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Report to Public Trust Board meeting of 28 January 2016

Agenda Item 6b

Title Chief Executive’s Report

Sponsoring Executive Director Karen James
Author (s) Tom Neve
Purpose To discuss and note the actions required under the

various items covered by this report.
Previously considered by This report has not previously been considered by

any other committee

Executive Summary :
Quarter 3 Monitor submission – to agree the submission to Monitor in respect of quarter 3 of

the 2015/16 financial year;

The 2015 Spending Review – a summary of the key issues relating to healthcare

Junior Doctors Strike – an update on the industrial action that took place on

Visit by Health Education North West – an update on the recent visit by HEENW

EPR Framework and Emergency Planning – an update on the new EPR Framework

BMJ International Forum on Quality and Safety – HALS team abstract accepted for display

at the International Forum

Related Trust Objectives
This report impacts on all of the Trust’s
Corporate Objectives

Risk Assurance – risk impacted upon
Relates to all aspects of Board Assurance
Framework and Significant Risk Report.

Legal implications/Regulatory
requirements

This report impacts on Monitor’s licence
requirements

Financial Implications
Some items discussed in this report may
have some financial implications

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

Some items discussed in this report may
have an influence on sustainability

Action required by the Board
Board is asked to agree the Quarter 3 submission to Monitor and to discuss and note the
other items contained within the report.
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Chief Executive’s Report

Quarter 3 Monitor Submission

The Trust has to make its Quarter 3 In-Year Submissions to Monitor by the end of

January 2016 covering:

- A declaration of risks against healthcare targets and indicators for 2015/16

- An In-Year governance statement from the Board

The Quarter 3 2015/16 submission will reflect that the Trust did not meet the

following Monitor standards: the A&E four hour referral to treatment target.

The Trust is complaint with all other targets and standards in respect of quarter 3.

An In-Year Governance statement from the board is required and the board is

required to respond “confirmed” or “not confirmed” to the following statements:

For finance that:

The board anticipates that the trust will continue to maintain a Continuity of Service

rating of at least 3 over the next 12 months.

The board is asked to approve a “not confirmed response”.

The Board anticipates that the trust's capital expenditure for the remainder of the

financial year will not materially differ from the amended forecast in this financial

return.

The board is asked to approve a “confirmed” response”.

For governance, that:

The board is satisfied that plans in place are sufficient to ensure on going

compliance with all existing targets (after the application of thresholds) as set out in

Appendix A of the Risk Assessment Framework; and a commitment to comply with

all known targets going forward.

The board is asked to approve a “not confirmed” response.

Otherwise:

The board confirms that there are no matters arising in the quarter requiring an

exception report to Monitor (per the Risk Assessment Framework diagram 6) which

have not already been reported.

The board is asked to approve a “confirmed” response.

Consolidated subsidiaries:
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The trust is required to indicate the number of subsidiaries included in this return.

The submission template will not include the results of the trusts NHS charitable

funds.

The board is asked to note that the Trust does not have any subsidiaries, therefore

none have been included in the return.

The 2015 Spending Review

On 25 November 2015 the Chancellor of the Exchequer outlined the public spending

proprieties for the current Parliament (2015 to 2020).

Overall the spending review means a real time reduction in public spending to deliver

a surplus in 2019/2020 of around £10 billion.

Departmental spending as a whole will continue to be cut in real terms this

Parliament however it was announced that health spending will be a bigger

proportion of total departmental spending. It is anticipated that health spending will

increase from 35 percent to 38 percent in 2020.

The NHS is a key part of the 2015 spending review and there will be difficult choices

on health and care spending.

This will include:

1. NHS England spending to increase by £8.4 billion in real terms by 2020/21

and Department of Health spending to decrease. The NHS England budget

will grow by £5.4 billion in the next two years, as part of a front-loaded

scenario.

 This measure will have a big impact on vital resources needed to

deliver the Five Year Forward View, including on public health and

clinical training. Although the commitment to front-loading funding

across the next two years gives the NHS a chance to transform the

way care is delivered to patients.

2. Recognition of social care funding gap and introduction of flexibilities to raise

council tax to fund adult social care.

The Government states that it will integrate health and social care services by

2020 with each part of the country developing plans by 2017. The social care

tax ‘precept’ of 2 percent allow councils to raise revenue to fund adult social

care. There are also plans to consult on changes to the local government

financial system to rebalance support to authorities with social care

responsibilities.
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 There is a risk that the proposals may not protect social care over the

next five years, and whether there will be enough resources available

to local authorities to reduce the impact on the NHS. Not protecting

social care could further risk hospitals facing pressures due to

shortfalls elsewhere.

3. Confirmation of maintaining the Better Care fund at current mandated levels,

plus an additional £1.5 billion for local authorities through this fund.

4. No protection for Public Health, which will see a 3.9 per cent real terms cut

over the next five years.

 The Five Year Forward View was clear on a fundamental upgrade for

public health and prevention. A real term cut in funding may make this

aim difficult to achieve

Visit by Health Education England North West (HEENW)

A team from Health Education England North West (HEENW) undertook a

Postgraduate Monitoring visit on Tuesday 13th October 2015. The team conducted a

review of Medicine, Surgery, Anaesthetics and ED which included trainees at all

levels and also GP trainees. 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 presented high level, collective verbal feedback to members of the

Trust Executive team and members of Medical Education at the end of the day. The

Trust has now received the formal written report which provides a summary of the

findings, areas of noteworthy practice and the requirements and recommendations

set out by the Team in order to ensure the Trust meets the standards set out by the

GMC and the Education Contract with HEENW.

The Medical Director and Director of HR are to meet with the Director of Medical

Education, to examine the report in some detail and to begin to develop an action

plan. The Trust is required to formally respond to the requirements and

recommendations raised by the visiting team using a template action plan supplied

by HEENW, the deadline for this return is the 13th May 2016.

Whilst the template action plan will be populated for the purposes of HEENW it is

planned that the actions arising from the report will be mapped and built into the

overarching assurance plan for regulatory monitoring.

Junior Doctors Strike

As you are aware, industrial action by junior doctors took place on Tuesday 12th

January, nation-wide, as a result of a recent ballot by the British Medical Association
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(BMA). This action ran from 8am on Tuesday 12th January until 8am on Wednesday

13th January 2016.

The industrial action obviously had the potential to impact on the normal running of

the hospital – however, our contingency plan worked effectively and I am pleased to

report that on the whole, the business ran as normal.

This industrial action was one of three dates outlined by the BMA; however, the

action scheduled for Tuesday 26th January for 48hrs has been called off. Junior

doctors still plan to take action on Wednesday 10th Feb, although we understand that

negotiations about this are ongoing.

NHS England Emergency Preparedness’, Resilience and Response Framework

In November 2015 NHS England published a new Emergency Planning,

Preparedness, Resilience and Response Framework as guidance for all NHS funded

organisations to assist in meeting the requirements of the Civil Contingencies Act

2004 (CCA 2004), the NHS Act 2006 as amended by the Health and Social Care Act

2012 (NHS Act 2006 (as amended)) and the NHS Standard Contract. This

supersedes previous versions of the document.

The Framework contains principles for effective emergency preparedness, resilience

and response (EPRR) and the key highlights for the Trust board to note in this

document are:

 The classifications of incidents now include:

o Business Continuity Incidents – a disruption to an organisations normal

service delivery

o Critical Incident – any localised incident where the level of disruption

results in an organisation losing its ability to deliver critical services

o Major Incident – any occurrence that presents serious threat to the

health of the community or number and type of casualties requiring

special arrangements

 Definition of the Accountable Emergency Officer (AEO) role- this must be a

board director with authority and responsibility for ensuring that the

organisation complies with legal and policy requirements.

 AEO to be supported by a non-executive director to endorse assurance to the

board that the organisation is meeting its obligations with respect to EPRR

(the Chairman has taken on this role).

 On call staff in each organisation should be appropriately trained in their role

within the organisations response – this is underway.
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BMJ International Forum on Quality and Safety 2016

II am delighted to inform trust board that the HALS team submitted an abstract to the

BMJ International Forum 2016, and a poster will be displayed at the event which is

being held from 12 April to 15 April 2016.

The abstract submitted under the category of workforce engagement is titled: Alcohol

Related Harm: Changing hospital culture and improving clinical outcomes for

patients.

This is just one of the many acknowledgments the HALS team has received for their

innovation in healthcare.
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th January 2016

Agenda Item 7a i

Title 2016/17 Financial Framework and Planning

Sponsoring Executive Director Claire Yarwood

Author (s) Claire Yarwood

Purpose
To advise Board of the 2015/16 outturn an 2016/17 plan
including Sustainability and Transformation fund

Previously considered by Not previously considered by any other meeting

Executive Summary: the report introduces the Sustainability and Transformation fund and
identifies the allocation to the Trust. Access to this fund is dependent on meeting a number of
conditions which are highlighted in the report.

Related Trust Objectives
This report relates to:

Objective 5 – to develop a strategic plan which
will secure clinical and financial sustainability
for the trust in collaboration with its strategic
partners, and key stakeholders.

Objective 7 – To deliver against the required
local and national frameworks, and to put in
place arrangements to secure economy,
efficiency and effectiveness in it use of
resources, in order to meet all the
requirements of the Trust’s operating licence
and the commissioners’ requirements.

Risk Assurance – risk impacted upon
723 – failure to meet, deliver the Trust’s
financial plan

Legal implications/Regulatory requirements
This report directly imparts on the Trust
complying with the terms of its Provider license

Financial Implications
Identified within the report

Has a quality impact assessment been
undertaken?

N/A

How does this report affect Sustainability?
This report directly impact upon the Trust’s
sustainability

Action required by the Board: to discuss the consequences of the report and to approve
the control total, the fund allocation and attached conditions, and to authorize the Director of
Finance to inform NHS Improvement of such agreement by 8th February 2016
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2016/17 Financial Framework and Planning

1.0 Background

Since the publication of the ‘Delivering the Forward View: NHS Planning 2016/17 – 2020/21’, more
detailed planning guidance has been produced by NHS Improvement.

As announced in the recent Spending Review, the government has committed to provide an

additional £8.4 billion real-terms funding for the NHS by 2020/21. The increase in funding available

for 2016/17 totals £3.8 billion in real terms, a £5.4 billion cash increase. It includes a £1.8 billion

Sustainability and Transformation Fund (S&T Fund) for the provider sector in 2016/17, to be

targeted primarily at providers of emergency care. This is a good settlement for the NHS in times of

public spending constraint when the majority of government departments are facing real-terms

funding reductions.

However, this settlement is dependent on the NHS provider sector delivering a deficit of not more
than £1.8 billion in 2015/16 and breaking even in 2016/17 after application of the fund.

2.0 Sustainability and Transformation Fund (S&T fund)

The Planning guidance introduces the S & T fund of £1.8bn for 2016/17. This fund is to support
providers move to a more sustainable financial footing. NHS Improvement Monitor have allocated
the fund to providers of emergency care that have been under the greatest financial pressure as a
‘general element’ and a further ‘target element’ will be allocated to support Trusts drive efficiencies
and go further faster.

It is anticipated that the S&T fund for 2016/17 will replace the need for the current scale of direct
Department of Health (DH) cash funding. However, it is recognised that Providers that are in deficit
and require cash support after the receipt of the funding and local efficiencies will have access to DH
interim support loans as at present via interest bearing loans.

The allocation of the S&T fund to Tameside Hospital Foundation Trust is proposed to be £6.9m for
the general element, subject to Provider eligibility and conditions.

To be eligible to access the ‘general element’ of the S&T fund for the Trust must meet all the
conditions in the table below:

Objective Conditions/measurement

Deliver agreed

control total

Provider deficit

reduction/ surplus
increase

Q1: Agreement of milestone-based recovery plan (OR surplus increase)

with NHS Improvement AND agreed control total for 2016/17. Agreement

to capital control total.

Plans to include milestones for Carter implementation (including reporting and

sharing data in line with the national timetable) and compliance with the NHS

Improvement agency controls guidance.

Q2 to Q4: Delivery of plan milestones AND capital and revenue control

totals.
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Access
standards

Q1: Agreeing with NHS England and NHS Improvement a credible plan for

maintaining agreed performance trajectories for delivery of core standards for

patients, including the four-hour A&E standard, the 18-week referral to

treatment standard and, for appropriate providers, the ambulance access

standards.

Q2 to Q4: Delivery of agreed performance trajectories.

Transformation Q1 to Q3: Local Sustainability and Transformation Plans (STPs) – to work with

commissioners and develop an integrated five-year plan in line with the

national STP timetable.

Q4: STP agreed with NHS England and NHS Improvement.

Providers will also have the option to volunteer to join an

accelerated 2016/17 transformation cohort.

There are also a number of conditions;

1) Demonstrate tangible progress towards a creditable plan for achieving seven-day services for
patients by 2020. The Trust will be expected to continue to make progress towards achieving
seven day services in 2016/17.

2) The Trust must sign up to achievement of the deficit control total for 2016/17.

3) Access to the S&T fund will be through a formal agreement between NHS Improvement and
Tameside Hospital Foundation Trust Board in advance of any funds being paid. NHS
Improvement requires confirmation by 8th February 2016 that the Trust accepts the offer and in
doing so agrees to the conditions. It is expected that the agreement will be embedded in high
quality board approved plans that are fully compliant with the criteria and submitted in February
and April 2016.

4) The S&T funding will be paid as Income via Tameside and Glossop CCG in addition to normal
contract Income.

5) Release of funding will be subject to a quarterly review process in arrears.

6) The funding will be provisionally allocated at the start of the planning process along with a
control total to ensure providers are able to prepare credible financial plans to achieve the
planned reduced deficit.

3.0 Control Total

A control total has been provided to the Trust which is required to be delivered for 2016/17 and
which must be agreed and approved by the Trust Board prior to any allocation for the S&T fund.

The Board should consider alongside the proposed tariff / business rule changes and access to the
S&T fund whether their control total is achievable in 2016/17.

The proposed 2016/17 control total for the Trust is £17.4m deficit.

4.0 National Financial Framework

The key details of the 2016/17 financial framework are:
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4.1 Proposals in relation to national tariff (subject to national consultation)

 A delay in the introduction of HRG 4 and to provide a year of price stability combined with
no changes to specialist top-ups.

 A cost uplift of 3.1% reflecting a stepped change in the cost of employers pension
contributions

 Additional funding to cover the aggregate increased cost of CNST contributions.

 An efficiency factor of 2% which results in net prices uplift of 1.7%

 An increase in the marginal rate for emergency admissions to 70% for all providers

 No application of a specialised services marginal rate in 2016/17.

Other system management changes include:

 Commissioners are required to plan to spend 1% of their allocations non-recurrently;
however, this should be uncommitted at the start of the year to insulate the health
economy from financial risks particularly from the Providers.

 Requirement for commissioners to agree a joint plan to deliver the requirements of the
Better Care fund in 2016/17 which should explicitly support reductions in unplanned
admissions and hospital delayed transfers of care.

5.0 2016/17 Trust Budget Setting Processes and Principles

In order to create a financial plan for 2016/17 and develop budgets the following budget setting
processes and priorities need to be agreed by the Board.

Revenue Budgets

The starting point will be recurrent budgets, which will be adjusted for the changes in expenditure
outlined below:

 Pay awards, incremental drift and increased superannuation cost will be calculated for each
member of staff in post.

 Estimated inflationary increases will be added for drugs, property valuation movements,
rates, utilities and other non-pay inflation

 Capital charges and other finance costs will be at calculated cost with reference to the
capital plan and the cash flow forecast

 CNST premium will be at the cost notified to the Trust by the NHSLA

 Funding of agreed pressures

 Cost Improvement Programme (CIP)Service developments identified as part of the business
planning process together with indicative capital costs and revenue implications.
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Unlike budget setting for 2014/15, budgets will not be funded at forecast outturn. Any expenditure
incurred this year above these levels will need to be considered as to whether it is non recurrent or
a continuing pressure. All pressures will be reviewed and approved by the Executive Team.
Pressures not approved will be subject to a quality impact assessment.

Budgets are owned by the budget holder. Accountability will be explained by engagement with
divisional team throughout budget setting, and budget holders will agree and sign off the final
budgets.

Capital Budgets

The Trust plans to minimise its capital expenditure below the level of internally generated funds in
order to improve liquidity as much as possible while maintaining a safe estate.

The plan will be coordinated through the Capital Planning and Estates Committee which reviews the
prioritisation of bids for capital funds and monitors progress on the plan throughout the year to
ensure the DH Capital expenditure target is met.

NHS Clinical Income (93% of Trust Income Budget)

NHS Clinical income makes up 93% of the Trust’s annual income. The starting point for clinical
income budgets will be 2015/16 forecast out-turn activity.

This will be adjusted for the following changes in activity;

 Additional activity in relation to service developments

 Additional activity in relation to changes required to achieve national performance targets

 Additional activity in relation to growth/decline

 Activity plans are calculated by the Performance and Information team and agreed with
the Operational leads

Agreed activity plans will be used to calculate the Trust’s clinical income plan at commissioner level
and all activity will be priced using either national or locally agreed tariffs.

National Tariffs will be reflective of the 2016-17 draft prices published by Monitor, and then further
refined, following the publication of the 2016/17 National Tariff.

With the exception of pass through items (predominately high cost drugs and devices not included
in the PbR tariffs) all other tariffs will be uplifted in line with the published net uplift of 1.1%. As the
national tariff has not been rebased, any further revision to local prices will need to be agreed with
Commissioners.

The 2016/17 contract with Tameside and Glossop CCG is likely to be a sophisticated block contract
containing floors and ceilings to reduce the risk for both parties and to enable service
transformation to begin in line with Care Together Programme.

Final plans will be subject to agreement with the Commissioners and so divisional activity plans
need to take into account commissioner affordability.

Non Clinical Income

The starting point for non clinical income budgets will be based on 2015/16 forecast outturn.
Adjustments will be made for the following;
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 One off benefits/losses

 Any planned service changes

Financial Pressures

Pressures will be identified as follows;

 Overspend in 2015/16 against budgets.

 Pressures associated with new activity or the Trust’s requirement to deliver quality metrics
for existing activity.

 Discussions with budget holders with regards to potential pressures for 2016/17

 Additional expenditure associated with the commissioning intentions of key commissioners

 Pressures relating to requirements of the national guidance – ‘Delivering the Forward View:
NHS planning guidance 2016/17-2020/21’

The Finance team will work with the divisional teams to compile a list of pressures. This will be
reviewed internally. A summarised list of pressures will be reviewed and approved at the Executive
Team meeting.

Cost Improvement Process (CIP)

The CIP programme is a Trust wide process, with significant input from the Finance team to aid the
process. The schemes will developed by division, as well as utilising data from the Trust’s Carter
report and benchmarking analysis.

CIP will be allocated into the following proposed themes;

 Diagnostics
 Workforce
 Estates
 Procurement
 Productivity
 Pharmacy

CIP targets will initially be allocated to Divisions based on a percentage basis. A Quality Impact
Assessment (QIA) will be completed for all savings projects. The Finance team will provide the
following support;

 Calculate the value of the recurrent value of the 2015/16 cost savings and identify any shortfall
which will be carried over to the 2016/17 programme

 Support the setting of the CIP target for 2016/17 by the savings required to bridge the gap
between the income the Trust receives and the expenditure the Trust is planning to incur

 Identify potential areas where savings can be made and support the operational leads in
providing financial information to help aid decisions

 Provide costings for proposed schemes and provide financial analysis to identify any potential
risks in achievement

 Maintain a savings tracker to enable the progress of schemes to be monitored
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 Report progress reports to the Board and the Finance and Performance Committee on a
monthly basis, and to weekly Executive Team meeting on an ad hoc basis.

Transforming Community Services (TCS)

Amalgamation of the Community Services budgets with the Trust budgets will align to the due
diligence work currently being undertaken and also with discussions with the lead CCG.

Other Issues

 To fund the deficit plan, a loan will be required from DH.

 Until the contract with Tameside and Glossop CCG has been agreed, final budgets cannot be
agreed as they will be dependent on the agreed contract value.

 If the final National Tariff is materially different to the draft National Tariff, the Trust budget
will be adjusted accordingly.

 If the contractually agreed Quality Indicators have conditions relating to income
achievement, the Trust budget will be adjusted accordingly.

6.0 Summary

In order to allow the Board to discuss the offer of the S&T fund and the sign up to the control total
by 8th February 2016, a summary of the draft plan will be tabled at the board meeting, as the budget
setting / financial planning timetable did not allow for or anticipate this guidance from NHS
Improvement which was issued on 15th January 2016.

However, it is anticipated that the financial projections should be in line with this proposal and
therefore the recommendation to the Board will be to accept the loan and the control total.

7.0 Recommendation

 The Board are asked to discuss and understand the consequences of this report.

 The Board are asked to approve the control total, the S&T fund allocation and the
conditions and attached and authorise the Director of Finance to inform NHS
Improvement of such agreement by 8th February.
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th January 2016
Agenda Item 7a ii

Title 2016/17 Annual Planning process

Sponsoring Executive Director Claire Yarwood

Author (s) Stephanie Sloan

Purpose To advise Board of the 2016/17 annual planning process and
national guidance.

Previously considered by Finance and Performance Committee

Executive Summary : The paper provides an update on the national guidance for the annual
planning review (APR) for 2016/17 and proposes a process for the preparation of the Trust’s
annual plan for the financial year 2016/17.

Related Trust Objectives This report relates to:
Objective 5 – to develop a strategic plan which will
secure clinical and financial sustainability for the trust in
collaboration with its strategic partners, and key
stakeholders.
Objective 7 – To deliver against the required local and
national frameworks, and to put in place arrangements to
secure economy, efficiency and effectiveness in it use of
resources, in order to meet all the requirements of the
Trust’s operating licence and the commissioners’
requirements.

Risk Assurance – risk impacted upon AF3.1(3530)
Planning – Failure to plan effectively in order to identify
clinical services and organisational model to inform
strategic intentions, to identify criteria for selection of
future partners (if appropriate) and the consequential
impact upon Self-determination in respect of the future of
the hospital.
AF3.3(3532)
Failure to identify and/or deal with external opportunities
and threats, particularly in the context of choice and not
maintaining and securing place in the market

Legal implications/Regulatory
requirements

This report imparts on the Trust complying with the terms
of its Provider license

Financial Implications No direct financial implications.

Has a quality impact assessment been
undertaken?

NA

How does this report affect
Sustainability?

This report does not directly impact on the Trust’s
sustainability

Action required by the Board
The Board is asked to review the annual planning process and approve the planning principles.
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Annual Plan Review (APR) Process 2016/17

1. Introduction

This paper outlines a summary of the planning guidance from Monitor for the 2016/17 planning round, a set

of planning principles and a framework and timetable for the development of the 2016/17 annual plan and

outlines the Trust’s key assumptions about the clinical service delivery in the coming year as a result of the

care together programme and the Contingency Planning Team (CPT) recommendations.

2. Proposal

The long term objective is to have a well-planned and timely ‘bottom up’ business planning process that;

 Is based on divisional plans

 Deliver the services that meet the care needs of the Tameside and Glossop population

 Are within a sustainable financial envelope, and

 Are in line with the Trust’s strategic and corporate objectives.

This will be supported by a quarterly performance monitoring and review process. Ensuring accountability

and ownership of the activity, performance and financial plans sits with the relevant Corporate and

Divisional Management teams.

However, it is acknowledged that 2016/17 is a transitional year both regionally with the Greater Manchester

Devolution and Healthier Together workstreams and locally with the launch of the Care Together

Programme, transfer of community services, changes to the contractual arrangements and requirement to

make progress in reducing the financial deficit, all influencing the Trust’s annual plan and the Trust’s ability

to deliver a bottom up plan in the timescales imposed by Monitor.

Therefore it is proposed that the 1 year 2016/17 operational plan is based on a set of planning principles

agreed by the Executive Team.
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3. National Guidance for APR 2016/17

Annual Planning Guidance was provided by Monitor on 23rd December 2015. The key points of the planning

guidance are;

1. The requirement is for the submission of 2 aligned plans;

 A 1 year operational plan for 2016/17 (draft submission Feb and final submission in April ’16) that

is organisationally based and submitted by the Trust, but in liaison with the commissioners to

achieve a shared planning process.

 A 5 year Sustainability and Transformation Plan (STP) covering the time period Oct 16 – Mar 2021.

(submission by end of June), that is placed based (Health Economy) and will be developed jointly

with the T&G commissioners and partners through the Care Together Programme and submitted by

the Care Together Programme Board (For clarity, the 1 year plan is assumed to be the first year of

the 5 year plan). As per Greater devolution, it is expected that the national submission

will be a Greater Manchester STP and that the ten place based plans will be aggregated to form a

Greater Manchester Plan, which will update the current Greater Manchester Strategic Plan.

2. Operational Plans must describe how Trusts will achieve the National and Local ‘Must do’s for 2016/17’;

National

 25% of the population to have access to acute hospital services 7/7 for the four priority clinical

standards (by March 17)

 Increase level of Consultant and Diagnostic cover at weekend (by 16/17 25% of country must be

offering 4 of 10 standards and 50% by 2018, 100% by 2020).

 Improved access to out of hours care (111 / minor injuries and urgent care centres)

 Improved access to primary care at weekends and evenings.

Local

 Develop a high quality and agreed STP, and subsequently achieve what you determine are your most

locally critical milestones for accelerating progress in 2016/17.

 Return the system to aggregate financial balance. This includes secondary care providers delivering

efficiency savings through, actively engaging with the Lord Carter provider productivity work

programme and complying with the maximum total agency spend and hourly rates set out by NHS

Improvement.
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 Develop and implement a local plan to address the sustainability and quality of general practice.

 Get back on track with access standards for A&E and ambulance waits.

 Improvement against and maintenance of the NHS Constitution standards that more than 92

percent of patients on non-emergency pathways wait no more than 18 weeks from referral to

treatment.

 Deliver the NHS Constitution 62 day cancer waiting standard; continue to deliver two week and 31

day cancer standards and make progress in improving one-year survival rates by delivering a year-

on-year improvement in the proportion of cancers diagnosed at stage one and stage two; and

reducing the proportion of cancers diagnosed following an emergency admission.

 Achieve and maintain the two new mental health access standards: more than 50% of people

experiencing a first episode of psychosis will commence treatment with a NICE approved care

package within two weeks of referral; 75 percent of people with common mental health conditions

referred to the Improved Access to Psychological Therapies (IAPT) programme will be treated within

six weeks of referral. Continue to meet a dementia diagnosis rate of at least two-thirds of the

estimated number of people with dementia.

 Deliver actions set out in local plans to transform care for people with learning disabilities, including

implementing enhanced community provision, reducing inpatient capacity, and rolling out care and

treatment reviews.

 Develop and implement an affordable plan to make improvements in quality. In addition, providers

are required to participate in the annual publication of avoidable mortality rates by individual trusts.

3. 2016/17 Operational Plan must describe how Trusts will;

 Reconcile finance and activity

 Return to financial balance (in our case over 5 years, as per CPT report)

 Detail efficiency savings plans

 Deliver must do’s

 Maintain and improve patient quality and safety

 System risks have been jointly identified and mitigated

 Link to STP’s.
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4. Quarterly release of sustainability funding (formerly DH funding) will be dependent on achievement of 3

recovery milestones, where Trusts do not meet these conditions access to funds will be denied and

sanctions applied.

 Deficit reduction

 Access standards

 Progress on transformation

5. Efficiency plans need to be focused on cost reduction NOT income growth and need to align more closely

to workforce plans.

6. STP’s will be the basis for allocation of transformational funding nationally for 2017/18 onwards.

7. Guidance on Sustainability and Transformation Plans will be issued in January 16. However some of the

headlines of what will need to be included that are not currently described in the CPT report are listed

below. The Trust Board will be provided with the detailed proposals once further guidance is provided.

Key themes for inclusion in STP are:

 Expansion of personal health budgets;

 Improvements in health of NHS staff;

 Sustainability of general practice and primary care;

 Improve mental health services;

 How will full roll out of 7/7 services for 4 priority clinical standards by 2020 be achieved;

 Implementation of local digital roadmap and interoperable health and care system by 2020.

4. Planning Principles for 2016/17 Operational Plan

In order to ensure consistent robust plans are delivered within the planning timeframe provided by Monitor

a set of key planning principles have been approved by the Executive. These principles provide a framework

for the Trust to develop, sign off and deliver the plans. Alongside this will be a performance management

process that will require divisions to report on their performance on a quarterly basis against the aligned

financial, workforce and activity plan.
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Planning Principles;

 The annual plans will be based on the agreed Corporate Objectives for 2016/17.

 The annual plan will assume the impact of the integrated care benefits in 2016/17 will be minimal, but

that enabling works may need to begin in year.

 The annual plan will be based on activity agreed with commissioners for 2016/17.

 Capacity plans will be mapped against predicted activity.

 The 2016/17 financial plans will be allocated to divisions based on costs in line with 2015/16 planned

budgets with CIP and transformational savings targets.

 The 2016/17 budget will promote innovation and integrated working to incentivise budget holders who

adopt new ways of integrated working that deliver financial efficiencies.

 Divisions will be held to account for financial and performance management through divisional quarterly

integrated performance reviews.

 The plan will align activity, capital, financial and workforce plans.

 Whilst the transferred Community Services will be treated as a separate division for 2016/17, clinical

pathways will be linked to appropriate directorates and a plan for integration is currently being

developed.

 The 1 year operational plan will be aligned to the 5 year Sustainability and Transformation plan.

5. Planning Timetable

The timetable detailed below is issued for the production of the Annual plans in line with Monitor APR

timetable.
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2016/17 Annual Plan Timetable

Date Action

17th December 15 Board to discuss draft Corporate Objectives 2016/17

23rd December 15 Annual planning template and guidelines issued by Monitor

18th January 16 Baseline agreement data collection submitted to Monitor (Trust and CCG to submit)

21st January 16 Annual Planning Workshop for Trust leadership Team

28th January 16 Annual Planning principles presented to Trust Board

29th January 16 Locality based STP footprint submitted to Monitor (by Care Together Programme
Board)

February 16 Council of Governors planning committee meeting to report on planning process

8th February 16 SUBMISSION OF DRAFT 1 YEAR OPERATIONAL PLAN TO MONITOR

12th February 16 CIP Programme signed off

16th February 16 Finance Committee review of draft plan submitted to Monitor.

7th March 16 Draft plan to be circulated for comment

March 16 Council of Governors planning committee meeting to present draft plan

15th March 16 Review of draft final annual plan by Finance Committee

21st March 16 2016/17 financial plan / budget sign off

Draft final annual plan circulated to Executive Team for final comments

Directorate / Divisional Objectives agreed

29th March 16 Contract signed with Commissioners

31st March 16 Draft Annual Plan submitted to Trust Board for comment and review.

11th April 16 SUBMISSION OF FINAL 1 YEAR OPERATIONAL PLAN TO MONITOR

28th April 16 Report on STP development process to Trust board

26th May 16 Report on STP progress to Trust board

30th June 16 SUBMISSION OF TAMESIDE AND GLOSSOP 5 YEAR SUSTAINABILITY AND
TRANSFORMATION PLAN (submitted by Care Together Programme)

6. Recommendation

 The Board are asked to review the annual plan process described in this report.

 The Board are asked to approve the planning principles.
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Purpose To note/receive

Previously considered by This report has not been considered by any other
meeting

Executive Summary
The Trust reported failure of one target included in Monitor’s Risk Assessment Framework:
the four-hour- wait target.

Related Trust Objectives
Objective 1 - All patients receive harm-free care
through the delivery of the Trust’s Patient Safety
Programme.
Objective 2 - To improve the quality of patient care
through the implementation of the Trust’s agreed
Quality Strategy.
Objective 3 - To improve the patient experience
through a personalised, responsive, compassionate
and caring approach to the delivery of patient care.
Objective 7 - To deliver against the required local
and national frameworks in order to meet all the
requirements of the Trust’s operating licence and the
commissioners’ requirements.

Risk Assurance – risk impacted
upon

Relates to all aspects of Board Assurance
Framework and Significant Risk Report.

Legal implications/Regulatory
requirements

This report indirectly impacts on CQC fundamental
Standards of Care and Monitor’s licence
requirements.

Financial Implications
Tameside and Glossop CCG may apply financial
penalties for failing to achieve specific performance
targets as detailed in the Contract.

Has a quality impact assessment
been undertaken?

This is the Medical Director and Chief Nurse view on
the impact of any service change

How does this report affect
Sustainability?

Reflects current risks to the Trust’s business and
strategic objectives

Action required by the Board
The Board is asked to review the quality and performance standards noted in the Integrated
Performance Report.
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Integrated Performance Report – December 2015 Performance

Introduction
This report provides the Trust Board with: an overview of the Trust’s performance across a range of quality
and operational indicators for the month of December 2015; and year-to-date performance, along with a
RAG rating, to support the Board in evaluating performance against each indicator.

Exception Reports
Alongside the Quality and Performance Dashboard, the report includes exception reports, which respond to
the performance data and allow the Executive Team and Trust Board to be assured of, and contribute to,
plans to rectify performance and quality issues. All serious incidents are reported to Trust Board in Part 2 of
the meeting for patient confidentiality reasons; therefore, no exception report is provided for this indicator.

December’s Performance
The Trust failed to achieve a number of national and local key performance indicators during the month of
December. The Trust reported failure of one target included in Monitor’s Risk Assessment Framework:
the four-hour- wait target. This report includes exception reports for the following metrics: mortality (SHMI
greater than ‘expected’), MRSA (one case in December 2015), % time on stroke unit, four-hour wait and
ambulance handovers; theatre utilisation and cancelled operations; discharge summaries: A&E; and
outpatient clinic letters; and staff attendance.

Referral-to-Treatment

In December, the Trust met the national Referral-to-Treatment standard (incomplete pathways) for the fifth
consecutive month, with performance of 92.2% against the target of 92%. The Trust did report one patient
with a waiting time greater than 52 weeks at the end of December.

Cancer Performance

Performance against the cancer standards was generally excellent, although the Trust did not achieve the
62-day target for patients upgraded to the suspected cancer pathway in November 2015, with one
breach of the locally set target of 85%.

TIA Target
The Trust met the High Risk TIA Patients Treated within 24 Hours target in December 2015.

Medicines Reconciled
The Trust did not meet the target for medicines reconciliation in December, with performance of 88%
against the local target of 95%. The Trust’s performance benchmarks well against both the local and
national peer groups.

Attendance, Appraisals and Mandatory Training
The Trust did not meet performance for the targets relating to Appraisals and Mandatory Training for
December; however, performance was sufficiently improved to warrant classification as ‘amber’
performance, so that exception reports are not included.

Outpatient Metrics
The Board is asked to note the improvement in performance against the targets for outpatient utilisation
and outpatient DNA rate.
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List of Acronyms

ADT Admission, Discharge, Transfer
C DIFF Clostridium difficile
CIP Cost Improvement Plan
CQC Care Quality Commission
CT Computerised Tomography
CWT Cancer Waiting Times
DNA Did-not-Attend
DPH Director of Public Health
DToC Delayed Transfers of Care
ED Emergency Department
ENP Emergency Nurse Practitioner
ESDT Early Supported Discharge Team
FFT Friends & Family Test
GM Greater Manchester
GMCCN Greater Manchester & Cheshire Cancer Network
HSMR Hospital Standardised Mortality Ratio
HAS Hospital Arrival Screen
IAU Integrated Assessment Unit
ICO Integrated Care Organisation
MRSA Methicillin-resistant staphylococcus aureus
MSA Mixed-sex Accommodation
RAMI Risk-adjusted Mortality Index
RCA Root Cause Analysis
REACT Rapid Assessment Emergency Care Team
RIDDOR Reporting of Injuries, Diseases and DangerousOccurrences Regulations
ROSIER Rule Out Stroke In the Emergency Room
RTT Referral-to-Treatment
SHMI Summary Hospital-level Mortality Indicator
SOP Standard Operating Procedure
STAR Staff Accident Rate
StEIS Strategic Executive Information System
TIA Transient Ischaemic Attack
TNA Training Needs Analysis
VTE Venous Thromboembolism
YTD Year-to-Date
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* Governance indicators, which appear in Monitor's Risk Assessment Framework

Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth
15/16 YTD Trend Month Period F'cast 15/16 YTD Trend Month Period F'cast 15/16 YTD Trend Month Period F'cast

Mortality Stroke Waiting times

≤100 97.84 NA ≥80% 58.82% 36.84% ≥92% 91.19% 92.20%

SHMI (rolling 12 months- to Mar 15) ≤100 113 NA 69.23% RTT waits- incompletes (>52 weeks) 0 20 1

Infection Prevention & Control A&E

0 2 1 ≥95% 86.20% 72.94%

46 2 0 Trolley waits in A&E (>12 hrs) 0 0 0

NHS Safety Thermometer Staff Health & Safety Target Actual 4-mth Actual Current 1-mth HAS compliance Q3: ≥90% 96.30%

NA 91.54% 88.77% NA NA 15/16 YTD Trend Month Period F'cast Notify to Handover (30-60mins) 0 315 60

≥96.5% 97.90% 97.65% 0 2 0 Notify to Handover (>60mins) 0 134 37

Patient Safety NA 51 0 NA NA Cancer

≥95% 96.20% 92.08% 93% 95.93% 97.81%

90.90% Staff accident rate 93% 91.53% 96.67%

(STAR) 96% 99.22% 100%

≥90% 96% 100% 94% 100% 100%

Target Actual 4-mth Actual Current 1-mth 98% 100% 100%

15/16 YTD Trend Month period F'cast 85% 90.21% 93.81%

0 0 0 ≥96% 95.13% 94.39% 85% 82.28% 81.82%

0 19 3 ≥90% 88.30% 88.30%

0 0 0 ≥95% NA 97.00% Target Actual 4-mth Actual Current 1-mth

0 1 0 FFT- Staff Survey (quarterly) 15/16 YTD Trend Month Period F'cast

0 2 0 Recommend Treatment (Jul-Sep 15) ≥74% NA 77% Q3: ≥85% 77.45% 83.54%

Safer Staffing Recommend Work (Jul-Sep 15) ≥80% NA 78% Q3: ≤10% 10.78% 10.95%

TBC 96.72% 93.95% NA NA Mandatory Training ≥87.5% 80.87% 78.32%

TBC 119.15% 111.54% NA NA E-learming Info Gov ≥95% NA 86.60% ≤0.8% 1.15% 1.48%

E-learming SG Children
≥95%

NA 84.60% 0 0 0

Target Actual 4-mth Actual Current 1-mth E-learming Infection Control ≥95% NA 93.70% Discharge Summaries

15/16 YTD Trend Month Period F'cast E-learming E-MH ≥95% NA 92.90% A&E (within 48 hours) 95.0% 88.40% 87.8%

FFT positive responses (all) NA 89.91% 87.48% NA NA E-learming E &D ≥95% NA 96.00% Inpatients (within 48 hours) Q3: ≥85% 76.50% 82.1%

FFT response rate (A&E/ Inpatients) 20% - 20.25% E-learming SG Adults ≥95% NA 96.90% Outpatients (within 5 days) Q3: ≥80% 62.40% 60.3%

Complaints received NA 351 23 NA NA E-learming H&S ≥95% NA 94.30% Discharge Summary Quality Audit 100% NA 89.6%

Complaints responded to within Manual Handling ≥95% NA 88.90% Delayed Transfers of Care (days)# NA 7,732 903 NA NA

agreed timescale Resus ≥95% NA 86.50%

Ombudsman cases upheld 0 1 0 Fire Safety ≥95% NA 90.04% Target Actual 4-mth Actual Current Yr-end

≥95% NA 91.00% 15/16 YTD Trend Month Period F'cast

Cum. Net surplus (£'m) -15361 -1301 -23600

Target Actual 4-mth Actual Current 1-mth Cum. CIP (% of plan) 112.80% 107.0% 100%

15/16 YTD Trend Month Period F'cast Cum. Capital (£k) 1140 236 - 2973

Green R - NA R - Cum. CQUIN (% of plan) 97.0% 97.0% 97%

3 1 - NA 1 -

- -

strong improvement

improvement

no change

deterioration

strong deterioration

Mandatory training (Overall)

-

The one-month forecast is an informed prediction of the next

month's performance, which may be based on part-month

data, operational intelligence and historical trends.

≥100% of plan

≥70% of plan

1-month forecast 4-month trend

Financial Risk Rating* (Oct-Dec 15)

CQC Rating* (Oct-Dec 15)

Finance

Governance Risk Rating* (Oct-Dec 15)

Requires Improvement

≤-£17500

Theatre utilisation (capped)

Regulatory

Cancelled operations (last-minute)

Urgent operations cancelled for a

second time

HCA hrs on shift (% of planned)

Patient Experience

93.33%92.60%≥90%

62-day from referral*#30 days #

Outpatient DNA rate

RN/RM hrs on shift (% of planned)

Outpatient slot utilisation

62-day from upgrade of urgency*#

Nutrition risk assessment

Never Events reported (StEIS)

Staff Attendance

Operational Efficiency

Appraisals - rolling 12 mths

Trust Induction

Failure of safer-surgery process

'Duty of Candour' breaches

31-day drug treatment*#
11.46%

31-day surgery*#

Serious Incidents reported (StEIS)

Harm-free care (new harms)

0.00

Regulation 28 reports (inquests)

People
Emergency re-admissions within

Q3: ≤ 11.5% 12.39%

due to staff accidents

<10 0.08

- 4

2-week referral*

on admission (Dec 15)

Calendar days lost

2-week breast symptomatic*

RIDDOR incidents reported

VTE risk assessments

Medicines reconciled
 ≥95% 88.0%

31-day treatment*#

C-difficile - avoidable cases YTD*

Harm-free care (all harms)

4-hour wait*

18-week incomplete*

MRSA - actual cases YTD*

High-risk TIA cases treated

% time on Stroke Unit#

within 24 hours #
≥60% 55.48%

SSNAP DSC Stroke Indicators

Number achieved out of 9 (Apr-Jun)
-4

Actual year-to-date (YTD) is upto December

Overall Clinical Quality Specialty Clinical Quality Patient Access

HSMR (rolling 12 months- to Sep 15)

QUALITY ACCOUNT: January 2016 Board (December 2015 performance)

THFT QUALITY ACCOUNT 2015/16

Quality Dashboard
December 2015
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QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director (1/2)
Overall Clinical Quality

Mortality
Target 4- Month Trend Performance

Current Period
Forecast

SHMI (Reporting Period: Apr 14 – Mar 15) ≤100 113

ISSUE
The latest SHMI of 113 is above the ‘expected’ level. The chart opposite shows
the Trust’s SHMI for the year 2014-15 compared to all other acute trusts in
England. The Trust’s HSMR for the latest twelve-month period (to September
2015) is 97.8. The Trust’s Charlson co-morbidity index for 2015-16 is 115 (i.e. 15
index points above the national average), compared to 98 (i.e. 2 index points
below the national average) for the year 2014-15. This is evidence of significantly
improved coding processes and data quality.
ACTIONS COMPLETED

 Trust Mortality Steering Group in place;
 Mortality- review process for the care provided for all inpatient deaths;
 National benchmarking tools used to flag areas of concern;
 Participation in the AQuA mortality collaborative programme;
 Begun engagement programme with clinical teams;
 Recommendations of the data-improvement review agreed in full;
 Changed coding processes in many specialties;
 The new Coding Training and Audit Manager started at the Trust in the

first week of November.
PROPOSED ACTIONS

 Implementation of the Quality Improvement Strategy and Patient Safety
Programme;

 The Trust is developing an ‘early-warning, mortality dashboard’. It will be
available in the next two months.

ASSESSING IMPROVEMENT
Improvement will be tracked through monthly performance monitoring via the
Mortality Steering Group and governance structures.

SHMI for the Period April 2014 to March 2015

Expected date to meet
target

2015-16 Signed
off by

Peter Nuttall

Signed off by Brendan Ryan
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QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director (2/2)
Infection Prevention Target 4 Month Trend Performance Forecast

MRSA (Reporting Period: December 2015) 0 2

ISSUE
The Trust reported one MRSA case in December 2015, taking the year- to- date
total to 2. An MRSA bacteraemia was isolated from a sample, which was
collected on 2nd December, whilst the patient was on WHU (Women’s Health
Unit). The Post Infection Review (PIR) indicated that the root cause was septic
thrombophlebitis, associated with cannulation in the ante- cubital fossa (ACF). It
was noted that this patient was extremely difficult to cannulate; however, the
clinical team had no option but to cannulate in this area (considered
unavoidable).

ACTIONS COMPLETED
• Cannulation audits completed with results fed back to clinical areas;
• Education / training delivered to those areas highlighted from the audits

as having higher rates of ACF cannulation;
• Aseptic- Non- Touch Technique (ANTT) training materials are now

available on the intranet and ward- based ‘toolbox’ talks are being
utilised to ensure staff are aware of the correct cannulation
techniques;

• HCAI Improvement Plan 2015/16 – December update.

HCAI Improvement
Plan 2015-16 - updated Dec 15.doc

ASSESSING IMPROVEMENT
Improvement will be tracked through monthly performance monitoring, via the
Infection Prevention Dashboard and discussions at the Infection Prevention (IP)
Performance Management Meetings (sub- group of IP Committee).

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

15-16 0 0 0 0 1 0 0 0 1

14-15 0 0 0 0 1 0 0 1 1 1 0 0

December 2015 Debbie
Pritchard

Signed off by Brendan Ryan
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QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director/ Director of Operations (1/1)
Cancer Services Target 4- Month Trend Performance Forecast

62-day from GP Referral to Treatment - Reporting Period November 2015 85% 93.8%

Acute trusts are required to support the NHS England/ the Trust Development
Authority/ Monitor commitment to ‘Improving and Sustaining Cancer
Performance’. One action required of trusts is that they report tumour- site-
specific performance against the 62-day cancer target to their Board, irrespective
of performance against the aggregate target.

This report highlights the Trust’s overall and tumour- site- specific performance
against the 85% threshold. The period that it relates to is November 2015 and the
position stated has been fully validated, in line with the Greater Manchester- wide
Reallocation Policy.

In the month of November 2015, the aggregate 62-day position was 93.8%,
which means that the Trust met the national standard for the month. This
performance also means that the Trust is in a strong position to deliver the target
for Quarter 3, 2015-16.

There were a total of three breaches of the 62- day target in November and the
breach reasons have been classified as follows:

 1 x internal diagnostic delay;
 2 x complex / multi-tumour sites / patient comorbidities.

The breach- analysis process has identified the need for the Cancer Services
Team to hold weekly planning meetings with the Radiology Department. At this
meeting patients requiring imaging diagnostics are discussed, and actions, that
facilitate timely diagnostics and reporting, agreed.

Expected date to meet target NA Signed off by Jan Smart

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (1/4)
Specialty Clinical Quality Target 4- Month Trend Performance Forecast

% of patients that spend 90% (or more) of their stay on a Stroke Unit (Reporting
Period: November 2015)

80% 36.8%

ISSUE
Delivery of the 90% time on the stroke ward target continues to be challenging.
The Stroke Unit continues to work each day with the Bed Management Team to
ensure that patients are on the correct ward and the team continues to repatriate
patients from the hyper-acute centres. An issue is still apparent in relation to
patient flow from the unit, and liaison between the ward and Integrated Transfer
Team continues and is being picked up as part of the AQUA project. The ward
has a high volume of medical outliers, due to Trust bed pressures. As a
consequence of these pressures, direct patients are admitted to AMU in the first
instance and then the ward team works to transfer the patient to the unit. This
results in an overall reduction in time spent on the stroke unit.

ACTIONS
 Ongoing engagement with ED to send patients to hyper-acute sites in a

more timely manner, which will generate a reduction in direct admissions;
 Faster nursing and capacity assessments;
 Board Round engagement with all parties;
 Patient/relative communication;
 Clinical pathway development; and
 Daily liaison between Ward 45 and the Bed Management Team to

manage stroke beds.

PROPOSED ACTIONS
Re-launch of ring- fencing process has recently been agreed, with the
understanding that on occasions the beds will need to be used for medical
patients.

Expected date to meet target As part of AQUA
project, April 2016

Signed
off by

Sara
Derbyshire

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (2/4)
Patient Access: 4-hour Target Target 4- Month Trend Performance Forecast

4-hour wait (Reporting Period: December 2015)

Notify to Handover (30-60 mins): (Reporting period: December 2015)

Notify to Handover (60+ mins): (Reporting period: December 2015)

95%

0

0

72.9%

60

37

ISSUE
Failure to achieve the required level of compliance relating to the four- hour
access standard (95%) and ambulance- handover targets, partly as a result of:

 Medical cover problematic, due to rota gaps and issues with agencies;
 Influxes of patients arriving on foot and by ambulance;
 High acuity and dependency of patients; and
 Delayed discharges causing poor outflow to wards.

ACTIONS
 Electronic whiteboard being implemented;
 Letter from CEO to try and improve specialty response times;
 GP cover being arranged (honorary contracts);
 HALO officer in place;
 ECIP (Emergency Care Improvement Programme) visit to review current

pathways; and
 ‘Perfect day’ undertaken.

PROPOSED ACTIONS
 Continue to manage delayed transfers of care;
 Escalation plan in place;
 Additional matron support now in place in ED;
 Dedicated senior nurse support now focusing on AMU;
 Integrated assessment unit/ ambulatory pathways to reduce admissions;
 Integrated Urgent Care Team in place to support flow/admission

avoidance.

Notify To Handover Time

May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 YTD
30-60
mins

15 13 13 22 33 65 67 60 315

60+
Mins

2 0 3 9 14 21 26 37 134

Expected date to meet target Q2 2015-16 Signed
off by

Sara
Derbyshire

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (3/4)

Operational Efficiency Target 4- Month Trend Performance Forecast

Theatre Utilisation (capped) (Reporting Period: December 2015)

Cancelled Operations - Last Minute (Reporting Period: December 2015)

87.5%

0.8%

78.3%

1.5%

ISSUE
Failure to optimise theatre utilisation and reduce last-minute cancellations.
Review of reasons indicates:

 that more than half are directly attributable to beds, which is linked to
medical admissions into surgical beds;

 that the lack of beds also causes delay in theatre, resulting in
cancellations for other reasons; and

 that utilisation was also reduced in December as a result of the decision
not to actively ‘backfill’ theatre lists, due to winter pressures.

ACTIONS
 Daily ‘bed huddle’ in place to ensure pooling of beds based on clinical need;
 Daily escalation of potential cancellations for problem- solving and resolution;
 Move to day case lists being evaluated and review of day-case capacity.
ASSESSING IMPROVEMENT
 Weekly review of KPIs;
 Theatre improvement project underway.
Expected date to meet
target

April 2016 Signed off
by

Jackie
McShane

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (4/4)
Operational Efficiency Target 4- Month Trend Performance Forecast

Discharge Summaries- A&E (Reporting Period: December 2015)

Discharge Summaries- Outpatients (Reporting Period: December 2015)

95%

80%

87.8%

60.3%

ISSUE
Drop in performance in December 2015 for A&E Discharge Summary as a result
of:

 Resource issues in A&E for scanning the CAS cards in real-time and
chasing missing cards;

 National Lorenzo outages in December, which affected performance;
 Overnight Discharge Summary Report failed to run on a few occasions as

a result of the Lorenzo outages.

PROPOSED ACTIONS
Actions completed in December, included ED Coding Team performing the
following:

 Collecting physical CAS Cards and completing them prior to scanning;
 Manual review of all A&E attendances for scenarios where the overnight

report has failed;
 Outpatient letters performance project still in progress. Currently

addressing the selecting of Lorenzo Encounters.

ASSESSING IMPROVEMENT
Performance has improved from January 1st 2016, to a very high level as shown
in the second chart opposite.

Note: there is no mitigation for a national Lorenzo outage, as the letters are 100%
electronic.
Expected date to meet target January 2016 Signed off by Geoff

Lavelle

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Human Resources (1/1)
People Target 4- Month Trend Performance Forecast

Staff Attendance (Reporting Period: December 2015) 96% 94.4%

ISSUE
The Trust’s attendance rate is below the target.

PROPOSED ACTIONS
The following actions are taking place to improve compliance:

 The Interim Assistant Director of HR is currently undertaking an
evaluation of the First Care system to assess the impact of the system
since July 2015.

 In addition, targeted work on sickness absence is to be undertaken. The
HR Team will be meeting with Divisional Teams to identify: where
compliance issues exist; and managers who might not be managing
sickness appropriately. The Team will also support the Divisions in
setting local targets.

 Review of Occupational Health processes and systems.
 Absence monitoring ongoing and reports being developed to compare

long- term and short- term sickness, to understand the issue by area and
staff group.

ASSESSING IMPROVEMENT
Improvements will be measured/ evidenced through:

 a reduction in sickness absence ;
 compliance with completion of timely Return to Work Interviews;
 reduced need for temporary staff use; and
 reduced time spent in managing sickness absence.

Expected date to meet target February 2016 Signed off by A Bromley

Signed off by A Bromley
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Indicator Thresholds for 15/16

Indicator Quarter 1 Quarter 2 Quarter 3 Quarter 4

HSMR (amber if not statistically significant) ≤100 ≤100 ≤100 ≤100

SHMI ≤100 ≤100 ≤100 ≤100

MRSA - actual cases 0 0 0 0

C. difficile - actual cases 12 24 34 46

Harm-free care (new harms) 97% 97% 97% 97%

VTE risk assessments 95% 95% 95% 95%

Medicines reconciled 95% 95% 95% 95%

Nutrition risk assessment 90% 90% 90% 90%

Re-admissions within 30 days 12.5% 12.0% 11.5% 11.0%

Failure of the safer-surgery process 0 0 0 0

Serious Incidents reported 0 0 0 0

Duty of Candour breaches 0 0 0 0

Never Events reported 0 0 0 0

Regulation 28 reports 0 0 0 0

Complaints response time 90% 90% 90% 90%

Ombudsman cases upheld 0 0 0 0

Time on Stroke Unit 80% 80% 80% 80%

High-risk TIA cases 60% 60% 60% 60%

RIDDOR accidents reported 0 0 0 0

Staff accident rate <10 <10 <10 <10

Staff attendance 96.6% 96.6% 96.6% 96.6%

Appraisals 70% 90% 90% 90%

Trust Induction 95% 95% 95% 95%

Mandatory Training 95% 95% 95% 95%

FFT Staff Survey- Recommend Treatment 67% 67% 67% 67%

FFT Staff Survey- Recommned Working 61% 61% 61% 61%

E-Learning Information Governance 95% 95% 95% 95%

E-Learning Safe Guarding Children 95% 95% 95% 95%

E-Learning Infection Control 95% 95% 95% 95%

E-Learning E-MH 95% 95% 95% 95%

E-Learning Equality and Diversity 95% 95% 95% 95%

E-Learning Safe Guarding Adults 95% 95% 95% 95%

E-Learning Health and Safety 95% 95% 95% 95%

Manual Handling 95% 95% 95% 95%

Resus 95% 95% 95% 95%

Fire Safety 95% 95% 95% 95%

18-week incomplete 92% 92% 92% 92%

RTT waits over 52 weeks (incomplete) 0 0 0 0

4-hour wait 95% 95% 95% 95%

Trolley waits in A&E 0 0 0 0

HAS compliance 80% 85% 90% 95%

Notify to Handover -30-60mins 0 0 0 0

Notify to Handover ->60mins 0 0 0 0

2-week referral 93% 93% 93% 93%

2-week breast symptomatic 93% 93% 93% 93%

31-day treatment 96% 96% 96% 96%

31-day surgery 94% 94% 94% 94%

31-day drug treatment 98% 98% 98% 98%

62-day from referral 98% 98% 98% 98%

62-day from upgrade of urgency 85% 85% 85% 85%

Outpatient Slot Utilisation 75% 80% 85% 90%

Outpatient DNA rate 11% 10.50% 10% 9.50%

Theatre utilisation (capped) 87.5% 87.5% 87.5% 87.5%

Cancelled Operations (last minute) 0.8% 0.8% 0.8% 0.8%

Urgent ops cancelled for 2nd time 0 0 0 0

Discharge Summaries- A&E 90.0% 92.0% 95.0% 95.0%

Discharge Summaries- Inpatients 65% 75% 85% 95%

Clinical Letters- Outpatients 50% 60% 80% 95%
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th January 2016

Agenda Item 8b

Title Safe Staffing Report

Sponsoring Executive Director Mrs Trish Cavanagh – Director of Operations and
Interim Chief Nurse

Author (s) Dawn Downing, E-Rostering Lead

Purpose To note/receive

Previously considered by n/a

Executive Summary
In-line with the ‘Hard Truths Commitments regarding the publishing of Staffing Data’, the Trust Board
are required to review staffing data on a monthly basis. The aim of this report is to provide the
monthly update on the continuing actions and developments to support safe staffing.

Related Trust Objectives

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

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

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

Risk Assurance – risk impacted upon

CR734: Nurse vacancies, leadership and Nursing
staffing recruitment across medicine and the ability to
provide safe care.
AF3480: Failure to meet CQC registration
requirements relating to staffing.
AF3482: Failure to ensure adequate staffing levels to
ensure patient safety and quality of services

Legal implications/Regulatory
requirements

NHS England monthly requirement to publish and
report Staffing Data

Financial Implications None

Has a quality impact assessment
been undertaken?

Yes – where applicable in plans

How does this report affect
Sustainability?

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

Action required by the Board
The Trust Board are requested to receive this update and note the assertive monitoring of staffing
levels that are in place for quality & safety.
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1. Purpose

In-line with the ‘Hard Truths Commitments regarding the publishing of Staffing Data’, the Trust
Board are required to review staffing data on a monthly basis. The aim of this report is to provide
the monthly update on the continuing actions and developments to support safe staffing.

2. Safe Staffing Update – December 2015 Data

Each month the data collection compares the number of staff hours ‘Planned’ against the number of
staff hours used ‘Actual’. This is collected by ward, by shift, and is reported by calendar month as a
% fill rate by day and by night:
In order to allow a degree of triangulation between staffing levels and patient safety metrics a range
of these metrics have been included within the report.
For clarity the metrics used in the report are as follows:

 FFT positive responses

 %age of moderate or greater harm incidents of all incidents reported for the area
 Complaints figures by ward
 Compliments figures by ward
 Incidents reported as lack of nursing staff
 Safety Thermometer Harm free care data ( 4 harms)

o Venous Thrombus-Embolism
o Pressure ulcers
o Falls
o Catheter acquired Urinary Tract Infections

A detailed piece of work is now almost completed which will ensure that funded staffing
establishments are accurately reconciled with the production of rosters which is completed through
the e-rostering system. This will provide the Board with further assurance that the funded
establishment allocated to each ward is accurately represented within the e-rostering system and will
create opportunities for a more meaningful comparison between the data produced in this report
with others relating to the spend on nursing bank and agency.

Each month the data collection compares the number of staff hours ‘Planned’ against the number of
staff hours used ‘Actual’. This is collected by ward, by shift, and is reported by calendar month as a
% fill rate by day and by night: Appendix 1 Provides a summary of the December position.

The overall Trust position for December is:

Day Night

RN/RM Average Fill
rate

93.8 94.1

Variance on Nov 15 -2.7 -1.3

Care Staff Average Fill
rate

108.5 116.6

Variance on Nov 15 -4.2 -7.7

This is the UNIFY upload of December 2015’s Staffing Data; and the information is published via NHS
Choices. This data is currently available via our public website in a specific designated section ‘Safe
Staffing’:
Tameside Hospital - Nurse Staffing (www.tamesidehospital.nhs.uk/nurse-staffing.htm)
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Monthly Submission Trend

Overall, RN fill-rates remain fairly constant month on month while the unqualified fill rate has
reduced.

3. Exception Report

The submission only represents monthly aggregated data and percentages, which have limited
benefit. Robust conclusions cannot be deducted from this information alone. The data gives a
summary and aggregated overview of how frequently the Trust met its planned requirements.
NHS England have suggested that greater scrutiny should be given to any area reporting <80% fill
rates.

Qualified Staff
Ward 31 – Qualified Day Fill Rate 74.9%, Ward 44 – Qualified Day Fill Rate 73.8%, WHU
79%

Wards 31, 44 are carrying some vacancies and have also released staff to support the opening of
Ward 43 in response to capacity issues. It can be seen from the data that both areas had increased
levels of unqualified staff during this period.

WHU has been relocated to an area within the surgical unit and therefore the staffing complement
and e-roster needs to be reviewed in light of this since both areas should benefit from this co-
location.

Unqualified Staff

Children’s Unit – Unqualified Day Fill Rate 66.8%

The unqualified fill rate against planned day hours was reduced as the Ward Manager made the
decision to move staff from day shifts to night shifts on 19 occasions within the month to support the
activity within the Observation and Assessment area. The current staffing model is being reviewed
based on clinical activity.
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Critical Care – Unqualified Day Fill Rate 72.0%

The Critical Care department has 1.0 WTE vacancy of unqualified staff and chose not to backfill using
temporary staffing. The Healthcare Assistants in post adapted their working hours to ensure the best
coverage for the department and the Band 4 Technician provided additional support.

4. Actions to Address Shortfalls
Short-term sickness and vacancy continue to be the main reasons for shortfalls in substantive
staffing, with additional pressures due to escalation areas.

To address these shortfalls the Trust are/have:
 A one stop ‘Recruitment Day’ for Registered Nurses/Midwives is planned for Saturday 30th

January 2016 with a further two later in 2016.
 Our last Recruitment Day took place on 17th October 2015. We successfully recruited 12

Qualified Nurses for an immediate start with a potential 12 more in January 2016 and 16
more in July 2016 when they have qualified.

 We held a ‘Keeping in Touch’ event on the 8th December 2015 where applicants from the
October Recruitment Day were invited to come back and talk to the Matrons of the areas they
have specifically expressed an interest in working in. This event was very well attended and
we received extremely positive feedback from all attendees on the night.

 A further Keeping in Touch event is planned for February 2016.
 Future recruitment events will include Community based staff i.e. Band 5 Staff nurses who

work within the District Community teams will be included as part of the Recruitment day on
the 30th January 2016.

 Internal adverts to recruit HCA staff who have been on placement from NHSP.
 Ward Managers, non-ward based Nurses and Matrons are providing direct support to the

wards.
 Increased HR support to ensure improved efficiency in the management of sickness.
 Launch of “Love the NHS” programme with NHSP to attract more staff on to the NHSP bank.

Temporary Staffing
When required additional staff are requested through our temporary staffing provider NHSP to
reduce any shortfalls in RN/RM or care staff. Progress continues to be made with the introduction of
reduced agency rates in critical care from January 2016.The use of the NHSP/HealthRoster interface
is driving significant change to improve efficiency and enable greater scrutiny. In November and
December the use of agency staff remained below the Monitor ceiling of 8%. A paper was submitted
to Audit Committee in January 2016 which highlighted the processes and controls in place with
regards to spend on bank and agency nursing.

5. Summary
Getting the correct numbers of Nurses, Midwives and Healthcare Assistants in place is essential for
the delivery of safe and effective patient care. This paper shows that the Executive Nurse Director is
providing scrutiny, leadership and oversight of this essential area of quality and safety.

6. Recommendations

The Trust Board are requested to receive this update and note the assertive monitoring of

Nurse/Midwifery staffing that is in place
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Appendix 1

December 2015
Planned Staff Vs Actual (%)

&Variance on Last Month’s Fill Rate
Comments

Quality & Governance Metrics

WARD SHIFT
Registered

Staff
Variance

Care
Staff

Variance

New
Harm

Free Care
%

Moderate
Harm +

Incidents

FFT
Positive

%
Complaints Compliments

Lack of
Nursing

Staff
Incidents

Planned
Ortho Unit

Day 98.1 - 2.6 108 + 8.1
95.65% 1 95.41% 1 42 0

Night 87.3 - 7.6 126.6 + 23.0

Surgical Unit
Day 86.0 - 2.8 110.5 - 22.8

100.00% 0 93.33% 0 55 0
Night 105.2 + 10.9 90.7 - 47.3

Emergency
Ortho Unit

Day 98.2 - 3.9 130.9 - 2.1
100.00% 2 92.86% 1 10 0

Night 85.1 + 11.7 170.1 - 28.8

Critical Care
Day 100.7 - 5.1 72.0 + 3.9

88.89% 2 100.00% 0 0 0
Night 84.2 - 9.0 NA NA

AMU
Day 110.8 - 6.0 99.0 - 2.7

100.00% 0 94.71% 2 3 1
Night 101.5 - 1.4 101.0 + 0.4

Cardiology
Unit

Day 96.6 - 3.4 92.6 - 10.1
- 0 93.10% 0 28 3

Night 98.2 + 1.0 83.9 - 0.5

Ward 40

Day 104.7 + 6.5 98.7 - 9.8 Pt. previously requiring
1-1 Enhanced Care was
transferred to Hague
Ward.

96.67% 0 100.00% 0 24 1
Night 99.2 - 0.1 89.7 - 68.7

Ward 41
Day 92.0 + 5.5 127.9 - 0.7

96.55% 2 94.12% 0 37 5
Night 82.1 - 11.7 166.1 + 7.9

Ward 42
Day 103.0 - 0.4 92.7 - 17.4

100.00% 1 100.00% 0 8 9
Night 101.3 + 8.5 112.2 -28.9

Ward 31

Day 74.9 - 7.2 124.6 + 6.3 Staffing data is
compared to Data for
Ward 43 November
2015

100.00% 0 63.64% 0 - 11
Night 101.5 + 19.4 132.2 + 34.9
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Trust Average Fill Rates

December 2015
Planned Staff Vs Actual (%)

&Variance on Last Month’s Fill Rate
Comments

Quality & Governance Metrics

WARD SHIFT
Registered

Staff
Variance

Care
Staff

Variance

New
Harm

Free Care
%

Moderate
Harm +

Incidents

FFT
Positive

%
Complaints Compliments

Lack of
Nursing

Staff
Incidents

Ward 44
Day 73.8 - 7.1 135.6 - 9.9

95.83% 2 100.00% 0 19 2
Night 95.3 - 8.5 153.4 + 2.3

Ward 45
Day 84.8 - 1.8 102.7 + 7.7

91.67% 0 94.74% 0 17 7
Night 100 - 6.1 109.2 + 0.8

Ward 46
Day 87.7 - 4.6 118.5 - 17.0

100.00% 0 94.23% 0 18 0
Night 97.2 - 6.4 105.0 - 15.5

Maternity
Ward 27

Day 89.8 - 0.1 101.8 - 6.6
100.00% 0 97.14% 0 37 1

Night 84.6 - 7.2 94 - 2.8

Women’s
Health Unit

Day 79.0 - 18.7 175.9 + 25.9 Staff increased on
night shift to support
new integrated area

100.00% 0 96.55% 1 25 1
Night 103.7 + 8.3 NA -NA

NICU
Day 95.2 - 5.6 100 + 0.2

- 0 - 0 40 0
Night 99.5 - 2.9 NA NA

Children’s
Ward

Day 93.3 - 11.9 66.8 - 10.8
- 0 100.00% 0 0 0

Night 94.8 - 0.5

Trust Total Quality & Governance Metrics

New Harm
Free Care %

No of Moderate
Harm + Incidents

(not just ward level)
FFT Positive % Complaints Compliments

‘Lack of Nursing
Staff’ Incidents

96.33 26 87.48% 23 411 46

Day Night

RN/RM Average Fill rate 93.8 94.1

Care Staff Average Fill rate 108.5 116.6



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Agenda Item 8c

Title Director of Finance Report - Month 9 (December
2015)

Sponsoring Executive Director Claire Yarwood, Director of Finance

Author (s) Finance Team

Purpose Discussion and Endorsement

Previously considered by This paper has been reviewed by the Finance and
Performance Committee

Executive Summary:
The deficit for the nine months to December is a £18m deficit which is £1.2m better than
plan. Cash balances are in line with the annual plan.

Related Trust Objectives
5 – Develop a strategic plan to secure clinical and
financial sustainability for the Trust in conjunction
with the Trust’s strategic partners and key
stakeholders
7 – to deliver against local and national frameworks
in order to meet all the requirements of the Trust’s
operating licence and the commissioners’
requirements

Risk Assurance – risk impacted
upon

723 – Failure to meet, deliver the Trust’s financial
plan

Legal implications/Regulatory
requirements

In breach of licence

Financial Implications
None

Has a quality impact assessment
been undertaken?

None

How does this report affect
Sustainability?

Sustainability is subject to the outcome of the system
wide review by the CPT

Action required by the Board

The Board are asked to discuss the contents of the report, recognise the risk and endorse
the actions required.



Executive Summary

1

Summary of Performance
For the nine month period ending 31st December 2015 the Trust is reporting a net deficit of £17.99m which is £1.2m better than plan. In month, the Trust is
reporting a deficit of £1.3m, which is £1.1m better than plan. Both the in month and year to date favourable variance relates to releasing one off benefits from the
balance sheet, and is partially offset by overspends on pay. The Trust is forecasting a deficit of £23.6m for the financial year, which is better than plan by £2.3m.
This is driven by releasing one of benefits from the balance sheet. The achievement of the revised forecast is predicated on reducing pay expenditure for the
reminder of the year and achievement of the Cost Improvement Plan of £6.2m as the contract has been agreed with Tameside and Glossop CCC for the full year
and is based on receipt of £128.4m. The nursing agency usage is just below the agreed Monitor target at 7.9%.

Key Risks:
The DH has agreed a loan of £20.3m which is £3.9m less than
the £24.2m requested. This lower value is in line with the
stretch target of a £21.9m proposed by Monitor, but not
agreed by the Trust.
The cash position is being monitored closely to identify if or
when additional cash will be required for February or March.
Significant increases in activity and unfunded costs relating to
winter pressures.

Key I&E issues:
The financial position has significantly benefited from the release of
non recurrent balance sheet items which are no longer required.
Overspends on pay are due to premium expenditure of clinical
agency staff to cover vacancies and premium cost to deliver
additional activity associated with delivery of performance targets.

Key Balance Sheet Issues:
Cash is slightly better than plan due to favourable variances on
working balances, and a planned reduction in capital expenditure
following on from discussions with Monitor.

Actions:
Further work to reduce the run rate of pay expenditure to bring it in line with the plan.
Identification and delivery of recurrent Cost Improvement savings.
Continue to work with the commissioners to ensure all winter resilience schemes are appropriately funded.
Manage the capital plan in line with the revised forecast. Year to date, 74% of the planned capital spend has been delivered.

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Full Year

Plan

(£'000)

Full Year

Forecast

(£'000)

EBITDA (1,542) (515) 1,027 (11,520) (10,544) 976 (15,655) (13,687)

Net Surplus after Exceptional Costs (2,391) (1,301) 1,091 (19,192) (17,994) 1,198 (25,752) (23,600)

CIP 701 750 49 4,299 5,150 851 6,098 6,845

COSRR 1 1 1 1 1 1

In Month Year to Date



Financial Overview - Dashboard

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Full Year

Plan

(£'000)

Full Year

Forecast

(£'000)

Income 12,823 14,073 1,250 118,228 121,725 3,497 157,656 162,571

Expenditure - Pay 9,501 9,902 (401) 86,929 88,694 (1,765) 115,954 119,012

Expenditure- Non Pay 4,865 4,686 179 42,818 43,575 (757) 57,471 57,246

EBITDA (1,542) (515) 1,027 (11,520) (10,544) 976 (15,769) (13,687)

Financing 849 785 64 7,559 7,337 223 9,984 9,913

Normalised Surplus/(Deficit) (2,391) (1,301) 1,091 (19,079) (17,881) 1,198 (25,753) (23,600)

Exceptional Costs 0 0 0 113 113 (0) 113 113

Net Surplus/(Deficit) (2,391) (1,301) 1,091 (19,192) (17,994) 1,198 (25,866) (23,713)

CIP 701 750 49 4,299 5,150 851 6,098 6,845

Capital Expenditure 388 320 (68) 1,702 1,440 (262) 2,973 2,973

Cash and Equivalents 1,000 1,525 525 1,000 1,000

COSRR 1 1 1 1 1 1

Analysis of Income

Elective 1,691 1,884 193 17,013 17,939 926

Non Elective 3,951 4,293 342 34,780 36,474 1,694

Outpatients 2,133 2,399 267 20,959 20,938 (21)

Other Clinical Income 4,139 4,558 419 37,392 37,602 210

Total Clinical Income 11,914 13,135 1,221 110,144 112,953 2,810

Non Clinical Income 910 938 28 8,084 8,773 689

Total Income 12,823 14,072 1,250 118,227 121,726 3,499

Month 9 Year to Date

2



3

Cumulative Deficit Position

The financial position at month nine is £1m better than plan. Overspends on pay costs are offset by non recurrent benefits relating
to anticipated prior year expenditure which will not be realised, as well as income over-performance
The improvement since last month is due to over performance on clinical income, across all points of delivery. As part of the
financial year end settlement, Tameside and Glossop CCG have agreed to reinvest performance penalties which is off-setting
overspends to deliver activity from earlier in the year.

s are
met. This is £3.9m less than the amount the Trust requested. The cash flow is currently being reviewed to determine if the Trust can
continue to meet financial obligations until the year end without requiring additional cash support.
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Financial Performance to Month Nine (December)

Pay: is overspent by £1.8m for the year to date. This is driven by premium bank and agency expenditure to fill vacancies, additional costs associated with achieving
performance targets , staffing additional beds and increased acuity of patients.

Drugs: are overspent by £606k for the year to date. £235k of the overspend is related to PbR exclusions and offset by income.

Clinical Supplies: are overspent by £535k which is largely due to expenditure in the independent sector. This is partially offset by income, but not fully as the cost is
greater than the tariff received.

General Supplies: are underspent by £385k. This is driven by a one off benefit relating to a provision for VAT which is no longer required.

Clinical Income: is better than plan by £2.8m due to over-performance in Non Elective, Day case and A&E activity offset by under-performance in Elective,
Outpatients and Critical Care. This is offset by the costs associated with delivering the activity.

Other Income: is better than plan by £688kn due to profit received for the sale of medical equipment. In addition, research and development income, staff
recharges from other hospitals and education income are above plan, but this income is offset by expenditure.
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Month 9 Year to Date Deficit Variances
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Clinical Income - Contract Analysis

Key Messages:

Overall the Trust is better than plan by £2.8m year to date and forecast to be £3.6m better than plan at year end. The cumulative
reported position for Tameside and Glossop CCG is in line with the out-turn settlement position.

Adjustments to the reported position include a reduction in income of £157k to return the Trust to the block arrangement negotiated
with NHS England at the start of the year the over-performance against this contract is mainly driven by Neonatal critical care where
the Trust has increased activity above plan by £202k (374 days).

£457k of winter resilience funding is incorporated within the income position year to date. The full year forecast is £810k.
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Commissioner Plan (£m) Actual (£m)

Variance

(£m)

Annual

Plan (£m)

Forecast

Outturn

(£m)

Forecast

Variance

(£m)

14/15

Outturn

(£m)

Tameside and Glossop CCG 92.5 96.1 3.6 123.7 128.2 4.5 122.1

Oldham CCG 5.4 5.3 0.0 7.1 6.9 -0.2 6.9

Manchester CCG's (All) 4.0 4.2 0.2 5.4 5.6 0.2 5.3

Stockport CCG 0.8 0.9 0.1 1.0 1.3 0.3 1.1

NHS England Specialised Services 3.9 3.8 -0.1 5.2 5.0 -0.2 4.9

Secondary Dental - NHS Area

Team 1.4 1.2 -0.2 1.8 1.6 -0.2 2.0

All Other Commissioners 2.2 1.4 -0.8 2.7 1.9 -0.8 1.5

Grand Total 110.1 113.0 2.8 146.9 150.5 3.6 143.7

Year to Date



Income - Year to Date

Key Messages:
A and E income is ahead of plan by £235k for the year to date of which
£180k is driven by case mix.

Critical Care is worse than plan by £98k. Within this, adult critical care
reports an under-performance of £301k (384 bed days). This is partially
due to only 9 beds being open compared to the plan of 12.

Elective income is slightly ahead of plan by £42k to date, however
under performing in activity by 287 spells. Year to date Orthopaedics is
above plan by £468k (49 spells) whilst under-performances within
Surgery (£225k) and Gynaecology (£254k) offset the position.

Daycase income is £885k ahead of plan year to date (640 spells). Of this
£300k relates to richer case mix and £424k relates to activity
performance. The majority of specialties are over-performing with the
exception of Oral Surgery and Gynaecology each reporting 30% below
plan. Across daycase and elective points of delivery Gynaecology reports
a cumulative under-performance of £369kwhich relates to 299 spells.

Non-elective income is better than plan by £1,693k. This is mainly driven
by Adult Medicine (£1,175k) and Paediatrics (£248k). Of the total
performance £1,823k is driven by a richer casemix.

Outpatient income slightly below plan £20k year to date. Under
performances within Orthopaedics and Gynaecology are offset by over-
performance in Paediatrics, Adult Medicine and Pain Management.

Drugs and device income is better than plan by £230k.
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Pay Analysis

Key Messages:

Pay expenditure is £401k worse than plan in December, and
£1.8m worse than plan for the first eight months of the year.
The in month over-spend is due to a premium costs of
temporary staffing.
Cumulatively, Emergency and CSS are overspent by £2.7m and
Surgery and W&C are overspent by £0.2m. This is offset by
underspends in Corporate, Estates and Facilities and non
recurrent benefits from Trust reserves.
The overspends within the operational divisions are
predominantly due to the premium cost of bank and agency to
fill vacancies, additional costs associated with achieving
performance targets and the opening of unfunded escalation
beds.
The Trust is still facing pressures from delayed transfers of care
(DTOCs), which have resulted in additional capacity being
opened. Discussions with the SRG are ongoing to ensure any
schemes implemented to support DTOCs and other winter
pressures are funded appropriately.
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Pay Analysis Bank and Agency

Key Messages
Spend on bank and agency staff to month nine is £11.4m compared to £10.2m for the same period in 2014/15. This is due to an increase in
vacancies (in part relating to the increased staffing establishment implemented in 2015/16) and additional sessions to achieve performance
targets. The bulk of the increase is in medical and nursing staff groups:

The reduction in medical agency in months 6 and 7 was due to the non recurrent benefits relating to prior year anticipated expenditure which
detailed work has determined will not be realised.
The Trust has seen a slight reduction in run rate of expenditure for Nursing and Other Staff agency expenditure since September 2015.
Additional internal controls have been put in place to support the reduction of nursing bank and agency expenditure.
Monitor introduced a cap on agency rates on the 23rd December 2015. The impact of this should be seen from December 2015.
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Nursing Agency Ceiling
The Trust has been assigned a year end target of 8%.
In December, the Trust achieved 7.9%. The increase from November is due to additional pressures relating to the festive season.

Apr May Jun Jul Aug Sep Oct Nov Dec
Qualified Agency Nursing

Expenditure (£)
270,568 330,490 362,217 435,812 404,749 320,917 345,328 280,913 312,646

Total Nursing Expenditure

(£)
3,955,362 4,079,237 4,083,565 4,100,681 4,066,152 3,985,890 3,965,068 3,967,846 3,980,013

Agency Nursing

Expenditure (%) of Total

Nursing Expenditure

6.8% 8.1% 8.9% 10.6% 10.0% 8.1% 8.7% 7.1% 7.9%



Monitor Agency Cap

Key Messages

On the 23rd November 2015, Monitor introduced capped rates for all agency staff types.
The Trust has to report to Monitor on a weekly basis how many agency shifts are being used which exceed the capped rates.
This has involved significant work as all agency usage has previously not been routinely collected at this level of detail for all staff groups,
therefore checks are being carried out to ensure the robustness of the data, and that all relevant shifts are being recorded appropriately and
included in the data submitted to Monitor.
The latest return is shown below;
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Actions

Additional analysis to understand the reasons for use of rates above the cap by department.
An increased bank rate is being implemented on the 1st January 2016, targeted at areas where there is high nursing agency usage in
targeted areas that are difficult to recruit to.
Work is ongoing with NHSP, Asclepius and Staff Flow to enhance the weekly agency cap information provided to support the Trust in
putting controls in place to reduce use of agency shifts above the capped rates.

Staff Group

Number of Shifts Exceeding the

Price Cap Week Ending 10/01/16

Nursing, Midwifery & Health Visitors 37

Medical & Dental 201

Other 146

Total 384



Divisional Performance (EBITDA) Month Nine

Key Messages
Surgery and W&C: Contribution is £74k better than plan year to date. Over-performance on income is offset by the cost of delivering the activity.
Corporate: Year to date contribution is £555k worse than plan . This is because the plan for income penalties is within Corporate, and the offset is
in the clinical divisions.
Emergency and CSS: Contribution is £596k worse than plan at month nine. Strong clinical income performance (predominantly non elective in
adult medicine) is offset by overspends in all expenditure categories relating to premium costs associated with delivering levels of activity above
the levels the division planned.
Estates and Facilities: Contribution is £710k better than plan year to date which is predominantly due to the release of a provision for VAT on
electricity which is no longer required.

Forecast by Division this will be included in future months.
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Division

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Full Year

Plan

(£'000)

Forecast

Outturn

(£'000)

Surgery and W&C 1,099 1,559 461 11,949 12,023 74 15,943

Corporate (1,583) (1,723) (140) (13,858) (14,413) (555) (18,974)

Emergency and CSS 397 440 43 3,039 2,443 (596) 4,077

Estates and Facilities (1,022) (840) 181 (8,673) (7,964) 710 (11,736)

Reserves/PFI/R&D (432) 46 478 (3,975) (2,633) 1,342 (4,964)

Trust EBITDA (1,542) (516) 1,025 (11,521) (10,546) 978 (15,654)

Month 9 Year to Date



Cost Improvement Plans
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Year to Date Performance

Plan

Actual

Recurrent

Key Messages
Surgery and W&C: The cumulative over-performance is due
to non recurrent vacancies and non recurrent benefits relating
to prior year unrealised expenditure.
Corporate: The significant over-performance in month relates
to year to date non recurrent savings for vacancies and the
release of a provision for VAT which is no longer required.
These savings are offsetting delayed schemes relating to a
readmission income scheme and delays to the specialist
nursing review. These schemes are expected to deliver
recurrent savings in future periods.
Emergency and CSS: The cumulative over-performance is
driven and non recurrent benefits relating to prior year
unrealised expenditure.
Estate and Facilities: Cumulative over-performance is due to
higher savings than planned for utility schemes.

Actions:
Continuing work to identify recurrent savings to mitigate the
recurrent shortfall from plan by the Divisions.
Development of 2016/17 CIP schemes.
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Annual

Plan

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Plan

(£'000)

Actual

(£'000)

Variance

(£'000)

Full Year

Forecast

(£'000)

Full Year

Recurrent

Forecast (£'000)

Surgery and W&C 2,060 198 130 (68) 1,466 1,588 121 2,112 2,012

Corporate 1,021 71 426 356 624 971 348 1,551 1,412

Emergency and CSS 2,465 382 142 (240) 1,810 2,114 304 2,568 1,383

Estates and Facilities 552 51 52 1 399 477 78 614 424

Total 6,098 701 750 49 4,299 5,150 851 6,845 5,232

Month 9 Year to Date



Improved Year End Forecast

Contract Settlement with Tameside and Glossop CCG

Activity - which it was anticipated
would reduce in line with the CCGs forecast. This resulted in an over performance against plan of £4.4m for the Tameside and Glossop CCG contract which
partially offset expenditure incurred to deliver the additional activity.

Penalties -it was agreed that the CCG would reinvest all penalties into the Trust in recognition of the significant progress made in RTT and action plans being
worked up and agreed in other areas. The reinvestment of penalties equated to £1.4m.

Readmissions - it was agreed that £0.15m would be invested into readmissions supporting the work the Trust had done around the audit.

CQUIN 97% was achieved.

QIPP - it was agreed that the trust would non recurrently recognise the CCG QIPP schemes reduction of £0.3m.

Coding - ted purely to acuity. The
Trust agreed therefore to reduce the settlement by £0.6m.

Internal Improvements

Prior period adjustments the Trust is required to make provisions against potential liabilities. A review of the provisions made in the last financial year has
been undertaken, which identified provisions where the risk is no longer material and a total of £1.1m has now been released into the financial position.

One off in year benefits there have been a small number of transactions where the underpinning assumptions have been challenged . Consequently the
financial positon has benefitted from reducing £1.1m of these accruals:

Winter pressures the cost of the winter period is a risk to achieving this position. If additional capacity is opened within the hospital or external beds are
spot purchased without receiving funding for any costs incurred, this could deteriorate this position.
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Risks to Forecast
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Downside £m Steady State £m Most Likely £m

Annual Plan (£m) (25.8) (25.8) (25.8)

Risk Mitigation

1 Failure to achieve the CIP target
Ongoing programe with Divisions to identify

additional schemes.
(1.2) (0.2) 0

2
Overspends on delegated budgets and in

particular on medical and nursing agency.

business case process will provide

greater control over new spend

review of controls over medical agency

and strengthened controls over nurse rotas)

(2.5) (3.9) (2.5)

3

Performance penalties (£1.1m) and

CQUIN achievement (97%) are worse

than planned.

Detailed contract risk schedule with

mitigating actions.

ongoing with T&G CCG

opportunities to reinvest any under

achievement

(0.8) 1.4 1.4

4

Over performance against contract

activity given T&G CCGs potential

inability to pay.

Regular discussions with T&G CCG regarding

Trust activity forecast.

of activity plan based on known

patients to be agreed with the commissions, or

commissioners to advise what activity the Trust

reduces.

(0.3) 0.5 1.1

5
External reviews will place an additional

cost pressure into the system.
All known issues are reflected within the plan 0 0 0

6

Implementation of resillience schemes

which are not agreed and funded by the

SRG.

Regular discussions with SRG regarding

resilience schemes and ongoing work to ensure

all additional Trust costs are funded.
(0.5) 0 0

7
Benefits related to prior year financial

assumptions.
0.5 1.7 1.7

8 Non recurrent benefits 0.5 0.5 0.5

Forecast Outturn (30.0) (25.8) (23.6)



Cash Flow, Capital Expenditure and Debtor and Creditor Analysis

Key Messages:
Cash: The December month end cash balance was £1.1m which is £0.1m above the
planned cash of £1m. The overall level of cash is forecast to remain at circa £1m
across the next 13 weeks. Peaks in cash balances during this period reflect cash
timing of receipt of monthly contract payments from NHS commissioners and
payment to suppliers.
Capital: In month capital expenditure of £0.06m is below plan of £0.3m, this is due
to slippage in delivery of equipment. Year to date, 74% of the planned capital
expenditure has been incurred.
Debtors: The majority of the debt now relates to Stockport NHS FT and resolution to
outstanding issues are being vigorously pursued with all top five debtor
organisations. Creditors: The creditor balances are predominantly current balances

days due to the low levels of cash the organisation can maintain whilst operating in a
deficit.
Public Sector Payment Compliance (Target 95%):
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13 Week Cash Flow from 1st January 2016

Forecast (£'000)

Target Minimum Cash
Reserve

Category

Balance

(£'000)

0-30 Days

(£'000)

31-90 Days

(£'000)

Over 90 Days

(£'000)

Total Sales Ledger Debtors 2,074 1,058 558 458

Total Aged Creditors 4,499 1,882 1,879 738

Top Five Debtors £m

C H G Meridian Uk Ltd Other 337 337 0 0

Stockport NHS Foundation Trust NHS 271 63 121 87

Pennine Acute Hospitals NHS Trust NHS 157 22 136 0

NHS Oldham CCG NHS 123 94 0 28

NHS Property Services Ltd Other 104 19 2 83

Top Five Creditors £m

Beckman Coulter Other 590 76 514 0

NHS Professionals Other 468 458 10 0

BMI Healthcare Other 287 116 129 41

University Hospital Of South Manchester NHS FT NHS 269 80 28 161

Stockport NHS Foundation Trust NHS 259 102 134 23
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Total

NHS Value (£'000) 30,884 23,522 76.2% 7,362 23.8%

NHS Number 1,584 182 11.5% 1,402 88.5%

Non NHS Value (£'000) 79,644 48,212 60.5% 27,969 35.1%

Non NHS Number 28,406 12,305 43.3% 16,101 56.7%

30 Days Greater 30 Days



Statement of Financial Position (formerly Balance Sheet)
as at 31st December 2015
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31 July 2015

Actual £'000

31 August 2015

Actual £'000

30 September

2015 Actual £'000

31 October 2015

Actual £'000

30 November

2015 Actual £'000

31 December 2015

Actual £'000

November -

December

Movement £'000

YTD Movement

£'000

Total Non Current Assets 116,789 116,591 116,446 116,418 116,119 116,189 70 (1,493)

Current Assets

Inventories - Stock - Finished Goods 1,481 1,484 1,522 1,659 1,743 1,838 95 417

Trade & Other Receivables:- 0

> NHS Trade Receivables 2,155 1,117 1,111 1,928 999 1,234 235 (834)

> Non NHS Trade Receivables 69 116 118 166 200 569 369 478

> PDC Dividend Receivable 191 191 0 0 0 0 (191)

> Other Receivables 672 586 692 756 762 698 (64) 36

> Accrued Income 2,792 1,909 3,260 3,093 3,774 2,547 (1,227) 903

> Prepayments - Non PFI Related 1,732 1,958 2,112 2,126 2,301 2,272 (30) 1,428

Cash 1,003 1,222 1,369 1,056 1,525 1,096 (428) 106

Investments 0 0 0 0 0 0

Total Current Assets 10,095 8,584 10,185 10,784 11,303 10,254 (1,049) 2,342

Current Liabilities

Trade & Other Payables:-

> NHS Trade Creditors (1,191) (1,099) (1,271) (1,459) (1,217) (1,076) 142 483

> Non NHS Trade Creditors (4,686) (1,690) (3,591) (3,375) (3,281) (2,742) 539 (634)

> Other Creditors (5,164) (5,204) (4,856) (4,817) (4,780) (4,835) (55) (947)

> Capital Creditors (499) (286) (313) (429) (122) (259) (138) 198

Other Liabilities:-

> Accruals (11,929) (13,757) (13,183) (12,775) (12,499) (11,379) 1,122 (1,739)

> Deferred Income (2,598) (3,226) (3,860) (3,825) (4,102) (3,137) 965 (673)

>PFI Leases (1,227) (1,227) (1,227) (1,227) (1,227) (1,227) 0 0

>PDC Dividend Creditor (372) (465) 0 (93) (186) (279) (93) (279)

Provisions (613) (658) (653) (649) (655) (169) 486 456

Total Current Liabilities (28,277) (27,612) (28,954) (28,649) (28,069) (25,103) 2,968 (3,134)

Net Current Assets/Liabilities (18,182) (19,028) (18,769) (17,865) (16,766) (14,850) 1,918 (793)

Non Current Liabilities

Other Financial Liabilities:-

> Deferred Income (664) (664) (664) (664) (664) (664) 0 0

> PFI Leases (55,804) (55,700) (55,599) (55,495) (55,395) (55,291) 104 922

> Interim Revenue Support Loan - DOH (19,341) (21,536) (24,098) (25,621) (27,850) (31,385) (3,535) (16,735)

Provisions (882) (838) (838) (837) (838) (696) 141 105

Total Non Current Liabilities (76,691) (78,738) (81,199) (82,618) (84,747) (88,037) (3,290) (15,707)

TOTAL ASSETS EMPLOYED 21,918 18,827 16,478 15,935 14,607 13,303 (1,303) (17,996)

Financed By Taxpayers Equity

PDC 53,240 53,240 53,240 53,240 53,240 53,240 (0) 0

Revaluation Reserve 26,019 26,019 26,019 26,019 26,019 26,019 0 0

I&E Reserve (32,258) (32,258) (32,258) (32,258) (32,258) (32,258) 0 0

I&E Reserve 2013/14 0 0

I&E reserve 2014/15 (15,703) (15,703) (15,703) (15,703) (15,703) (15,703) 0 0

I&E reserve 2015/16 (9,380) (12,471) (14,821) (15,363) (16,692) (17,995) (1,303) (17,995)

TOTAL TAXPAYERS EQUITY 21,918 18,827 16,478 15,935 14,607 13,303 (1,303) (17,996)



Recommendation

Key Messages;

The Board are asked to discuss the report, recognise the risk and endorse the actions required.
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board 28th January 2016

Agenda Item 8d

Title Significant Risk Report

Sponsoring Executive Director Karen James, Chief Executive

Author (s) Peter Weller, Director of Quality and Governance
John Fletcher, Head of Assurance and Governance

Purpose
For discussion and agreement of future actions
For approval
To note/receive

Previously considered by Service Quality and Operational Governance Group
and Quality and Governance Committee

Executive Summary
The Significant Risk Register report provides details on all identified significant risk exposure
through the Risk Register and Board Assurance Framework across Tameside Hospital NHS
Foundation Trust.

Related Trust Objectives Impacts on all Trust Objectives

Risk Assurance – risk impacted upon Impacts on all BAF and Risk Registers

Legal implications/Regulatory
requirements

Referred to if necessary in the paper

Financial Implications
Referred to if necessary in the paper

Has a quality impact assessment been
undertaken? Referred to if necessary in the paper

How does this report affect
Sustainability?

Reflects current risks to the Trust’s business
and strategic objectives

Action required by the Group

The Trust Board is asked to discuss and consider the current position in relation to
significant risks
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January 2016 - Significant Risk Register Report

Summary Narrative

1.0 The Significant Risk Register Report provides details on all identified
significant risk exposure through the Risk Register and Board Assurance
Framework throughout Tameside Hospital NHS Foundation Trust. These risks
were subject to review by the Quality and Governance Unit following
discussion with responsible Directors. The risks have been consistently and
systematically fully reviewed in light of the regulatory requirements and
mapped against the Trust’s Improvement Plan which contains specific actions
against identified risks. The Treatment Plans for these risks have been
reviewed by responsible Directors and leads to ensure reflection of the
assertive improvement work and current mitigations. Horizon scanning for
future risks is continually taking place facilitating systematic examination of
information to identify potential threats, and risks, and detect opportunities and
options to reduce existing risks. Where applicable necessary third party
assurances are referred to.

1.1 The Trust has identified a range of significant risks to its strategic objectives,
which are currently being mitigated, the impact of which could have a direct
bearing on compliance with Monitor’s Provider Licence, CQC registration or
the achievement of corporate objectives, should the mitigation plans be
ineffective. Currently, the significant risks relate to the following areas:

 Finance (Cost control, CIP delivery and liquidity)
 Discharge Processes
 Recruitment and Training
 Emergency Department Pressures
 Data Quality & Depth of Coding
 Medicines Management
 Referral To Treatment pathway (RTT) Performance
 Staffing

The main controls and action plans for each significant risk in each area have
been reviewed and collated in the Trust’s Risk Register. Our Risk
management programme has incorporated the Corporate Risks (CR) and
aligned them to the Board Assurance Framework (BAF). Updates against the
BAF and Risk register significant risks are summarised in Appendix 1 and
detailed information provided in Appendix 2.

1.2 Detailed and focussed work is taking place within the Divisions to ensure risk
registers are updated and monitored. Following recent scrutiny and challenge
by the CEO in her role as Chair do the Risk Management Group, an extensive
review of risk mitigation plans for risk scoring 12 and above has taken place
with evidence portfolio being generated to inform assurances. All risk handlers
and risk owners are systematically meeting with the Quality and Governance
Unit senior staff to review their risks for assurance and controls. The
responsible Committees are identified where relevant on the report.
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1.4 New Significant Risks

Three significant risks previously identified in the Surgery, Women’s and
Children division have now been included in the Significant Risk Report after
review and scrutiny at the Service Quality Operational Governance Group and
at Quality and Governance committee.

These risks relate to:-

 Day Case ward capacity to support current & future Day Case
requirements. Review of Day Case criteria in line with best practice
guidance in progress which will result in a requirement for additional
Day Case capacity, as will the proposed increase in theatre capacity
and additional theatre sessions.

Score increased from 12 to 16 (4x4) due to Operational performance
and planned service changes.

 Utilisation of theatre capacity in line with national benchmarking or with
start times, productivity and overruns.

New risk scored at 16 (4x4) due to Operational performance.

 Resourcing the increase in activity required from theatres and
expansion of the theatre template and impact on productivity, patient
experience, reliance on bank, agency & locum medical & nursing staff.
New risk scored at 16 (4x4) due to Operational performance and
impact of guidance.

1.5 Increased Risk Scores

Two risks on the Board Assurance Framework have been reviewed by the
Finance and Performance committee have been revised and are now included
in the Significant Risk Report as follows:

AF 2.8 3526 - Failure to achieve Value for Money services and financial
sustainability

This risk score has increased from 10 to 20 (4x5) as the Trust is currently
working to a deficit plan.

AF 2.9 3527 Cash Management and Capital Investment.

This risk score has increased from 10 to 20 (4x5) as the Trust requires
financial support to achieve liquidity targets.

1.6 Reduction in Risk Scores

One risk on the Board Assurance Framework reviewed by the Finance and
Performance committee has been revised and with a reduced risk score as
follows
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AF 2.2 3485 Failure to deliver financial plans in line with FT compliance
framework and to deliver cost efficiency savings.

This risk has been reduced from 25 to 20 (4 x 5) as the Trust is on track to
meet the year end deficit plan and cost efficiency savings target.

1.7 Other Notable Changes / Update

The Division of Medicine and Clinical Support Services are currently reviewing
the risk score associated with use of Ward 43 as a result of operational
pressures and demands. Mitigations are in place to support the use of the
environment within the contingency plans.

Updates against the BAF significant risks are included in Appendix 1 & 2.

3. Recommendations

Members are requested to review the current ratings of the significant risks

identified and note the changes along with the current Controls, mitigations,

and assurances.
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Appendix 1

CORPORATE SUMMARY – SIGNIFICANT RISK THFT SHOWING RISKS 15 OR ABOVE
 Residual Risk Score (Current Risk) Risk Trend

 (Target Risk / Risk Appetite Threshold)  Reducing  Increasing  Static
* New Risk Score

Risks scoring 25 on the Corporate Risk Register and Assurance Framework

Risk
AF3488

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January
2016

Failure to ensure on-going
compliance with terms of FT
authorisation (Monitor
requirements)

Trust Board

 



Risk
AF3489

Description
Responsible
Committee

Very Low Risk Low Risk
Mediu
m Risk

High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January
2016

Failure to deliver the 4 hour
Emergency Access Standard.
Demand outstrips capacity.

Operational
Board

 



Risks scoring 15 - 20 on the Corporate Risk Register and Assurance Framework

Risk
AF3482

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Medical Staffing - Failure to
ensure adequate staffing levels
of medical, staff to ensure
patient safety and quality of
services.

Executive
Management

Team /
Quality and
Governance
Committee

 



Risk
AF3485

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next
review
January
2016

Failure to deliver cost efficiency
savings and deliver financial
plans in line with FT compliance
framework

Finance and
Performance
Committee

 



Risk
AF3526

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next
review
January
2016

Failure to achieve VFM services
and financial sustainability

Finance and
Performance
Committee

 



Risk
AF3483

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next
review
January
2016

Delays in discharging patients
impacting on availability of beds’
leading to reduction in patient
flow across the hospital

Executive
Management

Team /
Quality &

Governance
Committee
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Risk
AF3527

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next
review
January
2016

Failure to achieve :
a) cash/ liquidity targets,
b) Capital Investment within
planned resources
c) Capital Absorption rate

targets

Finance and
Performance
Committee

 



Risk
CR734

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Nursing Staff – Inability to
recruit at band 5 level due to
national shortage of band 5
nurses.

Executive
Team

 



Risk
CR3510

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Trusts ability to recover all
services in the event of a data
centre loss (DC1 or DC2) due to
storage capacity within the server
infrastructure and the supporting
server capacity for the delivery of
services and growth is reaching
critical levels

IM&T
Committee

/
Executive

Manageme
nt Team

 



Risk
CR3509

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

The PIU environment on ward 46
is inadequate for the delivery of
planned procedures and
treatments.

Divisional
Governance

Meeting

 



Risk
CR3472

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

Trust wide 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to meet registration
requirements relating to
management of medicines
requirements resulting in care or
outcomes affected by
inappropriate prescribing of
drugs/ineffective medicines
management and/or theft/ loss
of drugs

Operational
Board
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Risk
AF3476

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to discharge patients
safely –Potential of patients being
discharged with inadequate
information on complications or
knowledge of medications

Quality and
Governance
Committee

 



Risk
CR3607

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Risk that a bed will not be
available for patients needing to
be repatriated from hyper acute
centres across Greater
Manchester at 72 hours.
Therefore affecting quality of
care and access standards.

Operational
Board

 



Risk
CR3678

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Insufficient Day Case ward
capacity to support current &
future Day Case requirements.
Review of Day Case criteria in line
with best practice guidance in
progress which will result in a
requirement for additional Day
Case capacity, as will the
proposed increase in theatre
capacity and additional theatre
sessions. .

Operational
Board

 



Risk
CR3984

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to utilise theatre capacity
in line with national
benchmarking or with start
times, productivity and overruns.

Operational
Board

 



Risk
CR3985

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

MEDICINE AND URGENT
CARE

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to adequately resource
the increase in activity required
from theatres and expansion of
the theatre template resulting in
suboptimal productivity, poor
patient experience, and
satisfaction, reliance on bank,
agency & locum medical &
nursing staff.

Operational
Board
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Risk
AF3491

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to have in place a IM&T
infrastructure and service
supporting organisational
objectives

Quality and
Governance
Committee

 



Risk
CR770

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

DIAGNOSTIC AND
THERAPEUTIC

1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Reduced sustainability of
Radiology Services due to
inability to recruit to key
radiology posts

Executive
Management
Team/Finance

and
Performance

 



Risk
CR1845

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure to achieve compliance
with national best practice
requirements e.g. NICE,
Bundles of Care, NSFs, Stroke
Sentinel Audits/ TIA etc.

Executive
Management

Team

 



Risk
CR3572

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Risk of a reduction in the
provision of services and
delivery of care due to the
realisation of industrial action

SQOGG

 



Risk
CR3511

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Failure of the Trust to have in
place a robust IT Disaster
Recovery Plan

Executive
Management

Team

 



Risk
CR3905

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

CORPORATE 1 2 3 4 5 6 8 9 10 12 15 16 20 25

Next review
January 2016

Referral to Treatment
performance

Executive
Management
Team/Finance

and
Performance
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Appendix 2
Strategic Priority
(Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 5
Corporate Objective 6
Corporate Objective 7

Risk :
Delays in discharging patients and transfers of care impacting on availability
of beds’ leading to reduction in patient flow across the hospital. This
potentially leads to;

 Delays in treating 95% of patients within the 4 hour standard
 Increased levels of cancellations for elective surgery
 Increased financial cost of escalation areas
 Longer length of stay and associated complications.

Increased demands beyond predicted levels which is outside current capacity

BAF Ref:
AF1.24 & AF4.6

Risk ID number:
AF3483
Now includes AF3490.

Executive Director Lead:
Director of Operations &
Director of Nursing

Assurance Committee:

Quality & Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

5 x 5 = 25

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current Reported performance information and impact on patient flow

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Systems resilience manager appointed to work in partnership with external

agencies to improve discharge process.
 Capacity sourced with private provider to create Transitional care Unit & facilitate

earlier discharge.
 Patient flow list reviewed twice weekly to determine actions required for each

patient.
 ED recovery plan established across the health economy and monitored through

the monthly Systems Resilience Group.
 Internal escalation plans in place to maintain safe and effective care during

periods of increased pressure.
 Partnership working with other providers to ensure a long term strategy is in

place regarding sustainability and service provision.
 Transitional Care Unit now functional to support existing structures

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

 Daily monitoring of bed capacity and ED Waiting times
 Waiting List Steering Group.
 Activity Planning Group (monthly)
 Monthly contract performance reporting to Executive Management Team &

Board
 Monthly finance and activity reporting to Board.
 MIAA audits
 External review commissioned to identify opportunities for improvement
 IST report and Health Economy plan
 Trust/Social Services Director level interface meetings
 EDD system and system resilience work

Mitigating actions: (what more should we do?)
 Development of integration strategy with key partners
 Implementation of Recovery Plan by all partners
 Trust is working to develop a model for integrated transfer team.

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
Third party action by other parties and stakeholders has impact upon organisation

Risk source
Third party review and internal monitoring Incidents complaints Claims and

Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk :

Failure to ensure on-going compliance with terms of FT authorisation
(monitor provider licence requirements)

BAF Ref: AF 4.2 Risk ID number: AF3488

Executive Director Lead:
Director of Finance

Assurance Committee:
Trust Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

5 x 5 = 25

Movement is risk since previous report



Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Trust currently in special measures and current financial performance. Service model for financial
sustainability being generated.

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 Board reporting in line with FT provider licence requirements
 Board Financial reporting procedures fit for purpose
 FT metric performance framework
 Regular contact with Monitor and Board reporting re actions taken to maintain

authorisation

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

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

 Trust Board seminars
 Board Reports
 Financial governance infrastructure

Mitigating actions: (what more should we do?)

 Continuous implementation of required actions by all staff at levels required
 Implementation of action plan re CIP identification and implementation of Trust

Improvement Programme and Agreed Monitoring action

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

No gaps in control identified

Risk source
Monitors Provider licence requirements and Regulatory Monitoring

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report



Page 11 of 30

Strategic Priority
(Objective)

Corporate Objective 3
Corporate Objective 5
Corporate Objective 6

Risk :
Failure to deliver the 4 hour Emergency Access Standard. Demand on
the service outstrips capacity.

BAF Ref: AF 4.4 Risk ID number:
AF3489 linked to CR3618

Executive Director Lead:
Director of Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

5 x 5 = 25

Movement is risk since previous report



Target Risk Rating

1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current Reported performance information and impact on patient flow

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Additional ED Management Support.
 Extended out of hours management presence.
 Bed meetings.
 Additional staffing (all services)
 Breach analysis and system resilience work.

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

 A&E daily performance report
 Bed meeting reports
 Executive Team reports
 Board reports
 Divisional action plans and analysis of information
 Improvement Board Actions
 Detailed Improvement Plan and system resilience work.

Mitigating actions: (what more should we do?)

 Daily management oversight on a patient by patient basis.
 On site management support overnight.
 In-reach from medical consultants to ED
 Trust wide focussed work regarding patient flow
 System resilience work

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

 Impact of Third party action and third party decision – e.g. impact of Primary
care and Local Authority

Risk source Strategic Insight and Foresight Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority (Objective)
Corporate Objective 1
Corporate Objective 2
Corporate Objective 3
Corporate Objective 4
Corporate Objective 6

Risk :
Medical Staffing – inability to recruit to Consultant and Middle
Grade posts due to national shortages in certain specialties ie.
Radiology, Medicine and A&E. This may impact on patient
experience and the ability to provide safe care

BAF Ref:
AF 1.23

Risk ID number: AF3482

Executive Director Lead:
Director of Human Resources
Director of Operations
Director of Nursing

Assurance Committee:
Quality and Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

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

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Monthly Staffing (Hard Truth) Board Report
 Workforce strategy
 Sickness Policy and monitoring.
 Use of Agency and Locum staff to bridge the gap
 Temporary staff management monitoring.
 Director of Nursing and Director of Operations receive daily staffing report

summaries.
 Capacity & Demand being reviewed through job planning process
 Robust job planning process
 Staffing monitoring via Quality Account dashboard and HR metrics.
 International recruitment

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

 Improvement Plan
 HENW Review Action Plan monitored by Improvement Board.

Reports to
 Executive Management Team
 HR & OD Workforce Group

Mitigating actions: (what more should we do?)
 Reports to Board and Executive Team
 Continuous recruitment in to the vacant posts is underway and to continue under

monitoring.
 Weekly monitoring of KPI’s
 Stronger links to the annual Trust planning process

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
No gaps in assurance identified

Implementation of real time operational management requires consistent application
of agreed systems and processes by all staff at all levels across all divisions

Risk source
Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report



Page 13 of 30

Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk :

Failure to deliver 2015/16 financial plan and to deliver planned cost
efficiency savings.

BAF Ref: AF 2.2 Risk ID number: AF3485

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current financial performance. Service model for financial sustainability being implemented

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 Continued use of appropriate benchmarking information reference costs led
by the Finance Department to ensure control and rigor of CIP delivery

 Finance Team to work with all budget holders to drive down costs and
increase income and contribution margin and, with clinical teams, to exploit
opportunities and repatriate activity and develop new markets

 Established Governance structure
 Ensure Divisional teams work with finance to review income, expenditure

and CIP variances and to identify root cause analysis and where appropriate
update systems and controls.

 Improvements to clinical coding team

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

 Performance and financial reports to Board
 Review of assurance and management structure/ meetings for CIP delivery
 Ensure PIDs and QIA are completed for each scheme
 Establish a recovery plan for all schemes not achieving targets
 Ensure Divisional infrastructure regularly review CIP Schemes, complete

recovery plan and identify new schemes either in mitigation or for next
financial year

 CIP programme alongside Improvement Plan to ensure they complement
each other

 Develop 2016/17 programme.
Mitigating actions: (what more should we do?)

 Revised programme of financial management
 Certify that all material non-recurrent CIP's have also been subject to a

rigorous QIA
 Fully develop schemes to deliver the CIP target on a recurrent basis.
 Develop and submit to regulators milestones and financial modelling
 Review of clinical coding and impact on income.

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

 Level of recording of non-recurrent CIP versus recurrent CIP.
 Timely planning of CIP programme to ensure future delivery.

Risk source

Strategic Insight and Foresight

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk :

Failure to achieve VFM services and financial sustainability.

BAF Ref: AF 2.2 Risk ID number: AF3526

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved

Rationale for current score:

The Trust is currently working to a deficit plan, therefore is not currently financially
sustainable.

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 SFIs in place
 Routine monthly service and financial meetings
 Regular monthly reporting to Executive Team and Board
 Monthly CIP reporting to Executive Team /Board
 Contract performance meetings
 Planned process
 SFIs and Scheme of Delegation. Budgetary Systems and Procedures
 Appropriate insurance protection established
 Activity Planning income and activity

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

 Strategic plan in place to work with other organisations to ensure
sustainability going forward

 Audit Committee
 Finance and Performance Committee
 Trust Board Report.
 Internal and External Audit Reports to Audit Committee
 Annual (External) Audit. Annual Report to Trust Board on Financial Plans

and Budgets for the new year
Mitigating actions: (what more should we do?)

 Divisional action plans and recovery plans where required
 Implementation of CPT plan and formation of an integrated Care

organisation

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

 No gaps in assurance identified

Risk source

Strategic Insight and Foresight

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk :

Failure to achieve VFM services and financial sustainability.

BAF Ref: AF 2.2 Risk ID number: AF3527

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved

Rationale for current score:

The trust requires financial support to achieve liquidity targets.
Risk appetite

To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 SFIs and Scheme of Delegation. Budgetary Systems and Procedures
 Capital Budget Monitoring. Cash Flow monitoring and forecast against

monthly profile over a two year forward look
 Treasury Management Policy
 Business case development controls.
 Monthly Board reports

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

 Monthly finance reports to Finance and Performance Committee and Board
 Audit Committee reports (shadow investment
 committee)
 External Audit opinion on Accounts

Mitigating actions: (what more should we do?)
 Divisional action plans and recovery plans where required
 Implementation of CPT plan and formation of an integrated Care

organisation

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

 No gaps in assurance identified

Risk source

Strategic Insight and Foresight

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 5

Risk :
Nursing & Midwifery vacancies – Inability to recruit at band 5
level due to national shortage of band 5 nurses. This may
impact on patient experience and the ability to provide safe
care

BAF Ref: AF1.23 Risk ID number: CR734
Linked to AF3482

Executive Director Lead:
Director of Nursing, Director of
Human Resources & Director of
Operations

Assurance Committee:
Executive Management Team,
Quality and Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:
Increase in vacancy factor due to the provision of additional funding as part of ensuring compliance
with NICE Guidelines on staffing.

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Workforce Strategy
 Monthly recruitment open days
 Nurse staffing levels based on acuity / NICE Guidance – Daily close monitoring

and management of staffing, escalation process and provision of cover by Senior
Nursing staff.

 Completion of staffing levels/incident reports forms to enable analysis of impact.
 Monitoring of KPI’s including HR.
 Monthly paper to Trust Board.
 6 Month acuity / dependency reviews to Trust Board

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

NHSP monthly contract monitoring meetings
E Rostering

Reports to:
 Executive Management Team
 Quality & Governance Committee

Mitigating actions: (what more should we do?)
 Continuous recruitment in to the vacant posts is underway and to continue under

monitoring.
 Monitoring of KPIs

Utilisation of a partnership model and secondment opportunities from other
trusts.

 Recruitment from abroad
 Return to Nursing pre nursing care Support Worker programme
 Weekly recruitment tracker to EMT
 Monthly Staffing (Hard Truth) Board Report to Trust Board informs this risk

score.

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

No gaps in assurance identified

Implementation of real time operational management requires consistent application
of agreed systems and processes by all staff at all levels across all divisions

Risk source
Operational performance, risk register, incidents and complaints

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report



Page 17 of 30

Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4

Risk :
Trusts ability to recover all services in the event of a data
centre loss (DC1 or DC2) due to storage capacity within the
server infrastructure and the supporting server capacity for the
delivery of services and growth is reaching critical levels

BAF Ref: AF4.8 Risk ID number: CR3510

Executive Director Lead:
Director of Performance &
Informatics

Assurance Committee:
IM&T Committee / Executive
Management Team

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 =20

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current IM&T infrastructure

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Regular backups of systems are in place to disk for 14 days.
 Regular backups in place to tape for 12 weeks.
 Patch management and anti-virus programme in place.
 24/7 monitoring for Network Services.
 ITIL Change Control process in place.
 Limited environmental controls in place (Air Con / UPS / Power etc).
 Elements of disaster recovery agreed and funded via capitol planning

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

 Assurance through the work of the Information Management & Technology
Committee, which reports to the Executive Team.

Mitigating actions: (what more should we do?)
 Additional capacity has been provided giving the Trust a % of recovery in the event
that a Data Centre is lost.
 Actions are being undertaken to load balance each datacentre.
 Improved datacentre management.
 Improved environmental.
 Commenced migration from legacy systems to supported platforms.
 Introduced a robust decommissioning processes.

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
 In- place Disaster Recovery Plans.
 Lack in business understanding of the infrastructure supporting key services.
 Financial constraints.
 Technical refresh programme supporting the business strategy.
 Business strategy is not in place.
 Uncontrolled access to datacentres.
 Datacentres aren’t fit for purpose.
 Confirmed suppression testing of fire system.

Risk source
Operational performance & incidents

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Limited effect without the gaps being addressed through the mitigation actions.
Funding via capital planning will have a positive effect once additional server capacity

is in place.
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Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 6

Risk :

The PIU environment on ward 46 is inadequate for the delivery
of planned procedures and treatments.

BAF Ref: AF1.19 Risk ID number: CR3509
Linked to AF3478

Executive Director Lead:
Director of Operations

Assurance Committee:
Divisional Governance Meeting

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 4 = 16

Movement is risk since previous report



Target Risk Rating

1 x 4 = 4

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current environment and staffing for service provision

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

Meetings have now started to look at the space, service design and review. This is in
line with the proposed refurbishment for a haematology and chemotherapy unit. The
division has identified the business manager who is responsible for Haematology and
the CNS and CSM are working with him to address the issues. There is a proposal
that the PIU will be relocated ASAP either as part of the Haematology and
Chemotherapy Unit project or a self-contained Haematology unit with adequate
staffing and equipment.

In the short term this risk cannot be resolved until the capitol bid for the Haematology
unit has been completed

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

It is anticipated that completion of the agreed actions and mitigations will mitigate and
reduce the risk

Mitigating actions: (what more should we do?)

Review of the environment taking place with the Matron and Head of Estates with
consideration of all procedures currently being carried out and with focus on
suitability of the environment and impact on Ward 46 regarding foot traffic and longer
term solutions being explored and considered.

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

No gaps identified

Risk source:
Risk register, Incidents and Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)

Currently being reviewed to be reported at the next Board meeting aligned to
performance trajectory



Page 19 of 30

Strategic Priority (Objective)

Corporate Objective 1
Corporate Objective 4

Risk :
Failure to meet registration requirements relating to
management of medicines requirements resulting in care or
outcomes affected by inappropriate prescribing of
drugs/ineffective medicines management and/or theft/ loss of
drugs

BAF Ref: AF1.12 Risk ID number: CR3472

Executive Director Lead:
Director of Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 4 = 16

Movement is risk since previous report



Target Risk Rating

3 x 4 = 12

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved

Rationale for current score:

Recent CQC report and organisational Quality and Safety surveillance

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 Compliance with NPSA alerts
 Multidisciplinary Medicines Safety Group established as sub group of the

D&T Committee
 Drugs and Therapeutic Committee and Medicines Safety Work Stream
 Joint working arrangements with CCG re antibiotic prescribing
 Antimicrobial management Team
 Pharmacy stock control systems and procedures.
 Ward stock control systems and procedures.

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

 Drug and Therapeutic Committee
 Service Quality and Operational Governance group and sub committees

reporting to Quality and Governance which has the Chief Pharmacist as a
member

 Safety Walk rounds
 Periodic progress reports to Safety Programme Board
 Audit Committee and Clinical Audit reports
 Internal Audit reviews regularly undertaken
 Pharmacy Dept. undertakes quarterly audits of compliance against Medicines

Policy and Safety Thermometer monitoring against metrics.
 Regulatory compliance monitoring

It is anticipated that completion of the agreed actions and mitigations will mitigate and
reduce the risk

Mitigating actions: (what more should we do?)

 Medicines management Patient safety work stream and programme
 CQC assurance plan and agreed action

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

No gaps identified

Risk source:
Risk register, Incidents and Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)

Currently being reviewed to be reported at the next Board meeting aligned to
performance trajectory
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Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 6

Risk :
Risk that a bed will not be available for patients needing to be
repatriated from hyper acute centres across Greater
Manchester at 72 hours. Therefore affecting quality of care and
access standards.

BAF Ref: AF1.24 Risk ID number: CR3607

Executive Director Lead:
Director of Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 4 = 16

Movement is risk since previous report


Target Risk Rating

3 x 4 = 12

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current Reported performance information and impact on patient flow

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 Bed management aware of right patient right bed.
 Assessment tool in ED.
 Stroke team contactable by bleep.

From April 1
st

acute stroke patients have been directed to 1 of 3 hyper-acute stroke
centres across Greater Manchester

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

It is anticipated that by directing acute stroke patients to the hyper-centres this will
reduce local pressure. This risk will be monitored based on operational performance
and the risk score reduced accordingly.

 Stroke Improvement Plan

Mitigating actions: (what more should we do?)
 Monthly Stroke Meetings.
 Daily follow up of all stroke admissions
 By Stroke co-ordinator with feedback to the Emergency Department
 Patient by patient level review and RCA when patients don’t progress

through the desired pathway.
 Daily monitoring through bed management meetings and bed template
 Stroke Improvement Plan in place

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

No gaps identified

Risk source:
Risk register, Incidents and Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority (Objective)
Corporate Objective 1
Corporate Objective 2
Corporate Objective 3
Corporate Objective 4
Corporate Objective 7

Risk :
Insufficient Day Case ward capacity to support current & future Day Case
requirements. Review of Day Case criteria in line with best practice
guidance in progress which will result in a requirement for additional Day
Case capacity, as will the proposed increase in theatre capacity and
additional theatre sessions.

BAF Ref: 1.19 Risk ID number: 3678

Divisional Director/ Lead:
Directorate Manager –
Theatre/anaesthetics

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 4 = 16

Movement is risk since previous report


Target Risk Rating

2 x 4 = 4

Date of last review:
November 2015

Date of Next review
December 2015

Date When Target Risk score expected to be achieved

Rationale for current score:

Operational performance and planned service changes

Risk appetite
To be agreed in line with Trust approach

Rational for Risk appetite
To be agreed in line with Trust approach

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

 Trust Thrice daily bed meetings

 Patent flow team

 Morning Surgical bed meeting

 Daily review of admissions

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

 Divisional Quality and Safety Meeting

 Divisional Operations board

Mitigating actions: (what more should we do?)

 Additional capacity used within theatre where appropriate, including use of Day
Case recovery for same sex/minor patients + use of theatre sub wait areas for
admission Day Case patients preoperatively

 SOP & review of admission criteria for Day Case in progress - likely to increase
requirement

 Proposal for Clinical Nurse Manager to provide Professional Clinical Nurse
leadership across Day Case and Sub wait/proposed Same Day Admissions

 Staffing & skill mix review for Day Case in progress

 Proposal to increase Day Case staffing to 7 day working to support additional
theatre capacity

 Day Case capacity to be reviewed as part of theatre schedule review and options
appraisal develop, to include paediatric ward.

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

 Unplanned use of day case in times of pressure

 Impact of Healthier Together programme

Risk source
Operational Performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)

To be agreed in line with Trust approach
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Strategic Priority (Objective)
Corporate Objective 1
Corporate Objective 2
Corporate Objective 3
Corporate Objective 4
Corporate Objective 6

Risk :
Failure to utilise theatre capacity in line with national benchmarking

BAF Ref: Risk ID number: 3984
New risk

Executive Director Lead:
Divisional Director of
Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)

Current Risk Score: 4 x 4 = 16
Movement is risk since previous report

New
Target Risk Rating

1 x 4 = 4

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved

Rationale for current score:
Current reported operational performance

Risk appetite
To be agreed in line with Trust approach

Rational for Risk appetite
To be agreed in line with Trust approach

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

 Recording and Monitoring system in place

 Surgical bed meeting

 Booking & scheduling meetings

 Daily review of admissions

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

 Divisional Quality and safety group

 Divisional Operations group

 Operational board reporting

 Service improvement group

Mitigating actions: (what more should we do?)

 Re-alignment of theatre start times

 Theatre improvement programme

 Band 7 Restructure

 Job planning & holding people to account for their job plans.

 Relocation of ward areas

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

 None

Risk source

Operational performance and impact of Guidance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)

To be agreed in line with Trust approach
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Strategic Priority (Objective)
Corporate Objective 1
Corporate Objective 2
Corporate Objective 3
Corporate Objective 4
Corporate Objective 6

Risk :
Failure to adequately resource the increase in activity required from
theatres and expansion of the theatre template resulting in suboptimal
productivity, poor patient experience, and satisfaction, reliance on bank,
agency & locum medical & nursing staff.

BAF Ref: Risk ID number: 3985
New risk

Executive Director Lead:
Divisional Director of
Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)

Current Risk Score: 4 x 4 = 16
Movement is risk since previous report

New
Target Risk Rating

1 x 4 = 4

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved

Rationale for current score:

 Current and anticipated activity requirements

Risk appetite
To be agreed in line with Trust approach

Rational for Risk appetite
To be agreed in line with Trust approach

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

 Recording and Monitoring system in place

 Surgical bed meeting

 Booking & scheduling meetings

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

 Divisional Operations Group

 Operational board reporting

 Service improvement group

Mitigating actions: (what more should we do?)

 Case of need case for additional resource requirements

 Re-alignment of theatre start times

 Theatre improvement programme

 Band 7 Restructure

 Job planning & holding people to account for their job plans.

 Relocation of ward areas

 Case of need for Theatre resources received by EMT

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

 None

Risk source

Operational performance and impact of Guidance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)

To be agreed in line with Trust approach
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Strategic Priority (Objective)
Corporate Objective 1
Corporate Objective 2
Corporate Objective 4
Corporate Objective 5
Corporate Objective 6

Risk :

Failure to discharge patients safely –Potential of patients being
discharged with inadequate information on complications or
knowledge of medications

BAF Ref: AF 1.17 Risk ID number: AF3476

Executive Director Lead:
Director of Operations supported
professionally by the Director of
Nursing and Medical Director

Assurance Committee:
Quality and Governance
Committee & Risk Management
Group

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current Reported performance information

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Discharge policy and procedures in place
 Monitoring of operational performance activity and review of discharge and

transfer services undertaken.
 Pre - printed discharge summaries given to each patient, addressing all the

discharge issues
 Key Metrics monitored & Audit programme
 Project manager identified to focus on this area and provide progress reports to

the Executive Team additional administrative resources committed.
 Action plan and trajectory for improvement shared with the CG in July 15
 Scanning of ED cards introduced in July to support more efficient data capture.

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

 Service Quality and Operational Governance group and sub committees reporting
to Quality Governance Committee

 Lorenzo Impact Review Group
 Electronic Patient Records Group
 Improvement trajectory to be developed and agreed at EMT

Mitigating actions: (what more should we do?)
 Implementation of processes to support ward based intervention and

reconciliation.
 Monitoring of the on-going usage of Care Bundles via Patient Safety Programme
 Discharge and Patient Flow Work Stream
 Implementation of the Urgent Care Recovery Plan.
 A revised discharge summary has been developed for delivery via Lorenzo which

it is expected will improve the quality of discharge summaries.
 Introduction of admin teams to support completion of Discharge Summaries and

to audit quality of Discharge Summary.
 Quality audits being completed by junior medical staff along with CCIO.
 Review of SQL to ensure correct patients being listed on the discharge reports.

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

 GP Patient Surveys and feedback and CCG feedback indicate that this remains a
key issue for the Trust

 The implementation of the standards and requirements by individual clinical staff
is inconsistent – continuous feedback and reinforcement is necessary.

 Lorenzo Impact to be systematically monitored.
 Improvement trajectory to be agreed
 Missing discharge letters to be identified for Divisions to complete.

Risk source
Third party reviews Patient feedback Incidents complaints and claims

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced) Reported at Board meeting aligned to performance trajectory and
performance report
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Strategic Priority (Objective)

Corporate Objective 4

Risk :
Failure to have in place a IM&T infrastructure and Service
supporting organisational objectives

BAF Ref: AF 4.8 Risk ID number: AF3491
linked to CR3511

Executive Director Lead:
Director of Performance &
Informatics

Assurance Committee:
Quality and Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current IM&T infrastructure

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Director of Performance and Informatics in post.
 ITIL Change Control process in place.
 IM&T Committee structure.
 Risk Register in place with plans to mitigate.
 Initial restructure completed to support service flow and ownership within IT.

Assurance: (how do we know if the things we are doing are having an impact and
can we validate or evidence e.g.: Inspections; Committees; Working Groups; Reports;
Monitoring Returns etc?):
 Significant reduction in number of unscheduled outages impacting Trust services.
 Executive Management Team Board Reports
 Exception Reports
 Audit – Internal & External
 Third party reviews and feedback

Mitigating actions: (what more should we do?)
 Production of a detailed 1-3 year roadmap with 4-5 at a holistic level.
 Review of roadmap at key junctions, changes in business strategy or 6-monthly.
 Alignment of resource structure to meet the business model.
 Identification and mitigation plans reported via the risk board.
 IM&T Committee in place to support developments across the Trust.
 Single points of failure to be identified and mitigated against.
 Departmental business plans in place in the event of an IT outage.
 Skills gaps to be addressed through training matrix.
 Funding for some elements of disaster recovery requirements

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
 Lack in business understanding of the infrastructure supporting key services.
 Financial constraints.
 Technical refresh programme supporting the business strategy.
 Business strategy is not in place.
 Business leads not engaging with IT through Change Control and Service Desk.
 Skills Gaps.
 IM&T committee

Risk source
Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
 Continued stability as experienced over the last twelve months.
 Embedding of best practice utilising the ITIL model.
 Improved understanding, communication and visibility.
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Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 5

Risk :
Reduced sustainability of Radiology services due to inability to
recruit to key Radiology posts

BAF Ref: AF1.23 Risk ID number: CR770

Executive Director Lead:
Director of Operations

Assurance Committee:
Executive Management Team
Finance and Performance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board meeting
aligned to performance trajectory

Rationale for current score:

Current consultant vacancies within Directorate

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Trust recruitment strategy to vacancies
 Collaboration with a Partnership to provide a long term strategy for provision of

services.
 The Trust has outsourced reporting to address service pressures across

radiology.
 Funding for further training of radiographers to undertake training for reporting

examination

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

Reports to:
 Executive Management Team
 Finance & Performance Committee

Mitigating actions: (what more should we do?)
 Use of waiting list initiatives for substantive consultants to help address shortfall.
 Use of external locums to support breast service.
 Further recruitment of a Breast Radiologist which has been advertised
 Agency options being implemented.
 Consideration of training for Breast Surgeon to perform breast ultrasound.
 Further training for radiographers to enable reporting of identified examinations
 Additional leadership support is being sourced externally from 22ndJune 2015

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
 The Trust has an action plan to address shortfalls however there is local and

National competitive recruitment issues impact on the Trusts ability to meet
timescales and limit the effectiveness of long term mitigation plans

Risk source
Operational performance, incidents and complaints

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority (Objective)

Corporate Objective 1-7

Risk :
Failure to achieve compliance with national best practice
requirements

BAF Ref: AF1.8 Risk ID number: CR1845
Linked to AF3465

Executive Director Lead:
Directors of all Services

Assurance Committee:
Executive Management
Team

Risk Rating(Likelihood x Consequence)
Current Risk Score:

5 x 3 = 15

Movement is risk since previous report


Target Risk Rating

3 x 3 = 9

Date of last review:
November 2015

Date of Next review
December 2015

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board
meeting aligned to performance trajectory

Rationale for current score:

Current reported performance metrics

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

Trust regularly reviews performance against national standards and monitors
implementation of care bundles through regular spot checks and the
dashboard and intelligence reports. Implementation of NICE and other
national audits are via the Clinical Audit.

Effectiveness Group (CAEG) and Advancing Quality requirements are in
place for this speciality. CAEG also monitors Doctor Foster performance
data. E.g. Strokes are reviewed by Executive Team. SQOGG oversight.
This Links closely with the Trust’s Mortality action plan and clinical safety
work and assurance

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

Reports to:
 Effectiveness Group (CAEG)
 Executive Management Team
 Service Quality Operational Governance Group reporting to Quality

and Governance committee
 Mortality action plan and clinical safety work and assurance

Mitigating actions: (what more should we do?)
 Continued review and drill down in relation to patient flow, stroke review

team processes and engagement of clinicians
 Consider need for ensuring availability /allocation of specialised beds.
Development, implementation and monitoring of compliance with use of care
bundles for relevant care pathways

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

None identified

Risk source
Internal monitoring and metrics reported externally

Anticipated effect of controls (when reduction is risk trajectory expected
/risk score reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority
(Objective)

Corporate Objective 1

Risk :
Risk of a reduction in the provision of services and delivery of care due to the
realisation of industrial action

BAF Ref:

AF 1.23 (3482)
Risk ID number:
CR3572

Executive Director Lead:
Director of Operations &
Director of Human resources

Assurance Committee:

SQOGG
Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed once the potential for a national dispute
is resolved

Rationale for current score:

Current Reported position on ballot for industrial action by Junior doctors through British Medical
Association

Risk appetite
To be confirmed and discussed ion reports to Board

Rational for Risk appetite
To be confirmed and discussed ion reports to Board

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

 Working with staff side and Unions to ensure good communication and
negotiation.

 Contingency planning and liaison with clinical and non clinical leads to
ensure a strategy to reduce impact.

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

 Provision of Emergency cover

 Daily monitoring of bed capacity and activity



Mitigating actions: (what more should we do?)

 Business continuity plan being prepared
Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)

External pressure and national decisions will influence the ability of the Trust to limit
action

Risk source
National Pay negotiations

Anticipated effect of controls (when reduction is risk trajectory expected /risk score
reduced)
Reported at Board meeting aligned to performance trajectory and performance report
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Strategic Priority (Objective)

Corporate Objective 4
Corporate Objective 6
Corporate Objective 7

Risk :
Failure of the Trust to have in place a robust IT Disaster
Recovery Plan

BAF Ref: AF4.8 Risk ID number: CR3511

Executive Director Lead:
Director of Performance and
Informatics

Assurance Committee:
Executive Management
Team

Risk Rating(Likelihood x Consequence)
Current Risk Score:
3 x 5 = 15

Movement is risk since previous report


Target Risk Rating
1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board
meeting aligned to performance trajectory

Rationale for current score:

Current IM&T infrastructure and contingency plans

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

Controls: (what are we currently doing about the risk?)
 Infrastructure is documented and understood within IT

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

 Executive Management Team
 Information Management & Technology Committee

Mitigating actions: (what more should we do?)

 Disaster Recovery Group.
 Workshops have taken place.
 Quotations to mitigate single points-of-failure being sought. See risk

3510
 Action plan developed following workshops
 Work streams developed and leads identified.

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

 Lack in business understanding of the time to recover from a disaster and
prioritisation.

 Lack of in-place recovery plans for the Trust.
 Financial constraints.
 Robust BCP plans in place and tested.
 Single points-of-failure within the supporting infrastructure and teams.

Risk source
Operational performance, incidents.

Anticipated effect of controls (when reduction is risk trajectory expected
/risk score reduced)
Limited effect without the gaps being addressed through the mitigation
actions.
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Strategic Priority (Objective)
Corporate Objective 3
Corporate Objective 4

Risk :
Referral to Treatment (RTT) performance

BAF Ref: AF2.7 Risk ID number: CR3905

Executive Director Lead:
Director of Performance and
Informatics

Assurance Committee:
Executive Management
Team / Finance and
Performance

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
December 2015

Date of Next review
January 2016

Date When Target Risk score expected to be achieved
Currently being reviewed to be reported at the next Board
meeting aligned to performance trajectory

Rationale for current score:

Current reported performance metrics

Risk appetite
To be confirmed following Board development session

Rational for Risk appetite
To be confirmed following Board development session

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

 Data validation through RTT tracking team/ waiting list steering group/ discharge
summary project/ AE improvement plan

 Improvement governance structure e.g. implementing with checks.

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

 Improvement Programme.
 Director of Information and Performance post created and appointed to.
 Outcome to be reported to Board as part of improvement delivery.
 Increased use of benchmarking and metrics.
 Board reports re delivery of corporate programmes.
 Increased use of SPC charts to identify unexpected variances in data.

 Monitoring activity Vs plan and benchmarking previous years’ activity in
Weekly Executive Team report.

Mitigating actions: (what more should we do?)

 Increased benchmarking and use of metrics
 Processes for information to be reviewed by Director of Information
 Ongoing external audits validating key performance measures and supporting

data.
 Embed Data Quality and Information Assurance Steering Group.

 Establishment of Data Quality and RTT Manager and Data Quality Officer posts.

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

 Further work on Directorate and business- specific information and
performance Reports.

 Data quality work plan to be developed.

Risk source
External Monitoring, National Reports, Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected
/risk score reduced)
Reported at Board meeting aligned to performance trajectory and performance report



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th January 2016

Agenda Item 9a

Title
Quality and Governance Committee summary
and Aggregated learning summary report

Sponsoring Non-Executive
Director

Ms T Kalloo

Author (s) John Fletcher, Head of Assurance and Governance

Purpose To note/receive

Previously considered by Not applicable

Executive Summary

Summary notes of Quality and Governance committee and Summary aggregated learning
report provided for awareness and assurance

Related Trust Objectives Relates to all Corporate objectives

Risk Assurance – risk impacted upon Relates to all areas of risk

Legal implications/Regulatory
requirements

None identified

Financial Implications None

Has a quality impact assessment been
undertaken?

Not applicable

How does this report affect
Sustainability?

Not applicable

Action required by the Board

The Board is asked to receive and note the Summary Of the Quality and Governance
committee and summary Aggregated Learning Report.



Quality and Governance Committee

December 2015 and January 2016

The December Quality and Governance meeting took the form of assurance walk
rounds. The areas of assurance sought were related to the implementation of the
Critical care action plan and Stroke care and the implementation of the Stroke
Operational policy.

The reports from these walkrounds were presented to the meeting for review and
consideration of the assurances received. In both areas visited real time assurances
were sought and received on implementation of the work previously reported through
the Governance processes to the committee. These reviews provided assurance for
parts of the process/pathways reviewed. The committee discussed how the process
could extend the assurances sought and received within the timescale of the
walkround visit.

An assurance and scrutiny report was provided which provided details of external
reports received and reviewed through the Service Quality and Operational
Governance group with identified actions and assurance where appropriate. The
current position in relation to the Dr Foster Patient safety Indicators was presented
and assurance received that there were no areas where the Trust had triggered an
alert. Assurance was provided that there were current workstreams aligned to areas
highlighted with poorer benchmarking. An update was received with relation to
specific actions linked to the CQC action plan, specifically the Medicines
Optimisation development plan. This was reviewed and discussed. The
organisational gap analysis relating to the publication of “Ambitions for Palliative and
End of life care” was also received. The completion of the action plan was being
progressed but this would be required to be completed across the health economy
footprint.

An update report was received on the actions taken with respect to the Lampard
review to provide assurance to the committee. The paper highlighted the action
taken and being systematically implemented. It was noted that the position with
respect to the DBS checks for volunteers had been clarified centrally and would be
captured in an updated report.

The Patient Experience update report was received. The report included an update
with respect to the work of the Patient Experience monitoring metrics and the Patient
Quality assurance work including progress with the national patient surveys being
undertaken. The published results of the National Maternity survey were received.
These identified positive feedback provided by patients when benchmarked
nationally and locally. A local action plan is being developed within the division to
ensure continuous service improvement.

Update reports relating to Significant Incidents and Duty of Candour were received.
There was discussion and scrutiny of these and the ongoing work being undertaken
with the Coroner to ensure the investigatory work undertaken by the Trust to fulfil the
statutory Duty of Candour requirement was recognised and the context of
organisational investigations understood. It was also reported that a benchmarking
self-assessment had been requested by NHS England nationally in relation to



avoidable mortality. Due to the assertive work undertaken on mortality reviews in the
Trust it was believed that we would be in a strong position to respond.

The Significant Risk update report was received and the new and revised risks
reported received executive and non-executive scrutiny and challenge.

The Learning from Experience and Aggregated Learning Report was presented. This
provided focused reviews of historic claims and complaints and where appropriate
benchmarking of the Trust with comparable organisations.

The trends and areas of focus were reviewed and scrutinised. The update provided a
detailed review of Complaints and PALS cases received. It was reported that the
number of outstanding cases continued to reduce and the number being received on
a monthly basis had decreased in the last two months. It was reported that the
ongoing improvement work streams were aligned to those areas where the largest
volume of concerns were being received and were being monitored to assess the
efficacy of the workstream and assertive action being taken.

Minutes of November and December Service Quality and Operational Governance
Group were received discussed and noted.

Ms T Kalloo
Non-Executive Director
Jan 2016



Summary Aggregated Learning information –

Initial Data for December 2015 **still being validated

Incidents reported December 2015 **

New incidents (reported in month- includes delayed reports) 781

Reported with Moderate harm 23

Reported with Major harm 1

Reported with Catastrophic harm 2

Never Event 0

RIDDOR reported incidents 0

Complaints and PALS issues

New Complaints 23

New MP enquiry 1

New External complaint 0

New Enquiry 0

New PALS issues 144

Total issues received 172

Re opened Complaints 1

Issues /cases responded to 140

Complaints %age closed in agreed timescale 93%

Average time to close issues/cases (working days) 11

Number issues on-going @ time of monthly report 79

Ombudsman Cases upheld 0

Other Indicators

Mortality reviews required 82

Initial Mortality reviews undertaken at time of report within 14 days 82

Inquests with TGH involvement closed /heard 8

Coroner-Prevention of Future Death report (Regulation 28) 0

StEIS reports - Internal issue 3

StEIS reports - Never events 0

Safeguarding Adult cases - Allegation on hospital care 9

Safeguarding Adult cases - Allegation on other care 20

DOLS - Cases reported to Supervisory Body 5

PREVENT - Cases reported 1



Aggregated Dashboard – Oct – Nov 2015 dashboard

Incidents reported September 15 October 15 November 15
4 month

avg trend
12 month
avg trend

New incidents (reported in month- includes delayed reports) 801 827 753  

Reported with Moderate harm 16 19 15  

Reported with Major harm 0 0 1  

Reported with Catastrophic harm 0 0 2  

Never Event 1 0 0 n/a n/a

RIDDOR reported incidents 0 0 1  

Complaints and Concerns September 15 October 15 November 15
4 month

avg trend
12 month
avg trend

New Complaints 56 27 30  

New MP enquiry 1 0 1  

New External complaint 0 0 0  

New Enquiry 0 0 0  

New Concerns (PALS) issues 176 177 132  

Total issues received 240 218 173  

Re opened Complaints 2 1 1  

Issues /cases responded to 213 228 138  

Complaints %age closed in agreed timescale 94% 91% 92%  

Average time to close issues/cases (days) 11 15 20  

Ombudsman Cases upheld 0 0 0

Complaints & Concerns by Month by Division

Top Incident Causes reported with
Moderate harm and above

Nov 2015

 Care Related Issues

 Diagnosis

 Medication Error

 Failure To Follow Procedures

 Pressure Ulcers

 VTE

Top issues reported in Nov 2015 related to

 Clinical Treatment

 Appointments

 Admissions & Discharges (Excl Delayed Discharge)

 Patient Care

 Values And Behaviours (Staff)

 Communications



Top issues reported in Nov 2015 related to

 Appointments

 Communications

 Other

 Clinical Treatment

 Patient Care

 Admissions & Discharges (Excl Delayed Discharge)

Indicators September 15 October 15 November 15
4 month

avg trend
12 month
avg trend

Mortality reviews required 60 68 79  n/a

Mortality initial reviews undertaken (@time of reporting) 60 68 79  n/a

Inquests with TGH involvement closed /heard 11 8 12  n/a

Coroner-Prevention of Future Death report (Rule 43 ) 0 1 0 n/a n/a

Themes reported

Morality – themed feedback to Division for learning from reviews
 Consistent use of NEWS

 Record keeping standards

 DNAR

 Re-assessment and of patients

Inquest and Coroner
 n/a

Indicators September 15 October 15
November

15
4 month avg

trend
12 month
avg trend

StEIS reports - Internal issue 4 0 3  n/a

StEIS reports - Never events 1 0 0 n/a n/a

Safeguarding Adult cases - Allegation on hospital care 6 15 10  n/a

Safeguarding Adult cases - Allegation on other care 21 38 29  n/a

DOLS - Cases reported to Supervisory Body 9 2 13  n/a

PREVENT - Cases reported to Supervisory Body 0 1 0  n/a

Themes reported

StEIS
 Related to Infection control and patients admitted with Pressure ulcers

 Care related issues as above

Adult Safeguarding allegations/issues relate to
 Pressure Ulcers (grade 3-4)

 Medication

 Discharge

 General Care

 Physical Abuse

 Psychological

 Financial / Material Abuse

 Self-Neglect
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of the 28th January 2016

Agenda Item 9b

Title Minutes of the Audit Committee held on 10th

November 2015

Sponsoring Executive Director Claire Yarwood - Director of Finance

Author (s) Claire Yarwood - Director of Finance

Purpose
To inform the Board of the discussions held by the
Audit Committee at its meeting in November

Previously considered by Not previously considered.

Executive Summary :

The attached reflect the minutes of the Audit Committee which met in November

Related Trust Objectives
To deliver against the required local and
national frameworks in order to meet all the
requirements of the Trust’s operating licence
and the commissioners’ requirements

Risk Assurance – risk impacted upon 723 – Failure to ensure on-going compliance
with the terms of FT Authorisation

Legal implications/Regulatory
requirements

In breach of Licence

Financial Implications
None

Has a quality impact assessment been
undertaken?

No

How does this report affect
Sustainability?

Not Applicable

Action required by the Board

The Board is asked to note the minutes from the Audit Committee.
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AGENDA ITEM 3
AUDIT COMMITTEE

Date of Meeting: 10th November 2015 Time: 2 pm Location: Meeting Room, Werneth House

Present Position Initial
In Attendance
Ms A Dray Non-Executive Director (chairperson) AD
Mr M Taylor Non-Executive Director MT
Ms C Yarwood Director of Finance CY
Ms. L Hulme Assistant Director of Finance, Financial Services LH
Ms T Jabeen Mersey Internal Audit Agency TB
Mr. A Smith External Auditor, KPMG AS
Ms. A Latham External Auditor, KPMG AL
Mr. R Causer Mersey Internal Audit Agency Anti-Fraud Manager RC
Mr P Weller Director Quality and Governance PW
Mr T Neve Trust Board Secretary TN
Mr. G Wilmore (Part) Director of Strategy and Partnerships GW

MR K Fletcher (Part) Head of Procurement KF

Apologies
Mr. S Connor Mersey Internal Audit Agency SC
Mrs. T Kalloo Non-Executive Director TK

Item No Description Action

76/2015 Apologies

As above.

77/2015 Declaration of Interests

None of the attendees declared an interest.

78/2015 Minutes of the meeting held on 21st August 2015

The minutes were agreed and a post meeting note was added (71/2015) to report the
Charitable Funds scheme regarding the Macmillan cancer unit was agreed by the
Executive Directors to be revenue neutral.

67/2015 Procurement
KF updated the committee on his assurance review of the procurement department.
He reported the objectives are linked to the Procurement Strategy, it was
recommended by the Department of Health and is fit for purpose. He explained it
includes KPIs that will be monitored and the SFIs are to be updated early in the New
Year.
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79/2015 Action Log

Action Log was reviewed and items have been updated on the action log.

80/2015 Counter Fraud – Progress Report

RC updated the committee that he will be the interim Counter Fraud specialist until
Beric Dawson’s replacement is appointed.

RC updated the committee on the details of the report. The first half of the year has
been Strategic Governance work and he assured the committee all performance
indicators are green.

RC updated the committee on one new referral re a member of staff working whilst
off sick. CY notified that operationally Counter Fraud is the responsibility of LH and a
log of these referrals will be kept.

LH

81/2015 Internal Audit

6.1 – Internal Audit Plan – Progress Report

TJ updated the committee on the details of the report. The Council of Governors,
Membership Arrangements and Public Engagement review has been completed. This
was advisory work to the Trust. The report concluded a number of good practices are
in place. Recommendations related to detailed roles and responsibilities being
established, engagement events to be structured in line with revised priorities and the
attendance at board meetings to continue to positively encourage attendance.

TJ updated regarding the Work in Progress and will feedback at the January meeting
the outcome from these pieces of work.

TJ detailed the deferral of the work relating to Governance Changes. Changes have
not yet been embedded, so it was felt it was too soon to complete this work and the
committee agreed the deferral until 2016/17. E-Rostering review to be expanded to
include locum, agency and stafflow and the committee agreed. WHO surgical checklist
to be replaced and this was agreed by the committee to be by a Pharmacy review.

AD questioned the back ending of reviews and TJ confirmed that resources have been
allocated and are sufficient.

6.2 – MIAA Insight on Assurance Framework (note only)

TJ shared the briefing note to the committee to note.

6.3 – MIAA Insight Governors Assurance (note only)

TJ shared the briefing note to the committee to note.
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6.4 – MIAA Briefing note on Cyber Security

TJ updated the committee on the details of the briefing note. The briefing set out,
background to cyber security, risks associated with working in a connected world and
how to protect systems and information.

82/2015 External Audit

7.1 - Progress Report

AS updated the committee on the audit planning process, highlighting the financial
statement risk and the focus areas on the Use of Resources. CY did update the Trust
has been given stretched targets for both resource and cash, £21.9m and £20.3m
respectively, and that neither is likely to be achieved.

AS advised the plan for next year was to be issued in January 2016.

7.2 – Health Technical update

AS issued report to note on current technical updates from Monitor, NHS England and
Department of Health.

83/2015 Review of the effectiveness of Internal and External Audit

CY presented the findings, only four responses were received. The responses were
discussed and it was agreed CY would deal with the results. CY

84/2015 Loss and Compensation Report

LH detailed the information from the report. In the quarter there were 24 new cases
four relating to personal injury claims, ten relating to personal effects, four losses
relating to damaged expired pharmacy stock and six classified as other relating to
maladministration of a complaint and reimbursement of travel costs.

LH recommended changing future reports to list all claims within the quarter. Also LH
advised that all personal injury claims provided for will be shared with the committee
and any future claims will be reported on at time of accrual not when paid, which is
current practice. LH

85/2015 Charitable Funds Committee Minutes

These minutes were withdrawn as they were draft. The minutes will come to the next
committee meeting once approved at Charity Committee.
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86/2015 Charitable Funds Annual Report and Accounts 2014/15

LH advised the committee of the minor changes to the Charitable Funds accounts.
The committee had no further questions and recommended approval by the Board at
the Trust Board November meeting. The Charitable Funds accounts need to be
submitted to the Charities Commission by 31st January 2016.

87/2015 Transfer of Community Services

GW updated the committee on the progress to date on Transferring Community
Services from Stockport Foundation Trust from April 16. It was confirmed that strict
Monitor guidance has been followed. Scope of services to transfer is 95% complete
and work streams have been set up. GW reported to the committee that April 16 is
achievable but challenging and is reliant on receiving information from Stockport
Foundation Trust.

It was agreed that there would be a presentation to the January meeting of the due
diligence process.

GW

88/2015 Agency control for Nursing and Locums

This item was deferred to next meeting. TC/AB

89/2015 Review of Hospitality Register

TN presented the Trust’s hospitality register. TN confirmed that any employee on a
band of 8a and above is to complete an annual return. TN is pursuing one issue and is
to report back to January’s meeting.

TN confirmed he is to amend the policy to include the “sunshine rule” and bring back
to a future meeting.

TN

TN

90/2015 Review of Audit Action Log

PW updated the committee on outstanding audit recommendations. It was noted the
outstanding recommendations of the medicines management review will be
superseded by the agreed new medicines management review. The financial systems
recommendations will be picked up and dealt with by the new staff in finance.

91/2015 Audit Committee Workplan

The Audit Committee reviewed the 2016 work plan. The plan was agreed subject to
the Board Assurance Framework being included in the months January and August. LH
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92/2015 Any other business

MT requested an attendance matrix to be completed for future meetings, LH agreed
to complete.

LH

93/2015 Date of Next Meeting 10th January 2016 at 2.30 pm in Silver Springs Board Room



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of the 28th January 2016

Agenda Item 9c

Title
Minutes of the Finance & Performance Committee
held on 22nd December 2015

Sponsoring Executive Director Claire Yarwood - Director of Finance

Author (s) Claire Yarwood - Director of Finance

Purpose
To inform the Board of the discussions held by the
Finance & Performance Committee at its meeting in
December

Previously considered by Not previously considered

Executive Summary :
The attached reflect the minutes of the Finance and Performance Committee which met in
December 2015

Related Trust Objectives 5 – Develop a strategic plan to secure
clinical and financial sustainability for the
Trust in conjunction with the Trust’s strategic
partners and key stakeholders

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

Risk Assurance – risk impacted upon 723 – Failure to meet, deliver Trust’s
financial plan

Legal implications/Regulatory
requirements

In breach of Licence

Financial Implications
None

Has a quality impact assessment been
undertaken?

No

How does this report affect
Sustainability?

Review financial sustainability of
organisation

Action required by the Board
The Board is asked to note the minutes from the Finance & Performance Committee.
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FINANCE AND PERFORMANCE COMMITTEE
Agenda item 2

Date of Meeting: 22nd December 2015 Time: 10.00 Location: Board Room, Silver Springs

Present Position Initial

Mr M Taylor Non-Executive Director (Chair) MT
Mrs A Higgins Non-Executive Director AH
Mrs A Dray Non-Executive Director AD
Ms C Yarwood Director of Finance CY
Mr P Nuttall Director of Performance and Information PN
Mrs P Cavanagh Director of Operations and Interim Chief Nurse TC

In attendance
Ms J McShane Divisional Director of Surgery, Women’s and Children’s JM
Ms A Bracegirdle Associate Director of Finance – Financial Management AB
Ms L Hulme Assistant Director of Finance – Financial Services LH
Ms S Derbyshire Divisional Director of Emergency and CSS SD

Additional attendees

Mr G Wilmore Director of Strategy and Partnerships GW
Mr B Isherwood Corporate Divisional Accountant BI

Item No Description Action

150/2015 Apologies

Mrs G Parker

151/2015 Minutes of the previous meeting 17th November 2015

The minutes were accepted as an accurate record of the meeting.

152/2015 Action log

Action log has been updated as per discussion and is attached.

153/2015 Cost Improvement Deep Dive

4.1 Month 8 Report

AB provided an update on month 8 and advised that the Trust is showing cumulative
savings of £4.4m against a target of £3.8m year-to-date, which is an over performance
of £645k. Recurrent savings of £1.6m have been achieved which means 58% of the
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savings are non-recurrent. Focus will be given to achieving recurrent savings in 2016/17.

Over the last month corporate services have significantly underperformed. However, in
month non-recurrent savings have been identified and posted including receipts from
sale of assets.

A discussion took place around budget setting, recurrent funding and non-recurrent
schemes for 2016/17. CY advised it has been proposed to conduct a small number of
larger recurrent schemes.

AB outlined the divisional schemes that are currently planned for 2015/16. A summary
of the scoping for 2016/17 saving programme will be provided for the next meeting.

4.2 Medical Staffing Follow up

SD and JM provided a update of the ongoing work within the divisions to understand and
control expenditure on medical staffing. At month 6, Surgery is overspent by £485k on
medical staffing expenditure, and Medicine by £667k Whilst this is partially offset by
income over-performance, there are still areas where vacancies and historical practice
are driving unfunded over-spends.

Medicine

SD advised that this is work in progress in terms of getting down to the minutia of the
detail to ensure the situation can be managed better.

A process is being developed with HR and Finance to ensure medics payments are
correct going forward to ensure no requirements for back payments occur. An audit of
on-call is to be conducted to ensure the new ways of working that are being introduced.

A general discussion took place regarding the way the agency cover system works at
present and SD advised a business case for substantive posts is being developed to be
presented at Executive Team meeting for approval. SD agreed to provide an update on
progress at the next meeting. Discussions are taking place with HR to improve the
recruitment process.

Significant actions are being taken to address the overspend in the Emergency
Department and reviews of the Speciality Doctors and Consultants rotas are taking place.
Job planning sessions are taking place across all to create a capacity plan moving
forward. One benefit to be anticipated is a reduction in WLI expenditure.

Diagnostics

An on-call audit is being undertaken in Radiology and the job planning has been
completed, a reduction in costs and an increase in productivity are anticipated.

Surgery

JM provided an overview of the over spends by speciality and advised there are currently
two areas which are underspending, Paediatrics and Orthopaedics. However, for

AB

SD
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Orthopaedics, the underspend is offset by private sector expenditure.

Overall the division is currently 20.77 below establishment, which means the medical
teams are running 11% short. Business cases are being developed in order to resolve
some of the issues.

ENT is currently the area with the most overspent due to a backlog of cases, the
expenditure to drive down the 18 week waits is being recovered on income. Plans are in
place to make the workforce more sustainable.

Work is ongoing to review the overspend in Plastic surgery. This should be offset by the
income which will be received.

Anaesthetics is £305k overspent at month 6 against the substantive staff, discussions are
being undertaken with HR to review the rota to provide perspective cover for when staff
are on annual leave or short term absence.

The Theatre Business Case has been approved in principle and can go forward once the
funding has been agreed.

A cost pressure has been identified following the split in the critical care and general
anaesthetic rota, once the audit of on-call has been completed it is expected the cost
pressure will reduce. A review of the pain service pathways is being undertaken in order
to drive the savings.

General Surgery is underspent from a substantive point of view but overspent by a locum
and agency, which is mainly around the ability to recruit at junior level. A considerable
amount of work has been undertaken and general surgery is now fully established as of
December and it is anticipated the agency spend will reduce.

Obs and Gynae

O&G is overspent and the long term workforce strategy is being reviewed going forward
to move to a more Consultant delivered service. A business case is being developed to
ensure the service is sustainable going forward.

154/2015 Operational Performance

PN highlighted the issues for the financial implications on the performance targets and
the impact on penalities.

The current run rate is delivering around £2m penalties for the year which is resulting
from three areas (RTT, A&E, Ambulance penalties). Contractual discussions are taking
place with the CCG. An update on the contract settlement is to be provided at the next
meeting.

CY to ask Amanda Bromley to provide an update on mandatory training for the next
meeting

CY

CY

155/2015 Financial Performance Month 8 Summary Review
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AB advised the Trust is slightly ahead of plan in month and broadly in line with plan year-
to-date, this has been driven partly by income and partly by prior year benefits.

Nursing agency usage was 7.1% in November against the Monitor target of 8%.

From 23rd November monitor introduced a cap on all agency rates and a report has to be
submitted to Monitor on a weekly basis. As of 6th December 424 shifts were reported
above the cap rate, which is mainly due to medical staffing. Work is on-going to ensure
the cap rates are embedded. Internal Audit is due to commence an audit on the systems
and controls of temporary staffing in the first quarter of the new year.

A discussion took place regarding the year-end forecast for submission to Monitor at
month 9.

6.1 Board Assurance Framework Risk Reporting – Financial Consequence

CY explained that the paper is a summary of all the risks included within the Board
Assurance Framework which include financial consequences. The scores for the five risks
were discussed and amendments agreed.

CY agreed to confirm that the financial plan is in line with the FT compliance framework.

CY

156/2015 Benchmarking

PN summarised the approach and the meaningful content of the report and highlighted
the caveats within the report and advised that the report compares with other Trusts but
we are unsure how their data is produced. The Trust groups all general medical
specialisties data and this makes some of the comparisons difficult to interpret.

PN provided an outline of the schemes. An action plan is to be developed to include the
Lord Carter information and an update will be provided at the next meeting. PN

157/2015 Transfer of Community Services

GW attended the meeting to provide an update on progress on the transfer of
community services and advised that Monitor have confirmed in writing that they view
the transaction as material rather than significant.

The timetable requires the evidence base for the work completed and the rationale of the
transfer to provide to Trust Board in February for sign off. A presentation is to be
provided to the Audit Committee in January.

The six workstreams have all met and have developed plans and risk registers. A
process has been agreed in order for the risks to be discussed by exception at the Project
Board which continues to meet fortnightly. The Executive Team are also holding internal
meetings to discuss the implications for the Trust.

An agreed list of services which are transferring has been received and the staffing
issues are being addressed. A detailed HR workshop has been held to map the cost base
of the staff against the contract value.
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A discussion took place around the possibility of any impact on patient care; TC
confirmed that any quality issues will be flagged up and actioned.

Transactional and process risks are being discussed with Stockport FT in order to
mitigate the risks. The possibility of a third party challenge and the risk around the IT
schemes were discussed.

158/2015 Service Line Reporting Annual Report

BI provided a brief introduction to the Service Line Reporting Annual Report. CY advised
of the restructure within the Finance Department to enable more focus to be given to
costings and evaluation work to support the managers.

159/2015 Treasury Management Policy

LH provided an overview of the policy and advised the policy is updated annually and is
to be presented to Audit Committee in January. AD asked for one amendment to be
made to the policy.

160/2015 Workplan

Workplan was noted.

161/2015 Summary of points to escalate to Board

Deferred to next meeting

162/2015 Any other business

There was not any other business

163/2105 Date of Next Meeting: 19th January 2016 at 10 am Silver Springs Board Room
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