
place to check this? 

What 
resources if 
any are 
needed to 
implement the 
changes and 
are these 
resources 
available?  

Date actions will 
be completed 

How will 
people who 
use the 
services be 
affected by not 
meeting this 
requirement 
until the 
completion 
date  

M19.1 

The service did not 
always take steps to meet 
the needs of individuals. 
We saw examples where 
patients requiring 
individualized care plans 
did not have one in place 
and saw several 
limitations in the 
provisions to meet the 
needs of children 
attending the Paediatric 
emergency department.  

Urgent and 
emergency 
care 

1. Review staffing 
establishment in the 
Paediatric ED, in line 
with RCPCH 
standards & recruit. 

2. Commissioned 
external peer review 
of Paediatric ED 
service. 

3. Reviewed resources 
for Paediatric 
Consultant in reach 
to ED and recruit 

4. Complete an audit of 
care plans developed 
for patients in the ED. 

5. Ensure escalation 
process includes 
specific actions to 
support the demands 
of the Paediatric ED. 

6. Develop a training 
programme for care 
of children for all ED 
clinical staff. 

Fiona 
Clarke / 
Denise 
Stones 

Anthony 
Edwards / 
Judy 
Coombes 

- Ensure recurrent 
funding   is 
identified and 
allocated by 
following 
established 
financial 
governance 
processes. 

- Job planning of 
allocated time in 
the department 
for Paediatric 
Consultant  

- Monthly Roster 
Scrutiny to 
monitor planned 
staffing levels 

- Add a check to 
the 2 hourly 
board round that 
staffing levels 
are appropriate 
to meet the 
needs of the 
children 
attending the 
department.  

Funding to 
support the 
recruitment of 
additional 
nursing and 
medical staff.  
These 
resources have 
been identified 
as part of the 
annual 
planning 
process. 

1. Review comp 
May 19. 
Recruitment 
Nov 19 

2. End Oct 19 

3. Recruitment 
comp by Oct 
19 

4. End of Aug 19 

5. End Aug 19 

6. Dec 19 

Although 
mitigation of 
increased in 
reach has been 
implemented on 
extremely busy 
days there may 
be occasions 
where children 
with non-life 
threatening 
conditions have 
a sub-optimal 
wait for expert 
opinions. 
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M19.2 

The Trust did not meet 
the Royal College of 
Emergency Medicine 
recommendation that 
states that the time 
patients should wait from 
time to arrival to receiving 
treatment should be no 
more than one hour. The 
Trust did not meet the 
standard over the 12 
month period from 
November 2017 to 
October 2018.  

Urgent and 
emergency 
care 

1. Improvement 
project lead by 
Chief Operating 
Office to improve 
performance 
against the 4 hour 
standard and other 
clinical quality 
indicators. Including 
the development of 
SOPs: 

• Plan for the day 
• Escalation plan 
• 2 hourly board 

round to manage 
flow and care  

• Staffing models in 
line with activity 

• Allocation of 
doctors and clinical 
decisions makers 

Trish 
Cavanagh 

Fiona 
Clarke 

Monitoring of 
performance metrics 
against standard via 
weekly performance 
report to Executive 
Management team 
and other corporate 
governance forums. 

Service 
Improvement 
Managers 
allocated to 
support 
process.  
Further 
resources to 
be identified as 
part of the 
process, 
although it is 
not anticipate 
that there will 
be significant 
additional 
resources 
required. 

1. Sept 19 
Patients who 
have been 
triaged as 
having less 
urgent clinical 
needs may 
experience a 
longer than 
desirable wait 
for treatment. 



13

M19.3 

Within the community 
inpatients unit the 
Therapy Service was not 
provided at the weekend 
at the time of inspection. 
Therapy staff did not feel 
they were able to offer 
rehabilitation as much as 
they wanted to meet the 
individual patient need.  

Community 
inpatients 

1. Scheme to provide 
a 7 day therapy 
service in the bed 
based intermediate 
care unit through 
introduction of 
registered 
therapists as well 
as therapy 
assistant provision 
during weekends 
and bank holidays 
commenced July 
2019.  

2. Service reviews of 
integrated therapy 
teams are 
underway across 
19/20 with the 
intention that 
changes in skill mix 
and new ways of 
working will enable 
7 day working to 
continue in 20/21. 

Sara 
Derbyshire 

Linda 
Hartley 

Monitoring at ITS 
Quality and Safety 
Board via the 
Integrated Therapies 
Statement of 
Assurance. 

Scheme measures; 
shifts covered, 
numbers of patients 
assessed, impact on 
weekend discharges, 
impact on LOS and 
reduction in 
complaints / increase 
in compliments / 
positive feedback 
from patients. 

Scheme 
delivery costs 
within 19/20 
£42,404, being 
met by the 
Clinical 
Commissioning 
Group (CCG) 

1. Scheme 
commenced  
July 19 

2. Outputs from 
the pilot 
evaluation are 
expected to 
support a 
business case 
for long term 
funding of 7 
day therapy 
provision in the 
unit.  

Scheme 
commenced 
July 19 

Weekend 
provision 
enables timely 
assessment of 
all new patients 
requiring 
rehabilitation, 
agreement of 
rehabilitation 
goals and 
commencement 
of therapy in 
line with needs. 
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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, 21st

May 2019 at 2pm in the Board Room, Silver Springs House, Tameside General Hospital.

Present Sallie Bridgen SB In the Chair 

Anne Dray AD  

Cathy Elliott CE  

In attendance Paul Featherstone PF Director of Estates and Facilities 

Jackie McShane JMcS Deputy Director of Operations 

Peter Nuttall PNu Director of Performance and IT 

Steve Parsons SIP Trust Secretary 

Asif Umarji AU Assistant Director of Finance 

53/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting. 

Apologies for absence were received from Trish Cavanagh, Karen James, Sam 
Simpson and David Warhurst. Apologies were also received from Wendy Brelsford 
(Governor). 

54/2019 Declarations of Interest

No interests were declared in the business expected to be considered at the 
meeting. 

55/2019 Minutes of the meeting held on 30th April 2019

The minutes of the Committee’s meeting held on 30th April 2019 were approved as 
an accurate record. 

56/2019 Matters Arising from the minutes

The Committee noted that there were no matters on the Action Log that were yet 
due for completion. 

No other matters were raised as arising from the minutes of the previous meeting. 

57/2019 Single Operating Framework performance update

PNu presented the update, noting the following points- 

a. The red-rated indicators (Staff sickness and mortality) would be picked up in 
detail at (respectively) the Workforce and Quality & Governance Committees.

b. The Trust continued to meet the national targets for 18-week referral to 
treatment, 6-week Diagnostic, and Cancer pathways. It was expected that 
the Trust would continue to meet these going forward. 

c. The April performance against the 4-hour A&E target had been 86%, which 
was significantly below the national expectations but had been the best 
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performance across Greater Manchester for that month. The Trust had been 
the best GM performer on this metric for the last 10 months, and 13 of the 
last 14 months. Nationally, the Trust was forty-third of 143 Trusts. 

d. The paper reflected changes to some targets for the 2019-2020 year, and 
some performance had re-set to zero reflecting the new year. 

CE commented that the Workforce Committee meeting in the previous week had 
discussed potential changes to policy on sickness absence; she noted that it would 
be important, over time, to monitor how those changes impacted on the metrics, as 
that Committee had recorded that there could be a short-term dip whilst the new 
arrangements embedded. PNu noted that this information was regularly included in 
the Integrated Performance Report to the Board; SB agreed to draw this to the 
attention of Mr Noble as Chair of the Workforce Committee. 

The Committee then- 

a. Noted performance against the Single Operating Framework metrics;
b. Welcomed the good performance shown, and noted the work being 

undertaken on areas of challenge. 

ACTION-

a. SB to discuss how to monitor the effect of the changes to sickness absence 
policy with Mr Noble. 

58/2019 Finance Report, M1 (April 2019)

AU presented the circulated report, and drew attention to the following points- 

a. Performance for the month was broadly in line with the agreed plans, and the 
forecast was for the Trust to achieve the Control Total agreed with NHS 
Improvement. 

b. There had been a small over-achievement across the efficiency schemes for 
the month, continuing the good work from the 2018-2019 year. 

c. Agency had seen a small overspend in the course of the month, but 
remained well inside the NHS Improvement ‘cap’ level. 

d. Cash had been slightly better than expected at the end of the month, owing 
to the uncertain timing of payments received. 

e. The Committee’s attention was drawn to the increased controls now in place, 
particularly regarding increased involvement from the Procurement team for 
purchases at £1,000 or over. 

f. Budget holders had been issued with packs and offer letters setting out their 
budgets for the 2019-2020 year, which they were asked to sign as 
acceptance. These also confirmed their responsibilities for controls and 
management as budget holders. 

g. In terms of the efficiency schemes, each accepted scheme had a detailed 
project plan in place, earlier than in previous years, with milestones against 
which they will be held to account . Currently about 90% of efficiency 
schemes rated low and medium-risk were expected to deliver (all those 
having detailed plans in place), leaving about £2 million to be sufficiently 
developed and risk-reduced to be confidently included in the forecast. 

h. The cash position continued to be satisfactory; with receipt of the additional 
Provider Sustainability Fund monies related to 2018-2019, the expected 
draw-down of loan funds had been delayed from September to December 
2019, with a consequent benefit on interest charges. 
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i. Attention was drawn to the recent request from the NHS Chief Finance 
Officer to reduce capital budgets across England, to meet the overall limits 
set for the Department of Health and Social Care. The Trust’s programme 
had been reviewed and slightly amended to reflect anticipated receipt of 
external capital; it seemed likely that further review requests would be 
received, as it was understood the NHS in England still remained over the 
overall capital limitation. 

JMcS noted that the efficiency savings still to be confirmed appeared to be a 
significant amount, but the position was better than at the equivalent time in the 
previous year; the intention was to keep supporting colleagues in developing the 
schemes required to meet the target. 

AD noted that there had been some unplanned expenditure towards the end of the 
previous year, and enquired whether there had been any changes to plans 
consequent on this. AU advised that budget managers were being reminded that 
they should continue to exercise restraint, even when budget remained towards the 
end of the year; work was being undertaken to ensure that there was better 
engagement on these issues. There was also detailed work undertaken at the 
financial scrutiny panel, and the aim was to develop shared ownership so that 
budget holders had a wider view that just their own budget position. 

CE referred to the amounts not yet confirmed in efficiency schemes, and noted the 
confidence that the overall total would be delivered: she sought more detail on how 
the final schemes would be identified. JMcS advised that the final schemes were still 
being worked through, and some were being identified that could lead to 
improvements through better planning and use of available market intelligence. The 
processes had been improved, based on the learning from previous years, and had 
positive feedback from colleagues in the Trust.   

SB welcomed the slide in the report on further improvements, and also the 
development of both the budget-holder pack and the proposed efficiencies 
newsletter. She queried whether ‘Trust Efficiency Plan’ (TEP) remained the correct 
badging for this work; it was commented that this was better than Cost Improvement 
Schemes (CIP) and there was an awareness of the title within the Trust, so change 
was not recommended at this point. SB also requested that future reports included 
more detail on the draft efficiency schemes in the ‘hopper’, so that the Committee 
had greater assurance on the available alternatives if some schemes failed to 
deliver to expectation. 

AD noted the reference in the papers to the Trust’s involvement in the national 
‘Distressed Funding pilot’ and asked for further details; AU was not fully aware of the 
details, and it was agreed that a more detailed explanation would be provided to the 
following meeting. 

The Committee then noted the M1 Finance Report. 

ACTIONS-

a. Future reports to include more detail about draft efficiency schemes in the 
‘hopper’ 

b. Sam Simpson to provide the June 2019 meeting with more detail regarding 
involvement in the national ‘Distressed Funding’ pilot. 

59/2019 National Cost Collection- pre-submission approval process
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AU presented the circulated paper, which set out the proposed process for 
submission to the national costing round in 2019. Key points noted were- 

a. The change in software that the Committee had previously discussed was 
assisting in making the process considerably more effective in this round. 

b. The timetable adopted for this year allowed Directorates to review and (if 
necessary) query the data, giving both greater ownership and better 
assurance. 

c. The Committee would receive an update assurance report at the August 
2019 meeting, following the submission of the return in July 2019. 

d. There were a range of control and assurance systems in place to assure the 
accuracy of the data submitted, and it was pleasing that there was also good 
clinical engagement with the process. There was also confidence that 
sufficient resources were available to ensure the accuracy of the return. 

AD enquired whether, for assurance, the draft return was reconciled to the Trust’s 
books of account. AU confirmed that the return had to be compared to the Trust’s 
audited accounts for the period, and any discrepancies specifically accounted for as 
part of the process. SB queried whether more work was required in order for the 
information to be effectively used through governance processes; it was noted that 
work was planned to feed the information into the development of efficiency 
schemes. Whilst the data was not particularly relevant at an aggregate level, it 
supported work at a more detailed level that was of use. 

The Committee then- 

a. Agreed that the current processes in place were sufficient to assure the 
Committee on the plan to complete the mandated costing submission for 
2018-2019;

b. Authorised the Director of Finance to approve the submission in July 2019, 
noting that a post-submission report would be laid before the Committee for 
consideration in August 2019; and that the work-plan would be amended 
accordingly;

c. Requested that regular updates on the process and any developments were 
provided to the Committee. 

ACTIONS-

a. Sam Simpson to approve the mandated costing submission for 2018-2019, 
for submission in July 2019. 

b. SIP to schedule post-submission report on the work-plan for August 2019. 

60/2019 CRIG Workplan

AU presented the workplan, which was laid before the Committee for information 
and assurance that appropriate plans of work were in place. The schedule had been 
developed taking on the lessons learned previously, and identified the key points 
where all relevant projects would need to be considered, including for all projects a 
pre-implementation evaluation date. 

In response to a query, it was confirmed that the group had not made any decisions 
to report since the previous meeting of the Committee. 

The Committee then noted the CRIG workplan. 
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61/2019 Future Workplan of business

The Committee noted that the following changes would be made- 

a. The post-submission report for the costing submission would be added to the 
programme in August 2019 (see above) 

b. A line would be added for the Committee to be updated on Use of 
Resources; the date would be floating at this stage.

62/2019 Matters to be reported to the Board of Directors

It was noted that the Secretary would prepare the usual report. 

63/2019 Items for note only

The Committee noted the following- 

a. TEP Assurance Action Log 
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Tameside and Glossop Integrated Care NHS Foundation Trust 

Minutes of a meeting of the Quality and Governance Committee of the Board of Directors, held on 
Thursday, 6th June 2019 at 9.30am in the Board Room, Silver Springs House, Tameside General 
Hospital. 

Present Cathy Elliott CE In the Chair 

Peter Noble PN  

Brendan Ryan BR  

Peter Weller PW  

In attendance Amanda Bromley AB Director of Human Resources 

Alexia Charnley AC Head of PALS, Complaints and Candour 

Amanda Dooley AD Head of Assurance and Governance 

Paul Featherstone PF Director of Estates and Facilities 

Karen James KJ Chief Executive 

Steve Parsons SIP Trust Secretary 

Jane Rawston JR Head of Patient Safety 

Rebecca Roberts RR Research Governance Manager 

74/2019 Welcome and apologies

CE welcomed colleagues to the meeting, noting that Martyn Taylor had asked her to 
chair the meeting in his absence. 

Apologies for absence were received from Trish Cavanagh, Martyn Taylor, Tom 
Jinks, Sallie Bridgen and Sam Simpson. 

75/2019 Declarations of Interest

No conflicts of interest were declared in the business expected to be considered at 
the meeting. 

76/2019 Patient Story

This paragraph has been withheld as it enabled identification of the patient. 

PN commented that this was a very positive presentation,that provided good 
assurance for the Committee. He queried whether there was an issue with business 
continuity processes not being implemented or not being sufficiently robust around 
the failures of the telephony systems; JR advised that there was a training issue 
identified, where there were some attempts to contact families but it wasn’t 
escalated or alternatives considered. PW noted that there were alternatives in place 
for such circumstances, and part of the learning was to ensure local leaders 
considered them in appropriate circumstances. He had recently had a conversation 
with senior nursing leaders about this, and more work was being planned. JR noted 
that the inquest had found that the fall was not a cause of the death of the patient. 

BR noted that it was a positive that the support of decisions had improved, which 
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had resulted in a fuller review of patient review issues for colleagues who might not 
usually see them. CE noted that there had been a comment about updating policies 
to meet NICE guidelines, and enquired how often this happened. PW advised that in 
this case the guidelines had been in a process of being reviewed following the 
updated NICE guidance, but this was something that took a period; each policy 
would be reviewed if relevant guidance was changed, but in a considered way which 
inevitably involved having some time-lag. 

The Committee then noted the patient story. 

80/2019 Minutes of the meeting held on 2nd May, 2019

CE noted that she had some amendments to minute 64/2019, which she would 
supply separately to SIP. 

Subject to those amendments, the minutes of the Committee’s meeting on 2nd May 
2019 were approved as an accurate record. 

81/2019 Matters Arising from the minutes

The Committee noted the following updates to the Action Log- 

1812/004 It was noted that Mr Easton could not attend today, owing to an 
urgent family issue. 
The presentation would be re-arranged for July 2019. 

32/2019 The action had been started but would be iterative. 
Discharged from the log. 

69/2019 Both actions had been completed. 

The Committee also noted the workplan attached to the action log, and PW noted 
that work was underway to reform the plan so that it was mapped clearly to CQC 
expectations and could provide the Committee with assurance that all relevant 
aspects were being covered. CE enquired about arrangements for the planned 
‘walkabout’ to the Theatres Department; PW noted that work was continuing to 
ensure that the logistics were appropriate, which might mean that the event was 
separate from a Committee meeting. KJ noted that a different approach to getting 
assurance in the environment was likely to be needed. 

82/2019 Research and Development Annual Report

BR introduced the presentation, noting that it had been a year of solid achievement 
in this area. Whilst the Trust was not a research Trust, it was academically active 
and had a better like-for-like entry of patients into trials than some bigger 
organisations in the area. 

RR referred the Committee to the report, noting that 895 patients had participated in 
research and development work in the Trust during 2018-2019, which was the 
highest since 2011, and double the target that the network had set for the Trust. This 
compared very well with other Trusts when adjusted for the size of the Trust. The 
Trust had a small team of 6 research nurses, who did a significant amount of work to 
deliver the Trust’s research and development successes; RR ran the Committee 
through the key points of the three-year plan for research and development, noting 
that the Trust participated in 80% of eligible trials. For the 2019-2020 year, the target 
set by the network was 724 patients participating in trials; as in previous years, 
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active steps were being taken to recruit appropriate patients into trials. 

KJ commented that the Trust had always received very positive feedback for its 
research and development work from Greater Manchester, with clear respect for our 
performance. PN commented that the trajectory was very encouraging; he felt it 
would be of assistance if key performance indicators could be defined and reported 
in the future, such as related to publication of studies. BR noted that most of the 
work related to trials led by colleagues from other organisations, so there were some 
practical difficulties in developing those; but it would be reviewed further. PW noted 
that the report spoke to all the relevant governance requirements set by the CQC for 
this area. 

PN also enquired whether there were other areas of research that were not captured 
in the report; BR advised that the Trust contributed where it could. AB noted that the 
Trust was working with Salford University on the evaluation of transformation 
schemes; but overall there was not a significant amount of other work through the 
research and development route. There were also a range of external factors that 
affected what could be undertaken. 

CE noted that there had been a significant and welcomed increase in participation in 
the year; RR noted that a key driver was the types and relevance of the studies 
available to recruit to. She noted that, in particular, there were fewer drug studies 
currently being undertaken. BR noted that there were regular reports to and reviews 
by the Research and Development Committee. 

PN queried whether the Committee should receive more feedback on the progress 
of this area, rather than just an annual report. RR confirmed that there were more 
regular reports to the operational R&D Committee, which fed through to SQOGG 
and then to this Committee; any specific issues could be escalated through that 
usual route. The Committee confirmed that it was content with these arrangements. 

The Committee then noted the annual Research and Development report. 

[RR left the meeting.]

83/2019 Annual Complaints Report

AC presented the report, and ran through the key points as set out in the paper. She 
noted that, following on from the comments made by the Committee on last year’s 
report, the presentation of the report had been significantly adjusted: in particular, 
the information in section 5 of the report had been aligned to other metrics, and 
identified specific areas of learning resulting from the resolution of complaints. 

PW reminded the Committee that, similarly to the Quality Report, there was a highly- 
prescribed format for this report and what was included. He noted that, whilst many 
Trusts chose only to include formal (KO41) complaints, the Trust had made a 
positive decision that it would also include lower-level concerns to ensure that a full 
picture was presented. Consequently, there was a higher number of overall contacts 
shown, but this should not be a concern to the Committee. PW also noted that the 
internal audit service was currently undertaking a review of how complaints 
processes operated, as part of the scheduled programme of work, and the 
Committee would wish to review any learnings from that process in due course.  

In reference to benchmarking data, PW noted that it was now quite difficult to 
include this in the report as the PHSO no longer provided detailed information on 
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complaints other than formal (KO41) matters. Therefore the information in the report 
was limited in this regard, but the Trust regarded including all relevant matters as the 
right thing to do. The Committee’s attention was drawn to the outcomes shown in 
Table 22, which demonstrated that just under 40% were not upheld at all, with a 
further 41% only partially upheld. 

KJ referred to the graph at 1.3, and noted that the number of cases closed in the 
year appeared greater than those received; PW noted that this was an effect of the 
timing of cases across the year-end, and reflected the requirements. 

PN welcomed the depth of the report, which showed a real engagement in this area; 
and enquired whether any correlation had been undertaken between this information 
and the surveys of staff and patient satisfaction. PW advised that this was 
something he wanted to ask the new Head of Patient Experience to look at. KJ 
commented that the safe staffing ‘heatmap’ did tend to show a correlation between 
areas of staffing challenge and complaints. PW noted that he had held some 
discussions with the Chair of Committee regarding how the Committee could 
effectively engage in these areas. 

PN also enquired whether there were themes in the complaints or action plans, and 
if so how they were followed through. PW confirmed that themes were identified, 
with an emphasis on having thematic action plans rather than ‘one plan per 
complaint’ with the risk of divergent approaches; these were actively monitored by 
the team and through the governance structures. 

CE was concerned that the report appeared to show that the level of KO41 
complaints had not reduced over time, although the overall trend was downwards. 
AC noted that a number of new community services had come into the Trust during 
the time period, and that it was thought to be an acceptable performance that the 
level of complaints had remained steady with that increase in activity, as shown in 
table 1.2. CE also welcomed the benchmarking and analysis in the report; and 
suggested that it would be helpful if there was also analysis against the Trust’s 
values and behaviours in future years. She further suggested that information about 
training, and any correlations, would assist in understanding future years’ reports. 

PW noted that the PALS/ Complaints team had been working under difficult 
conditions in the year, with significant staffing issues, and the delivery of this report 
illustrated the exceptional effort that they had put into delivering this service. BR 
echoed this comment. 

The Committee then approved the Annual Complaints Report. 

[AC left the meeting.]

84/2019 Serious Incidents Reports

JR presented the report, and outlined the key points. She drew attention to a 
reduction in the number of SUI investigations in progress. JR also noted that the 
focused work, supporting investigators to complete their work in the timescales 
agreed, was continuing. PN commented that it was encouraging to see the positive 
impact that this work was having. 

CE enquired about the apparent spike in investigations in February 2019; JR 
advised that these were ongoing investigations, and given the small numbers there 
was not a cause for concern. CE also enquired about the 4 listed incidents that were 
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given as Major Harm, and what actions were being taken as a result. JR noted that 
these were the ratings given initially, but they were subject to revision as the 
investigations into the incidents concluded. As presently advised, there were no 
specific concerns coming out of the investigations. 

PW noted that some of the longer-running investigations were as a result of the 
death being subject to Coronial procedures, with the result that the investigations 
could not be formally closed. Those items were held at the draft report stage until 
HM Coroner had completed their enquiries. 

The Committee noted the Serious Incidents report for May 2019. 

85/2019 Assurance and Scrutiny Report

AD presented the report, and draw attention to the following key points- 

a. The patient safety indicators from Dr Foster for the year to February 2019 
showed improvements, which was welcome. 

b. Work was continuing to prepare for the Joint Advisory Group (JAG) 
accreditation of the endoscopy service, with the Directorate undertaking 
significant preparation. The site visit was expected on the 17th June 2019, 
and would involve both a review of the service to patients and discussions 
with colleagues. KJ noted that there was a ‘mock’ visit being undertaken 
beforehand; she also noted that the CQC would take the outcomes into 
account in determining which services to inspect in the future. 

c. Attention was drawn to the section of the report outlining the current activities 
related to ‘Getting it Right First Time’ (GIRFT). 

d. Following on from previous discussions, the Committee noted the section on 
Medical Examiners and how the national proposals were developing. BR 
noted that there was some more clarity on how the system might be funded, 
and the Trust was closely involved in the Greater Manchester discussions; 
however, there were still significant areas of uncertainty. 

Referring to the developing position about Medical Examiners, KJ enquired whether  
as a small Trust we were likely to have a cost pressure when the system was 
introduced. BR noted that there were two streams of work related to this; firstly, GM 
were actively discussing how to implement the system locally and possibly with an 
element of shared service, in consultation with HM Coroner’s for the region. 
Secondly, further work had been undertaken on the required funding, following 
confirmation that the national intention was that funding would be via cremation 
certificates; currently, about 1,500 deaths per annum would be required for the 
system to be self-funding, although central sources were reviewing with a view to 
ensuring that the system was cost-neutral for providers. BR also noted that, as a 
service was expected to be available at all times, it would be necessary to have a 
small team undertaking the function to provide cover. PN enquired when clarity on 
the position was expected: BR advised that it was expected that the position would 
be clarified, both locally and nationally, over the coming few months. He also noted 
that there would be a significant training element involved, which would also need to 
be covered. 

Turning to the Dr Foster information, KJ noted that the Trust appeared to be outliers 
in some of the areas reported. PW advised that this was being followed up with Dr 
Nuttall, and also directly with the relevant clinical colleagues; an update would be 
provided to the July meeting. 
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CE referred to the new Mental Health guidance issued by the CQC, and enquired 
whether this would impact on the Trust’s operations. PW noted that the Trust was 
registered for the provision of mental health services, reflecting some areas of 
practice; the Trust participated in a ‘place-based’ approach across the locality, and 
would be working with partners to take forward the practical implementation of the 
new guidance.  

The Committee then noted the Assurance and Scrutiny report. 

ACTIONS-

a. PW to update the July 2019 meeting re outliers showing in the Dr Foster 
data. 

86/2019 Quality Dashboard

PW introduced the paper, noting that the wording on the cover sheet related to 
cases of abuse was unintentionally misleading. The cases under investigation had 
not yet reached a point where it could be said that allegations of abuse had been 
substantiated, although they were taken extremely seriously and would be fully 
investigated. More generally, the information in the paper was fairly self-explanatory; 
the Committee should remember that the dashboard was still being developed, and 
further feedback would be welcomed. 

CE invited further detail regarding the performance on completing reviews of deaths 
within 14 days. BR reminded the Committee that this was an aspirational target, and  
he felt that performance at 88% was good, particularly as all deaths were subject to 
review rather than just a sample. The aim was to conduct the reviews when the 
individuals would have a clear recollection of the individual case, but for various 
reasons there were delays in some cases. KJ enquired about the longer delays, and 
BR noted that information is regularly included in the Learning from Deaths report; 
PW commented that about 28 days was believed to be the longest period. The 
Committee noted that it might be desirable to adjust the RAG rating for this metric, to 
reflect that the target was aspirational. 

The Committee then noted the Quality Dashboard. 

ACTIONS-

a. BR to review RAG rating triggers for the reviews of deaths metric. 

87/2019 Significant Risks Report

AD presented the circulated report, noting the following points- 

a. The Risk Management group had met recently and the report had been 
updated to reflect their discussions. 

b. The Risk Management group had agreed a reduction in risk CR4183 
(availability of radiology staff impacting referral to treatment time), reflecting a 
detailed and comprehensive review of controls, mitigations and current 
performance. 

c. The Risk Management group had commissioned a thorough review of the 
target risk scores for corporate and Board Assurance Framework risks, as 
there was a concern that in some cases the target scores inadequately 
reflected the very low appetite for risk for those matters. 
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d. The paper did not reflect the proposed changes from the Finance Committee 
for the BAF risks under their oversight, as the detailed changes were still 
being worked through. These were expected to be ready for Board 
consideration in July 2019. 

CE asked for more detail regarding the proposed reduction in risk rating for CR4183. 
AD advised that there had been discussion at meetings of SQOGG regarding this 
risk and the available controls and mitigations, particularly related to new ways of 
working and improved staff training. The review had also taken into account the 
national CQC review of radiology, and a local gap analysis related to that. KJ noted 
that this was not a capacity issue, but related to some national challenges. 

PN enquired whether the targets for risk scores were realistic, setting aside issues of 
risk appetite. KJ advised that this had been discussed at the Risk Management 
group, and would be a consideration taken forward through the review work. 

CE suggested that the Committee should have a ‘deep dive’ review into risk CR4398 
related to the availability of nursing home beds in the district. During discussion, it 
was noted that the risk to the Trust was more related to the inability to avoid delayed 
transfers of care; the provision of nursing home beds fell to others to manage, rather 
than the Trust. It was agreed that the title of the risk should be reviewed. 

The Committee then- 

a. Noted the Significant Risk reported 
b. Endorsed the changed risk rating for riskCR4183. 

ACTIONS-

a. Updated risks as changed by Finance Committee to be reported to 
Committee in July 2019, prior to Board consideration. 

b. Review wording of the title for risk CR4398 (Care home beds/ delayed 
transfers of care) 

88/2019 ‘Deep Dive’ review- safeguarding

AD presented the review paper, noting the following key points- 

a. The risk covered all aspects of safeguarding in the organisation, and was 
regularly reviewed by PW as the Executive lead. 

b. The current risk score was 10, against a target of 5; the stated risk appetite 
was moderate, but the Committee might wish to consider whether that 
should be low. 

c. Three corporate risks related to safeguarding were currently scoring 12, 
which then fed into the BAF risk scores. Those were being actively managed 
and mitigated. 

d. There were a range of controls in place, as set out in the presentation, which 
supported the analysis of the risk. Similarly, there were a range of assurance 
sources available which were generally positive. 

e. A safeguarding strategy and related workplan had been developed and 
implementation was through the integrated Safeguarding Committee. PW sat 
on the locality’s Safeguarding Partnership. 

PW observed that the annual safeguarding report was being finalised for the 
consideration of the Committee, which would form a further source of assurance. He 
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noted that the key to having effective safeguarding was an appropriate culture, 
which continued to develop in the Trust; the move to having an integrated 
safeguarding group had been a key step, recognising that safeguarding was 
everyone’s responsibility. The position of Designated Nurse for Children would be 
subject to a vacancy for a period, and appropriate interim arrangements for cover 
were being put into place. PW also commented that he felt there was a need for 
greater integration across the locality in the safeguarding area, in respect of both 
Children and Adult Safeguarding work. 

As the Lead NED for safeguarding, PN commented that the presentation gave real 
clarity about the risks and mitigations in this area. He suggested that there appeared 
to be a broader issue reflecting on how the Trust could get better at delivering 
significant interventions for leadership and cultural change. PW agreed that these 
could be the most important drivers of change, and noted that the general approach 
set out in the presentation had wider application. BR commented that sometimes the 
language used did not support appropriate cultural approaches, which then reflected 
in the risk assessments. PN noted that he had positive assurance that the Trust was 
appropriately managing the risk as part of the local and regional systems. 

CE sought more detail on the integration of the various teams; PW advised that, 
within the Trust, the various teams were being brought under a single management 
structure at present, but there were a range of issues that would need to be 
considered as proposals were further developed. The external links were already 
very good, and Trust did already work closely with other partners and the local forum 
was very useful in light of discussions at GM level. 

The Committee then- 

a. Noted the ‘deep dive’ into the safeguarding risk, and the positive assurance 
available;

b. Agreed to recommend to the Board that the risk appetite for risk AF1.9 was 
reduced to low. 

ACTIONS-

a. Board report on Significant Risks in July 2019 to include recommendation to 
reduce the risk appetite for risk AF1.9. 

89/2019 Update from Stamford Unit walkabout

The Committee received the update paper, setting out the actions taken as a result 
of the walkabout. 

PN enquired if the outcomes and actions had been fed back to the staff; PW advised 
that there had been conversations, and feedback was given in a way appropriate to 
the context. CE enquired as to the issue raised about getting access to full records, 
which did not appear to be an action; PW undertook to check on progress.

The Committee noted the report. 

ACTIONS-

a. PW to check action re Stamford Unit access to full patient records. 

90/2019 Minutes of reporting Committees
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The minutes of the meeting of the Service Quality and Operational Governance 
Group held on 18th April, 2019 were noted. 

91/2019 Matters to be reported to the Board of Directors

It was noted that SIP would prepare a report for the Chair to present. Key items to 
be included would be- 

• Safeguarding ‘deep dive’ 
• Annual Complaints Report 
• Research and Development Annual Report 
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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 at 3pm on 
Thursday, 16th May 2019 in the Board Room, Silver Springs House, Tameside General Hospital.

Present Peter Noble  PN In the Chair (from item 32/2019) 

Sallie Bridgen SB (In the Chair for items 26/2019 to 31/2019) 

Trish Cavanagh TC  

Cathy Elliott CE  

Brendan Ryan BR  

Peter Weller PW  

In attendance Amanda Bromley AB Director of Human Resources 

Lucy Harman LH Assistant Director of Human Resources 
(Education and Recruitment) 

Ali Lea AL Associate Medical Director 

Steve Parsons SIP Trust Secretary 

Mark White MW Deputy Director of Human Resources 

26/2019 Appointment of Chair

As PN was not available at the start of the meeting, the Committee appointed SB to 
be the Chair locum tenens.

27/2019 Apologies for absence

It was noted that PN was delayed but would be joining the meeting later. 

28/2019 Declarations of Interest

No conflicting interests were declared in the business expected to be considered in 
the meeting. 

29/2019 Minutes of the meeting held on 6th March, 2019

The minutes of the Committee’s meeting held on 6th March 2019 were approved as 
an accurate record, subject to recording TC as an apology. 

30/2019 Matters Arising from the minutes

The following update to the Action Log was noted- 

5/2019 AB was reviewing having an appropriate presentation on 
Neighbourhoods to the Committee, hopefully in July or September 
2019. 
Original action discharged. 

31/2019 HR Dashboard

The Committee noted the circulated paper, and AB note the following key points- 
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a. Sickness absence would be covered later in the agenda, in the ‘deep dive’ 
item. 

b. Attention was drawn to the continuing work to ensure that vacancies were 
filled in a timely fashion, and there were continuing conversations on the most 
appropriate steps to take. The aim was to retain a realistic timescale, with 
appropriate controls, but so far as consistent with that aim to increase the 
pace of the process. Key issues were the various authorisation steps, and 
there was also a focus on those parts of the process that the recruitment team 
could control. Overall, it was anticipated that the average time to fill posts 
would be reduced over the medium-term. 

c. There had been an improvement in the Staff ‘Friends and Family’ test figures 
in Q4 of 2018-2019; this was in part thought to reflect seasonal changes, as it 
reflected a pattern in previous years. 

SB queried if there were too many levels of managerial sign-off for vacancies; AB 
clarified that the process was sequential, and was intended to ensure that there was 
an appropriate level of challenge in the process. TC noted that this worked better than 
the previous vacancy panel approach, where there had been delays as more 
information was required, or staff required to attend. TC acknowledged that it was a 
key requirement to obtain authorisation through various levels of management within 
appropriate time-frames. 

CE referred to the notable improvement in appraisals completed for the Women’s and 
Children’s Division. LH noted that this Division had been specifically supported 
following the previous discussion; there had been a context of change in leadership 
posts, and there was now a process in place to ensure that the position was 
recovered in a sustainable way. CE sought assurance that there was the capacity to 
deliver this type of support where necessary; LH advised that given the overall high 
performance there was the capacity for limited specific support to be provided where 
necessary. 

The Committee then noted the HR Dashboard for the period. 

[PN joined the meeting, and assumed the Chair.]

32/2019 Sickness Absence- ‘deep dive’ review

MW presented the circulated review, and drew the Committee’s attention to the 
following key points- 

a. Sickness absence in the Trust was a key concern, with only one month in the 
previous year having been better than target. In terms on the latest available 
Model Hospital information (October 2018), the Trust was second from bottom 
in the peer comparator group. 

b. Currently about two-thirds of sickness days lost were for long-term sickness. 
Predominantly, these related to mental health illnesses, at about 20% to 30% 
of long-term absences; however, this was broadly consistent with the NHS 
average. It was noted that more detailed breakdowns of causes were not 
available through the central systems. 

c. There were a number of actions being taken to address the areas of concern. 
A new policy approach was being positively discussed with Staff Side, and it 
was hoped that it could be formally approved by the EMT in June 2019. There 
were a number of changes being proposed in order to support both staff and 
managers in sickness situations, as outlined in the paper, which were aimed to 
make the process more effective for both. 
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d. Additional support was also being considered within the HR department, with 
proposals for a sickness absence team being put in place, with the aim of 
providing dedicated support and enabling managers to have the time to 
manage these cases appropriately. 

e. The overall aim was to reduce the average length of sickness seen, 
particularly by focusing on reducing the length of long-term sickness 
absences. 

CE asked for confirmation of the actions taken if a staff member on sickness absence 
declined to engage with the Trust’s processes. AB advised that remaining in 
appropriate contact with managers was a contractual obligation, and if there was a 
persistent failure to engage, procedures to terminate the contract would be operated. 
TC noted that the aim would be to be supportive rather than punitive, but it was 
essential for both the individual and the manager that there was a level of continuing 
contact. 

In response to a query, MW confirmed that those who were ‘signed off’ sick would 
face action, including disciplinary or legal action, if they worked in any other role 
during that time. PW noted that, with ‘fit notes’, it was possible that an individual could 
be ‘signed off’ as unfit to work in the Trust role but fit to work for another role. MW 
noted that, whilst such cases could come forward, it would require a clear and 
unambiguous statement on the Fit Note to permit such activities. 

SB enquired whether the Trust’s policy approaches and performance had been 
compared to those of other Trusts. MW advised that the feedback from Staff Side, 
who would also compare to other Trusts, had been generally positive; they were 
seeing the proposed changes as a holistic way of improving the management of 
sickness for their colleagues. SB welcomed the proposals for change and was willing 
to accept colleagues’ judgement on the most appropriate way forward; but wanted to 
emphasise the desirability of empowering local managers to address those situations 
in the most appropriate way, rather than requiring strict compliance with a set policy 
and rule. 

PN suggested that the analysis could be made more useful for the future, by the 
inclusion of year-on-year comparators of absence rates affecting key groups of staff. 
He also queried whether the target of 4.5% was realistic in current circumstances; 
and enquired what would be a challenging target for the Trust. AB noted that the 
target had, until this year, been set on a historic basis that didn’t take into account 
actual performance. For 2019-2020, Divisions had been set targets for a 10% 
reduction from the previous year’s actual level, which aggregated to an overall target 
of 4.78% sickness absence for the Trust; with the aim of delivering further managed 
reductions in the target during future years. To be in the top 50% of performers 
nationally, performance would need to improve to 4% or better. 

In respect of the additional central support from the dedicated sickness absence 
team, PN enquired when they would be in place; MW advised that it was intended 
that it could be operational by October 2019, subject to approvals. PN enquired as to 
expected short-term impact; MW suggested that, if the team was in place as planned, 
some level of improvement should be seen in the last quarter of 2019-2020. 

CE referred to the plans for changing how the Occupational Health service was 
provided; and enquired what progress was being made, and when the Committee 
might expect to be updated. AB advised that the current service was structured on a 
very traditional model. There were continuing discussions with both GM and local 
partners about possibilities for updating and sharing services in this area; further 
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feedback was likely to be available in the Autumn of 2019. 

The Committee then noted the ‘deep dive’ into sickness absence and the actions 
being taken to effectively manage and reduce its incidence. 

ACTIONS-

a. Committee to be updated on the transformation discussions for the 
Occupational Health service, by November 2019. 

33/2019 Staff Retention

LH introduced the paper, noting that the initial impetus had come from an action plan 
for NHS Improvement, and had then been expanded. The aim was to both look back 
at what had an impact, and look forward for what else could be achieved. The 
following key points were drawn to the Committee’s attention- 

a. There had been a positive impact in retention of Registered Nurses, which 
had been an area of particular interest to NHS Improvement in the initial 
conversations. Other groups were also seeing improvements, but there was a 
recognition of the emerging challenge around Allied Health Professionals. A 
number of steps were being taken to support this group, as outlined in the 
paper. This was an area of particular focus for the coming period. 

b. The comparative position with the Trust’s peer group, measured through the 
Model Hospital data, had significantly improved; and the Trust was now in the 
top quartile nationally. There had also been a significant improvement 
(reduction) in the turnover levels experienced in these groups. 

c. The Committee’s attention was drawn to the key reasons recorded for leaving 
the Trust, and it was noted that further work to get details for the ‘other/ 
unknown’ group was required. Local managers would be aware of reasons in 
most cases, but recording appeared to require further work. Some analysis 
had been done, but none of the identified reasons were of themselves a 
significant number. 

d. The risks posed by retirements, both in terms of being (relatively) close 
together and for the skills potentially list, were being actively managed, 
including through ‘retire and return’ arrangements.  

e. The Trust was continuing to look at how it could support staff to maintain an 
appropriate work-life balance, which was a consistent issue in terms of 
reasons for colleagues leaving the Trust. A key focus for the next year would 
be in improving use of flexible working, where there could be issues with 
managerial colleagues recognising both the potential benefits and their 
cultural response to requests. Work would be undertaken to address both the 
cultural and procedural issues, which it was anticipated would be beneficial for 
both the Trust and individuals. 

f. The Committee’s attention was also drawn to the deterioration in score for the 
Staff Survey question on fairness of promotion/ progression. There were 
identified issues related to BAME access to senior posts, which the Trust 
intended to address through the staff survey action plan and the wider equality 
and diversity work being undertaken. 

SB noted that there was a significant overlap between this discussion and the one 
related to staff sickness; she felt it would be of assistance to ensure that both of these 
were considered together when planning was developed. AB commented that there 
were a number of areas of overlap, which would be addressed through the 
development of the Workforce Strategy. 
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PN enquired about the appropriate level of turnover for the Trust, and whether it 
should reduce from the current target; MW commented that it might not be possible to 
set a target in single figures. AB noted that the changes in sickness policies, 
discussed under the previous item, might lead to a temporary increase in the turnover 
level of the Trust, but in the longer-term the level of turnover was intended to 
decrease. It was noted that it might be necessary to ensure that this was clear in 
reporting to both the Committee and the Board. 

PN was also concerned that 30% of staff leaving had ‘other/ unknown’ recorded for 
the reason. AB noted that the forms were completed by local managers, but often the 
detailed reasons didn’t fit comfortably in the categories provided by the (national) 
Electronic Staff Records system and so were recorded as ‘other’. Whilst this was an 
area where there was work to improve recording, there was confidence that there was 
a complete record if required.  

PN also felt that a more complete explanation for the drop in the promotion question 
on the Staff Survey was required. AB noted that this was covered in the Board paper 
on the staff survey to be considered later in the month, and LH confirmed that it was 
being addressed in local action planning as set out in that paper. TC noted that it also 
related to staff perception, and might not be fully objective; the level of change was 
not sufficient to be statistically significant. The concerns were also being picked up in 
the staff engagement work related to the development of the Equality and Diversity 
Strategy. CE enquired whether this had been linked with talent management; AB
advised that it was not particularly relevant to the talent management work, which 
was largely focused on other matters. 

SB noted the recent introduction of the facility for staff to be sent ‘e-cards’, and 
suggested that the Committee and Board should use these to record congratulations 
to colleagues where appropriate. 

CE enquired about the strategic planning in this area, noting that there was some 
clear strategic planning related to those parts of the workforce that were older, but 
seeking clarity on what strategic work was being undertaken to develop the next 
generation. AB noted that there could be a need to re-balance as solutions to the first 
issue were agreed. She also noted that there was a wider issue regarding the 
traditional patterns of working in the NHS, and how those were changed through 
issues such as flexible working; this was fundamentally a cultural change issue, which 
would be much longer-term and also much wider than the individual Trust. 

The Committee then noted actions being taken to improve retention. 

ACTIONS-

a. Review potential impact on turnover figures from improved sickness absence 
management. 

b. Consider how to provide clarity in Board reporting on these potential impacts. 

34/2019 Workforce Planning

AB introduced the paper, which outlined how the Workforce Plan narrative included in 
the 2018-2019 planning submissions 

PN suggested that the Committee should be focusing on medium-term strategies, 
and also whether having a 5 to 10-year plan setting out the key objectives to be 
achieved and how digital technology would fit into those changes. AB noted that 
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these would involve very different questions from those asked in an annual planning 
context; and would also be fundamentally affected by the development nationally of 
workforce longer-term planning, which had not yet been released. TC noted that the 
Trust was working with Salford University to understand how digital skills should be 
taken into account in workforce development; there were various views on how this 
could best be taken forward, and a number of factors (including national policy 
developments) that would influence the direction of travel. 

[CE left the meeting.]

The Committee discussed the various mitigations to the risks that were set out in the 
paper; noting that there were several areas of challenge, including specific 
specialities that were nationally difficult to recruit to and the impacts of national/ 
regional policy decisions. Attention was drawn, in the digital context, to the national 
proposals in the 10-year Plan for a significant shift in out-patient appointments to 
digital delivery; and also the various proposed developments in partnership working 
arrangements, which could be expected to impact on the skills needed in the Trust’s 
workforce. The Committee noted that a ‘one size fits all’ approach would not be 
appropriate, and whilst national guidance would be important, what was key was that 
the Trust was developing to do key things extremely well. 

The Committee then noted the submission made. 

35/2019 Gender Pay Gap report

MW presented the statutory report, noting that it would be published on the Trust’s 
web-site in accordance with the relevant Regulations. He noted the following points- 

a. The figures in the report had been calculated in accordance with the detailed 
statutory requirements, which were of general application and might not fully 
represent the context of the Trust. 

b. Almost all staff were employed on national terms and conditions, which 
included job evaluation processes and controls for inappropriate bias in the 
process. 

c. Attention was drawn to the reported gender pay gap related to bonus 
payments; in the context of the Trust, this entirely related to payments under 
the Clinical Excellence Awards (CEA) scheme. The Trust had been working 
with female Consultants to increase their rates of application for these awards, 
but this would be a long-term process. 

d. The two key actions in the paper- agreeing the Equality, Diversity and 
Inclusion strategy, and continued promotion of the CEA to eligible female 
employees- were noted. 

BR noted that the gap in Consultant body pay was also partly a legacy issue, 
reflecting those who were previously available to be appointed as Consultants and 
therefore currently were higher up the remuneration scales. Over time, this was 
expected to equalise. SB queried whether more could be done to get equality of 
representation in the entry-level jobs; AB noted that these raised more general 
equality and diversity, and access, issues which were being reviewed through the 
development of the Equality and Diversity Strategy. PN suggested that the 
Committee’s members were updated on the progress of the engagement work in 
June 2019, to keep them abreast of the Strategy’s development. BR also commented 
that there were impacts from decisions about changing patterns or hours of work, 
which could impact on their progression and which the national systems would need 
to work though. 
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After further discussion, the Committee noted the Gender Pay Gap report and 
statutory figures for the year. 

36/2019 Committee work-plan

The Committee noted the scheduled matters for consideration over the coming 12 
months, and the changes to be made as a result of discussions at the meeting. 

37/2019 Report to the Board of Directors

It was noted that SIP would prepare the usual report to the Board. 

38/2019 Staff Survey

As other business, PN enquired when the Committee would review the outcomes of, 
and actions from, the Staff Survey; AB noted that there was a paper being presented 
to the Board later in the month, and progress against the plan would be reported to 
the Committee later in the year. She noted that progress in the analysis and 
development stages had been slightly delayed owing to the CQC inspection 
requirements, and further reflection on the best way to approach this in the following 
year would be undertaken. 
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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 Wednesday, 24th

April 2019 at 8.30am in the Board Room, Silver Springs House, Tameside General Hospital.

Present Anne Dray AD In the Chair 

Peter Noble PN  

In attendance Debra Chambers DC KPMG 

Lindsey Hulme LH Associate Director of Finance 

Neil McQueen NMcQ Local Counter-Fraud Specialist 

Dawn Murphy DM Finance Business Partner 

Ruth Parker RP MIAA 

Steve Parsons SIP Trust Secretary 

Sam Simpson SS Director of Finance 

Peter Weller PW Director of Nursing and Integrated Governance 

22/2019 Private discussions with the Internal and External Auditors

Between 8.30am and 9am, the Committee held private discussions with the 
representatives of KPMG and MIAA. 

At 9am, attendees joined the meeting. 

23/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting. 

Apologies for absence were received from Martyn Taylor and Mark Holden 
(Governor). 

24/2019 Declarations of Interest

No Director or other attendee declared a conflict of interest in the business expected 
to be considered at the meeting. 

25/2019 Minutes of the meeting held on 29th March 2019

The minutes of the Committee’s meeting held on the 29th March 2019 were approved 
as an accurate record of the proceedings. 

26/2019 Matters Arising from the minutes

The Committee noted the following updates from the Action Log- 

4/2019 Annual report on CoI ‘decision-makers’ declaration round now 
expected in May 2019 

4/2019 Breaches report on agenda 
Completed. 
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8/2019 Completed 

3/2019 Review of policy process now on work-plan 
completed. 

27/2019 Draft Annual Accounts, year ended 31st March 2019

LH presented the draft accounts, which had been circulated the previous day and 
would be uploaded to NHS Improvement by the noon deadline. She noted that a 
session with Committee members to review in detail had been scheduled for early 
May, and the analytical review was expected to be circulated within a few days. She 
would also be happy to have any e-mailed queries prior to the discussion session. 

SS noted that the draft accounts included a payment of ‘bonus’ Provider 
Sustainability Fund (PSF) monies of £3.3 million, which had reduced the deficit for 
the year to about £15.9 million (£23.3 million before PSF). PN asked if this reflected 
the Executive team’s assumptions; SS noted that it had not been possible to make 
any assumptions about this, as NHS Improvement had not given any advance 
indication as to how it would be handled. She also noted that this was one of only 
two Trusts in Greater Manchester who had benefited from all of the PSF payments, 
including the payment in relation to ED performance. 

AD asked for confirmation of the underlying position; SS confirmed that the Trust had 
finished £22,000 better than the agreed Control Total and had therefore met the 
condition in the Enforcement Undertakings. She also noted that the Trust had been 
paid for both parts of the PSF (ED and financial performance) in the last quarter of 
the year, as NHS Improvement had clarified the conditions to be applied. Part of the 
‘bonus’ PSF allocation was at the direction of GM, who wished to spend it on capital 
developments for urgent care improvements; however, there was a query as to 
whether NHS Improvement could authorise that given national capital spend issues. 
In any event, the Trust would benefit from receipt of the cash and a consequent 
reduction in the need to borrow from HM Treasury. 

In response to a query, SS confirmed that the PSF was being continued in 2019-
2020, with the expectation that it would be merged into the Financial Recovery Fund 
(FRF) in 2020-2021. This tied into the requirement for Trusts which were granted 
access to the FRF to prepare a recovery plan, leading to financial sustainability, by 
the end of the 2019 calendar year. 

DC commented that it had been very impressive that the draft accounts had been 
prepared to the speed and quality that had been achieved. She did not anticipate any 
major changes being required, and those that were would probably relate to 
developing best practice in respect of the new accounting standards being 
implemented in this year. LH noted that the Trust had prepared the accounts in that 
regard following the template provided by the Department of Health and Social Care.

The Committee then- 

a. Noted the draft accounts for submission to NHS Improvement;
b. Noted the analytical review would shortly be circulated to the Committee 

members;
c. Noted the scheduled meeting in early May to discuss the draft accounts. 

[LH left the meeting.]
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28/2019 Draft Annual Governance Statement

SIP presented the current draft, noting that it remained under development as the 
year-end data became available. It reflected the information that the Committee had 
been receiving through the course of the year, and there were no significant changes 
that should be drawn to the Committee’s attention. 

29/2019 Draft Quality Report (Accounts)

PW presented the draft, which had now been circulated to the statutory consultees 
as required by the statutory Regulations, and had also been reviewed by the Quality 
and Governance Committee. He reminded the Committee that there were very 
stringent requirements for the contents of the document, often set by law: whilst 
these might not reflect best practice as it had developed over time, they remained 
something that the Trust was required to comply with.  

PN commented that it was disappointing that the documents had not been available 
earlier, as had been discussed in the 2018 Annual Report round, as Committee 
members were not able to give considered feedback at this meeting. He also 
commented that, whilst recognising the need to comply with the regulatory 
requirements, for those outside the organisation it would be best if we could produce 
a report that set out ‘what we do, and what we need to do to improve’; and reflected 
the national priorities affecting the Trust, such as the current focus on whistle-blowing 
procedures and protections. PW recognised that desire, but emphasised the need to 
produce a report that met the imposed requirements; he noted that the relevant 
regulators would be checking compliance when the report was submitted, and a 
failure to comply would lead to contact with the Trust. He also reminded the 
Committee that the draft had already been scrutinised by the Quality and 
Governance Committee. Whilst the report would be used as far as possible to meet 
best practice, this was challenging in the prescribed framework. He noted that he 
was exploring the possibility of producing a different document for public information. 

PN enquired whether there were any changes to the requirements for the Quality 
Report; PW advised that there had been some technical changes, but nothing to 
draw to the Committee’s attention as substantive. AD asked for confirmation that the 
issues related to mortality had been covered; and PW confirmed that this was 
included in accordance with the Regulations. 

30/2019 Draft Annual Report

SIP presented the current draft of the Annual Report, noting that the bulk of the draft 
was now completed and the main pending items were related to year-end data. The 
draft had been prepared in accordance with the requirements of NHS Improvement’s 
Annual Reporting Manual, as required by NHS Improvement. SIP advised that the 
Chair had requested three changes to note- 

a. The current opening statement by the Chief Executive (as per the Manual) to 
be replaced by a joint opening statement by both the Chair and the Chief 
Executive;

b. Throughout, a greater emphasis on the Trust working as a key part of the 
integrated systems both in the Tameside and Glossop locality, and the 
Greater Manchester region;

c. Throughout, explicit reference to the work and engagement undertaken in the 
Glossop area, in addition to that in the Tameside area. 
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The Committee noted that, under the current requirements, both the Annual Report 
and the Quality Report were largely documents that needed to be prepared on a 
compliance basis, tied to very prescriptive requirements set out in legislation and the 
Annual Governance Manual. 

The Committee also noted the current draft of the Annual Governance Statement. 

In respect of all the draft documents, it was agreed that members of the Committee 
would provide comments to the Secretary by 8th May, and that a final draft would be 
circulated to all Directors no later than the close of business on 10th May. The 
Committee noted that final versions would be considered by the Committee on 22nd

May, prior to Board consideration on 23rd May. 

ACTIONS-

a. SIP to update the draft Annual Report for data and the changes requested by 
the Trust Chair;

b. Members of the Committee to feed comments to SIP by 8th May 2019;
c. SIP to circulate final draft of the Annual Report to the Directors no later than 

the close of business on 10th May 2019. 

31/2019 External Audit update

DC drew attention to the circulated paper on the limitations of the planned review of 
SHMI data, which were imposed as significant parts of the process were undertaken 
externally on a national basis, and therefore not available to the auditors to review.  
She reminded the Committee that this indicator had been selected by Governors, in 
line with the ‘strong expectation’ given by NHS Improvement. The review process 
would essentially be about the quality of data being submitted, looking at the primary 
diagnosis code. The review would not be able to check the control processes that led 
to the production of the Trust’s SHMI ratio. 

The Committee noted that it would be important to explain the unusually tight 
restrictions on the process, when it was presented at the Annual Members’ Meeting 
in September. 

32/2019 Internal Audit update

RP presented the circulated report, noting that the Data Security and Protection 
Toolkit reviews had reported Substantial Assurance, and there were no matters to be 
drawn to the attention of the Committee. There had also been follow-up work 
undertaken, as outlined in the report. 

PN enquired whether there was a concern in that the actions related to Medical and 
Nursing Rota systems had not been completed. RP advised that whilst the review 
had been undertaken a while ago, there had been agreement that the actions could 
be delayed to align with the national plan of work rather than duplicating effort. The 
actions were being maintained on the list until completed, and the Committee noted 
that these were now partially implemented. PW commented that for some systems, 
there was a need to reflect on succession planning as there were single points of 
failure. 

RP also noted that the Internal Audit plan for 2018-2019 had been largely completed. 
Two reviews had been agreed to be moved into the 2019-2020 year. 
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The Committee noted the update from the Internal Audit service. 

33/2019 Head of Internal Audit opinion

RP presented the annual opinion, which for 2018-2019 reported that there was 
Substantial Assurance on the control systems in place in the Trust. She reminded the 
Committee of the changes made in the Head of Internal Audit opinion in the year. 

The Committee noted that the follow-up work undertaken by Internal Audit, to review 
implementation of the agreed actions, had shown a positive and pro-active approach 
to delivering the changes required to improve systems of control, and had fed into 
the level of assurance available in the Head of Internal Audit opinion. 

AD queried the report on the Conflict of Interest Review recommendations; RP noted 
that (under the national template) these were not rated, so the base number of 
recommendations were reported. PN asked how this Trust compared to others; RP 
noted that a number of other Trusts were seeing themselves in the Moderate 
Assurance category, rather than Substantial Assurance, under the new system. She 
would also seek information about the regular comparison report that MIAA 
produced. 

AD noted that, whilst the Head of Internal Audit opinion was welcome, she continued 
to be of the view that having some reviews that provided less substantive assurance 
were to be welcomed as indicating the Committee were focused on the right areas. 

The Committee then noted, and concurred with, the Head of Internal Audit opinion. 

ACTION-

a. RP to provide comparative information on the level of HoIA assurance being 
achieved by other Trusts, by July 2019 

34/2019 Internal Audit plan 2019-2020

RP presented the proposed plan, which came to the Committee for approval: and 
had been formulated following a full risk assessment and discussions with the 
Executive team. She noted that, as agreed with the Executive team, there could be 
changes to the plan brought back in light of the findings of the CQC inspection when 
they became available. Overall, the proposals were a balanced plan which included a 
number of quality-related audits. There was also a slight reduction in the proposed 
fees, which reflected the economies of scale from the cross-GM appointment of 
MIAA. 

In response to a query, RP advised that Risk Management was likely to be reviewed 
in the first quarter of the year. Further days had been allocated to the review of the 
Board Assurance Framework, including allowance for ‘deep-dives’ by MIAA into a 
number of BAF risks to be selected by the Audit Committee. 

AD queried whether there should be a review of the Trust’s controls regarding cyber-
security. RP noted that there had been a review as part of the Data Protection review 
in 2018-2019, and whilst it would be kept under review it was not currently seen as a 
key risk. 

PN enquired, by reference to the risks identified on the Board Assurance Framework,  
what BAF risks were not being identified through the programme. RP commented 
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that whilst some of the BAF risks were not directly addressed, but this was partly 
driven by the need to await the outcomes of the CQC process. She also noted that a 
number of the reviews in 2018-2019 had been directly related to BAF risks. Following 
discussion, PN commented that it would assist the Committee to have a clearer 
understanding of how the three-year cycle for internal audit work related to the key 
risks on the BAF, to assure that all relevant areas were covered. 

PN also asked how emergent issues from the CQC ‘Well-Led’ work would be 
included in the plan. PW noted that there were currently no emergent issues that had 
been drawn to the Trust’s attention, although that would obviously need to await the 
final publication of the CQC report. 

The Committee then- 

a. Noted the update report from the Internal Audit service;
b. Approved the Internal Audit plan for the 2019-2020 year;
c. Approved the proposed Internal Audit fees for the 2019-2020 year. 

ACTION-

a. RP to provide an updated three-year cycle of internal audit review areas for 
Committee understanding, by July 2019. 

35/2019 Counter-Fraud service Annual Report

NMcQ presented the circulated annual report, which summarised the work of the 
service during the 2018-2019 year. 

AD raised a query regarding the resolution of a specific case, and NMcQ ran through 
the details. AD also enquired about the proposals to enable the Committee to 
understand the effectiveness of the action plan re the NHS Counter-Fraud Agency’s 
findings; NMcQ outlined the proposals, which included the intention to seek feedback 
both immediately after training and 2/ 3 months later. PW commented that there was 
also a question to be considered about when an individual should be referred to their 
professional body in the event of allegations being made; NMcQ confirmed that this 
was considered by management in each case. 

The Committee then noted the Annual Report of the Counter-Fraud service. 

[Dawn Murphy joined the meeting.]

36/2019 NHS Counter-Fraud Authority review- action plan progress

The Committee noted the circulated paper, and that as the previous meeting had 
been in the last month no significant progress had been undertaken in the 
intervening period. In line with the Authority’s requirements, a progress report would 
be provided to each meeting of the Audit Committee until the action plan was 
completed. 

NMcQ confirmed that the action plan had been submitted to the NHS Counter-Fraud 
Authority, and to the CCG who would monitor progress as required under the 
Standard Contract. 

37/2019 Costings review update
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DM presented the circulated paper to the Committee, which provided an update on 
the work being undertaken as an ‘early adopter’ of the new Patient-Level Information 
and Costing System (PLICS). The external review by the had provided a finding of 
Substantial Assurance, and had acknowledged that the Trust was showing best 
practice particularly in clinical engagement. Whilst (as required) an action plan was 
being put in place as a result of the review, the key focus was on meeting the new 
requirements related to the submission in respect of the 2018-2019 data. DM noted 
that NHS Improvement were sighted on the Trust’s position, and would receive the 
action plan in due course. 

SS noted that the PLICS process was currently focused on the acute sector, but NHS 
Improvement had set out the intention for it to include community provision in 2020-
2021. DM reminded the Committee of the historic background for the development of 
PLICS, which was intended both to enable much more detailed information and a 
better understanding of the cost and productivity position at Trust and sub-Trust 
levels. AD enquired whether it was possible to drill down to the level of an individual 
Consultant’s work; and MD confirmed that this was the aim of the process. 

AD also sought assurance that there was sufficient capacity to deliver the intended 
programme. SS commented that this had been addressed as part of the programme, 
with a dedicated team working on the area. The new software that the Committee 
had previously discussed had also been a vast improvement and freed up capacity to 
deliver. 

The Committee then noted the update on PLICS, and the substantial level of 
assurance available. 

38/2019 Conflict of Interest- report on potential breaches

SIP presented the six-monthly update report on potential breaches of the Conflict of 
Interest policy. Two cases were being reported for this half-year- 

a. A colleague who had been supported for attending a conference by an 
external pharmaceutical company; the company had notified the Medical 
Director, but the colleague had not updated the Register within the required 
28 days. The Register had been updated after prompting, and no further 
action had been considered appropriate. 

b. A colleague who had been identified as a Director of a company during the 
internal audit review of Conflict of Interest controls. The Procurement Team 
had confirmed that the Trust had no dealings with that company; the 
individual had now ceased to be a Director, and the period had been under 
the operation of the prior policy. 

PW noted that most professional Codes of Conduct would have provisions 
prohibiting those subject to them from having conflicting interests; and suggested 
that this should be addressed in all cases. AD asked about the steps to be taken if 
colleagues refused to comply with their obligations to update Register entries; SIP 
noted that the Trust was obliged under the national policy (as implemented through 
the Standard Contract) to start disciplinary proceedings in the event of a persistant 
refusal to comply. 

The Committee noted the update report. 

39/2019 Future workplan
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The Committee noted the workplan circulated in the papers. 

40/2019 Report to the Board of Directors

AD noted that SIP would prepare the report, which would include- 

• The progress in the preparation of the Annual Report and Accounts 
documents 

• The Head of Internal Audit opinion 
• The update on Costing and PLICS. 
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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 at 9am on Tuesday 
21st May 2019 in the Board Room, Silver Springs House, Tameside General Hospital.

Present Anne Dray AD In the Chair 

Martyn Taylor MT  

In attendance Debra Chamberlain DC KPMG 

Lindsey Hulme LH Assistant Director of Finance 

Michellle Hurst MH Assistant Head of Financial Services 

Karen James KJ Chief Executive 

Jenny Langdon JL KPMG 

Jane McCall JMc Trust Chair 

Neil McQueen NMcQ MIAA (Counter-Fraud Specialist) 

Ruth Parker RP MIAA 

Steve Parsons SIP Trust Secretary 

Sam Simpson SS Director of Finance 

Peter Weller PW Director of Nursing and Integrated 
Governance 

41/2019 Welcome and apologies

The Chair welcomed colleagues to the meeting, and noted that the key focus would 
be on consideration of the Annual Report and Accounts documents prior to Board 
consideration on the following day. 

Apologies for absence were received from Peter Noble. 

42/2019 Declarations of Interest

The representatives of KPMG and MIAA declared their interest in the item related to 
appointment of internal and external audit providers. It was noted that they would 
withdraw from the meeting at the appropriate point. 

43/2019 Minutes of the meeting held on 24th April, 2019

The minutes of the Committee’s meeting on 24th April, 2019 were approved as an 
accurate record. 

44/2019 Matters Arising from the minutes

The following updates to the Action Log were noted- 

4/2019 SIP confirmed that the annual declarations round for ‘decision-
makers’ under the Conflict of Interest policy had now commenced. 
Re-date report to July 2019 

45/2019 Annual Report- Final Draft
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SIP presented the final draft, noting that it was undergoing continuing amendments 
and noting amendments made since the circulation of the draft. He confirmed that 
an Erratum would be laid before the Board meeting to confirm the changes made, in 
the usual way. 

Karen James suggested, and the Committee agreed, that the graphic of the 2018-
2019 Strategic Objectives should be included at the front, where the 2019-2020 
objectives were currently; the 2019-2020 objectives could be added at the back. 

Subject to that amendment, the Committee were content to recommend the final 
draft of the Annual Report to the Board for approval. 

46/2019 Quality Report (Accounts)

PW presented the final draft, and outlined the process that had been undertaken to 
compile the report. He noted that comments for inclusion had been received from 
the CCG and Tameside HealthWatch, under the Regulations. Feedback from the 
auditors had also been taken on board and appropriate changes made. 

JMc commented that overall this was a good document, as could be seen from the 
feedback received. She queried whether, given the falling-off in performance 
regarding mortality ratios and that the Trust was an outlier, there was sufficient 
prominence for mortality in the report. PW advised that, in his view, the draft 
represented the position in the year accurately; he noted that there had been 
extensive external reviews, which had largely supported the way the Trust was 
addressing mortality and had not raised any significant issues for concern. KJ 
agreed that the draft was reflective of the activity in the year, and the included 
information related to mortality was appropriate for this type of document. The 
Committee confirmed that it was content with the way mortality was addressed in the 
draft. 

PW also referred to the lack of a response from the Overview and Scrutiny 
Committee; he noted that he intended to amend the wording in the report to make 
clearer that local election timings meant that the Committee could not normally 
respond. It was also noted that the Committee was different from the Single 
Commissioner, and the correct title would be included. 

Subject to those matters, the Committee was content to recommend approval of the 
draft Quality Report (Accounts) to the Board. 

47/2019 Annual Governance Statement

The Board noted the final draft of the Annual Governance Statement (as included in 
the draft Annual Report), and AD noted that this reflected the various updates that 
the Committee had received during the course of the year. RP confirmed that it 
included all relevant matters raised by the Internal Audit service. 

48/2019 Annual Accounts for the year ended 31st March, 2019

LH presented the final draft of the annual accounts, and noted the changes made on 
the circulated sheet, which had been agreed with the auditors. AD noted that the 
detailed review meeting with the Non-Executive Directors, including those not on the 
Audit Committee, had been very useful both in understanding the accounts and the 
key issues on which the audit process was focused. The detailed analysis provided 
at the review meeting had also been very helpful to colleagues. 
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SS commented that the fact that only a few minor changes had to be made from the 
submitted draft at the end of April was a credit to the team; it had also been positive 
that all Non-Executive colleagues had been invited to the review session. DC 
commented that the process had been very smooth this year, with good 
relationships and responsiveness from the Trust side. SS noted that this had been 
supported by the work undertaken through the year to ensure that necessary 
information was logged and recorded, rather than only at the year-end.  

The Committee were content to recommend the draft Annual Accounts to the Board 
for approval. 

49/2019 ISA260 Report to those charged with Governance

DC presented the final draft of the ISA260 report from KPMG, and drew attention to 
the following points- 

a. Subject to agreement by the Board tomorrow of the formal documentation, 
the auditors had completed their work on the financial statements. Attention 
was drawn to the significant risks reviewed and the actions taken. 

b. No issues or mis-statements had been identified in respect of the valuation of 
land and buildings. SS noted that Trusts not using the District Valuer might 
have had a more challenging adaption to this clarification. 

c. On the universal risk of fraudulent revenue recognition, whilst there had been 
a couple of mis-matches identified, the auditors were satisfied that the 
treatment was appropriate. SS noted that there could be legitimate 
differences in accounting treatments that led to mis-matches; however, in this 
case the clear view was that the Trust’s approach was not just appropriate 
but correct. 

d. The process had also reviewed the generic risk of management over-riding 
the controls systems, which was standard across all audits. The required 
work had been undertaken, and no evidence of concern had been found. 

e. Following a recommendation from the National Audit Office, all audits within 
the Department of Health and Social Care group were now required to 
address the risk of fraudulent recognition of expenditure, following issues 
identified nationally. No issues under this heading had been identified, and it 
was clear that robust controls were in place. 

f. Attention was drawn to the judgements being made, as set out in the report, 
and the work undertaken to provide particular assurance in payroll and HR 
areas. The actions agreed by management were noted, and it was confirmed 
that they were not material to the audit. 

g. Turning to the Value for Money work, in line with national guidance, two risk 
issues had been specifically reviewed; and no issues had been identified. 
Although the CQC report had not been received, and so was not referenced 
in the report, the preparatory work against that eventuality had shown that 
there were robust systems in place to respond. 

h. The Committee’s attention was drawn to the expected judgement on financial 
resilience; there would be an ‘except for’ statement related to the historic 
accumulated deficit, but this would highlight the robust controls and the 
improvement year-on-year in reducing the income and expenditure deficit. 
The formal wording was fixed, and might appear somewhat harsh, but was 
required. 

JMc enquired if there were any internal issues raised through the process that 
should be addressed by the Committee. SS advised that the issues were being 
followed through. The Committee requested that an update and outcomes were 
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reported to the Committee in due course. 

Turing to the review work on the Quality Report (Accounts), DC outlined the work 
undertaken, in line with the national guidance, and the unqualified limited opinion 
that the auditors were expecting to issue. No issues of substance had been 
identified, and all of the more minor points had been resolved with the Governance 
department. The Committee were reminded of the limitations of the opinion, and in 
particular in respect of SHMI, as discussed at the April 2019 meeting. 

In response to a query from JMc, it was noted that the audit opinion was limited in 
respect of the scope of the work undertaken, as a full audit process was not 
possible. It was not qualified in terms of the available assurance within that scope. 
The Committee noted that it would be important that this distinction was made clear 
to both Council and the Annual Members’ Meeting when the documents were 
considered. 

50/2019 Letters of Representation

SIP presented the draft letters, which were standard documents making formal 
representations on which the auditors would rely in issuing their opinion. There were 
two drafts, one for the Annual Report and Accounts and the second for the Quality 
Report. 

DC confirmed that the contents of the drafts were standards, saving the sections 
related to new accounting standards (which had been added in the year) and the 
paragraphs related to the PFI model, reflecting new requirements. 

The Committee were content to recommend the Letters of Recommendation to the 
Board for approval. 

AD took the opportunity to thank both staff and the auditors for their efforts through 
the process, which had led the Committee to be able to have confidence in the 
documents and recommend them to the Board. 

The Committee then agreed to recommend approval of the following documents- 

a. The draft Annual Report, including the Annual Governance Statement 
b. The draft Quality Report (Accounts) 
c. The draft statutory Accounts for the year ended 31st March, 2019 
d. The Letter of Representation related to the Annual Report and Accounts 
e. The Letter of Representation related to the Quality Report 

The Committee formally noted the ISA260 report and the actions agreed by 
management; and requested that it was updated in due course on their completion.

ACTIONS-

a. Chair to report recommendations for approval to the Board at May meeting. 
b. SS to provide update on completion of actions agreed by management in the 

ISA260, at an appropriate point in the year. 
c. SIP to ask the auditors to attend the Annual Members’ Meeting to explain the 

scope of the limited opinion re Quality Report. 

51/2019 Fraud Prevention update report
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NMcQ presented the report, drawing attention to the following- 

a. The report included the required update on progress following the Counter-
Fraud Authority review of the 2017-2018 submission. 

b. The Counter-Fraud Authority had launched a national review exercise into 
procurement functions. The required initial response was being prepared, 
and further actions were expected to be undertaken in line with the national 
expectations. 

c. The self-assessment toolkit in respect of 2018-2019 had been submitted to 
the Counter-Fraud Authority, following the discussion at the previous 
meeting. It was confirmed that discussions were continuing on the most 
appropriate way to ensure that the LCFS was involved in policy-making: and 
that there was pro-active work being undertaken with HR around putting 
counter-fraud messages across to staff. 

d. There were two current investigations, as outlined in the report. 

JMc referred to the investigations and was concerned that the investigation process 
seemed to take a considerable time, particularly as in both formal interviews with the 
individuals under investigation had been delayed. She expressed the view that it 
would be appropriate for investigations to be undertaken in a faster manner. NMcQ 
noted that a number of factors played into this; it was also necessary to strike a 
balance, and both cases had been affected by external matters (sickness and an 
internal appeal process). 

SS noted that the action plan from the 2018-2019 CFA review would be provided to 
the CCG and the CFA. The effective start of the actions, given the timing and other 
pressures around year-end, would be reported to the July 2019 meeting. 

The Committee then noted the Counter-Fraud update. 

52/2019 Losses and Special Payments

LH introduced the report, noting that it included the year-end write off process that 
inflated the figures for the last quarter. There were provisions in the accounts for a 
significant proportion of the losses, which were only formally written-off when the 
debt collection processes had been exhausted. For the future, it was intended that 
there would be a quarterly rather than annual writing off exercise, to ensure that the 
figures were more balanced across the year. 

MT commented that the number of cases in respect of overseas patients seemed 
quite high, as did the amount written off. LH advised that these were historic cases 
where the individual had not returned to the United Kingdom; the border authorities 
were very active in chasing these and would refuse entry to the UK if there was an 
outstanding debt flagged, even if the Trust had written it off. MT suggested that the 
Committee might wish to assure itself of the robustness of procedures in this area;
LH noted that most cases related to individuals who required immediate treatment, 
which was allowed before payment under the rules. The Committee agreed that a 
report on controls in this area should be provided to a future meeting. 

The Committee then noted the losses and special compensation payments made in 
the last quarter of 2018-2019. 

ACTION-

a. Report on controls in place regarding overseas patients and payment for 
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treatments to be presented to Committee. 

53/2019 Tender Waivers

SS presented the report, noting that this would now be a regular item for the 
Committee’s consideration following the changes in the Standing Financial 
Instructions. The report outlined the process and listed the wavers since 1st April 
2019. 

RP noted that reporting these items on a regular basis to the Committee was a good 
development in practice, and also enabled waivers to be checked against any 
entries in the Conflict of Interest Register before approvals were given. 

The Committee noted the report on tender waivers from 1st April to 14th May, 2019. 

54/2019 Future Workplan

The Committee noted the workplan as tabled. 

It was agreed that the Committee should have a meeting scheduled in September, 
which could be called off if there was insufficient business. 

ACTION-

a. SIP to arrange a meeting of the Committee in September 2019;
b. SIP to include September meetings of the Committee in future calendars of 

meetings. 

55/2019 Matters to be reported to the Board of Directors

AD would report to the Board tomorrow on the recommendations related to the 
Annual Report and Accounts. 

SIP would prepare the usual written report on other matters, which might need to be 
considered by the Board in July given the timings of the meetings. 

DC and JL (KPMG) and RP and NMcQ (MIAA) declared their interests and withdrew.

The remaining minutes have been withheld, as they relate to a continuing tender process. 
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