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Chief Executive’s Overview 

Since the production of the Quality Account for 2012/13 many changes have been 
made at Tameside. The organisation has commenced an improvement journey 
following the publication of the Keogh review in July 2013. This publication along 
with other inspection reports by other regulators or accrediting bodies identified 
deficiencies in the way we had delivered care. Therefore improvements were 
required. 

Following this the Trust‟s leadership changed and I was seconded from our “Buddy 
Trust”, University Hospital South Manchester (UHSM) as Interim Chief Executive 
along with an Interim Medical Director Brendan Ryan to drive through improvements 
in the way care is provided at Tameside. We had other new leaders across the 
organisation too; all wanting to play their part in the changes. 

These changes have been undertaken in partnership with Tameside Metropolitan 
Borough Council (TMBC) and Tameside and Glossop Clinical Commissioning Group 
(CCG) and have enabled a joint approach to the improvement journey. 

Our journey is from a baseline that was unacceptable, and since July 2013 I believe 
we have made significant progress to improve our services.  This improvement was 
acknowledged by both the Keogh review Team following their visit on the 16th 
December (6 months into the Improvement Journey) and the CQC 
acknowledgement of improvement following the January 2014 inspection. However 
there is still much to do. 

Our Strategy for Improvement led from the board of Directors has been delivered  
through the Executive Led Improvement Board and has CCG, Local Authority (LA) 
and Healthwatch membership, with Monitor in attendance.  

The Keogh Review highlighted 5 key areas for Trust Improvement; the improvement 
journey in these areas is detailed below: 

 

1. Care risks associated with the emergency and medical pathway. 
2. Board not effectively leading quality improvement and governance and the 

leadership not delivering the required improvements in quality of care. 
3. The Quality Strategy and performance management information needed 

significant improvement. 
4. The need to develop organisational culture to remove tolerance of sub-

optimal care and engage more effectively with staff at all levels to improve 
quality 

5. The need to improve patient and public engagement 
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The Board has overseen the delivery of an integrated plan for change.  

I hope that this Quality Account demonstrates how we are monitoring the journey we 
are on, and the progress we have made to date. The Trust Board is committed to 
ensuring that the Quality and Safety of services we provide to our patients in 
Tameside Hospital are of the highest quality and we are working with our partners, 
stakeholders and the community to achieve this objective and that we develop the 
reputation for Tameside Hospital as a provider of safe, high quality, effective care 
which we would all choose to use.  

  
 
 
 

 
Karen James  
Interim Chief Executive 
April 2014 
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2013/14 STATEMENT OF DIRECTORS’ RESPONSIBILITIES IN RESPECT OF 
THE QUALITY REPORT 
 
In preparing the Quality Report, Directors are required to take steps to satisfy 
themselves that: 
 

 The content of the Quality Report meets the requirements set out in the NHS 
Foundation Trust Annual Reporting Manual 
 

 The content of the Quality Report is not inconsistent with internal and external 
sources of information including: 

 
- Board minutes and papers for the period April 2013 to [the date of 

signing this statement] 
-  Papers relating to Quality reported to the Board over the period April 

2014 to the date of signing this statement 
- Feedback from the Commissioners dated 23/05/2014  
- Feedback from the Council of Governors dated 22/05/2014  
-  Feedback from local Healthwatch organisations dated 22/05/2014  
- The Trust‟s Draft Complaints Report published under regulation 18 of 

the Local Authority Social Services and NHS Complaints Regulations 
2009, dated 15/05/2014. 

- The national patient survey dated April 2014 

- The national staff survey dated February 2014. 
- The Head of Internal Audit‟s annual opinion over the Trust‟s control 

environment dated 28/05/2014  
- Care Quality Commission Intelligence monitoring report March 2014  
 

 The Quality Report presents a balanced picture of the NHS Foundation Trust‟s 
performance over the period covered; 
 

 The performance information reported in the Quality Report is reliable and 
accurate; 

 

 There are proper internal controls over the collection and reporting of the 
measures of performance included in the Quality Report, and these controls are 
subject to review to confirm that they are working effectively in practice; 

 

 The data underpinning the measures of performance reported in the Quality 
Report is robust and reliable, conforms to specified data quality standards and 
prescribed definitions, is subject to appropriate scrutiny and review; and the  
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Quality Report has been prepared in accordance with Monitor‟s annual reporting 
guidance (which incorporates the Quality Accounts Regulations) as well as the 
standards to support data quality for the preparation of the Quality Report.  

 

The Directors confirm to the best of their knowledge and belief they have complied 
with the above requirements in preparing the Quality Report. 

By order of the Board  

 

 

29 May 2014..........Date........................................................Chair  

 

 

29 May 2014...........Date............................................................Chief Executive 
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Part Two 
 

 

 

 

 

Priorities for Improvement and 
Statement of Assurance from the 

Board 
 

Tameside Hospital NHS Foundation 
Trust 
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Statement of Assurance from the Board 

Tameside Hospital NHS Foundation Trust operates from Tameside Hospital in 
Ashton-under-Lyne, providing a range of acute hospital services for a population of 
approximately 250,000 people living in the surrounding area.   

The Trust became a Foundation Trust in February 2008 and currently employs 
around 2,300 staff, across a host of professions. 

Review of Services 

During 2013/14 the Tameside Hospital NHS Foundation Trust provided and/or sub-
contracted 7 relevant health services(defined using the Care Quality Commission‟s 
regulated activities). 

The services provided were: 

 Treatment of disease, disorder or injury 

 Diagnostic and screening procedures 

 Family planning services 

 Maternity and Midwifery services 

 Surgical procedures 

 Termination of pregnancies 

 Assessment or medical treatment for persons detained under the Mental 
Health Act 1983 

The Tameside Hospital NHS Foundation Trust has reviewed all the data available to 
them on the quality of care in all 7 of these NHS Services. The data the Trust has 
reviewed cover the three dimensions of quality – patient safety, clinical effectiveness 
and patient experience where necessary.  Where appropriate the Trust have 
indicated where the amount of data for review has impeded this objective.  The Trust 
systematically and continuously reviews data related to the Quality of its services.  
The Trust uses its Quality, Safety and Performance metrics to demonstrate this.  
Reports to the Trust Board, the Trust‟s Quality and Clinical Governance Committee, 
Trust Executive Group and other key committees and the Performance Management 
Framework all include data and information relating to our quality of services.  The 
Tameside Hospital NHS Foundation Trust has reviewed all the data available on the 
quality of care in all of these NHS Services.   

The income generated by the relevant health services reviewed in 2013/14 
represents 92% of the total income generated from the provision of relevant health 
services by the Tameside Hospital NHS Foundation Trust for 2013/14.  

Tameside Hospital NHS Foundation Trust provides the wide array of services one 
would associate with a general hospital.  These include emergency services, general 
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and specialist surgery and full consultant-led obstetric and paediatric hospital 
services for women, children and babies.  

How Quality Initiatives are Prioritised at the Hospital 

 

Following the Keogh review the Trust‟s leadership changed and an Interim Chief 
Executive and Interim Medical Director were appointed to the Executive team who 
collectively are overseeing the drive of improvements in the way care is provided at 
Tameside Hospital NHS Foundation Trust.  

These changes have been undertaken in partnership with Tameside Metropolitan 
Borough Council and Tameside and Glossop Clinical Commissioning Group and 
have enabled a joint approach to the improvement journey. 

The Keogh Review highlighted 5 key areas for Trust Improvement; detailed below 

 

1. Care risks associated with the emergency and medical pathway 
2. Board not effectively leading quality improvement and governance and 

leadership has not delivered required improvements in quality of care 
3. Quality strategy and performance management information needs significant 

improvement 
4. Need to develop organisational culture to remove tolerance of sub-optimal 

care and engage more effectively with staff at all levels to improve quality 
5. Need to improve patient and public engagement 

 

The Trust Board has overseen the delivery of the plan that has been agreed. The 
improvement programme consists of 5 key areas and the content of this Quality 
Report will provide an overview of progress against these key improvement areas. 

Tameside Hospital NHS Foundation Trust is on an improvement journey from a 
baseline that was found to be unacceptable, and since July 2013 we believe we 
have made significant progress against the Trust improvement programme. 

The pages below identify Tameside Hospital NHS Foundation Trust‟s Quality 
Improvement Strategy which identifies how our Quality initiatives are identified, and 
the Patient Safety Programme which sets out our key patient safety priorities. 
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The Continuous Improvement of Clinical Quality is further incentivised through the 
contracting mechanism which includes quality schedules, penalties and CQUIN 
payments.  

NHS England frameworks and the Francis Report into Mid Staffordshire Hospitals 
also highlight the focus on quality, and are linked to the NHS Mandate and 
Constitution. We have worked with Tameside and Glossop Commissioners to align 
our quality aims and to maximise the potential delivery through these mechanisms.  

Tameside Hospital NHS Foundation Trust‟s improvement priorities for 2013/14 have 
been redefined and revised following the Keogh review. They have been chosen 
because they seek to address the issues related top Quality and Safety identified in 
the report. They have been agreed with Stakeholders as Trust Board Priorities and 
Quality initiatives aligned with national and locally mandated requirements and 
agreed CQUIN priorities which have been informed by Quality analysis and by 
patient and staff engagement and feedback.  

Priorities for Quality Improvement 

Normally we would report on the priorities outlined in the 2012/13 Quality Account, 
however, the agreed objectives for 2012/13 were refocused and identified following 
the Keogh review publication in conjunction with key stakeholders. to address the 
concerns in patient care and treatment identified and have been monitored through 
the Trust Board and its subcommittees. Therefore no detailed report is provided for 
the 2012/13 outlined objectives. 

In 2013/14 the Tameside Hospital NHS Foundation Trust aimed to achieve the 
following:  

Priority Domain: Patient Safety 

 To implement a Patient Safety Programme with key work streams to focus on 
providing harm free care and provision of High Quality Safe Care.  

 To reduce further our Hospital Standardised Mortality Ratio(HSMR)/Standard 
Hospital-level Mortality Index (SHMI). 

 To maintain or improve on the Trust‟s performance in relation to MRSA 
Bacteraemia and C Difficile. 

 To comply with the requirement to monitor MSSA and E Coli Bacteraemia, 
and to meet any agreed trajectory proposed in year 

 Increase incident reporting and minimise incidents with moderate to severe 
harm or death. 
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Priority Domain: Patient Experience 

 Monitor and improve patient experience through use of surveys and feedback 
and taking action on the issues identified. 

 Minimise occurrence of mixed sex accommodation breaches. 

 Minimise the number of complaints received and comeback complaints. 

 Ensure that Complainants receive responses in an agreed timescale.  

 Ensure staff are appropriately trained, supported and enabled to deliver their 
part in the Patient Care we provide. 
  

Priority Domain: Patient Outcomes 

 Provide access to services in line with the national and local standards 
identified and agreed.  

 Implementation of Care to bets practice standards. E.G. Advancing Quality 
pathways, Stroke care 

 Minimise delays in delivery of care and treatment 
 

Progress against these priorities is detailed in Part three of the Quality account. 

Tameside Hospital NHS Foundation Trust‟s priorities for improvement in 2014/15 are 
embedded in the Trust Board agreed objectives provided in full at the end of the 
Quality account. 

Our priorities for improvement are developed in the context of our agreed Quality 
Improvement Strategy and Patient Safety Programme implemented and developed 
with our stakeholders since the publication of the Keogh review in July 2013.  

The priorities for 2014/15 are  

1. Improved Patient Safety by : 

 Reduction in the number of avoidable hospital acquired pressure ulcers 
and we will reduce the incidence of pressure sores Grade 2 and above. 
We will ensure less than 1% incidence with a 99% compliance rate. 

 Reduction in catheter associated urinary tract infection ensuring 99% of 
patients receive no avoidable UTI. 

 Increase in the identification of deteriorating patients and a reduction in 
the number of avoidable cardiac arrest calls and improved response to 
deterioration triggers. We will ensure a 50% reduction from the baseline.  
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 Reduction in patient falls resulting in harm ensuring less than 1% 
incidence resulting in 99% of patients receiving harm free care.  

 Reduction in harm from VTE through appropriate risk assessment and 
thromboprophylaxis. 

 Reduction in the number of hospital acquired infections. 

 Improved compliance with infection prevention standards and 
requirements. Incident reporting will increase resulting in the Trust being in 
the upper quartile of comparable similar sized Trusts using NRLS data. 

 The number of incidents causing harm will reduce resulting in a reduction 
in harm per 1000 patient incidents when compared to similar sized Trusts 
using NRLS data. 

 The percentage of harm free care will increase from the current baseline 
of 95% with the aim of harm free care for every patient. 

2. Improved Patient Experience by: 

 Improvement in Friends & Family Test and response rates by a further 5% 
on the national trajectory. 

 Improvement in patient experience score and net promoter score. 

 Reduction in the number of complaints per 1000 patient contacts to below 
1.15 complaints per 1,000 patient contacts. 

 Increase in the number of recorded compliments per 1000 patient contacts 
by 25% above current baseline 

 Improvement in results of the First Friday feedback 

 Achievement of all access standards  

3. Improved Quality of Patient Care and Outcome  by: 

 Increased participation in and  improvements in performance against 
national/local clinical audits. 

 Improved compliance with clinical care bundles and Advancing Quality 
markers. 

 Adherence to all eligible NICE Guidelines.  

 Reduction in 30 day re-admission rates from the current baseline of 9.1% 
to 8.73% (75th percentile). 

 Adherence to all agreed internal standards with systematic monitoring and 
assurance processes.  

 Reduction in mortality rates and implementation of a systematic review 
process to levels that are not statistically significant and show a reduction 
in the raw death rate and the implementation of a systematic review 
process. 

 Improved care in relation to nutrition and hydration. 
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These objectives build on those put in place following the Keogh review as part of 
the improvement programme. Progress against these objectives will be reported and 
monitored through the Trust Board and its subcommittees against agreed standards.  

These priorities have been chosen based upon national/local priorities and taking 
analysed patient and stakeholder feedback.  Where benchmarking information has 
been used in data provided in this report, unless otherwise stated, it has been taken 
from data available from the Health and Social Care Information Centre. 

Monitoring Priorities at Tameside Hospital NHS Foundation Trust 

The Governance systems across the Trust have been considerably reviewed and 
revised since the publication of the Keogh review in July 2013. The committee 
structures have been revised and restructured to strengthen the governance 
processes in place across the organisation. These provide assurance structures to 
appropriately monitor, challenge and seek assurance on workstreams, agreed action 
and priorities by the Executive Team and for concerns and risks to be appropriately 
managed and escalated and assurance on this provided to the Trust Board through 
these revised structures and  processes.  

Participation in Clinical Audits              

Clinical Audit involves improving the Quality of Patient Care by looking at current 
practice and modifying it where necessary. We take part in Regional and National 
Clinical Audits, and we carry out local clinical audits. Sometimes there are also 
National Confidential Enquiries which investigate an area of Health Care and 
recommend ways of improving it.  

National Clinical Audits  

The National Quality Account for 2013/14 contained 44 national clinical audits and 5 
national confidential enquiries (see Table 1). 

During 2013/14 28 National clinical audits and 2 national confidential enquiries 
covered relevant health services that Tameside Hospital NHS Foundation Trust 
provides.  

During 2013/14 Tameside Hospital NHS Foundation Trust participated in 100% 
national clinical audits, and 100% national confidential enquiries which it was eligible 
to participate in. This is an improvement from the previous position.  

The national clinical audits and national confidential enquiries that Tameside 
Hospital NHS Foundation Trust was eligible to participate in during 2013/14 are as 
follows: 
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Table 1: National Quality Account 2013/14 participation in eligible audits and 

confidential enquiries 

Audit Title 
2013/14 

Trust Participation 

Neonatal Intensive & Special Care (NNAP) National Neonatal Audit Programme Y 

Paediatric Asthma (British Thoracic Society Y 

Childhood Epilepsy – Epilepsy 12 Audit (RCCHP) Y 

Diabetes (RCPH National Paediatric Diabetes Audit) Y 

Paediatric Intensive Care (PICANet) Not eligible 

Paediatric Cardiac Surgery (NICOR Congenital Heart Disease Audit) Not eligible 

"Moderate or severe asthma in children (care provided in Emergency Departments - College 
of Emergency Medicine) 

Y 

Emergency Use of Oxygen (British Thoracic Society) Y 

Adult Community Acquired Pneumonia (British Thoracic Society) Terminated Nationally 

Non Invasive Ventilation (NIV) – Adults (British Thoracic Society) Terminated Nationally 

Cardiac Arrest (National Cardiac Arrest Audit) (ICNARC) Y 

Adult Critical care (Case Mix Programme ICNARC CMP) Y 

Emergency Laparotomy (Royal College of Anaesthetists) Y 

Severe Trauma Audit Network (TARN) Y 

Paracetamol overdose (care provided in Emergency Departments - College of Emergency 
Medicine) 

Y 

Severe Sepsis and Septic Shock (College of Emergency Medicine) Y 

National Diabetes Audit (NDA) Including  National Diabetes (adult) audit and National 
Diabetes Inpatient Audit 

Y 

Heavy Menstrual Bleeding (Royal College of Obstetricians) Audit not currently active 

National Pain Audit:Pain Database Audit not currently active 

Inflammatory Bowel Disease – Ulcerative Colitis (National IBD Audit) Y 

Inflammatory Bowel Disease – Biologics (National IBD Audit) Y 

Bronchiectasis – Paediatric (British Thoracic Society) Not eligible 

Chronic Obstructive Pulmonary Disease Y 

Pulmonary Hypertension Not eligible 

National Audit of Dementia (NAD)(RCPsych) No data required 2013/14 

Hip, Knee and Ankle Replacements (National Joint Registry) Y 

National Vascular Registry  (VSGBI Vascular Surgery Database) Y 

Adult Cardiac Surgery (ACS) Not eligible 

Elective Surgery (National PROMs Programme) Hernias, Total Hip Replacement, Total Knee 
Replacement, Varicose Veins 

Y 

Coronary Angioplasty (NICOR Adult Cardiac Interventions Audit) Not eligible 

Acute Myocardial Infarction & Other ACS (MINAP) Y 

Heart Failure (National Heart Failure Database – NICOR, BSH, NCASP) Y 

Sentinel Stroke National Audit Programme  (SSNAP) Y 

Cardiac arrhythmia (cardiac rhythm management audit) (HRM) Y 

Renal Registry (UKRR) Not eligible 

Lung Cancer (National Lung Cancer Audit) Y 

Bowel Cancer (National Bowel Cancer Audit Programme - NBOCAP) Y 

Head & Neck Cancer  (DAHNO) Y 

Oesophago-gastric cancer (NAOGC, RCOS) Y 

Hip Fracture (National Hip Fracture Database) Y 

National audit of psychological therapies (NAPT) Not eligible 

Prescribing in mental health services (POMH) Not eligible 

Schizophrenia (RCO PsychiaTrusts NAS team) CCQI Not eligible 

Comparative audit of Blood Transfusion: O Negative Blood Use, Medical Use of Blood, 
Platelet use 

Terminated Nationally 
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Confidential Enquiries: Clinical Outcome Review programmes 

Asthma Deaths (NRAD, RCOP, Long-Term Conditions) 
Terminated Nationally from 

Quality Account List Child Heath Programme (RCPCH, Women‟s and Children‟s health) 

Maternal infant and perinatal – Perinatal mortality (Women‟s and Children‟s Health - 
MBRRACE) 

Y 

Medical and Surgical Programme NCEPOD 
Including: 
-Best Practice Monitoring report 
-High Risk patients and NCEPOD recommendations in dealing with 
  high risk surgical patients  
-NCEPOD: Time to Intervene 
 Standards of Medical Staff documentation to include ALL aspects of 
  history and examination  
-NCEPOD: Time to Intervene 
 Audit of acute admission to confirm review of patients at Consultant 
 level within 12 hours (Audit 6 monthly- Audit1) 
-NCEPOD: Time to Intervene 
 CPR and DNAR status recorded for all acute admissions 
-NCEPOD: Time to Intervene 
 NICE audit of CG50 
-NCEPOD: Time to Intervene 
 Standards of Medical Staff documentation to include ALL aspects of 
  history and examination 
-NCEPOD: Time to Intervene 
  Audit of acute admission to confirm review of patients at Consultant 
  level within 12 hours (Audit 6 monthly- audit2) 
-NCEPOD: Audit of timeliness of emergency surgical procedure 
-NCEPOD Gastrointestinal Haemorrhage Study 
-NCEPOD Lower Limb Amputation 
-NCEPOD Sepsis Study 

Y 

Suicide and homicide in mental health (NCISH) (also known as Mental Health Clinical 
Outcome Review Programme – NCISH) 

Not eligible 

The national clinical audits and national confidential enquiries that Tameside 
Hospital NHS Foundation Trust participated in, and for which data collection was 
completed during 2013/14, are listed below (in Table 2) alongside the number of 
cases submitted to each audit or enquiry as a percentage of the number of 
registered cases required by the terms of that audit or enquiry.  

Table 2: National Quality Account for 2013/14, incorporating Trust participation 

in eligible audits and confidential enquiries, with % submissions 

Audit Title 
2013/14 

Trust Participation 
Number 

submitted 
% submitted 

Peri - and neo natal 

Neonatal Intensive & Special Care (NNAP) National Neonatal Audit 
Programme 

Y 257 100% 

Children 

Paediatric Asthma (British Thoracic Society) Y 18 100% 

Childhood Epilepsy – Epilepsy 12 Audit (RCCHP) Y 13 100% 

Diabetes (RCPH National Paediatric Diabetes Audit) Y 88 100% 

Paediatric Intensive Care (PICANet) Not eligible   
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Audit Title 
2013/14 

Trust Participation 
Number 

submitted 
% submitted 

Paediatric Cardiac Surgery (NICOR Congenital Heart Disease Audit) Not eligible   

Moderate or severe asthma in children (care provided in  emergency 
Departments - College of Emergency Medicine) 

 
Y 50 100% 

Acute Care 

Emergency Use of Oxygen (British Thoracic Society) Y 14 100% 

Adult Community Acquired Pneumonia (British Thoracic Society) 
Terminated 
Nationally 

  

Non Invasive Ventilation (NIV) – Adults (British Thoracic Society) 
Terminated 
Nationally 

  

Cardiac Arrest (National Cardiac Arrest Audit)  (ICNARC) Y 
Q3      14 
Q4      15 

100% 
75% 

Adult Critical care (Case Mix Programme ICNARC CMP) Y 297 100% 

Emergency Laparotomy (Royal College of Anaesthetists) Y 35 
submission 
through to 

2015 

Severe Trauma Audit Network (TARN) Y 

Q1    41 
Q2    51 
Q3    34 
Q4    8 

100% 
86% 
53% 
12% 

"Paracetamol overdose (care provided in Emergency Departments - 
College of Emergency Medicine) 

subscription funded - approved by BDM" 
Y 50 100% 

"Severe Sepsis and Septic Shock (College of Emergency Medicine) 
subscription funded - approved by BDM" 

Y 50 100% 

Long Term Conditions 

National Diabetes Audit (NDA) Intermittent. Including 
National Diabetes (adult) audit and 
National Diabetes Inpatient Audit 

 
Y 
Y 

 
0 
84 

Submission 
by Dec 14 

100% 
 

Heavy Menstrual Bleeding (Royal College of Obstetricians) 
Audit not currently 

active 
- - 

National Pain Audit: Pain Database 
Audit not currently 

active 
- - 

Inflammatory Bowel Disease – Ulcerative Colitis (National IBD Audit) Y 8 100% 

Inflammatory Bowel Disease – Biologics (National IBD Audit) Y 5 100% 

Bronchiectasis – Paediatric (British Thoracic Society) Not eligible   

Chronic Obstructive Pulmonary Disease Y 17 

45% 
Submission 
by end  May 

2014 

Pulmonary Hypertension 
Trust is not eligible 

to participate 
  

National Audit of Dementia (NAD)(RCPsych) 
No data collection 
required 2013/14 

  

Elective Procedures 
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Audit Title 
2013/14 

Trust Participation 
Number 

submitted 
% submitted 

Hip, Knee and Ankle Replacements (National Joint Registry) Y 356 100% 

National Vascular Registry  (VSGBI Vascular Surgery Database) Y 
To be 

confirmed 
To be 

confirmed 

Adult Cardiac Surgery (ACS) Not eligible   

Elective Surgery (National PROMs Programme)  Hernias Total Hip 
Replacement, Total Knee Replacement, Varicose Veins 

Y 

Hernia   78 
Hip        303 
Knee     230 
Veins    84 

100% 

Coronary Angioplasty (NICOR Adult Cardiac Interventions Audit) Not eligible   

Cardiovascular 

Acute Myocardial Infarction & Other ACS (MINAP) Y 292 100% 

Heart Failure (National Heart Failure Database – NICOR, BSH, 
NCASP) 

Y 202 100% 

Sentinel Stroke National Audit Programme  (SSNAP) Y 333 100% 

Cardiac arrhythmia (cardiac rhythm management audit) (HRM) Y 1843 100% 

Renal disease 

Renal Registry (UKRR) Not eligible   

Cancer 

Lung Cancer (National Lung Cancer Audit) Y 166 100% 

Bowel Cancer (National Bowel Cancer Audit Programme - NBOCAP) Y 0 
Submission 
By Oct 2014 

Head & Neck Cancer Continuous Y 0 
Submission 

By Nov 2014 

Oesophago-gastric cancer (NAOGC, RCOS) Y 0 
Submission 
by Oct 14 

Trauma 

Hip Fracture (National Hip Fracture Database) Y 83 100% 

Psychological conditions 

National audit of psychological therapies (NAPT) Not eligible   

Prescribing in mental health services (POMH) Not eligible   

Schizophrenia (RCO PsychiaTrusts NAS team) CCQI Not eligible   

Blood 

Comparative audit of Blood Transfusion: O Negative Blood Use, 
Medical Use of Blood, Platelet use 

Audit Terminated 
Nationally 

  

 

The reports of 17 national clinical audits were reviewed by the provider in 2013/14 
and Tameside Hospital NHS Foundation Trust intends to take the following actions 
to improve the quality of healthcare provided: 
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 Reports are scheduled for presentation and discussion at specialty/ multi-
specialty audit /Clinical Governance meetings. At these meetings 
recommendations and action plans are decided so that practice and care can 
be improved. The action plans form part of the Clinical Audit Annual Report, 
which is presented to Clinical Audit and Effectiveness Group for assurance 
and monitoring purposes.  

The reports of 24 local clinical audits were reviewed by the provider in 2013/14 and 
Tameside Hospital NHS Foundation Trust intends to take the following actions to 
improve the quality of healthcare provided: 

 The Trust‟s Clinical Audit programme overseen by the Trust Clinical Audit 
Team requires audit activity to be presented at speciality meetings and any 
recommendations require consideration and action plans as necessary.  
These action plans form part of the Clinical Audit Annual Report and 
discussion at the Clinical Audit and Effectiveness Group. These are 
presented and discussed in designated forums and committees to monitor 
action matrices are reviewed and implemented to agreed timescales. 

Research and Development 

Research is vital to improve the knowledge needed to develop the current and future 
quality of care for patients. Carrying out high quality research gives the NHS the 
opportunity to minimise inadequacies in healthcare and improve the treatments 
patients receive.  The Trust is only involved with research studies that have received 
a favourable opinion from the Research Ethics Committee within the National 
Research Ethics Service (NRES), signifying the research projects are of high 
scientific quality and have been risk assessed.  

The number of patients receiving relevant health services provided or sub-
contracted by the Trust in 2013/14 that were recruited during that period to 
participate in research approved by a research ethics committee was approximately 
240. 

The Research Department is committed to providing patients with the opportunity to 
participate in research, if they wish. We aim to ask all eligible patients if they would 
like to participate in a clinical trial.  

The Trust has set up 29 new research studies in 2013/14, which have received a 
favourable opinion from the National Research Ethics Service. The Trust participates 
in 26 research studies which are adopted on to the National Institute for Health 
Research (NIHR) Clinical Research Network portfolio. These studies are high quality 
trials that benefit from the infrastructure and support of the Clinical Research 
Network (CRN) in England. We are currently involved with 12 actively recruiting 
clinical trials of an investigational medicinal product (CTIMP), which demonstrate the 
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Trusts enthusiasm to improve and offer the latest medical treatments. The Trust is 
also the research sponsor for 1 CTIMP which is taking place in the Diabetes 
department. 

The Trust has 4 dedicated research nurses working on a variety of research studies. 
The Trust has strong research activity in Oncology, Diabetes, Orthodontics and 
Paediatrics and we continue to get more and more departments involved. This year, 
we have seen the MAU participate in research and the Obstetrics and Gynaecology 
department are keen to develop their involvement with research. There are currently 
36 clinical staff acting as the Trust lead investigator on approved research studies.  

The Trust research nurses work closely with the investigators to identify suitable 
research studies that fit with the patient population and also to identify eligible 
patients to participate. It is envisaged that the continued dedication and flexibility of 
the research nurses, together with the enthusiasm and support of the clinicians will 
further raise the profile of Research and development in 2014/15.  

The Oncology Research team have continued to achieve high performance rates in 
2013/14. The dedicated team were praised earlier in the year from Greater 
Manchester and Cheshire Cancer Research Network for their work recruiting 
patients to clinical trial, and their year on year recruitment increase. It was 
recognised that this is a „major achievement in a Trust without a substantial 
chemotherapy service‟.  

Diabetes continues to be a strong department for research activity within the Trust. 
The diabetes research team was named runner up in the Research team of the year 
category at the Greater Manchester Clinical Research Awards 2013, held by the 
National Institute of Health Research. This is a reflection of the dedication and hard 
work of all the team 

The Trust‟s research active consultant in Orthodontics received another top award in 
2013, her fourth UK or European best scientific paper prize since 2010. The 
Federation of European Orthodontics (FEO) choose the Consultant‟s clinical trial as 
the best scientific clinical research. This paper won out of all the orthodontic  
journals published in Europe. This demonstrates the high quality research that is 
taking place within the Orthodontic department at Tameside Hospital NHS 
Foundation Trust. 

The Trust continues to participate in research studies that are feasible in terms of 
the services we offer and our patient population and aspire to raise the profile of 
research further in 2014/15. Research will be working as part of the Southern Sector 
from 2014. This will provide the Trust with new opportunities to develop more Trust 
departments, as research staff could be flexible across all sites. 
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Goals agreed with the Commissioners  

The Clinical Commissioning Group for Tameside and Glossop holds the NHS budget 
locally and they decide how it is spent within the hospital and other Community 
health services. This is known as commissioning. Tameside and Glossop CCG is 
the lead commissioner of services at Tameside Hospital NHS Foundation Trust and 
incentives based on Quality and Innovation. These payments support Quality as a 
driving principle. 

A proportion of Tameside NHS Foundation Trust‟s income in 2013/14 was 
conditional on achieving quality improvement and innovation goals agreed between 
Tameside Hospital NHS Foundation Trust and any person or body they entered into 
a contract, agreement or arrangement with for the provision of NHS services, 
through the Commissioning for Quality and Innovation payment framework. The 
monetary total for the amount of income in 2013/14 conditional upon achieving 
quality and improvement goals was £3.4 million and the monetary value to CQUIN in 
2013/14 which was achieved was £2.4 million. 

Further details of the agreed goals for 2013/14 and for the following 12 month period 
are available electronically at  http://www.england.nhs.uk/nhs-standard-contract/ .  

The summary detail of Tameside Hospitals NHS Foundation Trusts CQUIN goals 
are identified in the table below 

 
2013/14 CQUIN Goals 

    Domain 
 

Goal 
Number 

Goal Name Description of Goal 

Goal 
weighting 
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1 
 

Friends and Family 
Test 

Provide timely, granular feedback from 
patients about their experience 

5% Yes Yes Yes Yes 

 
2 

NHS Safety 
Thermometer 

Reduce and monitor levels of harm form 
UTI, VTE , Pressure sores and catheter 
acquired infections. 

5% Yes Yes Yes Yes 

 
3 

Dementia 

 To identify patients with dementia and 
other causes of cognitive impairment 
alongside their other medical 
conditions. 

 Prompt appropriate referral and follow 
up after they leave hospital  

 Ensure that hospitals deliver high 
quality care to people with dementia 
and support their carers. 

5% Yes Yes Yes Yes 

 
4 
 

VTE 
Reduce avoidable death, disability and 
chronic ill health from venous 
thromboembolism (VTE) 

5% Yes Yes Yes Yes 

http://www.england.nhs.uk/nhs-standard-contract/
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Goal 
Number 

Goal Name Description of Goal 

Goal 
weighting 
(% of  
CQUIN 
scheme) 
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5 
 

Avoidable 
Admissions 

Reducing Avoidable Admissions 6.25% Yes Yes Yes Yes 

 
6 

Transfers of Care 
 

Reduce harm and improve care in line with 
best clinical practice for vulnerable patient 
groups during transfers of care 

6.25% Yes Yes Yes Yes 

7 Alcohol Reducing Alcohol Abuse 6.25% Yes Yes Yes Yes 

8 
Academic Health 
Science Network 
(AHSN) 

Building networks between the GM AHSN, 
Providers of care and local CCGs 

6.25% Yes Yes Yes Yes 

9 Dementia Improving Dementia Care 4.83% Yes Yes Yes Yes 

10 
AQ Acute 
Myocardial Infarction  

Promote clinical effectiveness, Safety & 
Patient Experience 

1% Yes Yes Yes Yes 

11 AQ Heart Failure  
Promote clinical effectiveness, Safety & 
Patient Experience 

1% Yes Yes Yes Yes 

12 
AQ Hip & Knee 
replacement  

Promote clinical effectiveness, Safety & 
Patient Experience 

1% Yes Yes Yes Yes 

13 AQ Pneumonia  
Promote clinical effectiveness, Safety & 
Patient Experience 

1% Yes Yes Yes Yes 

14 AQ Stroke  
Promote clinical effectiveness, Safety & 
Patient Experience 

1% Yes Yes Yes Yes 

15 Patient Experience 
Improving the experience of Patient & 
Families 

3.45% Yes Yes Yes Yes 

16 Learning Disabilities 
Reasonable Adjustments for people with 
Learning Disabilities / Patient satisfaction 
for people with learning disabilities 

5.17% Yes Yes Yes Yes 

17 Paediatrics 
Improve Children‟s Urgent & Emergency 
Care 

3.79% Yes Yes Yes Yes 

18 Cancer 
Improve Completeness of cancer staging 
date/ increase Straight to test for cancer 
patients 

2.41% Yes Yes Yes Yes 

19 Care bundles 
Increase compliance of the use of 
established care bundles for COPD 

8.62% Yes Yes Yes Yes 

20 
Patients At Risk 
Score (PARS) 

Increase Appropriate treatment and 
escalation through a PARS assessment 
within one hour of admission. 

5.17% Yes Yes Yes Yes 

21 Prescribing 
Reduce Transactions of Prescribing 
Pregabalin / Improve compliance to 
GMMMG formulary 

4.14% Yes Yes Yes Yes 

22 
Estimated Date of 
Discharge 

Implement EDD for all non-elective 
admissions 

8.62% Yes Yes Yes Yes 

23 End Of Life 

To develop and implement the AMBER 
Care Bundle for the management of 
patients who are facing an uncertain 
recovery and who are at risk of dying in 
the next one to two months, as per 
national End of Life Care guidance. 

3.80% Yes Yes Yes Yes 

  Totals: 100.00%     
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What others say about Tameside Hospital NHS Foundation Trust  

The Care Quality Commission (CQC) regulates and inspects Health and Social Care 
organisations. If it is satisfied that the organisation provides care which meets the 
Essential Standards of Quality and Safety it registers the organisation to provide 
services “without conditions” (unconditional registration). 

Tameside Hospital NHS Foundation Trust is required to register with the Care 
Quality Commission and its current registration status is unconditional. Tameside 
Hospital NHS Foundation Trust is currently rated as “without conditions” by the Care 
Quality Commission. 

The Care Quality Commission has not taken enforcement action against Tameside 
Hospital NHS Foundation Trust during 2013/14 as the Trust was one of fourteen 
NHS Trust within the scope of the Keogh Review. The review was carried out in May 
and June 2013 and publically reported its findings in July 2013. As a result of this the 
Trust was placed in special measures. 

Tameside Hospital NHS Foundation Trust has had 2 unannounced inspection visits 
from the CQC in 2013/14.   

In May 2013 unannounced inspections took place (11th and 15th), and these were 
reported in July 2013. They found that in respect of three of the four outcomes 
reviewed, improvement actions were required to ensure that we were delivering the 
essential standards of Quality and Safety. These related to Outcome 1- Respecting 
and involving people who use services, Outcome 4 - Care and welfare of people 
who use services and Outcome 16 Assessing and monitoring the quality of service 
provision.  With regard to Outcome 12 for staffing the CQC identified that we met 
this standard. 

In January 2014 the CQC undertook an unannounced inspection between the 3rd 
and 10th January and this was reported in March 2014. They found and recognised 
that improvements had been made, but in respect of eight out of eleven outcomes 
reviewed, improvement actions were required. Further action was required in 
relation to Outcome 1- Respecting and involving people who use services, Outcome 
2 - Consent to Care and Treatment, Outcome 4 - Care and welfare of people who 
use services, Outcome 7 - Safeguarding people who use services from abuse, 
Outcome 12 - Staffing , Outcome 14 Supporting workers,  Outcome 17 - Complaints 
and Outcome – 21 Records. With respect to Outcome 8 - Cleanliness and infection 
control, Outcome 9 – Management of Medicines and Outcome 9 -  Management of 
medicines and Outcome 16 - Assessing and monitoring the quality of service 
provision we were compliant with the requirements. 
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Data Quality  

Tameside Hospital NHS Foundation Trust recognises that good data quality and 
information underpins the effective delivery of patient care and is essential if 
improvements in quality of care are to be made. Improved Data quality will improve 
patient care and improve value for money. 

NHS Number and General Medical Practice Code Validity 

Tameside Hospital NHS Foundation Trust submitted records during April 2013 to 
March 2014 to the Secondary Users Service (SUS) for inclusion in the Hospital 
Episode Statistics. These are included in the latest published data. The percentage 
of records in the published data which included the patient‟s valid NHS number was:  
 
▲ 92.75% for admitted patient care; 
▲ 98.11% for outpatient care; and 
▲ 95.05% for accident and emergency care. 
 
The percentage of records in the published data which included the patient‟s valid 
GP Practice code was: 
 
▲ 90.41% for admitted patient care; 
▲ 99.25% for outpatient care; and 
▲ 97.85% for accident and emergency care. 
 

Information Governance Toolkit attainment levels 

Information Governance is about how NHS and social care organisations and 
individuals handle information. This can be personal, patient, sensitive and/or 
corporate information. Tameside Hospital NHS Foundation Trust Information 
Governance report for 2013/14 was 70% and was graded green.  
 

Clinical Coding Error Rate     

In its annual review of the Payment by Results (PbR) Assurance Programme, “Right 
data, right payment” published in August 2012, the Audit Commission found 
Tameside Hospital had consistently been in the best-performing category each year 
since the assurance programme began in 2007/08. PbR is the tariff system that 
governs payments to hospitals by local NHS commissioning organisations and the 
clinical coding data provided by Tameside Hospital helps to determine its level of 
funding. 
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Tameside Hospital NHS Foundation Trust was not subject to the Payment by 
Results Clinical Coding Audit during 2013/14 by the Audit Commission. The most 
recent PbR Audit (2012/13) identified Tameside Hospital was one of only four trusts 
to have consistently been in the lower quartile, or best performing 25 per cent of 
trusts with error rates of between 0 and 4 per cent - the best performing category, 
each year since programme began.  
 
Tameside Hospital Foundation Trust will be taking the following action to improve 
data quality by agreeing actions based on the findings and recommendations of the 
Data Quality review currently being undertaken by the Trusts auditor. 
 
Impact of Replacing the Trust Patient Administration system 

In October 2013 the Trust replaced its previous Patient Administration System with 
the nationally defined Lorenzo Patient Administration System as part of the ambition 
to move towards Electronic Patient Records. Preparatory planning, awareness, 
training and implementation programmes were undertaken to ensure the transition 
occurred. However, post go live we identified operational and business processes 
where we experienced implementation challenges and difficulties. This has impacted 
on our reported performance for some requirements which as a consequence have 
not been met in 2013/14.  
 
An Implementation impact review group has rigorously and systematically reviewed 
and risk assessed all issues and action has been taken to mitigate the issues 
highlighted. We expect that from April 2014 all the reported performance issues will 
have been resolved. 
 

Reporting against Core indicators  

The prescribed requirement for reporting against Core indicators listed below has 
been undertaken and is provided in the next section of the Quality account - How we 
performed on Quality in 2013/14 alongside the reporting of the current performance 
for the indicator. 
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Core indicator requirement Reported 

on Page 

12. (a) The value and banding of the summary hospital-level mortality indicator 
(“SHMI”) for the trust for the reporting period; and 
(b) The percentage of patient deaths with palliative care coded at either 
diagnosis or specialty level for the trust for the reporting period.  
 
In the table showing performance against this indicator, both the SHMI value 
and banding should be shown for each reporting period. 

Page 
36/37 

18. The trust‟s patient reported outcome measures scores for: 
(i) groin hernia surgery, 
(ii) varicose vein surgery, 
(iii) hip replacement surgery, and 
(iv) knee replacement surgery,during the reporting period. 

Page 64 

19. The percentage of patients aged - (i) 0 to 15; and (ii) 16 or over, 
readmitted to a hospital which forms part of the trust within 28 days of being 
discharged from a hospital which forms part of the trust during the reporting 
period. 

Page 68 

20. The trust‟s responsiveness to the personal needs of its patients during the 
reporting period. 

Page 56 

21. The percentage of staff employed by, or under contract to, the trust during 
the reporting period who would recommend the trust as a provider of care to 
their family or friends 

Page 
61/62 

23. The percentage of patients who were admitted to hospital and who were risk 
assessed for venous thromboembolism during the reporting period. 

Page 
45/46 

24. The rate per 100,000 bed days of cases of C.difficile infection reported 
within the trust amongst patients aged 2 or over during the reporting period. 

Page 40 

25. The number and, where available, rate of patient safety incidents reported 
within the trust during the reporting period, and the number and percentage of 
such patient safety incidents that resulted in severe harm or death 

Page 43 

Friends and Family Test results Page 58 
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Part Three 

 

 

 

 

 

 

 

 

How we performed on Quality in 
2013/14 
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This section of the Quality account provides an overview of the quality of care based 
on performance in 2013/14 against indicators selected by the board in consultation 
with stakeholders following the publication of the Keogh review in July 2013 as part 
of the Trust Improvement programme. Where appropriate and available historic 
information has been provided, and where mandated for Core indicators the national 
benchmarking data and commentary as required. 

 

Our priorities identified in last year‟s Quality Account have been reviewed with our 
partners and stakeholders following the Keogh review to ensure that they are 
aligned and linked to the Corporate Objectives and the agreed improvement plan, 
revised Quality Improvement Strategy and Patient Safety Programme and following 
a review of local and national priorities including analysis of patient and carer 
feedback and comments. These were Healthcare associated infections, mortality 
and compliance with standards. These are addressed within this section of the 
Quality account and form part of the revised priorities for 2013/14. These indicators 
have been reported to through the Trust Board Quality dashboard since August 
2014.  

Organisational Quality and Safety Initiatives progressed throughout 
2013/14  

Following the publication of the Keogh review and implementation of the 
improvement programme and the revision of the executive team to drive 
improvement and change to improve Quality and Safety in the Trust. The following 
Quality initiatives have been commenced and progressed: 

 Established an Improvement Board including partner organisations and key 
stakeholders to oversee the drive and improvement to Quality and Safety in the 
Trust.   

 Implemented a Service transformation programme in the emergency and medical 
pathways including: 

o Ensure patient with complex clinical needs are reviewed on arrival in A&E 
by a Senior clinical team. 

o Reviewed the medical staffing strategy and requirement for 7 day 
working.  

o Review of Nursing leadership at night and use of Night Nurse 
practitioners  

o Review effective use of beds and bed management  

 Introduced real time monitoring of capacity and review staffing levels ensuring 
that at least 3 times a day staffing levels are reviewed based on patient acuity.  



 

Page 31 of 88 

 Introduced an electronic nurse rostering system to enable real-time monitoring of 
Safe and Effective nurse staffing levels, based on patient acuity. 

 Undertaken an in depth diagnostic review of all aspects of Acute Medical Unit 
operations and implemented  

o A model of Rapid Assessment and Treatment in ED 

o Opened an Ambulatory Care Unit 

o Introduced  care pathways for people with low risk conditions  

 Board development to ensure Board leadership on quality improvement, 
governance and leadership to further enable and drive improvements in quality of 
care. 

 Implemented the Trust Quality Improvement Strategy focussing on  

o Patient Safety,  

o Patient Outcomes  

o Patient Experience 

 Established a Patient Safety Programme to deliver the strategy with named 
Executive, Clinical and Nursing leads and associated metrics for each strand of 
the programme.  

 Appointed a Patient Experience manager who through the Patient Experience 
Group ensures that patient feedback informs Trust strategy. 

 Revised Governance structure for the Trust to provide clear lines of 
accountability for all Trust groups and Boards identified with a focus on Quality 
and Safety and to ensure that systems for monitoring and awareness are robust 
and ensure reporting from Ward to Board.  

 Appointment of two Consultants as Medical Patient Safety Leads 

 Appointment of three Patient Safety Officers  

 Recruitment of Additional Medical staff particularly for out of hours and weekends 

 Strengthening of the Nurse Management structure with 3 additional Matrons 
being appointed  

 Recruitment of Additional Nursing staff  

 Improved Board reporting on Quality and Safety Metrics with exception reports 
detailing action taken where appropriate. 

 Additional investment in the Quality and Governance infrastructure to support the 
Clinical Divisions delivery of the Quality and Safety agenda. 

 Development of a programme of Realtime reporting and dashboard on key 
performance and quality and safety indicators for ward and departments 
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 Introduction of a ward accreditation programme to measure the quality of Ward 
management and nursing care delivered and drive improvement. 

 Increased frequency of Executive and non-executive walkrounds to wards and 
departments to observe practice and listen to patient, carer and staff experience 
and feedback. 

 Executive Directors including the Chief Executive go back to the floor, where they 
work in uniform alongside clinical teams with the aim of observing care, gaining 
feedback and ensuring that the Team know their Executives are there to listen 
and make a difference. 

 Developed and commenced implementation of an Organisational Development 
(OD) strategy. The OD Strategy and accompanying plan sets out an enabling 
framework for achieving the Trust‟s Mission, of „delivering, with our partners, 
safe, effective and personal care, which you can trust‟. 

 Developed a set of Trust Values and Behaviours in partnership with our staff 
which all existing staff and new recruits have to sign up to and underpin our 
appraisal process. 

 Implemented a programme of Leadership Development for Clinical Leaders/ 
Ward and Senior managers to develop leadership capabilities, abilities and build 
a more collaborative organisational culture. 

 Implemented electronic systems for incident reporting to make the process 
simpler and easily available to all staff and provide immediate awareness of 
issues to the appropriate manager and specialist adviser, and to ensure 
feedback is provided to the reporter. 

 Aggregated learning reports produced by the Governance team ensure that 
learning from complaints, incidents, safeguarding and coronial processes are 
available and shared widely with Directorates and Divisions. These are available 
for all staff via the Intranet. 

 Service Improvement Teams are working with our front line clinicians and teams 
within our operating theatres, outpatients and ward areas to improve care 
delivering new and innovative approaches. 

 Rapid improvement Teams are mobilised to address immediate issues of 
concern when identified. 

 We have listened to Patient and Carers through Tameside Listens – Launched 
on 1st August as part of the Trust‟s Keogh Action Plan. In April 2014 this Year we 
reported back publicly to the population on the themes gathered as part of the 
listening exercise in a “you said”  “we did” manner.  

 We have continued participation in the Advancing Quality Initiative: we have used 
PROMS (Patient Reported Outcome Measures) PEMS (Patient Experience 
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Measures) and have undertaken initiatives as part of the Quality, Innovation, 
Productivity and Prevention initiative (QIPP). 

 Revitalised the programme for reducing mortality and introduced an executive 
group to review mortality and from January 2014 a Mortality Steering Group to 
ensure the Trust reviews any area of concern, to understand our High Mortality 
Rates and ensure action to address these is progressed. 

 Used the Safety Thermometer to monitor levels of harm on weekly basis and 
continues to systematically monitor the results across all wards.   

 Participated in the North West Nurse Transparency Audit.  

 The Trust has participated in Enter and View visits undertaken by other 
stakeholders including Healthwatch and the Tameside Hospital Action Group. 

 Continued to implement Care Bundles in key clinical pathways and continued to 
progress the development and implementation of additional Care Bundles in key 
Clinical areas across the Trust.  

 Continued to use the Friends and Family test across all wards and A&E, and 
implement this in Maternity Services, and publish ward specific results monthly in 
all areas.   

 Strengthened the Complaints/PALS process to ensure more effective 
management of concerns raised linked with Quality and Safety and we promote 
face to face complaints handling to resolve concerns directly. 

 Undertook an invited peer review. Four colleagues from external organisations 
were invited to undertake a peer assessment of Medical Education in order to 
assess the improvements being made to the trainee experience at Tameside. 
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How we performed on Quality in 2013/14  

This section indicates how some of the Quality Initiatives were progressed during 

2013/14 and outlines the performance against the priorities and goals we set 

ourselves in 2012/13 Quality Account and subsequently following the Keogh review.   

 

The following symbols have been used to identify our performance and whether we 

achieved our goals.  

 
Achieving our aim/goals 

 
 

Improving Performance 

 
 

No change in Performance  

 
 

Deteriorating Performance 

 
 

Significant Concerns about Performance 
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Patient Safety 

Patient Safety Programme 

 

The Trust has introduced a Patient Safety Programme following the Keogh Review 
with the following workstreams. Each workstream has agreed performance 
monitoring metrics in place to identify improvement and how well we are protecting 
patients from avoidable harm. 

 Pressure Ulcer prevention, improved Tissue Viability and Continence.  

 Earlier recognition of the deteriorating patient and management of the acutely 
unwell (including improved communication/ handover).  

 Reducing the number of falls and falls with injury.  

 Improved nutritional care and hydration.  

 Reducing harm from Venous Thrombosis.  

 Reducing harm from high risk medicines and providing safe and effective 
medicines management.  

 Improving peri-operative outcomes through safer surgery.  

 Infection prevention. 

Indicators for each of these workstreams is captured in this part of the Quality 
account, and these will be developed further during 2014/15.  

 

  

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.   
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Improving Hospital Mortality 

NHS Outcome framework  
1: Preventing People from dying prematurely  
2: Enhancing quality of life for people with long-term conditions  

 

Tameside Hospital NHS Foundation Trust aimed to reduce its Hospital Standardised 
Mortality ratio (HSMR) to at or below 100 (Dr Foster methodology), or to achieve a 
Standardised Hospital Mortality Indicator (SHMI) ratio which is not statistically 
significant during the year. This has been achieved this year   
 
Mortality (death) rates are widely available and increasingly used as a way of 
monitoring and questioning quality of care. The case for a hospital to reduce 
mortality is clear. It is one of our key principles for improving quality. Hospital 
mortality reporting is routinely included in the Trust Board papers which are available 
on the Trust website. 
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Period 
SHMI 
Spells 

SHMI Obs Exp 95% CI 
Raw % 

rate 

FY2010/11 Q2 8560 112.72 318 282.11 100.67-125.82 3.71 

FY2010/11 Q3 8708 122.35 392 320.39 110.54-135.08 4.5 

FY2010/11 Q4 8958 124.13 420 338.37 112.54-136.58 4.68 

FY2011/12 Q1 8486 115.31 348 301.79 103.51-128.09 4.1 

FY2011/12 Q2 8770 115.02 343 298.2 103.17-127.86 3.91 

FY2011/12 Q3 8629 119.62 340 284.24 107.24-133.03 3.94 

FY2011/12 Q4 8909 120.26 385 320.13 108.55-132.90 4.32 

FY2012/13 Q1 8543 118.24 344 290.93 106.07-131.42 4.02 

FY2012/13 Q2 8628 112.65 312 276.95 100.50-125.88 3.61 

FY2012/13 Q3 9055 106.8 340 318.36 95.75-118.78 3.75 

FY2012/13 Q4 8973 114.1 411 360.22 103.33-125.68 4.58 

FY2013/14 Q1 8601 108.73 349 320.98 97.62-120.76 4.05 

 
The Palliative Care Coding rate compared to the national rate is displayed in the 
table below 

Indicator 2010/11 2011/12 2012/13 2013/14 

Tameside Palliative Care coding rate  3.8% 3.2% 4.8% 3.3% 

National Palliative Care coding rate  2.2% 2.3% 2.6% 3.3% 

The Table below demonstrates the current SHMI 

 2011 2012 2013 12/13 

Tameside 117 118 112.3 Band 2 

Best Nationally 67 71 63  

Worst nationally 121 125 116  

The percentage of patient deaths with palliative care coded are 

 Oct 11 – Sept 12 Jan 12 – Dec 12 April 12 – Mar 13 July 12 – June 13 

Tameside 22.0% 25.0% 24.7% 23.0% 

Highest Nationally 44.3% 42.7% 44.0% 44.1% 

Lowest  nationally 0.2% 0.1% 0.0% 0.0% 

National average 19.2% 19.4% 20.4% 20.6% 

 

Tameside Hospital NHS Foundation Trust considers that this data is as described 

because the Care and Treatment provided by the Trust was not being consistently 

provided to the standards required. This was identified in the Keogh review and 

other external reviews published in July 2013. 
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Tameside Hospital NHS Foundation Trust has taken the following action to further 

improve this indicator and so the quality of its services by implementation of the 

Trust wide improvement programme agreed with key stakeholders and progress 

monitored by the Trust board.   At the heart of this programme of work is the Patient 

Safety Programme and a revised process for systematically reviewing all deaths that 

occur in Hospital. Led by the new Interim Medical Director and revised executive 

team. 

 

The current publication of the SHMI indictor does not identify Tameside Hospital as 

outside the expected values for SHMI. However the Trust will continue to use the 

processes in place to further review and understand the mortality indicators in 

partnership with Dr Foster intelligence to ensure that we continue to learn and see 

further reductions in the mortality indicators by ensuring that we provide the right 

care at the right time.  

Forward Plan for 2014 

Tameside NHS Foundation Trust intends to take the following actions to improve this 

indicator, and so improve the quality of its services. In 2014 we will take the following 

steps to reduce mortality:  

 

 Maintain an Executive clinically led mortality steering group to review monthly 

the intelligence available.  

 Continue to routinely monitor and investigate and understand the areas that 

alert on the mortality indices. 

 Develop the capabilities of the clinical divisions to review and analyse the 

mortality data at specialty level in the clinical divisions  

 Review all hospital deaths with a target to do the initial review within 14 days.  

 Commission specific reviews/audits of areas of concern. 

 Develop more care pathways and care bundles to improve standardisation 

and reliability of care delivery. 

 Our aim in 2013/14 is to continue to improve our hospital standardised 

mortality rate and aim to reduce the SHMI indicator and understand further 

the reasons for the higher than expected levels. 

 Engage in National Audit relating to the evaluation of SHMI and mortality  
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Infection Prevention and Control – MRSA 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm  

   
The Trust continues to work hard to minimise the occurrence of Hospital Acquired 

MRSA cases and has adopted a zero tolerance approach to these, however we 

have not met this standard despite the efforts of clinicians across the hospital.    

All cases of MRSA infection undergo a detailed investigation to identify how and why 

it occurred, to ensure learning and further reduce harm. The Trust has robust 

systems and processes in place to reduce the likelihood of this, however, it is 

recognised that there is still more to do to ensure full compliance, and it should be 

noted that the Trust did not breach the regulators deminimus target.  

 

For 2014/15 the Trust will continue to adopt a zero tolerance towards hospital 

acquired MRSA cases. The Trust aims for zero cases of post 48 hour MRSA.  
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Infection Prevention and Control – C Difficile 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm 

 
Tameside Hospital NHS Foundation Trust aimed to achieve or better the C Difficile 

target of 31 post 3 day cases for the year, creating the conditions for further 

reductions for subsequent years. We did not achieve this in 2013/14. We have seen 

a rise in the number of cases in the last half of the year and are working diligently 

with our partner agencies to fully understand why this has occurred.  

 
 
The national benchmarking identifies the how the Trust compares nationally:  

 Rate of C Difficile per 100,000 bed days for patient aged 2 years and over 
 

2009/10 2010/11 2011/12 2012/13 
Rank  
12/13 

National rate 35.3 29.7 22.8 17.3  

Tameside  
(Trust apportioned) 

85.2 71.8 51.6 21.6 129 

Best performing  
nationally 

0.0 0.0 0.0 0.0 1 

Worst performing  
nationally 

92 71.2 58.2 30.8 161 
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Tameside Hospital NHS Foundation Trust considers that this data is as described 
because of the assertive infection control programme in place to minimise the 
potential for harm from Hospital Acquired infections. The challenges regarding 
reducing HCAI have been recognised and assertively addressed.  This is 
demonstrable through the reduction this year compared to the initial baseline 
period.  

Tameside Hospital NHS Foundation Trust has taken the following action to 
improve this indicator and so the quality of its services by implementation of a 
Trust wide improvement programme agreed with key stakeholders and with 
progress monitored by the Trust board.  We have participated with external 
reviews from Salford and Leeds and reviewed the antibiotic formulary used.  The 
Trust will continue to assertively progress the reduction in Hospital acquired 
infections and continue with its current approach of zero tolerance to Hospital 
acquired infections and will aim to reduce further the rate of Hospital acquired C 
Difficile by taking the following action for any case : 

 A full root cause analysis of each case  

 “Finger printing” of the infections to better understand the source 

 Review the antibiotic prescribing following independent reviews  

 Undertake a further reaudit of the mattress audit and replacement programme  
 

Tameside Hospital NHS Foundation Trust aims to continue to achieve a year on 
year reduction in the rate of numbers of C Difficile cases. 
 

  



 

Page 42 of 88 

Infection Prevention and Control – MSSA and  E -Coli 

NHS Outcome framework 5: Treating and caring for people in a 
safe environment and protecting them from avoidable harm E Coli  

 

MSSA  

Tameside Hospital NHS Foundation Trust aimed to comply with the requirement to 

monitor MSSA and E Coli Bacteraemia and to meet any agreed trajectory proposed 

in year.  The trajectory for E Coli was identified at being 29 cases and the trajectory 

for MSSA was 13 cases.   

 

 2012/13 2013/14 

E Coli: 25 23 

MSSA: 15 13 

 

In 2013/14 the Trust has reduced the number of infections for both MSSA and E Coli 

from those reported in 2012/13 and for 2014/15. Tameside Hospital NHS Foundation 

Trust aims to continue to achieve a year on year reduction in the rate of numbers of 

MSSA and E Coli cases. The Trust will continue to assertively progress the 

reduction in Hospital acquired infections and continue with its current approach of 

zero tolerance to Hospital acquired infections and will aim to reduce further the rate 

of Hospital acquired E Coli and MSSA. 
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Incident Reporting 

 

We aim to increase the number of reported incidents whilst reducing harm associated 
with these.  

 
 

The NRLS identifies that organisations who report high levels of incidents are likely to 
be safer organisations, since the certainty that incidents will be reported is higher. We 
therefore aim to increase the incident reporting rate across the organisation whilst 
minimising harm caused. We have increased the incidents reported by 37% in the last 
year as part of an assertive programme of ensuring incidents are reported. This is also 
reflected in the information published from the NRLS which demonstrates that the 
percentage of incidents reported with moderate, severe harm or death is decreasing 
 
Reporting rate  
incidents per 100 
admissions published 
by the NRLS 

April to 
September 

2011 

October 
2011 to 

March 2012 

April to 
September 

2012 

October 
2012 to 

March 2013 

April to 
September 

2013 

Rank in most 
recent 

reporting 
period 

Tameside reporting rate 6.4 6.8 6.5 9.1 10.81 3/28 

Highest value for Small 
acute Trusts 

14.4 17.6 17.6 17.53 17.1 1/28 

Lowest rate for Small 
Acute Trust 

2.1 3.5 3.5 4.13 3.89 28/28 

 

% of incidents with 
Moderate, Severe and 

death reported 

April to 
September 

2011 

October 
2011 to 

March 2012 

April to 
September 

2012 

October 
2012 to 

March 2013 

April to 
September 

2013 

Rank in most 
recent 

reporting 
period 

Tameside 0.6% 0.2 % 2.7% 1.72% 2.0% 
26/28 

Lowest rate 

Small acute cluster 
percentage 

8.0% 7.7% 6.0% 7.37% 7.3%  
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NHS Outcome framework 5: Treating and caring for people in a safe environment and 
protecting them from avoidable harm.  
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Tameside Hospital NHS Foundation Trust considers that this data is  as described 
because of the assertive action taken to increase the number of incident reported 
and the move towards Electronic reporting and the use of incident trigger lists to 
ensure standardised and consistent reporting of issues across all areas of the 
organisation. 

Tameside Hospital NHS Foundation Trust has taken the following action to 
improve this indicator and so the quality of its services by the implementation of a 
Trust wide improvement programme agreed with key stakeholders and progress 
monitored by the Trust board. The Trust has as part of this commenced Web 
based incident reporting, which will ensure feedback to incident reporters on action 
taken.  
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Venous Thrombo Embolism (VTE) Risk Assessment 

 

  Apr-13 May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 

Recorded Risk 
assessment 

on PAS system 

96% 96% 96% 95.6% 96.1% 95.2% 80.1% 70.5% 70.7% 74.5% 76.9% 90.7% 

Target 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 96% 

 

 
 

The Trust monitors the prevalence of VTE through the Safety Thermometer harm 
free care surveys. The graph below identifies the low prevalence of hospital acquired 
VTE for patients on the wards.   
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NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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Tameside Hospital NHS Foundation Trust considers that this data is as described for 
the following reasons. We have historically routinely reported performance in excess 
of 95% because we have had processes in place to risk assess all appropriate 
patients on admission.  These risk assessments are then recorded the Patient 
Administration System (PAS). 
 
After an extended period of achievement of the indicator target the data reported to 
Trust Board (shown above) following the implementation of a new Patient 
Administration System (PAS) we identified issues with our data capture of the VTE 
Risk Assessment and coupled with a change in assessment process. Based on 
processes we have in place and the remedial work being undertaken we believe we 
are on track to demonstrate the required performance at the target level base on the 
actions we have taken.  
 

VTE risk 
assessments 

Q1 
2012/ 

13 

Q2 
2012/ 

13 

Q3 
2012/ 

13 

Q4 
2012/ 

13 

Q1 
2013/ 

14 

Q2 
2013/ 

14 

Q3 
2013/ 

14 

Q4 2013/ 
14 

Rank in most 
recent 

reporting 
period 

Tameside 95.1% 95.2% 95.3% 95.1% 96.02% 95.83% 
Nil 

return 

Data not 
available/ 
published 

Not ranked  

Highest 
Nationally 

100% 100% 100% 100% 100% 100% 100% 
Data not 
available/ 
published 

1 

Lowest 
Nationally 

80.8% 80.9% 84.6% 80.8% 78.78% 81.7% 77.7% 
Data not 
available/ 
published 

162 

 
Tameside Hospital NHS Foundation Trust has taken the following action to 
improve this indicator and so the quality of its services by the implementation of a 
Trust wide improvement programme agreed with key stakeholders and progress 
monitored by the Trust board. Specifically we have taken the following action to 
correct this by:  

 Having a VTE Committee in place as part of our Patient Safety Programme 
to monitor and drive improved provision of the correct care to prevent  VTE 
for all patients and the avoidance of hospital acquired VTE.  

 Recruited a VTE nurse to provide leadership and focus on this patient 
safety indicator. 

 Reviewed the process for recording to ensure correct data collection 
guidance is followed for patient  

 Reviewed all case notes for patients from October – February discharged to 
confirm assessments undertaken and update the records captured. 

 Provided additional training of medical, nursing and administration staff in 
assessment and data collection.  

 Ward based system in place to ensure completion of VTE assessment and 
electronic CQUIN completion recording. 
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 Daily compliance data provided at ward level with follow up visits by VTE 
nurse to drive compliance. 

Performance is expected to continue to improve with achievement of the target 
expected in 2014/15.  
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The Safety Thermometer is a monitoring tool to identify the provision of harm free, 
safe care in relation to pressure ulcers, falls, catheter acquired urinary tract 
infections and Venous Thrombo Embolism (VTE).  

It is well documented that health care has high levels of system harm; the Safety 
Thermometer tool is unique in identifying the impact of collective harms within the 
ward areas and attempts to measure this as a composite score across 4 key areas 
to understand the impact and support improvements to deliver harm free care to our 
patients.  

The thermometer captures a snap shot sample of data from100% of patients on 
sample day in order to attempt to suggest the prevalence of harm across those 
patient groups sampled.  

As a quality indicator Safety Thermometer data is useful to identify safe care and as 
an “early warning system” with regard to poor quality of care and as such has been 
utilised and cross referenced with other sources of information. We publish monthly 
data in line with the CQUIN requirement and this is demonstrated below, however 
internally we use the tool weekly to provide assurance that we are providing safe 
harm free care. 
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NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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Pressure Ulcer prevention and improved Tissue Viability and Continence  

 

 

Reducing the number of falls and falls with injury.  
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Improved nutritional care and hydration.  

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  

The Trust routinely undertakes a nutritional risk assessment for inpatients over 60 
years old and this is reported to the Trust board. We have achieved the standard 
set.  

 

The results from the section related to choice of food in the CQC 2013 National In-
patient survey demonstrate that the Trust has improved from 2012 and is now in line 
with the majority of Trusts. 

However the results from the questions below also show that compared to other 
Trusts we need to improve further with respect to the food we present and the 
support patients receive from staff to eat meals. 
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We agree that we have more to do and need to improve further. We have appointed 
a Nutritional Specialist nurse who will commence in post in Q1 of 2014/15 to 
advance this work stream further, and are looking at how we can provide additional 
support to assist patients with their meals. 
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Patient Safety Programme work stream - Reducing harm from high risk 
medicines and providing safe and effective medicines management.  

The Trust has commenced the implementation of the medicines management safety 
thermometer tool in 2013, and the full implementation of this across all wards is a 
CQUIN for 2014/15. This tool will provide data to monitor safe and effective 
Medicines Management and the use of high risk medicines. Medicines reconciliation 
within 24 hours of admission has been monitored periodically and reported to the 
Trust Board throughout 2013 with demonstrable increases in rates being identified.  
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Other Important Patient Safety and Effectiveness Indicators 

NHS Outcome framework 3: Helping people to recover from 
episodes of ill health or following injury 

See individual 
indicators below 

 

Tameside Hospital NHS Foundation Trust made goals regarding other key patient 

safety indicators, progress of which is identified in the table below and monitored 

through the Dr Foster intelligence tools used by the Trust.  

Indicator 
Observed 
Rate per 

1000 

Expected 
Rate per 

1000 

 

Deaths in low-risk diagnosis groups  0.8 0.8 
 

Decubitus Ulcer  19.2 33.3 
 

Deaths after Surgery  118.4 95.0 
 

Infections associated with central line   0.2 0.1 
 

Postoperative hip fracture   0.1 0.1 
 

Postoperative Haemorrhage or Haematoma  0.4 0.6 
 

Postoperative Physiologic and Metabolic 
Derangement  

0.0 0.1 
 

Postoperative respiratory failure  0.3 0.9 
 

Postoperative pulmonary embolism or deep 
vein thrombosis  

0.7 1.5 
 

Postoperative sepsis  0.0 6.7 
 

Postoperative wound dehiscence  2.0 1.5 
 

Accidental puncture or laceration  0.5 1.1 
 

Obstetric trauma - vaginal delivery with 
instrument 

72.1 82.7 
 

Obstetric trauma - vaginal delivery without 
instrument  

23.5 38.4 
 

Obstetric trauma - caesarean delivery 1.8 3.7 
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Patient Experience  

Complaints and Concerns Monitoring 

 

The percentage of total cases closed within an agreed time or negotiated extension 
of time frame is 81%, as compared to 56% at the end of March 2013.  

The focus has been on the Quality and candour of the investigation rather than the 
speed of the response. This reflects our commitment to the comprehensive review 
that was carried out. Throughout the process, complainants have been kept up to 
date with the need to extend investigation as required. This is a notable change from 
the findings of the Keogh report and previous practice.  

Of the 287 cases received in the past 6 months, 9 of them were comeback (return) 
complaints. This equates to 3% of cases opened during the period 1st October 2013 
to 31st March 2014. A 3% comeback rate is a considerable improvement on the 
20% comeback rate which was being experienced in April 2013 when complaints 
were being responded to quickly but not thoroughly, resulting in inadequate 
investigation. 

 

 

NHS Outcome framework 4: Ensuring that people have a positive 
experience of care  
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In 2013/14 the Trust will aim to reduce further the rate of complaints received and 
improve the percentage of responses provided within an agreed timeframe whilst 
maintaining the low rate of comeback letters. 
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Responsiveness to the patients personal needs 

NHS Outcome framework 4: Ensuring that people have a positive 
experience of care  
 

The results of the 2013 In-patient Survey are based on responses from patients 

discharged in July 2013. We believe this will act as a good baseline for monitoring 

improvement in future years and impact of the improvement programme following 

the Keogh review. 

 

The 2013 results identify improvement in ratings from the 2012 survey with 2 

sections of the report previously highlighted as “worse” now being identified as 

“about the same” when compared to other Trusts. 

 

Section  2012 survey 2013 Survey 

The A&E department About the same About the same 

Waiting list and Planned admissions About the same About the same 

Waiting to get a bed on a ward  Worse About the same 

The Hospital and Ward  About the same About the same 

Doctors  Worse About the same 

Nurses About the same About the same 

Care and Treatment About the same About the same 

Operations and procedures About the same About the same 

Leaving Hospital About the same About the same 

Overall view and experience About the same About the same 

 

The survey highlights that we have still a lot of work to do specifically in relation to 

Discharge processes, and we would want to see further improvement in all areas 

during 2014/15.   

 

Benchmarking scores demonstrate  

 2011/12 2012/13 2013/14 

Tameside 69.3 73.7 75.2 

England Average score 75.6 76.5 76.9 

Greater Manchester Average score 75.8 77.0 77.5 

Ranking in Greater Manchester  hospitals  10th of 10 8th of 9 7th of 9 

 

Tameside Hospital NHS Foundation Trust considers that this data is as described 

because the Care and Treatment provided by the Trust was not being consistently 
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provided to the standards required. This was identified in the Keogh review and 

other external reviews published in July 2013. 

  

Tameside Hospital NHS Foundation Trust has taken the following action to further 

improve this indicator and so the quality of its services by the implementation of a 

Trust wide improvement programme agreed with key stakeholders and progress 

monitored by the Trust board.    

 

Issues related to the discharge process have already been highlighted through 

incident reports, feedback from Primary care and in complaints.  An improvement 

programme is already in place to address the issues and a survey methodology is 

being developed to ensure the progress of the work stream can be effectively 

evaluated and improvement in the patient journey evaluated. 

 

We have implemented a programme of “First Friday” visits by Senior managers and 

directors to ward and department areas, to meet with patients and staff and get real 

time feedback, and provide increased visibility. 

 

We will continue to use our local patient surveys to assess our performance and 

improvement, and these are reported monthly to the Trust board subcommittees  
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Friends & Family Test 

NHS Outcome framework 4: Ensuring that people have a positive 
experience of care  
 

The Friends and Family test has been introduced to collect Patient feedback by 

asking “How likely are you to recommend our ward, department or service to your 

friends and family if they needed similar care or treatment?” The Trust performance 

is reported to the Trust board monthly.  

 

 
 

  

National Benchmarking demonstrates 

Friends and Family Combined response  Dec 13 Jan 14 Feb 14 Mar 14 

Tameside response rate 17.8% 26.3% 19.2% 24.1% 

Rank 115/170 60/170 139/170 92/170 

Best performing Trust  100% 100% 100% 100% 

Worst performing trust  3% 6.1% 7.8% 8.6% 

Friends and Family Combined Net promoter     

Tameside Net promoter score 60 46 45 41 

Rank 128/170 162/170 161/170 164/170 

Best performing Trust  100 100 100 100 

Worst performing trust  2 10 4 12 
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Tameside Hospital NHS Foundation Trust considers that this data is as described 

because the Care and Treatment provided by the Trust was not being consistently 

provided to the standards required. This was identified in the Keogh review and 

other external reviews published in July 2013. 

  

Tameside Hospital NHS Foundation Trust has taken the following action to further 

improve this indicator and so the quality of its services through  the implementation 

of the integrated Keogh Action Plan and its constituent actions agreed with key 

stakeholders and progress monitored by the Trust Board.    
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Eliminating Mixed Sex Accommodation  
 

NHS Outcome framework 5: Treating and caring for people in a safe environment and 
protecting them from avoidable harm.  
 
 

The Trust has not had any unjustified breeches of Mixed Sex Accommodation in 
2013/14. This is an improvement on 2012/13 and expects to maintain this position 
throughout 2014/15. 
 

Unjustified breaches  

Month Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar 

2012/13 0 0 0 0 0 1 0 0 0 0 0 0 

2013/14 0 0 0 0 0 0 0 0 0 0 0 0 
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Staff Survey Results (including Friends and Family Test) 

NHS Outcome framework 4: Ensuring that people have a positive 
experience of care  
91 questions were asked of participants; the findings of the questionnaire have been 
summarised and presented in the form of 28 Key Findings. We are pleased to report 
that despite the findings of the Keogh review and organisational change the report 
shows no statistically significant changes in any of the 28 key areas from 2012.  
 
The Trust scores breakdown as follows for the 28 key findings:- 
 
Above Average 9  including 2 in top 20%  (compared to 12 in 2012) 
Average  5      (compared to 10 in 2012) 
Below Average      14    including 3 in lowest 20% (compared to   6 in 2012) 
 
32% of findings are above average, 18% average and 50% below average. 
 
HIGHEST AND LOWEST RANKING SCORES 
 

HIGHEST RANKING SCORES 
Trust Score  

2013 
National 
Average 

Percentage of staff appraised in last 12 months 
(Higher the better) 

92% 84% 

Percentage of staff agreeing that their role makes a difference 
to patients. (Higher the better) 

93% 91% 

Percentage of staff saying hand washing materials are always 
available. (Higher the better) 

68% 60% 

Percentage of staff experiencing physical violence from 
patients / relatives or public in last 12 month (Higher the 
better) 

27% 29% 

Percentage of staff suffering work-related stress in last 12 
months (Lower the better) 

35% 37% 

 

LOWEST RANKING SCORES 
Trust Score  

2013 
National 
Average 

Percentage of staff receiving job-relevant training, learning or 
development in last 12 months (Higher the better) 

77% 81% 

 Percentage of staff working extra hours (Lower the better) 74% 70% 

Effective Team Working (Higher the better) 3.69 3.74 

Fairness and effectiveness of incident reporting procedures 
(Higher the better) 

3.45 3.51 

Percentage of staff reporting errors, near misses or incidents 
witnessed in the last month  (Lower the better)  

36% 33% 

The report shows no statistically significant improvements or deteriorations in any of 
the 28 key areas from 2012.  
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The Trust benchmarked performance with others demonstrates  
Staff survey Q12d  
The percentage of staff employed by, or under contract to, the 
trust during the reporting period who would recommend the 
trust as a provider of care to their family or friends 

2013 

Tameside 54% 

Quartile  1st  

Rank 137/160 

Best performing Trust  94% 

Worst performing trust  40% 

 
Tameside Hospital NHS Foundation Trust considers that this data is  as described 
because the Services including Care and Treatment and support provided to staff 
provided by the Trust was not being consistently provided to the standards required, 
and the impact of the Findings of the Keogh review, the Deanary report and other 
external regulator reports. 
  
Tameside Hospital NHS Foundation Trust has taken the following action to further 
improve this indicator and so the quality of its services by the implementation of a 
Trust wide improvement programme agreed with key stakeholders and progress 
monitored by the Trust board.   Specifically: 
 
The results of the 2013 survey have been disseminated through the organisation. 
 
The results of the NHS Staff Survey shared with the Everyone Matters Steering 
Group giving full opportunity to debate common issues across these surveys and to 
agree the core actions that need to be taken.   
 
Divisional-level engagement and ownership to ensure that the themes identified 
translate corporate-level intentions into localised actions, with clear monitoring 
through the Everyone Matters Steering Group Reports. 
 
Revised Organisational Development Strategy approved with specific focus on the 
following areas 

 Leadership Development  

 Ongoing development and implementation of Tameside Listens actions 

 Embedding of the Trusts values into behaviours visibly demonstrated 
throughout the organisation  

 Development of a Mentoring and Coaching programme 

 Development of a Communication and Engagement Strategy 

 Development of the Health and Wellbeing Programme 
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Patient Environment Action Team Assessments and Cleaning Standards. 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
 
In 2013 PEAT (Patient Environment Audit Team) Process was replaced by 
Department of Health developed Patient- Led inspection system (PLACE) 
INSPECTION PROCESS. 
 
The results of this process are shown below for the four domains which are 
inspected.   
 

 
All four domains demonstrated that we were below the national average, and an 
action plan has been generated related to each domain to address the issues 
identified.  
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Patient Outcomes 

PROMS (Patient Reported Outcome Monitoring) 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
 

The Trust continues to participate in the Patient Reported Outcome monitoring 
measures identified below. The information provides year on year comparison of our 
involvement and  benchmarked comparison of pre- and post-operative patient 
questionnaires (a combination of five key criteria concerning patients' self-reported 
general health called EQ-5D Index' scores). The EQ5D scores are compared to the 
England average scores: 
 

April 2011 to March 2012 (Verified)              Overall = 66.3% 
April 2012 to March 2013 (Verified)         Overall = 70.0% 
April 2013 to Dec 2013 (provisional)         Overall =     58.6% 
 Groin Hernia 2011/12 2012/13 Apr – Dec13 

Participation rate 54.3% 60.9% 29.3% 

Linkage  rate 81.5% 62.4% 56.3% 

TGH  EQ5D index score 49.4% 43.0% 40.0% 

England average  EQ5D index score 49.9% 49.4% 50.2% 

Hip Replacement 2011/12 2012/13 Apr – Dec13 

Participation rate 86.9% 95.4% 86.5% 

Linkage  rate  84.9% 77.9% 86.9% 

TGH  EQ5D index score 75.4% 92.8% 84.1% 

England average  EQ5D index score 87.3% 87.9% 87.8% 

 Knee Replacement  2011/12 2012/13 Apr – Dec13 

Participation rate 86.7% 96.1% 82.8% 

Linkage  rate 83.3% 82.0% 81.5% 

TGH  EQ5D index score 65.6% 77.0% 65.0% 

England average  EQ5D index score 78.4% 79.7% 81.0% 

Varicose Veins 2011/12 2012/13 Apr – Dec13 

Participation rate 45.3% 61.9% 45.1% 

Linkage  rate 94.1% 82.6% 100% 

TGH  EQ5D index score 48.9% 52.6% 46.2% 

England average  EQ5D index score 53.2% 52.8% 52.7% 

 

Tameside Hospital NHS Foundation Trust considers that these data are as 

described because the Care and Treatment provided by the Trust was not being 
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consistently provided to the standards required. This was identified in the Keogh 

review and other external reviews published in July 2013. 

  

Tameside Hospital NHS Foundation Trust has taken the following action to further 

improve this indicator and so the quality of its services by the implementation of a 

Trust wide improvement programme agreed with key stakeholders and progress 

monitored by the Trust board.    
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Stroke performance 

The Trust Performance against the national best practice performance indicators for 
patients who have suffered a stroke have been identified in the Trust Board 
performance reports as a concern as we have not been achieving these. The graphs 
below demonstrate this for both Stroke and Transient Ischemic Attacks (TIA). 
 

 
 

 
 

Tameside Hospital NHS Foundation Trust considers that this data is as described 
because the direct admission to Stroke Unit criteria continues to be impacted upon 
by the initial diagnosis within the Emergency Department (ED) is resulting in 
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Stroke performance - Time to bed and Time on Stroke unit  
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High Risk TIA Performance 

High-risk TIA
cases

Target
performance

NHS Outcome framework indicators: 
All domains 
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patients being admitted through the Medical Assessment Unit (MAU) as their first 
ward. Therefore eligible patients are not being admitted directly to the Stroke ward 
within the required timescale. With regards to the target of 80% of time spent on a 
stroke ward capacity issues across the site have contributed to us not meeting this 
requirement.  

With regard to TIA performance the historical issues of GP referral processes, 
patient choice and internal service provision have continued to affect this during the 
reporting period. The agreed TIA Ambulatory Pathway went live on 9th April and is 
expected to provide improvements across the pathway. 
 

Tameside Hospital NHS Foundation Trust has taken or intends to take further the 
following actions to improve this reported performance and so the quality of its 
service:    

In order to improve the rate of direct admission the identification of patients with new 
strokes has to improve. The use of the ROSIER scoring has commenced as part of 
Emergency department “React Process” along with feedback to clinicians. 
 
Robust breach analysis and cascade through specialist teams is now incorporated 
into daily reporting which is sent to speciality teams to respond. In addition the 
stroke co-ordinator rota has been reviewed to ensure maximum availability of 
response to ED.  
 
The Stroke Action plan is being reviewed to ensure it captures the issues arising 
from SSNAP Audit and will be assertively progressed through the Trust Stroke 
Group. 
 
Plans to co-locate the Acute Stroke Ward (W5) and Stroke Rehabilitation Ward 
(W45) are being reviewed to ensure that the proposed bed numbers remain correct 
and we have the capacity required.  
 
With regards to TIA the ambulatory assessment room has now been completed, 
guaranteeing capacity to assess patients. The ambulatory TIA pathway has 
commenced and is being audited. Further work is being undertaken by the division 
to consider how we may be able to provide partial cover at weekends the 
Emergency Department. 
 
Progress against these actions will continue to be systematically monitored and 

reported on through the Divisional and Corporate structures, by the Executive teams 

and Trust Board.    
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Readmission Rates  

 

The Trust Board monitors readmission rates for patients recently discharged from 
hospital as a Quality indicator. The Board performance report monitors 30 day 
readmissions as this is the Quality measure within the contract. The graph below 
demonstrates the performance this year. We are aiming to reduce readmission rates 
from both elective and non-elective patients.  

 
 
The Quality Account requires us to benchmark 28 day readmissions, and these are 
set out in the table below 
 

 2008/09 2009/10 2010/11 2011/12 
Comparison v. 

National 
2011/12 

Improvement 
Banding 
2011/12 

Age 16+  

Tameside  10.93 11.64 11.84 12.47 W D 
Best 
nationally 

6.99 7.38 7.14 0.00 
  

Worst 
nationally 

11.83 12.45 12.70 15.11 
  

Age 0-15  

Tameside 11.59 10.35 11.24 11.6 A5 D 

Best 
nationally 

4.76 5.5 6.26 0.00   

Worst 
nationally 

19.30 22.53 12.75 14.87   

Key to The Health and Social Care Information Centre Comparison and improvement bandings 
W = National average lies within expected variation (95% confidence interval); 
D = Some deterioration (not significant) 
A5 = Significantly poorer than the national average at the 95% level but not at the 99.8% level; 
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Re-admissions within 30 days 
Re-
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days

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  



 

Page 69 of 88 

Notes: 

 The readmission rate figures are standardised to persons 2006/07 

 Indirectly age, sex, method of admission of discharge spell, diagnosis (ICD 10 
chapter/selected sub-chapters within medical specialties) and procedure 
(OPCS 4 chapter / selected sub-chapters within surgical specialties) 
standardised rates 

 Ages 16+ 

 Best and worse readmission rates selected from Trusts classed as “Small 
acute” or “Small acute or multi service categories”. 

 Source: The Health and Social Care Information Centre  
 

Tameside Hospital NHS Foundation Trust considers that this data is as described 

because the Care and Treatment provided by the Trust was not being consistently 

provided to the standards required. This was identified in the Keogh review and 

other external reviews published in July 2013. 

  

Tameside Hospital NHS Foundation Trust has taken the following action to further 

improve this indicator and so the quality of its services by undertaking an audit of 

readmissions to identify the key areas that require improvement. The conclusions of 

this audit will be shared with the local health economy to ensure a co-ordinated 

approach to maintaining patients in the most appropriate environment is adopted. An 

example of where this approach has proven successful is the Hospital Alcohol 

Liaison Service, which has significantly reduced reattendances to the Emergency 

Department and operates an ambulatory detoxification clinic, avoiding the need for 

patients to be admitted to Hospital. The actions taken will be monitored by the Trust 

Board with the specific aim to reduce 30 day re-admission rates from the current 

baseline to the 75th percentile. 
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Cancer indicators - including 62 Day cancer performance  

 

The monitoring of Cancer performance is undertaken by the Trust board through its 

routine reporting process. The performance indicators are set to identify best 

practice minimum standards to ensure that patients receive care and treatment in 

the most effective way. With respect to the Cancer performance criteria we believe 

that this has been achieved in 2013/14. 

 

 
 

 
The Trust aims to maintain compliance with all national and local performance 
standards as identified in the Trust Objectives for 2014/15. 
  

Target Actual 4-mth Actual Current 1-mth

13/14 YTD Trend Month Period F'cast
Patient Access

Cancer

93% 97.28% 98.23%

93% 97.06% 99.07%

96% 99.64% 100.00%

94% 100.0% 100.00%

98% 100.0% 100.0%

85% 89.61% 93.94%

85% 95.00% 100.00%

2-week referral*

2-week breast symptomatic*

31-day treatment*#

31-day surgery*#

31-day drug treatment*#

62-day from referral*#

62-day from upgrade of urgency*#

NHS Outcome framework indicators:  
All domains   
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Other Important Patient Safety and Effectiveness Indicators 

NHS Outcome framework 3: Helping people to recover from 
episodes of ill health or following injury 

See individual 
indicators below 

 

Patient Safety Indicator 
2013/14 

Performance 
2013/14 

Threshold 
RAG 

status 
Comment 

Failure of the safer-surgery 
process 

0 
0 

 
 

StEIS Serious Incidents 
reported 

48 

 
 
  

The number of StEIS reported incidents 
has increased based on the agreed 

threshold with the CCG. Therefore this is 
seen as a positive development on 

2013/14 

Duty of Candour breeches 0 0 
 

 

Never events reported  1 0 
 

 

Coroners Section 28 letters 6 

 

 

The revised Coronial process provides the 
Coroner with the opportunity to alert the 

Trust to issues he believes require 
remedial action to address potential 
concerns that may impact on Patient 

safety. Therefore increased number of 
these letters are likely to be received 

Patient Access indicator     

18-week admitted 91.89% ≥ 90%  
 

18-week non-admitted 96.29% ≥ 95%  
 

18-week incompleted 93.66% ≥ 92%  
 

RTT waits over 52 weeks 0 0  
 

Diagnostic wait time 0.63% ≤ 1%  
 

A&E 4-hour wait 94.59% ≥ 95% 
 

Work to improve performance on going 
Performance currently improving  

Target of 95% just missed for the full year  

Trolley waits in A&E > 12 
hrs 

0 0  
 

HAS compliance 78.32% ≥ 95% 
 

Work to improve performance on going 

Operational Efficiency      

Outpatient DNA rate 11.01% ≤ 7.5% 
 

Work to improve performance on going 

Theatre utilisation  48.5% ≥ 75% 
 

Work to improve performance on going 

Cancelled operations on 
day of surgery 

1% ≤0.8%  
 

Urgent operations 
cancelled for 2nd time 

0 0  
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What you told us through “Tameside listens” feedback 

You said ... We listened – and did (or are doing) 

Improve waiting times 
Our service improvement teams continue working with theatre staff 
and outpatient colleagues to further reduce the time you wait for 
treatment 

Review cleanliness 
and Infection control 
procedures 

We have introduced constant reviews of the way we manage infection 
control and we have appointed a member of staff whose job it is to 
safeguard standards of cleanliness across the hospital.  

Improve 
communication with 
patients and families 

Our teams across the hospital are working together to make this a 
priority. 
We have introduced an extensive Patient Experience programme to 
listen to our patients and help us improve our communication with 
them. We are already hearing from our patients that things have 
improved. 

Review the 
appointments system 
and the letters we 
send to you 

We have overhauled the way we look at our appointments system and 
greatly improved the letters we send out to you to make sure they 
include better information and instructions on things to do when you 
get here 

Review payments for 
car parking 

We have compared our charges and we are reassured that they are 
broadly in line with other hospitals in Greater Manchester, however we 
will continue to review our charges on a regular basis 

Improve staff training 
review or 
development 

We have introduced a development programme for ward managers 
and other key staff which is now underway 

Review services for 
people with 
disabilities 
 

We are committed to providing services that refl ect the needs of all 
our patients. 
For example we listened to the needs of our disabled visitors and 
provided additional hand rails to ensure greater safety and easier 
access to one part of our hospital. 

Review menu choices 
and food standards 
 

We have looked at our menus and we are assured that our food 
meets the required nutritional standards and we will continue review 
the choices we give our patients on a regular basis 

Increase staff on 
wards 

The number of doctors and nurses we employ has increased 
considerably, and we are working hard to permanently  recruit to these 
key posts 
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You said ... We listened – and did (or are doing) 

Introduce seven day 
working 

We believe the introduction to seven day working for all our 
departments is important for Tameside Hospital to help us improve the 
quality of care we provide to all our patients and our teams are 
working towards this goal in conjunction with our partners 

Improve 
communication with, 
and between, staff 

We have established informal feedback sessions for junior doctors to 
talk with the Medical Director and Chief Executive, The Chief 
Executive has an open door policy where by all staff are welcome to 
chat through their queries and suggestions. 
The executive team members regularly visit staff in their departments 
and the Chief executive holds monthly open forum sessions for all 
staff to keep them informed, hear and share the progress we are 
making. 

Introduce a „Matron 
type‟ figure in charge 
of certain wards 

We have appointed two new Matrons, one to head up our urgent and 
emergency care service and the other to look after frail and elderly 
patients in our medicine division, they join our existing Matrons in 
other areas of the hospital. 

Improve handover/ 
discharge 
arrangements 

We now have twice daily hand over arrangements between our staff in 
acute medicine.  We have established a special improvement team 
with the Tameside and Glossop Clinical 
Commissioners to make sure that we continue to improve the way we 
discharge our patients 

Improve joint working 
with other greater 
Manchester hospitals 

We have set up an employee exchange scheme with colleagues at 
Wythenshawe hospital. 
Doctors and nurses from both hospitals are already involved in this 
scheme which enables them to share their skills and experience for 
the benefit of patients. 

Benchmark and apply 
best practice from 
other hospitals 

Our ambition is to make Tameside Hospital one of the leading 
providers of high quality treatment and care in 
Greater Manchester. We are engaged with three other hospitals as 
part of the Southern Sector to share best practice, and our employee 
exchange scheme is just one way that helps us benchmark against 
the best that the medical services that the NHS has to offer. 
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Trust Corporate Objectives 2014/15 

Objective Key Outcomes 

1. All patients receive 
harm free care through 
the delivery of the 
Trust‟s Patient Safety 
Programme 

All staff will be able to demonstrate an understanding of the Trust‟s key safety 
priorities of 2014/15. 

There will be a: 

 Reduction in the number of avoidable hospital acquired pressure 
ulcers and we will reduce the incidence of pressure sores Grade 
2 and above. We will ensure less than 1% incidence with a 99% 
compliance rate. 

 Reduction in catheter associated urinary tract infection ensuring 
99% of patients receive no avoidable UTI. 

 Increase in the identification of deteriorating patients and a 
reduction in the number of avoidable cardiac arrest calls and 
improved response to deterioration triggers. We will ensure a 
50% reduction from the baseline.  

 Reduction in patient falls resulting in harm ensuring less than 1% 
incidence resulting in 99% of patients receiving harm free care.  

 Reduction in harm from VTE through appropriate risk 
assessment and thromboprophylaxis. 

 Reduction in the number of hospital acquired infections 

 Improved compliance with Infection prevention standards and 
requirements. Incident reporting will increase resulting in the 
Trust being in the upper quartile of comparable similar sized 
Trusts using NRLS data. 

 The number of incidents causing harm will reduce  resulting in a 
reduction in harm per 1000 patient incidents when compared to 
similar sized Trusts using NRLS data. 

 The percentage of harm free care will  increase from the current 
baseline of 95% with the aim of harm free care for every patients. 

2. To improve the quality 
of patient care through 
the implementation of 
the Trust‟s agreed 
Quality Strategy. 

All staff will be able to demonstrate an understanding of the Trust‟s Quality 
Improvement priorities for 2014/15. 

There will be: 

 Increased participation in and  improvements in performance 
against national/local clinical audits 

 Improved compliance with clinical care bundles and Advancing 
Quality markers 

 Adherence to all eligible NICE Guidelines  

 Reduction in 30 day re-admission rates from the current baseline 
of 9.1% to 8.73% (75th percentile) 

 Adherence to all agreed internal standards with systematic 
monitoring and assurance processes  

 Reduction in mortality rates and implementation of a systematic 
review process to levels that are not statistically significant and 
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Objective Key Outcomes 

show a reduction in the raw death rate. 

 Improved care in relation to nutrition and hydration  

3. To improve the patient 
experience through a 
personalised, 
responsive, 
compassionate and 
caring approach to the 
delivery of patient care. 

 Improvement in Friends & Family Test and response rates by a further 
5% on the national trajectory. 

 Improvement in patient experience score and net promoter score 

 Reduction in the number of complaints per 1000 patient contacts to 
below 1.15 complaints per 1,000 patient contacts. 

 Increase in the number of recorded compliments per 1000 patient 
contacts by 25% above current baseline 

 Improvement in results of the First Friday feedback 

 Achievement of all access standards 

4. To develop a 
continuous quality 
improvement culture 
which promotes patient 
quality, safety, 
personalised and 
effective care. 

 The new clinical CQUINmodel is implemented (both Medical and 
Nursing) 

 Development programmes are in place to support the new leadership 
models  

 The Trust‟s new Values & Behaviours framework is established and all 
staff appraisals and the Trust‟s recruitment processes are aligned with 
the framework 

 There is evidence of employee engagement with the Trust‟s 
Transformation agenda 

 Improvements are demonstrated in the delivery of objectives one, two 
and three 

 Board to ward objectives are realised and evidenced 

 An Internal Communications Strategy is implemented which supports the 
Trust‟s Safety/Quality and Patient Experience agenda 

 The quality and safety of the Trust‟s of the service provision through the 
implementation of the Trust‟s agreed Quality Strategy is improved. 

5. To develop a Strategic 
Service Plan which will 
secure clinical and 
financial sustainability 
for the Trust in 
conjunction with the 
Trust‟s strategic 
partners and key 
stakeholders. 

 A strategic service plan is agreed with all key stakeholders and partners 

 An engagement and change framework is agreed along with the 
implementation plan 

6. To work with our 
partners, stakeholders 
and the community to 
develop the reputation 
of Tameside Hospital as 
a provider of safe, high 
quality, effective care. 

 An Engagement and Communication Strategy is agreed and 
implemented for the Trust (which targets both internal and external 
stakeholders) Feedback from Tameside Listens is incorporated  into the 
Trust‟s Improvement Programme and  this focused piece of work 
becomes part of  the normal business of the organisation 

 An open and transparent culture around the performance of the 
organisation is in operation with respect to the Trust‟s performance 
against its agreed quality and safety metrics 
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Objective Key Outcomes 

 Through feedback questionnaires, there is evidence for key stakeholders 
that the Trust‟s reputation has improved 

7. To deliver against the 
required local and 
national frameworks in 
order to meet all the 
requirements of the 
Trust‟s operating 
licence and the 
commissioners‟ 
requirements. 

Compliance with all national and local performance standards is achieved.  
These will include: 

 Delivery of CQUIN improvements and targets 

 Delivery of other commissioning  targets 

 Implementation of all national NICE guidelines. 

 Delivery of financial plans 

 Meeting current regulatory standards and requirements and any that 
are imposed 
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Comments from Other Agencies 
on the 2013/14 Quality Account 
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Statement from Tameside and Glossop CCG  

 

Tameside and Glossop Clinical Commissioning Group (CCG) welcome the opportunity to 
comment on the 2013/14 draft Quality Account. 

Over the past year, together with other strategic partners, we have worked with the new 
executive team to support the delivery of the Quality Improvement Programme and 
recognise the positive steps aimed at improving patient care within the hospital.  

 
More open and transparent leadership within the Trust has resulted in the invitation to the 
CCG to sit on the Trusts‟ Improvement Board and regular attendance by the Trusts‟ 
Improvement Programme Director at CCG Quality Committee and Governing Body 
meetings, have enabled us to form an independent view of actions taken to improve quality 
of care and patient safety following the Keogh Review.   
 
We welcome the development of the Quality Improvement Strategy and Patient Safety 
Programme as the key frameworks supporting continuous quality improvement within the 
Trust. Whilst acknowledging improvements have been made the Trust recognises they are 
still not meeting the standards expected. We would support this view.  

 
The 2013/14 priorities for quality improvement do not clearly describe how learning from 
incidents, complaints and clinical audit is or will be used to improve patient experience, 
patient safety  and the quality of care provided.  
 
CQUIN - Within the Quality Account the Trust outlines the 2013/14 CQUIN goals, however, 
the degree in which these targets were met in terms of % achieved is not clearly articulated 
nor is the potential impact of failure to achieve quality improvement goals. 

 
CQC - In the spirit of transparency and openness we believe the Trust should be clearer that 
whilst the Care Quality Commission recognised improvements made during the visit in 
January 2014, improvement actions required in 8 of 11 outcomes would have resulted in 
enforcement action had the Trust not already been in special measures.  

 
Patient Administration System (Lorenzo) - The impact of the system introduction is 
described within the Quality Account in terms of problems in reporting performance data. 
From a commissioning perspective the potential consequence of this lack of data has a 
direct impact not only on our ability to measure performance and financial activity, we are 
also unable to use data to measure aspects of clinical care provided (an example of this 
would be the lack of data relating to VTE risk assessment). There is also no reference to 
patient safety concerns resulting from ongoing issues with the system and business 
processes i.e. pharmacy, outpatients and discharge letters. 

Improving Hospital Mortality - The CCG sees the development of regular systematic review 
of all deaths occurring in the hospital and the inclusion of clinical representation from the 
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CCG in that process as positive step. In the future we would wish to see evidence that 
learning from the review process is used to improve mortality rates, an area of focus being 
the death rates following surgery 

Infection Prevention and Control - The Trusts‟ performance in this area is a serious and 
significant concern for the CCG; Despite national zero tolerance (0 cases) of MRSA the 
Trust has not demonstrated any improvement in the number of cases reported since 
2011/12. 

The number of C.difficile cases has increased over the past 12 months despite steps taken 
to address this area. In terms of actions taken to address this we feel the strengthening of 
clinical leadership in this area (which is not currently described within the Quality Account) 
will support the Trusts aim to significantly improve performance in this area during 2014/15.  

Incident Reporting – The CCG are pleased to note the improved performance in terms of 
numbers of incidents reported. In terms of developing a culture of learning and continuous 
improvement we would welcome a focus on evaluation of the impact of changes made 
following an incident.  

Friends and Family Test (FFT) – Recognising FFT is a proxy measure and as such may 
have limited value as a quality indicator, it would be helpful if the Trust describes how this 
information is linked with other information relating to patient experience, complaints, 
compliments to gain a rounded picture of patient experience.  

Staff Survey – It is disappointing that there is no overall improvement in staff feedback via 
the NHS Staff Survey despite a considerable number of actions being taken by the Trust 
over the past 12 months. We would hope the impact of the actions identified within the 
refreshed Organisational Development Strategy, together with the increases in nurse and 
medical staffing levels, leadership and supervision (which are not currently highlighted within 
the document) will result in positive improvement in this area throughout 2014/5. 

In conclusion; we feel the Trust has demonstrated a commitment to develop a more open 
and honest culture. There is a clear recognition that historically the care and treatment 
provided by the Trust has not met expected or required standards. There is evidence of a 
commitment to take meaningful steps to address the patient safety and care quality 
concerns highlighted in the Keogh review, together with recognition that whilst 
improvements have been made further on-going improvement is required.  The CCG will 
continue to support the Trust and assure delivery of the actions within the Improvement Plan 
over the forthcoming year. 

Statement from the Healthwatch  

 

We welcome the opportunity to comment on the draft account and value the fact that we 
have been able to have open and honest dialogue with the new Executive Team during the 
past year.  

We welcomed the invitation to sit on the Trust‟s Improvement Board as this has given us 
oversight into their improvement plans and enabled us to form our own independent view of 
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activity aimed at improving care at the hospital. We look forward to continuing with this type 
of working relationship in the coming year.  

We acknowledge that the Trust recognises that although they have made improvements, 
they are still not meeting the standards expected. 

Looking at the 2014/15 priorities these appears to be a mix of outcome measures („reduction 
in the number of hospital acquired pressure ulcers‟) and proxy indicators („improved patient 
experience by … improvement in Friends & Family Test and response rates‟). This is a real 
concern because work focused solely on improving a proxy indicator may have no real 
impact in terms of the improving the intended outcome for patients. Since it is human nature 
to focus on any targets we are set, we would like to see a specific, more explicit link 
between each individual future performance target and improved patient outcomes. 

We welcome the Trust‟s involvement in national clinical audits. However, we see little 
evidence in the Quality Accounts to indicate what the output from these audits was and how 
it has been applied to maintain or improve patient safety, care quality or the patient 
experience. 

We note that the draft account that we have been asked to comment on does not indicate 
the extent to which the Trust met its CQUIN targets. We understand that it was not 100% 
successful in meeting its targets and we are concerned because this has implications in 
terms of the quality of patient care and also has financial consequences for a Trust that is 
already under significant financial pressure. 

Although it may be factually correct to describe the Trust‟s registration with the Care Quality 
Commission as rated „without conditions‟, we feel this could potentially mislead if not read in 
the context of the subsequent paragraphs. The Care Quality Commission recognises that 
progress has been made but they still have a number of areas where their latest published 
report indicates that they are requiring improvements from the Trust. 

We feel that problems with the Patient Administration System (Lorenzo) have probably had 
a greater impact on quality and patient safety than is suggested by the contents of the 
quality account. We have been informed that GPs received multiple discharge letters for the 
same patient – often containing different information about the patient, their treatment and/or 
their prescribed medication. We are also informed that there has been period when no 
discharge letters were sent to GPs and that the hospital was not aware of this until a GP 
practice contacted them. Furthermore we do not believe that problems have all been 
resolved by April 2014 (as asserted in the draft quality account) – we were contacted in mid-
May by a patient who had experienced problems relating to the arrangements for outpatient 
appointments that month. 

We welcome the steps the Trust has taken to work towards improved quality, patient safety 
and the patient experience, as highlighted in their 2013/14 performance data in the quality 
account. The Trust has shared far more performance data with us than in previous years 
and we feel assured that they have systems and processes in place to allow for internal 
challenge, especially where this data is felt to be incomplete or it suggests that performance 
needs to be improved. We feel that they are making significant efforts to be open and 
transparent with us in our role as local consumer champion for health and care. 
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C Difficile – we are extremely concerned to see a 43% increase in the number of C Diff 
cases in 2013/14 compared with 2012/13. This represents an increase of 15 people who 
have had their lives affected by this serious infection, where the source of the infection has 
been identified as the hospital. 

We are pleased to note the reported improved performance in terms of complaints being 
closed within agreed timescales. We also welcome the focus on candour rather than speed 
of response. It is important that people feel that any complaint they make has been treated 
seriously and investigated thoroughly. 

Friends and Family Test – we do not believe that the Net Promoter Score is a meaningful 
measure of quality in the NHS and we feel it has only very limited value as a proxy indicator 
of quality. It developed as a commercial indicator in settings where there is a large degree of 
competition and choice (e.g. financial services). Whilst NHS patients do have a right to 
choice, the available choice is often limited (in order to ensure quality, patient safety and the 
effective use of limited public resources) – thus the indicator is largely meaningless. That 
said, the Friends and Family Test is a useful way to ask for patients‟ comments about their 
experience of care and thus we do encourage and welcome activity to promote narrative 
feedback from patients and their families through additional questions asked as part of this 
activity. 

Staff survey – we are disappointed to see the hospital performing below average in half the 
key findings in the national staff survey. The areas where Tameside was ranked lowest 
seem to us to be reinforced by  Keogh and other reviews undertaken during the year and as 
such should be addressed by the Trust‟s improvement action planning processes. We would 
like to stress that we hear many positive stories about hard working and caring frontline staff 
in the Trust. 

We are pleased to see two pages of feedback about what the Trust has done with the 
hundreds of suggestions that came in through the Tameside Listens programme which ran 
during the year. We think it is important for the „listening – consideration – action – feedback‟ 
process to be continued. 

In summary we feel that the past year has seen a real commitment from the Trust to 
acknowledge its historic poor performance and to take meaningful steps to rectify this. 
Feedback patients have given to us suggests that improvements have been made. The 
Trust‟s Quality Account clearly indicates that they share our view that further improvements 
are still required. We truly hope that they can build on the progress they have made and 
accelerate the pace of improvement over the coming year.  

We plan to use our statutory power to Enter & View care at the hospital towards the end of 
this year so we can form an independent assessment in terms of how care standards have 
changed since the LINk‟s last Enter & View visits in early 2013. We hope to do this with the 
co-operation of the Trust and will also continue to share data with them to help to 
understand what their patients are telling us about their experiences. 
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Statement from the Council of Governors  

 

The Council of Governors receive regular Quality Report updates and debate quality issues 
with Trust Board members at the Council of Governors meetings. 

The Governors acknowledge the improvements that have been made along the 
improvement journey, and also recognise that there are further improvement still to be 
made.  

Statement from Health Overview and Scrutiny Committee 

 

No commentary received. 
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Trust Commentary on issues raised in Stakeholder feedback  

We welcome and value the feedback provided by our stakeholders, and whilst our 

requirement is to publish the commentaries provided in full which we have done, 

they have raised issues to which the Trust wishes to respond. 

The issues raised in the feedback on which comment has been made by our 

stakeholders encompasses the following areas 

 How we learn from Incidents, Complaints and Clinical Audit to improve 

Patient Experience, Patient Safety and Quality of Care provided. 

The revised governance structures and processes implemented are all predicated 

on using every learning opportunity to ensure that the organisation learns from 

incidents or near misses and patient feedback. The process to ensure that this 

happened and is completed and actioned has been strengthened by the 

appointment of three Patient Safety Officers and two Divisional Governance leads 

and strengthened Clinical leadership both Medical and Nursing. A systematic 

approach to provision of feedback on investigations to individual and groups has 

been adopted. 

With regard to Clinical Audit and Effectiveness the outcomes of all Clinical Audits are 

reported individually to the appropriate Clinical group and through the Clinical Audit 

and Effectiveness group who monitor the completion of action plans and will in their 

annual report provide a summary of all these including the learning and action taken. 

A revised Clinical Audit and Effectiveness Strategy closely aligned to the Quality 

Improvement Strategy was agreed in March 2014. 

 Achievement of the CQUIN goals  

The final copy of the report does detail the financial CQUIN outcome for 2012/13 of 

£2.4 million, 70% achievement as reported in the Trust Board Performance report. 

Our non-achievement of these is indicative of our identified need for further 

improvement and these issues are captured in the Improvement work streams 

overseen by the Trust Board through the Improvement Board in which the 

stakeholders are active participants. 

 CQC Inspection Report and our registration  

The CQC inspection report produced in March 2014 identified the Outcomes which 

we were non-compliant with. These are reported in the Quality Account as required. 

The impact of these on the Trust is a matter of record in the CQC report, and the 

Quality account already identified the improvement journey that we are undertaking 
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as a consequence of being put into special measures following the Keogh report in 

July 2013.  

 The Lorenzo Patient Administration System implementation and patient safety 

concerns 

The report details that we have had implementation issues with the Patient 

Administration system. All issues highlighted in this investigation have individually 

been reviewed to assess the impact of any patient safety concern and where 

appropriate a full investigation has been commissioned. The issues raised are all 

being addressed. The risk associated with this is recognised and included on the 

Trust Risk Register alongside mitigating actions. 

 Rates of Health Care Acquired Infection (HCAI) 

The report does detail the performance with regard to HCAI and the action 

proposed. The strengthened Clinical Leadership (Medical and Nursing) is 

documented in the report in the Quality initiatives (Part 2) these are intended to 

include HCAI and have a much wider impact on Quality and Safety across all 

aspects of our service provision. 

 Friends and Family test and its use as a proxy measure  

The requirement to undertake the Friends and Family Test is a nationally mandated 

indicator and reporting requirement. We accept that this is a proxy indicator but have 

a range of other methods to assess Patient Experience which are routinely reported 

through our Governance processes. Patient Experience monitoring is also linked to 

specific improvement workstreams. 

 Staff Survey Results  

The Strengthened Clinical leadership (Medical and Nursing) along with the 

recruitment of additional staff is documented in the report in the Quality initiatives 

(Part 2). In addition to the staff engagement work and other improvement 

workstreams we believe this has already impacted on Quality and Safety across all 

aspects of our service provision. We believe and hope that this should be reflected 

in improved staff survey results in 2014.  
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Auditor Assurance Report 

INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF 
TAMESIDE HOSPITAL NHS FOUNDATION TRUST ON THE QUALITY REPORT  

We have been engaged by the Council of Governors of Tameside Hospital NHS Foundation 
Trust to perform an independent assurance engagement in respect of Tameside Hospital 
NHS Foundation Trust‟s Quality Report for the year ended 31 March 2014 (the “Quality 
Report”) and certain performance indicators contained therein.  

Scope and subject matter  

The indicators for the year ended 31 March 2014 subject to limited assurance consist of the 
national priority indicators as mandated by Monitor:  

 62 Day cancer waits – the percentage of patients treated within 62 days of referral from 

GP; and 

 Clostridium Difficile – all cases of Clostridium Difficile positive diarrhoea in patients aged 

two years or over that are attributed to the Trust.  

We refer to these national priority indicators collectively as the “indicators”. 

Respective responsibilities of the Directors and auditors  

The Directors are responsible for the content and the preparation of the Quality Report in 
accordance with the criteria set out in the NHS Foundation Trust Annual Reporting Manual 
issued by Monitor.  

Our responsibility is to form a conclusion, based on limited assurance procedures, on 
whether anything has come to our attention that causes us to believe that:  

 the Quality Report is not prepared in all material respects in line with the criteria set out 

in the NHS Foundation Trust Annual Reporting Manual;  

 the Quality Report is not consistent in all material respects with the sources - specified in 

the Detailed Guidance for External Assurance on Quality Reports; and.  

 the indicators in the Quality Report identified as having been the subject of limited 

assurance in the Quality Report are not reasonably stated in all material respects in 

accordance with the NHS Foundation Trust Annual Reporting Manual and the six 

dimensions of data quality set out in the Detailed Guidance for External Assurance on 

Quality Reports.  

We read the Quality Report and consider whether it addresses the content requirements of 
the NHS Foundation Trust Annual Reporting Manual, and consider the implications for our 
report if we become aware of any material omissions.  

We read the other information contained in the Quality Report and consider whether it is 
materially inconsistent with: 

 Board minutes for the period April 2013 to May 2014; 
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 Papers relating to Quality reported to the Board over the period April 2013 to May 2014; 

 Feedback from the Commissioners dated 23 May 2014; 

 Feedback from local Healthwatch organisations dated 22 May 2014;  

 The Trust‟s complaints report published under regulation 18 of the Local Authority Social 

Services and NHS Complaints Regulations 2009, 2013/14; 

 The 2013/14 national patient survey;  

 The 2013/14 national staff survey;  

 Care Quality Commission quality and risk profiles/intelligent monitoring reports 2013/14; 

and 

 The 2013/14 Head of Internal Audit‟s annual opinion over the Trust‟s control 

environment. 

We consider the implications for our report if we become aware of any apparent 
misstatements or material inconsistencies with those documents (collectively, the 
“documents”). Our responsibilities do not extend to any other information.  

We are in compliance with the applicable independence and competency requirements of 
the Institute of Chartered Accountants in England and Wales (ICAEW) Code of Ethics. Our 
team comprised assurance practitioners and relevant subject matter experts. 

This report, including the conclusion, has been prepared solely for the Council of Governors 
of Tameside Hospital NHS Foundation Trust as a body, to assist the Council of Governors in 
reporting Tameside Hospital NHS Foundation Trust‟s quality agenda, performance and 
activities. We permit the disclosure of this report within the Annual Report for the year ended 
31 March 2014, to enable the Council of Governors to demonstrate they have discharged 
their governance responsibilities by commissioning an independent assurance report in 
connection with the indicators. To the fullest extent permitted by law, we do not accept or 
assume responsibility to anyone other than the Council of Governors as a body and 
Tameside Hospital NHS Foundation Trust for our work or this report save where terms are 
expressly agreed and with our prior consent in writing.  

Assurance work performed  

We conducted this limited assurance engagement in accordance with International Standard 
on Assurance Engagements 3000 (Revised) – „Assurance Engagements other than Audits 
or Reviews of Historical Financial Information‟ issued by the International Auditing and 
Assurance Standards Board („ISAE 3000‟). Our limited assurance procedures included:  

 Evaluating the design and implementation of the key processes and controls for 

managing and reporting the indicators. 

 Making enquiries of management. 

 Testing key management controls. 
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 Limited testing, on a selective basis, of the data used to calculate the indicator back to 

supporting documentation. 

 Comparing the content requirements of the NHS Foundation Trust Annual Reporting 

Manual to the categories reported in the Quality Report. 

 Reading the documents. 

A limited assurance engagement is smaller in scope than a reasonable assurance 
engagement.  The nature, timing and extent of procedures for gathering sufficient 
appropriate evidence are deliberately limited relative to a reasonable assurance 
engagement. 

Limitations  

Non-financial performance information is subject to more inherent limitations than financial 
information, given the characteristics of the subject matter and the methods used for 
determining such information. 

The absence of a significant body of established practice on which to draw allows for the 
selection of different but acceptable measurement techniques which can result in materially 
different measurements and can impact comparability.  The precision of different 
measurement techniques may also vary.  Furthermore, the nature and methods used to 
determine such information, as well as the measurement criteria and the precision thereof, 
may change over time.  It is important to read the Quality Report in the context of the criteria 
set out in the NHS Foundation Trust Annual Reporting Manual.  

The scope of our assurance work has not included governance over quality or non-
mandated indicators which have been determined locally by Tameside Hospital NHS 
Foundation Trust. 

Conclusion  

Based on the results of our procedures, nothing has come to our attention that causes us to 
believe that, for the year ended 31 March 2014:  

 the Quality Report is not prepared in all material respects in line with the criteria set out 

in the NHS Foundation Trust Annual Reporting Manual;  

 the Quality Report is not consistent in all material respects with the sources specified 

above; and  

 the indicators in the Quality Report subject to limited assurance have not been 

reasonably stated in all material respects in accordance with the NHS Foundation Trust 

Annual Reporting Manual.  
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KPMG LLP, Statutory Auditor  

St James‟ Square 
Manchester 
M2 6DS                         29 May 2014 


