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PERFORMANCE REPORT 

 

Annual Report Introduction  

2016/17 has been another very productive year for the organisation. We have progressed at 

pace with our ambition of creating a fully integrated care organisation and, in September 2016, 

we rebranded Tameside Hospital NHS FT into Tameside and Glossop Integrated Care NHS 

FT. This rebrand was a reflection of the organisation’s service strategy.  

It goes without saying that one of the biggest achievements of 2016/17 has been the outcome 

of the most recent inspection by the Care Quality Commission in August 2016. We found out in 

February ’17 that the trust had moved from ‘requires improvement’ to ‘Good’. It cannot be 

underestimated what a wonderful achievement this has been for the organisation. Three years 

ago the trust was placed into special measures following a review of the services by Sir Bruce 

Keogh. Three years on and we can look back and the depth of changes we have achieved 

collectively as a team. The CQC’s report spoke of the ‘significant improvements’ that it has 

seen in the services we deliver and their ‘pleasure’ in moving our overall score to good. This is 

great news for everybody: local community, staff, partner organisations and anybody else 

associated with the trust. It also places us in an excellent position to build upon our ambitions 

integrated care plans.  

One of the priorities this year is to support our integration strategy to facilitate the transfer of 

community services. We are therefore pleased to report that 2016/17 has seen some of our 

integrated care strategy come to life. Some of the exciting developments we have seen over 

the past 12 months include our ‘home first’ project, appointment of ‘extensivists’ to support our 

neighbourhood teams and, most recently, the introduction of our new Digital Health Centre 

which is a fantastically innovative concept that involves the use of Skype as a means of 

observing residents in local care homes who might be feeling unwell and potentially in need of 

a hospital visit.  

In March 2017 we learned of our latest staff survey results (2016) and we are delighted to 

report that we have continued to build upon the excellent work that we began in the 2015 

survey. Not only are our patients benefitting from a much improved service, but our staff are 

also benefitting from an organisation that listens, learns from its mistakes and provides a safe 

environment for staff to work. In fact, we were leading the way amongst our North West peers 
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The purpose of the following section is to offer a summary which provides sufficient 
information to understand the organisation, its purpose, the key risks to the 
achievement of its objectives and how it performed during the year. 

 

About the Trust and summary of 2016/17 

Tameside Hospital was established as a Foundation Trust on February 1st 2008.  The Trust 

operates from the Tameside General Hospital site, which is situated in Ashton–under-Lyne. 

The hospital services a population of approximately 240,000 residing in the surrounding areas 

of Tameside in Greater Manchester, and the town of Glossop in Derbyshire. 

 

The Trust is a self-governing Foundation Trust. The Board of Directors assume management 

responsibility but are accountable for its stewardship to the Council of Governors and 

members.  Our performance is scrutinised by the Foundation Trust regulator Monitor, and 

Care Quality Commission.  

 

On 1 September 2016, and as a result of a public engagement exercise, the organisation 

changed its name to Tameside and Glossop Integrated Care NHS Foundation Trust 

 

Employing approximately 3,700 staff, the trust provides a range of healthcare services one 

would associate with a general hospital and a community services provider. These services 

include general and specialist medicine, general and specialist surgery and full consultant led 

Obstetric and Paediatric hospital services for women, children and babies. 

 

On 1 April 2016, community health care services for the people of Tameside and Glossop, 

formerly managed by Stockport Foundation Trust, came under the management of the Trust. 

This represents a significant step forward towards the development of an Integrated Care 

Organisation (ICO). 

In 2015/16 there were 85,638 attendances to our A&E department, 49,956 inpatient and day 

case spells, and 257,464 attendances to our outpatient clinics. 

The Trust was able to report compliance with the majority of the regulatory targets and has 

generally maintained a strong performance. The Trust did not meet the emergency four hour 

waiting target for any of the quarters during 2016/17.Performance has been constrained by 

high levels of bed occupancy and patient acuity. 
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Tameside and Glossop Integrated Care NHS Foundation Trust contracts mainly with its local 

commissioner, Tameside and Glossop Clinical Commissioning Group (CCG). Approximately 

91.6% of the Trust’s income is derived from a legally binding contract which is agreed between 

the Trust and all its commissioners.   

As described in other sections of this Annual Report, whilst the achievement of some of the 

Trust’s national performance targets has been a challenge, the Trust has always prioritised 

patient safety, patient experience and clinical effectiveness 
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Principal Risks and Uncertainties facing the Trust  

Strategic Challenge  

During 2016/17 the Trust alongside the single commissioners for Tameside and Glossop 

(T&G) submitted their Local Heath Economy Sustainability and Transformation Plan (STP) to 

Greater Manchester, which outlines plans for place based provision of health and social care 

through new models of care and the creation of an integrated care provider. The Strategic plan 

is to now deliver on these proposals in the coming years through the Care Together 

programme structure which is now at the implementation stage.    A Care Together 

Programme Board has been operational for over 12 months and was established to provide 

collaborative oversight on progress of the programme.   

The proposal included creation of a single health and care provider, namely the Tameside 

Hospital NHS Foundation Trust and the transition from acute provider to an Integrated Care 

Organisation (ICO) took place on 1st September 2016 with the Trust becoming Tameside and 

Glossop Integrated Care NHS Foundation Trust (T&GICFT).  The Care Together programme 

submitted a robust Transformational funding bid to Greater Manchester’s transformational 

programme to support the delivery of the schemes.  The plans have been approved by Greater 

Manchester Health and Social Care Partnership (GMH&SCP) and Tameside and Glossop has 

been awarded £23.2m of non-recurrent transformational funding phased over three years, to 

implement key schemes which will ensure significant transformational progress is made in 

2017/18 and 2018/19.   

Two key aspects of the new model of care are the creation of Integrated Neighbourhood teams 

in five localities and Urgent Integrated Care Services (UICS). The Integrated Neighbourhoods 

will bring together health and social care delivery and dramatically improve the coordination of 

care through individual care plans and the sharing of expertise, whilst also building non-

medical support in communities through the voluntary sector that help people manage their 

own health and well-being and to provide alternatives to medical intervention for our residents . 

They will use risk stratification to proactively identify those people with the most significant 

ongoing health and care support needs.  The UICS will have responsibility for looking after 

local people who are in social crisis, or who are seriously unwell. There will be a range of 

services sitting under the UICS including Emergency Department (ED), rapid response team, 

discharge team and intermediate care.   
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Throughout this transition the Trust remains committed to improving patient safety, patient 

experience and patient outcomes through setting challenging targets that will show patients 

that we provide safe, personalised effective care, first time, every time and involving patients 

and the community in our service transformational plans. 

Operational Challenge 

The Trust experienced challenges in delivering the four-hour waiting time target during 2016-

17, but has consistently delivered the referral-to-treatment and diagnostic waiting- time 

standards and the national cancer targets.  

Four-hour-target performance was affected by a number of factors, including lack of available 

bed capacity, during periods of higher-than-anticipated demand, with medical bed occupancy 

consistently at around 96%. The high number of delayed transfers-of-care has also been a 

particular problem, although a significant improvement in this situation was achieved in the last 

few months of the financial year.  

Key schemes in Tameside and Glossop’s programme of health and social care transformation 

include those designed to: reduce hospital admissions; further reduce the number of delayed 

discharges; improve internal emergency- care processes. A number of these schemes are 

expected to support improved performance against the national four-hour standard in 2017-18.  

 
Financial Challenge  
 
The Trust is planning to deliver a deficit of £24.3m (or 11.9% of turnover) in 2017/18, after 

delivering a Trust Efficiency Programme of £10.3m and is planning for a Use of Resources risk 

metric of 3. This position assumes the Trust does not receive any Sustainability and 

Transformation funding (STF).The plan to deliver efficiency savings of £10.3m (5%) is in 

excess of the national efficiency requirement of 2%. The additional savings are required to 

fund financial pressures related to the delivery of the activity plan for 2017/18. These savings 

will be delivered by a number of transformational and other efficiency schemes which cut 

across all the divisions and departments improving productivity and the flow of patients 

through the hospital.  

 

Savings plans are scrutinised by the Trust board and schemes impacting on clinical services 

are subject to the review and approval of both the Medical Director and the Chief Nurse prior 

to implementation to ensure that the quality of patient care is not compromised. 
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More information relating to the Trust’s financial activity may be found in the Financial 

Performance on page 100. 
 
Corporate Objectives 2016/17 
 
Good progress has been made across all of the objectives in the context of a very challenging 

year for the organisation. 

 

A full assessment of the Trust’s end of year position against the 2016/17 six corporate 

objectives may be sourced by accessing the March 2017 report from Trust’s public website. 
 
Corporate Objectives 2017/18  
 
The Trust’s corporate objectives for 2017/18 aim to ensure all patients receive harm free care 

and an improved hospital experience, while developing an integrated service model that will 

ensure clinical and financial sustainability for the Trust. 

The main themes or corporate objectives for the Trust to take forward into the coming financial 

year are as follows:  
CORPORATE OBJECTIVES 2017/18 

 Objective 

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. 

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. 

3 To continue to recruit and retain talented individuals. 
To develop our staff and future workforce to support the integration and transformation 
of our services. 

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. 

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 supporting people: 

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

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

and communities; 
 

 to get easy access to joined-up services in the most appropriate location 
   6 To deliver against the required local/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. 

The board reviews the major risks to the achievement of the organisation’s objectives every 

month using a scoring system based on best practice techniques. The significant risks which 
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concerned the Trust during 2016/17 are explained in detail within the Annual Governance 

Statement page 80. 

 
The Trusts Impact on the Local Environment  
 

Tameside Hospital NHS Foundation Trust recognises that its activities have a significant effect 

on the environment that contributes to climate change and that climate change is a significant 

risk to the future health of our community. As part of our commitment to ensuring the health 

and wellbeing of the local community, the Trust has been working to a Carbon Management 

Plan which sets out the criteria to which the Trust can demonstrate that commitment.  

 

The trust is forecast to spend £1.3m on energy in 2016/17, which is a 16.9% decrease on 

energy spending from last year. The trust has been able to reduce its overall energy use and 

subsequent expenditure by a mixture of negotiating competitive rates from its energy suppliers 

whilst introducing a number of energy efficient projects and raising staff awareness of 

consumption. This has meant the trust’s energy forecast for 2016/17 has also seen its Green 

House Gas emissions reduce in year to 10,693 (CO2e) 

 

In developing plans for capital investment and sustainable practice the Trust recognises that 

there are financial benefits in reducing the use of energy, which in the current, challenging 

financial climate are very important to the organisation whilst at the same time contributing to 

carbon reductions. 
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GOING CONCERN  

 

After making enquiries the Directors have a reasonable expectation that Tameside Hospital 

NHS Foundation Trust has adequate resources to continue in operational existence for the 

foreseeable future.  For this reason they continue to adopt the going concern basis in 

preparing the accounts. 

 

The Trust is planning for a deficit of £24.3m in 2017/18.  As at the 31st March 2017, the Trust 

has net assets of £5.6m and anticipates this will reduce to £18.7m net liabilities by the 31st 

March 2018.  This is due to the planned deficit and the requirement to borrow a further £24.3 

in 2017/18 

 

The Trust will need £24.3m from the Department of Health in 2017/18, subject to the Trust 

receiving approval. This will bring the total Trust loan liability to £79.1m.  

 

All of the above assumes the Trust will deliver the required Trust Efficiency Programme of 

£10.3m in year. 

 

If the Department of Health does not approve the required loan, the Trust will not be able to 

cover the costs of its liabilities going forward.  If this were the case the Trust would need to 

enter into discussions with its commissioners as to the identification of commissioner 

requested services and how these would be supported going forward. 

 

The Directors have no reason to believe that the Department of Health will not provide the 

required loan in 2017/18, but the Trust will be required to satisfy NHS Improvement criteria 

before it is approved. 

 

The Directors considered the following factors in concluding that the organisation is a going 
concern; 

 The level and basis of expected income for 2017/18 and fully signed off contracts and 

agreed activity levels, 

 Robust and full impact assessment of the impact of the block contract agreed with the 

single commissioner, specifically in 2017/18 but going forward,  

 Robust and full impact assessment of the impact of Payment by Results tariffs for 

secondary commissioner contracts specifically in 2017/18 but going forward,  
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2016/17 Performance 
 
Trust Performance Monitoring and Management   

The Trust has developed a number of mechanisms for monitoring and managing its 

performance. The Integrated Performance Report dashboard is generated for the Trust Board 

on a monthly basis. The dashboard includes a performance trend and one-month forecast for 

each measure. An exception report, which includes updates on agreed restorative actions, is 

produced for all indicators flagged as red. The metrics included are a combination of key 

performance indicators from NHS Improvement’s Single Oversight Framework, and other 

national targets, locally agreed contract targets and the Trust’s corporate objectives.  

An integrated performance report is produced for the Executive Team meeting each week and 

scorecards and dashboards are produced for each Division, Directorate, specialty and 

department/ ward. These reports include the indicators reported in the Trust Board’s Integrated 

Performance Report and other locally relevant measures. The reports are used to measure 

and monitor performance at a variety of divisional and specialty meetings.  

In addition to the dashboards and scorecards, the Trust has also developed a suite of 

operational management and performance reports generated on a live or daily basis.  

Referral-to-Treatment and Cancer Targets  

The Trust consistently met the required performance for the referral-to-treatment and 

diagnostic waiting- time standards and the national cancer targets.  

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.  

Stroke Targets 

As a result of the work undertaken by the Stroke Improvement Group, the Trust improved its 

SSNAP (Sentinel Stroke National Audit Programme) national stroke audit banding from ‘c’ to 

‘b’  for the period August-November 2016 (the latest period available), where the poorest 

performing Trusts are classified as ‘e’ and the best as ‘a’. The SSNAP audit includes 44 stroke 

measures across 10 domains. 
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Accountability Report 

Directors Report 
 
Board of Directors 
 
So far as the directors are aware, there is no relevant audit information of which the 

NHS foundation Trust’s auditor is unaware; and 
 
The directors have taken all the steps that they ought to have taken as directors in 

order to make themselves aware of any relevant audit information and to establish 

that the NHS foundation Trust’s auditor is aware of the information. The directors 

consider the annual report and accounts, taken as a whole are fair, balanced and 

understandable and provide the information necessary for patients, regulators and 

other stakeholders to assess the FT Trust’s performance, business model and 

strategy.  
 
Accounting policies for pensions and other retirement benefits are set out in note 7 to 

the accounts and the detail of senior employees’ remuneration can be found on page 

104, the remuneration report. 

 

Income Disclosure 

Section 43(2A) of the NHS Act 2006 (as amended by the Health and Social Care Act 

2012) requires that the income from the provision of goods and services for the 

purposes of the health service in England must be greater than its income from the 

provision of goods and services for any other purposes. 

Tameside Hospital NHS Foundation Trust has met this requirement. 

The Trust’s external auditors are KPMG. The Trust did not commission KPMG to 

undertake any other work other than the external audit. 

 

Declaration of Interests  
 
The Board regularly reviews the Register of Directors interests. The Register is 

maintained by the Foundation Trust’s Company Secretary. Directors are requested 

to bring to the Board’s attention any potential or actual conflict of interest in relation 

to agenda items, at the start of its meeting. All Trust Board members provide details 
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of their business and other relevant interests. A register of these interests is held by 

the Company Secretary, and is available for inspection upon request. 

 

Trust Board meetings are held in public. There are a number of other forums and 

opportunities, designed not only to inform both the staff and the general public, but 

also to generate feedback.   

 

The Trust Board includes members with a wide range of interests. This provides the 

depth and variety of opinion and discussion required for effective decision making. 

The Board is of the view that it is well placed to develop and lead a successful 

organisation into 2017/18 and beyond. The Executive and Non-Executive Directors 

have taken measures to develop an understanding of the views of Governors and 

members about the NHS Foundation Trust.  

 

These have included attendance at meetings of the Council of Governors and 

attending meetings external to the hospital to engage its members and the 

community it serves. 

 

The experience, interests and activities of the members of the Trust Board are 

summarised below 

Paul Connellan - Chair 

Appointed: November 2011 and reappointed in November 2014 for a further 3 

years. 

Paul spent eight years as the Director of Marketing and Customer Services at 

Manchester Airport before embarking on a highly successful consultancy career. 

Organisations such as Liverpool Airport and Railtrack are among his company’s 

clients. In addition to his extensive commercial experience, Paul has been a Non-

Executive Director of NHS Trafford PCT and its predecessor organisations since 

2006.The chairman is married with two grown up daughters, one of whom is a lawyer 

and the other a teacher. 

Board Committees: Remuneration and Terms of Service, Chair of the Council of 

Governors             
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Tricia Kalloo - Non Executive Director and Senior Independent Director  

Appointed: November 2010 and reappointed in November 2013 for a further 3 

years with a six month extension until May 2017 

Board Committees: Audit Committee, Remuneration and Terms of Service, Chair of 

Quality and Governance Committee  

Areas of interest: Patient experience, safety and outcomes, staff health and 

wellbeing. 

Current / Previous work: Currently CEO and owner of Wellness International. 

Previously worked in health care in the USA prior to moving to Antigua where she 

became Director of Finance and Administration for the Eastern Caribbean Civil 

Aviation Authority. 

Anne Higgins - Non-Executive Director 

Appointed: February 2012 and reappointed in February 2015 for a further 3 years.  

Board Committees: Quality and Governance Committee, Finance and Performance 

Committee and Remuneration and Terms of Service Committee. 

Areas of interest:  Redesigning services to make them better for the people using 

them and more cost effective for the organisation. Making sure that people feel well 

looked after and happy with their hospital experience. 

Current / Previous work: Previously was a Corporate Director at Trafford Council 

and the Statutory Director of Adult Social Services is now providing a consultancy 

service around innovation and transformation in care and support services. 

Anne Dray - Non-Executive Director 

Appointed:  January 2014 and reappointed for a further 3 years in January 2017. 

Board Committees: Chair of Audit Committee, Remuneration and Terms of Service 

Committee, and Finance and Performance Committee 

Areas of interest: Qualified Accountant, spending NHS resources wisely, System 
Transformation 
 
Current/Previous work: 35 years working in the NHS - 20 years at Director/Chief 
Officer level.   
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Julie Soboljew - Non-Executive Director 

Appointed: February 2014   and completed term of office in January 2017                                                                                                         

Board Committees: Quality & Governance Committee and Remuneration and 

Terms of Service Committee. 

Areas of Interest: Governance, challenge and support Executive Board, patient 

experience, change strategy.                          

Current/Previous work:  Previously spent 16 years at Manchester Airport as 

Geographical Systems Manager prior to career change into Financial Services. 

Currently Director specialising in mortgages & protection insurance. Also an 

associate member of the Institute of Professional Will Writers. In addition to 

extensive commercial & private sector experience, Julie has been a governor at a 

number of organisations and currently Chair of Governors at Glossopdale 

Community College.  

Martyn Taylor – Non-Executive Director 

Appointed 1 May 2015 

Board Committees: Chair of Finance and Performance Committee and member of 

Audit Committee and Remuneration and Terms of Service Committee. 

Martyn Taylor is a retired commercial banker with 37 years in the financial industry. 

Prior to his retirement he was the senior manager and executive board member for 

the Specialised Relationship Management Team (SRM) for the commercial arm of 

the Royal Bank of Scotland (RBS) for the North of England. Martyn was also the 

national chair for the SRM Commercial and Operational Risk Board for the RBS 

ensuring appropriate governance was applied to all risk related matters. Martyn is an 

Associate of the Chartered Institute of Bankers and participated in senior 

management programs from Harvard Business School and the Wharton University of 

Pennsylvania. 

Cathy Elliot – Non-Executive Director 

Appointed February 2017 

Board Committees: Finance and Performance Committee, Quality and Governance 

Committee, and Remuneration and Terms of Service Committee. 

Areas of interest- the voluntary sector and transport 
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Current/Previous work: Cathy has academic qualifications including a Post 

Graduate qualification in Grant-Making, Philanthropy and Social Finance/social 

investment. Her early career was in fundraising and her experience includes 

Regional Appeals Manager at SCOPE, and since 2009 she has been Chief 

Executive at Community Foundations for Lancashire and Merseyside, a multi-

stakeholder charitable enterprise and the North West’s leading philanthropy hub. Her 

other current roles include working as a Consultant to The Power to Change Trust, 

England and Wales and Chair of HS2's Community & Business Fund with 

Department of Transport. 

Sallie Bridgen – Non-Executive Director  

Appointed – February 20107 

Board Committees: Audit Committee, Quality and Governance Committee, and the 

Remuneration and Terms of Service Committee. 

Areas of interest: - the housing sector and the integration of health and social care. 

Current/previous work: Sallie has executive and non-executive experience in 

social housing, social care and the not for profit sector. She began her career 

working at Manchester City Council followed by 13 years at Shelter as Regional 

Director, North West with 70 staff and a £2m budget. She was Regional Manager at 

the National Housing Federation (2006-11) supporting 150 Housing Associations 

and expanding collaboration between local authorities and social housing. Since 

2011 she has combined consultancy and Board roles, working to develop greater 

integration between health, housing and social care.  Her current roles include Group 

Board Member at Progress Housing Group (since 2011), Interim Joint CEO at 

Housing Diversity Network and freelance work on a number of collaborative 

strategies with Local Authorities, Clinical Commissioning Groups and Public Health 

England. She is also a Board Member with Together Dementia Support (since 2015). 

Karen James  

Chief Executive, appointed October 2014 

Prior to joining Tameside Foundation Trust as the Interim Chief Executive, Karen 

was Chief Operating Officer at the University of South Manchester, Foundation Trust 

where she had been working since 2009.  Karen began her NHS career as a nurse 
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and worked in a number of general and service improvement management roles in 

Greater Manchester before becoming Executive Director of Operations and 

Performance at Pennine Acute Hospitals Trust, prior to moving to Aintree Foundation 

Trust as the Chief Operating Officer. 

Brendan Ryan  

Medical Director, appointed October 2014 

Prior to joining Tameside as interim Medical Director Brendan was Medical Director 

at University Hospital of South Manchester for the last 14 years. Brendan is also a 

Consultant in Emergency Medicine at UHSM which he has done since 1992 and 

although he is now the Medical Director he still works in the Emergency Department 

at UHSM two mornings a week. When Brendan was full-time as an ED consultant, 

he had special interests in bereavement, pre-hospital care (and has worked many 

times at road accidents with fire and rescue colleagues) and major incident planning 

and response. As Medical Director, Brendan’s areas of interest and responsibility are 

clinical quality and patient safety, education, and medical professional issues. 

Brendan is the Responsible Officer (for Revalidation) for Tameside. 

Claire Yarwood  

Director of Finance, appointed January 2015 

Claire joined the Trust having worked in the Greater Manchester economy for the 

past 29 years in both Provider and Commissioning Organisations, most recently for 

NHS England and prior to this Director of Finance for the ten PCTS across Greater 

Manchester with an annual budget of £5.2bn. Claire joined the Trust to help drive the 

financial sustainability of the hospital services for the benefit of the population of 

Tameside.  

Pauline Jones  

Chief Nurse, appointed 1 February 2016 

Pauline was previously employed by Wrightington, Wigan and Leigh NHS 

Foundation Trust as the Director of Nursing. She has also held a number of positions 

in hospitals across the Greater Manchester area.  
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In a previous role Pauline worked on the successful integration of community nursing 

and therapy staff which resulted in an enriched patient experience and improved 

patient flow and A&E performance. 

Tracey McErlain-Burns  

Interim Chief Nurse (covering planned sick leave) 

Tracey has eighteen years executive director leadership experience across a range 

of sectors; acute and community provider services, CCG commissioning services 

and NHS Strategic Health Authority. Tracey has also fifteen years’ experience of 

leading within multi-agency environments and most recently, working with the 

National Crime Agency and Children’s Commissioners in South Yorkshire.  

Trish Cavanagh 
Chief Operating Officer, appointed July 2014 
 
Tricia qualified as Registered Nurse in 1986 and has undertaken a range of clinical 

posts gaining an MSc. in Clinical Practice. She then worked for several years in 

service transformation roles aimed at improving the delivery of care to patients 

through redesign of systems and processes. Tricia joined Tameside Hospital NHS 

Foundation Trust from University of South Manchester, Foundation Trust where she 

was Associate Director of Operations. 
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Trust Board attendance 2016/17 
  
The table below indicates attendance at the monthly Trust Board Meetings  

 

 
Trust Board Committees 
 
The Trust Board established the following committees: Audit, Finance and 

Performance, Remuneration and Terms of Service Committee and the Quality and 

Governance Committee. There are no performance-related elements to Director’s 

remuneration. 
 
Each of the Board Committees is chaired by a Non-Executive Director of the Trust 

Board. 
 

Present: Position 28th            
April        
2016 

26th         
May     
2016 

30th              
June     
2016 
 

 28th       
July      

2016 

29th   
September  

2016 

27th  
October 

2016 

1st  
December 

2016 

26th 
January 

2017 

23rd 
February 

2017 

30th   
March 
2017 

Mr P Connellan Chair      
 

     

Ms K James  
 

Chief 
Executive  

     
 

   x  

Ms A Higgins Non-Executive 
Director 

   x    x   

Mrs A Dray Non-Executive 
Director 

  x        

Mrs J Soboljew Non-Executive 
Director 

       x   

Mr M Taylor Non-Executive 
Director 

 x         

Mrs T Kalloo Non-Executive 
Director 

   x   x    

Ms A Bromley Director of 
Human 
Resources 

        x  

Mrs P Jones Chief Nurse       x  
 

x x 

Mrs T McErlain-Burns Interim Chief 
Nurse 

          

Mrs C Yarwood  Director of 
Finance 

     
 

     

Mrs T Cavanagh  Director of 
Operations 

     
 

    x 

Mr B Ryan Medical 
Director 

   x  
 

     

Mrs G Parker  Director of 
Estate and 
Facilities 

  x  x  x    

Ms S Brigden Non-Executive 
Director 

          

Miss C Elliott Non-Executive 
Director 
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The Board of Directors and the Council of Governors of the Trust are committed to 

the principles of good corporate governance as detailed in the “NHS Foundation 

Trust Code of Governance”. The Board has reviewed and considered Monitor’s 

“NHS Foundation Trust Code of Governance” and considers it complies with all 

recommended practice, except the provision which states that Executive Directors 

should be appointed by a committee of the Chief Executive, the Chairman and Non-

Executive Directors and subject to re-appointment at intervals of no more than five 

years. All executive directors are on permanent pensionable contracts and subject to 

annual Performance review. 
 
CQC regulations setting out Fundamental Standards of Care includes the Fit and 

Proper Persons Requirement which came into force in 2014. This requirement 

applies to all executive and non-executive directors of NHS foundation Trusts. It is 

the responsibility of the chair, to ensure that all directors meet the fitness test and do 

not meet any of the ‘unfit’ criteria. Directors are also obliged to complete an annual 

self-declaration that they meet the fitness test and do not meet any of the ‘unfit’ 

criteria. 

 

AUDIT COMMITTEE – REPORT OF THE CHAIR 
 
The Audit Committee membership comprises three Non-Executive Directors one of 

whom must have recent and relevant financial experience. The chair of the 

Committee for 2016/17 was Mrs Anne Dray, who was appointed as a Non-Executive 

Director in January 2014 and chair of Audit Committee in April 2015. She was 

reappointed as a Non-Executive Director and Audit Chair from 1 January 2017. She 

is a qualified accountant who previously worked for several NHS organisations at 

Chief Executive and Director level. The other two members are Mr Martyn Taylor, 

who previously worked for the Royal Bank of Scotland and now holds two Non-

Executive positions and Ms Trish Kalloo, Chief Executive and owner of Wellness 

International Limited, an occupational health and wellbeing company. Attendance, in 

a non-voting capacity, is expected from the Director of Finance and Trust Secretary. 

Other senior managers attend as required. Attendance is also expected from Internal 

Audit, External Audit and the Local Counter Fraud Specialist.  Meetings of the Audit 

Committee members only i.e. excluding Executive Directors can be held in private 

and are held with Auditors when required. The Chief Executive is invited to attend, at 
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least annually to discuss the process of assurance that supports the Annual 

Governance Statement and when the annual accounts are considered. The Council 

of Governors has the duty to appoint or remove the Trust's external auditor, and this 

duty is carried out at a general meeting of the Council of Governors, after they have 

received a report from the Audit Committee on the matter. 

Members of the Council of Governors do attend the audit committee as observers 

and to report their observations back to their colleagues at the quarterly general 

meeting of the Council of Governors.  

This report details the role of the Audit Committee, the work plan for 2016/17 and 

performance of the Committee. 
 

The role of the Audit Committee is as follows: 

 

 To review the establishment and maintenance of an effective system of 

integrated governance, risk management and internal control across the 

whole of the organisation’s activities (both clinical and non-clinical) and to 

support the achievement of the organisation’s objectives.  

 

 To ensure there is an effective internal audit function established by 

management, that meets Public Sector Internal Audit Standards, 2016 and 

provides appropriate independent assurance to the Audit Committee. 

 

 To review and monitor the external auditors independence and objectivity and 

the effectiveness of the audit process. The Committee shall review the work 

and findings of the External Auditor and consider implications and 

management’s response to their work. 

 

 To review the findings of other significant assurance functions, both internal 

and external to the organisation, and consider the implications to the 

governance of the organisation. 

 

 To monitor the integrity of the financial statements and any formal 

announcements relating to the Trust’s financial performance. 

 

28



 

 
 

 To request and review reports and positive assurances from directors and 

managers on the overall arrangements for governance, risk management and 

internal control. 

 

 To satisfy itself that the organisation has adequate arrangements in place for 

counter fraud and security that meets NHS Protect standards and shall review 

the outcomes of work in these areas. 

 

 To review the effectiveness of the arrangements in place for allowing staff to 

raise (in confidence) concerns about possible improprieties in financial, 

clinical or safety matters and ensure that any such concerns are investigated 

proportionately and independently. 

 

 To maintain oversight of the trust’s Conflict of Interest policy, and its 

compliance with the new regulations which come into force in June 2017. 

 

The work plan for 2016/17 is shown in table one. 
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The Audit Committee approved the Internal Audit plan for 2016/17 in April 2016. 

During the year the Audit Committee considered internal audit reports on financial 

systems, IM & T, performance, quality, workforce and governance, risk and legality. 

Internal Auditors presented their progress reports against the approved Audit Plan at 

each of its meetings and the levels of assurance and audit recommendations were 

discussed.   
 
The Audit Committee also approved the External Audit plan for 2016/17 in February 

2017 which was formulated following an assessment of risks faced by the Trust.  

KPMG were re-appointed as the Trust’s External Auditors in November 2016 for a 

period of three years.  
 
The significant risks identified to be key External Audit opinion risks were: 
 
Valuation of land and buildings -The Trust had a full site professional valuation 

performed by the District Valuer (DV) in November 2016.  

The value of land and buildings is based on market value.  The valuation of buildings 

takes into account the ‘Gross Internal Areas’ (GIA) of the buildings. The GIAs had not 

been updated since the last full site valuation (c.2012), so Estates performed a more 

accurate calculation of building areas using  specialist Estates software system 

called MICAD. This has shown the GIAs of Trust buildings have increased by 

c.8,000m2.  This is due to more accurate measurement and some development. 

Where assets are acquired through a PFI, the asset can be valued exclusive of VAT. 

This has resulted in the assets relating to the PFI building reducing in value.  

The results show that land and buildings have increased in value by £6.5m.  This is 

the result of the land and buildings valuation increasing by £12m, which is offset by a 

decreased impairment of £5.5m due to the PFI asset now being valued exclusive of 

VAT.  

The paper was considered at the February 2017 meeting and the results agreed. 
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Recognition of NHS income – The financial position is discussed on a monthly basis 

at Finance and Performance Committee and any issues would be reported to Audit 

Committee. In 16/17 the contract with the CCG was a block contract and a monthly 

contract meeting was held between parties to ensure that the level of income and 

expenditure was consistent.    
 
Private Finance Initiative (PFI) - There are two key issues relating to the PFI. Firstly, 

the extent to which lifecycle expenditure incurred by the PFI contractor should be 

expensed through the Income and Expenditure account or capitalised on the Trust’s 

balance sheet. As at 31 March 2017, the Trust has paid Consort Healthcare £4.3 

million to cover future lifecycle expenditure since the start of the contract. No lifecycle 

works have been carried out in prior years; the Trust has recorded this as prepaid 

expenditure in the Statement of Financial Position. Secondly, the treatment of VAT in 

relation to the valuation of PFI assets. 

 

In reviewing the significant risks, the Finance and Performance Committee received 

a detailed paper on the actions undertaken by the Finance Department and were 

provided with details of how the figures included in the accounts were delivered. The 

Committee was able to provide assurance to the Audit Committee with regard to their 

review of these risks.  It should be noted that the Chair of the Finance and 

Performance Committee and one of the members are also members of the Audit 

Committee. 

 

External Audit is required under ISA 260 to communicate to the Audit Committee any 

matters specifically required by other auditing standards and any other matters of 

governance interest. The presentation of the ISA 260 report at the Audit Committee 

meeting on 25th May 2017 provided assurance that there were no significant issues 

to report with regard to the four areas of significant risk identified above.    

 

The financial statements for the year ended 31 March 2017 were considered at the 

meeting of the Committee in April (draft) and May (final) 2017 and following 
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discussion with external auditors, were recommended to the Trust Board for approval 

and adoption. 

 

The Audit Committee assessed the effectiveness of both internal and external audit 

during the year by issuing a questionnaire to Committee members, Executive 

Directors and Senior Managers asking for comments on a range of issues including 

the Auditor's independence, objectivity, expertise and the quality of audit staff. The 

comments received were favourable and gave the Audit Committee positive 

assurance on the overall effectiveness of both the internal and external auditors 

 

The Trust have secured arrangements in accordance with its contractual 

requirements to have in place a Local Counter Fraud Specialist(LCFS).The LCFS is 

the responsible individual for the day to day work at the Trust to combat any fraud , 

bribery and corruption matters. The LCFS reports directly to the Director of Finance 

and to the Trust's Audit Committee who take an oversight and challenge on work 

undertaken to protect the NHS funds from fraud. The Trust also has in place an anti-

fraud, bribery and corruption policy which is available to all staff to access via the 

intranet. 

 
The Audit Committee has undertaken a review of its performance in-year and 

concluded that it has complied with its Terms of Reference for 2016/17.  A report 

detailing each of the key tasks the committee has been assigned to undertake on 

behalf of the Board and which summarises the positive assurances which support 

the sign off of the Annual Governance Statement has been produced.   
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The table below indicates attendance at the Audit Committee 
 
Member 10th March 

2016 
21st April 

2016 
24th May 

2016 
23rd August 

2016 
19th October 

2016 
8th December 

2016 
21st February 

2017 
Mrs A Dray 
(Chair) 
Non-Executive Director  

       

Mr M Taylor  
Non-Executive Director 

       

Mrs T Kalloo 
Non-Executive Director 

X     X x 

TOTAL 2 3 3 3 3 2 2 
In attendance 

Mr P Connellan 
Chairman  

X x    X X 

C Yarwood 
Director of Finance  

       

Ms K James 
Chief Executive 

X    x X X 

Mr T Neve  
Corporate Secretary 

X   x    

Mr P Weller 
Director of Quality and Governance 

 x x   x x 

Mr J Fletcher 
Head of Assurance and Governance 

N/A N/A N/A N/A N/A   

Ms L Hulme 
Assistant Director of Finance 

   X    

Mr G Wilmore 
Director of Strategy and Partnership 

  X X x X X 

 TOTAL 5 5 6 5 5 4 7 
Mr A Smith –KPMG 
 

X   x x x X 

Ms A Latham – KPMG 
 

x x x x x  X 

Ms D Chamberlain – KPMG 
 

x  X     

Mr N McQueen – MIAA LCFS 
 

N/A N/A    x  

Mr S Connor – MIAA 
 

X     x  

Mr R Causer – MIAA LCFS 
 

X X  N/A N/A N/A X 

Ms S Dowbekin – MIAA  
 

      X 

TOTAL 1 4 5 4 4 3 3 
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The table below indicates attendance at the Finance and Performance 
Committee 
 

Member 19th 

April 
2016 

 

17th 
May 
2016 

21st 
June 
2016 

19th 
July 

2016 

16th 
August 
2016 

22nd 
September 

2016 

25th 
October 

2016 
 

20th 
December 

2016 

19th 
January 

2017 

16th 
February 

2017 

Mr M Taylor (Chair) √ √ √ √ √ √ √ √ √ √ 
Mrs A Dray √ √ X  √ x √ √ √ √ √ 
Mrs Anne Higgins √ √ √ √ √ √ √ √ √ √ 
Mrs C Yarwood √ √ √ √ √ √ √ √ √ √ 
Mrs P Cavanagh √ √ X √ √ √ √ √ √ √ 
Mr P Nuttall √ √ √ √ √ √ x x √ √ 

 
The Remuneration and Terms of Service Committee 
 
The Remuneration and Terms of Service Committee is chaired by the Trust Board 
chairman and all of the Non-Executive Directors sit on this committee. 
 
The committee met on one occasion during June of the 2016/17 financial year and 
was attended by the following members 
 
Attendance 
Mr P Connellan – Chair 
Mrs T Kalloo – Non-Executive Director 
Mrs A Higgins – Non-Executive Director 
Mr M Taylor – Non-Executive Director 
Mrs J Soboljew – Non-Executive Director 
 
Apologies 
Mrs Dray – Non-Executive Director 
 
The Trust has two executive directors who are paid more than the Prime Minister. Upon 

their appointment in 2013, the members of the Remuneration and Terms of Service 

Committee satisfied themselves that this level of remuneration was appropriate and 

reasonable. 
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The table below indicates attendance at the Quality and Governance 
Committee 
Quality and Governance Committee 
Attendance 2016 2017 

Member Apr Ma
y 

Ju
n 

Ju
l 

Au
g 

Se
p 

Oc
t Nov Jan Feb Ma

r 
Tricia Kalloo, Non- Executive Director, Chair Y Y Y A Y Y Y Y Y 

N
o 

m
ee

tin
g 

Y 
Anne Higgins, Non-Executive Director Y Y A Y Y Y Y Y Y Y 
Julie Soboljew, Non-Executive Director X Y Y Y Y Y Y Y A  
Karen James, Chief Executive (or nominee 
deputy)  Y Y Y (Y

) (Y) Y (Y) (Y) (Y) (Y) 

Brendan Ryan, Medical Director (or 
nominee deputy) (Y) Y (Y) Y Y Y Y Y Y (Y) 

Pauline Jones, Chief Nurse (or nominee 
deputy) Y Y Y Y (Y) Y Y Y (Y)  
Tracey McErlain-Burns, Interim Chief Nurse          Y 
Amanda Bromley, Director of Human 
Resources Y A Y Y Y A Y Y Y Y 

Gillian Parker, Director of Estate and 
Facilities      Y A Y A A 

Trish Cavanagh Director of Operations   Y Y Y Y Y A A Y Y Y 
Claire Yarwood Director of Finance  Y Y Y A Y Y Y A Y A 
Peter Weller, Director of Quality and 
Governance Y Y Y Y Y Y Y Y Y Y 

Tom Neve, Company Secretary X A Y A Y A A Y Y Y 
Anthony L Sivner, Chief Pharmacist A Y X A A Y A Y Y Y 
In attendance           
John Fletcher, Head of Assurance and 
Governance Y Y A Y Y Y Y Y Y Y 

Lyndsey Stewart, Assistant Chief Nurse  Y         
Gill Gibson, Director of Nursing  - Tameside 
and Glossop CCG A          
Michelle Walsh, Interim Director of Nursing 
- Tameside and Glossop CCG  Y A Y Y Y A Y Y Y 

Peter Denton, Tameside Healthwatch  A A Y A A A A A A A 
Paul Connellan, Chairman     Y Y   Y Y 
Anne Dray, Non-Executive Director      Y     
Martyn Taylor, Non- Executive Director       Y    
Y = Attended  (Y) = Represented by Nominated deputy A = Apologies X = DNA No Apologies P= Part of 
Meeting 
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Patient Safety Strategy 

The Trust Board is committed to delivering and improving patient safety. As a result of the 

external reviews a Patient Safety Strategy and Patient Safety Programme was developed 

and reviewed and enhanced during 2015/16. The Patient Safety Programme is aligned to 

our ‘Signed up For Safety’ Plan and focuses on key elements to deliver in a coordinated 

manner across the organisation with structures embedded to provide the necessary 

assurance and monitoring. The following indicates the key areas of focus: 

 Pressure Ulcer Prevention 

 Early recognition of the deteriorating patient and managing the acutely unwell 

 Reducing the number of falls and falls with injury 

 Improved nutritional care and hydration  

 Reduction of harm from Venous Thrombosis 

 Medicines Safety 

 Infection prevention 

 Improved Peri operative outcomes through safer surgery 

 Maternity services governance  

 Results governance 

 

Quality Reporting  
 

The annual governance statement and the Quality Report gives an overview of the 

arrangements the Trust has put in place to govern service quality within the organisation.  

 
Structures and processes at and below board level are continually being reviewed and due 

regard has also been given to Monitor’s Quality Governance Framework in ensuring 

required quality standards are achieved; investigating and taking action where performance 

does not meet expected standards; planning and driving continuous improvement; 

identifying, sharing and ensuring delivery of best practice and; identifying and managing 

risks to quality of care.  
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Health and Safety 
 
Tameside Hospital NHS Foundation Trust has established a clear structure in respect of all 

matters relating to Health and Safety management, which discharges the requirement to 

have in place competent health and safety support, as defined in Regulation 7 of the 

Management of Health and Safety at Work regulations 1999.  
 
During the year, the board of directors reviewed health and safety on a regular basis 

utilising a quarterly dashboard performance and exception report.  

 
Stakeholder Relationships  
 
Tameside Hospital NHS Foundation Trust operates within a local and regional health 

economy. Highlighted below are the key stakeholders which the Trust works with.  
 
As previously stated, by April 2017 THFT will become an Integrated Care Foundation Trust 

(FT) with the goal of being the single provider of integrated health and social care services 

for the Tameside and Glossop population.   
 
Currently, the Trust’s main commissioner is NHS Tameside and Glossop which accounts for 

approximately 89% of all income received from commissioners. Most of the remainder of the 

clinical income is spread across 5 other NHS Commissioners within the Greater Manchester 

area. 
 
Greater Manchester Health and Social Care Partnership (GM HSCP) was created on the 1st 

of April 2016.  A new era began in which it took charge of the £6billion budget and spending 

decisions in Greater Manchester (GM) to deliver its vision of the fastest and greatest 

improvement in the health and wellbeing of the 2.8 million people living here. 

The first year of operation was the year of building and scoping how it will deliver the vision - 

by putting in place plans to begin to address the issues, not as single organisations, but as 

a partnership of 37 under appropriate new governance structures.   
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A wide range of communication and engagement has taken place to ensure that the public, 

staff and other stakeholders are informed and involved in the work to develop and agree a 

range of strategies to address its biggest challenges.   
 
The focus over the next year will be delivering its priority objectives.  The new care models 

will now start to operate, expand and realise the impacts they have promised.  The new 

Locality Care Organisations will help connect the strategies for Population Health, Primary 

and Social Care transformation, local public service integration, and social action through 

locally driven approaches building on the strengths of our communities. 

The Trust continues to work very closely with the “Southern Sector” partnership comprising 

South Manchester University Hospitals Foundation Trust and Stockport Foundation Trust in 

order to explore and develop clinical and non-clinical synergies.  

 

The Trust also works very closely with Pennine Care NHS Foundation Trust, with 

whom we share the Tameside General Hospital site. 

 

Macmillan  
 

The Centre is a joint venture between Macmillan Cancer Support and Tameside and 

Glossop Integrated Care NHS Foundation Trust to bring vital cancer treatment, care and 

support together under one roof for the first time at the hospital to support people affected 

by cancer across Tameside and Glossop. 

A fundraising appeal was launched earlier this year to create a centre to provide outpatient 

cancer, a chemotherapy suite with six chairs and a private room for acute chemotherapy. 

Haematology services will be based at the unit, as well as a new Macmillan Information and 

Support Centre. 
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The Centre  also includes a palliative care consulting room, complementary therapy room, 

prosthesis-fitting area and Headstart service, where people can learn to wear scarves or 

hats as an alternative to wigs. 

Other key stakeholders are Tameside Metropolitan Borough Council (TMBC), the North 

West Ambulance Service, (NWAS) the Council for Voluntary Action Tameside (CVAT), High 

Peak Borough Council, and our Private Finance Initiative (PFI) Partner Infra-Red. 

 
In addition to commissioning agreements with CCGs, we collaborate with a number of other 

NHS bodies including the following: 

 
Central Manchester University Hospitals NHS Foundation Trust – Central Manchester 

operates our 18 station Renal Dialysis Unit which is located on the Tameside Hospital site. 
  
Pennine Acute Hospitals NHS Trust – Outpatient Ophthalmology services and Outpatient 

and Day case Oral surgery services on the Tameside site are provided by Pennine Acute. 
  
Stockport NHS Foundation Trust – Outpatient Urology Services are provided on our site by 

medical staff from Stockport NHS Foundation Trust. We also commission a range of 

services including dietetics and speech and language therapy from Stockport which support 

inpatient and outpatient services delivered by THFT. 
  
The Christie NHS Foundation Trust – visiting Consultants and supporting Clinical Nurse 

Specialists provide an on-site oncology service. 
 
Salford Royal NHS Foundation Trust - Neurosurgery Outpatients. 
 
Community Services 
 
On 1 April 2016, the Trust took responsibility for Community Healthcare Services to the 

townships of Tameside and Glossop. This represents a key enabler for the Trust to evolve 

into an Integrated Care Organisation (ICO).  
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Engagement activities  
 
During 2016/17 the Trust undertook a range of public engagement activity around its 

contribution to the Care Together Programme and the Trust’s journey to becoming an 

integrated care organisation. This included consulting with the Trust’s public and staff 

members over the new name for the organisation. Tameside and Glossop Integrated Care 

NHS Foundation Trust was the favoured choice, reflecting the move away from the Trust 

offering hospital-based services only, to now including community healthcare and plans for 

further integration with primary care, social care, mental health and the voluntary/community 

sector. 

 

The Trust worked closely Action Together in Tameside, as well as Glossop Volunteer 

Centre and High Peak Community Voluntary Services, to undertake a programme of public 

engagement activity to inform plans for the integrated model of care. This included over 

thirty focus groups, six large events and several one-to-one interviews. The key themes to 

emerge from this engagement were that local people felt: 

 

o we experience health and social care that is disjointed and delivered in silos, 
and would welcome more joined-up services; 

 
o our communities have an abundance of ‘assets’ (people, groups and facilities) 

which could be better supported and used by local people; 
 

o we think there is much more to be done to prevent ill-health, that much of this 
sits outside conventional health services, and that we want to shape this;  

 
o the way we make decisions about how, when and where to use services is 

influenced by a range of factors including awareness, accessibility (transport), 
relevance, staff attitudes and behaviour and whether we get additional 
support; 

 
o families and carers play a vital role but don’t always feel supported, valued or 

involved. The families and carers of adults with a learning disability, feel 
particularly marginalised by this; 

 
o we want increased focus upon mental health, loneliness and social isolation. 
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Consequently, there were a number of additional cross-cutting findings that are of 
relevance, which can be summarised as follows: 

o people want to be included in design and implementation and have specific 
and detailed ideas for shaping and changing services based on their expertise 
by experience; 
 

o people strongly support the work being done to coordinate and join up 
services and the importance of multi-agency working (including the voluntary 
sector) to provide better outcomes and save money; 

 
o the Voluntary, Community and Faith sectors have a clear role to play in 

supporting local people holistically to improve their health and wellbeing, 
including tackling the wider determinants of health and interventions at key life 
stages. This cannot happen without appropriate resourcing; 

 
o people highlighted the importance of self-care and were keen that the 

conversation move from a deficit to an asset base – recognising the 
knowledge base of people living with long-term health conditions; 

 
o the impact of service changes on those who have protected characteristics 

needs careful and continued investigation, consideration and response to 
ensure that they do not inadvertently compound or exacerbate existing 
discrimination and deprivation; 

 
o there are particular challenges for Glossop residents and groups with a focus 

on George House Primary Care Centre as a solution;  
 

o people recognised the value of technology in improving access to services 
and support but want inequalities related to this (e.g. IT literacy and access) to 
be addressed.  

 

Service Improvement and Transformation 

Everyone in the organisation shares the same purpose: to drive improvement in health and 

social care for the people of Tameside & Glossop.  We want the very best for our local 

populations and as such, working with key stakeholders to collaborate, learn and co-

ordinate improvements the Service Transformation Team aims to: 
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 facilitate change management for improvement, working alongside frontline 

teams 

 utilise performance information to support efficient service delivery 

 achieve more for less by making the most effective use of available resources  

 build the organisation’s effectiveness by providing guidance, support and 

training in service improvement 

Recruitment to the team was completed in March 2016, providing the team with the 

opportunity to support our Care Together integration programme.   

The last twelve months has been a very successful year for the team, working in 

collaboration with our front line teams we have had a number of projects realising 

benefits to patient care and service delivery.   

The improvement priorities for the last 12 months included: 

 Out-patient Improvement Project  

 Theatre Improvement Project 

 Pre-operative Assessment Improvement Project  

 Fracture Clinic Project  

 Model of Care – Integrated Care Workstreams  
 
What have we delivered in 2016 – 2017? 

Out-patient Improvement Project:  The objectives of the out-patient improvement 

project are to: 

 improve the experience of patients attending for outpatient appointments 

 increase clinic utilisation across all outpatient clinics 

 improve booking processes to offer patients choice and help achievement of 

RTT standards  

 reduce did not attend (DNA) rates and short notice cancellations  
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Using the Friends and Family Test (FFT) as a service improvement tool it has 

allowed us to increase the emphasis placed upon patient experience and gain real-

time feedback in order to respond in a timely manner to the issues or complaints 

received as well as measuring the impact of any service changes.  We can see from 

the data that FFT results have improved by 2.75% to January 2017. 

We have worked across all our acute specialty teams to look at ways to improve 

clinic utilisation performance to ensure that we are making effective use of resources 

and working in a productive manner.  At the start of this project in April 2015 

combined clinic utilisation performance was at 71%, and we are now achieving levels 

in the region of 89%, working towards our improvement trajectory of 90%. 

We continue to improve and embed the day-to-day processes operated by our 

centralised booking teams to support a more streamlined appointment booking 

process.  Through this work, and supported by our Referral to Treatment (RTT) 

Tracking & Validation Team, we have seen significant improvements in waiting time 

performance for patients on an RTT pathway.  These improvements have recently 

been acknowledged in our most recent CQC report, (“The team had made visible 

and impressive improvements to RTT waiting times at the trust”:  CQC Feb 
2017) and more locally our performance is one of the most improved trusts across 

Greater Manchester.  We have successfully achieved RTT waiting times standards 

since August 2015. 

Non-attendance of appointments is a common problem across many acute providers, 

and there are many different reasons why people do not attend their out-patient 

appointment.  People who do not attend their appointments fail to cancel with enough 

time to offer the appointment to another patient and this means a number of 

appointments are wasted each year resulting in a major drain on NHS resources. 

Through the introduction of revised operational process, patient engagement 

sessions and a call reminder service we have seen our DNA rate drop from 9.78% 

to 8.27% in January 2017.  We are continuing with this work and set ourselves an 

improvement trajectory to reach 7.5% by April 2017.  
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Theatre Improvement Project: The objectives of the project are to: 

 ensure excellent levels of patient safety and improve patient experience 

throughout the theatre environment 

 improve utilisation and productivity within all theatres 

 engage, listen to, train and develop staff members 

 develop assurance around value for money 

The Division of Surgery, Women and Children identified that in 2015/16 a significant 

proportion of surgical patients either failed to meet the NHS Constitution standard of 

treatment within 18 weeks, or their care was transferred to independent sector 

providers. This was at a cost of over £1 million. Not only did this place a significant 

financial burden to the Health Economy, we considered that there were lost 

opportunities for optimising patient care.  In order to address this balance a scoping 

exercise was undertaken to identify the opportunity within the current theatre 

provision at the hospital. This scoping exercise suggested that there was an 

opportunity, if productivity in theatre complexes was increased to national 

benchmarked levels, not only would more timely patient care be delivered the Trust 

would benefit from considerable cost savings. 
 
There have been significant benefits to our patients, our staff and the organisation as 

a whole as a result of this improvement work.  These include:  

 activity increase of circa 250 patients per month through the same theatre 

resource 

 circa £500k of expenditure avoided  

 reduction in delays with theatre lists from an average of 72 minutes per list to 

an average of 16 minutes  

 increase in touch time utilisation across all theatres from 72% to 85%   

 November 2015 approximately 10% of lists started on time against a target 

of 90%. October 2016, 79.2% of lists started on time 
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We are proud that our theatre improvement work has been recognised nationally and 

as a result the team have been shortlisted for a Health Service Journal (HSJ) award. 

Pre-operative Assessment Improvement Project – the aim of our project was to 

improve productivity and efficiency within the pre-operative assessment service, and 

to reduce variation in our per-operative operational processes to improve the patient 

experience and outcomes. 

Working with clinical colleagues we have developed and implemented a 

standardised pre-operative assessment pathway, including a clinical decision tree 

and health questionnaire in order to reduce variation in our processes.  This has 

enabled the team to filter patients into the appropriate pre-operative assessment 

appointment (either face-to-face or telephone) immediately following their out-patient 

appointment. As a result we have been able to see improvements in the waiting 

times for patients, and have been able to make better use of our most valuable 

clinical resources. 

 
Fracture Clinic Project - this project was led by one of our orthopaedic surgeons in 

partnership with colleagues from physiotherapy and the emergency department.  The 

aim of the improvement work was to: 

 improve 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 
 
Patient feedback regarding their experience in Clinic 10 Outpatients was poor with 

complaints / FFT feedback relating to long delays for patients in clinic and a lack of 

communication regarding typical waiting time and delays.  An audit concluded that 

around 30% of fracture activity was unnecessary resulting in poor patient experience 

and increased demand on the current fracture service. 
 
Using evidence from other providers across the United Kingdom and also overseas, 

the improvement team worked to develop a model for a ‘Virtual Fracture Clinic’ 

46



1st Draft1s t  

  Page 44 of 208 

(VFC).  This model was trialled in September 2016 and has continued to develop 

month-on-month.  The benefits realised to date include: 
 

 an increase of Friends and Family Test (FFT) ‘likely and extremely likely to 

recommend the fracture clinic’ to 80%  

 a reduction of 16.66% attendances in adult fracture clinic, and 27.57% 

reduction in children’s fracture clinic, against the median volume of 

attendances 

 of those patients booked via VFC, 62% (on average) have been discharged 

and therefore not requiring a face-to-face appointment with a Consultant 

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

 

Model of Care – Integrated Care Workstreams - 
 
The Tameside and Glossop Locality Plan set the 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 

 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 
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 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 

In order to achieve these aims we are working on a number of projects within our 

Care Together Programme.  Over the last 12 months we have worked in partnership 

with colleagues from health and social care across our local economy in order to 

design a model to meet the needs of the Tameside and Glossop population.  Having 

completed the design phase we have already commenced implementation and 

testing of some elements of the model.  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.  

This would be the case whether the intervention was required by a person in their 

own home (admission avoidance) or following an admission into a 

community/hospital bed (discharge to assess). Admission Avoidance and Discharge 

to Assess can be described as opposite sides of the same coin.  

  

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

The team have been working closing with colleagues from health, social care and our 

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

plans are in place for this to commence from early March 2017. 

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 
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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  

• 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 
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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. 
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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: 

 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. 

 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. 
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Priorities for 2017 - 2018 

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. 

  

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

booking with a choice of place, date and time for f irst 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: 

o fewer missed appointments 

o fewer inappropriate referrals 

o shorter referral to treatment times 

o cost and time savings 

o choice of hospital or specialist 

o choice of appointment date and time 

Celebrating Success 

At the start of the year the Service Transformation Team held the first annual 

improvement event.  This was a celebration and learning event, looking at the 

achievements of a number of front lines teams in their improvement journey.  The 

53



1st Draft1s t  

  Page 51 of 208 

event was also a reminder of the journey that the organisation had been on over 

recent years, recognising the scale and the pace of the challenges that collectively 

we have faced.  The event was very well received and a similar event has been 

scheduled to take place in April 2017. 

Governance Arrangements 
 
Tameside and Glossop Integrated Care NHS Foundation Trust has applied the 

principles of the NHS Foundation Trust Code of Governance on a comply or explain 

basis. 
 
The NHS Foundation Trust Code of Governance, most recently revised in July 2014, 

is based on the principles of the UK Corporate Governance Code issued in 2012. 
 
The purpose of the NHS Foundation Trust code of Governance is to assist NHS 

foundation Trust boards in improving their governance practices by bringing together 

the best practice of public and private sector corporate governance. The following 

section briefly describes an overview of the governance arrangements in place at the 

Trust. Information relating to the system of internal control adopted by the Trust may 

be found in the Annual Governance Statement on page 80. 
 
The governance arrangements of the Trust include a Governing Council (the Council 

of Governors) and the Trust Board of Directors. One of the key roles of the Council of 

Governors is to form a critical link between the Foundation Trust membership and 

the Trust Board, enabling a two way exchange. The Council of Governors has a key 

focus on external relationships and on growing and developing the membership 

base, listening to their views and reflecting them to the Board. However, it remains 

closely involved in internal discussions about developing strategy and continually 

improving the quality of care and the range of services provided. The Health and 

Social Care Act (2012) has strengthened the role and responsibilities of the Council 

of Governors and the over-riding role is to hold the non-executive directors 

individually and collectively to account for the performance of the board of directors 

and to represent the interests of NHS foundation Trust members and of the public.  
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The Chairman, Chief Executive, and the Company Secretary form the key link 

between the work of the Council of Governors and that of the Trust Board. Should 

any disagreements between the council of governors and the board of directors arise 

that cannot be resolved through normal channels, the Senior Independent Director 

will attempt to resolve these concerns. Ms Tricia Kalloo is the Senior Independent 

Director. 

 

The Trust Board is the principal forum for strategic decision making for the Trust. The 

Board brings together the expertise and independence of the Non-Executive 

members with the knowledge and experience of the Executive Team to support the 

on-going management of the organisation, as well as strategic direction setting. The 

Board continually reviews the commercial and financial robustness of the 

organisation, from the position in-year, through to the very long timescales required 

to support major capital investments. The Board also provides the focus for all of the 

Trust’s assurance processes, and all self-assessments and external declarations. 
 
The Trust Board delegates responsibility for the day-to-day running of the Trust’s 

business to the Chief Executive and the Executive Directors. The Non-Executives 

hold the Executives to account through the work of the Trust Board and its 

Committees. 
 
All Executive Directors are subject to annual performance evaluation by the Chief 

Executive who in turn is evaluated by the Chairman. Non-Executive Directors are 

evaluated by the Chairman, who in turn is evaluated by the Senior Independent 

Director. 
 
All Board committees annually assess their performance against their Terms of 

Reference and report their evaluation to the Trust Board. 
 
All of the Non-Executive Directors on the Trust Board are considered to be 

independent. This assessment is based on the information contained within the 

Register of Directors’ Interests. The NHS Foundation Trust Code of Governance 
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recommends that the Trust Board should appoint one of the Non-Executive Directors 

as the senior independent director, in consultation with the Council of Governors. 

The senior independent Director should be available to members and Members of 

Council if they have concerns which cannot be resolved through the normal channels 

of Chairman, Chief Executive or Finance Director. 
 
Governing Council 
 
Following the establishment of the Foundation Trust in February 2008, the Council of 

Governors which had existed in shadow form for some time, assumed its full range of 

responsibilities and continues to discharge their responsibilities as defined in the 

Trust Constitution. The Council of Governors meets on a bi monthly basis with a 

formal agenda covering both standing and ad hoc items. Members of the Trust Board 

are expected to attend these meetings in order to understand the views of Governors 

and members. Attendance at these meetings is given in the table which follows. In 

addition to this, Governors are invited to attend Trust Board and three of its Board 

Committees which include Audit; Finance and Performance; and Quality and 

Governance. 

The following committees have been established as sub committees of the Council of 

Governors: 

- Nominations Committee 

- Membership and Engagement Committee 

- Equality and Diversity Group 

 

In addition, the following groups report their progress and proceedings formally to the 

Council of Governors, Patient Experience Group, the Disability Equality Working 

Group, the Annual open Day Task and Finish Group and the Annual Planning 

Advisory Group. 

 

The Nomination Committee is responsible for advising and/or making 

recommendations to the Council of Governors in all matters relating to the 
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recruitment process for the selection of candidates for the office of Chairman or other 

Non-Executive Directors. 

 

The following persons sat on the Nomination Committee during 2016/17  

Mr Paul Connellan - Chair 

Mr Terry Askew – Lead Governor (part year - retired) 

Mr John Phillips – Lead Governor (part year – replaced Mr Askew) 

Mrs Gillian Drummond – Public Governor (part year - retired) 

Mr Chris Webster – Public Governor (replaced Mrs Drummond) 

Mr Gary Howard – Public Governor 

The Nomination Committee met on three occasions during 2016/17. Once to review 

the remuneration of Non-Executive Directors, and on two occasions in connection 

with the Non-Executive Director appointments. An open recruitment process was 

adopted and an external search consultancy employed to aid in the recruitment 

process.  

An Annual plan Advisory Committee was established to work with Governors, both 

elected and appointed, to establish their view on the Trust’s forward plan, including 

its objective’s, priorities and strategy, and these views have been communicated to 

the board of directors.  

 

The governors working with a staff committee organised and hosted an open day 

event during September 2016 at which more than 1,500 members of the public 

attended. Governors were also invited to speak at various special interest community 

groups. 
 

These events and meetings are one way in which publically elected governors 

determine the views of their members. Staff governors regularly meet with their 
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membership at staff forum and these views are communicated to the board and the 

bi-monthly Council of Governors meetings.  

 

Membership 
 
The Trust membership comprises a Public Constituency, a Staff Constituency and 

six members appointed from partnership organisations. 

Public Constituency 
 
The table below summarises the boundaries for public membership, the approximate 

population of the membership, and the number of Members of Council for each area. 

The areas are based on electoral wards. The Trust considers the membership to be 

representative of the community it serves as much of the recruitment of new 

members take place when patients attend the hospital for the first time. There are 

currently 24,464 members registered. 

Area Population Number of Governors  
Ashton under Lyne 45,000   2 
Audenshaw 11,000   1 
Denton  34,000   2 
Droylsden 23,000   1 
Dukinfield 23,000   1 
Hyde 34,000   2 
Longdendale  10,000   1 
Mossley 10,000   1 
Stalybridge 22,000   1 
Glossop 28,000   2 
England and Wales 53,000,000   1 
 

An individual aged 16 years or over who lives in one of the above areas can become 

a member of the Trust following completion of an appropriate application form. 

 

Public Members of council are elected for a period of three years, and are eligible for 

re-election at the end of that period 
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Staff Constituency 
The table below summarises the seven classes into which the staff membership is 

divided.  

Division  Number of Staff Governors  
Medical and Urgent Care 1 
Clinical Support 1 
Women’s and Children’s Services 1 
Elective Services 1 
Facilities 1 
Corporate Services 1 
Community Services 1 
 
Individuals aged sixteen years or over who are employed by the Trust, or are not 

employed but exercise functions for the Trust, are eligible for membership of the staff 

constituency without application, provided they endorse the values and principles of 

the Trust. The period of employment must be at least 12 months. An individual who 

is eligible to be a member of the Staff Constituency cannot also be a member of the 

Public Constituency and cannot therefore become or continue as a member of more 

than one class.  
 

Owing to the transfer of community services to the Trust from Stockport Foundation 

Trust on 1 April 2016, elections to elect a staff governor to represent this division 

were held in December 2016. 
 

Changes to Council of Governors 2016/17 
 

During the year the following changes occurred in the composition of the Council of 

Governors:- 
 

Retiring Governors 
Mr Terence Askew - Denton 

Mrs Pamela Steele - Dukinfield 

Mrs Anne Townley - Glossop 

Mr Terence Kenyon - Hyde 
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Ms Debbie Davies – ES & Critical Care [name change to Medical & Urgent Care] 

Mr Ali Al-Chalabi – Diagnostics & Therapeutics [name change to Clinical Support] 

 

Joining Governors 
Mrs Wendy Brelsford appointed April 2016 (2nd term) – Audenshaw [re-elected] 

Mrs Anne Corrie appointed April 2016 – Longendale – filled vacancy 

Mr John Bradley appointed April 2016 – Denton – filled vacancy [last held by G Drummond] 

Mr Peter Smith appointed December 2016 – Denton – replaced Terence Askew 

Ms Vikki Rutter appointed December 2016 – Dukinfield – replaced Pamela Steele 

Dr Lesley Surman appointed December 2016 – Glossop – replaced Anne Townley 

Mr Kenneth Simpson appointed December 2016 – Droylsden – filled vacancy 

Dr Martin Pattrick appointed December 2016 – Staff – replaced Debbie Davies 

Mr Adrian Smith appointed December 2016 – Staff – replaced Ali Al-Chalabi 

Mrs Beryl Murphy appointed December 2016 – Staff – filled vacancy 

Mr Daniel Cain appointed February 2017 – Hyde – replaced Terence Kenyon 

 

Governor Attendance 2016/17  
The table below indicates attendance at the Council of Governor Board meetings 
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Public Governor Township 

5th            
April 

2016 

8th         
June 

2016 

26th              
July 

2016 

 

 4th  
October  

2016 

6th  
December 

2016 

7th  
February 

 2017 

Mrs J Bowes-Porter Ashton under Lyne x   x  

Md N Hoque Ashton under Lyne x     

Mrs W Brelsford Audenshaw      x 

Mr T Askew Denton       

Mr J Bradley Denton   x    

Mr P Smith Denton      x 

Mr K Simpson Droylsden      x 

Mrs P Steele Dukinfield       

Miss V Rutter Dukinfield       

Mr M Husaini England and Wales x      

Ms A Townley Glossop  x x     

Mr C Webster Glossop       

Dr L Surman Glossop       

Mr T Kenyon  Hyde       

Mr J Philips Hyde      

Mrs A Corrie Longdendale       

Mr G Howard Mossley     x  

Dr M Matin Stalybridge   x   x 

Staff Governor Division       

Ms K Glass Corporate Services  x x x  

Mr A Al-Chalabi  Diagnostic and Therapeutic Services  x x x x 

Mr A Smith Clinical Support        

Ms T Heslop  Elective Services Division  x x x  x

Mrs D Davies Emergency Services/critical care x x x    

   Dr M Pattrick Medical & Urgent care       x

   Mr M McCluskey Facilities        

Ms S Lewcock Women’s and Children’s   x x  x 
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Eligibility and Exclusion 
 
Both public and staff members can be excluded from membership. The Trust 

Constitution contains full details of the conditions for disqualification from 

membership – the list which follows summarises the situations in which this can 

occur. 
 
Members can be disqualified if they have: 

•   been classified as a vexatious complainant, 

•   verbally or physically assaulted a Trust employee, volunteer, patient or visitor, 

•   been dismissed from the employment of the Trust (certain exclusions apply), 

•   sanctioned under the Trust’s Zero Tolerance Policy, 

•   registered as a sex offender, 

•   failed to agree to abide by the Trust’s values and principles, 

•   made a false application or statement in relation to their membership or election to 

the Council of Governors, or 

•   acted in a manner that is contrary to the Trust’s principles and objectives. 

If an individual ceases to be employed by the Trust, or perform functions on behalf of 

the Trust, they are no longer eligible for membership of the staff constituency. 

 

 

Mrs B Murphy Community Services       

Partnership 
Governor  Organisation 

      

Mr M Holden Consort Healthcare (Tameside) plc  x    

Cllr G Wharmby High Peak Borough Council  x x x x x x 

Dr A Dow Tameside and Glossop Clinical Commissioning Group x  x x   

Dr K Chand  Healthwatch      

Cllr B Warrington TMBC      x 

Victoria Collier Young Person     x x x
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Membership Numbers 
 
The following table shows the number of public members in each area as at March 

2016.  

Constituency Public 
% of 
Membership Base 

% of 
Area 

Ashton-under-Lyne 5,343 21.80 48,188 18.77 
Audenshaw 924 3.77 11,563 4.50 
Denton 2,490 10.16 34,198 13.32 
Droylsden 1,621 6.61 23,330 9.09 
Dukinfield 2,402 9.80 23,671 9.22 
Glossop 2,146 8.75 33,383 13.00 
Hyde 3,213 13.11 37,123 14.46 
Longendale 1,047 4.27 9,907 3.86 
Mossley 841 3.43 11,262 4.39 
Stalybridge 2,392 9.76 24,079 9.38 
Rest of England 1,914 7.81 0 0.00 
Out of Trust Area 181 0.74 0 0.00 
Total 24,514 100.00 256,704 100.00 

 

The Public Constituency membership currently stands at 24,464 

 

Membership Strategy 
 
The Trust maintains a data base of membership. This enables analysis of the 

composition of the membership which provides a matrix for membership drives. A 

Membership Committee, comprising Members of Council and supported by the 

Company Secretary who takes the lead on  Membership, looks at specific ways of 

increasing membership in line with the Trust’s Membership Strategy.  

 

During 2016/17 the decision was taken to develop ways of engaging with the current 

membership rather than increasing it beyond the existing 24,464. To this end the 

Council of governor’s Membership and Marketing group was refocused and 

reconstituted as the Membership Engagement Committee. 
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Contact procedures 
 
To facilitate contact between members and Governors of Council, the hospital 

website contains the names, and contact details (email and telephone) for all of the 

Governors of Council. Mr Terry Askew was the nominated Lead Governor until his 

retirement in December 2016; where upon Mr John Phillips was elected Lead 

Governor by his governor colleagues. 

 

Staff Report  

We recognise the connection between the quality of care that our patients receive is 

attributable to the values, aspirations and skills of our staff. Our ambition is to support 

the delivery of the Trust’s strategic objectives by working in partnership with others to 

create an environment where we are able to recruit and retain the highest quality 

staff; where staff are enabled to give of their best to support the Trust’s Corporate 

objectives and contribute to achieving the Trust vision and values; creating an 

environment where: 

 

 staff feel engaged and supported to undertake their jobs; 

 staff satisfaction is high; where staff feel valued and respected; 

 staff feel their potential is identified and developed; 

 staff are treated fairly and consistently; 

 staff and managers are accountable for their actions, recognised for their 

success, and are given feedback and support to improve; 

 costs are kept to a minimum; and 

 Patient Safety, Quality and Experience are at the heart of everything we do. 
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Staff Survey 
 
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 annual staff survey was sent out in the autumn of 2016 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 feedback reports produced for each organisation focus on 32 key areas (known 

as ‘Key Findings’). These sections of the report have been structured thematically so 

that Key Findings are grouped appropriately. There are nine themes in total as 

follows 

• Appraisals & support for development 

• Equality & diversity 

• Errors & incidents 

• Health and wellbeing 

• Working patterns 

• Job satisfaction 

• Managers 

• Patient care & experience 

• Violence, harassment & bullying 

Additionally an overall score for engagement has been provided. 
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As in previous years, there are two types of Key Finding: 

- percentage scores, i.e. percentage of staff giving a particular response to one, 

or a series of, survey questions 

- scale summary scores, calculated by converting staff responses to particular 

questions into scores. For each of these scale summary scores, the minimum 

score is always 1 and the maximum score is 5 

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.   

 

The below summarises the Staff Survey results for 2016, and the Trust priority 

areas/key actions. 
 
Response rate 
The Trust overall response rates for the Staff Survey are as follows: 

 
1. 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% 

 
 
Overall Staff Engagement - Above better than average 
 

Trust Score 2016 National Average for CA&CT 
 

3.95 
 

3.80 
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Q21a, Q21c and Q21d feed into Key Finding 1 “Staff recommendation of the 
organisation as a place to work or receive treatment”. 

  
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 
 

 
Clearly the focus will be to understand the two areas where we have scored below 

average, which are recurring themes. 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. 
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ACTION PLANNING FOR 2017 
 
The results of the NHS Staff Survey have been shared with Board, Staff Partnership 

Forum, and Divisional Teams to ensure they have a full opportunity to review the 

results for their areas and to agree the core actions that need to be taken.   

 

Workforce 
 
The Hospital has continued in its journey to embed the spirit of “Everyone Matters” 

into everything we do. 

 

The Trust launched the Trust Values in April 2014, and the themes of Care, Respect, 

Safety, Learning and Communication have been built into our value based 

recruitment, appraisal process and management training programme. 

 

The workforce and OD strategy continues to focus on developing an engaged and 

competent workforce, working within a culture of openness and respect. 

 

The Trust employees 3,732 staff of 164 are on Fixed Term Contract (FTC) posts and 

3,568 are on substantive post. The total workforce population is 661 male employees 

and 3,071 female employees. 
 
The Trust Board comprises 3 male and 8 female voting members. 
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Staff Costs 

 
2016/17 2015/16 

 

Permanent 
£’000 

Other 
£’000 

Total 
£’000 

Total 
£’000 

Salaries and wages 93,125  -  105,091  84,994  
Social security costs  16,022  -  9,940  6,490  
Employer's contributions to NHS pensions  19,612  -  12,210  9,280  
Pension cost - other -  -  -  -  
Other post-employment benefits -  -  -  -  
Other employment benefits -  -  -  -  
Termination benefits -  -  -  -  
Temporary staff -  19,631  20,802  19,366  

Total gross staff costs 128,759  19,631  148,043 120,130  
Recoveries in respect of seconded staff -  -  347  -  
Total staff costs 128,759  19,631  148,390  120,130  
Of which     
Costs capitalised as part of assets -  -  -  -  

 
 
 
 
Average number of employees (WTE basis)  

 2016/17 2015/16 

 
Permanent Other Total Total 

 
Number Number Number Number 

Medical and dental  284  72  355  353  
Ambulance staff  -  -  -  -  
Administration and estates  746  35  781  618  
Healthcare assistants and other support staff  234  8  242  118  
Nursing, midwifery and health visiting staff  1,444  256  1,700  1,330  
Nursing, midwifery and health visiting learners  -  -  -  -  
Scientific, therapeutic and technical staff  383  27  410  265  
Healthcare science staff 49  1  51  56  
Social care staff  -  -  -  -  
Agency and contract staff -  -  -  -  
Bank staff -  -  -  -  
Other -  -  -  -  

Total average numbers 3,140  399  3,539  2,739  
Of which:     
Number of employees (WTE) engaged on capital 
projects -  -  -  -  
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Reporting of compensation schemes - exit packages 2015/16 

 

Number of  
compulsory 

redundancies 

Number of 
other 

departures 
agreed 

Total 
number of 

exit 
packages 

Exit package cost band (including any special payment 
element)    
<£10,000 0 1 1 
£10,001 - £25,000 0 2 2 
£25,001 - 50,000 0 2 2 
£50,001 - £100,000 0 0 0 
£100,001 - £150,000 0 0 0 
£150,001 - £200,000 0 0 0 
>£200,000 0 0 0 
Total number of exit packages by type -  5  5  
Total resource cost (£) £0 £112,000 £112,000 

 

 

 

 

Reporting of compensation schemes - exit packages 2016/17  

 

Number of  
compulsory 

redundancies 

Number of 
other 

departures 
agreed 

Total 
number of 

exit 
packages 

Exit package cost band (including any special payment 
element) 

   <£10,000 -  3  3  
£10,001 - £25,000 -  1  1  
£25,001 - 50,000 -  -  -  
£50,001 - £100,000 -  -  -  
£100,001 - £150,000 -  -  -  
£150,001 - £200,000 -  -  -  
>£200,000 -  -  -  
Total number of exit packages by type -  4  4  
Total resource cost (£) £0 £21,000 £21,000 
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Exit packages: other (non-compulsory) departure payments 
 

 
2016/17 2015/16 

 

Payments 
agreed 

Total  
value of 

agreements 
£’000 

Payments 
agreed 

Total  
value of 

agreements  
£’000 

Voluntary redundancies including early retirement 
contractual costs 0 0 0 0 

Mutually agreed resignations (MARS) contractual costs 2 14 5 112 
Early retirements in the efficiency of the service 
contractual costs 0 0 0 0 
Contractual payments in lieu of notice  2 6 0 0 
Exit payments following Employment Tribunals or court 
orders 0 0 0 0 
Non-contractual payments requiring HMT approval 0 0 0 0 
Total 4  20  5  112  
Of which:  

 
  

Non-contractual payments requiring HMT approval 
made to individuals where the payment value was 
more than 12 months’ of their annual salary -  -  -  -  

 
 
 
Off-payroll engagements as of 31 Mar 2017, for more than £220 per day and 
that last for longer than six months 

 

Number of  
engagements 

Number of existing engagements as of 31 Mar 2017 3 
Of which: 

 Number that have existed for less than one year at the time of reporting 3 
Number that have existed for between one and two years at the time of reporting 0 
Number that have existed for between two and three years at the time of reporting 0 
Number that have existed for between three and four years at the time of reporting 0 
Number that have existed for four or more years at the time of reporting 0 
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For all new off-payroll engagements, or those that reached six months in 
duration, between 01 April 2016 and 31 March 2017, for more than £220 per day 
and that last for longer than six months 

Number of  
engagements 

Number of new engagements, or those that reached six months in duration between 01 April 2016 and 
31 March 2017 3 

Number of the above which include contractual clauses giving the trust the right to request assurance 
in relation to income tax and national insurance obligations 3 
Number for whom assurance has been requested 3 
Of which: 

 Number for whom assurance has been received 3 
Number for whom assurance has not been received 0 
Number that have been terminated as a result of assurance not being received 0 

 

 

For any off-payroll engagements of board members, and/or senior officials 
with significant financial responsibility, between 01 April 2016 and 31 March 
2017 

Number of  
engagements 

Number of off-payroll engagements of board members, and/or, senior officials with significant financial 
responsibility, during the financial year. 0 

Number of individuals that have been deemed "board members and/or senior officials with significant 
financial responsibility".  This figure should include both off-payroll and on-payroll engagements. 16 
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Sickness Absence 

 
The Trust has continued to place the wellbeing of our staff high on our agenda. The 

Trust’s sickness absence rate is 5.28% (12 months ending in March 2017) with Long 

Term Sickness (LTS) at 3.1% and Short Term Sickness (STS) at 2.1%.  

 

The Trust recognises that continued work is needed in order to preserve our staff’s 

health and wellbeing during times of change. A Health & Wellbeing Strategy was 

approved in February 2016, which sets the direction for the Trust. 
 
The Trust has launched a programme of Masterclass Training sessions which will 

see a range of classes delivered to line managers during 2017/18. This is in addition 

to on-going training that is delivered at local level. 

 

NHS Sickness Absence Figures for NHS 2016-17 Annual Report and Accounts 
It is a Treasury FReM requirement that public bodies report the following sickness 

absence data. These figures are based on the calendar year for 2016. 

 

 

Figures Converted by DH to Best 

Estimates of Required Data Items 

 

Statistics Published by NHS Digital 

from ESR Data Warehouse 

Average 

FTE 2016 

Adjusted FTE 

days lost to 

Cabinet 

Office 

definitions 

 

 

Average 

Sick Days per 

FTE 

 

FTE-Days 

Available 

FTE-Days recorded 

Sickness Absence 

2,913 34,193 11.7 1,063,094 55,468 

 

 

 

74



1st Draft1s t  

  Page 72 of 208 

 

 
Staff Health and Wellbeing 
 
The Trust has a Health & Wellbeing Strategy; the aim of the Strategy is to work with 

our staff to integrate Health & Wellbeing into our everyday activities to enable us to 

create a positive and healthy working environment for all. We recognise that our 

employees play a vital role in the provision of high quality patient care which is 

delivered in an organisation whose key values are Care, Respect, Safety, Learning 

and Communication, where ‘Everyone Matters’.  

 

A key component of the strategy is the encouragement of staff to take responsibility 

for their own health and wellbeing; the underpinning principle being a supportive self-

help approach, awareness raising and providing direction to appropriate support 

mechanisms where possible. The Trust will endeavour to provide a wide range of 

policies, procedures and initiatives to support employee Health & Wellbeing where 

possible. 

The Trust continues to promote health and wellbeing with regular initiatives in place 

Such initiatives include: Kettlercise classes, Back to Netball sessions, regular Health 

Checks, Trained Mediators, Staff Counsellors, a qualified mental health nurse, a 

Self-Care Course and a growing number of Healthy Eating Options in our restaurant 

facilities. These initiatives are promoted alongside other national campaigns via our 

monthly health and wellbeing newsletter, and the Staff Facebook page.  

Health and Wellbeing also forms an important part of our management and 

leadership programmes as well as inclusion in our new appraisal process.  Without 

doubt the initiative has supported the improvement in Staff Survey findings around 

staff engagement, staff motivation and Health and Wellbeing.  
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If in Doubt.........Speak Out  
 
In March 2015 we launched the If in Doubt...Speak Out campaign and this campaign 

has continued to be embedded during 2016, with the most recent step being the 

appointment of our Freedom to Speak up Guardian (FTSUG). The FTSU Guardian 

reinforces the focus on giving staff at the Trust the confidence to speak out if they are 

in doubt about any aspect of their role, treatment of patients or any other concern 

that they might have. We were looking to create an environment where our 

colleagues feel empowered and confident to speak openly, and to do this safe in the 

knowledge that their concerns are taken seriously and without fear of retribution. It’s 

important that if staff have worries or concerns that they are provided with the right 

environment to express themselves.  
 
The ‘If in Doubt…Speak Out’ campaign is a very simple four step process that 

reinforces the simplicity of raising issues. 

 
The four steps: 
1. See if it (the issue) can be sorted out there and then 

2. If it (the issue) can’t be sorted out there and then, colleagues are asked to raise it 

with their line managers 

3. If this doesn’t work, colleagues are asked to write to an executive director with 

their concerns 

4. And if that doesn’t help, colleagues are asked to write to the chief executive who 

will look into the issue personally.  

 

The initiative continues to have a positive impact. Staff reported in the staff survey 

that they have confidence and security in reporting unsafe clinical practice.  The 

Trust score was in the top (best) 20% of all acute Trusts with a Trust score of 3.87 

compared with 3.68 for the National Average of Acute and Combined Trusts.   
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Our Policies 

Here at the Trust we work alongside our staff side colleagues when producing and 

reviewing policies that affect employees at the Trust.  Policies are discussed at the 

monthly Policy Development Group and Staff Partnership Forum, before approval at 

the Executive Management Team Meeting.   

As part of the production/ review of the policies, an Analysis of Effects (also known 

as an Equality Impact Assessment) document is completed which looks at assessing 

any positive or negatives impacts that the policy may have on employees within 

Trust.  Should the document identify any adverse impacts, this would be reviewed 

during the policy development stages and appropriate adjustments are taken into 

account, to ensure that the policies are supportive of employees and their protected 

characteristics. 

Upon approval, all policies and key messages are cascaded through the existing 

Trust communication channels, such as Team Brief, Trust announcements, the Staff 

Facebook Page, training sessions and Trust intranet message board. All policies are 

accessible to staff via Trust intranet.  

During 2017/18 our focus will be the development of management tool kits to 

supplement our range of employment policies. 

 
Single Oversight Framework 

NHS Improvements Single Oversight Framework provides the framework for 

overseeing providers and identifying potential support needs. The framework looks at 

five themes: 

 Quality of care 

 Finance and use of resources 

 Operational performance 

 Strategic change 

 Leadership and improvement capability (Well-led) 
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Based on information from these themes, providers are segmented from 1 to 4, 

where ‘4’ reflects providers receiving the most support and ‘1’ reflects providers with 

maximum autonomy. A foundation trust will only be in segments 3 or 4 where it has 

been found to be in breach or suspected breach of its licence. 

The Single Oversight Framework applied from Quarter 3 of 2016/17. Prior to this, 

Monitor’s Risk Assessment Framework (RAF) was in place. Information for the prior 

year and first two quarters relating to the RAF has not been presented as the basis of 

accountability was different. This is in line with NHS Improvement’s guidance for 

annual reports. 

Segmentation 

At the date of preparing this annual report NHS Improvement has placed this trust in 

segment 3. 

This reflects the fact that the trust is currently in breach of its licence and there is an 

enforcement undertaking (section 106) attached to its licence.  

The enforcement undertaking relates to action which the trust is required to take in 

order to achieve financial and clinical sustainability. The transition towards becoming 

an Integrated Care Organisation (ICO) and described on pages 7 will address the 

issues of financial and clinical sustainability. 

This segmentation information is the trust’s position as at 31 March 2017. Current 

segmentation information for NHS trusts and foundation trusts is published on the 

NHS Improvement website. 

Finance and use of resources 

The finance and use of resources theme is based on the scoring of five measures 

from ‘1’ to ‘4’ where ‘1’ reflects the strongest performance. These scores are then 

weighted to give an overall score. Given that finance and use of resources is only 

one of the five themes feeding into the Single Oversight Framework, the 
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segmentation of the trust disclosed above might not be the same as the overall 

finance score here.  

Area Metric 2016/17 Q3 score 2016/17 Q4 score 
Financial 
sustainability 

Capital service 
capacity 4 4 

Liquidity 4 4 
Financial efficiency I&E margin 4 4 
Financial controls Distance from 

financial plan 1 1 

Agency spend 2 2 
Overall scoring  3 3 
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External Reviews 

Care Quality Commission (CQC) Inspection 

The CQC carried out an inspection to see whether the hospital had made 

improvements since the last inspection in April 2015. Following the inspection in April 

2015 the CQC rated the hospital as requires improvement overall. They judged the 

hospital to be requires improvement for safe, effective and responsive and good for 

caring and well led. The CQC visited the hospital as part of their comprehensive 

announced inspection on 8 to 11 August 2016. They also carried out an out-of-hours 

unannounced visit on 18 August 2016. The inspection team inspected the following 

core services: • Urgent and emergency services • Medical care services (including 

older people’s care) including the Stamford Unit • Surgery • Critical care • Maternity 

and gynaecology • Children and young People • End of life care • Outpatients and 

diagnostic services. 

Overall, the CQC rated Tameside General Hospital as ‘good’. It was noted that there 

had been significant improvements in some areas since the last inspection 

Health Education England North West (HEE NW) 

A team from Health Education England North West (HEENW) undertook a 

Postgraduate Monitoring visit on Wednesday 16th November 2016. The team 

conducted a review of core and higher medicine, core anaesthesia, foundation and 

GP training in medicine, accident and emergency, anaesthesia, otolaryngology and 

trauma and orthopaedic placements. In addition to the Postgraduate Dean and other 

Deanery members, representatives from the GMC were also present as the Trust is 

currently at an enhanced level of monitoring with the GMC due to previous concerns.   

 

The visiting team observed many improvements to training supported by a strong 

system of educational governance. Whilst the visiting team commended the Director 

of Medical Education and her team on their successes in these areas the team were 

unable to recommend that the Trust be removed from enhanced monitoring because 

of some residual concerns about clinical supervision in the emergency department.  
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Statement of the chief executive's responsibilities as the accounting officer of 
Tameside and Glossop Integrated Care NHS Foundation Trust  

The NHS Act 2006 states that the chief executive is the accounting officer of the 

NHS foundation Trust. The relevant responsibilities of the accounting officer, 

including their responsibility for the propriety and regularity of public finances for 

which they are answerable, and for the keeping of proper accounts, are set out in the 

NHS Foundation Trust Accounting Officer Memorandum issued by NHS 

Improvement 

NHS Improvement, in exercise of the powers conferred on Monitor by the NHS Act 

2006, has given Accounts Directions which require Tameside and Glossop 

Integrated Care NHS Foundation Trust to prepare for each financial year a statement 

of accounts in the form and on the basis required by those Directions.  

The accounts are prepared on an accruals basis and must give a true and fair view 

of the state of affairs of Tameside and Glossop Integrated Care NHS Foundation 

Trust and of its income and expenditure, total recognised gains and losses and cash 

flows for the financial year.  

In preparing the accounts, the Accounting Officer is required to comply with the 

requirements of the Department of Health Group Accounting Manual and in particular 

to:  

 Observe the Accounts Direction issued by Monitor, including the relevant 

accounting and disclosure requirements, and apply suitable accounting policies on a 

consistent basis; 

 Make judgements and estimates on a reasonable basis;  

 State whether applicable accounting standards as set out in the NHS Foundation 

Trust Annual Reporting Manual (and the Department of Health Group Accounting 

Manual) have been followed, and disclose and explain any material departures in the 

financial statements;  
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Annual Governance Statement   
 
Scope of responsibility 
As Accounting Officer, I have responsibility for maintaining a sound system of 

internal control that supports the achievement of the NHS Foundation Trust’s 

policies, aims and objectives, whilst safeguarding the public funds and departmental 

assets for which I am personally responsible, in accordance with the responsibilities 

assigned to me. I am also responsible for ensuring that the NHS Foundation Trust is 

administered prudently and economically and that resources are applied efficiently 

and effectively. I also acknowledge my responsibilities as set out in the NHS 

Foundation Trust Accounting Officer Memorandum. 

 
The purpose of the system of internal control 
The system of internal control is designed to manage risk to a reasonable level rather 

than to eliminate all risk of failure to achieve policies, aims and objectives; it can 

therefore only provide reasonable and not absolute assurance of effectiveness. The 

system of internal control is based on an on-going process designed to identify and 

prioritise the risks to the achievement of the policies, aims and objectives of 

Tameside and Glossop Integrated Care NHS Foundation Trust, to evaluate the 

likelihood of those risks being realised and the impact should they be realised, and to 

manage them efficiently, effectively and economically. The system of internal control 

has been in place in Tameside and Glossop Integrated Care NHS Foundation Trust 

for the year ended 31 March 2017 and up to the date of approval of the annual report 

and accounts. 

 
Capacity to handle risk 
The Board of Directors provides leadership on the overall governance agenda. The 

Board has three Committees which have a key role in risk management. The Quality 

and Governance Committee, the Audit Committee, and the Finance and 

Performance Committee which together oversee all risk management activity and 

ensure the correct strategy is adopted for the management of risk, ensuring controls 
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are present and effective and that there are robust action plans in place for those 

risks which remain. The committees are chaired by a non-executive director with 

Executive Director attendance and senior officers of the Trust with risk management 

responsibilities provide input and reports to the committees.  The Trust has kept 

under review, revised and updated the Governance framework across the 

organisation and has revised the Risk Management Strategy and Policy which 

describes the Trust’s approach and processes for managing risk and the roles and 

responsibilities of its staff. Whilst the Quality and Governance committee and 

Finance and Performance Committees report directly to the Board, they have also 

worked closely with the Audit Committee. These three committees through their 

annually reviewed Terms of reference triangulate and validate their work to enable 

full and robust scrutiny and management of significant risk. 

 

The specific role of executive directors is detailed below; 

 The Medical Director is responsible for defined areas of clinical risk and 

patient safety and is responsible for ensuring that clinical risk is identified and 

managed effectively within his sphere of responsibility. The Medical Director is 

also responsible for the clinical effectiveness of services, managing medical staff 

performance and clinical standards. The Medical Director is the Caldicott 

Guardian. 

 The Chief Nurse is responsible for defined areas of clinical risk and patient 

safety within her sphere of responsibility.  The Chief Nurse is responsible as the 

Director of Infection Prevention and Control, Executive lead for Safeguarding  and 

is responsible for ensuring that clinical risk is identified and managed, and that 

clinical governance structures within her sphere of responsibility in the 

organisation are effective.  

 The Director of Finance is responsible for the financial aspects of business 

risk, for implementing systems to prevent fraud and corruption and for ensuring 

security of financial systems within the organisation.  

 The Director of Performance and Informatics is the Senior Information Risk 

Owner (SIRO). They are responsible for minimising risk in relation to failure of 
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information systems, and providing assurance in respect of information 

governance. 
 
Risk Management Training is provided  to all relevant staff as part of the Trust’s 

Mandatory Training programme, and covers Clinical Risk , Health & Safety, Risk 

Assessment, Risk Action Planning, Incident reporting  and Incident investigation.  

Training provided during 2016/17 continues to cover wider Clinical and Corporate 

Governance aspects in addition for example Data Protection Act and Freedom of 

Information requirements. Risk is systematically and routinely monitored from Ward 

to Board. 

 

The overarching risk management and governance system across the Organisation 

has been subjected to continual review during 2016/17 to ensure wider learning from 

best practice and external reviews. This is cascaded through the Clinical divisions 

and managed at an operational level with corporate oversight and assurance. Best 

practice from National, Patient Safety risk management initiatives, and corporate risk 

management and governance practice has been systematically considered and in 

doing so we have used support and learning from organisations such as Signed up 

to Safety, AQuA, Dr Foster and other independent organisations.   The Trust has 

worked with commissioning bodies to ensure that the learning from best practice and 

external reviews is considered in clinical contracts and the Trust’s risk management 

programme has been progressed in partnership with commissioning bodies. 

 

The Risk and Control Framework 
The Trust has a “Risk Management Strategy, Policy and Guidance” document which 

has been subject to extensive review during 2016/17.  The Board development 

sessions continue to be used during 2016/17 to provide updates and engagement of 

the Board to consider risk management and risk appetite. 
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The risk management strategy was also independently reviewed and processes are 

iteratively monitored and are responsive to changes that occur or impact on the 

organisation as a result of changes in the architecture of the organisation or systems. 
 
Under condition FT4 of the NHS Improvement provider licence the Trust is required 

to apply those principles and standards of good corporate governance which 

reasonably would be regarded as appropriate for a supplier of health care services to 

the NHS.  
 
Actions continue to be taken through the year to ensure compliance with the licence 

requirements and ensure full coverage of risk identification, assessment, response, 

reporting and review. To enable this we have specifically ensured. 

 

 Clear management structures and responsibilities throughout the organisation 

reporting to the Board of Directors 

 Effective systems for risk assessment, risk analysis and for determining the 

Trust’s risk appetite.  

 Systematic review of risks and updating of the risk register to ensure it remains 

valid, reflects change and helps the Trust in its decision making 

 Availability of an up to date central register for the prioritisation of risk and 

development of action plans covering both clinical and non-clinical risks 

 Routine visibility, use and review of the Board assurance framework which 

maps Trust objectives to risks, controls and assurances 

 Continued provision of relevant training for staff. 

 

The Trust Board is also required to submit an annual corporate governance 

statement to NHS Improvement. The Company Secretary undertakes an audit of the 

Trust’s compliance against the NHS Foundation Trust Code of Governance and the 

Board uses this as evidence to support the validity of its Corporate Governance 

Statement.    
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Risk management within the Trust utilises a number of approaches including the 

following: 

Risk  identification and assessments involving the analysis of individual risks which 

includes an assessment of likelihood and impact on achieving corporate objectives; 

serious incident investigations; incident reporting; complaints management including 

review and analysis of trends; compliance with legislation/national guidance; external 

reviews and accreditation processes and audit reports; reviews of claims against the 

Trust; Dr Foster data and alerts;  national staff and patient surveys; sickness 

absence information and staffing levels. 
 
Risk appetite can be defined as “The amount of risk that an organisation is prepared 

to accept, tolerate, or be exposed to at any point in time”.  The Trust has an 

established risk assessment process and uses a well-recognised framework to rate 

or score a risk. A risk is rated using a matrix of consequence (the impact) versus 

likelihood (frequency) of the risk occurring.  The Risk Management Strategy, Policy 

and Guidance sets out the Trust’s approach and expectations in relation to risk 

appetite. This recognises that the Trust's risk appetite is not necessarily static. The 

Trust Board may wish to vary the amount of risk that it is prepared to tolerate 

depending on the circumstances at a given time.  
 
The Trust's approach to risk appetite ensures that risks are considered in terms of 

both opportunities and threats and are not confined to the financial consequences of 

a risk materialising. Risks could also impact on the capability or capacity of the Trust, 

its performance and its reputation.  
 
The Trust’s risk strategy has been developed to ensure the systematic analysis, 

identification, monitoring and communication of risks associated with any activity, 

function or process performed within the Trust.  
 
This continues to be embedded into the Trust by: 
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 clear structures and responsibilities with explicit links for reporting up to the 

Trust Board, 

 a system for risk assessment involving the analysis of individual risks to 

identify and minimise risk where possible. The assessment evaluates the 

impact and likelihood of each risk and prioritises based on the overall level of 

exposure to risk. For each risk controls are developed, documented and 

understood, 

 a system for risk reporting whereby all significant risks are reported at each 

formal meeting of the Trust Board 

 systems to monitor, control and learn from untoward incidents, 

 maintaining an up to date central risk register, and ensuring all employees are 

aware of the importance of managing risks and their responsibilities. 

The management of risk continues to be further embedded throughout the Trust. All 

areas of the Trust have detailed risk registers which are regularly reviewed by 

managers upwards to divisional leads. The Risk Management Group and the Service 

Quality and Operational Governance committee regularly review divisional risks as 

part of its rolling programme of work. Equality Impact assessments are considered as 

part of the Trust’s Equality duties and policies and procedures have equality impact 

assessments included. 

The Board of Directors seeks to continuously improve the quality of the services the 

Trust provides to its local population. To this extent it actively seeks feedback from 

patients, members and governors and other stakeholders. Directors regularly 

participate in walk-rounds in clinical areas to secure feedback from patients and 

visitors, engage with frontline clinical teams and provide feedback to evaluate the 

overall patient experience in respect of safety and quality of services provided.  

The Trust is a member of the NHSLA Scheme.  

Our NHSLA membership assists in our mitigation of the risk associated with clinical 

and non-clinical liabilities associated with alleged negligence. As our contributions 

relate to our claims profile; we aim to address historic liabilities and reduce future 
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claims by implementing our improvement plan. We are implementing the Signed up 

to Safety initiative and have a plan in place to reduce claims through addressing 

avoidable harm.   

The Board of Directors is responsible for ensuring compliance with all relevant 

clinical registration regulations. Compliance is reviewed and overseen by; 
 

 Regular review and reporting to the Quality and Governance Committee and 

to the Board of Directors matters highlighted under the Care Quality 

Commission’s (CQC) Hospital Inspection programme and use of External 

benchmarking and review of the Trust’s services    

 Analysis and trend identification of key performance indicators, assurance 

markers, incident reports, complaints, patient and staff surveys.  

 Challenge and scrutiny via membership of and participation in meetings of the 

Executive Team, Trust Board and Board committees 
 
The Foundation Trust is fully compliant with the registration requirements of the Care 

Quality Commission. The CQC carried out an Inspection in August 2016 and gave an 

overall rating of GOOD in the report published in February 2017. The CQC 

recognised the significant improvements the Trust had made since its previous 

inspection. 
 
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) relating to Care and treatment provision and the impact of a 

lack of patient flow. Oversight and improvement arrangements have been put in 

place to support the changes required for this and the other recommendations within 

the CQC report to enhance the Safety, and Effectiveness of care provided by the 

Trust. 
 
The Quality and Governance committee continues to undertake assurance walk 

rounds to obtain real-time assurance on actions previously reported to the committee 
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and has attendees from external stakeholders and governors to ensure openness 

and transparency and additional external review and scrutiny. 
 
Significant Risk 
The Trust has identified a range of significant risks, which are currently being 

mitigated, whose impact could have a bearing on the achievement of corporate 

objectives should the mitigation plans be ineffective.  Currently, the risks relate to the 

following areas: 
 

 Finance (Cost control, TEP delivery and liquidity)  

There is a requirement from the Trust’s regulators NHS Improvement and the 

Care Quality Commission that the Trust provides best value for tax payers’ 

money and the most effective fair and sustainable use of finite resources. To 

this end a number of controls have been put in place to minimise the risk of 

not achieving these regular reporting to Executives and Board with supporting 

governance ensures rigour and control of the Trust Efficiency Programme 

(TEP) delivery. The Finance and Performance Committee reviews and reports 

on financial and risk matters to the Board. The NHS Foundation Trust for 

2016/17 is reporting a deficit of £14.0m, which is a movement of £8.8m from 

the deficit of £22.8m reported in 2015/16.  The movement is due to the receipt 

of non-recurrent Sustainability and Transformation Funding (STF). The net 

current liabilities for the NHS Foundation Trust are £10.8m, a reduction of 

£6.1m from £16.9m in 2015/16. The main reason for the reduction is due to an 

increase in trade and other receivables. The NHS Foundation Trust is 

therefore reliant on an Interim Revenue Support Loan, and borrowed £19.9m 

from the Department of Health (DH).  The Interim Revenue Support Loan is 

detailed in note 18 as a non-current liability.  The interest on the loans is 

charged at 1.5% and is repayable every 6 months.  The Trust now has four 

loans with a total liability of £54.8m.  The soonest repayment date of one of 

the loans is March 2018.  However, it is expected all the loans will be 

converted into non repayable Revenue Support upon approval from DH. 
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The Total assets employed for the NHS Foundation Trust at the end of the 

financial year are £5.6m.  This is a reduction of £6.9m from 2015/16 and 

relates to the 2016/17 deficit of £14.0m offset by net valuation of assets of 

£7.1m. 
 

 Staffing, Recruitment and Training  
There is a national shortage of staff especially in difficult to recruit disciplines. 

In this respect the Trust has developed and implemented strategic plans and 

considered alternative staffing options where clinical care is not compromised 

and to mitigate risks. Recruitment and training issues are routinely discussed 

at Trust Board to ensure oversight and scrutiny. 

 

 Discharge processes and the management of the Urgent Care 
Pathway across the whole health economy, and Health economy 
capacity to manage patient flow and Urgent Care impacting on 
Emergency Department pressures 
 

The Trust has not achieved the A&E waiting time standard in 2017/18. In 

order to improve performance a focused improvement plan has been 

developed with partners and other stakeholders. We are implementing the 

best practice guidance from NHS Improvement and NHS England with 

partners using a whole systems model to address patient flow to better enable 

safe and timely patient discharge using the discharge to assess model, with 

trusted assessors to support patients choices and avoid long hospital stays, 

and in parallel continuing to transform community services and develop 

integrated working. The improvement plan is monitored by the Operational 

Board, the Quality and Governance Committee and discussed routinely at the 

Trust Board. 

 

 Data Quality and depth of coding  
During the year the Trust’s current reported SHMI has reduced and is in the 

“as expected” banding, however this is still higher than we expect. We 

continue to review the care provided to our patients and continue to review all 

91



1st Draft1s t  

  Page 89 of 208 

hospital deaths. We believe that the improved Data quality and increased 

depth of Clinical coding has significantly contributed to this achievement. 

Performance on these indicators is routinely reported to Trust Board and 

monitored through reporting to Quality and Governance committee.  

 

 Medicines management 
Inconsistencies in medicine management processes were identified internally 

and during external reviews. As part of the CQC assurance we have 

undertaken internal reviews of our medicines management processes and are 

implementing our Medicine Optimisation plan. The improvement plan is 

monitored by the Operational Board, the Quality and Governance Committee 

and discussed routinely at the Trust Board. 

 

 Third party decisions/transitions to integration 
The organisational changes stimulated by organisational integration and the 

formation of the Integrated Care Organisation are generating decisions which 

will have an organisational impact going forward. These are subject to 

continuous monitoring and Board oversight. This area of risk also includes the 

infrastructure to support the transformation of community services and 

development integrated working. These risks are routinely reviewed and 

reported to the Board.  

 

The main controls and action plans for each significant risk in each area have been 

reviewed and collated in the Trust’s Risk Register. The programme has 

incorporated the Corporate Risks and aligned them to the Board Assurance 

Framework to ensure controls and assurances are in place and monitored and 

outcomes assessed via a responsible designated committee. 

 

As an employer with staff entitled to membership of the NHS Pension Scheme, 

control measures are in place to ensure all employer obligations contained within the 

Scheme regulations are complied with. This includes ensuring that deductions from 
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salary, employer’s contributions and payments into the Scheme are in accordance 

with the Scheme rules, and that member Pension Scheme records are accurately 

updated in  

accordance with the timescales detailed in the Regulations. Control measures are in 

place to ensure that all the organisation’s obligations under equality, diversity and 

human rights legislation are complied with. 

 

The Foundation Trust has undertaken risk assessments and Carbon Reduction 

Delivery Plans are in place in accordance with emergency preparedness and civil 

contingency requirements, as based on UKCIP 2009 weather projects, to ensure 

that this organisation’s obligations under the Climate Change Act and the 

Adaptation Reporting requirements are complied with. 

 

Review of economy, efficiency and effectiveness of the use of resources 
The Trust has an agreed process to ensure that appropriate arrangements are in 

place to ensure resources are used economically, efficiently and effectively to 

fully secure value for money. This involves: 

 

 agreeing a rolling annual financial strategy and plan, 

 a rigorous process of annual budget setting and delivering cost 

improvements, 

 review of Standing Financial Instructions and Schemes of Delegation 

 robust performance management arrangements; and 

 commissioning external advice where the Trust believes economy and 

efficiency can be improved. 

The Board plays an active role by: 

 Agreeing annually a set of corporate objectives ensuring that the Trust 

continues its drive for high quality, cost-effective services as reflected in its  

financial and service strategy submitted to NHSI through the Annual plan 
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 Reviewing and holding the Executive Directors to account for the delivery of 

the corporate objectives, including financial performance, financial risk and 

delivery against the Trust Efficiency Programme  

 Approving the annual Capital Programme and reviewing business cases and 

overseeing procurement for all major capital investments. 

 

The Trust’s Audit Committee plays a key role on behalf of the Board in securing 

assurance on matters relating to economy, efficiency and effectiveness. Internal and 

External Audit recommendations and their implementation are overseen by the Audit 

Committee.  The other two Board Committees, Quality & Governance and Finance 

and Performance also hold key roles in providing assurance to the Board. 

 
The Quality and Governance Committee is the specific Board committee for Clinical 

Quality and Governance and there is an infrastructure of committees and work 

streams reporting through this committee to the Trust Board with clearly defined lines 

of responsibility and accountability. These are supported by policies and plans. This 

includes the monitoring and provision of assurances in relation to the Quality 

Improvement Strategy.  

 

The Quality & Governance Committee is chaired by a Non-Executive director and 

includes Non-Executive and Executive Membership.   

 

A Patient Safety Programme has been developed and implemented by the Medical 

Director and Chief Nurse and endorsed by the Board.  During 2016/17, the metrics 

used are incorporated into the Quality Account metrics, giving coherence and 

integration.  
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Information Governance 
 
During 2016/17 there were no serious incidents (including incidents classified as 

level 2 in the Information Governance Incident Reporting Tool) relating to 

Information Governance including data loss or confidentiality breach.  

 

Overall responsibility for data security rests with the Director of Performance and 

Informatics, who performs the role of Senior Information Risk Officer (SIRO) within 

the Trust. The Trust has a formal Information Governance group of which the SIRO 

is a member. The committee’s terms of reference include confirming the review of 

evidence to ensure the maintenance of effective information governance processes 

and procedures with risk based and proportionate safeguards.  

 

As part of the group’s work to address data security risks, the Information Asset 

Register has been reviewed and Information Asset Owners and Information Asset 

Administrators have been identified.  They advise the SIRO of the security of the 

information assets they control, and provide an annual assurance on the key issues.   

 
Annual Quality Report 

The directors are required under the Health Act 2009 and the National Health 

Service (Quality Accounts) Regulations 2010 (as amended) to prepare Quality 

Accounts for each financial year. NHS Improvement has issued guidance to NHS 

Foundation Trust Boards on the form and content of the annual Quality Reports 

which incorporates the above legal requirements in the NHS Foundation Trust 

Annual Reporting Manual  

 

Making due reference to the Board, Council of Governors and colleague 

organisations, namely NHS Tameside & Glossop, Healthwatch, and Tameside 

Metropolitan Borough Council (Overview and Scrutiny Committee), performance and 
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outcomes identified within the Quality Report are monitored by the Trust Board, Trust 

Executive, the Quality and Governance Committee and Council of Governors.  The 

Chief Medical and Nurse Director (the Trust Executives with responsibility for clinical 

governance standards) are full members of the two former groups and attend the 

Council of Governors meetings when clinical commitments enable attendance.   

The Commissioning for Quality and Innovation (CQUIN) contract has provided the 

Trust with a process for the external scrutiny of a number of elements of its quality 

activities.  Information generated from the Trust’s CQUIN activities have been 

reviewed by the Trust’s single commissioning function provided through NHS 

Tameside & Glossop and Tameside Metropolitan Borough Council. 

The Trust has a contract with Dr Foster Intelligence to provide high quality, fully 

benchmarked data, including mortality, length of stay, day case rate and 

readmissions.  This forms the basis for a number of reports submitted to the Board 

and to other groups within the organisation. 

The Trust has developed its capability for RTT monitoring and reporting tools using 

its data warehouse and bespoke reports and a reporting tool, based on national RTT 

guidance to ensure we monitor and maintain compliance with the requirements. The 

data used to generate these reports is subject to rigorous, and routine, validation and 

tracking processes.  

 
Review of effectiveness 
As Accounting Officer, I have responsibility for reviewing the effectiveness of the 

system of internal control. My review of the effectiveness of the system of internal 

control is informed by the work of the internal auditors, clinical audit and the 

executive managers and clinical leads within the NHS Foundation Trust who have 

responsibility for the development and maintenance of the internal control framework. 

I have drawn on the content of the quality report included in this Annual report and 

other performance information available to me. My review is also informed by 

comments made by the external auditors in their management letter and other 

96



1st Draft1s t  

  Page 94 of 208 

reports. I have been advised on the implications of the result of my review of the 

effectiveness of the system of internal control by the Board, the Audit committee, 

Finance and Performance committee and the Quality and Governance committee, 

and a plan to address weaknesses and ensure continuous improvement of the 

system is in place.   

The Director of Internal Audit provides me with an opinion on the overall 

arrangements for gaining assurance through the Assurance Framework and on the 

controls reviewed as part of the internal audit work.  The Assurance Framework itself 

provides me with evidence that the effectiveness of controls which manage the risks 

to the organisation achieving its principal objectives has been reviewed. 

The internal audit reviews undertaken has resulted in the Director of Internal Audit 

being able to give an overall opinion of significant assurance on the system of 

internal control in the Trust designed to meet the organisation’s objectives and that 

controls are generally being applied consistently. However, where weaknesses in the 

design or inconsistent application of controls put the achievement of a particular 

objective at risk action is taken to improve this.  

During the year there were 6 reports that had significant assurance, 1 report with 

limited assurance and nil reports with no assurance. Management action plans have 

been designed and implemented to address the weaknesses identified and the Trust 

Executive and the Audit Committee review progress against the implementation of 

agreed action plans.  

My review is also informed by reports and assessments including those by: 

 Care Quality Commission, 
 NHS Improvement 
 Internal audit, 
 External Audit 
 Independently commissioned work programmes, 
 Patient Led Assessment of the Care Environment  
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 NHSLA Clinical Negligence Scheme for Trusts 
 Local Commissioners 
 The Local Healthwatch 
 Advancing Quality Alliance (AQuA) 
 Royal College / Health Education North west inspections/accreditations 
 Carter review  
 Information Governance risk assessments aligned to the Information 

Governance Toolkit 
 Review of compliance with and adherence to key policies and plans which 

play a role in ensuring quality of care provided. 
 

The following groups and committees have been involved in maintaining and 

reviewing the effectiveness of the system of internal control: 

 The Trust Board of Directors  

The Board is responsible for setting the strategic direction of the organisation and 

monitoring the progress of the Trust against targets. The Board has established 

governance arrangements including a revised committee structure. The Board 

has an Audit Committee, Quality and Governance Committee and Finance and 

Performance Committee. The Chairs (non-executive directors) report to the Board 

at the first available meeting following each respective committee meeting. 

 The Audit Committee  

The Audit Committee’s key role is to review the integrity of the Trust’s financial 

statements and to ensure appropriate scrutiny and review of the Trust’s financial 

and non-financial controls and management systems. The committee investigates 

the activities of the Trust and provides assurance to the Board of Directors on the 

adequacy of the structures and process for risk management, audit and financial 

reporting. 

 The Finance and Performance Committee 

The role of the Committee is to provide assurance to the Trust Board in relation to 

financial and non-financial performance issues. In particular the Committee 

reviews and advises the Board on in year performance against previously agreed 
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Board objectives/targets (monitoring) and in addition scrutinises in detail and 

recommends for approval the Trust’s longer term business plans (policy setting).  

 The Quality and Governance Committee 

The Quality and Clinical Governance Committee’s key role is to ensure that an 

appropriate and effective system of quality governance is embedded throughout 

the Trust via its divisional structures. The committee reports directly to the Board 

as the main means of providing assurance about the systems and processes for 

monitoring and continually improving the quality of care provided and experience 

of patients and service users. The committee also ensures that the Trust 

responds appropriately and effectively to serious clinical incidents, complaints 

and concerns and other risk and incident data it receives which have potentially 

significant implications for the Trust’s clinical services. 

Extensive improvement programmes continue to be progressed across the Trust 

throughout 2016/17. These have been undertaken to address the identified internal 

control issues and gaps in control previously identified and have been informed by an 

aggregated review of compliance inspections, complaints and incidents. 

Conclusion 
The Trust’s Risk Management Strategy and Plan and Guidance outlines the role that 

controls play in managing the risk associated with the Trust’s business. Controls are 

the elements of the Tameside and Glossop Integrated Care NHS Foundation Trust 

(including our resources, systems, policies, processes, culture, structure, and tasks) 

that, taken together, support our staff in the achievement of the Trust’s objectives.  

It is essential to identify existing controls in the risk management process so that they 

can be assured for their continuing efficacy thus proactively preventing risks 

occurring by highlighting problems with these elements. We record these controls as 

part of the risk assessment process and their effectiveness in the light of the 

governance and risk management framework and this is used to assess gaps in 

control leading to appropriate action to manage the risk. This forms the action plan 

on the risk register and Board Assurance Framework. One control may relate to 

more than one risk.  
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The recorded controls are subject to scrutiny by independent reviewers where 

feasible. Internal assurance by management is used if external assurance is not 

available. This assurance is necessary because the controls are essential to the 

achievement of the Trust’s objectives and the management of the identified risks.  

Effective management of risks is required to meet stated objectives and enable the 

Board to make the Annual Governance Statement, and that there is systematic 

assurance activity relating to the organisation’s principal risks.  

Working in this way, the TGICFT Board can identify gaps in assurance and allocate 

resources for meeting them. Independent sources of assurance have included 

Internal Audit, Commissioners, NHS Improvement, NHS England, Care Quality 

Commission (CQC) and other regulators amongst others and are often mandatory. 

Management assurance has been obtained from TGICFT internal quality and 

governance assurance, clinical audit, Service Improvement Programme (SIP) 

monitoring, and management information.  

When determining whether an issue constitutes a significant risk in relation to control 

the following questions are systematically considered to ensure we have a consistent 

definition:  

We have therefore considered a significant control issue to be any issue which  

Significantly prejudices achievement of priorities, undermines the integrity or 

reputation of the NHS and significantly compromises the delivery of the 

standards expected of the Accountable Officer.  

In determining this, the following would be considered:  

What view does the Audit Committee take on this point?  

• What advice has the internal or external audit given?  

• Has the issue made it harder to resist fraud or other misuse of resources?  

• Did the issue divert resources from another significant aspect of the business?  
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Financial Performance 
 
Income and Expenditure Summary 

The Trust planned for a deficit position of £17.3m for the 2016/17 financial year.  The year 

end adjusted deficit is £13.3m, which is better than the plan by £4m. The table below shows 

the summary statement of comprehensive income. 

This is an improvement on the 2015/16 deficit, although the improvement is largely driven by 

non recurrent benefits relating to Sustainability and Transformation Funding (STF) from NHS 

Improvement. 

 

In 2017/18, the Trust is planning a £24.4m deficit.  This is currently subject to agreement by 

NHS Improvement. 

Analysis of Income 
 
The Trust received £212m of income in 2016/17 and the table below indicates a breakdown 

of the sources of income. 

 

Actual 2015/16 Actual 2016/17 Plan 2017/18
£'000 £'000 £'000

Revenue:
Operating income from patient care activities 152,694 188,196 194,543
Other operating income 12,509 24,227 10,209
Operating expenses (184,110) (222,494) (224,864)
Operating Deficit from continuing operations (18,907) (10,071) (20,112)
Finance Costs:
Finance income 21 22 25
Finance expenses (3,587) (3,926) (4,419)
Finance expenses - unwinding of discount (8) (7) 0
PDC dividends payable (483) 0 0
Net Finance Costs (4,057) (3,911) (4,394)
Gains/(Losses) on Disposal 214 (11)
Deficit (22,750) (13,993) (24,506)
Exceptional Items 0 672 134
Adjusted Deficit (excluding exceptional items) (22,750) (13,321) (24,372)
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The Trust has seen an increase in income of £46m between 2015/16 and 2016/17.  This is in 

relation to; 

 
 NHS Tariff deflation of 1.9% 

 STF income 

 Increased income in relation to delivery of performance standards from 

commissioners 

 The Trust taking on Community Services from Stockport 

 Transformation funding from Greater Manchester Health and Social Care Partnership 

 

In 2017/18, the Trust is planning to receive £205m of income.  The reduction from 2016/17 is 

due to the non recurrent receipt of STF in 2016/17. 

 
Analysis of Expenditure 

 
The table below sets out the Trust’s operating expenditure in 2016/17. 
 

 

Actual 2015/16 Actual 2016/17 Plan 2017/18
£'000 £'000 £'000

Income from Activities
CCGs and NHS England 150,896 179,248 185,764
Local Authorities 32 7,198 132
Other 1,766 1,750 8,647
Subtotal Income from Activities 152,694 188,196 194,543
Other Operating Income
STF 0 9,428 0
Other Operating Revenue 12,509 14,799 10,209
Subtotal Other Operating Income 12,509 24,227 10,209
Total Revenue 165,203 212,423 204,752

Actual 2015/16 Actual 2016/17 Plan 2017/18
£'000 £'000 £'000

Employee expenses 120,233 149,132 156,585
Drugs 9,066 9,454 9,800
Clinical supplies 12,433 16,028 16,238
Non clinical supplies 7,338 4,035 3,238
Depreciation and amortisation 5,117 4,676 4,887
Impairments of property, plant and equipment 0 0 0
Redundancy 0 0 0
Misc other operating expenses 29,923 39,169 34,116
Total 184,110 222,494 224,864
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Impairments are not included in this analysis as they are excluded from the Use of 

Resources Risk Rating which is used by NHS Improvement to assess Trust financial 

performance. 

 
The increase in financial expenditure of £38m between 2015/16 and 2016/17 is due to the 

following; 

 Pay awards, increments and an increase in the employer pension contribution 

 Expenditure relating to the budgets for Community Services 

 Investments in staffing to improve quality and safety 

 Revenue consequences of business cases to enhance the services provided by the 

Trust 

 Revenue consequences of capital expenditure 

 Expenditure associated with the development of the Integrated Care Organisation 

funded by the GM and Social Care Partnership Transformation funding. 

 
The Trust is planning for £225m of expenditure in 2017/18.   

 
Trust Efficiency Programme 
 
The Trust delivered efficiency savings of £7.8m for 2016/17, achieving the plan.  The table 

below indicates the savings over the last 3 years. 

 

 
In 2017/18, the Trust is planning for a challenging £10.3m of savings.  There are detailed 
plans in place to deliver these savings. 
 
 
 
 

Actual 2015/16 Actual 2016/17 Plan 2017/18
£'000 £'000 £'000

Trust Efficiency Savings 6,700 8,400 10,300
% of Income 4.1% 4.0% 5.0%
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Capital Spending 
 

The Trust invested £3.0m in capital expenditure in 2016/17.  A breakdown of the types of 

expenditure is shown in the table below; 

 

The Trust is planning for capital investments of £41m in 2017/18.  The majority of this is in 

relation to developments of the ICO and assumes funding by a £38m loan. 

 
Cash Support 
 
The Trust received an Interim Revenue Support loan of £13.2m and an uncommitted interim 

revenue support loan of £6.7m in 2016/17. These are repayable in 2020.   The Trust now 

has a loan liability of £54.8m, which is currently repayable between 2018 and 2020.  The 

2017/18 annual plan assumes a loan of £24.3m. 

 

Use of Resources Risk Rating 

 
The Trust is assessed by NHS Improvement with a Use of Resources (UOR) risk rating.  

This generates a rating between one and four, with one being the best. 

 
The UOR incorporate four measures of financial robustness; 
 

1. Liquidity 

2. Capital Servicing Coverage 

3. Income and Expenditure (I&E) margin 

4. I&E Variance from Plan 

Actual 2015/16 Actual 2016/17 Plan 2017/18
£'000 £'000 £'000

Estate and Facilities schemes 1,210 1,130 447
IM&T Schemes 380 530 13,632
Medical Equipment 830 790 1,164
Other 130 485 0
Organisational Development 0 0 25,755
Total Capital Expenditure 2,550 2,935 40,998
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5. Agency expenditure against NHSI ceiling 

The table below indicates the Trust’s UOR risk rating for 2016/17. 
 

 
  
Remuneration Report 

The Remuneration Committee (see page 32 for details of the Nomination and Remuneration 

Committee) comprises the Chairman and all of the Non-Executive Directors of the Trust.  

The quorum for a meeting of the Remuneration Committee is four members.  The role of the 

Remuneration Committee is to advise the Board on the appropriate remuneration and terms 

and conditions of employment of the Chief Executive and Executive Directors of the Trust 

only.  In discharging this responsibility the Remuneration Committee comply with the annual 

guidance received from the Department of Health concerning pay increases for ‘Very Senior 

Managers’ (Chief Executive and Directors). 

 

The Chief Executive and Executive Directors are all employed on permanent contracts of 

employment and are entitled to give and receive six months’ notice of termination of contract.  

The Chairman and Non Executive Directors are appointed by the Council of Governors in 

line with the Trust’s Constitution, and the Health and Social Care Act 2012.  Under this they 

are appointed for a maximum three year contract, renewable at the discretion of the Council 

of Governors for an absolute maximum tenure of nine years. The Chairman and non-

executive directors are entitled to resign by giving notice to the Council of Governors. 

 

The following information shown in the tables below (subject to audit) is in respect of the 

period 1st April 2016 to the 31st March 2017. The Trust does not operate a system of 

Liquidity Capital 
Servicing 
Coverage

I&E Margin Variance from 
Plan

Agency UOR

Risk Rating 4 4 4 1 2 3
Percentage Weighting 20% 20% 20% 20% 20% 100%
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performance related bonus payments and so no performance related bonuses have been 

paid to any employees listed in the table below.  

Greenbury Declarations 2016/17 

 

Notes 

Note 1 Mrs T McErlain-Burns commenced in an Interim Post as a contractor on 08/02/17 covering the role of 
Chief Nurse. Therefore there is no pensions information for her. 
Note 2 Mrs J Soboljew terminated in post 31/01/17. 
Note 3 Ms C Elliott commenced in post 01/02/17. 
Note 4 Ms S Bridgen commenced in post 01/02/17. 
Note 5 - In line with the manual for accounts guidance, agreement has been reached with the Chief Executive 
that Executive, Non-Executive, and Directors who attend the Board Meetings only will be disclosed within this 
note. 
Note 6 - The total number in office as at 31st March 2017 is 14. 
Note 7 - The number receiving expenses in the reporting period were 7 and the aggregate sum of expenses paid 
was £1,605.22. 
Note 8 - Mr B Ryan, Medical Director, still maintains an active clinical role. The salary relating to the clinical 
element of this role is with band £25-30K (included in the total salary) 
 

The median pay calculation is based on employees on the Trust payroll only, and represents 

the net salary costs of all individuals including basic pay, enhancements, acting up, 

additional duty payments, PA’s, banding supplements for doctors, CEA’s, maternity pay, 

arrears, overtime etc. The total pay has then been divided by the whole time equivalents 

Name and Title

Salary 
(bands of 

£5,000)

Taxable 
Benefits 

(Rounded to 
the nearest 

£100)

Annual 
Performance 

Related 
Bonuses 
(bands of 

£5,000)

Long Term 
Performance 

Related 
Bonuses (bands 

of £5,000)

Pension 
Related 
Benefits 

(Bands of 
£2,500)

Total (bands 
of £5,000)

Salary 
(bands of 

£5,000)

Taxable 
Benefits 

(Rounded 
to the 

nearest 
£100)

Annual 
Performance 

Related 
Bonuses 
(bands of 

£5,000)

Long Term 
Performance 

Related 
Bonuses (bands 

of £5,000)

Pension 
Related 
Benefits 

(Bands of 
£2,500)

Total (bands 
of £5,000)

£000 £ £000 £000 £000 £000 £000 £000 £000 £000 £000
Mrs K James 160-165 200 - - 55-57.5 215-220 160-165 2 - - 122.5-125 280-285
Chief Executive
Mrs C Yarwood 125-130 600 - - 50-52.5 175-180 130-135 1 - - 60-62.5 190-195
Director of Finance
Mr B Ryan 165-170 0 - - 75-77.5 240-245 160-165 - - - 22.5-25 185-190
Medical Director
Mrs P Cavanagh 110-115 300 - - 67.5-70 175-180 105-110 7 - - 75-77.5 180-185
Executive Director of Clinical Services
Ms A Bromley 90-95 100 - - 35-37.5 125-130 85-90 - - - 25-27.5 115-120
Director of Human Resources
Ms G Parker 85-90 100 - - 30-32.5 120-125 85-90 2 - - 2.5-5 90-95
Director of Estates and Facilities
Mrs Pauline Jones 120-125 100 - - 75-77.5 200-205 20-25 - - - 52.5-55 70-75
Chief Nurse
Mrs T Mcerlain-Burns (Note 1) 25-30 - - - - 25-30 - - - - - -
Chief Nurse
Mr P Connellan 40-45 - - - - 40-45 35-40 10 - - - 40-45
Chairman
Mr M Taylor 10-15 - - - - 10-15 5-10 - - - - 10-15
Non-Executive Director / Audit Chair
Miss T Kalloo 10-15 200 - - - 10-15 10-15 1 - - - 10-15
Non-Executive Director
Mrs J Soboljew (Note 2) 5-10 - - - - 5-10 10-15 3 - - - 10-15
Non-Executive Director
Mrs Anne Dray 10-15 - - - - 10-15 10-15 5 - - - 10-15
Non-Executive Director
Ms A Higgins 10-15 - - - - 10-15 10-15 - - - - 10-15
Non-Executive Director
Ms C Elliott (Note 3) 0-5 - - - - 0-5 - - - - - -
Non-Executive Director
Ms S Bridgen (Note 4) 0-5 - - - - 0-5 - - - - - -
Non-Executive Director

Band of Highest Paid Director's Total Remuneration (£000) 165-170 160-165
Median Total Remuneration £22,486 £22,636

Ratio 7.45 7.17

2016/17 2015/16
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A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the 

pension scheme benefits accrued by a member at a particular point in time.  The benefits 

valued are the member’s accrued benefits and any contingent spouse’s pension payable 

from the scheme.  A CETV is a payment made by a pension scheme, or arrangement to 

secure pension benefits in another pension scheme or arrangement when the member 

leaves a scheme and chooses to transfer the benefits accrued in their former scheme.   

The pension figures shown relate to the benefits that the individual has accrued as a 

consequence of their total membership of the pension scheme, not just their service in a 

senior capacity to which the disclosures apply.  The CETV figures, and the other pension 

details, include the value of any pension benefits in another scheme or arrangement which 

the individual has transferred to the NHS pension scheme.  They also include any additional 

pension benefit accrued to the member as a result of their purchasing additional years of 

pension service in the scheme at their own cost.  CETVs are calculated within guidelines and 

framework prescribed by the Institute and Faculty of Actuaries. 

 
Real increase in CETV reflects the increase in CETV effectively funded by the employer.  It 

takes account of the increase in accrued pension due to inflation, contributions paid by the 

employee (including the value of any benefits transferred from another pension scheme or 

arrangement) and uses common market valuation factors for the start and end of the period. 
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Part One 
Statement on the Quality of Services from the Chief Executive and Statement of 

Director Responsibilities 

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.   
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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 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 2016 national patient survey not published at time of reporting  

 
 the 2016 national staff survey 7th March 2017   
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Part Two 

 

 

 

 

 

Priorities for Improvement and Statement of 
Assurance from the Board 

 
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.   
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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. 

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% 
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 We will increase completed eligible VTE risk assessment from an average 

of 96% to 98% 

 We will deliver and meet the Sepsis CQUIN requirements improving the 

Trust’s compliance with Sepsis Care against the 2015 baseline position. 

 

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

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

community services. 

 

 We will implement our improvement plans to progress the CQC ratings to 

good or outstanding from the September 2015 report baseline  

 The Trusts mortality rates will improve from  

 We will further develop our strategy for seven day services and integrated 

working in partnership with other key organisations.  

 We will lead and deliver a Quality Initiative across the wider Health and 

Social Care economy in relation to Pressure Ulcer prevention using 

preventative health strategies to standardise and improve wound care 

management across the community. 

 We will lead and deliver a Quality initiative across the wider Health and 

Social Care economy in relation to infection control practice to improve 

compliance amongst non-hospital providers 

 We will improve our organisational PLACE Scores reported in 2016 to be at 

or above the 2015 national average reported scores:  

 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. 
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 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. 

 

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, 

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  
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 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 rate.  
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- 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: 
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 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 

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 
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 National Clinical Audits Participation 

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 

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 
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National Clinical Audits Number 
submitted 

Percentage 
submitted 

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% 

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 
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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.  

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 
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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. 

- The research team were shortlisted for the NIHR Clinical Research Network: 

Greater Manchester research team of the year for 2016 
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- 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 
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2016/17 CQUIN Goals 
 

Indicator 
Number 

Indicator Name 
Expected 
Financial 
Value 

N
at

io
na

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 

Sp
ec

ia
lis

t Pharmacy CA2 Dose banding £25,318 

Neonatal 
Neonatal hypothermia £30,000 

Neonatal 2 year review £30,000 

Lo
ca

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. 
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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.   

 

 
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 

136



 

  Page 134 of 208 

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 

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 
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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; 

 909.98% 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 
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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).  

 
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.  
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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 191 

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 187 

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 189 

20. The trust’s responsiveness to the personal needs of its patients during the 
reporting period. Page 175 

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 180

23. The percentage of patients who were admitted to hospital and who were risk 
assessed for venous thromboembolism during the reporting period. Page 159 

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 139 

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 165 

Friends and Family Test results Page 168 

Maximum time of 18 weeks from point of referral to treatment (RTT) in aggregate – 
patients on an incomplete pathway  Page 176 

A&E: maximum waiting time of four hours from arrival to admission/ transfer/ 
discharge  Page 176 

All cancers: 62-day wait for first treatment from:  Page 177 
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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  
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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. 

 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  
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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 

 

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. 
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 Strengthened the Finance function to ensure managers and directors receive high 

quality information to ensure all resources are used effectively and efficiently in 

order to deliver safe high quality care  

 
In addition we have undertaken and are delivering a number of focussed 

improvement programmes to improve the way we provide our services and improve 

the Quality, Safety and effectiveness of the care provided.  

 

In 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  

 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 
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 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 

 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 
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 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 
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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. 

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 
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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  

• 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. 
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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. 

  

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. 
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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.  
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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 
2015/16 

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 
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 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  

 

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:  

 
 

162



 

  Page 160 of 208 

 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 

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. 

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

 

 

 

 

 

% 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  

 

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

o Maternity to achieve a 30% response rate. 

o ED to sustain the 25% response rate. 

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

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

rate. 

o Out-patients to achieve a 20% response rate 
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o 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.  

 

 
 

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% 
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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 

 

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.   

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. 
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 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  

10th 8th 7th 9th 9th 

NHS England provide the following explanation of the scores  

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

good" we would expect a score of about 80, a score around 60 indicates "good" patient experience. The overall score is the 

average of the domain scores.   

 

Tameside 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 

 

 
 

 

 

 

 

 

NHS Outcome framework indicators:  
All domains   
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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. 
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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”. 
  

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% 
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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 have 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.   
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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.  

 

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. 
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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 
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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 
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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 

 
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 have 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. 
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 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 

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 
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Objective Success Criteria 

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. 

 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. 
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Objective Success Criteria 

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; 

 The introduction of a single point of contact for all 

intermediate tier services. 

 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 
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Objective Success Criteria 

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 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. 

 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 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 
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Objective Success Criteria 

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 
 
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.    
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Staffing and Culture 
The Trust has 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. 
 
 
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 values 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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