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Chief Executive’s Overview  

I am pleased to present our Quality Account for 2015/16. It is now three years since 

our Improvement programme was established and in that time our teams have 

worked together with our partners to deliver some exciting developments with 

colleagues in and across primary care and social care as well as continuing to 

provide care for a local population across our hospital site and community settings.  

At the outset, I want to acknowledge the achievement of the staff who through their 

work in both clinical and corporate teams have been dedicated and worked to 

ensure the success of our improvement programme. These efforts delivered the 

recognition identified in the Care Quality Commission’s report published in 

September 2015 which resulted in the Trust being removed from Special Measures.  

We are, and always have been, fully committed to ensuring the safety and welfare of 

every one of our patients across all our services. The CQC report describes the 

journey of improvement so far and recognised our achievements and the work of our 

staff which has and I am confident will ensure the delivery of our improvement 

programme.  

I also recognise the challenges there have encountered in meeting some national 

access standards and improving our financial position.  Since I took up post I have 

taken decisive action to strengthen the leadership teams, ensure our focus is on 

Quality and Safety, but at the same time introduce a comprehensive programme of 

quality improvement and service transformation in order to achieve our ambition to 

be rated as Good or Outstanding for all our service areas.  

Our staff and local health partners have been fully involved in developing and 

implementing our quality improvement programme. I am hugely grateful to our staff 

for their continued hard work and dedication, as well as for the support we continue 

to receive from our local health and social care partners.  

I hope you find our latest Quality Account informative. It is an accurate reflection of 

our performance against our quality indicators. We are committed to continuous 

improvement and we welcome your feedback. To provide us your comments, or to 

request the Account in different languages or formats, please use any of the contact 

details on the rear cover of the report. 

I confirm to the best of my knowledge the information in this document is accurate. 

Karen James 

Chief Executive   April 2016  
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2015/16 Statement of Directors’ responsibilities in respect of the Quality 
Report  
 
The directors are required under the Health Act 2009 and the National Health 
Service (Quality Accounts) Regulations to prepare Quality Accounts for each 
financial year.  
 
Monitor has issued guidance to NHS foundation trust boards on the form and 
content of annual quality reports (which incorporate the above legal requirements) 
and on the arrangements that NHS foundation trust boards should put in place to 
support the data quality for the preparation 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 2015/16 and supporting 
guidance;  
 

 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 2015 to March 2016  
 

 papers relating to Quality reported to the board over the period April 2015 
to March 2016 

 

 feedback from commissioners dated 20th May 2016  
 

 feedback from governors dated 18th May 2016 
 

 feedback from local Healthwatch organisations dated 23th May 2016 
 

 feedback from Overview and Scrutiny Committee dated 18th May 2016 
 

 the Trust’s complaints report published under regulation 18 of the Local 
Authority Social Services and NHS Complaints Regulations 2009, dated 
5th May 2016 
 

 the national patient survey (publication date delayed expected 8th June 

2016)  
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 the national staff survey 23rd February 2016  
 

 the Head of Internal Audit’s annual opinion over the trust’s control 
environment dated 21st April 2016 
 

 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 Quality Report has been prepared in accordance with Monitor’s annual 
reporting guidance (which incorporates the Quality Accounts regulations) 
(published at www.monitor.gov.uk/annualreportingmanual) as well as the 
standards to support data quality for the preparation of the Quality Report 
(available at www.monitor.gov.uk/annualreportingmanual).  

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  
 

                                  Signature                                             Date  

Chair                                   26
th

  May 2016  

 

 

Chief Executive     _____________                                                26
th

 May 2016
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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 in 2015/16 employed 
around 2,400 staff, across a host of professions. From 1st April 2016 the Trust 
welcomed the Tameside and Glossop Community Services.  

Review of Services 

During 2015/16 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 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 2015/16 
represents 93% of the total income generated from the provision of relevant health 
services by the Tameside Hospital NHS Foundation Trust for 2015/16.  

Tameside Hospital NHS Foundation Trust provides the wide array of services one 
would associate with a general hospital.  These include emergency services, 
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General and Specialty Medicine and Surgery and full consultant-led Obstetric and 
Paediatric hospital services for women, children and babies.  

How Quality Initiatives are prioritised at the Trust 

In prioritising our Quality initiatives we have considered the key requirements 
identified within National and Local Priorities informed by the Commissioning and 
regulatory requirements.  

These have informed our improvement programme which has been agreed with key 
stakeholders to ensure delivery of the fundamental standards of Quality and Safety 
along with continuous improvement. The programmes are evident in the agreed 
Trust Board objectives, and embrace the vision identified in the Quality Improvement 
strategy and Trust values and behaviours agreed and set out in the Tameside vision 
that “Everyone Matters “.  

The improvement programme consists of key areas and the content of this Quality 
Account will provide an overview of progress against these key improvement areas. 
The Trust Board continues to oversee the delivery of this. 

Tameside Hospital NHS Foundation Trust has demonstrated that we are able to 
deliver our improvement plan and we believe we have made significant progress 
with this. We are pleased that the CQC along with other stakeholders have also 
recognised this 

The pages below identify Tameside Hospital NHS Foundation Trust’s Quality 
Improvement Strategy which sets out how our Quality initiatives are identified, the 
Patient Safety Programme which sets out our key patient safety priorities and our 
Values and Behaviours which should be evident in all that do. 
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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 and regulation frameworks highlight the focus on quality, and are 
linked to the NHS Mandate and Constitution. We have worked with Tameside and 
Glossop Clinical Commissioning Group and Tameside Metropolitan Borough Council 
to align our quality aims and to maximise the potential delivery through these 
mechanisms.  

Priorities for Quality Improvement 

The priorities for 2015/16 were set out in the Trust Objectives and in the previous 
Quality Account. There are identified below and these are what we are reporting on 
in this quality account 

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

 We will continue to build upon and embed the reduction in harm achieved in 
2014/15 and we will maintain or exceed the end of year position against key 
performance metrics. 

 We will participate in the Haelo Patient Safety Programme and ensure 
external engagement is secured to meet its expressed objectives  

 We will implement and deliver the Trust Safety plan for 2015/16 measuring 
and monitoring safety objectives across the Trust as submitted to Haelo and 
the NHSLA. 

 A speciality level range of safety metrics are developed which will drive local 
quality improvement and measurement.  

 We will develop in partnership with our commissioners and other providers 
and the local authority a system wide metrics for at least two agreed areas of 
harm and collate baseline data for these.  

 We will develop a system for anticipating and predicting potential future harm 
and implement this for at least two of the Patient Safety Patient work streams 
for 2015/16   

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

 We will achieve the identified pledges and measures as stated in the Trust 
Quality Strategy and meet key indicators as attributed to each Quality Priority. 

 Each speciality will have developed a suite of Quality metrics which will drive 
local quality improvement and measurement. 

 The Trusts mortality rates will have improved in line with expected levels. 

 We will further develop our strategy for seven day services and working in 
partnership with other key organisations.  

 Through delivery of the Workforce and HR/OD Strategy we will ensure 
delivery our of Health and Wellbeing and organisational development 
intentions and improve outcomes against our Values and Behaviours. 
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 We will review our position against appropriate NICE guidance and Quality 
standards ensuring these are monitored and prioritised  within service 
delivery  

 We will deliver Advancing Quality (AQ) improvement targets. 

 

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

 There is evidence of an improvement in administration processes which 
support responsiveness to patients and other service users.  

This will include: 

• All urgent letters typed and sent within 2 working days. 
• All routine letters typed and sent within 5 working days 
• All areas will have agreed standard operating policies which will  

ensure that compliance is maintained with these standards 

 We will improve our Friends & Family Test and response rates by a further 
5% on the national trajectory for each required FFT speciality published. 

 We will improve our reported Positive patient experience metrics and intend 
to be in the top 50% of Trusts when benchmarked for each reported FFT 
speciality. 

 We will further reduce the number of KO41 complaints per 1000 patient 
contacts to below 1.15 complaints per 1,000 patient contacts. 

 We will increase in the number of recorded compliments and improve the 
Compliments to KO41 Complaints ratio by 20% from the Q4 2014/15 
baseline. 

 We will continue to undertake First Friday walkrounds to receive feedback on 
patient and staff experience and see on going improvement in the feedback 
provided and reported. 

 We will continue to implement our open and transparent culture around the 
performance of the organisation and our performance against our agreed 
quality and safety metrics and include examples of improvement and patient 
stories. We will publish these on the Trust Website in our “Open and honest” 
publications monthly  

 We will continue through feedback questionnaires and other systems to 
understand what our patients and key stakeholders are telling us about the 
Trust’s Quality of service provision and reputation. We will report on this 
through published performance in the “Open and Honest” publications and it 
visibility through the NHS choices star ratings. 

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

Tameside Hospital NHS Foundation Trust’s priorities for improvement in 2016/17 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 
Quality Improvement Strategy and Patient Safety Programme which has been 
implemented and developed with our stakeholders and reflects the change in 
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organisational structure from 1st April the provision of Community services as part of 
the agreed service transformation. 

The priorities for 2016/17 are  

1 To ensure all patients and service users receive harm free care through 
the delivery of the Trust’s patient and service user safety programme 
across all hospital and community services. 
 

 We will increase the level of harm free care  

 We will increase incident reporting rate  per 1000 bed days  

 We will reduce severe and catastrophic incident harm to below the national 
average of 1% ( NRLS September 2015 baseline ) 

 We will reduce to the number of avoidable Healthcare Associated Infections  

 We will reduce the Number of Care Acquired Pressures Ulcers  

 We will use a model for anticipating and predicting potential future harm for at 
least three of the Patient Safety Patient work streams for 2016/17 prioritising 
Healthcare Associated Infection, Tissue Viability and Care Associated Pressure 
Ulcers and Managing the Deteriorating and Acutely Unwell Patients (Sepsis and 
Acute Kidney Injury)   

 Improve our Medicines management processes 
o Reconciliation will be undertaken in 24 hours of admission from 91% to 

95% 
o Percentage of antibiotic prescriptions correctly prescribed and or 

reviewed  81% to 90% 

 We will increase completed eligible Nutritional assessments from an average of 
96% to 98% 

 We will increase completed eligible VTE risk assessment from an average of 
96% to 98% 

 We will deliver and meet the Sepsis CQUIN requirements improving the Trust’s 
compliance with Sepsis Care against the 2015 baseline position. 

 
2 To improve the quality of patient and service user care through the 

implementation of the Trust’s agreed quality strategy across all hospital 
and community services. 
 

 We will implement our improvement plans to progress the CQC ratings to good 
or outstanding from the September 2015 report baseline  

 The Trusts mortality rates will improve from  

 We will further develop our strategy for seven day services and integrated 
working in partnership with other key organisations.  

 We will lead and deliver a Quality Initiative across the wider Health and Social 
Care economy in relation to Pressure Ulcer prevention using preventative health 
strategies to standardise and improve wound care management across the 
community. 

 We will lead and deliver a Quality initiative across the wider Health and Social 
Care economy in relation to infection control practice to improve compliance 
amongst non-hospital providers 

 We will improve our organisational PLACE Scores reported in 2016 to be at or 
above the 2015 national average reported scores:  



 

Page 16 of 86 

 We will implement our Medicines Management Pharmacy Optimisation 
transformation action plan 

 
3 To improve patient and service user experience through a personalised, 

integrated, responsive, compassionate and caring approach to the 
delivery of care. 
 

 We will improve our Friends & Family Test and response rates by a further 5% 
against the national average for each required FFT speciality published. 

 We will improve our reported Positive patient experience metrics and intend to be 
in the top 50% of Trusts when benchmarked for each reported FFT speciality. 

 We will further reduce the number of KO41 complaints per 1000 patient contacts 
from 1.15  to below 1 complaint per 1,000 patient contacts  

 We will increase the number of recorded compliments and improve the 
Compliments to KO41 Complaints ratio further from the Q4 2014/15 baseline. 
 

These objectives build on those undertaken in the last year to continue our 
improvement programme and delivery of Safe, Effective and Personalised care and 
from 1st April 2016 the provision of community services. 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 strengthened governance systems across the Trust continue to be rolled out 
through the divisional and directorate structures which have been augmented to 
strengthen the governance processes in place across the organisation. These 
provide assurance structures to appropriately monitor challenge and seek assurance 
on our workstreams, agreed action and priorities set by the Executive Team. They 
also provide for systematically ensuring that concerns and risks are appropriately 
managed and escalated, and assurance on this provided to the Trust Board through 
these structures and processes.  

We have developed our divisional infrastructure and capacity with an emphasis on 
Clinical Leadership with overview and scrutiny from Non- Executive Directors, 
Governors and third party organisations 

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 (now known as Clinical Outcome reviews) which 
investigate an area of Health Care and recommend ways of improving it.  

National Clinical Audits  



 

Page 17 of 86 

The National Quality Account requirement for 2015/16 contained 42 National Clinical 
audits and 4 Clinical Outcomes reviews.   

During 2015/16, 26 National Clinical Audits and 3 Clinical Outcome Review 
programmes covered relevant health services that Tameside Hospital NHS 
Foundation Trust provides.  

During 2015/16 Tameside Hospital NHS Foundation Trust participated in 100% 
national clinical audits and 100% clinical outcome review programmes which it was 
eligible to participate in.  

The national clinical audits and clinical outcome review programmes that Tameside 
Hospital NHS Foundation Trust was eligible to participate in during 2015/16 are as 
follows: 

National Clinical Audits Trust Participation 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP) Yes 

Bowel Cancer (NBOCAP) Yes 

Cardiac Rhythm Management (CRM) Yes 

Case Mix Programme (CMP) Yes 

Diabetes (Paediatric) (NPDA) Yes 

Elective Surgery (National PROMs Programme) Yes 

Emergency Use of Oxygen Yes 

Falls and Fragility Fractures Audit programme (FFFAP) Yes 

Inflammatory Bowel Disease (IBD) programme Yes 

Major Trauma Audit  Yes 

National Cardiac Arrest Audit (NCAA) Yes 

National Comparative Audit of Blood Transfusion programme Yes 

National Diabetes Audit – Adults Yes 

National Emergency Laparotomy Audit (NELA) Yes 

National Heart Failure Audit Yes 

National Joint Registry (NJR) Yes 

National Lung Cancer Audit (NLCA) Yes 

National Prostate Cancer Audit Yes 

Neonatal Intensive and Special Care (NNAP) Yes 

Oesophago-gastric Cancer (NAOGC) Yes 

Paediatric Asthma Yes 

Procedural Sedation in Adults (care in emergency departments) Yes 

Rheumatoid and Early Inflammatory Arthritis Yes 

Sentinel Stroke National Audit programme (SSNAP) Yes 

Vital signs in children (care in emergency departments) Yes 

VTE risk in lower limb immobilisation (care in emergency departments) Yes 

Clinical Outcome Review Programmes Trust participation 

Child Health Clinical Outcome Review Programme Yes 

Maternal, Newborn and Infant Clinical Outcome Review Programme Yes 
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National Clinical Audits Trust Participation 

Medical and Surgical Clinical Outcome Review Programme  Yes 

 
The National Clinical Audits and Clinical Outcome Review programmes that 
Tameside Hospital NHS Foundation Trust participated in, and for which data 
collection was completed during 2015/16 are listed below 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.  
  

NB Information marked with * indicates that the data submission period extends beyond the financial 
year and full submission cannot be reported at the time of completing the report. 

National Clinical Audits 
Number 

submitted 
to date 

Percentage 
submitted to 

date 

Commentary 

Acute Coronary Syndrome or Acute Myocardial 
Infarction (MINAP) 

139/268* 52%* 
On track for 100% 

submission in timescale 

Bowel Cancer (NBOCAP) 50/50 100%  

Cardiac Rhythm Management (CRM) 239/239 100%  

Case Mix Programme (CMP) 378/378 100%  

Diabetes (Paediatric) (NPDA) 86/86 100%  

Elective Surgery (National PROMs Programme) 260/418 62%* 
On track for 100% 

submission in timescale 

Emergency Use of Oxygen 395/395 100%  

Falls and Fragility Fractures Audit programme 
(FFFAP) 

a) Hip Fracture Database 
b) National Inpatients Falls audit 

a) 206/206  
b)     30/30 

a) 100% 
b) 100% 

 

Inflammatory Bowel Disease (IBD) programme 3/26  12% 

A mandatory field required 
for this audit was not 

systematically recorded in 
the records. Cases could not 

be submitted.  
Plan implemented for 16/17 

data collection. 

Major Trauma Audit  134/140 96%* 
On track for 100% 

submission in timescale 

National Cardiac Arrest Audit (NCAA) 36/36 100%  

National Comparative Audit of Blood 
Transfusion programme 

a) Audit of Patient Blood Management in 
Scheduled Surgery 

b) Audit of the use of blood in Lower GI 
Bleeding 

c) Audit of the use of blood in 
Haematology 

a) 11/11 
b) 18/18 
c) 14/14 

a) 100% 
b) 100% 
c) 100% 

 

National Diabetes Audit – Adults 16/16  100%   

National Emergency Laparotomy Audit (NELA) 109/109 100%  

National Heart Failure Audit 90/290 31%* 
On track for 100% 

submission in timescale 

National Joint Registry (NJR) 131/131 100%  

National Lung Cancer Audit (NLCA) 142/142 100%  

National Prostate Cancer Audit 107/107 100%  
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National Clinical Audits 
Number 

submitted 
to date 

Percentage 
submitted to 

date 

Commentary 

Neonatal Intensive and Special Care (NNAP) 310/310 100%  

Oesophago-gastric Cancer (NAOGC) 31/31 100%  

Paediatric Asthma 11/11 100%  

Procedural Sedation in Adults (care in 
emergency departments) 

50/50 100% 
 

Rheumatoid and Early Inflammatory Arthritis 46/46 100%  

Sentinel Stroke National Audit programme 
(SSNAP) 

166/166  100% 
 

Vital signs in children (care in emergency 
departments) 

100/100 100% 
 

VTE risk in lower limb immobilisation (care in 
emergency departments) 

50/50 100% 
 

Clinical Outcome Review Programmes    

Child Health Clinical Outcome Review 
Programme 

a) Chronic Neuro Disability 
b) Mental health conditions in young 

people 

a) 1/1 
b) 50/50 

a) 100% 
b) 100% 

 

Maternal, Newborn and Infant Clinical Outcome 
Review Programme 

4/4 100% 
 

Medical and Surgical Clinical Outcome Review 
Programme  

a) Acute Pancreatitis 
b) Mental Health in General Hospitals 
c) Non Invasive Ventilation 

a) 5/5 
b) 5/5 
c) 1/1 

a) 100% 
b) 100% 
c) 100% 

 

 

The reports of 22 national clinical audits were reviewed by the provider in 2015/16 
and Tameside Hospital NHS Foundation Trust intends to take the following action to 
improve the quality of healthcare provided: 

 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 22 local clinical audits were reviewed by the provider in 2015/16 and 
Tameside Hospital NHS Foundation Trust intends to take the following action to 
improve the quality of healthcare provided:  

 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.  
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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 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 number of patients receiving relevant health services provided or sub-
contracted by the Trust in 2015/16 that were recruited during that period to 
participate in research approved by a research ethics committee was approximately 
540, which is a substantial increase (35%) on the recruitment figure in 2014/15 
(400). 

Currently, there are 97 research studies, a growth from 2014/15, either in the 
planned stage, are active or in follow up. All studies the Trust supports have 
received a favourable opinion from the National Research Ethics Service. We have 
increased the numbers of studies which are adopted on to the National Institute for 
Health Research (NIHR) Clinical Research Network portfolio by a further 25. These 
studies are high quality trials that benefit from the infrastructure and support of the 
Clinical Research Network (CRN) in England. We are currently hosting 3 actively 
recruiting clinical trials involving medicinal products, with more in planning, which 
demonstrate the Trusts enthusiasm to improve and offer the latest medical 
treatments. 

The Trust has increased its team of dedicated research nurses from 4 to 5.5 working 
on a variety of research studies. The Trust has strong research activity in Oncology, 
Orthodontics, Paediatrics and Diabetes and we continue to get more and more 
departments involved. This year, we have seen the Stroke department participate in 
research and the Obstetrics and Gynaecology department have increased the 
research activity. There are currently over 35 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 2016/17.  

The Oncology Research team have had yet another successful year in 2015/16 and 
continue to achieve high performance rates and meet their network targets. We are 
currently outperforming all our neighbouring hospitals in terms of our percentage of 
patients participating in research studies, in relation to our patient population. We 
achieve high recruitment numbers to both observational and interventional studies 
and regularly surpass our recruitment target. Our predicted recruitment figure 
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percentage for 2016/17 is also expected to surpass all other hospitals in the region, 
in relation to our patient population. It was recognised that this is a ‘major 
achievement in a Trust without a substantial chemotherapy service’.  

The Trust had a follow-up review from an MHRA inspector in July 2015, which was 
successful, in that the research quality ratings for the Trust have improved 
significantly since the initial inspection in 2013  

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 2016/17.  

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 2015/16 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 2015/16 conditional upon achieving 
quality and improvement goals was £3.2 million and the monetary value to CQUIN in 
2015/16 which was achieved was £TBC million. 

Further details of the agreed goals for 2015/16 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 

 

  

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


 

Page 22 of 86 

2015/16 CQUIN Goals 
 

Goal 
Number 

Indicator 
Number 

Indicator Name 
Indicator 

Weighting  
 

Expected 
Financial 

Value 

1 1 Acute Kidney Injury 10.0% £306,954 

2 2a Sepsis Screening 5.0% £153,477 

2 2b Sepsis Antibiotic Administration 5.0% £153,477 

3 3a 
Dementia - Find, Assess, Investigate, 
Refer and Inform (FAIRI) 

6.0% £184,172 

3 3b Dementia - Staff Training 1.0% £30,695 

3 3c Dementia - Supporting Carers 3.0% £92,086 

4 4a 
Reducing Avoidable Emergency 
Admissions to Hospital 

10.0% £306,954 

4 4b 
GM Crisis Concordat Partnership 
Working  

10.0% £306,954 

5 5 GM Transformation IT and Information 10.0% £306,954 

6 6 UTI 14.0% £429,735 

7 7 
Safe routine Enquiry For Domestic 
Abuse 

4.0% £122,782 

8 8 Children; An integrated care pathway 4.0% £122,782 

9 9 
Patient Safety: Preventing Pressure 
Ulcer Damage 

14.0% £429,735 

10 10 Living with Long term conditions 4.0% £122,782 

11 11 
Continuation of consistent coding - 
Dental 

0.7% £22,269 

12 12 Managed Clinical Networks 0.7% £22,269 

WC5 WC5 Hypothermia in Pre-term babies 1.0% £32,795 

WC7 WC7 Neonatal Admissions 1.7% £54,657 

  Total 100.00% £3,201,528 

 
 
 

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 
Fundamental Standards of Quality and Safety it registers the organisation to provide 
services “without conditions”.  

Tameside Hospital NHS Foundation Trust is required to register with the Care 
Quality Commission and its current registration status is “Requires improvement”.  

Tameside Foundation Hospital Trust has no conditions on its registration. 

Tameside Foundation Hospital Trust has not participated in any special reviews or 
investigations by the Care Quality Commission during 2015/16. 

Following the Keogh review in July 2013 the Trust was placed into Special 
Measures. In April 2015 the CQC undertook a Chief inspector of Hospitals 
inspection, and inspected specific core services of the Trust identified from the 2014 



 

Page 23 of 86 

inspection. The report was issued in September 2015 and the matrix of current 
outcomes reported is identified in the table below by service area.   

 

In September 2015 the Trust was formally removed from Special Measures by 
Monitor following the publication of the Care Quality Commission ratings.  The CQC 
recognised the significant improvements the Trust had made since it previous 
inspection. 

The Chief Inspector of Hospital’s review made 4 non-urgent recommendations two 
relating to Regulation 12 (Safe care and treatment) of the Health and Social Care 
Act 2008 (Regulated Activities), and two from Regulation 18 (staffing) of the Health 
and Social Care Act 2008 (Regulated Activities) drawn from the “MUST DO’s “within 
the CQC report to enhance the Safety, Effectiveness and Responsiveness of care 
provided by the Trust. 

The key themes of these recommendations were related to: 

• Maintaining Medical staffing levels to meet the needs of patients. 
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• Improving patient flow throughout the hospital minimise transfers and ensure 
timely access to services to meet the patient’s needs. 

• Improving the completion levels of mandatory training and appraisal. 

• Consistent management of medicines in line with best practice in all areas. 

Oversight and improvement arrangements have been put in place to support the 
changes required. The required improvements have been integrated into either the 
Trust Patient Safety Programme workstreams or Improvement workstreams which 
are systematically monitored through our Divisional and Corporate Governance 
structures.  

The Quality and Governance committee has revised its format and has included 
external stakeholders to provide external review and scrutiny and undertakes 
assurance walk rounds to obtain real-time assurance on actions previously reported 
to the committee. 

Health Education England North West (HEE NW)  
Health Education England (HEE) exists to support the delivery of excellent 
healthcare and health improvement to the patients and public of England. They 
ensure the quality of education provision for Clinical workforce in training provider 
organisations. 
 
Follow up review of the Medical Education provision  
The report highlighted and noted the improvements in the Trust and recognised the 
work done and motivation within the Trust to raise the profile of education since the 
last visit by Health Education England’s north west team (HEE NW), the work of the 
Medical Education Team and manager had been recognised in the 2015 Tameside 
Everyone Matters Awards.  
 
It was noted that there was good consultant engagement and evidence of improved 
cohesive and positive recognition of their role within the organisation and the 
positive changes that had been made. It recognised that the efforts of the Trust to 
resolve areas of concern identified during previous visits and progress made. There 
were however still concerns reported relating to A&E and the acute medicine 
pathway and patients not in the correct speciality beds. 
 

The team reported that the trainees were positive about their training experience at 
the Trust and would recommend their post, however some core and higher medicine 
trainees described workloads which on occasion compromised the educational value 
of tasks undertaken and the amount of time available to attend clinics and teaching 
sessions.  
 
The findings of this report have informed the HEE NW Trust Improvement plan and 
are being progressed. 
 
 
 



 

Page 25 of 86 

Tameside and Glossop Clinical Commissioning Group Quality walkround 
visits  
Tameside and Glossop Clinical Commissioning group have undertaken both 
announced and unannounced Quality walkround visits in 2015 and 2016 which were 
systematically reported on through the Trust Governance processes. Summaries 
outcomes of these are provided below.  
 
Planned Quality walkround visit to review Dementia care on AMU, Wards 41 
and 44  
The review team were welcomed by the Trust’s staff, and Quality walkaround visit 
was welcomed by staff and managers. The report highlights that patient needs are 
being met in a clean, safe and well managed facility, and the reviewers on the whole 
we were impressed by the environment. Patients spoken to were positive about their 
experience on the wards, and all appeared clean, comfortable, relaxed, and 
informed.  
 
The team reported that Staff had seen an improvement over the past 2 years, and 
now felt listened to, whether with ideas or with concerns. Staff identified the benefits 
of additional training provided regarding assessment, caring and nursing for patients 
with dementia/other cognitive problems, and it was noted that the availability and 
support of the Dementia and Frail Elderly Specialist Nurse, along with the support 
from the RAID team was helping them care for patients better. 
 
The team reported that It was encouraging to see that the Trust embedding the 
principles of harm free care and the 6 C’s in daily practices as well as ensuring the 
feelings and wellbeing of staff were taken into consideration in the delivery of care. 
Provision of up to date information for patients and visitors  was noted.  
 
Overall it was considered by the visiting team to have been a positive and 
impressive visit to the Trust 

 
Planned Quality Walkround visit to review Maternity services 
The visiting team impressions of the service were reported as very good. They 
reported evidence of clear team working, openness and support, and a caring and 
compassionate service which enabled patient choice. The report identified that 
patients spoke highly of the service and that compassion for patient care was clear, 
and it was noted that staff expressed pride in the service they provided.  
 
The team highlighted areas of good practice such as the pathway for patients and 
Learning Disabilities, as well noting the challenges and issues including the impact 
of the environment, and the need for refurbishment and modernisation which  it was 
noted was already planned.  
 
Unannounced Quality walkround visit to Emergency Department and visit to 
Ward 43 – Additional Capacity Area 
Separate unannounced walk rounds were undertaken by CCG   The review teams 
have provided written positive feedback on the services reviewed and the Quality 
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and Safety of services being provided. Areas for review and improvement have been 
fed back to the Divisional and Clinical teams in order to ensure appropriate action 
and learning is addressed. 
  
Healthwatch Tameside  
Healthwatch Tameside undertook an Enter and View follow-up walkround in July 
2015. The areas visited included Adult Medical Unit and Ambulatory Care Unit, Ward 
44 and Orthopaedic wards to review the changes implemented in the 6 months since 
the previous enter and view visits had impacted on improved patient experience.  
 

They identified that there was a strong emphasis on understanding and improving 
the patient experience which they reported observing in action at ward level. They 
recognised the good work undertaken in Ward 44 to make it more dementia friendly, 
and recommended that this was replicated in other areas where there is a high 
prevalence of patients with dementia  
 
Overall they identified that good changes had been made and were recognisable in 
the areas visited, and that the hospital acknowledged that they still have further 
improvements to make and that they will work with partners to continue this to 
improve services further. 
 
Other Reports 
JAG (Joint Advisory Group on Gastrointestinal Endoscopy) Accreditation 
The Trust successfully retained its JAG (Joint Advisory Group on gastrointestinal 
endoscopy) accreditation. This accreditation is a quality improvement and service 
accreditation programme which assesses endoscopy units for quality of service 
provision to provide assurance to patients and commissioners of the quality of 
service being provided. 

 
The Trust achieved the UNICEF (United Nations Children’s Fund) Baby friendly 
award in July 2015. 
The Baby Friendly Initiative, set up by UNICEF and the World Health Organisation, 
is a global programme that provides a practical and effective way for health services 
to improve the care provided for all mothers and babies. The Award is given to 
hospitals after an assessment by a UNICEF team has shown that recognised best 
practice standards are in place. 
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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 2015 to 
March 2016 to the Secondary Users Service (SUS) for inclusion in the Hospital 
Episode Statistics. These are included in the latest published data (Jan 2016). The 
percentage of records in the published data which included the patient’s valid NHS 
number was: 
  

▲ 99.54% for admitted patient care; 
▲ 99.89% for outpatient care; and 
▲ 99.26% for accident and emergency care. 
 

The percentage of records in the published data which included the patient’s valid 
GP Practice code was: 
 
▲ 90.89% for admitted patient care; 
▲ 99.32% for outpatient care; and 
▲ 98.33% for accident and emergency care. 
 

The Trust recognises that the metrics listed above constitute an extremely narrow 
view of data quality and has, therefore, created a forum to monitor and manage data 
quality, using a wider definition, across in the organisation. The Data Quality 
Steering Group is designed to provide assurance on the implementation and 
maintenance of information quality assurance standards, ensuring that system users 
are engaged in the enterprise of continuous data-quality improvement through 
informed discussion and shared knowledge on the accuracy, completeness and 
timeliness of data entry and the resolution of any issues with data quality. The Data 
Quality Steering Group will manage the Trust’s Data Quality Improvement Plan.  
 
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 declaration report for 2015/16 was  66% and was graded Green  
(satisfactory for all requirements).  
 

Clinical Coding Error Rate  

Tameside Hospital NHS Foundation Trust was not subject to the Payment by 
Results (PbR) Clinical Coding Audit during 2015/16 by the Audit Commission. The 
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Trust’s 2015/16 Clinical Coding Audit Report conducted in November 2015, and 
relating to coded activity from the period July to September 2015 identified that: ‘The 
general standard of clinical coding was satisfactory with the exception of the primary 
diagnosis coding. 85% of primary diagnoses audited and 89% of the primary 
procedures were correctly recorded’ (see table below for details). 
 
 Total from 

episodes audited 
Total correct % correct 

Primary diagnosis 200 170 85.00 

Secondary diagnosis 905 744 82.21 

Primary procedure 165 147 89.09 

Secondary procedure 433 356 82.22 

 
The Trust’s Clinical coding improvement plan includes specific actions to address 
the shortcomings noted in the audit results and includes the development of a 
regular internal audit programme. The Trust’s fully qualified Clinical Coding Training 
and Audit Manager started in post in November 2015 and supported by a newly 
qualified auditor with a further trainee auditor has also been recruited. These three 
new posts have been and will be instrumental in improving the standard of clinical 
coding at the Trust.  
 
  



 

Page 29 of 86 

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 2015/16 alongside the reporting of the current performance 
for the indicator. 
 

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 70 

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 66 

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 69 

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

Page 55 

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 60 

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

Page 37 

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 43 

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 46 

Friends and Family Test results Page 49 
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Part Three 

 

 

 

 

 

 

 

 

How we performed on Quality in 
2015/16 
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This section of the Quality account provides an overview of the quality of care based 
on performance in 2015/16 against indicators selected by the board in consultation 
with stakeholders following the regulatory reviews and agreed as part of the Trust 
Improvement programme. Where appropriate and available historic information has 
been provided, and where mandated for Core indicators with national benchmarking 
data and commentary as required. 

The benchmarking data provided reflects the information currently available via the 
HSCIC indicator portal at the time of finalising the report for approval. 

Organisational Quality and Safety Initiatives progressed throughout 
2015/16  

As part of our improvement plan we have implemented a number of quality initiatives 
and improvement work streams which have been focused on ensuring delivery of 
the Fundamental Standards of Quality and Safety. The implementation has been 
monitored internally and assurance received through the Trust Governance 
structures, and external assurance provided through the Quality Oversight Group 
including NHS England, Commissioners, Local Authority, Healthwatch, and 
Regulators During part of the year.  Following the CQC Chief Inspector of Hospital 
inspection in April/May 2015 the Trust was removed from Special Measures 
following the publication of the report in September 2015 and the extended Quality 
Oversight Group stood down. Healthwatch Tameside and the Tameside and 
Glossop CCG  were invited to attend the Trust Quality and Governance committee 
on a standing basis.  

 

We have progressed the following initiatives in 2015/16:- 

To improve patient safety  

 Continued to implement our Patient Safety Programme workstreams. This 
formed our “Signed up to Safety” campaign and formed a key part of our 
Improvement programme to improve  the quality and safety of care provided. 
(The programme is shown on page 11)  the workstreams are focussed on  

o Pressure Ulcer Prevention 

o Early recognition of the deteriorating patient and managing the acutely 
unwell 

o Reducing the number of falls and falls with injury 

o Improved nutritional care and hydration  

o Reduction of harm from Venous Thrombosis 

o Medicines Safety 

o Infection prevention 

o Improved Peri operative outcomes through safer surgery 

o Maternity services governance  

o Results governance  
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 We have implemented an AQuA Patient Safety Champions programme to 
develop 35 Patient safety Champions across the organisation  

 Revised, reviewed  and relaunched our Care bundles to improve compliance with 
clinically effective care pathways  for  Sepsis, Acute Kidney Injury, Fractured 
Neck of Femur, Heart Failure, Chronic Obstructive Pulmonary Disease, 
Community Acquired Pneumonia, Hospital Acquired Pneumonia, Aspiration 
Pneumonia,  Asthma and Non Invasive Ventilation 

 Continued to increase our incident reporting rate and embed the incident 
reporting culture across the organisation, whilst ensuring that lessons are learnt.   

 Undertaken an external review of our orthopaedics services to help inform our 
improvement programme  

 Continued to implement our policies and ensure best practice relating to harm 
free care  

 Hosted a Health Economy event to promote best practice in relation to Pressure 
ulcer prevention and management  

 Commenced our “Closing the Loop” newsletter as an additional method of 
sharing  learning across the organisation  

 Delivery of our Stroke improvement programme and improved performance 
reported in SSNAP results. 

 Undertake Mortality reviews on every death in hospital.   

 

To Improve our effectiveness  

 Commenced our Health Care assistant - Care Certificate training programme for 
new recruits and existing staff.  

 Developed and commenced implementation of our Medicines Optimisation action 
plan 

 Undertaken a programme of ward relocation and rationalisation to ensure more 
consistently that the right patient is in the right bed to ensure optimum care is 
delivered for all patient but particularly. Focused on Cardiology, Gynaecology,  
Women’s health and Stroke Care 

 The development and implementation of a Clinical handover policy and 
professional standards to improve consistency of the clinical handover process 
and improve continuity of care.  

 Retained our Joint Advisory Group on gastrointestinal endoscopy (JAG) 
accreditation  

 Held a Clinical Audit CPD Event to relaunch our Clinical Audit programme and 
processes  

 

To improve our responsiveness   

 Improved the percentage of Discharge summaries issued in 2 days for urgent 
and 5 days for routine 
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 Implemented our Chaperone policy in Outpatient areas 

 Strengthened our Clinical coding team and continued to deliver our Data Quality 
assurance programme 

 Introduction of mobile phone “apps” to support clinical decisions required for 
implementing our antibiotic guidelines   

 Developed and implemented our Individual Plan of Care and support for the 
dying person in the last days and hours of life and Symptom control guidelines 
for anticipatory medicines have now been uploaded to the Palliative Care  

 

To improve our caring 

 Commenced our Health Care assistant - Care Certificate training programme for 
new recruits and existing staff  

 Expanded our Values based recruitment to include all non-clinical staff. 

 Introduced Bedside patient Information folders  

 Continued to implement Volunteers dining companions implemented in selected 
wards 

 Hello my name is campaign 

 Continued implementation of the dementia strategy with increased dementia 
awareness including appointment of our Admiral nurse and dementia friendly 
programme of events  

 Recruited a specialist consultant in palliative care  

 Achieved the UNICEF (United Nations Children’s Fund) Baby Friendly Award  

 

To ensure we are well led  

 Strengthened Divisional and Directorate Medical, Nursing and Management 
structures. 

 Continued our wards reconfiguration to ensure we enable the “right patient in the  
right bed” to ensure delivery of the best patient care and minimise patient ward 
transfers.  

 Implemented the Integrated Assessment Unit (IAU) to improve experience for 
both medical and surgical patients and aim to reduce the number of patients 
being managed via the Emergency department, where safe and appropriate.  

 Streamlined our Nurse Recruitment process to a “one stop shop”. Shortening the 
time to undertake Nurse recruitment.   

 Continued to implement our “If in doubt speak out - Speak out” campaign to 
remind staff that they are able to raise concerns or issues of concern.  

 Introduced our revised values based appraisal process. 

 Implemented revised systems for managing staff absence reporting which 
operates on a 24/7 basis.  

 Implemented a Mandatory training improvement programme. 
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 Strengthened the Finance function to ensure managers and directors receive 
high quality information to ensure all resources are used effectively and efficiently 
in order to deliver safe high quality care  

 

In addition we have undertaken and are delivering a number of focussed 
improvement programmes to improve the way we provide our services and improve 
the Quality, Safety and effectiveness of the care provided.  

 

In 2015/16 these have included:- 

Our Stroke Improvement Project has delivered:- 

 improved patient experience, access  and performance in relation to the rapid 
access TIA pathway 

 improved in-patient experience 
 collaborative team working across partner organisations, including voluntary 

sector, for stroke services 
 aligned SSNAP data collection and recording in line with the rest of the 

network 
 above trajectory with the Long Term Conditions CQUIN 
 developing clinical pathways and protocols for different category of stroke 

patients to streamline the stroke pathway 
 Engagement with AQuA Patient Safety Programme in relation to effective 

discharge from the Stroke Unit 
 

Our Out-patient Improvement Project has delivered  

 Improved clinic utilisation and efficiency 
 Reduced DNA rate 
 Improving staff engagement 
 Developing dedicated training programme for staff 

 

Our Radiology Improvement Project has delivered  

 Revised booking processes to improve efficiency and productivity, and 
improve patient experience and reduce waiting times 

 Implemented CT colonography service to improve patient experience and 
outcomes 

 Established a joint rheumatology service 
 

Our Elective Access Project has delivered 

 Implemented centralised Booking, Scheduling and Administration Team to 
manage elective waiting lists (for in-patient and day case procedures) 

 Improved access and reduced waiting times for patients on an elective 
waiting list 

 Improve patient choice and experience for elective procedures 
 Improved the turnaround times of clinic letters 
 Improved activity profile in line with activity plan 

 



 

Page 35 of 86 

Our Theatre Improvement Project has delivered  

 improved WHO 5 Steps to Safer Surgery (focus on debrief at the end of each 
theatre list) 

 improved patient safety and session utilisation by aligning theatre start times 
to RCA Guidance 

 reduced likelihood of on-the-day cancellations 
 Increased use of theatre capacity to ensure patients requiring a surgical 

procedure have this carried out in a timely fashion. 
 

Other improvement workstreams have commenced work in 2015/16 

 

Our Pre-operative Assessment Improvement Project plans to enable   
 a pre-operative assessment improvement programme to improve productivity 

and efficiency; reduce theatre cancellations and improve the patient 
experience and outcomes 

 

Our Fracture Clinic Project 
 Plans in place to establish a ‘virtual fracture clinic’ to reduce unnecessary 

clinic attendances, and improve patient experience 
 

Orthopaedic Pathways Project 
 Plans to establish a ‘virtual knee clinic’ for patients undergoing knee 

replacements. 
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How we performed on Quality in 2015/16 

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

2015/16 and outlines the performance against the priorities and goals we set 

ourselves in 2014/15 Quality Account.   

 

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 enhanced its Patient Safety Programme in its second year. The 
programme was relaunched on 1st April with an additional two work streams. Each 
work stream 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. 

 Maternity  

 Results Governance  

Performance against the initial work streams are captured in this part of the Quality 
account with metrics being developed further during 2015/16.  

In 2015/16  we developed and continue to produce monthly know your safety data 
packs which provide speciality level range of safety metrics with the ambition of 
providing a source of information to help drive local quality improvement and 
consistent measurement.  

We will continue to embed and develop these work streams and work to further 
improve our performance during 2016/17. 

  

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.   
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The Safety Thermometer is a monitoring tool to identify the provision of harm free, 
safe care in relation to 4 Patient safety areas of 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 from 100% of patients on 
sample day in order to attempt to suggest the prevalence of harm across those 
patient groups sampled. We publish monthly data in line with the CQUIN 
requirement and this is demonstrated below.  

We pledged to improve patient safety by increasing the percentage of harm free 
care from our revised baseline of 96.5% with the aim of harm free care for every 
patient. We achieved an average of 97.78% in 15/16. 

 
New Harm free care graph for all 4 harms  

 

The performance data is reported monthly and included in our Open and Honest 
Publication available on the Trust website. As a quality indicator Safety 
Thermometer data has been used weekly as an “early warning system” in respect of 
poor quality of care. This is cross referenced with other sources of information. 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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We have set a stretch target for 2016/17 for Harm free care to be at or better than 
98.5% all new harms.    

TGH Safety Thermometer New Harm Free Care Performance 

Pressure Ulcer prevention 
We pledged to improve patient safety by reducing the number of avoidable hospital 
acquired pressure ulcers and we will reduce the incidence of pressure sores Grade 
2 and above. We will. 

In 2015/16 we aimed to ensure less than 1% incidence rate, but did not achieve this. 
We achieved an average of 1.3% incidence of Hospital acquired grade 2 pressure 
ulcers and above. 

 

Within our local CQUIN for 2015/16 we are committed to a work programme to 
improve pressure care further across both Acute and community service settings.  
We have set a Trust stretch target for the Safety Thermometer metrics 1.5% or less 
incidence of grade 2 and above pressure ulcers in 2016/17 

Catheters & New Urinary Tract infection (UTI) Performance  
We pledged to improve patient safety by reduction in catheter associated urinary 
tract infection ensuring 99% of patients receive no avoidable UTI. 

In 2015/16 we achieved this with an average 0.17% incidence of Hospital acquired 
Catheter Acquired Urinary Tract infections. We aim to maintain or improve on this 
performance in 2016/17 
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Reducing the number of falls and falls with injury.  

We pledged to improve patient safety by reduction in patient falls resulting in harm 
ensuring less than 1% incidence resulting in 99% of patients receiving harm free 
care.  

In 2015/16 we achieved this with an average 0.60% incidence of falls resulting in 
harm  
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Venous Thrombo Embolism (VTE) Risk Assessment 
 

We pledged to improve patient safety by reduction in harm from VTE through 
appropriate risk assessment and thromboprophylaxis. 
 
In 2015/16 we achieved this with an average 0.40% incidence of Number of VTE risk 
assessments being completed using the Safety Thermometer data. 
 

 
 
The trust also records assessment of all patients requiring a VTE risk assessment 
on Lorenzo, and this data is produced by ward to ensure that compliance is 
monitored daily.  

 

  Apr-15 May-15 Jun-14 Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 

Recorded 
Risk 

assessment 
on PAS 
system 

96.9% 97.0% 97.4% 96.8% 96.1% 97.1% 96.3% 96.4% 96.5% 96% 96.2% 96.3% 

Target 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 95% 

 

Tameside Hospital NHS Foundation Trust considers that this data is as described for 
the following reasons. We have taken the assertive action to ensure compliance with 
the required standard.  
 

 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.  

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

 Ward based system in place to ensure completion of VTE assessment and 
electronic recording. 

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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 Continued reinforcement and training of medical, nursing and administration 
staff in assessment and data collection.  

 Daily compliance data provided at ward level with follow up visits by VTE 
nurse to drive compliance. 

 
 

VTE risk assessments 
Q1 

2014/15 
Q2 

2014/15 
Q3 

2014/15 
Q4 

2014/15 
Q1 

2015/16 
Q2 

2015/16 
Q3 

2015/16 

Rank in 
most 

recent 
reporting 

period 

THFT Risk assessment rate 95.6% 97.3% 97.0% 96.4% 97.1% 96.7% 96.4% 69TH  

Lowest Nationally 87.2% 86.4% 81.0% 79.2% 86.1% 75.0% 61.5% 78.5% 

Highest Nationally 100% 100% 100% 100% 100% 100% 100% 100% 

National average 96.1% 96.0% 96.0% 96.0% 96.0% 95.9% 95.5% N/A 

 
Tameside Hospital NHS Foundation Trust has taken the action described above 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.  
 
Performance is expected to continue to improve with achievement of the target 
expected in 2016/17.  
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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  

 

Tameside Hospital NHS Foundation Trust (THFT) aimed to comply with the NHSE 

‘zero tolerance’ trajectory for MRSA bacteraemia.  

The Trust continues to systematically implement its agreed policies and procedures   

to minimise the occurrence of Hospital Acquired MRSA cases and has a zero 

tolerance approach to these. Although in year the Trust recorded 2 cases there has 

been a year on year reduction in cases as set out in the table below.  

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.  

 
 

THFT aims to continue to achieve a reduction in the rate of numbers of MRSA 
Bacteraemia working to achieving ‘zero tolerance’. This will be achieved by a 
number of actions included in the 2016-18 HCAI Whole Health Economy (WHE) 
Strategic Objectives Action Plan and includes: 
 

 Continuous surveillance of MRSA bacteraemia throughout the WHE 

 Prompt identification, isolation and monitoring of MRSA bacteraemia patients 

 Review of all WHE MRSA bacteraemia cases via a process which gives 
assurance on stakeholder participation and learning from ‘lapses in care’ 

 Multidisciplinary education and training focusing on Aseptic Non Touch 
Technique (ANTT) and care of invasive devices 

0

1

2

3

4

5

6

7

2011/12 2012/13 2013/14 2014/15 2015/16

MRSA Hospital Acquired 
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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 (THFT) aimed to achieve or better the 

CDI target of 46 hospital attributable (post 3 day) cases for the year, creating the 

conditions for further reductions for subsequent years. We have achieved this in 

2015/16, in 2016/17 we aim to maintain or improve on this positon. 

 

 
The national benchmarking identifies 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 2013/14 2014/15 

National rate 35.3 29.7 22.8 17.3 14.7 15.1 

Tameside  
(Trust apportioned) 

85.2 71.8 51.6 21.6 32.5 24.5 

Best performing  
nationally 

0.0 0.0 0.0 0.0 0.0 0.0 

Worst performing  
nationally 

92 71.2 58.2 30.8 37.1 62.2 

 

Tameside Hospital NHS Foundation Trust considers that this data is as described 
because of the assertive Infection Prevention Improvement Plan which has been in 
place to minimise the potential for harm from Healthcare Associated Infections 
(HCAI’s). The Improvement Plan was agreed with key stakeholders and progress 
has been monitored by the Trust Board. The challenges regarding reducing 
HCAI’s have been recognised and assertively addressed.  This is demonstrable 
through the reduction this year compared to the initial baseline period.  
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Tameside Hospital NHS Foundation Trust will continue to assertively progress the 
reduction in HCAI’s and will proactively aim to reduce the rate further. 

This will be achieved by a number of actions included in the 2016-18 HCAI Whole 
Health Economy (WHE) Strategic Objectives Action Plan and includes: 
 

 Continuous surveillance of CDI throughout the WHE 

 Prompt identification, isolation and monitoring of CDI patients 

 Review of all WHE CDI cases via a process which gives assurance on 
stakeholder participation and learning from ‘lapses in care’ 

 Multidisciplinary education and training focusing on CDI prevention and 
management 

 Instigation of environmental actions (infrastructure and cleaning) to prevent 
any indirect / direct transmission  
 

Tameside Hospital NHS Foundation Trust aims to continue to achieve a reduction 
in the rate of numbers of C difficile infection cases based on the NHSE trajectories. 
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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 (THFT) aimed to comply with the 

requirement to monitor MSSA and E Coli Bacteraemia. Although no formal NHSE 

trajectory is set for these parameters local agreements are that the Trust should aim 

to reduce the amount of cases from the baseline recorded in 2013/14. It should be 

noted that E-Coli bacteraemia data is only collected and reported to Public Health 

England (PHE) for epidemiological purposes.   

 2013/14 2014/15 2015/16 

E Coli Bacteraemia: 23 23 29 

MSSA Bacteraemia: 13 6 15 

 

In 2015/16 the Trust has reported an increase in the number of infections for both 

MSSA and E Coli from those reported in 2013/14 and for 2014/15 despite increased 

education and training. The Trust will continue to assertively progress a reduction in 

the rate of hospital attributable MSSA and E-Coli bacteriuria’s by utilising the same 

actions as those employed to reduce our rates of MRSA bacteraemia (as noted 

above). 
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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 pledged to improve patient safety by ensuring incident our reporting rate will 
increase and result in the Trust and being identified as having a good incident 
reporting culture.  
 
The Trust has been awarded an ‘outstanding’ status in the Department of Health new 
‘Learning from mistakes’ league table. Hospitals from across the country have been 
scored using information from the 2015 NHS Staff Survey and the National Reporting 
Learning System on how effective they are around: 

 
- Fairness and effectiveness of procedures for reporting errors, near misses 

and incidents; 
- Staff confidence and security in reporting unsafe clinical practice, and; 
- Percentage of staff able to contribute towards improvements at work. 

 
Tameside Hospital came in 8th place nationally out of 230 and rated as outstanding. 
One of 18 Trusts ranked as outstanding.  

 

The National benchmarking data and organisational grouping have changed. We are 
now included in a group with all acute non specialist Trusts and the activity is 
benchmarked per 1000 bed days therefore the benchmarking table below has been 
amended to reflect this 
 

NHS Outcome framework 5: Treating and caring for people in a safe environment and 
protecting them from avoidable harm.  
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We have increased the incidents reported to NRLS further in 2015/16 by 37% in the 
comparable period 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 1000 
bed days published by the NRLS 

October 2013 
– March 2014 

April - 
September 

2014 

October 
2014 – 
March 
2015 

April - 
September 

2015 

Rank in most 
recent reporting 

period 

Tameside Hospital Foundation 
NHS Trust  

41.1 36.97 34.01 50.68 15
TH

  

Highest value for Acute Non 
specialist Trusts 

74.9 74.96 82.21 74.67 1
ST

  

Lowest rate for Acute Non 
specialist Trusts 

5.8 0.24 3.57 18.07 136
TH

  

 
 
 
 

 

% of incidents with Moderate, 
Severe and death reported 

October 2013 
– March 2014 

April - 
September 

2014 

October 
2014 – 
March 
2015 

April to 
September 

2015 

Rank in most 
recent reporting 

period 

Tameside Hospital 
Foundation NHS Trust  

Not available  3.1% 0.78% 1.4% 15
TH

 

Highest % for Acute Non 
specialist Trusts 

Not available  33.7% 36.08% 31.1% 136
TH

 

Lowest % for Acute Non 
specialist Trusts 

Not available  0.3% 0.31% 0.29% 1
ST

 

National Average  Not available 6.3% 4.34% 3.55% 3.2% 
 
 
 

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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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  0.7 0.6  

Decubitus Ulcer  34.2 47.0  

Deaths after Surgery  81.3 83.4  

Infections associated with central line   0.0 0.1  

Postoperative hip fracture   0.1 0.1  

Postoperative Haemorrhage or Haematoma  0.7 0.4  

Postoperative Physiologic and Metabolic 
Derangement  

0.0 0.1  

Postoperative respiratory failure  0.3 0.8  

Postoperative pulmonary embolism or deep 
vein thrombosis  

1.2 1.7  

Postoperative sepsis  2.2 7.5  

Postoperative wound dehiscence  0.0 0.9  

Accidental puncture or laceration  0.8 1.2  

Obstetric trauma - caesarean delivery 0.0 4.2  
As at March 2016 

We also pledged to  

 Participate in the Haelo Patient Safety Programme and ensure external 
engagement is secured to meet its expressed objectives. We did this and the 
Trust  presented its improvement story 
 

 Implement and deliver the Trust Safety plan for 2015/16 measuring and 
monitoring safety objectives across the Trust as submitted to Haelo and the 
NHSLA. The metrics reported in this Quality account are evidence of this 
achievement. 
 

 Develop in partnership with our commissioners and other providers and the 
local authority a system wide metrics for at least two agreed areas of harm 
and collate baseline data for these, and develop a system for anticipating and 
predicting potential future harm and implement this for at least two of the 
Patient Safety Patient work streams for 2015/16. We achieved this and for 
2016/17 have agreed with the Commissioners quality improvement initiatives 
aligned to this work as our local CQUIN requirements. 
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Patient Experience  

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.  
 
We pledged to ensure that we would improve the in Friends & Family Test and 
response rates by a further 5% on the national trajectory. We have not achieved this 
for Inpatient and A&E scores but need to do more in Maternity services to improve 
this. 
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We also pledged to see improvement in patient experience scores of percentage 
recommended. We have achieved this for in the Inpatient and A&E scores but need 
to do more in Maternity services to improve the response rate. 
 

National Benchmarking demonstrates 

Inpatient Friends and Family test 

Friends and Family Inpatient 
response rate 

Dec 15 Jan 16 Feb 16 Mar 16 

THFT response rate 23.3 24.6 27.5 33.1 

Rank 75* 70* 80* 46* 

Worst performing trust 4.7 4.6 6.1 16.3 

Best performing Trust 100 100 100 100 

England average 22.6 23.5 24.1 23.2 

Friends and Family Inpatient 
percentage recommended 

    

THFT percentage recommended 95 95 94 96 

Rank 100* 97* 134* 111* 

Worst performing trust 73 73 74 72 

Best performing Trust 100 100 100 100 

England average 95 95 95 95 

 

Accident and Emergency Friends and Family test 

Friends and Family A&E response 
rate 

Dec 15 Jan 16 Feb 16 Mar 16 

THFT response rate 18.5 18.6 26 21.2 

Rank 42 41 7* 20* 

Worst performing trust  0 0.4 0.2 1 

Best performing Trust  44.3 39.9 46.4 47.2 

England average 12.7 12.9 13.3 12 

Friends and Family A&E 
percentage recommended  

    

THFT percentage recommended 81 76 80 80 

Rank 120* 131* 113* 76* 

Worst performing trust  58 52 46 49 

Best performing Trust  100 100 100 99 

England average 87 86 85 84 

* = Joint Ranks 

 

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

because of the assertive improvement programme implemented in place and the 

Care and Treatment provided by the Trust being provided to the standards expected 

more consistently.  

  

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

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

implementation of its integrated Action Plan and its constituent actions agreed with 

key stakeholders and progress monitored by the Trust Board.   



 

Page 52 of 86 

Complaints and Concerns Monitoring 

 

The percentage of total cases closed within an agreed time or negotiated extension 
of time frame is 92%, at the end of March 2016.  

We have continued to refine the way we handle complaints and PALS cases in order 
that we become more responsive to patient and carers that raise issues with us.   
the complaints and PALS service and process. Two separate Complaints and PALS 
processes have been integrated to ensure a patient and service focus with 
transparent comprehensive investigation and timely response. The aim was to 
ensure that the leadership and infrastructure was strengthened to ensure divisional 
engagement, teaching and outreach into core services rather than a Trust centrally 
based service. 

 We continued to reduce the historical ‘backlog’ of complaints from  

 We have increased our responsiveness and attempt to ensure real time 
response management when possible.  

 We continue to show openness an Candour in the way we work and our 
responses.   

 We have continued to use and get thorough independent views from 
independent third party clinical experts to inform decisions and our 
responses.   

 All complaints are triaged for harm and aligned, if applicable to the Serious 
Incident and escalated investigation process.  

 We continue to recommend and undertake face to face resolution meetings 
which are recorded and a CD issued as a record of the meeting for 
complainants to keep.  

 We offer apology and appropriate redress for harm in line with the PHSO 
redress principles.  

 We use the learning from complaints to provide our patient stories and inform 
the organisational development and learning through our Governance 
Processes across the organisation. 

This has seen our responsiveness to concerns and complaints increase as 
demonstrated below 

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



 

Page 53 of 86 

 

And reduce the backlog of ongoing cases. 

 

We pledged to reduce the number of complaints per 1000 patient contacts to below 
1.15. We have achieved this whilst seeing an increased number of complaints in the 
year. We have achieved this in 2015/16.   

 2012/13 2013/14 2014/15 2015/16 

Number of K041 complaints received 403 450 532 446 

Complaints per 1000 patient contacts 
across the Trust 

1.15 0.95 1.11 0.83 

 

Month 
Apr-
15 

May-
15 

Jun-
15 

Jul-
15 

Aug-
15 

Sep-
15 

Oct-
15 

Nov-
15 

Dec-
15 

Jan-
16 

Feb-
16 

Mar-
16 

Complaints per 
1000 contacts 

1.08 0.86 0.96 0.86 0.73 1.17 0.53 0.71 0.56 0.65 0.58 0.81 
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Compliments  
 
We pledged to increase in the number of recorded compliments per 1000 patient 
contacts by 25% from the baseline.  
 
We have in developed and implemented a more robust method of capturing this data 
and the compliments recorded at ward level have continued to increase on a 
quarterly basis throughout the year. We have achieved this pledge. 
 
In 2015/16 we captured a total of 4092 compliments. This equates to 7.97 
compliments for every K041 complaint received. 

 

 
Apr-
15 

May-
15 

Jun-
15 

Jul-
15 

Aug-
15 

Sep-
15 

Oct-
15 

Nov-
15 

Dec-
15 

Jan-
16 

Feb-
16 

Mar-
16 

Number of 
compliments received 

339 329 363 314 230 385 339 296 411 300 362 424 

Compliments per 
1000 patient contacts 
across the Trust 

7.04 7.08 7.12 6.15 5.41 8.03 6.59 6.75 9.65 6.84 8.14  9.57 

Compliments to 
complaints ratio 

6.52 8.23 7.41 7.14 7.42 6.88 12.56 9.55 17.13 10.64  13.31  11.78 

 
 
In 2016/17 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, and improving the Compliments to 
complaints ratio. 
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First Friday Walkrounds 

We pledged to see improvement in in results of the First Friday feedback. 

1st Friday was an initiative under the Trust’s strategy – Everyone Matters, Patients, 
Family and Carers at the heart of everything we do. 
The aim of the initiative was to seek, first-hand the experience of our patients; this in 
turn should enable staff to do their jobs better; and the Trust to: 
 

 Have a better understanding of the needs & priorities; 

 Make better decisions; 

 Design services that reflect the needs of users; 

 Provide services that are efficient, effective and more accessible; and 

 Experience less conflict and adverse media attention as there is an increase 
in user satisfaction.  

 
First Friday is one element of the assurance process around direct patient feedback 
and is triangulated with other information sources to ensure the improvements are 
monitored and captured, and any concerns identified and addressed.  
 
The feedback from these has been positive over the year relating to both the 
environment and patient experience. This has been fed back to local clinical teams 
and leaders.  However we are currently reviewing the programme to expand areas, 
participants and review the area of focus across the organisation to ensure direct 
feedback from patients and staff as one of our Assurance systems to ensure that the 
care we deliver continues to improve. 
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Responsiveness to the patients personal needs 

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

To be updated 
when published 
8

th
 June 2016 

 

The results of the 2015 In-patient Survey are based on responses from patients 

discharged in July and August 2015.  

 

Section to be inserted when survey results are published on 8th June 

Section  2013 Survey 2014 survey 2015 survey 

The A&E department About the same About the same 

Not available 

at time of 

publication  

Waiting list and Planned 

admissions 
About the same About the same 

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

The Hospital and Ward About the same About the same 

Doctors About the same Worse 

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 Worse 

 

Benchmarking scores  

NHS England provides benchmarking scores which are demonstrated below for the 

Trust.  

 2011/12 2012/13 2013/14 2014/15 2015/16 

Tameside 69.3 73.7 75.2 72.2 Not 
available at 

time of 
publication 

England Average score 75.6 76.5 76.9 76.6 

Greater Manchester Average score 75.8 77.0 77.5 77.0 

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

NHS England provide the following explanation of the scores  

The scores are out of 100. A higher score indicates better performance: if patients reported all aspects of their 

care as "very good" we would expect a score of about 80, a score around 60 indicates "good" patient experience. 

The overall score is the average of the domain scores.   

 

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

because ….. to be inserted when survey results are published on 8th June. 

  

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

 

We pledged to achieve all access standards – we have not achieved this. 
 
Performance against the access standards is reported monthly in the Trust board 
papers. The reported position for February 2016 is shown below 
 

 
 

 

Referral-to-Treatment  

In last year’s Quality account we identified our improvement programme to ensure 
we met the RTT requirements. We implemented this and the Trust met the national 
Referral-to-Treatment standard in each month from August 2015, and expect to 
continue this position throughout 2016/17.  
 

The Four-hour Target 

The Trust did not meet the emergency access four-hour standard in any quarter of 
2015-16. Performance has been constrained by high levels of bed occupancy and 
patient acuity.  Our performance improved significantly to 93% (against the 95% 
standard) in March 2016 as a result of the implementation of a number of actions 
from the health-economy- developed implementation plan.   
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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 consistently achieving 
these. In last years’ Quality account we set out our improvement plan which was 
aligned to the transformation of stroke services in Greater Manchester.  The graphs 
below demonstrate our performance over the last two year this for both Stroke and 
Transient Ischemic Attacks (TIA). These are two of a range of metrics monitored. 
 
The Service also systematically undertakes a National continuous audit of its 
practice and submits data to the SSNAP audit program.  We have previously been 
graded at D in the programme. The Quarter 3 2015/16 results have identified that 
the we are now graded at B which indicates significant progress and success of the 
improvement programme we embarked on. The metrics shown below are only part 
of the improvement programme.   
 
Stroke Performance 2015/16  
 

 
 
  

NHS Outcome framework indicators: 
All domains  
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TIA Performance 2015/16  
 

 
 
Tameside Hospital NHS Foundation Trust considers that this data is as described 
because the stroke improvement programme which was identified in the previous 
Quality account and implemented throughout 2015/16, and has seen the reporting of 
improved consistency of implementation of the clinical pathways and achieving 
improved clinical outcomes.  
 

Tameside Hospital NHS Foundation Trust has taken or intends to take further the 

following actions to improve this reported performance by continuing to implement 

our stroke improvement programme to achieve further improvement in our clinical 

outcomes.  
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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 2015/16. 

 
 

 
 

The Trust aims to maintain compliance with all national and local performance 
standards as identified in the Trust Objectives for 2015/16. 

  

Target Actual 4-mth Actual Current 1-mth

15/16 YTD Trend Month Period F'cast

Cancer

93% 96.19% 95.75%

93% 93.09% 98.82%

96% 99.27% 100%

94% 100% 100%

98% 100% - -

85% 91.32% 100.00%

85% 91.32% 100.00%

NHS Cancer Screening Service referral 90% 100.00% 100.00%

Patient Access

2-week referral*

2-week breast symptomatic*

31-day treatment* (Feb 16)

31-day surgery* (Feb 16)

62-day from referral* (Feb 16)

31-day drug treatment* (Feb 16)

62-day from upgrade of urgency* (Feb 16)

NHS Outcome framework indicators:  
All domains   
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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  

 
The results are very positive and we have seen a marked improvement in a large 
number of areas; it is also pleasing to note that there have been no significant areas 
of deterioration since 2014. The Trust has scored in the highest (best) 20% for 21 of 
the 32 Key Findings.  
 
TOP AND BOTTOM RANKING SCORES 
 
This highlights the Key findings where the Trust compares most favourably 
with other acute trusts in England 

TOP FIVE RANKING SCORES 
Trust Score  

2015 
National 
Average 

KF24 Percentage of staff/colleagues reporting most 
recent experience of violence 
(Higher the better) 

72% 53% 

KF27  Percentage of staff/colleagues reporting most 
recent experience of Harassment bullying or abuse 
(Higher the better) 

49% 37% 

KF8 Staff Satisfaction with level of responsibility & 
involvement  
(Higher the better) 

4.06 3.91 

KF7 Percentage of staff able to contribute towards 
improvements at work 
(Higher the better) 

78% 69% 

KF5 Recognition and value of staff by managers and 
the organisation 
(Higher the better) 

3.60 3.42 

 
This highlights the Key findings where the Trust compares least favourably 
with other acute trusts in England 
 

BOTTOM FOUR RANKING SCORES 
Trust Score  

2015 
National 
Average 

KF28 Percentage of staff witnessing potentially 
harmful errors, near misses or incidents in the last 
12 months. (lower the score the better) 

35% 31% 

KF16 Percentage of staff working extra hours (lower 
the score the  better) 

76% 72% 

KF25 Percentage of staff experiencing harassment, 
bullying or abuse from patients, relatives or the 
public in last 12 months (lower the score the better) 

32% 28% 

KF22 Percentage of staff experiencing physical 
violence from patients, relatives or the public in last 
12 months (lower the score the better) 

15% 14% 
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Significant Improvements – this highlights the areas where staff experience 
has shown a statistical significant improvement since 2014 

Significant Improvements 
Trust Score  

2015 
Trust Score 

2014 

KF23 Percentage of staff experiencing physical 
violence form staff in the last 12 months 
(lower the score the better) 

1% 3% 

KF7 Percentage of staff able to contribute towards 
improvements at work 
(Higher the better) 

78% 68% 

KF8 Staff Satisfaction with level of responsibility & 
involvement  
(Higher the better) 

4.06 3.91 

KF10 Support from immediate managers  
(Higher the better) 

3.85 3.70 

KF6 Percentage reporting good communication 
between senior management and staff 

40% 32% 

 
Significant deteriorations - this highlights the areas where staff experience has 
shown a statistical significant deterioration since 2014 
 

There were no scores showing a statistical significant deterioration.  
 

OVERALL STAFF ENGAGEMENT 
(Higher the better) 

Trust 
Score  
2015 

Trust 
Score 
2014 

National 
Average 

Ranking 
Compared to 

all Trusts 

Staff Engagement (Key Findings 1, 4 
and 7) 

 
3.94 

 
3.79 

 
3.79 

Highest (best) 
20% 

 
The Trust benchmarked performance with others demonstrates  
Staff survey Q12a, 12c and 12d  
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 2014 2015 

Tameside 3.55 3.70 3.91 

Rank 99/141 61/138 16/99 

Worst performing trust  3.06 3.00 3.30 

Best performing Trust  4.25 4.20 4.10 

 
Tameside Hospital NHS Foundation Trust considers that this data is as described 
because of the assertive improvement programme implemented including staff 
engagement undertaken in the past year to ensure delivery of Services, Care and 
Treatment and staff support was enabled and was being consistently provided to the 
standards required. 
  
Tameside Hospital NHS Foundation Trust has taken the following action to further 
improve this indicator and so the quality of its services by the continuation of this a 
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Trust wide improvement programme agreed with key stakeholders and progress 
monitored by the Trust board.   Specifically: 
 
The results of the 2015 survey were disseminated across the whole organisation 
and all staff groups and shared with the Divisional Teams to ensure they had a full 
opportunity to review the results for their areas and to agree the core actions that 
needed to be taken.   
 
Action Taken 
 
We have focussed on understanding the bottom four ranking areas to see where 
improvements can be made. It is pleasing to see that the outcomes of the actions 
being taken within the Trust’s Organisational Development Strategy and Health and 
Wellbeing Strategy are having positive effects for our staff, work during 2016 will be 
to include the following:  
 

 Further cohorts of the Leadership Development programmes which will 
include an introduction into Coaching to facilitate a more facilitative coaching 
style of leadership 

 Ongoing development and rollout of the Trust Engagement Framework which 
will bring about service improvement and quality initiatives aimed at improving 
services whilst improving employee engagement 

 Audit of the Appraisal process so that training can be targeted to the areas 
most needed 

 Roll out of the Trust’s Health and Wellbeing Strategy with a specific focus on 
building resilience through organisational change 

 Reviewing Trust processes and training regarding violence, harassment and 
abuse from patients, relatives and carers. 

  



 

Page 64 of 86 

Safe Staffing levels 

Safe Staffing levels continue to have a high profile within the organisation and are 
reported on Monthly to Trust board. The graph and table below demonstrate the 
data which has been presented throughout the year with Registered Nurse staffing 
and Care staff achieved fill rates for day and night shifts. 
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NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
 
PLACE inspections 
(Patient-led assessments of the care environment) 
 
Good environments are important to us. Every patient should be cared for with 
compassion and dignity in a clean, safe environment. Where standards fall short, 
they should be able to draw it to the attention of managers and hold the service to 
account. PLACE assessments provide an annual assessment of the environment 
and areas for improvement. 
 
The assessments are undertaken by teams including local people to assess key 
areas of our environment related to patient’s privacy and dignity, food, cleanliness 
and general building maintenance. In addition this year assessment specifically 
included Dementia care as a focus. These assessments focus entirely on the care 
environment and not provision of clinical care. 
 
The annual assessment results for 2015 are shown below and are used to drive and 
focus improvements in our care environment. This information is benchmarks with 
the national average. 
 
2015 PLACE scores 
 

 
 
 

We are pleased to see that the Trust scores for cleanliness, privacy and dignity and 
condition and appearance have increased from the 2014 baseline. However we 
would aspire to perform at or above the national average for all areas. We have 
implemented plans to ensure improved performance in the 2016 assessment. 
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Turnaround times for Outpatient clinic letters  

In the 2015/16 Objectives we said we would improve patient experience by ensuring 
that we would aim to ensure improved administrative processes to improve the 
turnaround of clinical letters.  

We are aiming to ensure all urgent letters typed and sent within 2 working days and 
routine letters typed and sent within 5 working days.  

 

We are doing well in respect of the urgent letters, and have seen significant 
improvement in the turnaround of letters in 5 days from 60% in January 2015 to 
89.4% in 5 days in March 2016.    

 

 

 

 
  

60%

65%

70%

75%

80%

85%

90%

95%

100%

October 2015 November
2015

December
2015

January 2016 February 2016 March 2016

Compliance with 'Urgent Letter' Target 

% Compliance Target



 

Page 67 of 86 

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 provided demonstrates the Trust 
Performance compared to the national benchmarking It demonstrates that in the 
main patients are reporting benefits from the outcome of the procedures reviewed  
 
Percentage of patients reporting that have improved for each procedure and by scoring 

mechanism (unadjusted) (where the numbers are too low there is no Trust indicator)

  
 

Percentage improving EQ-5D Index EQ VAS 
Condition 
Specific 

P
ro

c
e

d
u

re
 

Groin Hernia 72.7% 44.4% N/A 

Hip Replacement 60.0% * * 

Knee Replacement 71.4% 57.1% 85.7% 

Varicose Vein 16.7% * 100.0% 

     
Number improving EQ-5D Index EQ VAS 

Condition 
Specific 

P
ro

c
e

d
u

re
 

Groin Hernia 8 4 N/A 

Hip Replacement 3 * * 

Knee Replacement 5 4 6 

Varicose Vein 1 * 6 
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The information provided below is the nationally published year on year comparison 
data 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 in the table below.  
 
A positive number indicates a net health gain being identified and comparison to the 
England Average is also provided  
      

 Groin Hernia 2011/12 2012/13 2013/14 2014/15 Apr – Sep15 

TGH  EQ5D Adjusted Average Health 

Gain 
0.375 0.058 

Sample size 
too small  

0.115 
Sample size too 

small 

England average  EQ5D Adjusted 

Average Health Gain 
0.087 0.085 0.085 0.084 0.088 

Hip Replacement 2011/12 2012/13 2013/14 2014/15 Apr – Sep15 

TGH  EQ5D Adjusted Average Health 

Gain 
0.074 0.447 0.372 0.421 

Sample size too 
small 

England average  EQ5D index 

Adjusted Average Health Gain 
0.416 0.437 0.436 0.437 0.454 

 Knee Replacement  2011/12 2012/13 2013/14 2014/15 Apr – Sept15 

TGH  EQ5D index Adjusted Average 

Health Gain 
0.281 0.295 0.268 0.322 

Sample size too 
small 

England average  EQ5D index 

Adjusted Average Health Gain 
0.302 0.318 0.259 0.315 0.334 

Varicose Veins 2011/12 2012/13 2013/14 2014/15 Apr – Sep15 

TGH  EQ5D index Adjusted Average 

Health Gain 
0.095 0.084 0.082 

Sample size too 
small 

Sample size too 
small 

England average  EQ5D index 

Adjusted Average Health Gain 
0.095 0.093 0.093 0.095 0.104 

 

Tameside Hospital NHS Foundation Trust considers that these data are as 

described because of the improvement programme put in place and the 

implementation of care pathways being implemented. 

  

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

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

implementation of a Trust wide improvement programme agreed with key 

stakeholders and progress monitored by the 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.  
 
We pledged to see a reduction in 30 day re-admission rates. We have through our 
improvement workstreams achieved a reduction in the readmission rate as 
demonstrated in the graph below but have further work to do to achieve the target 
rate  
 
Re-admission rates 2015/16 

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

 2010/11 2011/12 2012/13 2013/14 2014/15 
Comparison 
v. National  

Improvement 
Banding  

Age 16+    

Tameside 11.84 12.47 Data not available  Data not available  
Data not 
available  

W D 

Best 
nationally 

7.14 0.00 Data not available  Data not available  
Data not 
available  

Data not 
available  

Data not 
available  

Worst 
nationally 

12.70 15.11 Data not available  Data not available  
Data not 
available  

Data not 
available  

Data not 
available  

Age 0-15    

Tameside 11.24 11.6 Data not available  Data not available  
Data not 
available  

A5 D 

Best 
nationally 

6.26 0.00 Data not available  Data not available  
Data not 
available  

Data not 
available  

Data not 
available  

Worst 
nationally 

12.75 14.87 Data not available  Data not available  
Data not 
available  

Data not 
available  

Data not 
available  

 

NHS Outcome framework 3: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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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; 
 
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 whilst demonstrating 

improvement in year was still not being consistently provided to the standards 

required.  

 

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

improve this indicator and so the quality of its services by continuing to implement 

and monitor care pathways and ensure they are systematically implemented.  
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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   

 
We pledged to see 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. 
 
We are continuing to undertake mortality reviews for every death occurring in 
hospital. The initial reviews within 14 days have systematically been achieved for 
each month of the year. Where an issues is identified we undertake a 
comprehensive MDT reviews and further investigation or external review as 
appropriate. These cases are systematically followed up and results reported 
through the Mortality Steering Group reporting to the Service Quality and 
Operational governance group. 
  

The Hospital Risk adjusted mortality indices HSMR (Hospital Standardised Morality 
Ratio) and SHMI (Summary Hospital-level Mortality Indicator) are routinely reported 
in the Trust Board papers available on the Trust website. These indicators are 
reported retrospectively the HSMR indicator is now within normal limits, whilst the   
SHMI indicator is higher than expected but is expected to reduce further.  
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The Trust continues to take the following actions to improve these indicators, and 
ensure our mortality rates reduce further and are not higher than expected:  

We continue to   

 Maintain an Executive clinically led mortality steering group to review 

intelligence available.  

 Routinely monitor and investigate and understand the areas that alert on the 

mortality indices. 

 Analyse and understand our data and develop the capability of the clinical 

divisions to review and analyse the mortality data at specialty level in the 

clinical divisions  

 Commission specific reviews/audits of areas of concern when required. 

 Develop more care pathways and care bundles to improve standardisation 

and reliability of care delivery. 

 

Tameside Hospital NHS Foundation Trust considers that this data is as described 
because the because of the improvement programme put in place and the 
implementation of care pathways being implemented.  

Tameside Hospital NHS Foundation Trust is taking 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, and in addition a work programme including: 
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The Palliative Care Coding rate compared to the national rate is displayed in the 
table below. 

Indicator 2011/12 2012/13 2013/14 2014/15 2015/16 

Tameside Palliative Care coding 
rate  

3.2% 4.8% 3.3% 3.5% 3.3% 

National Palliative Care coding rate  2.3% 2.6% 3.3% 3.1% 3.3% 

The percentage of patient deaths with palliative care coded are:- 

 Jan 12 – Dec 

12 

April 12 – Mar 

13 

July 12 – June 

13 

October 14 – 

Sept 15 

Tameside 25.0% 24.7% 23.0% 18.5% 

Highest Nationally 42.7% 44.0% 44.1% 49.2% 

Lowest  nationally 0.1% 0.0% 0.0% 0.0% 

National average 19.4% 20.4% 20.6% 20.6% 

The Table below demonstrates the current SHMI 

 2012 2013 2014 2015 

Tameside 118 112 118 114 

Best Nationally 71 63 60 65 

Worst nationally 125 116 120 118 
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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.  

We pledged to provide improved care in relation to nutrition and hydration 

The Trust routinely undertakes a nutritional risk assessment for inpatients and this is 
reported to the Trust board. We have achieved and exceeded the standard set 
throughout the year.  

Nutritional Risk Assessments 
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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 
2014/15 

Performance 
2015/16  

 Performance 

Failure of the safer-surgery process 0 0 

StEIS Serious Incidents reported 36 26 

Duty of Candour breeches 0 0 

Never events reported  2 1 

Coroners Section 28 letters 8 6 
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Trust Corporate Objectives 2016/17 
 
 

1 To ensure all patients and service users receive harm free care through the 

delivery of the Trust’s patient and service user safety programme across all 

hospital and community services. 

2 To improve the quality of patient and service user care through the 
implementation of the Trust’s agreed quality strategy across all hospital and 
community services. 
 

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

4 To facilitate the transfer of Community Services and the development of the 

Community Integration Plans to support the systems integration strategy. 

 

5 To work with local communities, our partners and stakeholders to develop a 

new model of integrated care, central to our five year Sustainability and 

Transformation Plan, in which the people of Tameside and Glossop will be 

supported: 

 to prevent ill-health and live healthy, independent lives wherever 
possible; 

 to manage any ongoing health conditions more effectively in their 
own homes and communities; 

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

6 To deliver against the required local and national frameworks, both directly 
and through partner organisations as part of Greater Manchester Health and 
Social Care Devolution, securing economy, efficiency and effectiveness in 
the use of Trust resources.  
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Comments from Other Agencies 
on the 2015/16 Quality Account 
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Statement from Tameside and Glossop CCG  

Statement of opinion of the quality of services provided at Tameside Hospital 
Foundation Trust for draft Quality account 15/16 

 
Tameside & Glossop Clinical Commissioning Group (CCG) welcome the opportunity 
to comment on the quality of services provided by Tameside Hospital Foundation 
Trust. 
 
Over the past year, together with other strategic partners, we have worked with the 
colleagues across the organisation including the board, executive team and 
operational staff to support the delivery of quality and patient safety improvements 
within the Trusts services. The continued improvement journey has resulted in the 
Trust being formally removed from Special Measures by Monitor in Sept 2015, 
following the publication of the Care Quality Commission ratings in which the CQC 
recognised the significant improvements the Trust had made since its previous 
inspection. 
 
T&G CCG have continued to work closely with THFT to monitor the quality of 
services provided via monthly quality meetings. The CCG would like to acknowledge 
the level of transparency and openness demonstrated at these meetings by THFT.  
 
Patient safety 
Within the quality account, the Trust outlines how they continue to work towards 
improvements in patient safety; implementing harm free care initiatives, such as 
reducing hospital acquired pressure ulcers, and implementing a new early warning 
system for the deteriorating patient. 
 
This year has seen a significant reduction in HCAIs within the Trust; with a 47% 
reduction in the number of positive cases this year compared to last; this is an 
extremely positive result and reflects the commitment of the Trust to improving 
patient safety in this area. The Trust has worked closely with the CCG to develop a 
Whole Health Economy action plan which will drive the strategic objectives to 
improve antibiotic stewardship and improve infection prevention practice across the 
health economy. 
 
As part of the sign up to the national Sign Up to Safety and Haelo ‘Making Safety 
Visible’, the CCG has worked in partnership with the Trust to embed the range of 
patient safety principles. The CCG welcomes the commitment from the Trust to 
invest to predicting and preventing future harm rather than looking back at past 
harm; the CCG welcomes this focus. 
 
In 2015/16 the CCG developed local CQUINs aimed at developing an integrated 
approach across the health economy for pressure ulcer prevention and reducing 
avoidable UTIs; the Trust led the delivery of these CQUINs across the health 
economy. The learning from theses CQUINs has informed to wider integration of 
these CQUINs into the two local quality initiatives for 2016/17. The work of the 
pressure ulcer CQUIN has been recognised as good practice by NHSE at a regional 
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level and the CCG and Trust have been requested to present at a future NHSE 
event. 
 
The CCG has undertaken two quality visits to THFT in 15/16; an announced visit to 
Maternity Services and an unannounced visit to A&E and ward 43 in relation to 
capacity issues; both visits were welcomed by the Trust and provided assurance in 
relation to quality of service and care provided. Where areas for improvement were 
recommended, the Trust has embraced the recommendations made.  
 
Patient experience 
The CCG recognise that the Trust has worked hard to improve the integrated action 
plan to increase both response rates and promoter scores for the national Friends 
and Family Test and have seen a considerable increase in both in all areas. 
 
The CCG acknowledges that Maternity Friends and Family remains a challenge, but 
are assured that clear plans are in place to ensure improvements in this area.  
 
The Trust has noticeably invested in resource and infrastructure to improve 
timeliness of response to complaints and the quality of those responses. The CCG 
are pleased to read that the Trust pledge to reduce the number of complaints per 
year per 1000 patient contacts to below 1.15 has been achieved, whilst seeing an 
increased number of complaints in the year. The CCG welcomes the Trust pledge to 
increase the number of recorded compliments per 1000 patient contacts by 25%. 
The Trust has brought in independent complaints managers to deal with the most 
complex complaints, which demonstrates commitment to transparency, learning 
lessons and resolving issues in a robust manner. All learning from incidents and 
complaints is presented to both the Trust Board and CCG in the form of an 
aggregated learning report to ensure that themes and trends are addressed.  The 
Trust has integrated the use of patient stories in their staff training and governance 
groups. 
 
Staffing and Culture 
THFT had extremely positive results from the annual staff survey in which there had 
been no significant areas of deterioration since 2014. Commendably the Trust 
scored in the highest (best) 20% for 21 of the 32 key findings across the country; 
placing them as one of the best performing Trusts in GM.  The CCG can see that 
much of this has been attributed to the fact that there has been sustained effective 
leadership and the CCG welcomes this.  However, the CCG recognise that 
recruitment remains a challenge although feel that this will improve as the change in 
organisational structure develops. 
 
Patient Outcomes 
The Trust has increased their participation in both national and local clinical audits, 
learning from which is shared with the CCG. 
 
Throughout the year, Trust has concentrated on improving clinical communications. 
The CCG recognise that the Trust have seen improvement in results of the First 
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Friday Walkrounds; an initiative under the Trust’s Strategy ‘Everyone Matters, 
Patients, Family and Carers at the heart of everything we do’.  The CCG feel this is 
an important way for patients to be given the opportunity to feedback their real time 
experiences and note some of the positive feedback that the Trust has received from 
this as just one mechanism to improve patient outcomes. 
 
Though mortality rates at the Trust have remained above average in the past year, a 
robust mechanism for reviewing all deaths to examine unavoidability has continued 
and will continue to be implemented; 100% of mortality reviews have taken place 
throughout the year. The CCG welcomes the work undertaken this year by the Trust 
to improve their clinical coding in relation to mortality data, we will continue to 
monitor mortality data and anticipate the impact of improved coding quality will begin 
to be demonstrated in mortality rates.  
 
Areas for improvement 2016/17 
Tameside & Glossop CCG will continue to work with the Trust to support all aspects 
of their improvement journey; some specific areas that The CCG will focus on are: 
 
Stroke performance and the quality of the patient experience in this area, mortality 
data, clinical communications, referral to treatment times, A&E performance and 4 
hour targets and delayed transfer of care. 
 
The CCG would like to see the improvement journey expanded in 16/17 to deliver 
good quality care to patients following the transfer of Community Services and staff 
on the 1st April 2016. 
 
The CCG would like to see more patient outcome measures illustrated within the 
Quality Account going forward, alongside the improvement metrics that are already 
illustrated throughout the account to outline the whole patient journey. 
 
In conclusion Tameside & Glossop CCG feel the Trust has demonstrated their 
commitment to embedding an honest and open culture within the organisation. We 
recognise the significant journey the Trust is on to improve the care and treatment 
they provide. The Trust has taken meaningful steps to put patient safety and patient 
experience at the heart of the organisation. The CCG will continue to support the 
Trust to achieve the corporate objectives for 2016/17 and assure that the 
improvement journey continues and the Trust provides safe, effective 
compassionate care to our population. 
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Statement from the Healthwatch  

Healthwatch Tameside response to Tameside Hospital draft Quality Account 

2015/16. 

Healthwatch Tameside welcomes this opportunity to respond to the draft Quality 

Account produced by Tameside Hospital NHS Foundation Trust. 

During 2015/16 we have had a significant involvement in considering quality and 

patient experience at Tameside Hospital. This includes: 

• Regular meetings between the hospitals’s Chief Executive and our Chair, 

Chief Officer and Manager. 

• Direct liaison with senior hospital executives when concerns have been 

raised with us by members of the public. 

• Membership of the hospital’s Patient Experience Group. 

• Follow up work to Enter and View visits to the hospital in 14/15. 

• Encouraging the public to post stories (positive and negative experiences of 

care in the hospital) on the Patient Opinion online platform and monitoring 

the responses to these stories. 

• Membership of Tameside and Glossop Clinical Commissioning Group’s 

Quality Committee – where the quality of delivery for local NHS contracts is 

discussed. 

We welcome the fact that the Chief Executive’s Overview to the quality account 

highlights health partners’ involvement in the quality improvement programme. 

We are pleased to see the continued focus on the delivery of a patient safety 

programme. We believe that every patient expects and deserves safe (and effective) 

care. Whilst every care provider and every care worker will have safety in mind at all 

times, throwing a deliberate spotlight on safety affords an opportunity for everyone to 

reflect on what they can do better. 

Clearly there is a wide range of progress on a range of indicators pointing to the 

programme of work undertaken and where there is still progress to be made it is 

clear that actions are planned. Progress in relation to the Friends and Family Test is 

particularly encouraging with the need to improve maternity service scores noted. 

The increased responsiveness to concerns and complaints is also vital and we value 

the way that the hospital continues to work with us to contribute to this. The 

achievements around capturing and increasing the number of complements received 

is equally important and notable. The 2015 Place scores show improvements from 

the baseline but the aspiration to achieve above the national average in all areas 

should as noted be a focus. 
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Although routine activities like surveys and the Friends and Family Test are good 

ways to gather patient feedback there are other valuable ways of listening to patients 

and their families. We would welcome further opportunities to discuss with the 

hospital how wider feedback can be achieved and have valued the building of 

working relationships to enable this over the past year. 

Our overall view 

Our experience is that hospital leaders are genuinely open, honest and ready to be 

held to account for the quality of care in their hospital. Equally importantly the 

hospital’s workforce is widely recognised as caring and hard working. 

Achievements in quality, safety and patient experience are evident and it is positive 

that the desire for further improvement remains a focus. We are committed to being 

the local ‘consumer champion’ in these processes – ensuring that patient 

experiences are heard and learnt from and also providing the local population with 

some assurance that they are represented independently in key conversations 

where the hospital is challenged and held to account where appropriate. 

Healthwatch Tameside strongly supports the continued spirit of collaboration and 

partnership working to achieve the best health outcomes for our local population. 

Healthwatch Tameside, 20 May 2016 

Statement from the Council of Governors  

 

The Governors acknowledge the significant improvements and changes made in the 
Trust during the year and were pleased when these were reflected in the revised 
CQC rating and the removal from Special measures. We recognise that the 
improvement process is a continuous one and are pleased to note the reported 
achievements and ongoing work to further improve the Patient Safety and 
Experience. We remain confident that under the current leadership these will 
continue to be achieved. 
  
The Council of Governors continue to receive Quality Report updates and debate 
quality issues with Trust Board members at the Council of Governors meetings. 
Against the prescribed criterion I am happy that the Quality Account is 
representative, is a comprehensive coverage of services and to the best of my 
knowledge provides a balanced account of the activities the Trust has undertaken in 
2015/16. 
 
Terry Askew 
Lead Governor 
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Statement from TMBC Health and Well being  

 

I am pleased to note that ongoing improvements continue to be achieved as a result 
of the dedication and hard work of members of staff at all levels.  
 
The future of the hospital, in its transformation to an Integrated Care Organisation 
presents many challenges, but will ultimately serve to provide a good foundation to 
address the health and social care needs of the population of Tameside and 
Glossop. 
 
Councillor Brenda Warrington  
Executive Member 
Adult Social Care & Wellbeing 
Tameside MBC 
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Auditor Assurance Report 
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