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Chief Executive’s Overview  

It gives me great pleasure to present our Annual Quality Account for 2016/17, as this 

year has been a significant and important time in the development of the 

organisation.  

The year commenced with the transfer to the Trust of the Tameside and Glossop 

Community services, which is key to enabling our transformation of services 

provided for the community we serve. This agreed programme to develop as an 

integrated care trust will enable us to continue the improvement and transformation 

work we began 4 years ago.  

We were delighted to again receive the CQC inspection team in August 2016 who 

again have recognised the continued improvements made and rated the Trust as 

‘Good’ overall which is a tremendous achievement and public recognition for all the 

staff; and a testament to the dedication and commitment across the organisation in 

all clinical and non-clinical teams without whom this would not have been achieved. I 

was also delighted to receive the repeated positive messages from the staff survey 

results.  

We have continued to strengthen the leadership team to ensure that we maintain our 

focus  service quality and safety, whilst at the same time introduce a comprehensive 

programme of quality improvement and service transformation in order to achieve 

our ambition to be rated Good and or Outstanding for all service areas.  

The transformational work across the whole health economy is central to improving 

the health and wellbeing outcomes of our communities as well as sustaining the 

Trusts ability to meet the required national standards and improving our financial 

position. I am 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 as we continue to work closer together in order to provide integrated 

services.   

I hope in this report you will see evidence of the outcomes of our improvement which 

has been recognised by our regulators, service users and many others.  I am 

confident that with the continued enthusiasm and determination of our staff we will 

continue to deliver our improvement and transformation programme which will 

enable us to provide the services that we can all be proud of whilst ensuring that we 

meet the needs of of the people of Tameside and Glossop.  

I hope you find our latest Annual Quality Account informative. I believe 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 2017  
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2016/17 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 2016/17 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 2016 to March 2017  
 

 papers relating to Quality reported to the board over the period April 2016 
to March 2017 

 

 feedback from commissioners dated 19th May 2017   
 

 feedback from governors dated 24th May 2017  
 

 feedback from local Healthwatch organisations dated 23rd May 2017  
 

 feedback from Overview and Scrutiny Committee dated 22nd May 2017   
 

 the Trust’s complaints report published under regulation 18 of the Local 
Authority Social Services and NHS Complaints Regulations 2009, dated 
5th May 2017 

 

 the latest available national patient survey, dated 8 June 2016 
 

 the 2016 national patient survey not published at time of reporting  
 

 the 2016 national staff survey 7th March 2017   
 

 the Head of Internal Audit’s annual opinion over the trust’s control 
environment dated 25th April 2017 
 

 CQC inspection report dated 7th February 2017 
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 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 NHS 
Improvements  annual reporting guidance (which incorporates the Quality 
Accounts regulations) as well as the standards to support data quality for 
the preparation of the Quality Report (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                                             25
th

 May 2017 

 

 

Chief Executive                                        25th May 2017 
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Priorities for Improvement and 
Statement of Assurance from the 
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Tameside and Glossop Integrated 
Care NHS Foundation Trust 
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Statement of Assurance from the Board 

Tameside and Glossop Integrated Care NHS Foundation Trust operates from 
Tameside Hospital in Ashton-under-Lyne, providing a range of acute hospital and 
community 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 2016/17 employed 
around 3680 staff, across a host of professions. The increase in staff numbers from 
1st April 2016 is due to the inclusion Tameside and Glossop Community Services 
and the inclusion of portering and domestic services 

Review of Services 

During 2016/17 the Tameside and Glossop Integrated Care 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 and Glossop Integrated Care 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 Team and other key committees and the Performance 
Management Framework all include data and information relating to our quality of 
services.  The Tameside and Glossop Integrated Care 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 2016/17 
represents 89% of the total income generated from the provision of relevant health 
services by the Tameside and Glossop Integrated Care NHS Foundation Trust for 
2016/17.  

Tameside and Glossop Integrated Care NHS Foundation Trust provides a wide 
array of services one would associate with a general hospital and community 
services.  These include emergency services, General and Specialty Medicine and 
Surgery and full consultant-led Obstetric and Paediatric hospital services for women, 
children and babies, District Nursing, Therapy services, Podiatry, Health visiting , 
Learning Disabilities, Child Health and School Nursing. 



 

  Page 9 of 87 

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 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 and Glossop Integrated Care NHS Foundation Trust has demonstrated 
that we are able to deliver our improvement plan and we have made significant 
progress with this which we are pleased that the CQC along with other stakeholders 
have recognised.  

The pages below identify Tameside and Glossop Integrated Care 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 continues to be 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 2016/17 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 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.  
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 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:  

 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. 

 

Corporate Objectives 2017/18 

Tameside and Glossop Integrated Care NHS Foundation Trust’s priorities for 
improvement in 2017/18 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 Safety 
Programme which have been implemented and are currently being redeveloped to  
reflect the changes in organisational structure and to reflect an Integrated Care 
organisation and service transformation. 

 

To ensure our patients and users receive harm free care by improving the   quality 
and safety of our services through the delivery of our Quality, improvement and 
Safety programmes. 

 We will maintain compliance with the CQC Fundamental Standards of Care  

 We will maintain our  overall CQC ratings at good and aspire to gain outstanding 
ratings in future service  inspections   

 We will maintain and or increase our incident reporting rate per 1000 bed days and 
aim to be in the top 25% of Trusts 

 We will minimize levels of severe and catastrophic harm and be below the national 
average of 1% 

 We will ensure our patient safety programme work streams uses metrics for 
anticipating and predicting potential future harm in at least  five  of the work streams 
for 2017/18  

 We will achieve the identified CQUIN metric related to patient safety  

 We will maintain or improve the completed eligible VTE risk assessment at an 98% or 
above 
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 We will  continue to seek improvement of the Trust’s mortality indices (HSMR and 
SHMI) and  maintain them in the ‘as expected’ or “better than expected” bandings  

 We will continue to ensure learning from Deaths is part of the organisational learning 
and reported in line with the national requirements .  

 

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

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

 We seek to increase the number of recorded compliments and improve the 
Compliments to KO41 Complaints ratio by a further 20% to 40% from the Q4 2014/15 
baseline. 

 (PROMS) Patient reported outcomes continue to be reported on for a range of 
conditions. We will improve our participation rates for Hip and Knee procedures for 
questionnaires issued by the Trust from the March 2017 baseline and aspire to be 
better than the national average.  

 We will improve our organisational PLACE Scores reported in 2017 to be at or above 
the 2016 national average reported scores: Cleanliness 97.57, Food and Hydration 
88.49, Privacy, Dignity and Wellbeing 86.03, Condition, Appearance and 
Maintenance 90.11 and dementia 74.51 

 The 2017/18 annual improvement measures for Patient and Service User Experience 
described in the Strategy are: 

 Friends and Family Test 
- All in-patient areas to achieve a 30% response rate. 
- Maternity to achieve a 30% response rate. 
- ED to sustain the 25% response rate. 
- Out-patients to achieve a 20% response rate. 
- All areas to achieve 95% positive response rate.  
- Adult community services to achieve a 95% positive response rate. 
- Children’s community services to achieve a 95% positive response rate. 

 NHS Survey 
- Reduction in disturbance from noise in the in-patient environment. 
- Improved levels of support at mealtime. 
- Improved involvement in decision making 

 Active Patient Pathways 
- A minimum of 70 patients / service users on active pathways have been 

spoken to and their feedback is being presented to the Patient and Service 
Users Experience Group. 

These objectives build on those undertaken in the last year to continue our 
improvement programme and delivery of Safe, Effective and Personalised care in 
the services we provide. 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. 
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Monitoring Priorities at Tameside and Glossop Integrated Care NHS FT  

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 National and Regional 
Clinical Audits, and we carry out local clinical audits. Sometimes there are also 
Clinical Outcome review programmes which investigate an area of Health Care and 
recommend ways of improving it.  

 

National Clinical Audits 

The National Quality Account requirement for 2016/17 contained 47 National Clinical 
audits and 4 Clinical Outcome reviews.  

During 2016/17, 30 National Clinical Audits and 3 Clinical Outcome Review 
programmes covered relevant health services that Tameside and Glossop 
Integrated Care NHS Foundation Trust provides.  

During 2016/17 Tameside and Glossop Integrated Care NHS Foundation Trust 
participated in 100% of the national clinical audits and 100% of the clinical outcome 
review programmes which it was eligible to participate in. 

The national clinical audits and clinical outcome review programmes that Tameside 
and Glossop Integrated Care NHS Foundation Trust was eligible to participate in 
during 2016/17 are as follows: 

 National Clinical Audits Participation 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP)  Yes 

Adult Asthma  Yes 

Asthma (paediatric and adult) care in emergency departments  Yes 

Bowel Cancer (NBOCAP)  Yes 

Cardiac Rhythm Management (CRM)  Yes 

Case Mix Programme (CMP -  ICNARC)  Yes 

Diabetes (Paediatric) (NPDA)  Yes 

Elective Surgery (National PROMs Programme)  Yes 

Endocrine and Thyroid National Audit  Yes 

Falls and Fragility Fractures Audit programme (FFFAP)  
Hip fracture Database  

Yes 
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 National Clinical Audits Participation 

Head and Neck Cancer Audit  Yes 

Inflammatory Bowel Disease (IBD) programme  Yes 

Learning Disability Mortality Review Programme (LeDeR Programme) Yes 

Major Trauma Audit (TARN) Yes 

National Audit of Dementia  Yes 

National Cardiac Arrest Audit (NCAA)  Yes 

National Chronic Obstructive Pulmonary Disease (COPD) Audit programme  Yes 

National Comparative Audit of Blood Transfusion - Audit of Patient Blood Management 
in Scheduled Surgery  

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 Pneumonia  Yes 

Rheumatoid and Early Inflammatory Arthritis  Yes 

Sentinel Stroke National Audit programme (SSNAP)  Yes 

Severe Sepsis and Septic Shock – care in emergency departments  Yes 

Clinical Outcome Review Programmes Trust participation 

Child Health Clinical Outcome Review Programme  
a) Young People’s Mental Health 
b) Chronic Neurodisability  
c) Cancer in Children, Teens and Young adults (NB check in right place) 

Yes 

Maternal, Newborn and Infant Clinical Outcome Review Programme  
a) Maternal Mortality Surveillance 
b) Perinatal Mortality and Morbidity (Term Intrapartum Related Neonatal Deaths) 
c) Perinatal Mortality Surveillance 

Yes 

Medical & Surgical Clinical Outcome Review Programme 
a) Non-invasive ventilation  
b) Physical and mental health care of mental health patients in acute hospitals 

Yes 

 
The National Clinical Audits and Clinical Outcome Review programmes that 
Tameside and Glossop Integrated Care NHS Foundation Trust participated in, and 
for which data collection was completed during 2016/17 are listed below alongside 
the number of cases submitted for each audit or review as a percentage of the 
number of registered cases required by the terms of that audit or enquiry.  
 

National Clinical Audits 
Number 

submitted 
Percentage 
submitted 

Acute Coronary Syndrome or Acute Myocardial Infarction (MINAP)  
Continuous Data 

collection  
Continuous Data 

collection  

Adult Asthma  19/19 100% 

Asthma (paediatric and adult) care in emergency departments  100/100 100% 

Bowel Cancer (NBOCAP)  
Continuous Data 

collection  
Continuous Data 

collection  
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National Clinical Audits 
Number 

submitted 
Percentage 
submitted 

Cardiac Rhythm Management (CRM)  
Continuous Data 

collection  
Continuous Data 

collection  

Case Mix Programme (CMP -  ICNARC)  
Continuous Data 

collection  
Continuous Data 

collection  

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

Elective Surgery (National PROMs Programme)  
Continuous Data 

collection  
Continuous Data 

collection  

Endocrine and Thyroid National Audit  
Continuous Data 

collection  
Continuous Data 

collection  

Falls and Fragility Fractures Audit programme (FFFAP)  

Hip fracture Database  

Continuous Data 
collection  

Continuous Data 
collection  

Head and Neck Cancer Audit  
Continuous Data 

collection  
Continuous Data 

collection  

Inflammatory Bowel Disease (IBD) programme  
Continuous Data 

collection  
Continuous Data 

collection  

Learning Disability Mortality Review Programme (LeDeR 
Programme) 

Data collection 
not Nationally 
commenced 

Data collection not 
Nationally 

commenced 

Major Trauma Audit (TARN) 
Continuous Data 

collection  
Continuous Data 

collection  

National Audit of Dementia  56/56 100% 

National Cardiac Arrest Audit (NCAA)  
Continuous Data 

collection  
Continuous Data 

collection  

National Chronic Obstructive Pulmonary Disease (COPD) Audit 
programme  

Continuous Data 
collection  

Continuous Data 
collection  

National Comparative Audit of Blood Transfusion - Audit of Patient 
Blood Management in Scheduled Surgery  

10/10 100% 

National Diabetes Audit – Adults 65/65 100% 

National Emergency Laparotomy Audit (NELA)  120/120 100% 

National Heart Failure Audit  
Continuous Data 

collection  
Continuous Data 

collection  

National Joint Registry (NJR)  
Continuous Data 

collection  
Continuous Data 

collection  

National Lung Cancer Audit (NLCA)  
Continuous Data 

collection  
Continuous Data 

collection  

National Prostate Cancer Audit  
Continuous Data 

collection  
Continuous Data 

collection  

Neonatal Intensive and Special Care (NNAP)  
Continuous Data 

collection  
Continuous Data 

collection  

Oesophago-gastric Cancer (NAOGC)  
Continuous Data 

collection  
Continuous Data 

collection  

Paediatric Pneumonia  
Continuous Data 

collection  
Continuous Data 

collection  

Rheumatoid and Early Inflammatory Arthritis  
Data collection 
not Nationally 
commenced 

Data collection not 
Nationally 

commenced 

Sentinel Stroke National Audit programme (SSNAP)  32/32  100%  

Severe Sepsis and Septic Shock – care in emergency departments  50/50 100% 
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National Clinical Audits 
Number 

submitted 
Percentage 
submitted 

Clinical Outcome Review Programmes 

Number 
submitted Percentage 

submitted 

Child Health Clinical Outcome Review Programme  

a) Young People’s Mental Health 
b) Chronic Neurodisability  
c) Cancer in Children, Teens and Young adults (NB check in right 

place) 

 
a) 5/5 
b) 4/4 
c) 1/1 

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

Maternal, Newborn and Infant Clinical Outcome Review Programme  

a) Maternal Mortality Surveillance 
b) Perinatal Mortality and Morbidity (Term Intrapartum Related 

Neonatal Deaths) 
c) Perinatal Mortality Surveillance 

a) N/A 
b) N/A 

c) 14/14 

a) N/A 
b) N/A 

c) 100% 

Medical & Surgical Clinical Outcome Review Programme 

a) Non-invasive ventilation  
b) Physical and mental health care of mental health patients in 

acute hospitals 

a) 4/4 

b) 1/1 

a) 100% 
b) 100% 

 
The reports of 27 national clinical audits were reviewed by the provider in 2016/17 
and Tameside and Glossop Integrated Care NHS Foundation Trust intends to take 
the following actions to improve the quality of healthcare provided: 
 

 Reports are scheduled for presentation and discussion at speciality or multi-
speciality audit / clinical governance meetings.  At these meetings 
recommendations and action plans are decided so that practice and care can 
be improved.  The quality improvement actions form part of the Clinical Audit 
Annual Report, which is presented to the Clinical Audit and Effectiveness 
Group for assurance and monitoring purposes. 

The reports of 61 local clinical audits were reviewed by the provider in 2016/17 
and Tameside and Glossop Integrated Care 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 or multi-
specialty audit / clinical governance meetings.  At these meetings 
recommendations and action plans are decided so that practice and care can 
be improved.  The quality improvement actions form part of the Clinical Audit 
Annual Report, which is presented to the Clinical Audit and Effectiveness 
Group for assurance and monitoring purposes. 

 

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.  
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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 2016/17 that were recruited during that period to 
participate in research approved by a research ethics committee was 557. 

Currently, there are 99 research studies, a growth from 2015/16, 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 and/ or the 
Health Research Authority. We have 26 actively recruiting studies which are adopted 
on to the National Institute for Health Research (NIHR) Clinical Research Network 
portfolio. These studies are high quality trials that benefit from the infrastructure and 
support of the Clinical Research Network (CRN) in England. We are currently 
hosting 4 actively recruiting clinical trials involving medicinal products, with more in 
the planning stage, which demonstrate the Trusts enthusiasm to improve and offer 
the latest medical treatments. 

The Trust has strong team of 6 (3 full time and 3 part time) dedicated research 
nurses working generically on a variety of research studies and 2 clinical trials 
administrators. The Trust has strong research activity in Cancer, Orthodontics and 
Paediatrics and we continue to get more and more departments involved. This year, 
we have seen the Anaesthetic department increase their research activity and the 
reproductive health services have become research active once again. A number of 
other departments have shown interest in becoming research active, in areas 
covering dementia, cardiology and ENT and we are waiting for suitable studies to 
become available to get involved with. 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 2017/18.  

2016/17 has seen a number of achievements for the research department;  

- The Trust received a MHRA inspection closure letter in June 2016, 

demonstrating that the MHRA were satisfied with the corrective and 

preventative actions that have been put in place following the inspections in 

May 2014 and July 2015. This acknowledges a significant improvement in the 

research quality for the Trust since the initial inspection in 2014.  

- Tameside Hospital is the only site in Greater Manchester to be selected as a 

site for the ‘HORIZONS: Understanding the impact of cancer diagnosis and 

treatment on everyday life’ study 

- Tameside Hospital is soon to be the first District General Hospital to 

participate in the ‘100,000 Genomes project’. 

- A Trust sponsored orthodontic study (BAMP study) has been presented at a 

national conference by the Chief Investigator, Dr Nicola Mandall. 
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- The research team were shortlisted for the NIHR Clinical Research Network: 

Greater Manchester research team of the year for 2016 

- Tameside Hospital achieved the highest recruitment in secondary care for the 

‘CANDID: CANcer Diagnosis Decision rules’ study. 

- The research department holds an annual stand for International Clinical 

Trials Day, to promote research within the Trust 

- Tameside Hospital is regularly praised for recruitment achievements at the 

Clinical Research Network: Greater Manchester Board meetings 

- The research team continue to achieve high performance rates and regularly 

surpass the study recruitment targets and the Clinical Research Network 

targets 

 

We have also come to the end of our collaborative working with the research 
department at University Hospitals of South Manchester NHS Foundation Trust 
during 2016/17. We have formed a new link with University Hospitals of Morecambe 
Bay NHS Foundation Trust. The Associate Director of Research and Innovation will 
to continue to support the Trust and this will provide new and exciting collaborative 
possibilities for 2017/18. 

 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 2017/18.  
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Goals agreed with the Commissioners  

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

A proportion of Tameside and Glossop Integrated Care NHS Foundation Trust’s 
income in 2016/17 was conditional on achieving quality improvement and innovation 
goals agreed between Tameside and Glossop Integrated Care 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 2016/17 conditional upon achieving quality and improvement goals was   
£3.6 million  and the monetary value to CQUIN in 2016/17 which was achieved was  
£ TBC million. 

Further details of the agreed goals for 2016/17 and for the following 12 month period 
are available electronically at http://www.england.nhs.uk/nhs-standard-contract/ .  

The summary detail of Tameside and Glossop Integrated Care NHS Foundation 
Trusts CQUIN goals are identified in the table below 

 

  

http://www.england.nhs.uk/nhs-standard-contract/
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2016/17 CQUIN Goals 
 

Indicator Number Indicator Name 
Expected 
Financial 
Value 

N
a
ti
o
n
a

l 

1a - Option B Introduction of staff health & wellbeing initiatives  £353,539 

1b Healthy food for NHS staff, visitors and patients £353,539 

1c 
Improving the uptake of flu vaccinations for frontline 
clinical staff  

£353,539 

2a – Sepsis 
Timely identification and treatment for sepsis in 
emergency department 

£176,770 

2b – Sepsis 
Timely identification and treatment for sepsis in inpatient 
settings 

£176,770 

5a  
Reduction in antibiotic consumption per 1,000 
admissions 

£282,832 

5b Empiric review of antibiotic prescriptions £70,708 

S
p
e
c
ia

lis
t Pharmacy CA2 Dose banding £25,318 

Neonatal 
Neonatal hypothermia £30,000 

Neonatal 2 year review £30,000 

L
o
c
a
l 

1 Health Care Acquired Infection - Quality initiative  £883,849 

2 Pressure ulcer – Quality initiative   £883,849 

Total value 
£3,620,713 

 

 
 
 

What others say about Tameside and Glossop Integrate Care  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 and Glossop Integrated Care NHS Foundation Trust is required to register 
with the Care Quality Commission and its current registration status is “GOOD”.  

Tameside and Glossop Integrated Care NHS Foundation Hospital Trust has no 
conditions on its registration. 

The Care Quality Commission has not taken enforcement action against Tameside 
and Glossop Integrated Care NHS Foundation Trust during 2016/17. 

Tameside and Glossop Integrated Care NHS Foundation Trust has not participated 
in any special reviews or investigations by the Care Quality Commission during 
2016/17. 

In August 2016 the CQC undertook a Chief inspector of Hospitals comprehensive 
inspection, and inspected specific core services of the Hospital Trust identified in the 
matrix below, covering all acute services. The report was issued in February 2017 
and the matrix of current outcomes reported is identified in the table below by 
service area.   
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The Tameside and Glossop Community Services have not yet been inspected and 
rated as part of the Trust.  

The Chief Inspector of Hospital’s review made 1 non-urgent recommendation 
relating to Regulation 12 (Safe care and treatment) 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: 

 Improving patient flow throughout the hospital minimise transfers and 
ensure timely access to services to meet the patient’s needs. 

 Maintaining staffing levels to meet the needs of patients. 

 Achievement of consistent levels of mandatory training and appraisal in all 
areas. 

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

We have implemented actions or reviewed ongoing work programmes to ensure the 
issues identified are addressed. Oversight and improvement arrangements have 
been put in place to support the changes required. The required improvements have 
been integrated into the Trust Patient Safety Programme workstreams or 
Improvement workstreams which are systematically monitored and provide updates 
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and assurance on progress 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 review visit took place in November 2016. The visiting team identified they 
observed many improvements to training supported by a strong system of 
educational governance. The Director of Medical Education and her team were 
congratulated on their successes in these areas.   The visiting team was however 
unable to recommend that the Trust be removed from enhanced monitoring because 
of ongoing concerns about clinical supervision in the emergency department. HEE 
NW hoped that the successes the Trust had already achieved would be sustained 
and rolled out to all areas. 
 

Tameside and Glossop Clinical Commissioning Group Quality walk round 
visits  
Tameside and Glossop Clinical Commissioning group have not undertaken Quality 
walk round visits in 2016/17, however the CCG Director of Nursing and Quality has 
been part of the Trust Quality and Governance committee meetings and walk rounds 
during the year  
 
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. 
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Data Quality  

Tameside and Glossop Integrated Care 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 and Glossop Integrated Care NHS Foundation Trust submitted records 
during April 2016 to March 2017 to the Secondary Users Service (SUS) for inclusion 
in the Hospital Episode Statistics. These are included in the latest published data 
(Feb 2017). The percentage of records in the published data which included the 
patient’s valid NHS number was: 
 

 99.67% for admitted patient care; 

 99.98% for outpatient care; and 

 99.54% for accident and emergency care. 
 

The percentage of records in the published data which included the patient’s valid 
General Medical Practice Code was: 
 

 98.48% for admitted patient care; 

 99.46% for outpatient care; and 

 98.71% for accident and emergency care. 
 

Tameside and Glossop Integrated Care NHS Foundation Trust will be taking the 
following actions to improve data quality. 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 and continuously reviews the Trust’s Data Quality 
Scorecard, identifying areas for improvement and supporting the development of 
strategies and processes to facilitate this. 

 
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 and Glossop Integrated Care NHS Foundation 
Trust Information Governance Assessment Report for 2016/17 was 68% and was 
graded Green (satisfactory for all requirements).  
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Clinical Coding Error Rate  

Tameside and Glossop Integrated Care NHS Foundation Trust was not subject to 
the Payment by Results (PbR) Clinical Coding Audit during 2016/17 by the Audit 
Commission.  
 
The Trust’s 2016/17 Clinical Coding Audit Report conducted in November 2016 by 
our Accredited Clinical Coding Auditor, related to coded activity from the period July 
to September 2016 identified that: 
 
The overall standard of clinical coding was good and the Trust had attained the 
recommended information governance level 2 target. (See table below for details). 
 

 Total from 
episodes 
audited 

Total correct % correct 

Primary diagnosis 200 179 90 

Secondary 
diagnosis 

722 648 90 

Primary procedure 196 176 90 

Secondary 
procedure 

513 476 93 

 
In order to deliver the further required improvement the Trust’s Clinical Coding 
Department has introduced an internal Audit and Training programme.  
 
The purpose of the programme is to measure the quality of the clinical coded data 
being produced by the coders with a view to improving the information through 
training and audit. The impact of the training and validation during the 12 months 
since the last audit has resulted in better quality data which is evidenced by the 
attainment of Level 2.  
 
The Audit and Training programme is a continuous process that will provide quality 
assurance of the data through a targeted audit and training framework. 
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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 2016/17 alongside the reporting of the current performance 
for the indicator. 
 

Core indicator requirement number and description 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 73 

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 70 

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 71 

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

Page 60 

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 63 

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

Page 44 

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 29 

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 50 

Friends and Family Test results Page 53 

Maximum time of 18 weeks from point of referral to treatment (RTT) in 
aggregate – patients on an incomplete pathway  

Page 61 

A&E: maximum waiting time of four hours from arrival to admission/ 
transfer/ discharge  

Page 61 

All cancers: 62-day wait for first treatment from:  Page 62 
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Part Three 

 

 

 

 

 

 

 

 

How we performed on Quality in 
2016/17 
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This section of the Quality Account provides an overview of the quality of care based 
on performance in 2016/17 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. 

Organisational Quality and Safety Initiatives progressed throughout 
2016/17 

As part of our improvement plan the Trust has continued to implement a range of 
quality initiatives and service developments/improvement work streams which have 
been focused on ensuring delivery of the Fundamental Standards of Quality and 
Safety. Implementation has been monitored internally and assurance provided 
through the Trust Governance structures. In order to ensure openness and candour 
with our key stakeholders we have invited attendance at the Trust Quality & 
Governance Committee of the CCG Director of Nursing and Quality and the 
Healthwatch Tameside manager. In addition Trust Governors have attended the 
Quality and Governance meetings.   

 

We have progressed the following initiatives during 2016/17:- 

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 enhance the quality and safety of care provided. 
(The programme is shown on page 11)  the workstreams are focus 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 High Risk Medicines and Safe Medicine Management  

o Infection prevention 

o Local Safety Standards for invasive procedures  

o Maternity services governance  

o Results governance  

 

 We have developed a further 30 AQuA Patient Safety Champions across the 
organisation in the process of undertaking our Quality improvement initiatives   

 Revised, and reviewed our Care bundles with increased surveillance to improve 
compliance with clinically effective care pathways for Sepsis, Acute Kidney 
Injury, and Fractured Neck of Femur. 
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 Continued to increase our incident reporting rate and embed the incident 
reporting culture across the organisation, whilst ensuring that lessons are learnt.   

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

 Undertaken quality initiatives across the Health Economy to promote best 
practice in relation to Pressure ulcer prevention and management  

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

 Continued to deliver our Stroke improvement programme and improved 
performance reported in SSNAP results. 

 Continued to undertake Mortality reviews on every death in hospital.   

 Implemented colour scheme for doctor’s lanyards relating to level of experience. 

 

To improve our effectiveness  

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

 Recruited 20 New Trainee Nurse Associates to the Trust  programme  

 Continued Implementation of our Medicines Optimisation action plan 

 Continued 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   

 Recruited our “Freedom to speak up Guardian”  

 Continued to Improve the percentage of Discharge summaries issued in 2 days 
for urgent and 5 days for routine 

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

 Commenced implementation of our Home first initiative   

 

To improve our caring 

 Continued to implement values based recruitment for all staff.  

 Continued to implement Volunteer dining companions in selected wards 

 Continued to reinforce the “Hello my name is campaign” 

 Continued implementation in year 3 of the dementia strategy with increased 
dementia awareness 

 Revised and updated our Patient Experience Strategy 

 Provision of the Tameside Macmillan unit 
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To ensure we are well led  

 Strengthened Divisional and Directorate Medical, Nursing and Management 
structures. 

 Further developed our ward 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.  

 Continued to run streamlined Nurse Recruitment process as 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.  

 Undertaken service Integration and commenced the transformation of services 
with Community colleagues  

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

 Implemented a Mandatory training improvement programme. 

 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 2016/17 these have also delivered on our:- 

 

Out-patient Improvement Project  

 Improved experience of patients attending for outpatient appointments 

 Increased clinic utilisation across all outpatient clinics 

 Improved booking processes to offer patients choice and help achievement of 

RTT standards  

 Reduced did not attend (DNA) rates and short notice cancellations  

Theatre Improvement Project 

 Ensured excellent levels of patient safety and improved patient experience 

throughout the theatre environment 

 Improved utilisation and productivity within all theatres 

 Engaged, listened to, trained staff members 

 Developed assurance around value for money of the services  

Pre-operative Assessment Improvement Project  

 

 Improved productivity and efficiency within the pre-operative assessment 

service,  

 Reduced variation in our per-operative operational processes  
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 Improved the patient experience and outcomes. 

 Improvements in the waiting times for patients,  

 Ensured best use of our clinical resources. 

 

Fracture Clinic Project and development of the Virtual Fracture Clinic 

 Improved patient experience in Clinic 10 (measured by FFT and a reduction 

in the number of complaints received from patients) 

 Reduce unnecessary attendance at hospital based fracture clinics 

 A reduction in the number of X-Rays performed for fracture patients 

We are also improving  

 

Patient Flow – Implementing a nationally recognised improvement model for ‘Red to 

Green’ bed-day management.  The Red:Green bed day is a visual operational 

management process to assist in the identification of wasted time in a patient 

journey.  It is most applicable to in-patient wards in both acute and community 

settings.  At the centre of this is the person receiving the acute care whose 

experience of that delivery of care is one of total involvement and personal control 

with expectation of what will be happening.   

A red day is when a patient receives little or no value adding acute care and a green 

day is when a patient receives value adding acute care that forwards their progress 

towards discharge. Benefits already realised include an improved understanding of 

the reasons for our delayed discharges and an increase in the number of morning 

discharges. 

 

As part of our organisational transformation we are implementing Model of 

Care – Integrated Care Workstreams which include- 
 

The Tameside and Glossop Locality Plan set a bold ambition of raising healthy life 

expectancy to the North-west average by 2020.  For both men and women, this 

means an increase in healthy life expectancy of 3.3 years over the next five years.  

Our vision to achieve this ambition is to move quickly to a fully person-centred and 

integrated model of care, with a much heavier emphasis on prevention, supporting 

self-care and care closer to home.  In taking this aim forward our particular 

objectives are to: 

 Improve outcomes for patients and service users, with a particular focus on 

addressing health inequalities and improving healthy life expectancy 

 Develop a model of care with a strong emphasis on prevention, early 

intervention and supported self-care 

 Stimulate the development of stronger and more sustainable community 

asset-based approaches to social support 



 

  Page 34 of 87 

 Develop a locality based approach, where the care of people with ongoing 

needs is managed by a named care co-ordinator, wherever possible in their 

own home, or in the most appropriate local setting 

 Build strong partnerships in designing and delivering the model of care across 

other parts of the public sector, the voluntary/community sector (VCS) and 

commercial sector 

 Contribute towards delivering a financially sustainable local health and care 

economy 

These include: 

Home First - One of the key principles within our Care Together Programme is that 

wherever it is possible for a person to have their care requirements met within their 

own place of residence the system will be responsive to meeting this need in a 

timely manner.  

 

“Home First” is the phrase used to articulate this principle and to describe the 

underpinning model. The aim for Home First is to assist in reducing avoidable 

demand for acute services ensuring that people are supported in the environment 

that is most suited to their needs and is most likely to achieve positive outcomes.   

  

Home First has been rolled out across all our hospital wards and the results 

demonstrate that the pathway is having a positive impact on reducing the individual 

patient length of stay. 

  

Digital health in care homes - The purpose of this scheme is to allow care home 

residents and their carers to contact clinicians at the Digital Health Suite in order to 

have consultations on health conditions as they arise, allowing the person to be 

treated remotely where this is clinically appropriate. Initially the focus of the work 

relates to intervening at a point of perceived crisis but can be developed to avoid in 

some instances, where clinically appropriate, to reduce the need for residents in 

care homes to attend out-patients appointments where this could be delivered 

through a digital interaction. 

This model of care has been designed using existing evidence based Vanguard 

models which have a track record of innovative enhanced care delivery for this 

group of vulnerable, frail elderly people, many with multiple long term conditions 

including dementia and often approaching end of life. This means, for example, that 

a patient with Parkinson’s disease living in a residential home will be able to access 

clinical advice and support through secure video conferencing at any time of the day 

or night, so in the event of a fall, an experienced nurse in the tele-health hub would 

be able to assess the patient using the video link and after consultation with an A&E 

consultant will be able to arrange for them to be cared for in their familiar 

surroundings, rather than transferring them to A&E. 
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The team have been working closely with colleagues from health, social care and 

our local care and residential homes to agree a test pilot for this model of care, and it 

commenced in March 2017. 

 

Priorities for 2017/18 

Our priorities for the forthcoming year include: 

Integrated Neighbourhoods – Strengthening the contribution of neighbourhood 

care teams to improve care co-ordination for the population of Tameside & Glossop. 

Provide better, local and faster access to services for patients with multiple long term 

conditions at an earlier point in the care journey to activate proactive care.  This 

includes continuing with the further development and implementation of on 

Extensive Care Service; undertaking a review of our current and future state 

workforce and the implementation of a ‘single point of access’ for our integrated 

neighbourhoods. 

Extensive Care Service - The Extensive care service will be part of the prioritised 

core offer for the five integrated neighbourhoods. Extensive Care is a fundamentally 

different way of organising care around the needs of a specific cohort of patients, 

which includes all aspects of need: medical, social, psychological, functional, 

pharmaceutical and self-care.   

The aim of an extensive care service model is to work closely with people with long 

term conditions, complex needs and those who are regular users of the health and 

social care system, within an agreed timeframe. It aims to move to predicting 

exacerbations of underlying conditions, whilst helping people improve the 

management of their condition and their overall general health and well-being, 

therefore reducing the need for hospital admissions. 

The service will be led by a neighbourhood doctor (Consultant / GP) known as an 

Extensivist, supported by a multi-disciplinary team of health and social care 

professionals.  We have successfully recruited two experienced GP Extensivists who 

will join the team in April and May 17.  The service includes health and well-being 

support that pulls together health and social support, including a range of community 

assets to ensure early intervention and proactive prevention. 

 

Social prescribing - By transforming our thinking and adopting approaches that are 

asset based considerable gains can be achieved for communities, individuals, and 

the health and social care economy.  This approach recognises the strengths that 

exist within communities and seeks to build on these in order to: 

• Support to non-medical interventions within the community.  

• Reduce reliance on traditional forms of health provision – freeing up 

capacity to focuses this on acute care. 

• Build health literacy within the community   

• Build on community strengths and assets  
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• Support individuals to be healthier and more prosperous 

 

Social prescribing is defined as a “mechanism for linking patients with non-medical 

sources of support within the community”.  The voluntary sector is recognised for 

contributing to individual and community health and with health care resources being 

under financial strain, it is envisaged that the voluntary and community organisations 

will be called upon more to supplement health service and support requirements.  

Over the last several years well-known models of social prescribing have emerged 

and these include: exercise referral schemes; prescription for art; and healthy living 

schemes.  A recent review of community referral schemes has found benefits of 

social prescribing to include: increases in self-esteem and confidence; a sense of 

control and empowerment; improvements in psychological wellbeing; and positive 

mood.   

Using the Rotherham model of social prescribing which has been extensively 

evaluated for both effectiveness and return on investment, we have developed a 

programme which meets the needs of the population of Tameside and Glossop.   At 

its core will be a team of Community Navigators in each of the five Neighbourhoods, 

providing a single gateway to voluntary and community support for GPs, other health 

and social care professionals and residents. They will receive referrals from GPs of 

eligible patients and carers or will be identified through risk stratification.  The 

Community Navigators will assess support needs before referring on to appropriate 

VCFS services. Plans are in place for this model to commence from early May 2017. 
 

Cardiology Advice & Guidance - this is the first of our services to offer ‘advice and 

guidance’ to our local general practitioners. This model aims to build on clinical best 

practice, provide flexibility for innovation, and allow for shared care of patients. 

There has been a range of recent publications supporting the shift to care closer to 

home and delivering integrated pathways of care that ultimately produce better value 

and improved outcomes for patients.  

 

This advice and guidance service enables general practitioners to contact the 

Cardiology Team at the hospital, obtaining access to timely specialist opinion on 

patient diagnosis and treatment, thereby reducing unnecessary referrals to 

secondary care.  In August 2016 this new model of care was rolled out across our 

five integrated neighbourhoods and has been very well received by our GP 

colleagues.  During this time, there have been 130 requests for advice and 

guidance; 26 of the 41 practices across Tameside and Glossop used the service in 

this time. Early evaluation highlights that through this service we have avoided 97 

referrals to an out-patient clinic and 19 non-elective admissions. 

 

Plans are in place to offer this service model across a range of specialties over the 

forthcoming 12 months and are included in the National CQUIN. 
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In addition to the projects described above the Service Transformation Team are 

managing a portfolio of change programmes to support clinical and management 

colleagues in achieving operational improvements and outcome benefits for both 

patients and staff.  The projects within this portfolio include: 

 

Diabetes service improvement – Diabetes is the fastest growing health threat of 

our times and an urgent public health issue. Since 1996, the number of people living 

with diabetes has more than doubled. If nothing changes, it is estimated that over 

five million people in the UK will have diabetes.  The aim of this improvement project 

is ensure our services are aligned to national guidelines for the care and ongoing 

management of patients with diabetes.  The team are working to prioritise areas for 

improvement, benchmarked against national leaders in this area. 

E-referral system – The NHS e-Referral service combines electronic booking 

with a choice of place, date and time for first hospital or clinic appointments. 

Patients can choose their first hospital or clinic appointment; book it in the GP 

surgery, online or on the phone.  This process harnesses the use of new 

technologies to deliver modern and efficient healthcare.  A phased 

implementation programme across all specialties has been developed and 

commences in March 2017.  The benefits include: 

 Fewer missed appointments 

 Fewer inappropriate referrals 

 Shorter referral to treatment times 

 Cost and time savings 

 Choice of hospital or specialist 

 Choice of appointment date and time 
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How we performed on Quality in 2016/17 

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

2016/17 and outlines the performance against the priorities and goals we set 

ourselves in 2015/16 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  

 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 2016/17.  

In 2016/17  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 2017/18. 

  

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 for inpatients areas including 
Community Wards 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 98.5% with the aim of harm free care for every 
patient. We did not consistently achieve this but achieved an average of 98.4% in 
2016/17. 

 
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. We continue to aim for our stretch target 
for Harm free care to be consistently at or better than 98.5% all new harms in 
2017/18.    

  

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



 

  Page 41 of 87 

T&G Integrated Care - Safety Thermometer New Harm Free Care Performance 

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

In 2016/17 we aimed to ensure less than a 1% incidence rate, we achieved an 
average of 0.87. but our performance has been 1% or above on three occasions 
since October 2016.   

 

Within our local CQUIN for 2016/17 we committed to a work programme to improve 
pressure care further across both Acute and Community service settings.  Whilst the 
Safety thermometer trajectory was achieved we know and have identified that a lot 
more work needs to be done and is assertively progressing the Quality Initiative 
linked to improving patient safety across the health economy and is addressing the 
deficits in staff knowledge across the entire health economy, with an extensive 
training package being rolled out and the launch of the Sskin bundle.   
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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 2016/17 we achieved this with an average 0.02% incidence of Inpatient (including 
community wards) acquired Catheter Acquired Urinary Tract infections. We aim to 
maintain or improve on this performance in 2017/18 

 

Reducing the number of falls and falls with injury.  

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

In 2016/17 we achieved this with an average 0.59% 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 for all inpatients (including 
Community wards). 
 
In 2016/17 we achieved this with an average 0.12% incidence of number of new 
VTE risk assessments not being completed using the Safety Thermometer data. 
 

 
 
The Trust also records assessment of all inpatients (including Community wards) 
requiring a VTE risk assessment on Lorenzo, and this data is produced by ward to 
ensure that compliance is monitored daily. The tables below demonstrate the 
continued year on year improvement.  
 

2015/16 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Average 
Recorded 

Risk 
assessment 

on PAS 
system 

96.8% 97.1% 97.4% 96.8% 96.1% 97.0% 96.3% 96.4% 96.5% 96.1% 96.1% 96.3% 96.6% 

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

 
2016/17 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Average 
Recorded 

Risk 
assessment 

on PAS 
system 

96.2% 96.0% 96.0% 97.7% 97.6% 97.7% 97.7% 97.1% 97.6% 97.7% 97.9% 97.5% 97.23% 

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

 

  

NHS Outcome framework 5: Treating and caring for people in a safe 
environment and protecting them from avoidable harm.  
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Tameside and Glossop Integrated Care NHS Foundation Trust consider 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. 

 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 
2015/

16 

Q2 
2015/

16 

Q3 
2015/1

6 

Q4 
2015/

16 

Q1 
2016/

17 

Q2 
2016/

17 

Q3 
2016/

17 

Rank in 
most 

recent 
reporting 

period 

THFT Risk assessment rate 
97.1% 96.7% 96.4% 96.2% 96.1% 97.7% 97.2% 45/159 

Lowest Nationally 
86.1% 75.0% 61.5% 78.1% 80.6% 72.1% 76.5% n/a 

Highest Nationally 
100% 100% 100% 100% 100% 100% 100% n/a 

National average 
96.0% 95.9% 95.5% 95.5% 95.7% 95.5% 95.6% n/a 

 
Tameside and Glossop Integrated Care 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 continued year on year 
improvement demonstrable in 2017/18.  
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Infection Prevention and Control – MRSA bacteraemia  

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

 

Tameside and Glossop Integrated Care NHS Foundation Trust 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 Service Acquired MRSA cases and has a zero 

tolerance approach to these. In year the Trust recorded 2 Hospital cases and 5 

community cases none of these have been identified as avoidable cases.  

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 with the zero 

tolerance approach.  

 
 
Tameside and Glossop Integrated Care NHS Foundation Trust aims to continue to 
achieve a reduction in the rate of numbers of MRSA Bacteraemia working to 
achieving ‘zero’. We will improve our performance by a number of actions included 
in the 2016-18 HCAI Whole Health Economy (WHE) Strategic Objectives Action 
Plan: 
 

 Continuous surveillance of MRSA bacteraemia throughout the WHE 

 Prompt identification, isolation and monitoring of MRSA bacteraemia patients 

 Review of all Whole Health Economy 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 

 Management of antibiotics  
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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 and Glossop Integrated Care NHS Foundation Trust aimed to achieve or 

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

creating the conditions for further reductions for subsequent years. We have not 

achieved this in 2016/17. We reported 30 cases (11 avoidable) against the NHSE 

trajectory of 46. In 2017/18 we aim improve on this positon. In 2016/17 we 

commenced provision of community services. In these services we identified 32 

cases (8 avoidable) of C difficile against an NHSE trajectory of 52.  

 
 
The national benchmarking identifies how the Trust compares nationally for 
inpatients:  
 
 Rate of C difficile per 100,000 bed days for patient aged 2 years and over 

 

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

Rank in most 
recent 

reporting 
period 

National rate 22.3 17.4 14.7 15.0 14.9 n/a 

Tameside  
(Trust apportioned) 

53.3 21.6 32.5 24.4 12.7 63/154  

Best performing  
nationally 

0.0 0.0 0.0 0.0 0.0 n/a 

Worst performing  
nationally 

58.2 31.2 37.1 62.6 66.0 n/a 

 

Tameside and Glossop Integrated Care 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 
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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 being assertively 
addressed. 

Tameside and Glossop Integrated Care 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 

 Strict Antimicrobial  prescribing  

 Review of all Whole Health Economy 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 and Glossop Integrated Care 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 bacteraemia 

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

E Coli  

MSSA  

 

Tameside and Glossop Integrated Care NHS Foundation Trust 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 2016/17 

 Acute Acute Acute Acute Community 

E Coli 
Bacteraemia: 

23 27 30 25 144 

MSSA 
Bacteraemia: 

13 6 15 9 30 

 

In 2016/17 the Trust has reported reductions in the number of infections for both 

MSSA and E Coli in the Acute areas from those reported in 2015/16. The Trust  HAS 

set an expectation to see a reduction of  10%  in MSSA and E-Coli bacteraemia 

across the whole Trust 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 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 
 
We have increased the incidents reported to NRLS further in 2016/17 by 14% in the 
comparable period last year as part of an assertive programme of ensuring incidents 
are reported. In part this is due to the provision of Community services. However, the 
underlying trajectory for this Trust is increasing year on year. 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 
2014 – 
March 
2015 

April - 
September 

2015 

October 
2015 – 
March 
2015 

April - 
September 

2016 

Rank in most 
recent reporting 

period 

Tameside & Glossop Integrated 
Care NHS Foundation Trust  

34.01 50.68 51.04 57.29 11 

Highest value for Acute Non 
specialist Trusts 

82.21 74.67 75.91 71.81 n/a 

Lowest rate for Acute Non 
specialist Trusts 

3.57 18.07 14.77 21.15 n/a 

 
 
 

 
 

NHS Outcome framework 5: Treating and caring for people in a safe environment and 
protecting them from avoidable harm.  
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% of incidents with Moderate, 
Severe and death reported 

October 
2014 – 
March 
2015 

April to 
September 

2015 

October 
2015 – 
March 
2016 

April - 
September 

2016 

Rank in most 
recent reporting 

period 

Tameside & Glossop Integrated 
Care NHS Foundation Trust  

0.78% 1.4% 1.3% 0.9 12 

Highest % for Acute Non 
specialist Trusts 

36.08% 31.1% 15% 11.6 n/a 

Lowest % for Acute Non 
specialist Trusts 

0.31% 0.29% 0.5% 0.4 n/a 

National Average  4.34% 3.55% 3.1% 2.8% n/a 
 

 

 
Tameside and Glossop Integrated Care NHS Foundation Trust considers that this data 
is as described because of the assertive action taken to increase the number of 
incidents 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 and Glossop Integrated Care 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 and Glossop Integrated Care 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  0.5 0.6  

Decubitus Ulcer  38.8 48.2  

Deaths after Surgery  97.0 99.0  

Infections associated with central line   0.0 0.0  

Postoperative hip fracture   0.1 0.1  

Postoperative Haemorrhage or Haematoma  0.4 0.4  

Postoperative Physiologic and Metabolic 
Derangement  

0.0 0.1  

Postoperative respiratory failure  0.1 0.8  

Postoperative pulmonary embolism or deep 
vein thrombosis  

1.6 2.0  

Postoperative sepsis  12.0 9.7 
 

Postoperative wound dehiscence  0.0 0.9  

Accidental puncture or laceration  0.6 1.2  

Obstetric trauma - caesarean delivery 1.8 3.8  
As at March 2017 

POST OPERATIVE SEPSIS 

We identified in year that we were an outlier for post-operative sepsis. We have taken 
action to improve this from our local monitoring we believe this has been achieved.   

 

We also pledged to  

 Implement and deliver the Trust Safety plan for 2017/18 measuring and 
monitoring safety objectives across the Trust. The metrics reported in this 
Quality account are evidence of this achievement. 
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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 our Friends & Family Test response 
rates by a further 5% on the national trajectory.  

 

 
 
We have not achieved this. We have revised our patient experience strategy and set 
objectives in 2017/18 to achieve the following response rates  
 

 All in-patient areas to achieve a 30% response rate. 

 Maternity to achieve a 30% response rate. 

 ED to sustain the 25% response rate. 

 Adult community services to achieve a 95% positive response rate. 

 Children’s community services to achieve a 95% positive response 
rate. 

 Out-patients to achieve a 20% response rate 

 All areas to achieve 95% positive response rating. 
 
 
We also pledged to see improvement in patient experience percentage 
recommended scores improving. We have achieved this for in the Inpatient and 
Maternity and maintained our score for A&E.  
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We have revised our patient experience strategy and the revised expectations are 
identified in the objectives set an expectation for all areas to achieve 95% positive 
response rating. 
 
National Benchmarking demonstrates 

Inpatient Friends and Family test 

Friends and Family Inpatient 
response rate 

Dec 16 Jan 17 Feb 17 Mar 17 

THFT response rate 34.6% 37.3% 36.3% 27.67% 

Rank 31 / 173 25 / 173 36 /172 83 / 172 

Worst performing trust 4.9% 3.8% 4% 2.4% 

Best performing Trust 96.7% 95.5% 100% 79.4% 

England average 22.6% 23.6% 25.1% 26.1% 

Friends and Family Inpatient 
percentage recommended 

       

THFT percentage recommended 96% 96% 97% 98.24% 

Rank 92* /173 103* / 173 76* / 172 35 /172 

Worst performing trust 76% 80% 76% 82% 

Best performing Trust 100% 100% 100% 100% 

England average 95% 96% 96% 96% 

 

Accident and Emergency Friends and Family test 

Friends and Family A&E 
response rate 

Dec 16 Jan 17 Feb 17 Mar 17 

THFT response rate 19.3% 25.9% 21.9% 18.13% 

Rank 23 /141 5 / 141 21 / 141  42 /141 

Worst performing trust  0.3% 0.5% 0.7% 0.3% 

Best performing Trust  43.3% 44.4% 45.5% 44% 

England average 11% 12.3% 12.7% 12.9% 

Friends and Family A&E 
percentage recommended  

       

THFT percentage recommended 79% 86% 87.1% 82.52% 

Rank 124*/ 141 93*/ 141 95* / 141 117 / 141 

Worst performing trust  58% 45% 48% 46% 

Best performing Trust  100% 100% 100% 100% 

England average 86% 87% 87% 87% 

* = Joint Ranks 
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Tameside and Glossop Integrated Care 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 and Glossop Integrated Care 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.   
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Complaints and Concerns Monitoring 

The percentage of total cases closed within an agreed time or negotiated extension 
of time frame is 94% at the end of March 2017.  

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 600 in 
2013/14 to  

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

 We continue to show openness and 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 be maintained as 
demonstrated below 

 

NHS Outcome framework 4: Ensuring that people have a positive 
experience of care  
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And have managed the backlog of ongoing cases. 

 

The table above shows the average number of ongoing complaints not yet 
responded to on a quarterly basis. The increase in Quarter 4 2016-17 is due to staff 
changes and revised skill mix of staff from December 2016. We expect to see less 
than 80 ongoing KO41 complaints as our average in 2017-18. 

We pledged to reduce the number of complaints per 1000 patient contacts to below 
1.15. We have achieved this in 2016/17. We have seen a small increase in the 
number of complaints in 2016/17 in line with what was expected as we now provide 
community services. 

 2012/13 2013/14 2014/15 2015/16 2016/17 

Number of K041 complaints received 403 450 532 445 450 

Complaints per 1000 patient contacts 
across the Trust including community 
services  

1.15 0.95 1.11 0.80 0.52 

 

Month 
Apr-
16 

May-
16 

Jun-
16 

Jul-
16 

Aug-
16 

Sep-
16 

Oct-
16 

Nov-
16 

Dec-
16 

Jan-
17 

Feb-
17 

Mar-
17 

Complaints 
per 1000 
contacts 

0.53 0.41 0.45 0.61 0.48 0.69 0.44 0.46 0.39 0.61 0.57 0.57 
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Compliments  
 
We pledged to increase in the number of recorded compliments per 1000 patient 
contacts by 25% from the baseline of 4092 in April 2016.  
 
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 2016/17 we captured a total of 8837 compliments. This equates to 19.64 
compliments for every K041 complaint received. This is an increase of 46.8% since 
16/17. 

 

 
Apr 
16 

May 
16 

Jun 
16 

Jul 16 
Aug 
16 

Sep 
16 

Oct 
16 

Nov 
16 

Dec 
16 

Jan 
17 

Feb 
17 

Mar 
17 

Number of 
compliments 
received 

472 513 746 710 762 613 717 637 1032 867 877 891 

Compliments 
per 1000 
patient Trust 
contacts  

5.94 6.83 9.86 10.03 10.74 8.43 9.94 8.40 15.52 12.22 13.27 12.73 

Compliments 
to 
complaints 
ratio 

11.24 16.55 21.94 16.51 22.41 12.26 21.73 17.69 39.69 20.16 23.08 22.28 

 
 
In 2017/18 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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Responsiveness to the patients personal needs 

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

The results of the 2016 In-patient Survey are based on responses from patients 

discharged in July and August 2016.  

 

Section  2013 Survey 2014 Survey 2015 Survey 2016 Survey 

The A&E department About the same About the same About the same 

Not available 

nationally at 

the time of the 

publication 

Waiting list and Planned 

admissions 
About the same About the same About the same 

Waiting to get a bed on a 

ward 
About the same Worse Worse 

The Hospital and Ward About the same About the same About the same 

Doctors About the same Worse Worse 

Nurses About the same About the same About the same 

Care and Treatment About the same About the same About the same 

Operations and 

procedures 
About the same About the same About the same 

Leaving Hospital About the same About the same About the same 

Overall view and 

experience 
About the same Worse About the same 

 

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 72.6  

England Average score 75.6 76.5 76.9 76.6 77.3  

Greater Manchester Average score 75.8 77.0 77.5 77.0 77.0 

Ranking in Greater Manchester 
hospitals  

10
th
 8

th
 7

th
 9

th
 9

th
 

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 and Glossop Integrated Care NHS Foundation Trust considers that this 

data is as described because of the feedback received from Patients, and the 

improvement achieved due to the improvement and patient safety work undertaken.   

  

Tameside and Glossop Integrated Care 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 March 2017 is shown below 
 

 
 

Referral-to-Treatment  

In this 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 2016, and has continued 
to do this throughout 2016/17.  
 

The Four-hour Target 

The Trust did not meet the emergency access four-hour standard in any quarter of 
2016-17. Performance has been constrained by high levels of bed occupancy and 
patient acuity.  Our performance against the 95% standard has been a challenge all 
year. The Trust has engaged with stakeholders and implemented the NHSI best 
practice guidance to enable admission avoidance and facilitate early discharge, and 
plans to develop this work further as described in section 2 of the Quality account as 
part of the service transformation work being undertaken and the health-economy 
implementation plan.   
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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 2016/17. 

Measure 
Target 

% 

YTD  

% 

Two-week wait 93 96.3 

Breast symptomatic target 93 96.7 

31-day target 96 99.8 

Subsequent 31-day target (Chemo) 98 100 

Subsequent 31-day target (Surgery) 94 100 

62-day target (CWT) 85 89.7 

Upgrade 62-day target 85 87.1 

NHS Cancer Screening Programmes(62-days) 90 100 

 

 
 

Cancer composite indicator number achieved out of 8  

 
 

The Trust aims to maintain compliance with all national and local performance 
standards as identified in the Trust Objectives for 2017/18. 

  

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  

 
During Autumn 2016 the Trust participated in the annual staff survey.  The survey 
was sent out to a random sample of 1250 eligible staff, 487 staff took part in the 
survey providing a response rate of 39%. The average response rate for all NHS 
Trusts was 44%.   
 
T&GICFT has been placed in a different benchmark group than last year that of 
Combined Acute and Community Trusts due to the transfer in of Community Staff 
from Stockport NHS Foundation Trust. 
 
The results are extremely positive with 26 of the 32 areas classed as better than 
average when compared to other Combined Acute and Community Trusts, 4 areas 
are classed as average and only 2 areas are worse than average.   
 
We have maintained 29 of our previous year’s scores and have improved on three 
areas.  We have no significant deteriorations from our 2015 scores 
 
 
TOP AND BOTTOM RANKING SCORES 
 
This highlights the Key findings where the Trust compares most favourably 
with other combined acute and community trusts (CA&CT) in England 
 

TOP FIVE RANKING SCORES 
Trust Score  

2016 
National 

Average for 
CA&CT 

KF8. Staff satisfaction with level of responsibility and 
involvement  
(Higher score the better) 

4.08 3.92 

KF9. Effective team working  
(Higher score the better) 

3.94 3.78 

KF31. Staff confidence and security in reporting unsafe 
clinical practice 
(Higher score the better) 

3.87 3.68 

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

83% 67% 

KF4. Staff motivation at work  
(Higher score the better) 

4.06 3.94 
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This highlights the Key findings where the Trust compares least favourably 
with other acute and community trusts in England 
 

BOTTOM FIVE RANKING SCORES 
Trust Score  

2016 
National 

Average for 
CA&CT 

KF18. Percentage of staff attending work in the last 3 
months despite feeling unwell because they felt pressure 
from their manager, colleagues or themselves.   
(Lower score the better) 

61% 55% 

KF23. Percentage of staff experiencing physical violence 
from staff in last 12 months  
(Lower score the better) 

2% 2% 

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

26% 26% 

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

13% 13% 

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

70% 71% 

 
 
Significant Improvements – this highlights the areas where staff experience 
has shown a statistical significant improvement since 2015 
 

Significant Improvements 
Trust Score 

2016 
Trust Score  

2015 

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

27% 
 

35% 

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

26% 

 
 

33% 

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

70% 
 

77% 

 
Significant deteriorations - no scores showing a statistical significant deterioration.  
 
Overall Staff Engagement  -  Above better than average 
 
Trust Score 2016 Trust Score 2015 National Average for CA&CT 

 
3.95 

 
3.94 

 
3.80 

 
Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the 
organisation as a place to work or receive treatment”. 
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Your Trust in 2016 

Average (median) 
for combined 

acute and community trusts 

Q21a "Care of patients / service users 
is my organisation's top priority 

83% 75% 

Q21b "My organisation acts on 
concerns raised by patients / 
service users 

81% 73% 

Q21d "If a friend or relative needed 
treatment, I would be 
happy with the standard of care provided 
by this 
organisation 

71% 68% 

KF1. Staff recommendation of the 
organisation as a place to 
work or receive treatment 

 
3.92 

 
3.71 

 

 
The Trust benchmarked performance with others demonstrates  

Staff survey Q21a, 21c and 21d  
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 

2014 2015 2016 

Tameside 3.70 3.94 3.92 

Rank 61/138 16/99 7/39 

Worst performing trust  3.00 3.30 3.32 

Best performing Trust  4.20 4.10 4.20 

 
Tameside and Glossop Integrated Care 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 and Glossop Integrated Care 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 Trust wide improvement programme agreed with key 
stakeholders and progress monitored by the Trust board.   Specifically: 
 
The results of the 2016 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 PLANNING FOR 2017 
 
The NHS Staff Survey provides an opportunity to build up a picture of staff 
experience and, with care, to compare and monitor change over time and to identify 
variations between different staff groups. Obtaining feedback from staff is vital for 
driving real service improvements in the NHS.  
 
The results of the 2016 survey will be disseminated to through the usual 
communication mechanisms and Divisional teams.  
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In addition, an engagement plan is to be developed with staff in the Estates & 
Facilities (Catering, Portering, Domestic and Estate) team – given the scores for this 
area. We know this cohort of staff do not typically use email or have access to a PC 
and therefore an alternative  engagement strategy with specific focus on improved 
communication using poster campaigns and different communication media will be 
used as a means of reaching these staff groups. 
 
 
Clearly the focus will be to understand the two areas where we have scored below 
average. These two areas are a recurring theme and therefore it is important that we 
address these two areas of concern. These two areas along with the bottom five 
scores will be a focus during the next six months. Actions will include:  
 

 Ongoing service improvements to include workforce planning, staff 
engagement and consultation. 

 Regular audits of the recruitment process to ensure staff continue to be 
recruited to vacancies in a timely manner. 

 Roll out of the Trust’s Health and Wellbeing Action plan for 2017 which 
includes focus on improved awareness by maximising modern 
communication networks and up to date technologies, continued leadership 
development and the provision of resilience tools through the introduction of 
Mindfulness techniques and change management sessions. 

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

 
Overall engagement for the Trust this year was a pleasing 3.95 which was higher 
than average for combined Acute and Community Trusts however when looking 
specifically at Staffs recommendation of the Trust as a place to work or receive 
treatment  we scored 3.91 whilst this is a higher than average score when compared 
to combined acute and community Trusts when comparing this to our neighbours 
and across all organisations the highest score received was 4.84 and therefore there 
will be a focus to continue improving the staff engagement,  particularly with our 
community colleagues and those staff in Domestics and Portering who have recently 
transferred in to the Trust.  
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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. 

 

 
 

Percentage  
Apr-
16 

May
-16 

Jun-
16 

Jul-
16 

Aug-
16 

Sep-
16 

Oct-
16 

Nov-
16 

Dec-
16 

Jan-
17 

Feb-
17 

Mar-
17 

Registered Nurse 
percentage of shifts 

filled – DAY 

93.5
% 

91.1
% 

89.3
% 

88.7
% 

87.6
% 

88.5
% 

90.9
% 

91.7
% 

90.5
% 

90.2
% 

91.1
% 

89.9
% 

Registered Nurse 
percentage of shifts 

filled - NIGHT 

91.1
% 

99.7
% 

98.1
% 

98.3
% 

94.9
% 

97.5
% 

96.3
% 

105.
0% 

98.4
% 

99.4
% 

98.5
% 

97.7
% 

Care Staff percentage 
of shifts filled DAY 

107.4
% 

98.6
% 

100.
8% 

106.
2% 

100.
6% 

99.6
% 

97.7
% 

102.
0% 

102.
2% 

104.
2% 

102.
0% 

99.0
% 

Care Staff percentage 
of shifts filled NIGHT 

113.2
% 

107.
1% 

109.
5% 

110.
0% 

105.
7% 

112.
4% 

111.
0% 

116.
0% 

111.
6% 

115.
2% 

113.
6% 

112.
7% 
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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) 
 

PLACE is the Patient Led Audit of the Care Environment and covers a number of 

areas: Environment, Cleanliness, Food, Condition, Appearance and Maintenance, 

Dementia and Privacy, Dignity and Wellbeing and for the first year Disability was 

also reviewed.  Staff and Volunteers are split into groups and choose which areas to 

audit.  This ensures that as many areas as possible are audited and also means that 

the audits are led by the volunteers. 

In 2016 we had a large number of new volunteers joining us for the PLACE 

assessments as well as a large number of volunteers who had helped on previous 

PLACE  Audits. 

The scores in all areas increased from previous years and in all cases were either 

very close to or exceeded the national average scores from the previous year and 

the current year. 

The graph demonstrates the Tameside and Glossop Hospital site, Shirehill Hospital 

and the Trust Average  against the national average.  

PLACE 2016 
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Turnaround times for Outpatient clinic letters  

In the 2016/17 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 and over 90% are generated 
within 5 days in January to March 2017.    
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Patient Outcomes 

PROMS (Patient Reported Outcome Monitoring) 

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

The Trust continues to participate in the Patient Reported Outcome monitoring 
measures identified below. The information provided demonstrates the Trust 
Performance compared to the national benchmarking which demonstrates that in the 
main patients are reporting benefits from the outcome of the procedures reviewed  
 
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. This is the case for all data reported below. In 
some areas the data we provide during part of a year is too small to be evaluated 
separately, but will be included in the national average.   
 

 Groin Hernia 2013/14 2014/15 2015/16 Apr – Sep16 

TGH  EQ5D Adjusted Average Health Gain 
Sample size too 

small 
0.116 0.078 

Sample size too 
small 

England average  EQ5D Adjusted Average 

Health Gain 
0.085 0.084 0.088 0.089 

Hip Replacement 2013/14 2014/15 2015/16 Apr –Sept 2016 

TGH  EQ5D Adjusted Average Health Gain 0.372 0.421 0.395 
Sample size too 

small 

England average  EQ5D index Adjusted 

Average Health Gain 
0.436 0.436 0.438 0.449 

 Knee Replacement  2013/14 2014/15 2015/16 Apr –Sept 2016 

TGH  EQ5D index Adjusted Average 

Health Gain 
0.268 0.322 0.278 

Sample size too 
small 

England average  EQ5D index Adjusted 

Average Health Gain 
0.259 0.315 0.320 0.337 

Varicose Veins 2013/14 2014/15 2015/16 Apr –Sept 2016 

TGH  EQ5D index Adjusted Average 

Health Gain 
0.082 

Sample size too 
small 

0.088 
Sample size too 

small 

England average  EQ5D index Adjusted 

Average Health Gain 
0.093 0.094 0.095 0.099 

 

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  

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

 

 

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 2016/17 

 
 
The Quality Account requires us to benchmark 28 day readmissions, and these are 
set out in the table below but have not been available nationally to report on   
 

 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
Comparison 
v. National  

Improvement 
Banding  

Age 16+     

Tameside 11.84 12.47 
Data not 
available  

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  

Data not 
available  

Worst 
nationally 

12.70 15.11 
Data not 
available  

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  

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  

Data not 
available  

Worst 
nationally 

12.75 14.87 
Data not 
available  

Data not 
available  

Data not 
available  

Data not 
available  

Data not 
available  

Data not 
available  
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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 and Glossop Integrated Care 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 and Glossop Integrated Care 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 issue 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 has remained within normal limits 
during the year and the SHMI indicator score has reduced and has been within the 
“as expected” banding for the last two reporting periods and we anticipate that this 
position will be maintained 

 
SHMI – Summary Hospital-level Mortality Indicator 

SHMI 

Apr 14 – 
Mar 15 

Jul 14 – 
Jun 15 

Oct 14 – 
Sep 15 

Jan 15 – 
Dec 15 

Apr 15 – 
Mar 16 

Jul 15 – 
Jun 16 

Oct 15 – 
Sep 16 

113.00 116.00 114.00 115.00 114.00 110.00 111.00 

 

HSMR – Mortality Rate All Diagnosis 

HSMR 

Jul 15 – 
Jun 16 

Aug 15 – Jul 
16 

Sep 15 – 
Aug 16 

Oct 15 – 
Sep 16 

Nov 15 - 
Oct 16 

Dec 15 – 
Nov 16 

Jan 16 – 
Dec 16 

91.21 94.46 94.04 95.16 94.59 92.72 93.05 
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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.  

 Ensure that we report on our learning from deaths  

 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 and Glossop Integrated Care 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 and Glossop Integrated Care 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 

0.0%

0.5%

1.0%

1.5%

2.0%

2.5%
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stakeholders and progress monitored by the Trust board, and in addition a work 
programme including: 

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

Indicator 2012/13 2013/14 2014/15 2015/16 2016/17 

Tameside Palliative Care 
coding rate  

4.8% 3.3% 3.5% 3.3% 3.45% 

National Palliative Care coding 
rate  

2.6% 3.3% 3.1% 3.3% 3.55% 

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

 April 12 – Mar 

13 

July 12 – 

June 13 

October 14 – 

Sept 15 

Tameside 24.7% 23.0% 18.5% 

Highest Nationally 44.0% 44.1% 49.2% 

Lowest  nationally 0.0% 0.0% 0.0% 

National average 20.4% 20.6% 20.6% 

The Table below demonstrates the current SHMI 

 2012 2013 2014 2015 2016 

Tameside 118 112 118 114 110 

Best Nationally 71 63 60 65 69 

Worst nationally 125 116 120 118 116 
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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 
2016/17 

Performance 

Failure of the safer-surgery process 0 0 0 

StEIS Serious Incidents reported 36 27 30 

Duty of Candour breeches 0 0 0 

Never events reported  2 1 0 

Coroners Section 28 letters 8 7 2 
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Trust Corporate Objectives 2017/18 

Objective Success Criteria 

1 

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

 We will maintain compliance with the CQC 
Fundamental Standards of Care  

 We will maintain our  overall CQC ratings at good 
and aspire to gain outstanding ratings in future 
service  inspections   

 We will maintain and or increase our incident 
reporting rate per 1000 bed days and aim to be in the 
top 25% of Trusts 

 We will minimize levels of severe and catastrophic 
harm and be below the national average of 1% 

 We will ensure our patient safety programme work 
streams uses metrics for anticipating and predicting 
potential future harm in at least  five  of the work 
streams for 2017/18  

 We will achieve the identified CQUIN metric related 
to patient safety  

 We will maintain or improve the completed eligible 
VTE risk assessment at an 98% or above 

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

 We will continue to ensure learning from Deaths is 
part of the organisational learning and reported in 
line with the national requirements.  

2 

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

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

 We seek to increase the number of recorded 
compliments and improve the Compliments to KO41 
Complaints ratio by a further 20% to 40% from the 
Q4 2014/15 baseline. 

 (PROMS) Patient reported outcomes continue to be 
reported on for a range of conditions. We will 
improve our participation rates for Hip and Knee 
procedures for questionnaires issued by the Trust 
from the March 2017 baseline and aspire to be better 
than the national average.  

 We will improve our organisational PLACE Scores 
reported in 2017 to be at or above the 2016 national 
average reported scores: Cleanliness 97.57, Food 
and Hydration 88.49, Privacy, Dignity and Wellbeing 
86.03, Condition, Appearance and Maintenance 
90.11 and dementia 74.51 
 

The 2017/18 annual improvement measures for Patient and 
Service User Experience described in the Strategy are: 
Friends and Family Test 

 All in-patient areas to achieve a 30% response rate. 

 Maternity to achieve a 30% response rate. 

 ED to sustain the 25% response rate. 

 Out-patients to achieve a 20% response rate. 

 All areas to achieve 95% positive response rating.  

 Adult community services to achieve a 95% positive 
response rate. 
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Objective Success Criteria 

 Children’s community services to achieve a 95% 
positive response rate. 

NHS Survey 

 Reduction in disturbance from noise in the in-patient 
environment. 

 Improved levels of support at mealtime. 

 Improved involvement in decision making 
Active Patient Pathways 

 A minimum of 70 patients / service users on active 
pathways have been spoken to and their feedback is 
being presented to the Patient Experience Group. 

3 

 
To develop our staff and future 
workforce to support the 
integration and transformation of 
our services whilst ensuring we 
recruit and retain talented 
individuals. 
 

 We will achieve the identified CQUIN metrics related 
to staff welfare  

 We will deliver organisational development sessions 
across the whole system to underpin delivery of 
integration. 

4 

 
To continue to align and redesign 
our hospital, community, social 
care, primary care, mental health 
and voluntary/community sector 
services in order to facilitate our 
integrated neighbourhood 
approach. 
 

 We will establish a senior managers forum across 
health and social to understand services and 
opportunities and co-dependencies 

 We will establish new structures and governance 
frameworks to support the neighbourhoods, with 
leads from both health and social care. 

 We will align existing health and social care services 
which provide short term interventions to our patient 
and provide a link between acute care and 
neighbourhood services into an intermediate tier. 

 Co-locate the intermediate tier into a single location 
within a community setting to facilitate integrated 
working. 

 We will simplify access to our services and ensure 
effective use of resources through; 

o The introduction of a single point of contact 
for all intermediate tier services. 

o The delivery of the national e-referral 
programme for all outpatient appointments. 

 Introduce GP streaming within our ED department to 
ensure patients requiring access to urgent care are 
treated in a timely manner by services most 
appropriate for their needs. 

 Provide a due diligence report to the Trust Board on 
the transfer of Social Care services and 
Commissioner led services which facilitates a 
decision on the potential transfer of services from the 
Local Authority and Single Commissioner. 

5 

To develop and support our five 
primary care neighbourhood hubs 
and key partners to enable them 
to deliver new integrated service 
models in order to improve user 
patient outcomes through support 
people: 

 

 To prevent ill-health and live 
healthy, independent lives 

 We will introduce and embed person centred care 
approaches and support planning and Patient Activation 
for people with long term conditions;  

 We will systems are fully in place to support people to 
access ‘more than medicine’ services through social 
prescribing within every neighbourhood. 

 We will co-locate neighbourhood teams into a single 
location within each neighbourhood. 

 We will continue to work with the public sector partners 
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Objective Success Criteria 

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. 

to develop community hubs which provide easier 
access to joined up services within their communities. 

 We will continue to work with health, mental health and 
social care partners to deliver a core service offer and 
develop new service models to meet the specific needs 
of the communities they service. 

6 

 
To deliver against the required 
local/national regulatory 
frameworks and standards, in 
addition to securing the most 
effective and efficient use of 
resources to deliver services that 
we provide directly or indirectly 
through out partner organisations. 

 

 We will achieve the identified CQUIN metrics 

 We will maintain compliance with the CQC 
Fundamental Standards of Care and maintain our  
overall CQC ratings at good and aspire to gain 
outstanding ratings in future service  inspections  

 We will continue to ensure learning from Deaths is 
part of the organisational learning and reported in 
line with the national requirements.  

 We will ensure financial and Trust Efficiency saving 
plans are delivered against agreed improvement 
trajectories 

 We will ensure key performance metrics/standards 
are delivered in accordance with national 
requirements 

 Achieve the Trust financial plan for revenue, capital 
and cash. 

 Delivery of audited annual accounts submitted 
within required timescales. 
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Comments from Other Agencies 
on the 2016/17 Quality Account 
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Statement from Tameside and Glossop CCG  

 
Tameside & Glossop Single Commission welcome the opportunity to comment on 
the quality of services provided by Tameside Integrated Care Foundation Trust. 
 
Over the past year, together with other strategic partners, we have worked with 
colleagues across the organisation to support the delivery of quality and patient 
safety improvements within the Trusts services. The continued improvement journey 
has resulted in the Trust receiving a Good rating from the Care Quality Commission 
(CQC) following an inspection in August 2016. The CQC recognised the significant 
improvements the Trust had made since its previous inspection. 
 
Tameside & Glossop Single Commission have continued to work closely with The 
Trust to monitor the quality of services provided via contract meetings and monthly 
meetings focussed on quality and patient safety. The Single Commission Director of 
Nursing & Quality has been invited as a regular participant to the Trusts internal 
quality and governance forum and participated within The Trusts quality walk 
rounds. The Single Commission would like to acknowledge the continued level of 
transparency and openness demonstrated at these meetings by the Trust. 
 
Patient safety 
Within the quality account, the Trust outlines how they continue to work towards 
improvements in patient safety by the implementation of the Trust Sign up to Safety 
campaign. The Single Commission acknowledges the considerable improvement 
work the Trust has led in pressure ulcer prevention across the health and social care 
economy. Managing the deteriorating patient, reducing falls and increasing VTE and 
nutritional assessments for eligible patients. We also commend the continued work 
on medicines management, antibiotic stewardship and infection prevention. 
 
The Single Commission would like to specifically acknowledge the considerable 
work the Trust has engaged in learning from mortality and the implementation of 
mortality reviews for people with a learning disability. The culmination of this focus 
on mortality and correctly recording individuals presenting issues has seen in the 
past year a significant improvement in the Trusts mortality index. 
 
Patient experience 
The Single Commission acknowledge that there has been significant improvement in 
patients experience of services received within The  Trust. Where there are areas of 
improvement to increase response rates to the Friends and Family Test, there are 
improvement plans in place which the Single Commission will monitor via the quality 
and contract meetings. We would like to highlight the considerable work The Trust 
have focussed on Stroke performance and the quality of the patient experience in 
this area.    
 
Staffing and Culture 
The Trust have received extremely positive results from the annual staff survey. 
Commendably the Trust maintained 29 of their previous year’s scores and has 
improved in three areas and has had no significant deteriorations from their 2016 
scores. 
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Patient Outcomes 
The Trust has continued to participate in both national and local clinical audits, 
learning from these audits is implemented in practice and shared with the Single 
Commission. The Trust continues to focus on NHS outcome Framework 5: Treating 
and caring for people in a safe environment and protecting them from avoidable 
harm via their Sign Up to Safety campaign. 
 
Areas for improvement 2017/18 
Tameside & Glossop CCG will continue to work with the Trust to support them in 
maintaining their overall CQC rating as good.   
 
The Single Commission would like to see the Trust continue to deliver good quality 
care to patients. 
 
The Single Commission would like to see improvements made in the following 
areas: 
 
Referral to treatment times, A&E performance and 4 hour targets and delayed 
transfer of care.  We acknowledge that they remain a challenge and will continue to 
support this as a system. 
 
The Single Commission would like to see further progress on the integration and 
transformation of Community Services  
 
The Single Commission would like to see greater focus on patient outcome 
measures reflected in quality reporting going forward. 
 
In conclusion the Single Commission feel the Trust has demonstrated their 
commitment to quality and patient safety in their improvement journey. This 
commitment has been recognised by the regulators and culminated in a Good rating 
by the CQC. We thank The Trust for the honest and open culture fostered within the 
organisation and their continued focus on putting patients first. We look forward to 
seeing the transformation of The Trust on its integration journey and the continued 
focus on quality improvement. 
 
 
Steven Pleasant MBE 
Chief Executive, TMBC and Accountable Officer, CCG 
22nd May 2017 
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Statement from the Healthwatch  

 

Healthwatch Tameside value our detailed partnership work with TGICFT and our 

ability to input into service improvements. We have strong relationships for this work 

from the CEO through to an operational level. 

It is very positive that we have recently agreed that Healthwatch Champions as well 

as talking to people in either Hartshead or Ladysmith reception areas, can now also 

talk to people in any of the outpatients waiting rooms. This will be implemented this 

summer.  

Summaries of all the stories and information collected by Healthwatch Tameside 

about a service or care provided by the TGICFT are shared on a monthly basis. This 

information is then triangulated with Friends and Family and PALS comments 

received which is a valuable way to process public and patient feedback. This could 

be further improved by ensuring that Healthwatch Tameside hear feedback about 

whether any changes have been made as a result of this information. Posts on 

Patient Opinion (now Care Opinion) are responded to very rapidly which is excellent, 

but again where changes are made, this is not usually recorded online.  

Regarding our work related to complaints handling the letters that we see are 

positive in terms of apologies being evident where necessary. However there could 

at times be improvements in more directly answering the questions raised by 

patients.  

Our staff have attended the Patient Experience Group at the hospital which meets 

bi-monthly and the staff who attend are committed to improving care and the 

services provided. There are new initiatives being discussed regularly which is 

encouraging. What is now vital is gathering evidence of the difference this work 

makes which we can feedback to our members and the public.  

We have also found attendance at the Quality and Assurance Group productive 

though with governance changes it is important that the terms of reference for this 

group are quickly updated to maintain public and patient input. 

In conclusion we are very positive about our work with TGICFT and feel that 

improving the feedback to Healthwatch Tameside, patients and the public about 

improvements to services, especially those improvements linked to patient and 

public engagement, would further strengthen this work. 

 

Ben Gilchrist 
Healthwatch Tameside Chief Executive 
23rd May 2017  
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Statement from the Council of Governors  

 

The Governors again want to acknowledge the significant improvements and 
changes made in the Trust during the year and the integration community services 
with the formation of the Integrated Care Organisation. We are again delighted that 
the improvement was recognised by the CQC and achieving an overall status of 
Good. We are pleased to see evidence of the continued focus on patient safety and 
quality along with transformation of services described in the Quality account. The 
Quality account continues to recognise that the improvement process is a 
continuous one and the further work and objectives to 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 
2016/17. 
 
 
John Philips 
Lead Governor  
24th May 2017   
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Statement from TMBC Health and Well being  

 
I am pleased to note the continual improvement at the trust.  The recent CQC report 

following the visit of the Inspection Team in August 2016 noted the improvements 

that had been made over a relatively short period, the report is a credit to the Chief 

Executive and the Board along with all of the staff at the Trust and recognises the 

improved public perception which demonstrates the appropriate care given to the 

people who rely on the service.  

The partnership between Tameside and Glossop Integrated Care NHS Foundation 

Trust is proving to be a significant, positive way forward for the integration of Health 

and Adult Social Care which has progressed at a steady pace.   

The enthusiasm of all members of staff that have been involved so far is exemplary 

and will be hugely beneficial to the people of Tameside and Glossop.  

May I take this opportunity once again to thank all involved at the Trust on their 

efforts to ensure a very good report.  

Councillor Brenda Warrington  
Executive Member – Adult Social Care and Wellbeing 
22nd May 2017 
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Auditor Assurance Report 
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