
TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th July 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:
Q1 Submission - The Board is required to agree its submission to NHS Improvement for
Quarter 1

Single Oversight Framework Consultation - NHS Improvement has produced a Single
Oversight Framework document which is currently out to consultation.

Junior Doctors Contract Update – The new junior contract will be phased in October 2016

High Quality End of Life Care

Plans to ensure high quality, compassionate care for everyone at the end of life have been
announced by the Health Minister.

Darnton update- 3rd floor to re-open on Sunday 24 July 2016.

Sustainability and Transformation Plans (STPs) – an update on progress

Jon Rouse – The appointment of Jon Rouse as Chief Officer of the Greater Manchester
Health and Social Care Partnership

Jeremy Hunt to remain as Health Secretary

New Regional Lead (North) for NHS Improvement – Lyn Simpson has been appointed the
northern lead for NHS Improvement.

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 NHS Improvement’s
provider licence requirements

Financial Implications
May have indirect financial implications

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

May have a direct impact on the
organisations sustainability

Action required by the Board
To discuss and agree the Q1 submission to NHS Improvement.



Quarter 1 NHS Improvement Submission

The Trust has to make its Quarter 1 In-Year Submissions to NHS Improvement by

the end of July 2016 covering:

- A declaration of risks against healthcare targets and indicators for 2016/17

- An In-Year governance statement from the Board

The Quarter 1 2016/17 submission will reflect that the Trust did not meet the

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

The Trust is complaint with all other targets and standards in respect of quarter 1.

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 the trust’s capital expenditure for the remained 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 NHS Improvement (per the Risk Assessment Framework

diagram 6) which have not already been reported.

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

Consolidated subsidiaries:

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.



Single Oversight Framework Consultation

NHS Improvement has produced a Single Oversight Framework document which is

currently out to consultation.

This document sets out the approach NHS Improvement (NHSI) proposes to take in

overseeing providers using a Single Oversight Framework for both NHS trusts and

foundation trusts and shaping the support it provides.

It describes their proposed approach to:

 The main areas of focus of their oversight

 How they will collect the information required from providers

 How they will identify potential concerns with a provider’s performance

 How they will segment the provider sector according to the level of challenge each

provider faces.

The purpose of this framework is to identify where providers may benefit from, or

require, improvement support across a range of areas. This will inform the way they

work with each provider. This framework does not detail the improvement support

they will provide as in each case this will be individually tailored to address what a

provider needs help with.

The Single Oversight Framework will replace Monitor’s risk assessment framework

and TDA’s Accountability Framework.

Alignment with CQC

The CQC sets out what good and outstanding care looks like, asking five key

questions of all care services: Are they safe, are they effective, are they caring, are

they responsive to people’s needs, and are they well-led?

These questions will be supplemented by a forthcoming assessment of the use of

resources being jointly developed by CQC and NHS Improvement.

NHS Improvement will support providers in attaining and/or maintaining a CQC

‘good’ or ‘outstanding’ rating, covering the areas listed above. It will do this by

focusing on five themes. These five themes are linked to CQC’s key questions, but

are not identical to those questions. This is because: CQC’s questions do not yet

incorporate use of resources; NHSI has a particular role in supporting improvement

in performance against the NHS Constitution standards for patients; and because

their approach to improvement incorporates the strategic changes within local health

economies that will be needed to assure high-quality services in the longer term.

NHSI will continue to work with CQC to align their approaches more fully as they

move towards a single combined assessment of quality and use of resources

The full consultation document is available on the NHSI website and the consultation

closes on 4 August 2016.



Junior Doctors Contract Update

On 5 July the BMA announced that junior doctors and medical students in England

had voted to reject the new contract 58% to 42% on a 68% turnout.

On 6 July the Health Secretary outlined the phased introduction of the new junior

doctors’ contract from October 2016 in an update to Parliament.

The Health Secretary stated that it will be introduced from October this year for more

senior obstetrics trainees; then in November and December for Foundation Year 1

doctors taking up new posts and Foundation Year 2 doctors on the same rotas as

their current contracts expire. More specialties such as paediatrics, psychiatry and

pathology, as well as surgical trainees will transition in the same way to the new

contract between February and April next year, with remaining trainees by October

2017.

High Quality End of Life Care

Plans to ensure high quality, compassionate care for everyone at the end of life have

been announced by Health Minister Ben Gummer.

The government has made 6 commitments to the public to end variation in end of life

care across the health system by 2020. These are:

 honest discussions between care professionals and dying people

 dying people making informed choices about their care

 personalised care plans for all

 the discussion of personalised care plans with care professionals

 the involvement of family and carers in dying people’s care

 a main contact so dying people know who to contact at any time of day

The commitments are in response to an independent review of end of life care.

NHS and care professionals will be expected to reflect these commitments in their

work. New measures will be developed to ensure local health and care leaders are

meeting the standards expected of them.

Plans include ensuring experts can provide specialist support on end of life care by

acting as a first point of contact for anyone who needs them, as part of the newly

developing urgent and emergency care hubs in all local areas. These experts will be

available to help dying people or the families of dying people, who need support with

symptom control or deteriorating conditions late at night or at the weekend, as well

as clinicians who have questions or need additional support 24 hours a day, 7 days a

week.



There will be a focus on improving the training for clinicians including a national plan

aimed at sharing best practice among NHS staff. Pilots in Southend and Airedale will

be launched to trial new ways to support clinicians to initiate meaningful

conversations with dying people about serious illnesses. A potential new role, a care

coordinator, will also be tested with the aim of helping patients have more choice and

control at end of life. New innovative community care pilots including 24/7

specialised nursing services for end of life care will be tested in a number of areas.

Darnton Update

The 3rd floor of the Darnton Building is due to open on Sunday 24 July 2017.

As board is aware the trust has registered this area with the CQC.

A leasing facility has been agreed with L and M until April 2017, and the additional

financial support that is required has been agreed by the Finance and Performance

Committee.

Sustainability and Transformation Plans (STPs)

NHS England planning guidance, issued in December, required local health

economies to submit both one year operational plans for 2016/17 and five year

Sustainability and Transformation Plans (STPs). The one year operational plans

were submitted via CCGs for the areas they cover, and the Board previously

received a copy of the Trust’s one year operational plan submission.

The guidance required local health economies to agree with NHS England larger

and more strategic “footprints” for STP submissions. The Greater Manchester

Health and Social Care Partnership agreed with NHS England that the five year

planning footprint for our area would be the whole of Greater Manchester.

Taking Charge of our Health and Social Care in Greater Manchester, which was

published in December as the five year strategic vision for Greater Manchester, was

therefore submitted as the STP for Greater Manchester. This is underpinned by five

year locality plans for each of the ten Greater Manchester localities. The Locality

Plan for Tameside and Glossop sets out a strategic vision for our locality that is fully

consistent with the Greater Manchester plan, and it has formed the basis of the

integration programme being overseen by the Care Together Programme Board.

A more detailed STP update paper will be presented to the Board in September.

Jon Rousse – Chief Officer – Greater Manchester Health and Social Care

Partnership

As the board may be aware, Jon Rouse has been appointed as Chief Officer of the

Greater Manchester Health and Social Care Partnership – the body overseeing

devolution of health and social care in Greater Manchester.



Working closely with senior health, social care and council leaders from across the

region, Jon Rouse will oversee a new era for Greater Manchester, as it takes charge

of a £6billion health and social care budget.

Mr Rouse, a graduate of the University of Manchester, brings a wealth of experience

to the role, having worked extensively in both national health and local government

positions.

Before joining the Department of Health as Director General for Social Care, Local

Government and Care Partnership in 2013, Jon was Chief Executive of the London

Borough of Croydon, following similar roles at both the Housing Corporation and the

Commission for Architecture and the Built Environment.

He has also held a wide range of non-executive positions with organisations

including English Partnerships and Homelessness International and was a non-

executive director on the Department of Health’s board until 2010.

Jon is currently in the process of appointing his team, and meeting with people

working in the healthcare system of Greater Manchester. He is scheduled to visit the

trust on 13 September 2016.

Jeremy Hunt to remain as Health Secretary

Jeremy Hunt will remain as Health Secretary as part of the recent Cabinet reshuffle

by the new prime minister. Jeremy Hunt is the longest service health secretary of

modern times. Phillip Dunne replaces Ben Gummer as the Minister of State for

Health.

New Regional Lead (North) for NHS Improvement

Lyn Simpson has been appointed the Lead for the Northern Region of NHS

Improvement. Lyn Simpson was previously Director of Delivery and Development

(North) at the NHS Trust Development Authority (TDA), the organisation which was

responsible for providing leadership and support to NHS trusts and whose

responsibilities transferred to NHS Improvement on 1 April 2016.

Lyn is currently establishing her management team and aims to bring a more

supportive approach to providers in an increasingly challenging environment.



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th July 2016
Agenda Item 6c

Title Community Clinical Replacement System

Sponsoring Executive Director Claire Yarwood, Director of Finance & Peter Nuttall
Director of Performance/Informatics

Author (s) Associate Director of Finance - Business
Development & Planning

Purpose Approval

Previously considered by This paper has been reviewed CRIG and approved
by the Care Together Programme Board

Executive Summary:
The existing Community clinical system requires replacement as the contract has expired.
Proposal is to replace with EMIS Community.

Related Trust Objectives
4 - To facilitate the transfer of Community Services
and the development of the Community Integration
Plans to support the systems integration strategy.

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

Risk Assurance – risk impacted
upon

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

Legal implications/Regulatory
requirements

Financial Implications
Implementation costs – £2m covered by the
Programme Board. Recurrent costs of the system will
be picked up by the Trust - £202k for licensing

Has a quality impact assessment
been undertaken?

None

How does this report affect
Sustainability?

Supports the CPT report and the ICO plans.

Action required by the Board

The Board are asked to approve the procurement of EMIS as the replacement Community
Clinical System.



Tameside Hospital NHS Foundation Trust

Community IT System Replacement

Introduction

This paper seeks Board approval to go out to procurement for a new Community
clinical system. The business case for the replacement system has been approved
by the ICO Programme Board who will support the project with £2 million of non-
recurrent funding, as this is an essential system in relation to the progression of
neighbourhoods and community integration.

Background

The community services currently use CSC’s iPM patient administration system but
the contract expires in July of this year. The Trust has already extended the contract
for thirteen months, which is the maximum time that CSC would accept as the
platform is no longer supported and is no longer fit for purpose in its current form.
This means that the Trust will have to procure and implemented a new system within
the next thirteen months. To meet the delivery timeline the Trust will have to go out
to procurement in early August.

A business case has been produced and an option appraisal completed. The
preferred option is EMIS Community – a purpose built solution capable of enabling
the required strategic change and meeting the levels of quality and delivery expected
from a replacement system. EMIS Community is the most prevalent Community
system in Greater Manchester and also provides alignment of the Primary Care
record with local general practice records.

The replacement system will also support the National objective of personalised
health and social care by 2020, and will be integral to the future development of
integrated health and social services within the proposed Neighbourhoods. EMIS
Community will align to the Care Together Programme’s strategic themes, and forms
part of the IM&T Strategic Outline Plan.

Recommendation

The Board are asked to approve the procurement of EMIS as the new Community
clinical system.



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board Meeting of 28th July 2016
Agenda Item 7a

Title Integrated Performance Report : June 2016

Sponsoring Executive Director
Trish Cavanagh, Director of Operations
Brendan Ryan, Medical Director
Amanda Bromley, Director of HR
Claire Yarwood, Director of Finance
Pauline Jones, Chief Nurse

Author (s) Peter Nuttall, Director of Performance & Informatics

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 – June 2016 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 June 2016; 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.

June’s Performance
The Trust reported failure of one target included in the Risk Assessment Framework: the four-hour- wait
standard. This report includes exception reports for the following metrics: mortality (SHMI greater than
‘expected’); four-hour wait; cancelled operations; outpatient DNA rate; appraisal compliance; and inpatient
discharge summaries and outpatient clinic letters.

Referral-to-Treatment

In June, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with
performance of 93% against the target of 92%. The Trust reported that no patients had a waiting time of
more than 52 weeks at the end of June.

Mandatory Training and Staff Attendance

Performance against the Mandatory Training standard met the amber threshold for June, with
performance of 91.3%, so an exception report is not included in this report. Staff attendance was 95.6% for
the month, meeting the 95% threshold for Quarter One.

Notify to Handover

Notify to Handover data was not made available by North West Ambulance Service (NWAS) in time for
inclusion in this report.

Other Indicators Rated 'Red'

The stroke SSNAP audit and medicines reconciliation target are shown with red ratings in the
dashboard. Exception reports, for these targets, are not included in this report, because performance is the
result of quarterly audits, which means that reports were included in previous Integrated Performance
Reports. Serious Incidents, RIDDOR cases and all the finance indicators included in the dashboard are
reported in detail in other Board reports.
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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
ETD Education, Training and Development 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
NWAS North West Ambulance Service
RAID Rapid Assessment Interface and Discharge (psychiatry liaison service)
RCA Root Cause Analysis
REACT Rapid Assessment Emergency Care Team
RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
ROSIER Rule Out Stroke In the Emergency Room
RTT Referral-to-Treatment
SALT Speech and Language Therapy
SHMI Summary Hospital-level Mortality Indicator
SOP Standard Operating Procedure
SSNAP Sentinel Stroke National Audit Programme
STAR Staff Accident Rate

StEIS Strategic Executive Information System
TIA Transient Ischaemic Attack
TNA Training Needs Analysis
VTE Venous Thromboembolism
WTE Whole Time Equivalent
YTD Year-to-Date
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QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director (1/1)
Overall Clinical Quality- Mortality Target Current

Performance
4- Month

Trend
Previous

Performance
Forecast

SHMI: Reporting period, rolling 12 months to December 15 <100 115

ISSUE
The latest SHMI of 115 is above the ‘expected’ level. The chart opposite shows
the Trust’s SHMI for the year January 2015 to December 2015. The Trust’s
HSMR for the latest twelve-month period (to February 2016) is 92.6. The Trust is
investigating the reasons for the divergence in HSMR and SHMI performance, in
order to ascertain whether the issue is one of timing (the HSMR is more current
and relates to a period when coding depth improved) or if there are other
contributory factors. The second chart details the quarterly SHMI position and
indicates that the Trust has recorded ‘as expected’ SHMI for the latest two
quarters.

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;
 Begun audit of ‘alerting’ SHMI diagnoses and procedures with

investigation of pneumonia;
 The Coding Training and Audit Manager has developed the coder training

and audit programme.

PROPOSED ACTIONS
 The Trust has developed an ‘early-warning, mortality dashboard’. It is

included in the weekly Executive Team Meeting Report;
 Trust has joined Dr Foster pilot of the ‘early warning mortality’ tool and

submitted its data;
 Trust to roll out the use of Dr Foster’s My Practice to Surgery Division.

ASSESSING IMPROVEMENT
Improvement will be tracked through monthly performance monitoring via the
Mortality Steering Group and governance structures.
Expected date to meet target 2015-16

data
Signed off by Peter

Nuttall

Signed off by Brendan Ryan, Medical Director
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QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director/ Director of Operations (1/1)

Cancer Services Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

62-day GP Referral to Treatment: Reporting Period, April 2016 85% 87.7%

Acute trusts are required to support the NHS England/ 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 May 2016 and the
position stated has been fully validated, in line with the Greater Manchester- wide
Reallocation Policy. For the month of May 2016, the aggregate 62-day position
was 87.7%, which means that the Trust met the national standard for the month.
There were a total of 5 breaches of the 62- Day target in May. The reasons for
the breaches are as follows:

 1 x treatment delay/ specialty capacity;

 4 x complex / multi-tumour sites / patient co morbidities.
‘Near Misses’
Acute trusts are also required to include, in the reports provided to their Board,
data relating to patients treated within 48 hours of their breach date. There were
a total of seven ‘Near Misses’ in the month of May. All seven patients were
treated on day 62, three at Tameside due to a late change to treatment plan, a
capacity problem and the complex health of a patient. The other four were
treated on day 62 at tertiary centres, as a result of capacity issues.
‘Treated after day 104’
A full breach analysis, and clinical assessment, must be conducted on patients
with a total wait greater than 104 days. If harm has been caused by the treatment
delay, a full ‘Serious Incident’ investigation must be undertaken by the treating
Trust. In May, one patient was treated at a tertiary site on day 109. The treating
trust carried out the necessary analysis and concluded that no harm was caused.

Expected date to meet target NA Signed off by Janet Smart

Signed off by Trish Cavanagh/ Brendan Ryan
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (1/4)
Patient Access-

A&E
Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

4-hour wait (Reporting period: June 2016) 95% 86.54%

ISSUE
The Trust did not meet the four-hour emergency care access standard in June
and performance deteriorated compared to the previous three months.

 Medical cover remains challenging, due to local and national shortages.
 Bed capacity across the organisation was limited, causing delayed first

assessments due to a lack of capacity in ED;
 Intermittent speciality delays when teams are in theatres;
 RAID service regularly depleted, impacting on assessment times for

patients with mental health issues;
 IAU remains escalated as a bedded area rather than functioning as

originally planned.
ACTIONS

 Approval to use off- framework agencies on a short- term basis;
 New Clinical Fellow rota devised, for implementation in August 2016;
 ED Escalation Process in place;
 Meetings with RAID arranged;
 Medical doctors being utilised to support ED rota;
 Stamford Unit planned for opening on 25th July;
 Twice- weekly detailed ‘patient flow’ meetings held with proactive

management of patient pathways/discharge;
 Physiotherapy role being trialled in ED;
 New Matrons and additional ENPs recruited.

PROPOSED ACTIONS
 Further review the current IAU policy and procedures;
 Support de-escalation plans;
 In discussion with ‘Go-To- Doc’ -considering on- site GP cover in ED

to support flow.
Expected date to meet target Q4 2016-17 Signed off by Debbie

Davies

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (2/4)
Operational Efficiency Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Outpatient DNA Rate: (Reporting period: Jun 2016) 9.5% 10.1%

ISSUE
The Trust did not meet the agreed DNA rate for outpatients in June 2016, with a
rate of 10.1% against the 9.5% threshold. It is worth noting the improvement in
the DNA rate when it is compared to that reported in 2015-16 (the green line in
the chart opposite). The 2015-16 rate also represented a significant improvement
upon 2014-15 performance.

PROPOSED ACTIONS
 Focus on Paediatric clinics where DNA rates can be as high as 20%;
 Service improvement project concentrating on Paediatrics;
 Trial of full- booking in paediatrics to commence in August;
 Investigate ENT and Gynaecology booking processes with the directorate

teams;
 Meeting arranged with the text- reminder provider (26th July ) to review

service specification;
 Work with Divisions to reduce short- notice clinic additions, because there

is evidence of a correlation between the volume of additional clinics and
an increase in the DNA rate.

ASSESSING IMPROVEMENT
Utilising the existing KPIs

Trust DNA by Specialty (specialties with the > DNA rates)

Expected date to meet target Q3 2015-16 Signed off by Zoe
Maher

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

Performance
4 Month
Trend

Previous
Performance

Forecast

Cancelled Operations: (Reporting period: Jun 2016) 0.8% 1.66%

ISSUE
Failure to meet the agreed threshold for last- minute theatre cancellations:
 Presence of medical outliers in surgical wards and DSEU, the result of

hospital-wide bed pressures, caused cancellations;
 Lack of beds delayed theatre start times;
 Prioritised trauma caused a significant number of cancellations in the month,

as shown in the table opposite;
 Short- term absence was also a problem in June.

ACTIONS
 70% of theatres are now starting on time, compared to 10% in September

2015. The theatre improvement project aims to meet the target of 90% for all
specialties;

 Daily reviews of all previous- day cancellations are carried out;
 Monthly cancellation meeting in place for specialities to report back on

cancellations, including cause themes;
 Daily escalation of potential cancellations for problem solving and resolution;
 Capacity modelling to be completed with Director of Performance and

Informatics.

ASSESSING IMPROVEMENT
 Weekly review of KPI
 Theatre improvement project in place supported by service improvement

team.

Reason No. %age

Surgeon unavailable 6 21%

Theatre list overran 6 21%

Emergency/Trauma case needing theatre 8 28%

Bed unavailable (DSEU) 9 31%

Grand Total 29 100%

Expected date to meet target Q2 2016-17 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 Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Discharge Summaries- Inpatients: (Reporting period: June 2016)

Discharge Summaries- Outpatients: (Reporting period: June 2016)

Discharge Summaries Quality Audit: (Reporting period: June 2016)

95%

95%

100%

82.2%

65.5%

77.5%
ISSUE
Performance is below target for inpatient discharge summaries and outpatient
clinic letters. 82.2% of inpatient discharge summaries were completed within 48
hours in June, which represents a small improvement when compared to recent
months. Inpatient activity has increased by 4.5% in six months and the Trust now
has to complete approximately 3,900 letters each month.

Performance for outpatient letters was 65.5% in June 2016, which represents a
decline when compared to recent months; however, it should be noted that the
significant majority of letters were completed in 6-7 days and that 95.5% of letters
were completed within 15 days. Outpatient activity has increased by 8.5% in six
months and the Trust now completes approximately 14,500 letters each month.

The recent introduction of the new inpatient discharge summary template is
expected to have a positive effect on the quality of the summaries.

PROPOSED ACTIONS
Continue with ward reviews for inpatient letter performance and engage further
with clinical teams on managing outstanding letters and letter quality.

Discuss KPIs with commissioners.
ASSESSING IMPROVEMENT
Using the bespoke performance reports.
Expected date to meet target Q4-2016/17 for

IP/OP Q3 for
Quality

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 Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Appraisals: (Reporting period: June- 16) 87% 80.9%

ISSUE
 Appraisal compliance is less than the target required by 31st August 2016;
 The Appraisal Window runs from 1st March to 31 August each year and

this is the second year of the new policy/process.

PROPOSED ACTIONS:
 All managers/supervisors new to the acute Trust, since the last training

cycle in 2015, have been invited to appraisal training sessions, with over
200 staff trained this year.

 Targeted communications to managers using email, the intranet,
screensavers and regular messages in the Catch- up- with- Karen staff
newsletter.

 The appraisal intranet page has been updated with all the information
required for accessing and completing the documentation.

 HR and ETD continue to take every opportunity to remind managers of
the deadline date and provide advice regarding best- practice.

ASSESSING IMPROVEMENT:
 Appraisal management information is produced on a monthly basis, so

that compliance can be tracked and areas of non-compliance targeted
and measured.

 It is anticipated that the data for July and August will show significant
improvement, as a result of the HR/ETD interventions with managers.

Expected date to meet target September
2016

Signed off by Lucy
Harmer

Signed off by Amanda Bromley
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Indicator Quarter 1 Quarter 2 Quarter 3 Quarter 4

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

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

MRSA - actual cases 0 0 0 0

C. difficile - actual cases 12 24 34 46

Harm-free care (new harms) 98.5% 99% 99% 99%

VTE risk assessments 96% 96% 96% 96%

Medicines reconciled 95% 95% 95% 95%

Nutrition risk assessment 90% 90% 90% 90%

Re-admissions within 30 days 11.0% 11.0% 11.0% 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

SSNAP Grading B B B B

RIDDOR accidents reported 0 0 0 0

Staff accident rate <10 <10 <10 <10

Staff attendance 95.0% 95.3% 95.7% 96.0%

Appraisals 85% 90% 90% 90%

Mandatory Training 95% 95% 95% 95%

FFT Staff Survey- Recommend Treatment 80% 80% 80% 80%

FFT Staff Survey- Recommned Working 74% 74% 74% 74%

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 incompleted 92% 92% 92% 92%

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

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

Trolley waits in A&E 0 0 0 0

HAS compliance 95% 95% 95% 95%

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

Notify to Handover ->60mins 0 0 0 0

Outpatient Slot Utilisation 95% 95% 95% 95%

Outpatient DNA rate 9.5% 9.5% 9.5% 9.5%

Theatre utilisation (capped) 90% 90% 90% 90%

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 95% 95% 95% 95%

Discharge Summaries- Inpatients 95% 95% 95% 95%

Clinical Letters- Outpatients 95% 95% 95% 95%
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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 nurse
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 is requested to receive this update and note the assertive monitoring of staffing
levels that are in place to ensure quality & safety.



Background

Following the Francis Report in to the findings of Mid Staffs and the subsequent publication

of ‘Hard Truths’ (a commitment to publishing staffing data), Trust Boards have been asked to

be sighted on various aspects of nurse staffing in adult wards to ensure patient safety is

paramount. This information is required monthly and any exceptions where shifts have not

been fully compliant are highlighted outlining any action taken to mitigate any risk to patient

safety.

Safe Staffing Update – June 2016 Data

Each month the data collection compares the number of nurse staff hours ‘Planned’ against
the number of nurse 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:

The overall Trust position for June 2016 is:

Day Night

RN/RM Average Fill
rate %

89.3 98.1

Variance on May 16 -1.8 +1.6

Care Staff Average
Fill rate %

100.8 109.5

Variance on May 16 +2.2 +2.4

This is the UNIFY upload of June’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)



Overall, Registered Nurse (RN) fill-rates remain fairly constant month on month, but
Healthcare Assistant (HCA) fill rates fluctuate due to levels of enhanced care required (1:1’s)
and additional support for RN shortfalls.

Staff in Post vs Planned Staff

Exception Report

The submission only represents monthly aggregated data and percentages, which have
limited benefit. 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. The Chief Nurse scrutinises these
areas as recommended. There were no areas in June which fell below <80% fill rate.
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Ward 43 and the 7 escalation beds on Ward 31 are not included on the reported Unify Safe
Staffing Report. Ward 43 will close on 24th July when the Stamford Unit (at Darnton House)
will open. We are also in the process of recruiting staff to Ward 31 as a 30 bedded medical
ward as opposed to a 23 bedded ward with 7 escalated beds.

DSEU is often used for escalation in addition to Ward 43 and Ward 31. Escalation beds pose
a significant challenge in terms of the patient experience and safe nurse staffing. However a
de-escalation plan has been developed and intensive recruitment is ongoing.

Incident Reporting

Staff are encouraged to report incidents related to any staff shortage so that trends can be
picked up but more importantly immediate action can be taken.

Trends identified include movement of staff for escalation wards which should improve as we
implement our de-escalation plan.

During the month of June there were 6 moderate/severe harms reported and validated on
our Inpatient ward areas. None of these were related to nurse staff shortages.

Actions to Address Shortfalls & New Developments

To address staffing shortfalls the following should be noted:

 Many of the nurses recruited at the event on the 27th June are now in the HR process
and some are to join the opening of the Stamford Unit on the 25th July.

 Ongoing recruitment meetings on a weekly basis with recruitment events twice a month.

 Further cohorts of over 60 Health Care Support Workers have been recruited in July.

 Ward Managers, non-ward based Nurses and Matrons are providing direct support to
escalation beds.

 HR support is in place to ensure improved efficiency in the management of sickness

Short-term sickness/vacancies and the staffing of escalated beds continue to be the main
reasons for shortfalls in substantive staffing

Temporary Staffing

The details of NHSP are outlined in the Monitor Cap paper.

Shire Hill is currently using Pulse and Thornbury to achieve safe staffing levels. However a
full staffing review is underway. An action plan has been developed to support safe staffing
levels at Shirehill with NHSP Care Support Workers.

A Temporary Staffing meeting is chaired by the Chief Nurse and the Terms of Reference are
being reviewed to ensure rigorous scrutiny is applied to the use of NHSP/Agency staff.



Midwifery

A review of midwifery staffing has been undertaken using BirthRate+ criteria in line with
NICE guidance for Safe Midwifery Staffing for Maternity Settings (NICE 2015).

Based on the number of births (1/07/15 – 30/06/16 = 2,473) the required midwife:birth ratio
For Tameside Hospital is 1:27.7. This is better ratio than the now nationally recommended
ratio of 1.29.5 as the calculations accounts for acuity levels which are increased in the
community we serve.

At the end of June 2016 our ratio was 1.30 but we have excluded managerial and non-
clinical roles from the calculation. However, at times of pressure the Midwifery Matrons,
Ward Manager and the Practice Development Midwife work clinically.

A further 9.7 WTE midwives have been appointed and once in post would bring the ratio to
1.26.9

Paediatric Nurse Staffing

The Children’s Unit has 36 bed spaces in total and provides inpatient, day case and
observation & assessment services (O & A)

The O & A is open for 24 hours per day, 7 days per week. This service has been further
developed in the last two years in response to service need and the enhancement of the
Children’s Ambulatory Care model.

The unit is focused on rapid assessment leading to early discharge although some children
will be transferred to an inpatient bed if safe discharge is not possible.

The demand for inpatient beds fluctuates considerably and seasonal variations in
admissions can clearly be seen. Almost all inpatient admissions are non-elective and the
ward is required to accommodate High Dependency Care (HDC) level children when they
present.

When considering safe staffing the age ratio of children on the ward must also be
considered. As a consequence planning appropriate capacity is complicated. Staffing levels
require very careful management with adjustments being made at short notice to match the
dependency levels on the ward.

Paediatric Nurse Staffing Guidelines

The Royal College of Nursing (RCN 2014) guidance recommends the following ratios for
general children’s wards

1:3 nurse:patient ratio for under 2 years
1:4 nurse:patient ratio for over 3 years
1:2 for HDC

The guidance also specifies:

 An experienced B6 nurse should be available on the ward 24/7
 & A areas should have a minimum of 2 qualified nurses
 A supervisory B7 Ward Manager not included in the bedside establishment
 At least 1 Play Specialist
 At least 1 Qualified Nurse trained in Advanced Paediatric Life Support (APLS) on

each shift



Tameside HFT is compliant with the above guidance with a recent intensive programme to
ensure all B6 and above are fully compliant with APLS. The duty roster is planned to ensure
compliance until all B6 are fully trained.

The Ward Manager and Matron provide good assurance to the Chief Nurse in relation to
safe staffing levels in this speciality.

Neonatal Unit Nurse Staffing

There is a requirement for neonatal units to be staffed in line with the British Association of
Perinatal Medicine (BAPM) standards of 2011.

The neonatal cot configuration at Tameside Hospital and neonatal nurse staffing ratios are
detailed below:

Number of cots at each level Required nurse to
Neonate ratio (BAPM)

Intensive Care x 1 cot 1:1 care

High Dependency x 2 cots 1:2 care

Special Care x 10 cots 1:4 care

The unit endeavour to have four staff on each shift based on BAPM standards indicating
80% occupancy level (10.4 cots)

Requirements may vary however where occupancy increases above 80% and if acuity
increases. When this is the case, nursing staff accommodate the pressure by changing
shifts or by utilising (specialised) bank cover.

Due to the size of the unit, the recommended supernumerary co-ordinator is not essential
but does have a B7 Unit Manager.

Nursing & Midwifery Dashboard

Future reports will include paediatrics, neonates and midwifery so that the Trust Board can

receive assurance on all areas of nursing and midwifery.

Following the recent Carter Report there is now further guidance to develop a Nursing &

Midwifery Dashboard and work is underway to pull together all the metrics in to this one

dashboard which can replace this assurance paper. This may be presented in the Integrated

Performance Report or as an appendix.



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 Chief
Nurse is providing scrutiny, leadership and oversight of this essential area of quality and
safety.

Recommendations

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

Nurse/Midwifery staffing that is in place.
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Executive Summary:
The deficit for the first quarter to June 2016 is a £5.3m deficit which is £0.2m better than
plan. Cash balances are in line with the annual plan.

Related Trust Objectives
6 – To deliver against the required local and national
regulatory frameworks as part of the Greater
Manchester Health and Social Care Devolution,
securing the best economy efficiency and
effectiveness in use of resources the Trust spends to
deliver services both directly and through partner
organisations.

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 first quarter to the 30th June  2016, the Trust is reporting a net deficit of £5.3m which is £0.2m better  than plan. The  positive variances is 

predominantly due to  underspends on pay relating to  vacancies in the Corporate and Community divisions. 
• Year to date, the Trust has spent £3.2m on agency staffing.  The full year target set by NHS Improvement is £12.5m 
• The Trust’s CoSRR is level 2. 

 
Key Risks for 2016/17: 
• The Trust is reliant on approval of an interim revenue support loan of £17.3m to 

fund the planned deficit. 
• The financial plan assumes £6.9m of Sustainability and Transformation funding, 

and is required to meet a number of key standards an improvement 
trajectories.  Whilst the Trust has achieved the  criteria for Q1, the standards 
are significantly more challenging in the next 3 quarters and achievement will 
be difficult. 

• Delivery of the £7.8m Trust savings programme. 
• The income plan is predicated on a reduction of usage of independent sector 

expenditure, and so ongoing work with Tameside and Glossop CCG needs to 
ensure health economy deflection plans are implemented.  

Key I&E  issues: 
• Expenditure related to use of the independent sector is continuing to 

cause overspends on non pay. 
• If agency expenditure continues at the current level, the Trust will breach 

the NHS Improvement target.  The divisions are developing plans to reduce 
this level of expenditure.  However, it should be noted that the overall pay 
budget is underspent. 

Key Balance Sheet Issues: 
• Cash is  slightly better than plan due to favourable variances on working 

balances. 
• Public Sector Payment Compliance is below the target of 95% across all 

metrics  because the DH will only lend the Trust  funding to meet the 
deficit plan, not improve  the Trust creditor position. 

Actions: 
• Further work to reduce the run rate of pay expenditure within the Medicine and Clinical Support Services division including analysis of vacancies, and ensuring 

appropriate management information is available  to divisions. 
• Further work to understand the non-pay over-spends and develop mitigation plans to bring expenditure back to budget. 
• Identification and delivery of recurrent  efficiency savings. 
• Manage the capital plan in 2016/17. 

Full Year

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Plan 

(£'000)

EBITDA (759) (303) 455 (3,178) (2,970) 208 (7,922)

Net Surplus after Exceptional Costs (1,541) (1,095) 446 (5,525) (5,317) 208 (17,300)

EBITDA % -4.4% -1.7% 2.7% -6.3% -5.9% 0.5% -3.9%

Trust Efficiency Savings 481 592 110 1,392 1,327 (65) 7,808

COSRR 2 2 2 2 2

Month 3 Year to Date



Financial Overview - Dashboard  
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 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Plan 

(£'000)

Income 17,062 17,360 298 50,171 50,675 504 202,785

Expenditure - Pay 12,463 12,324 139 37,389 36,831 558 147,603

Expenditure- Non Pay 5,358 5,340 18 15,960 16,814 (854) 63,104

EBITDA (759) (303) 455 (3,178) (2,970) 208 (7,922)

Financing 782 792 (10) 2,347 2,347 (0) 9,388

Normalised Surplus/(Deficit) (1,541) (1,095) 446 (5,525) (5,317) 208 (17,300)

Exceptional Costs 0 0 0 0 0 0 0

Net Surplus/(Deficit) (1,541) (1,095) 446 (5,525) (5,317) 208 (17,300)

Deficit (% of Turnover) -9.0% -6.3% -11.0% -10.5% -8.5%

Trust Efficiency Savings 481 592 110 1,392 1,327 (65) 7,808

Capital Expenditure 125 57 (68) 125 128 3 3,016

Cash and Equivalents 1,000 1,224 224 1,000

COSRR 2 2 2 2 2

Analysis of Income

Elective 2,059 2,090 31 5,855 5,975 120

Non Elective 4,180 4,517 336 12,389 12,716 327

Outpatients 2,425 2,509 84 6,919 7,082 163

Other Clinical Income 7,368 7,127 (241) 21,919 21,541 (378)

Total Clinical Income 16,032 16,243 211 47,081 47,313 232

Non Clinical Income 1,030 1,118 87 3,090 3,362 272

Total Income 17,061 17,360 298 50,170 50,675 504

Month 3 Year to Date Full Year



Financial Performance to Month Three (June) 

Pay: is underspent by £559k for the year to date.  Underspends in the Community , Corporate  and  Surgery and Women and Children’s divisions relating to vacancies 
are offset by overspends in Medicine and CSS staffing for escalation beds and the premium cost of temporary staff to cover vacancies.. 
 
Drugs:  expenditure is  broadly in line with plan for the year to date. 
 
Clinical Supplies: are overspent by £509k cumulatively to May.  The  predominantly relates  to expenditure plan category movements in reserves, which are offset by 
underspends on other types of expenditure (£232k), additional capacity for radiology reporting (£63k), and overspends on medical and clinical equipment across all 
operational divisions (£177k). Work is ongoing to understand the reason for overspends, and identify mitigations to bring them back to budget. 
    
General Supplies: are overspent by £550k for the year to date.  This  predominantly relates to expenditure in the commercial sector (57 T&O cases, 23 General Surgery 
cases  and  22 ENT cases- totalling £297k), private ambulance expenditure (£58k) and unachieved efficiency savings. 
 
Clinical Income: is cumulatively above plan by £232k. Although Tameside and Glossop  CCG has over performance against their activity contract by £771k, due to the 
block agreement, this over-performance is not currently recognised within the financial position.  The Trust is currently in discussions with the CCG to determine if the 
over-performance  will be sustained and if so, agree funding for the over-performance. 
 
Other Income: is above plan by £272k, relating to recharges for staff and equipment funded by other organisations.  This is predominantly offset by expenditure. 
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Clinical Income - Contract Analysis 

  Key Messages: 
 

• Overall, clinical income is above plan by £232k.  The Trust has agreed a sophisticated floor and ceiling contract with Tameside and 
Glossop CCG and is currently in discussions  around the level of over performance to month 3 and how this will be funded. 
 

• The value of over-performance blocked back to contract plan year to date is £771k.  Areas of over-performance are Non Elective General 
Medicine discharges, ambulatory care, diagnostic imaging for direct access and unbundled scans and Daycase Trauma and Orthopaedics.  
The Trust is working with the commissioners to implement deflection schemes to reduce activity back in line with the plan.  

 
• Tameside MBC has provided funding to support costs incurred relating to delayed transfers of care.  £222k of funding has been included 

within the June financial position.  
 

• ‘All Other Commissioners’ includes  the Sustainability and  Transformation funding (STF).  The Trust has been allocated £6.9m, and has 
assumed £1.7m within the position for the year to date as the Trust has met all criteria to receive the funding. 

4 

Commissioner Plan (£m) Actual (£m)  Variance (£m)

Annual 

Plan (£m)

15/16 Outturn 

(£m)

Tameside and Glossop CCG 38.2 38.2 (0.04) 154.7 128.4

Oldham CCG 1.6 1.6 0.09 6.3 7.1

Manchester CCG's (All) 1.5 1.6 0.09 6.1 5.7

Stockport CCG 0.3 0.3 (0.02) 1.3 1.2

NHS England Specialised Services 1.4 1.4 0.01 5.6 5.1

Secondary Dental - NHS Area Team 0.4 0.3 (0.07) 1.7 1.6

Tameside MBC 1.4 1.6 0.22 5.5 0.0

All Other Commissioners  2.3 2.3 (0.07) 9.3 2.1

Grand Total 47.1 47.3 0.23 190.4 151.1

Year to Date



Income and Activity - Year to Date 

Key Messages: 

 
• Critical Care is worse than plan by £176k. Adult critical  care  is worse than 

plan by £118k and neonatal critical care is also worse than plan by  £58k (77 
bed days).   

 
• Elective income  is  worse  than  plan  by £151k, main areas are 

underperformances on General  Surgery (£48k), Cardiology  (£40k) and 
Gynaecology (£10k). Although Trauma and Orthopaedics is over plan by 3 
spells the  income is  under by £37k. 

 
• Day-Case income is better than plan by  £232k (266 additional procedures). 

Over-performances in  Trauma and Orthopaedics (143) and  General  Surgery 
(149) and Clinical Haematology (83) are offset by underperformances in 
Colorectal  Surgery, Oral and General Medicine.  82 daycases  have been 
delivered in commercial sector year to date within surgery, ENT and 
Orthopaedics 

 
• Non-Elective income is  over plan by £327k, predominantly relating to 

Medicine (£280k) and Obstetrics (£115k - 36 births above plan).  
 

• Outpatient income  is £163k above plan.  Activity is  479 attendances above 
year to date. Over performances within  Cardiology and Dermatology are 
driving the majority of the performance.  
 

• Drugs and device income is worse than plan by £20k. This is matched by 
underspends in expenditure. 
 

• A&E is above plan by £55k, relating to 1,006 attendances above plan  
cumulatively. 
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Sustainability and Transformation Funding (STF) 

Key Messages 
• As part of the condition of agreeing the £17.3m control total with NHS Improvement, the Trust has been allocated 

£6.9m of Sustainability and Transformation funding which is deliverable providing the following key metrics are 
delivered;  

• The funding is weighted 70% related to the financial control total, 30% related to access targets (A&E, RTT, 62 day 
cancer) 

• Trusts must achieve the financial control total in order to be eligible for the funding (ie the 30% related to access 
standards; A&E 4 hour target – 12.5%, RTT – 12.5%, Cancer 62 Day standard – 5%) 

• Trusts must be delivering the agreed year to date financial plan in order to be eligible for the fund. 
• There is opportunity to ‘catch up’ in subsequent quarters, so if a Trust misses a YTD control total in a quarter but 

achieves the YTD control total in a subsequent quarter, then it could receive the full amount of funding. 
• The Trust has achieved all the criteria to receive the Q1 funding, and the forecast assumes the annual funding will be 

received in full. 
  
Potential Issues for Tameside 
  
• The Trust financial plan is for expenditure of £24.2m above the income received, resulting in a deficit of £24.2m.  The 

financial plan assumes £6.9m of this will be funded by the STF, leaving a deficit of £17.3m which is  funded by a loan 
(eg like an overdraft). 

• If the Trust does not meet the criteria to receive all the STF, then it will not have enough cash to pay for all the current 
planned financial commitments.  Intelligence has suggested it is unlikely an additional loan would be agreed to fund 
this expenditure. 

• Therefore, it is vital the Trust meets the criteria and receives the STF.  This requires the Trust Efficiency programme 
savings to be delivered in full. 

• The Trust does not have any contingency reserves, therefore any new developments will need to have funding 
identified so the Trust can aim to deliver the control total. 
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Pay Analysis 

    Key Messages: 
• Pay expenditure is £559k better than plan for the year to 

date.   
• Community Services pay expenditure is underspent by 

£271k.  This is due to vacancies across all areas, and the 
team is working to review services which have been 
historically difficult to recruit to. 

• Corporate is underspent by £474k, relating to vacancies 
across all Directorates  The Corporate team are in the 
process of reviewing all budgets to ensure they accurately 
reflect service provision. 

• Surgery and W&C is underspent by £177k.  This is due to 
vacancies relating to all specialties. 

• Medicine and CSS is overspent by £318k.  This largely 
relates to premium cost temporary staff to cover medical 
vacancies, as well as expenditure to staff unfunded 
escalation beds.  
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Pay Analysis – Bank and Agency 

Key Messages 
Spend on bank and agency staff in June  is £1.4m which is broadly the same as for the same period in 2015/16. The Trust is now commissioned to 
provide  Community Services for Tameside and Glossop, so will be reporting the  bank and agency expenditure associated with this service. 
• Bank usage has reduced in comparison to previous months. 
• NHS Improvement's capped agency rates were reduced from the 1st April 2016.  Work is ongoing with the divisional teams to reduce the 

number of shifts breaching capped rates. 
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Trust Total Agency Spend 
• The Trust has been assigned a year end target of £12.5m total agency spend for 2016/17. Planned agency expenditure has been profiled based on 

the average of monthly expenditure over the last two years. 
• In May, the Trust spent £991k.  If expenditure continues at the same run rate, the forecast annual expenditure will be £12.7m, marginally 

exceeding the target by c£200k.  
• Overall, the pay budget is underspent which reflects the significant level of vacancies highlighting the difficulties the Trust faces in recruiting 

certain staff groups. 

Apr May Jun Forecast

Plan (£'000) 994 908 1,043 12,500

Medical Actual (£'000) 699 584 509 7,167

Nursing Actual (£'000) 238 229 271 2,952

Other Actual (£'000) 178 259 211 2,596

Total Actual (£'000) 1,115 1,073 991 12,715

Variance (£'000) (121) (165) 52 (215)



Monitor Agency Cap 

Key Messages 
 
• On the 1st April 2016, the NHS Improvement capped rates were reduced. 
• The Trust has to report to NHSI on a weekly basis how many agency shifts are being used which exceed the capped rates. 
• The latest return is shown below; 
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Actions 
 
• A&E and General Medicine middle grade rotas have been redesigned to reduce the reliance on agency staffing. Substantive recruitment 

is now in progress.  
• 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 – deadline June 2016. 
• Information by specific staff breaching the cap rate is being shared with the Executive Management Team on a weekly basis. 
• A summary report is presented at the monthly Finance and Performance Committee for review. 
• A review of medical staff recruitment and the impact on service delivery is ongoing. 

Staff Group

Number of Shifts Exceeding the 

Price Cap Week Ending 10/07/16

Nursing, Midwifery & Health Visitors 115

Scientific, Therapeutic and Technical 60

Medical & Dental 290

Administrative & Estates 4

Total 469



Divisional Performance (EBITDA) – Month Three 

Key Messages 
• Surgery and W&C: Contribution is £277k worse than plan for the  year to date to month three.  Income is broadly on line with plan, but the division 

has incurred expenditure in the independent sector due to a shortfall in internal capacity. 
• Corporate: Year to date contribution is £255k better than plan. Under-spends on pay expenditure relating to vacancies is offset by over-spends on 

non pay relating to efficiency savings targets. 
• Medicine and CSS: Contribution is £120k worse than plan for  the year to date to month three.  Over-performance on income has been blocked 

back to the plan (as per the contract agreement), and the position is driven by overspends on pay and use of private providers for additional  
capacity for radiology. 

• Community Services: Contribution is £352k better than plan year to date which is due to a significant number of vacancies throughout the division. 
• Forecast – A Trustwide forecast has been produced this month (page  13).  Divisional forecasts will be provide from August 2016. 
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Division

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Surgery and W&C 1,416 1,358 (58) 3,738 3,460 (277)

Corporate (3,073) (2,888) 185 (9,053) (8,798) 255

Medicine and CSS 516 696 180 1,304 1,184 (120)

Community Services (2,211) (2,122) 89 (6,776) (6,424) 352

Reserves 188 246 59 391 391 (0)

Trust EBITDA (759) (305) 454 (3,179) (2,968) 210

Month 3 Year to Date



‘Valuing Care’ – Productivity and Efficiency Programme 
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Key Messages 
• Surgery and W&C: The division is on plan with the delivery of 

savings. 
• Corporate: The division has benefited from a non recurrent 

technical adjustment in month, but the team has been 
challenged in identifying transformation recurrent savings by 
September. 

• Medicine and CSS: Slight under-performance is related to  
less non recurrent savings being available than was planned 
due to operational pressures, and difficulties in recruiting 
substantive medical staff , causing delays in savings relating to 
a reduction in agency premium.  Work is ongoing to Identify 
mitigation schemes. 

• Community Services: The savings are all non recurrent.  Work 
is ongoing to understand the services, and until this review 
has been completed, recurrent savings will not be made from 
this division. 

Actions: 
• Further development of high risk schemes to reduce the 

risk. 
• Development of mitigation plans to offset any schemes 

where implementation dates may be delayed. 
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Annual 

Plan 

(£'000)

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Surgery and W&C 2,266 112 107 (6) 222 220 (2)

Corporate 2,114 172 82 (89) 343 149 (195)

Medicine and CSS 2,928 148 113 (35) 263 199 (64)

Community Services 500 42 38 (4) 83 171 87

Grand Total 7,808 474 340 (134) 911 738 (173)

Month 3 Year to Date



‘Valuing Care’ – Productivity and Efficiency Programme 

Key Risks 
 
•At the end of June 2016, a total of £1.32m of savings have been made against a plan of £1.39m.  However, of these savings, £349k 
(26%) are recurrent. 
 
•The forecast outturn is to deliver the target of £7.8m savings, but currently only £4.6m (59%) of  these savings are recurrent. This 
which would result in a £3.2m financial pressure in 2017/18 if replacement recurrent schemes are not identified. 
 
•In addition, over £1.3m of savings schemes are currently identified as high risk, and the monthly savings targets increase by c.£200k 
from September 2016. 
 

Mitigations 
 
• Working with the Tameside Metropolitan Borough Council (TMBC) to identify areas where ‘quick win’ savings can be made 

through shared contracts. 
 
• All Directorates are being challenged with identifying additional savings. 
 
• Development of the Carter work streams through working with NHSI and other GM Trusts. 
 
• Increased focus on work-streams which will generate significant recurrent savings e.g. use of medical agency, review of job plans 

and medical rota rationalisation. Increased HR expertise being  brought in to support. 
 
• Projects being developed in specialities where benchmarking data suggests increased productivity could result in cost savings.  
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Risks to the Trust Financial Position 
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Best Case (£m) Worst Case (£m)

2016/17 Planned Deficit (17.3) (17.3)

1 Value of under-performance on Trust Efficiency Programme. 0 -0.3

2
Independent Sector expenditure not funded by

commissioners
0 -0.2

3
Amount of Sustainability and Transformation Funding NOT

received
0 -0.3

4 Increased unplanned expenditure due to winter pressures 0 0

5 Amount of unfunded additional investments 0 -0.1

6 Unmitigated divisional overspends 0 -0.3

Year End Position (17.3) (18.5)

Key Assumptions to deliver the planned deficit of £17.3m; 
• The Trust Efficiency programme delivers in full. 
• The Trust receives £1.1m of additional income from commissioners to offset in full expenditure in the 

independent sector. 
• The Trust meets all criteria to receive the £6.9m Sustainability and Transformation Funding in full. 
• No additional unplanned expenditure occurs to support winter pressures. 
• All new operational developments are only implemented once funding is identified. 
• All overspends in the operational divisions are mitigated. 
• The Community and Corporate division’s year to date pay expenditure underspends is not  reversed in 

future months. 
 
 



Cash Flow, Capital Expenditure and Debtor and Creditor Analysis 

         Key Messages: 
Cash: The June month end cash balance was £1.2m which is £0.2m 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 £28k is slightly below the plan. 
Debtors: The majority of the debt relates to NHS debt. Resolution to outstanding 
issues are being vigorously pursued with all  the other top five debtor organisations.  
Creditors: The creditor balances are predominantly current balances which will be 
settled in line with the Trust’s payment terms. This is currently at 59 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 13th June 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 3,842 299 2,426 1,117

Total Aged Creditors 5,051 2,839 774 1,438

Top Five Debtors £m

Tameside MBC NHS 793 9 784 0

Stockport NHS FT NHS 659 21 124 514

NHS England NW Comm Hub NHS 434 0 434 0

Central Manchester University Hospitals NHS FT NHS 366 3 125 238

Tamesdie anf Glossop CCG NHS 347 8 303 36

Top Five Creditors £m

NHS Professional  Ltd Other 803 788 15 0

Stockport NHS Foundation Trust NHS 604 45 0 559

Central Manchester University Hospitals NHS FT NHS 398 20 58 320

Tamesdie anf Glossop CCG NHS 387 126 261 0

University  Hospital  of South Manchester NHS Foundation TrustNHS 378 32 198 148

14 

Total

NHS Value (£'000) 11,717 9,664 82.5% 2,053 17.5%

NHS Number 560 135 24.1% 425 75.9%

Non NHS Value (£'000) 26,612 17,488 65.7% 9,123 34.3%

Non NHS Number 9,932 3,994 40.2% 5,938 59.8%

30 Days Greater 30 Days



Statement of Financial Position (formerly Balance Sheet) 
as at 30th June 2016 
 

15 

31 March 2016 

Actual £'000

30 April 2016 

Actual £'000

31 May 2016 

Actual £'000

30 June 2016 

Actual £'000

May - June 

Movement 

£'000

Total Non Current Assets 119,972 119,658 118,879 119,103 (120,196)

Current Assets

Inventories - Stock - Finished Goods 1,704 1,806 1,863 1,839 (1,680)

Trade & Other Receivables:-

> NHS Trade Receivables 1,418 2,276 1,791 2,580 (2,207)

> Non NHS Trade Receivables 643 920 2,051 1,244 164

Provision for doubtful debt (425) (425) (427) (395) 392

> PDC Dividend Receivable 65 65 65 0 0

> Other Receivables 912 798 690 726 (947)

> Accrued Income 1,315 2,384 3,722 3,455 (1,049)

> Prepayments - Non PFI Related 530 1,824 1,986 2,060 (604)

Cash 1,215 1,171 1,224 1,203 (1,193)

Investments 0

Total Current Assets 7,377 10,819 12,965 12,712 (7,124)

Current Liabilities

Trade & Other Payables:-

> NHS Trade Creditors (2,023) (1,441) (1,436) (2,124) 2,711

> Non NHS Trade Creditors (2,856) (3,571) (3,615) (4,145) 3,386

> Other Creditors (6,118) (7,084) (6,912) (7,122) 6,328

> Capital Creditors (531) (192) (112) (72) 491

Other Liabilities:-

> Accruals (8,819) (10,947) (13,358) (12,984) 8,446

> Deferred Income (2,440) (2,434) (2,487) (2,596) 2,548

>PFI Leases (1,282) (1,282) (1,282) (1,282) 1,282

>PDC Dividend Creditor 0 (48) (97) (145) 48

Provisions (209) (215) (209) (211) 211

Total Current Liabilities (24,279) (27,213) (29,508) (30,682) 25,452

Net Current Assets/Liabilities (16,902) (16,394) (16,543) (17,969) 18,328

Non Current Liabilities

Other Financial Liabilities:-

> Deferred Income 0 0

> PFI Leases (54,931) (54,825) (54,716) (54,611) 54,825

> Interim Revenue Support Loan - DOH (34,950) (37,450) (38,650) (38,650) 34,950

Provisions (676) (676) (676) (676) 676

Total Non Current Liabilities (90,557) (92,952) (94,043) (93,937) 90,452

TOTAL ASSETS EMPLOYED 12,513 10,312 8,293 7,197 (11,417)

Financed By Taxpayers Equity

PDC 53,285 53,285 53,285 53,285 (53,285)

Revaluation Reserve 29,298 29,298 29,298 29,298 (29,298)

I&E Reserve (33,588) (33,588) (33,588) (33,588) 33,588

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

I&E reserve 2015/16 (20,779) (20,779) (20,779) (20,779) 20,779

TOTAL TAXPAYERS EQUITY 12,513 10,312 8,293 7,197 (11,417)
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TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th July 2016

Agenda Item 7d

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 services provided by the
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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July 2016 – Significant Risk Register Report

Review of Board Assurance Framework -Section 1

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 across services provided by the 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
reviewed in light of the regulatory requirements and mapped against the
Trust’s Strategic plans and responses to regulatory oversight which contain
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 to ensure foresight and insight 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 NHS Improvement 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:

Currently, the identified significant risks relate to the following areas:

 Finance (Cost control, CIP delivery and liquidity)
 Patient Flow / Discharge Processes
 Staffing and Recruitment
 Emergency Department Pressures
 Data Quality & Depth of Coding
 Medicines Management
 Information Technology

1.2 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.

1.3 The BAF has been updated and reviewed to align it with the revised Corporate
Objectives for 2016/17. Detailed updates against the BAF significant risks are
included in this report. The Board have informed the principal risks described.
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The report is reflective of the revision of the BAF to include consideration of
the potential impact of Greater Manchester Health and Social Care Devolution
and external reconfiguration and the iterative development of Models of Care
between acute, community, primary and social care providers. We continue to
keep a line of sight on these and emergent risks through the Care Together
Programme Board

The risks associated with Healthier Together implementation, Greater
Manchester Health and Social Care Partnerships and the Care Together
programmes are aligned through the Project Board as they emerge and are
identified.

A full copy of the Board Assurance Framework is presented for awareness
and review in appendix 3

1.4 New Significant Risks
None

1.5 Reduction in Risk Scores
AF3483 Delays in discharging patients impacting on availability of beds’
leading to reduction in patient flow across the hospital

Following discussion at the Risk Management Group in July this risk has been
reworded to reflect the risk and the impact following the transition of services.
The risk description will now read Failure to manage risks arising from the
urgent care pathway across the Health Economy resulting in delay,
increased clinical risk and a reduction in positive patient experience.
The members of the Risk Management Group discussed the mitigations and
risk reduction measures. It was noted that the Trust’s escalation processes
did not include escalation into areas such as Radiology and Day Surgery but
patients were cared for in clinical ward areas. Additionally it was noted that
priority patients were not being cancelled as a result of the risk it was agreed
following consideration of these factors that this risk could be decreased to
20.

CR1880 Risk relating to the backlog of radiology reports was discussed in
the Risk Management Group and the risk reduced from 20 to 12 in view of the
sustained improvement and outsourcing and in house consultant reporting
and implementation. Monitoring will remain in place and this risk will be
monitored at the Medicine and Support Services Governance meeting

1.6 Increased Risk Scores
Following review and discussion at the Finance and Performance committee in
July 2016 the Risk 3527 relating to Cash Management and Capital
Investment has been increased from 15 to 20 due to the current reported
position.
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1.7 Other Notable Changes / Update

Risk CR3572 relates to the potential for reduction in the provision of

services and delivery of care due to the realisation of industrial action.

This risk was discussed at SQOGG the Group agreed that the risk score

remains at 20.

CR734 - Nursing Staff The ability to consistently sustain and maintain

safe nursing staffing levels is compromised as a result of operational

demand, use of escalation and additional capacity beds third party

decisions and actions and continuous readmission challenges.

This risk relating to staffing has been amended to separate the midwifery

staffing risk and the nurse staffing risk following discussions at the Risk

Management Group where the group challenged the wording of the risk. The

scoring of the risk in relation to midwifery staffing will be a separate entry on

the register which will currently reflect a lower risk than the nursing staffing

due to mitigations and controls in place.

Following review of Board Assurance Framework risks appropriate to the

Finance and Performance Committee the risk AF3485 Failure to deliver

financial plans in line with Provider Licence and delivery cost efficiency

savings has been split to enable appropriate flexibility in the different elements

of the risk previously described. The original risk AF3485 will to relate failure

to deliver financial plans in line with FT compliance framework. A new risk

has been added AF4059 to reflect the specific risks in relation to Delivery of

the Trust Efficiency Programme both risks currently score 20 and are

separately identified in the report.

2.0 Recommendations

Members are requested to accept this report and the current ratings of the

significant risks identified 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 15 - 20 on the Corporate Risk Register and Assurance Framework

Risk AF
1.23
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
August
2016

Medical Staffing - The ability 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

Quality and
Governance
Committee

 



Risk AF
1.23
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
August
2016

Nursing Staff The ability to
consistently sustain and maintain
safe nursing staffing levels is
compromised as a result of
operational demand, use of
escalation and additional capacity
beds third party decisions and
actions and continuous
readmission challenges.

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
August
2016

Failure to deliver financial plans
in line with FT (Provider Licence)
compliance framework

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
August
2016

Failure to manage risks arising
from the urgent care pathway
across the Health Economy
resulting in delay, increased
clinical risk and a reduction in
positive patient experience.
(Previously -Delays in
discharging patients and
transfers of care impacting on
availability of beds)

Quality &
Governance
Committee
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Risk
AF3489

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
August
2016

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

Operational
Board

 



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
August
2016

Failure to achieve VFM services
and financial sustainability

Finance and
Performance
Committee

 



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
August
2016

Failure to achieve :
a) Cash/ liquidity targets,
b) Capital Investment within

planned resources
c) Capital Absorption rate

targets

Finance and
Performance
Committee

 



Risk
AF4059

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
August
2016

Failure to deliver Trust efficiency
programme

Finance and
Performance
Committee

 



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
August 2016

The ability to consistently apply,
sustain and maintain processes
relating to the management of
medicines

Operational
Board

 



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
August
2016

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

SQOGG
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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
August
2016

Failure to ensure on-going
compliance with NHS
Improvement Provider Licence

Trust Board
 



Risk
AF3491
linked to
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
August 2016

Failure to have in place an IM&T
infrastructure and Service
supporting the organisational
objectives. (Linked to AF 4.8)

Quality and
Governance
Committee

 



Risk
CR4012

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
August 2016

Banking Trojans now using
Locky ransomware

IM&T
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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 : Failure to manage risks arising from the urgent care pathway
across the Health Economy resulting in delay, increased clinical risk
and a reduced positive patient experience
(Previously -Delays in discharging patients and transfers of care impacting on
availability of beds.)
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 = 20

Movement is risk since previous report Target Risk Rating

2 x 5 = 10

Date of last review:
July 2016

Date of Next review
August 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.
 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 Finance and Performance, Operational Board and Executive Management
Team meetings.

 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.

 Community Care Model being extended 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
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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 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
Medical Director

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:
July 2016

Date of Next review
August 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?)
 Workforce strategy
 Sickness Policy and monitoring.
 Use of Agency and Locum staff to bridge the gap
 Temporary staff management monitoring.
 Senior Managers 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 Educational Governance and

SQOGG

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
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Strategic Priority (Objective)

Corporate Objective 3
Corporate Objective 4
Corporate Objective 5

Risk :
Nursing Staff – The ability to consistently sustain and
maintain safe nurse staffing levels is compromised as a result
of operational demand, use of escalation and additional
capacity beds, third party decisions and actions are continuous
as admissions challenges.

BAF Ref: AF1.23 Risk ID number: CR734
Linked to AF1.23 (3482)

Executive Director Lead:
Chief Nurse, Director of Human
Resources & Director of
Operations

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:
July 2016

Date of Next review
August 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 operational processes and daily staffing reviews

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
 Recruitment open days
 Monitor safer staffing analysis/submission and oversight with Acuity and

dependence reviews
 Nurse staffing are informed by National Guidance, activity of Nice Guidance BM

Rate.
 Continuous monitoring at each operational bed meeting.
 Monitoring of KPI’s Ward level dashboards.
 Roster approval signed off by Ward Manager and Matron by e-rostering

standards. Processes for authorisation to backfill
 Incident reporting systems analysis of variance

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 Board Report to Trust Board informs this risk score.

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

Decision of other parties
Ability and availability of temporary staffing to meet demands
Use of escalation areas and operational demand drawing from wider compliment
of Trust resources.

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
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk :

Failure to deliver 2016/17 financial plan in line with FT (Provider
Licence) compliance Framework

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:
July 2016

Date of Next review
August 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?)

 Budgets agreed with budget holders at the beginning of the year which are
regularly monitored and appropriate action taken to ensure budgets are not
overspent

 Budget holders held accountable for in year budget performance
 Budget holders receive appropriate financial training
 Divisional performance framework is in place
 Balance sheet is maintained effectively through appropriate control account

reconciliation

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 Framework in place for ensuring divisional budgetary
performance

 Finance and Performance reports to budget holders
 Divisional Performance Groups
 Operations Board
 Executive Management Team
 Finance and Performance Committee
 Trust Board
 NHS Improvement
 Annual Accounts and report approved by Audit Committee

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 3
Corporate Objective 5
Corporate Objective 6

Risk :
Failure to deliver the 4 hour Emergency Access Standard when
demands on the service outstrip capacity.

BAF Ref AF1.1 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:

4 x 5 = 20

Movement is risk since previous report



Target Risk Rating

1 x 5 = 5

Date of last review:
July 2016

Date of Next review
August 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 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:
July 2016

Date of Next review
August 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 :
a) cash/ liquidity targets,
b) Capital Investment within planned resources
c) Capital Absorption rate targets

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:
July 2016

Date of Next review
August 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 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:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
July 2016

Date of Next review
August 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 in 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.

 Rescheduling of non-essential activity during industrial action to optimise
availability of staff

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 This score will be informed further following the
outcomes of discussions between the BMA and the Government over the
proposed new Junior Doctors Contract. Talks extended to the 18

th
May 2016.
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

Risk : AF4059

Failure to deliver Trust Efficiency Programme

BAF Ref: AF 2.2 Risk ID number: AF4059

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:
July 2016

Date of Next review
August 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?)

 Benchmarking with other organisations to ensure challenge and
appropriateness of TEP

 Review of Lord Carter Report to ensure TEP reflects outputs of reports
 Ensuring valuing care efficiency programme is communicated effectively

across the organisation
 Divisional structures performance manage delivery of TEP

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?):

 TEP Assurance Meeting
 Operations Board
 Finance and Performance Committee
 Trust Board
 Divisional Performance Groups

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



Page 18 of 36

Strategic Priority (Objective)

Corporate Objective 1
Corporate Objective 4

Risk :
The ability to consistently apply, sustain and maintain
processes relating to the management of medicines is
compromised due to 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:
July 2016

Date of Next review
August 2016

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

Rationale for current score:

Further assurance required following actions from 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

Mitigating actions: (what more should we do?)

 Medicines management Patient safety work stream and programme
 CQC assurance plan and agreed action
 Currently waiting MIAA Audit Report and Review of Service before risk score

reduced.

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)
Awaiting MIAA Audit and review of Service - To be reported at Board meeting and
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 NHS Improvement provider
licence requirements

BAF Ref: AF 4.2 Risk ID number: AF3488

Executive Director Lead:
Company Secretary with
Executive team

Assurance Committee:
Trust Board

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:
July 2016

Date of Next review
August 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 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 NHS Improvement 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

NHS Improvement 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
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Strategic Priority (Objective)

Corporate Objective 1
Corporate Objective 4

Risk :
Failure to have in place an IM&T infrastructure and Service
supporting the organisational objectives. (Linked to AF 4.8)

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:
July 2016

Date of Next review
August 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 1
Corporate Objective 4

Risk :
Banking Trojans now using Locky Ransomware

BAF Ref: AF 4.8 Risk ID number: CR 4012

Executive Director Lead:
Director of Performance &
Informatics

Assurance Committee:
IM&T

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:
July 2016

Date of Next review
August 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?)
 ITIL Change Control process in place.
 IM&T Committee structure.
 Risk Assessment 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?):
 Monitoring of data/incidents.
 Executive Management Team Board Reports
 Exception Reports
 Audit – Internal & External

Mitigating actions: (what more should we do?)
 All user communication
 Propose to block macro’s at point of entry into the Trust for all email

communications
 Review options to enforce disablement of Macros within Office from none trusted

sites
 User Training – Information Security as part of mandatory training
 Review options to block the downloading of documents with macros enabled –

This would require significant investigation due to risk of impact.

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?).
 Ultimately the solution is operator reliant.
 Knowledge and Skills Gaps.

Risk source
Operational performance

Anticipated effect of controls (when reduction is risk trajectory expected /risk
score reduced)
 Continued stability and prevention of incidents.
 Embedding of best practice re user responsibility.
 Improved understanding, communication and visibility.
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BOARD ASSURANCE FRAMEWORK & PRINCIPLE
RISK REGISTER

• Corporate Objectives and a description of the
assurances taken by the Board that objectives will be
delivered.
• Key risks that potentially affect the delivery of
corporate objectives

CORPORATE RISK REGISTER

• Divisional operational and key strategic risks rated
15 (red) not included in the Assurance Framework

DIVISIONAL RISK REGISTER
DIVISIONAL RISK REGISTERDi

DIVISIONAL RISK REGISTER

• All significant and extreme risks to each divisions objectives rated 8 and above.
• Lower scoring risks are documented and held in local registers which may be a compilation of
recorded risk assessments.

The BAF and PRR captures all principle risks associated
with the corporate objectives. If these risks are not
managed and mitigated they will have significant impact
on the Trust’s success in delivering its objectives. For
each risk key controls, assurance placed on the controls,
positive assurances , responsible officer and gaps in
controls and assurance are identified.
Each month the risk rating is assessed and may be
amended in line with performance data and assurances
received. Historical risk rating is also shown.
Performance data, 3rd party assurances and
benchmarking data triangulate performance and also
provide evidence for the Annual Governance statement

The CRR includes operationally identified risk and
emerging strategic risks and reflects the processes
outlined in the Risk Management Policy.
The Board therefore has visibility of risks as they
emerge through risk escalation.
As risks are removed from the CRR they are recorded
separately and available for review.

BOARD ASSURANCE FRAMEWORK &
PRINCIPAL RISK REGISTER

2016/17
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

What does the Organisation aim to deliver?
Objectives
1 To ensure all patients and service users receive harm free care through the delivery of the Trust’s patient and service user safety programme across all hospital and community services.
2 To improve the quality of patient and service user care through the implementation of the Trust’s agreed quality strategy across all hospital and community services.
3 To improve patient and service user experience through a personalised, integrated, responsive, compassionate and caring approach to the delivery of care.
4 To facilitate the transfer of Community Services and the development of the Community Integration Plans to support the systems integration strategy.
5 To work with local communities, our partners and stakeholders to develop a new model of integrated care, central to our five year Sustainability and Transformation Plan, in which the people of Tameside and Glossop will be supported:

• to prevent ill-health and live healthy, independent lives wherever possible;
• to manage any ongoing health conditions more effectively in their own homes and communities;
• to get easy access to joined-up services in the most appropriate location.

6 To deliver against the required local and national frameworks, both directly and through partner organisations as part of Greater Manchester Health and Social Care Devolution, securing economy, efficiency and effectiveness in the use of
Trust resources.

AF 1.1 (AF1.2, 3448 AF1.8,
3465, AF 4.1, 3487, AF4.4
3489 AF4.5, 3535)

3446

Failure to maintain all CQC
standards of Quality and
Safety and to assess and
monitor the quality of
service provision and
evidence the quality of
services to external
stakeholders
I.e.
Failure to achieve ED
quality indicators or to
convey any key
performance data to Board,
and Council of Governors,
resulting in lack of Board
knowledge about actual or
potential care deficits in the
organisation, including risks
and incidents, and learning
from national reports, audits
and guidance.

CQC Regulations 9, 10,
16

NHS Constitution:

Right to be treated with
a professional standard
of care...in a properly
registered organisation
that meets required
levels of safety and
quality

NHS Constitution:

Right to expect NHS
organisations to monitor,
and make efforts to
improve, the quality of
healthcare they provide.
Pledge to ensure that
services are provided in
a clean and safe
environment that is fit for
purpose, based on
national best practice

NHS Constitution:

Pledge to continuously
improve the quality of
service, identifying and
sharing best practice

NHS Constitution:

Right to receive services
within access/waiting
times

Impacts on all Key Policies , Procedures and Clinical
Guidelines articulating explicit standards
and expectations

Safety Thermometer

Executive and Non-Executive Directors’
Safety walk rounds, Senior Nursing/Senior
Clinical reviews and unannounced visits

Continuous patient feedback (e.g., Patient
Choices and Patient Opinion and Family
and Friends)

Audit programme – clinical and non-
clinical Internal External

Coroner case “triage” and feedback
systems

Service Improvement Group.

Systematic ward documentation audits,
nutrition audits,
CQUIN related audits

Everyone Matters OD programme

Quality and Safety Programme reporting
through to Quality and Governance
Committee and Executive Management
Team.

Quality Account/Report

FF/PROMs/PEMs feedback

Risk and incident reporting,

Divisional and Corporate Risk Registers,

Patient Safety Programme

Quality Account pledges and constituent
monitoring

Quality Impact Assessment process ,
constituent Quality , Safety Finance , HR
and Performance indicators and assurance
markers

Systems to manage key challenges I.e.
Patient Flow including additional ED
Management Support, Extended out of
hours management presence in ED, Bed
meetings.
Additional staffing (all services)
Breach analysis and system resilience
work.

Patient Safety data reporting through
Governance committee structure

Aggregated learning report/ Patient
feedback data

Patient Opinion and Patient Choice
websites and internal monitoring data
– Family & Friends

Correspondence from service
users/media feedback

On-going audit and monitoring of
complaints , incidents , claims and
ward standards and systems via
patient questionnaire

National patient survey results

Service Quality and Operational
Governance group and sub
committees reporting to
Quality and Governance Committee.

Executive team reports and minutes.

Quality and Governance Committee
papers and minutes

Board papers and minutes

Departmental Risk Registers reviewed
at Risk Management Committee on an
annual cycle

Corporate Risk Register reviewed by
Risk Management Committee and
Executive Team and Board updates

MIAA audits for Governance
arrangements (Divisional level) and
specific Quality audits

Trust Executive Management Team
and Performance Reports
CEO, Human Resources,
Chief Nurse and Medical Director
reports to Trust Board

Risk Management reports and papers
MIAA audits (Divisional Governance)

Improvement Board Actions and
detailed Improvement Plan

Reporting to Quality &
Governance Committee

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee

Board Committee reports
including. Patient Safety
Programme

Feedback and
performance reports to
Board Committees,
Executive team

Audit reports

Nurse and Midwifery
Leaders Forum reporting
to Executive team

On-going monitoring by
Matrons to ensure Dignity
in Care maintained and
sustained –

Quality
Dashboard Reports.

Aggregated learning risk
management report to the
Board/ organisation

Improvements in press
coverage – numbers and
positive nature of items
published

Quality Account produced
at year end

External Reports from
Regulators

CEO, Chief Nurse Director
of Operations and Medical
Director reporting to Trust
Board

Director of Quality and
Governance

Service Quality Operational
Governance Committee

Quality and Governance
Committee

Risk Management
Committee

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

External Reports from
regulators

CCG monitoring

NHS Improvement

Care Together Programme
and outputs

Patient Experience Group

Nursing and Midwifery
leaders Forum

Improvement Board Actions

Detailed Improvement Plan

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

No gaps in control
identified

Consistent implementation
of control systems in use
monitored by Board and
sub committees

Consistent application of
the required processes as
identified in the policies for
NCEPOD , NICE and
External reviews are to be
applied by all clinical
divisions

No gaps in assurance
identified
Consistent
implementation of
assurances and
escalation monitored by
Board and sub-
committees.

Systems and processes
in place.

Quality and monitoring
of service provision
taking place. Divisional
structures now
embedded Consistent
application of required
processes for assurance
in relation to audit and
monitoring to be applied
by all clinical divisions

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

Hot spot systems, Review and analysis of
CQC Intelligence monitoring - risk areas
identified and action taken to understand if
not already aware

Communication and Stakeholder
Strategies – implementation monitored by
Executive Management Team

Quality and Diversity Framework
PR/Communications Team

Systematic process in place and described
in Trust policies - Service Quality and
Operational Governance group and sub
committees, work plans ensure systematic
review of the key reports External Review
process in place

Service Quality and Operational
Governance Group receives reviews and
reports from Divisions

Medical Director presents NCEPOD
reports and local action plans/updates to
Service Quality and Operational

Key risk related areas are built into the
clinical audit/audit forward plan.

Mandatory training and induction
programmes and Library Services
circulation of best practice information

AF1.3

3460

Failure to address areas of
outlying performance in
relation to mortality
(HSMR & SHMI), (as well
as length of stay, day case
and readmission rates)

CQC Regulation 9

NHS Constitution:

Right to be treated with
a professional standard
of care by appropriately
qualified and
experienced staff, in a
properly registered
organisation that meets
required levels of safety
and quality.

Clinical Trust Mortality Steering group in place
Internal mortality plan.

Patient Safety Programme developed with
work streams and identified KPIs

Use of National benchmarking tools

Reports on Mortality To Quality and
Governance Committee

Systematic monitoring and analysis of all
hospital deaths via Mortality reviews
Systems for identifying Dr Foster ‘red bell’
outliers

Systematic analysis of SHMI and HSMR
Use of Dr foster real- time monitoring and
report

AQUA Mortality Collaborative participation

Action plan re clinical engagement and
training to improve data quality.

Action plan to improve coding/data
processes and recruitment of coding audit/
training team.

Development of HSMR/ SHMI dashboards

Trust agreed strategies and actions
associated with their implementation
and monitoring

Detailed drill downs and mortality
analysis of alerts Dr Foster and
mortality reviews

CQC Intelligence Monitoring
systematically reviewed

Director of Performance & Informatics
and Lead report to the Board on the
initial review which informs further
actions and timescales

Plan for data quality completed.

Service Quality and
Operational Governance
reporting to Quality and
Governance Committee –
reports and papers identify
that risks and objectives
are being managed

Success of HSMR
reduction.

Key quality and safety
metrics achieved and
demonstrated.

Raw deaths and SHMI
monitoring

Contemporaneous case
note reviews.

Data quality & mortality
review plan

Medical Director reporting to
Executive Team and Board

Service Quality and
Operational Governance

Quality & Governance
Committee

Mortality Steering group

External sources
Dr Foster
CQC mortality alerts

No gaps in control
identified

Consistent implementation
of control systems in use
monitored by Board and
sub committees

Further work regarding
out- of- hospital mortality
to be assessed and
progressed.

Audit work focused on
outlying SHMI diagnosis
groups to be undertaken

No Gaps identified

See risk AF 2.7 to be
addressed.

10 10
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

AF 1.4 (AF1.5, 3462)

3461

Failing to ensure
patient/user involvement
and provide appropriate
structures for
communication between
service users and Board

CQC Regulation 17

NHS Constitution:

Pledge to offer easily
accessible, reliable and
relevant information to
enable full participation
in healthcare decisions

NHS Constitution:

Right to be involved,
directly or through
representatives, in the
planning of healthcare
services, the
development and
consideration of
proposals for changes in
the way those services
are provided, and in
decisions to be made
affecting the operation of
those services.

Pledge to work in
partnership with
patients, families, carers
and representatives

Public
Involvement

Divisions and
all services
Trust wide

Patient/user stories and/or experience
inform discussions at Board and Board sub
committees.

Patient Opinion/Patient Choices/
Complaints/ Concerns receive Board
scrutiny and analysis

Communications Strategy developed and
implemented

Friends and Family Programme

Patient experience work stream report and
work plan

Council of Governors and Membership
engagement processes

Existing user involvement groups

Results of every NHS patient survey are
communicated to the Board and other
forums, action plan devised, periodic
feedback to Board

Increase opportunities for involvement in
Trust Committees, working parties and
structures

Aggregated Learning Reports

Health Watch meetings, unannounced
visits and reports

CQC standards and associated work
stream linked to assurance monitoring
supported by third party assurance testing
by unannounced visits

Quality and Diversity Framework

CQUIN
Posting on key websites

Updates provided to Board and Board
sub committees

Performance monitoring
Nursing Strategy
Quality Strategy

Quality Account process and key work
streams associated with the quality
strategy including patient engagement
and experience

MIAA audits

Council of Governors
meetings/minutes

Reports to Council of
Governors’ (CoG)
meetings and Board

Patient experience/ patient
stories and feedback
demonstrable in reports
and papers to Board and
designated Sub
committees
Progress reported through
Everyone Matters updates
to Board (within CEO
Report)

Positive media feedback

Equality and Diversity
Group

CQC and actions
Improvement Board
minutes

Chief Nurse

Executive Team

Service Quality and
Operational Governance
group and sub committees
reporting through to Quality
and Governance Committee
and through to Trust Board

Patient Experience Group

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

External Stakeholder and
Healthwatch Reports

No Gaps in control
identified

No Gaps in assurance
identified

Consistent
implementation of
systems in use to be
continually reinforced
and monitored by Board
and sub committees

5 5

AF1.6

3463

Failure to ensure that all
Staff are focused on
dignity for all patients
relatives and carers and to
address behaviour or
performance not
appropriate

CQC Regulation 9

NHS Constitution:

Right not to be
unlawfully discriminated
against

Right to be treated with
a professional standard
of care

Right to be treated with
dignity and respect

All Clinical
teams and
support
divisions

Recruitment and Selection procedures
explicitly require a commitment to ensure
dignity in care

Staff training programme continues
Trust Values and Behaviours

Everyone Matters and communication
initiatives e.g. ‘Speak out safely’ and ‘Hello
my name is’

Dignity and Safety oriented induction
programme introduced
Care Certification for Health Care Workers

John’s Campaign

Nursing strategy

Dementia Strategy in place.
Dementia Friends Training
EMSE strategy and assurances

Trust Values and Behaviours leaflet
introduced through Everyone Matters at
Tameside programme.

Focused nursing and clinical leadership
work with walk rounds promoting role

Patient Experience data. Inpatient
surveys and external surveys

Friends and Family test data

Complaints/PALS data

Patient Opinion and Patient Choice
websites
Forever Friendship Café feedback

Correspondence from service users

On-going review of the nurse staffing
levels

Monitoring of staffing levels

Service Quality and Operational
Governance minutes and minutes from
constituent Committee showing
outcomes

CQC standards and associated work
stream linked to assurance monitoring
supported by third party assurance
testing by unannounced visits

Quality & Governance
Committee and sub
committees

Reviews by Chief Nurse ,
Assistance Chief Nurses
and Matrons and
Divisional Teams Ward
Managers to ensure
Dignity in Care maintained
and sustained

Ward hot spot reporting
and activity

Unannounced walk rounds
and systematic review.

Consistent application of
Trust Behaviour and
Values

.

Chief Nurse /Medical
Director

Service Quality and
Operational Governance
group and sub committees
receive reports Quality and
Governance Committee
report these to Board

No Gaps in control
identified

Consistent application of
control systems in use to
be continually
implemented by staff at all
levels in the organisation

No Gaps in assurance
identified

Consistent
implementation of
systems in use to be
continually reinforced
and monitored by Board
and sub committees

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

modelling
Key policies and procedures in place,
Human Resources, Risk, and Governance
support the requirements.

CQC standards and associated work
stream linked to assurance monitoring
supported by third party assurance testing
by unannounced visits

Staff appraisal and development reviews

Nursing, Medical and Midwifery
Revalidation processes
Supervisor of Midwives processes

Equality and Diversity Framework

Healthwatch visits and reports

CCG monitoring Board Reports
Assurance Reports Quality Account
processes and feedback from third
parties and key stakeholders

Improvement Board focussed work.

AF 1.7

3464

Failure
to meet registration
requirements relating to
maintain cleanliness and
infection control.

CQC Regulation 12

NHS Constitution:

Pledge to ensure that
services are provided in
a clean and safe
environment that is fit for
purpose, based on
national best practice

Clinical
Divisions

Specified standards and expectations.
Joint plan and working arrangements with
the CCG. Quality Improvement CCG
funding

Hand Hygiene audits programme against
specified controls described and articulated
in Infection Prevention and Control policies
and guidelines

Annual Audit Programme against specified
controls described and articulated in
Infection Prevention and Control policies
and guidelines.

Quality Impact Assessment processes.

Induction and mandatory training updates
include infection control and hand hygiene
elements

Infection Prevention and Control
Committee

District Infection Prevention and
Control Committee and RCA review
group

Patient Safety Programme

Quality and Governance Committee
monitoring

PLACE formal and informal
inspections

Mandatory training compliance figures
and audit results.

Progress against control of
infection recovery plan
reported to Board each
month –

IPCC reports to Service
Quality and Operational
Governance group, which
in turn reports to Quality
and Clinical Governance

DIPC annual report to
Trust Board

MESS Mandatory
reporting system

Chief Nurse DIP C

Infection Prevention and
Control Committee
reporting through to Trust
Board via performance and
quality frameworks

No Gaps in control,
identified

Consistent application of
required standards to be
applied by all staff

No Gaps in Assurance
identified
Consistent application of
required standards to be
applied by all staff.

10 10

AF 1.9

3466 (AF1.18
3477)

Failure to meet registration
requirements relating to
Safeguarding people who
use services from abuse -
Adults & Children, New-
born and Unborn and
ensuring consent to care
and treatment

CQC Regulations 11, 18

NHS Constitution

Right not to be
unlawfully discriminated
against

Right to be treated with
a professional standard
of care

Right to be treated with
dignity and respect

NHS Constitution:

Right to accept or refuse
treatment that is offered
to and not to be given
any physical
examination or
treatment unless valid
consent given.

All Divisions
and services
Trust wide

Executive Lead and Senior Management
Infrastructure

Clear policies procedures and guidelines
for children and adults and constituent
policies impacting upon safeguarding.

Commissioned contractual requirements
against specific standards and
requirements

Deprivation Of Liberty (DOLS)
arrangements,
IMCA ( Advocacy arrangements)
Staff awareness training

Mental Capacity processes and training

Collaboration with other care agencies

Mandatory Training in place.

Trust fully engaged with child and Adult
protection structures.

Audit Tools and programme.

Trust is a member of Tameside Adult
Protection Safeguarding Partnership,
TMBC Safeguarding Children Board, and
Executive Group

Internal Safeguarding Board receives
formal updates and reports against
specific safeguarding standards

Safeguarding Children
Board/Safeguarding Adult Board

Named professionals

Reports to key committees
demonstrable covering constituent
Safeguarding issues – DOLS, IMCA ,
training uptake
Nursing and Midwifery leaders forum
focus on key work streams and
agendas

Monitoring and compliance with
mandatory training requirements
Annual Reporting
Incident reporting analysis and
aggregation – learning

Consultant Staff required to appraise
Juniors on skills and knowledge
regarding safeguarding, mental
capacity and consent procedures

Medical Director’s annual appraisal of
senior medical staff

Internal Safeguarding
Board

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee
Periodic reports to the
Trust Board

Feedback from third
parties – e.g. Ofsted, CQC
Inspections and
monitoring

Annual Audit Plan

Medical Director
Appraisals

PDR and review process
for non-medical staff

Incident reporting, Patient
surveys, claims
management PALS /
Complaints feedback
informs assessment of
consistency in application.

WHO surgical safety

Chief Nurse

Medical Director

Trust Internal Safeguarding
Board

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee

Trust wide Internal
safeguarding Board
established and consistent
implementation required to
coordinate and integrate
further the child and adult
safeguarding agendas.

Service Level Agreement
in place for mental Health
Registration

Mandatory Performance
Submissions

Consistent application of
the required processes to
be applied by all clinical
divisions

Decisions made on
inadequate or incomplete
use of the consent
process results in a
weakness in the system

No Gaps in Assurance
identified
Consistent application of
policies and procedures
required needs constant
reinforcement by clinical
and managerial leaders
at all levels.

Increase in Mental
Health knowledge and
DOLs and MCA required
across the organisation.

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

Trust is progressing specific initiatives –
e.g. Prevent and Learning Disability Work
streams

Clear procedure monitoring through
incident systems complaints and PALS

Professional staff where delegated consent
in place required to have appropriate
competency checks and supervision

checklist work.

Safeguarding Adults work
Learning Disability
processes, DOL’s & IMCA

AF 1.10

3467

Failure to deliver services in
line with best practice and
Failure to deliver the
Contract Quality
requirements and CQUIN

CQC Regulation 9

NHS Constitution:

Right to be treated with
a professional standard
of care, in a properly
approved or registered
organisation that meets
required levels of safety
and quality.
Right to expect NHS
organisations to monitor,
and make efforts to
improve, the quality of
healthcare they provide.

Clinical - All
Divisions and
services Trust
wide

Safety Thermometer , clinical work streams

Cancer Outcome Improvement and
Implementation Groups and action plans

CQUIN Contract Monitoring process

Key subcommittees and individuals have
designated responsibilities for Quality
metrics and CQUIN targets identified in the
Contract which are supported by standards
and processes.

Regular progress reports to Service
Quality and Operational Governance
group and sub committees
against Contract Quality and CQUIN
metrics

Finance and Performance Committee
monitoring going forward Improvement
Board monitoring

External Audit Reports
against specific metrics

Third party reports against
specific metrics

CQUIN Contract
Monitoring process
reporting to Executive
Team

Executive Team and named
Executives for objectives

Compliance of some areas
is below target level.

Action plan in place,
overseen relevant
Director. Director of
Operations reporting to
Executive Team.

No gaps in control,
identified.

Consistent application of
required process to be
applied by all clinical
divisions.

No gaps in Assurance
identified though
assurance process for
key metrics are
monitored.

Consistent application of
audit and monitoring of

required process for
each constituent metric

or indicator to be applied
by all clinical divisions

and teams.

10 10

AF 1.11

3468

Failure to meet registration
requirements relating to
maintaining safety and
suitability of equipment
and ensuring adequate
clinical equipment (quality
or quantity, or
preparedness for use)

CQC Regulation 16

NHS Constitution:

Right to be treated with
a professional standard
of care, in a properly
approved or registered
organisation that meets
required levels of safety
and quality.
Pledge to ensure that
services are provided in
a clean and safe
environment that is fit for
purpose, based on
national best practice

Clinical - All
Divisions and
services Trust
wide

Equipment replacement strategy plan in
situ and monitored.

Risk Escalation via Divisional and
directorate management processes and
through to Service Quality and Operational
Governance Group - immediate escalation
procedures in place supported by
Management Equipment Services on call
arrangements.

Medical Equipment Servicing Department

Equipment decontamination is in line with
the Decontamination policy and monitored
via Infection Prevention Committee and the
Medical Devices Group, Assurance
performance and operational groups.

Infection Prevention Committee and
the Medical Devices Committee and
associated structures

Medical Devices Group

Service Quality and Operational
Governance group and sub
committees

Incident report monitoring

ISO accreditation, Capital Planning
Committee and Estates reporting to
Finance Performance Committee.

Capital Bidding Process.

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee

Capital Investment Plan
reporting via the Director
of Finance’s report to
board

Director of Estate and
Facilities

No gaps in control,
identified

Consistent application of
requirements to be applied
by all clinical divisions and
staff at all levels of the
organisation

No Gaps in Assurance
identified
Consistent application of
audit and monitoring of
requirements to be
applied by all clinical
divisions systematically

5 5

AF1.12

3472

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

CQC Regulation 13

NHS Constitution:

Right to be treated with
a professional standard
of care, in a properly
approved or registered
organisation that meets
required levels of safety
and quality.

Pledge to ensure that
services are provided in
a clean and safe
environment that is fit for
purpose, based on
national best practice.

Clinical - All
Divisions and
services Trust
wide

Medicines Management Committee

Compliance with PSA 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.

MIAA Audits and review process

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. undertake quarterly
audits of compliance against
Medicines Policy and Safety
Thermometer monitoring against

D & T Committee reports
to Service Quality and
Operational Governance
group and sub committees

Chief Pharmacist reporting
to Director of Operation +
Performance Executive
leads as necessary.

Drug and Therapeutic
Committee

No Gaps in control,
identified

Consistent application of
all required policies and
processes to be applied by
all clinical divisions

No Gaps in Assurance
identified
Consistent application of
audit and monitoring to
be applied consistently
by all clinical divisions

April 2016 Executive
Medicines Management
Group to be established
in Quarter 1 to augment
and strengthen strategic
oversight and assurance

16 16
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

metrics.

AF1.13

3473

Failure to comply with
registration requirements
relating to Records and
have timely information to
support patient care.

CQC Regulations, 5,10,
20

Fit and Proper Person
Test – requirement to
ensure that people who
have director level
responsibility for the
quality and safety of
care, and for meeting
the fundamental
standards are fit and
proper to carry out this
important role.

NHS Constitution:

Right to be treated with
a professional standard
of care, in a properly
approved or registered
organisation that meets
required levels of safety
and quality.

Information
Team –
Records
Management /
Health
Records

Health records standards and policies in
place and continuously reinforced and
monitored

Professional Standards for record keeping

Clinical Coding Standards

Clinical Coding awareness training for
Clinicians.

Monitoring of coding completeness and
data quality

Electronic access to “intelligence” on best
practice. Electronic access to Policies and
Protocols. Development of EPR

Information Governance/ Health Records/
IM&T Groups

Clinical audit and effectiveness programme

Case note tracking and availability
monitoring.

Electronic test requests and results
reporting

Matron and Ward Manager audits

Information Governance Committee.
Health Records Committee
IM&T Committee

Clinical Audit of case notes

Trending through audits, complaints,
incident analysis

IM&T Committee

Clinical Audit plan and related activity

Information Governance Toolkit Audit

Service Quality and
Operational Governance
group and sub committees
reporting to Quality &
Governance Committee

Records management
group reporting to Risk
Management Committee.

Information Governance
group

Clinical Audit plan and
related activity
Toolkit Audit

Chief Nurse
Medical Director
Director of performance and
Informatics

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee

Executive Team

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

Consistent application of
all required policies and
processes to be applied by
all clinical divisions and all
staff at all levels

Decisions are made on
inadequate or incomplete
clinical information as a
results of a weakness in
the system

Consistent application of
required process to be
applied by all clinical
divisions

Revised Records strategy
to be agreed and
implemented

Consistency in
application of Trust
standards and policy
needs constant
reinforcement

Revised Records
strategy to be agreed
and implemented

New records
Management Group
established. Consistent
implementation required
to ensure progression of
the records
management agenda

10 10

AF1.15

3474

Failure to plan for Major
Incidents and Inadequate
preparation and response
to emergency events and
business continuity

CQC Regulations 9, 24 Planning Major Incident Plan and Service Continuity
Plan and constituent policies for key
situations

Participation in local, regional and national
planning and simulation events including 3
year test of plan.

Emergency Planning Response &
Resilience Group

A number of exercises/simulations
carried out as part of Annual Plan

MIAA audits

Executive Management
Team reporting through to
Board demonstrable
through minutes and
reports

Director of
Estate and Facilities
(Authorised Emergency
Officer)

No gaps in control
currently identified.

No gaps in assurance
currently identified

Awaiting testing of
Exercise Trident which
will inform assurance.

5 5

AF1.16 (AF 1.25, 3484)

3475

Failure to meet regulation
and registration
requirements. In relation to
Duty of Candour,
complaints management
and specifically failure to
learn from complaints,
incidents, clinical
negligence claims and
inquests in a timely
manner.

CQC Regulation 9, 19

NHS Constitution

Pledge to ensure that
the organisation learns
lessons from complaints
and claims and uses
these to improve NHS
services.

NHS Constitution:

Right to have any
complaint you make
about NHS services
dealt with efficiently and
to have it properly
investigated. Right to
know the outcome of
any investigation into
your complaint. Right to
take complaint to the
independent Health
Service Ombudsman

Quality and
Governance
and all
services Trust
wide

Policies and procedures highlight the
standards to be achieved in respect of the
requirements e.g. Duty of Candour, Being
Open, handling and investigating, inquests,
claims, incidents and how associated
learning is disseminated

External Assessment of claims by NHSLA

Coronial Involvement for Inquests and
reporting of deaths

Systematic process for duty of candour.
Electronic system for incident reporting and
management

Process for reporting deaths in place

Complaints procedure is in place and
widely publicised and available – positive
and negative feedback is encouraged

External support to investigate and get
third party assurance

Introduction of a PALS and Complaints
Co-ordinator and Complaints Complex
Investigator role

Aggregated learning report monthly
and systematically

Service Quality and Operational
Governance group and sub
committees reporting to Quality and
Governance Committee and through
to Board
Part 2 Duty of Candour summary of all
SI’s and cases

Trust policies regarding learning from
complaints, claims and incidents and
NPSA alerts
Commissioned Quality contracts
identifies key standards and these
requirements are monitored through
audit and / or systematic review and
analysis

MIAA audits (Divisional Governance )

Quality and Governance Committee
receives assurance reports.

Individual Board Reports
on serious issues

Report to Service Quality
and Operational
Governance group and
sub committees

MIAA audits and review
process

Aggregated Learning
Reports

Quality & Governance
Committee

Quality Account
Dashboard
Individual Board reports
on serious issues.

Chief Nurse

Quality & Governance
Committee. Director of
Quality and Governance
and Medical Director

Service Quality and
Operational Governance
group and sub committees
reporting to Quality and
Governance Committee and
through to Board

MIAA Audit plan

No gaps in control But
requires consistent
application of processes
for Electronic Risk
Management System to
be applied by al services
and Divisions

No gaps in assurance

however processes

need to be consistently

implemented.

Consistent application of

processes for Electronic

Risk Management

System to be applied by

al services and Divisions

10 10
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

Training schedule

Complaints and PALS processes are
divisionally supportive and operationally
managed centrally in the Trust Quality and
Governance Unit.

AF 1.17

3476

Failure to discharge

patients with adequate

information on

complications or potential

complications/ knowledge

of drugs

CQC Regulation 17

NHS Constitution:

Pledge to offer easily
accessible, reliable and
relevant information to
enable full participation
in healthcare decisions

Clinical - All
Divisions and
services Trust
wide

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
Audit programme
Key Metrics monitored

Work led by the Chief Clinical Information
Officer in relation to discharge summary
templates Lorenzo which has engaged
GP’s.

Complaints and incident data

Feedback posted on public websites.

Feedback from GPs and other Health
Professionals

Audit Programme

Focused audits and Clinical dashboard
indicators

Lorenzo Impact actions

MIAA audits

Service Quality and
Operational Governance
group and sub committees
reporting to Quality
Governance Committee

Electronic Patient Records
Group

Director of Operations and
Director of Performance and
Informatics

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

Consistent implementation
and monitoring in
Divisions needed

The implementation of
the standards and
requirements by
individual clinical staff is
inconsistent –
continuous feedback
and reinforcement is
necessary.

It is anticipated that work
relating to the electronic
patient system will
further reduce and
mitigate this risk and
provide additional
assurances

10 10

AF1.19

3478

Failure to meet CQC
registration requirements
relating to maintaining
safety and suitability of
premises and
environments that
promote patient and staff
wellbeing and respect for
patients needs and
preferences in that they are
designed for the effective
and safe delivery of
treatment, care or a specific
function . That they provide
as much privacy as
possible and are
maintained and cleaned to
optimise health outcomes
for patients.

CQC Regulation 15

NHS Constitution:

Right to be treated with
a professional standard
of care, in a properly
approved or registered
organisation that meets
required levels of safety
and quality.

Pledge to ensure that
services are provided in
a clean and safe
environment that is fit for
purpose, based on
national best practice.

Trust wide –
all Teams and
Depts.

Relevant local and national standards and
Action Plans

Patient and visitor food services meet all
relevant requirements, guidance and
standards

Involvement of external service users in
inspection regimes

Single gender accommodations are
assessed against requirements in all areas
of Trust.

Statutory Obligations regarding disability

Statutory Obligations in respect of Fire

PLACE inspections and outcome
reports.

Estates and Facilities Operational
Groups
Estate Planning and Resilience and
Response.

PFI Trust Liaison Group

CCG monitoring of single gender
compliance

Visits and feedback.

Executive and Non-Executive Walk
Rounds

Annual Environmental Standards for
Food Hygiene

Estates and Facilities Dashboard to
Trust Board

Reporting of any enforcement notices
from other bodies implying potential or
actual significant breach of any other
requirement in the Authorisation, e.g.:
• Health and Safety Executive or fire
authority notices

Risk Management Group
through to Quality and
Governance group and
through to Board.

Estate and Facilities report
to Board
(dashboard)

Director of Estate and
Facilities

Executive Management
Group

Service Quality and
Operational governance
Group

No gaps in control
identified

Requires all parties
including those from third
part organisations to
consistently implement
required standard.

Capacity pressure
influence the ability to
ensure the vacation
availability to perform
routine maintenance is
impacting on ability to
maintain the standard.

No gaps in assurance
identified

.

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

AF1.20

3479

Failure to have a Council
of Governors that is fully
equipped to discharge its
role in respect of safety ,
quality and patient
experience

Specifically sufficient
training and development
of Governors of Council
and
Staff Governors failing to
represent the staff
membership appropriately
or effectively

CQC Regulation 17

NHS Constitution:

Right to be involved,
directly or through
representatives, in the
planning of healthcare
services, the
development and
consideration of
proposals for changes in
the way those services
are provided, and in
decisions to be made
affecting the operation of
those services.

Compliance
with Provider
Licence
requirements

Induction programme provided to all
Governors of Council (CoG) following
election/appointment.

Provision of ad hoc training opportunities
as circumstances require.

Joint Board and CoG seminars.

Meetings with public membership and
relevant public Governors in each township
of the patient constituency twice each year.

Trust Staff Partnership Forums.
Monitoring of attendance at Council of
Governors meetings.

Feedback form Governors of Council
both formally and informal (in quarterly
meetings)
Minutes/attendance records

Everyone Matters at Tameside OD
Strategy

MIAA audits council of governors

Council of Governors

Training programmes
implemented and well
evaluated
Meetings

Minutes / attendance
records

Chief Nurse

Council of Governors
Chief Nurse

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

No other gaps in control. No gaps in assurance
identified

5 5

AF1.22

3481

Failure to ensure that staff
have the relevant skills and
training support and
supervision to ensure safe
practice and meet
registration requirements.

CQC Reg 21, 22, 23

NHS Constitution:

Right to be treated with
a professional standard
of care, by appropriately
qualified and
experienced staff, in a
properly approved or
registered organisation
that meets required
levels of safety and
quality.

Trust wide all
services

Pledge to
provide all
staff with
personal
development,
access to
appropriate
training for
their jobs and
line
management
support to
succeed

All key policies and procedures held on
Intranet

Document control system.

Mandatory Training requirements and
review annually of training needs analysis

Educational Governance Group to
coordinate and systematically apply
educational governance

HEENW action and requirements.
Leadership Courses for Nurse Leaders
Revised appraisal system implemented in
2015 to strengthen the systems for
development and skill identification
Equipment trainer and monitoring of
competencies

Mandatory training compliance
reported to Divisional Management
Teams for follow-up action

Educational Governance Group to
coordinate and receive reports on key
aspects of educational governance

Board Dashboards re training uptake
and appraisal

Third party assurance
received from MIAA Audit
regarding the medical staff
revalidation process
provides assurance
around the revalidation
element. It is anticipated
that further implementation
of the agreed action plan
and mitigations will
mitigate and reduce the
risk to an organisationally
acceptable level.

Director of Human
Resources and OD

Executive Team

Trust Board

Executive team

Educational Governance
Group.

Monitoring the HEENW
action plan.

Assurance reports show
inconsistent uptake of
requirements and
assertive follow up is
being pursued

Education, Training and
Development Group is
established and needs
further embedding and
Divisional ownership.
Further integration into
Governance reporting
structures.

10 10

AF 1.23
3482

Staffing

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

CR734

Nursing Staff The ability to
consistently sustain and
maintain safe nursing
staffing levels is
compromised as a result of
operational demand, use of
escalation and additional
capacity beds third party
decisions and actions and
continuous readmission
challenges.

CQC Regulations 9, 21,
22, 23

NHS Constitution:
Right to be treated with
a professional standard
of care, by appropriately
qualified and
experienced staff, in a
properly approved or
registered organisation
that meets required
levels of safety and
quality.

Human
Resources
and all
operational
services Trust-
wide

Workforce strategy
Sickness Policy and monitoring.
Use of Agency and Locum staff to bridge
the gap

Temporary staff management monitoring.

Chief Nurse 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.

Recruitment open days

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

Reports to Divisions

Trust Board HR Report

DBS checks current on all relevant
employees
registration checks and assurance
processes

NHSP monthly contract monitoring
meetings

E Rostering programme

Improvement Plan HEENW Review
Action Plan monitored by Improvement
Board.

Recruitment shortages and actions
highlighted.

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

Human Resources report
to Board

Staffing levels/staff moves
reported to Nursing
Director and in monthly
Nursing Quality report

Executive team reports
Weekly review of HR
staffing issues.

Proactive Vacancy Review
by Executive led panel
Medical Locum
procedures
 Improvement Plan
 HENW Review Action

Plan monitored by
Improvement Board.

Reports to
 Executive

Management Team
 HR & OD Workforce

Group

Executive team

Operational Board
Divisional Forum

Failure to achieve a full
complement of medical,
Nursing midwifery and
other staff

On-going recruitment and
challenges with retention
and high sickness and/or
high Agency or Bank use/

.

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

20 20
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

AF1.24

3483
Failure to manage risks
arising from the urgent
care pathway across the
Health Economy resulting in
delay, increased clinical risk
and a reduction in positive
patient experience.

Capacity and Demand
Management
Now incorporates AF3490

CQC Regulation 10

NHS Constitution:

Right to receive services
within access/waiting
times

Clinical – Work in partnership with external agencies
to improve discharge process.

Capacity sourced with other providers to
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
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 for
transformation of services is in place
ensuring sustainability and service
provision.

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 and Board
Monthly finance and activity reporting
to Board.

MIAA audits

Integration agenda and work streams
being proposed to develop long term
solution

Monthly Performance
Report to Executive team
and Trust Board.

Director of Operations and
Director of Performance and
Informatics

Executive Team

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

Development of integrated
strategy in key partners
implementation of
recovery plan by all
partners

Third party action by
other parties and
stakeholders has impact
upon organisation

25 20

AF 2.1

3495
Failure to deliver agreed
activity and income plan

CQC Regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Performance/
Clinical/Financ
ial

All risks on
register impact
on this

Standing Financial Instructions (SFIs)

Monitoring via Executive team and Board

Contract Performance Meetings
Contract KPIs monthly report

Monthly Divisional Finance Meetings

Monthly Activity Planning Group

Designated Steering Groups – e.g. waiting
list steering group

Monitoring via the LDA and educational
contracts.

Board Performance Monitoring
framework.

Board reporting systems and
Committees.

Divisional Performance Management
system and structures.

Monthly reporting.

Monthly performance meetings with all
leads.

Finance and Performance Committee.

Performance Report and
Finance and Activity
reports to the Board

Finance and Performance
Committee through to
Trust Board

Governance Reporting
Framework

Validation process, PBR
Coding Audits,
Third party audits and
monitoring

Director of Operations and
Director of Performance and
Informatics
supported by Director of
Finance

No Control issues
identified
Consistency in application
of agreed processes
required.

No outstanding
assurance identified.
Consistency in
implementing agreed
processes required.

12 12

AF 2.2

3485
Failure to deliver financial
plans in line with Provider
Licence.

CQC regulation 13
NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Compliance
with Provider
Licence
requirements

Finance – and
all services
Trust wide

Budgets agreed with budget holders at the

beginning of the year which are regularly

monitored and appropriate action taken to

ensure budgets are not overspent

Budget holders held accountable for in

year budget performance

Budget holders receive appropriate

financial training

Divisional performance framework is in

place

Balance sheet is maintained effectively

through appropriate control account

reconciliation

Performance Framework in place for
ensuring divisional budgetary
performance
Finance and Performance reports to
budget holders

 Divisional Performance
Groups

 Operations Board
 Executive Management

Team
 Finance and Performance

Committee
 Trust Board
 NHS Improvement

Annual Accounts and report approved
by Audit Committee

Finance Reports to Board
Finance Reports to
Division
Finance and performance
committee through to
Trust Board
Validation process,
internal audits, Third Party
audits and monitoring by
NHS Improvement

Director of Finance
supported by
Executive Team
Finance and Performance
Committee
NHS Improvement

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
Impact of improvement
plan requires resources.
Action plan being
progressed.

Level of recording of
non-recurrent CIP
versus recurrent CIP.

Timely planning of CIP
programme to ensure
future delivery.

20 20

AF 2.3
3524
Failure to have a Fraud
Management programme
in place

CQC Regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Finance

Trust wide

SFIs

Local Counter Fraud Specialist. Counter
Fraud Awareness Training

Counter Fraud policy and strategy

Counter fraud proactive work-plan
Counter Fraud awareness at induction

Annual Qualitative Assessment

LCFS/Internal audit internal control
and financial control/ systems audit
and actions taken where weaknesses
identified

Successful action against frauds
uncovered and fraud minimised

Internal Audit Committee
review and reporting
Annual Audit Committee
report and assurances
Counter Fraud Annual
Report
Annual Qualitative
Assessment

Director of Finance

Audit Committee

No gaps in control
identified

No gaps in assurance
identified

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

Counter Fraud e training module Head of Internal Audit
Opinion

AF 2.6
3525

Failure to have in place and
implement a change
management programme,
internally and externally to
deliver sustainable clinical
services realising
efficiency and workforce
change and the Single
Commissioner /Integrated
Care Organisation model
and Failure to modernise
clinical pathways and
practices required to deliver
efficiency improvement
targets
Also see AF 3,1

CQC regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Performance – Membership on the Health and Wellbeing
Board and involvement in the Care
Together Programme and Transitional
Board

Healthier Together Programme

Board reconfiguration to reflect the ICO

Performance management framework

Performance targets agreed at Divisional
Level and performance against targets
monitored

Implementation of Best Practice tariffs and
delivery of CQUIN -

Work Stream meetings

Executive led review meetings

Monthly Divisional meetings

Divisional Performance meetings

Executive Team and Board
Performance Reports (including
CQUINs)

Transformational Scheme Meetings
monthly – which links to the major
CIPs

TFT Pre-quality Meeting

NHS Improvement monitoring and
Reports

CCG and The Joint Committee for
Healthier Together reports

Executive Team and
Board Performance
Reports – which include
specific productivity
metrics

Balanced Score Card
performance monitoring

NHS Improvement Review

CEO, Director of Operations
and Director of Performance
and Informatics

Director of Finance
Service Improvement
Programme
Board of Directors

Time lag on final quarterly
CCG reconciliation to
monthly reporting of
performance to Board of
Directors.

Level of risk on delivery
of change income due to
manual data collection
processes.

10 10

AF 2.7

3486

Data Quality and
Information Accuracy and
Completion:
Failure to have accurate
data, recover all patient
income and have accurate
timely information by
suboptimal use of capacity
and failure to address
accuracy of information e.g.
Waiting lists.

CQC regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Clinical /
financial -
Trust wide

Ongoing and monthly scrutiny of data,
actioning and income performance.
Director of information post created and
appointed to

Outcomes reported to Board as part of
improvement delivery Board.
Increased benchmarking and use of
metrics.

Board Report re delivery of financial
programme.
Improved governance programme in place
with checks

Coded data assurance work being
undertaken on ongoing basis

Data validation through RTT tracking team/
waiting list steering group/ discharge
summary project/ AE improvement plan
Improvement governance structure e.g.
implementing with checks.

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.

External Audit (Data
Quality)

Director of Operations and
Director of Performance and
Informatics

Audit Committee

Director of Finance

Provision of Informatics
Team being reviewed.

Increased benchmarking
and use of metrics

Processes for information
to be reviewed by Director
of Performance and
Informatics

Inconsistency in
assurance evidence in
reporting proven.

10 10

AF 2.8

3526
Failure to achieve VFM
services and financial
sustainability.

See Also AF 3.1

CQC regulation 13

NHS Constitution:

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Compliance

with NHS

Improvement
Provider
Licence
requirements.

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

Key issues raised at Corporate Clinical
Management Group

Performance and financial reports to
Board

Report to Trust Executive Team

Report to DMTs

CIP performance monitoring reports

Activity Planning Group meeting

Performance framework

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

Executive Team

Audit Committee through
internal audit review of key
financial systems

Board of Directors

No gaps in control
identified

No gaps in assurance
identified

20 20



Appendix 3

July 2016 Page 33 of 36

Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

Appropriate insurance protection
established

Divisional action plans and recovery plans
where required

Activity Planning income and activity
performance reports and recovery plan
measures monitoring

AF 2.9

3527

Cash Management and
Capital Investment

Failure to achieve :
a) cash/ liquidity targets,
b) Capital Investment

within planned resources
c) Capital Absorption rate

targets

CQC regulation 13

NHS Constitution:

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Finance 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

Finance and Performance Committee

Executive team

Audit Committee

Long Term Financial model

Monthly finance reports to
Finance and Performance
Committee and Board

Audit Committee reports
(shadow investment
committee)

External Audit opinion on
Accounts

Director of
Finance

Audit Committee

Finance and Performance
Committee

No gaps in control
identified

No gaps in assurance
identified

15 20

AF 2.10
3494
Failure to manage PFI
contract relationships and
incur the risk of not
achieving value for money.

CQC Regulation 13.

NHS Constitution:

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Trust wide

Estate &
Facilities,
Hartshead
South and
grounds.

PFI Contract Monitoring process in place
against key performance indicators and
monitoring infrastructure.

SFIs and Scheme of Delegation.
Budgetary Systems and Procedures

PFI Contract Monitoring process in
place against key performance
indicators and monitoring
infrastructure.

PFI Contract Management
Function in place with
reporting arrangements
through to performance
monitoring system

Director of Estate and
Facilities through to
Executive team.

No gaps in control, project
agreement is
comprehensive.

Non identified

5 5

AF2.11
3528
Failure to manage waste or
inefficiency leading to
deficits and financial loss

CQC Regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Finance

Trust wide

Directorate Accountants advise Service
Managers and DMTs and there is a
financial appraisal of operations and future
developments. Annual CIP programme

All business cases subject to critical
appraisal by TEG and where scheme of
delegation advises by Trust Board, to test
VFM before approval and implementation

Member of the SBS. Procurement and
compliance with best value contracts
monitored

Annual Supplies and Procurement strategy
developed and agreed by EMT

Action plans developed and implemented
in response to Audit recommendations

SFIs and Scheme of Delegation.
Budgetary Systems and Procedures.

Budgetary Controls and Reporting
hierarchy

Internal Audit programme

Internal and External audit reports

External Audit (VFM)
Reports. National

Reference Cost Index.

Service Line Reporting/
Contribution analysis
results

Supporting benchmarking
reports: SPF, quarterly
National Efficiency
Reports published DH

Director of Finance

Audit Committee

Board of Directors

No Gaps in Control
identified

No Gaps in Assurance
identified –

10 10

AF2.12
3529
Failure to manage
effectively and efficiently
procurement and supplies

CQC Regulation 13

NHS Constitution:

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite

Supplies

Trust wide

Procurement Group and individual product
area multi- disciplinary groups

Procurement Strategy.

Trust sustainability strategy

SFIs and Scheme of Delegation.
Budgetary Systems and Procedures

Report to Director of Finance

Procurement Strategy and report to
Executive Team.

Internal Audit Reports

Annual Audit Report to the
Trust Board. Internal Audit
Reports to Audit
Committee.

Update on Supplies
Strategy regularly
submitted to Finance
Director.

Director of Finance

Audit Committee

Finance and Performance
Committee

No gaps in control
identified

No gaps in assurance
identified

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

resources.

AF 3.1
3530
Planning
Integrated Care
Organisation Model -

Failure to plan effectively in
order to identify clinical
services and an
organisational model to
inform strategic intentions,
to identify criteria for
selection of future partners
(if appropriate) and ensure
that GM stabilisation
locality plans are aligned
and ensure the
consequential impact upon
Self-determination in
respect of the future of the
hospital.

CQC Regulation 24

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Planning/corp
orate strategy
- Trustwide

Board reconfiguration to reflect the ICO

Membership on the Health and Wellbeing

Board and involvement in the Care

Together Programme

Corporate objective will drive programme
of work

Strategic Partnership plans and
opportunities established -
Annual Planning process

Strategic plans implementation and
monitoring and strategic options and Board
Direction

Corporate objective will drive
programme of work

NHS Improvement Reports

CCG and The Joint Committee for
Healthier Together reports

Corporate objective will
drive programme of work.

Implementation of the
collaborative alliance with
other care
providers/organisations
Strategic Option Appraisal.

NHS Improvement Review
re Care together

Chief Executive
Supported by Executive
Team

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)

Impact of Third party
decisions out of Trust
sphere of control – e.g.
Healthier Together, GM
Devolution Plan

Design of the model with
other Parties to facilitate
joint plan and address
challenges regarding
regulatory requirements
which may not support
integration

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)

Impact of Third party
decisions out of Trust
sphere of control – e.g.
Healthier Together, Care
together, GM Devolution

10 10

AF 3.2
3531 (AF 3.3
3532, AF 3.4
3496)
Working with others

Failure to meet CQC
registration requirements
relating to cooperating
with other providers and
challenges in relation to
regulatory requirements
which are not supportive
of an integrated care
organisational model.

Failure to maintain and
further develop
relationships with
commissioners and
external stakeholders to
minimise the impact of
third party decisions and
to deal with external
opportunities and threats
thereby maintaining a place
in the market

CQC Regulation 13, 24

NHS Constitution:

Principle to work across
organisational
boundaries and in
partnership with other
organisations in the
interest of patients, local
communities and the
wider population

NHS Constitution:

Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

NHS Constitution:

Right to expect the local
NHS to assess the
health requirements of
the local community and
to commission and put
into place the services to
meet those needs as
considered necessary.

Planning/corp
orate strategy
- Trustwide

Performance –
Cooperation
with key
partners –
Trust wide
strategy and
operations

CCG Board to Board and Exec:- Exec
meetings

Board reconfiguration to reflect the ICO

Strategic Plan implementation and
monitoring

Contract Monitoring and Clinical Quality
Meetings

Membership on the Health and Wellbeing
Board and involvement in the Care
Together Programme

Healthier Together Programme

Social Services Interface
Meetings

Key partners have appointed
representatives on the Council of Members

Clinical network arrangements are place
for key clinical services – strategic
partnership plans vertical and horizontal

Business Plans
Enhancement of relationships with CCG
and Social Care and other providers

Monitor changes in referrals to the Trust

Regular meetings between GPs and
consultants including attendance at
practice cluster meetings and

Joint service redesign – primary and
secondary care

Participation in Clinical Congress Group

Engagement of CCG personnel in work
streams

Key Trust / Commissioning Interface

Minute of Board , Board Sub
Committees , Executive Team.
and Minutes of constituent

organisations and their governance
structure reporting processes

Business planning Strategic
Partnership Work

Contract Monitoring and Clinical
Quality Meetings

Health and Wellbeing Strategy and
Action Plan

Clinical Congress Group

Minutes and reports from joint
meetings

Evidence of joint
working

Improvement Board

NHS Improvement Reports

Chairman and Chief
Executive membership of
Partnerships

Chief Executives, Finance
and HR Groups

Weekly tracking of
referrals

Monthly activity reporting
against plan

Agreement with CCG
regarding service delivery
at THFT and Trust/
Commissioner Interface
meeting with outputs
reported to Executive
Team.

Feedback from CCG

Monthly activity reporting
against plan

Monthly performance
report – delivery of key
targets

NHS Improvement Review

Chief Executive
Supported by Executive
Team

Director of Operations and
Director of Performance and
Informatics

Medical Director

Council of Governors

Infancy of new successor
organisation and changing
personnel require new
relationships and revised
process

Impact of Third party
decisions out of Trust
sphere of control – e.g.
Healthier Together

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)

No Gaps in Assurance
identified internally

Impact of Third party
assurance decisions out
of Trust sphere of
control

Failure to plan
effectively in order to
identify clinical services /
organisational model to
inform strategic
intentions, to identify
criteria for selection of
future partners (if
appropriate)

10 10
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

meetings

Improvement Board
Service improvement plans implemented
based on feedback, i.e. timely production
of discharge letters

AF 3.5
3533
Failure to engage staff and
achieve ownership and
influence in the strategic
direction through an Ill-
informed workforce. Poor
management. Industrial
unrest. Staff unable/
unwilling to raise concerns
leading to deterioration in
hospital performance and
impact on future

CQC Regulations 21,
22, 23

NHS Constitution:
Pledge to provide all
staff with clear roles and
responsibilities and
rewarding jobs for teams
and individuals that
make a difference to
patients, their families
and carers and
communities

Pledge to engage staff
in decisions that affect
them and the services
they provide,
individually, through
representative
organisations and
through local partnership
working arrangements.

All staff will be
empowered to put
forward ways to deliver
better and safer services
for patients and their
families.

Human
Resources

Proactive communications (Staff Matters;
Team Brief; Open House Forums

Press and Communications Team
appointed

Staff Governors

Everyone Matters at Tameside Strategy,
including Staff Behaviours & Values

Engagement of student and trainee forums
Active Improvement Programme
Clinical Leadership and visible
Management

Staff Survey Report

Staff Partnership Forum

Report to the Board

Staff Survey results and
Action reported to Board
three times each year

“Raising Serious
Concerns” policy reviewed

Progress reported
quarterly to Board (via
CEO Report)

Director of Human
Resources

Trust Board

No Gaps in controls No gaps in assurance
identified

10 10

AF4.2
3488
Failure to ensure on-going
compliance with terms of
NHS Improvement
Provider Licence
requirements

CQC regulation 13

NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Compliance
with terms of
NHS
Improvement
Provider
Licence
requirements

Board reporting in line with NHS
Improvement Provider Licence
requirements

Board Financial reporting procedures fit for
purpose

FT metric performance framework
established.

Regular contact with NHS Improvement
and Board reporting re actions taken to
maintain licence provision

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

Trust Board seminars

Board Reports

Financial governance infrastructure

Regular contact with NHS
Improvement and Board
reporting re actions taken
to maintain Provider
Licence

Audit Committee reporting
through to :

Trust Board and
subcommittees

No gaps in control
identified

No Gaps in Assurance
process –

15 15

AF4.3
3534
Failure to secure an
representative
membership

Achievement of a
membership which is
representative of the
population served by the FT
and helps the Trust in
meeting this objective.

CQC Reg17

NHS Constitution:

Right to be involved,
directly or through
representatives, in the
planning of healthcare
services, the
development &
consideration of
proposals for changes in
the way those services
are provided, and in
decisions to be made
affecting the operation of
those services.

Compliance
NHS
Improvement
Provider
Licence
requirements

Council of Governors Membership sub
groups

“Everyone Matters” – working to improve
Trust reputation and engage more
positively with the public

Action plan to increase public membership

Quarterly returns to NHS
Improvement

Total membership numbers and
analysis of demographics

Council of Governors
Membership sub group

Council of Governors
meetings

Monitoring of membership
numbers

Annual Report

Action plan i.e.
membership group on-
going work

Board Secretary No control issues
identified

No Gaps in assurance
identified

Continuous engagement
required.

5 5
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Principal
Risk (PR)

CQC Regulation and NHS
Constitution Links

Classification
of Principal Risk
and Principal area

impact

Key Controls
Assurance

On Controls

BOARD REPORTS

Positive
Assurance

Assurance Provider Gaps in Control Gaps in Assurance

Residual Risk Score
Level of

Risk

What could prevent this objective
being achieved?

(Failure to achieve key outcomes)

Which area within our
organisation does this primarily

relate to?

CQC Regulation
and NHS

Constitution to
which linked

What controls/ systems do we have in place to assist in
securing delivery of our objective?

Where can we gain evidence that our
controls/systems on which we are placing reliance

are effective?

Have we evidence that shows we
are reasonably managing our risks

and objectives being delivered?

Lead person/ committee responsible
for overseeing actions

Where are we failing to put
controls/ systems in place? Where

are we failing in making them
effective?

Where is the action plan held?

Where are we failing to gain
evidence that our controls/
systems on which we place

reliance are effective?

Risk
Score in

last
report to
Board

Current
risk core

AF4.7
3536
Failure to meet the
Information Governance
requirements and the
consequential impact on
patient care and safety and
failure to have an
Information Governance
assurance framework in
place

CQC Regulations 15,
1617

NHS Constitution:

Right to privacy and
confidentiality and to
expect the NHS to keep
confidential information
safe and secure

Information
Governance –

Risk Register
No. C26, 34 &
50

Information Governance work plan and
Infrastructure - Policy and Processes put in
place to ensure all information governance.

Bulk data transfers are approved by the
Caldicott Guardian or SIRO prior to transfer

Process in place with external company to
securely dispose of equipment. Security
assurances obtained by IT Services

Manager following site visit. IT Staff to take
equipment and watch secure destruction
Email encryption software installed across
the Trust.

Information governance included in
mandatory training

MIAA audits (Information Governance )

Copies of the Authorisation of bulk
data transfers request form completed
by Caldicott Guardian or SIRO
Certificate of Secure destruction
provided.
Information Governance Toolkit
submission at L2 Information
Governance Committee Minutes and
reporting subcommittees and meetings

Information Toolkit
Evidence portfolio

Authorisation of Bulk Data
Transfers Policy approved
by
Executive Team and
Information Governance
Group

Incidents logged through
the IT Service Desk

Encryption reports
submitted to Information
Governance Committee

Director of Performance and
Informatics (SIRO).

IM&T Committee /
Information Governance

MIAA Core Audit plan
outputs for constituent
elements will inform the
overall position

No lack of controls
identified – systematic
implementation of these
required by all staff across
the organisation

Assurance Framework
for Information
Governance being
progressed for 2013/14
through Information
Governance Group

Consistent
implementation by
operational staff of
policies and procedures
required

10 10

AF 4.8
3491
Failure to have in place an
IM&T infrastructure and
service supporting the
organisational objectives

Impacts on All Impacts on All Director of Performance and Informatics in
post
ITIL Change Control Processes in place
IM&T Infrastructure
Risk Register in place with plans to
mitigate
Initial restructure completed to support
service flow and ownership with It.

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

Information Governance
Finance and Performance
Committee
Quality and Governance
Committee
* See action required for
Assurance

Executive Management
Team through to Board

No Control issues
identified - however
consistency in application
of agreed processes is
required.

No assurance gaps
identified
Consistency in
application of agreed
processes required 15 15

AF 4.9
3493

Failure to have in place
Research and Development
governance programme
with infrastructure and
Service supporting
regulatory requirements
and organisational
objectives

Research Governance Research and Development Lead clinician
reporting to the Medical Director.

Research and Development Committee.

Research policy and procedures and
operating framework to National
Standards.

Development of research infrastructure in
partnership with South Manchester
University Hospitals NHS Trust (UHSM).

Executive Management Team Board
Reports
Exception Reports
Audit – Internal

- External
Third party reviews and feedback

Revised R&D strategy.

Review of resources.

Consistency to address
any gaps in controls.

R&D Committee and
supporting Committees
strengthened and re-
established.

Infrastructure progressed
in liaison with Partner
Trust.

Compliance monitoring to
MHRA regulatory
requirements.

Medical Director

Executive Management
Team and Trust Board

No identified gaps in
controls

Joint working
arrangements in place
with UHSM.

Joint working
arrangements in place
with UHSM.

Assurance process still
evolving.

12 12

AF 5.1
4095
Failure to deliver Trust
efficiency programme

CQC regulation 13
NHS Constitution:
Principle of providing
best value for taxpayers’
money and the most
effective, fair and
sustainable use of finite
resources.

Compliance
with Provider
Licence
requirements

Finance – and
all services
Trust wide

Benchmarking with other organisations to
ensure challenge and appropriateness of
TEP

Review of Lord Carter Report to ensure
TEP reflects outputs of reports
Ensuring valuing care efficiency
programme is communicated effectively
across the organisation

Divisional structures performance manage

delivery of TEP

TEP Assurance Meeting
Operations Board
Finance and Performance Committee
Trust Board
Divisional Performance Groups
.

Performance and financial
reports to Board
Finance and Performance
Committee

Reports to Board and
Trust Board.

Director of Operations and
Director of Finance
supported by Executive
Management Team

No gaps in controls
identified

No assurance gaps
identified

20 20
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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 4 – To facilitate the transfer of Community
Services and the development of the Community
Integration Plans to support the systems integration
strategy.
Objective 5 – To work with local communities, our
partners and stakeholders to develop a new model of
integrated care, central to our five year Sustainability
and Transformation Plan, in which the people of
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Informs future sustainability
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Progress report on the transfer of Community Health services to Tameside Hospital

Foundation Trust.

1. Introduction

On April 1st 2016 the responsibility for provision of community health services transferred
from Stockport NHS Foundation Trust to Tameside Hospitals NHS Foundation Trust. This
report is to update the Board on the transfer of services and to highlight, successes, issues
and risks that have emerged within the first quarter.

2. Range of Services

The table in Appendix One contains a list of the services which transferred and the funded
establishment associated with each service. In addition, a small number of corporate staff in
such areas as Information Technology and Performance also transferred and have already
been assimilated into existing corporate teams.

3. Update on Transfer

Community staff assimilated into the Trust with relatively little disruption to front line services.
There were initial issues with accessing some of the Trust systems such as online
procurement but these are now largely resolved. In some instances corporate
communications shared with hospital staff were not shared with those staff in the community
but this has now been rectified.

4. Patient safety and governance

The Community Division has received excellent support from the Quality and Governance
team and a quality and safety dashboard is currently under development. The Division has
commenced a review of their risk register ensuring this replicates the current format within
other services. At this point in time there remain “legacy” risks, i.e. those that were in
existence at the time of transfer which are currently being explored and it is anticipated that
more risks will be generated both in light of the Care Quality Commission Report which at
the time of writing this report has yet to be received and as the Divisional Director and other
staff complete further scrutiny of services. The key risks identified relate to staffing levels at
Shire Hill, within the District Nursing service and the community information system. Shire
Hill continues to be supported by agency staffing and closely managed by the senior nursing
team. Recruitment is underway for district nurse posts.

5. Community IT and Information

The Clinical System Replacement project sets out to replace the current community clinical
system, CSC’s iPM Patient Administration System (iPM), with an alternate system capable
of enabling the strategic change outlined in the Care Together Programme ‘Locality Plan’
strategy.

This Full Business Case (FBC) has three main objectives, and three sub-objectives, focusing
on local enablement:

 To replace the current CSC iPM Patient Administration System with EMIS
Community Electronic Patient Record clinical system

 To comply with National Objectives: Personalised Health and Social Care 2020
 To enable community service transition via the Models of Care work stream
 To enable a migration of community staff onto the THFT network. To drive a

replace of existing no longer serviceable computing equipment; a dependency of
this project.

 To enable community staff to adopt mobile working.
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The hospital’s Information Department has taken on responsibility for community reporting
and is currently undertaking an exercise to determine the information requirements of the
various services and the community KPIs needed by the Trust and commissioners. In
addition, the Information Team is developing a plan to improve the quality of data relating to
the community services.

6. Specification and Clarity of Service Provision

The Divisional Director in conjunction with senior staff has been reviewing each of the
services provided within the community. This review has enabled the Division to understand
the current specification for services, the resilience of them and determine best fit for the
future shape of the Integrated Care Organisation.

As a result of some early reviews, this division has worked with the Division of Medicine and
Clinical Support to implement some immediate integration benefits from bringing together
functions and sharing best practice. On 1st June 2016, the community staff budget for the
Integrated Urgent Care Team transferred and has been aligned under a single line manager.
Community Physiotherapy services have integrated with existing Trust therapy services and
it is planned that following some improvement work the Diabetes Community Service will be
managed within the medicine divisional structure

In readiness for operationalising the Integrated Neighbourhood Teams, the Divisional
Director is identifying senior staff from the Community Division who may be best placed to
support the emerging neighbourhood work within the Hyde, Denton and Glossop localities.
This alignment will be the basis for integrating (initially adult health services) within the
neighbourhoods, working with GPs, social care colleagues and others to build place based
services that meet the needs of the residents and reduces the demand on acute hospital
care.

Work has commenced with commissioners, social care and colleagues within the Trust to
consider how integrating children’s services and taking into account the whole children’s
workforce, (including schools and children’s centres) can improve outcomes for the children
and young people in the Borough. The pathway for children and young people is intended to
cover the age range 0-25 to ensure better transition through to adulthood.

7. Resources are available and appropriate

It would appear from an initial review of services and national benchmarking data, that there
may be services within the Division that have insufficient capacity to meet demand.
Although, it should be noted that some of these current assumptions are based on poor
historic data quality and therefore require further analysis. There is also potentially some
opportunity for workforce redesign which could result in a more effective use of the existing
skill mix.

However this is no doubt that THFT has inherited some posts which were fixed term and
supported only by temporary funding. Finance colleagues are working through the budgets
within the Division to identify these and discuss with commissioners. Non-recurrent savings
are therefore being generated through vacancies since the availability of recurrent funding
against some posts is lacking, therefore requiring the position to be assessed before
recruitment is undertaken. Where, following more detailed work, it is identified that there is a
gap in service provision the necessary business cases will be developed. Based on current
assumptions the services most likely to be requiring consideration would be; District Nursing
and the Integrated Service for Children with Additional Needs (ISCAN)
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8. Conclusion

Community services have transferred successfully into the Trust and staff reported that they
have felt welcomed and valued. There is significant work within the Division being
undertaken to improve outcomes for our population, effectively integrate community and
hospital based teams, whilst preparing for the wider developments under the Integrated Care
Organisation. It would appear that early review of services suggests that there will be
capacity and demand challenges that need to be managed and that further risks are likely to
emerge as services are better understood and risks are assessed against the quality and
governance parameters within which THFT operates.
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Appendix One
Service Description

Funded
Establishment WTE.

Staff in Post
WTE

District Nursing 106.70 104.00
Long Term Conditions Team 15.31 15.49
Intravenous Therapy Service 2.60 1.60
Continence Service 4.00 4.00
Community Physiotherapy and Pulmonary Rehab 8.42 6.69
Muscular skeletal physiotherapy (MSK) 8.45 7.87
Physiotherapy rotation 6.99 5.99
Community and Acute Dietetics 14.01 12.01
Community Neuro rehabilitation Team 27.57 23.36
Podiatry 21.12 20.14
Podiatry Vascular 2.40 2.40
Adult Speech and Language Therapy 6.66 6.32
Children Speech and Language Therapy 12.93 12.61
Occupational Therapy rotation 4.00 4.00
Diabetes service 12.42 9.25
Shire Hill Intermediate Care Unit 50.12 45.12
Macmillan Team 15.20 14.40
Health Visiting 67.14 53.18
School Nursing 21.36 20.96
Family Nurse Partnership 6.00 6.00
Immunisation and vaccination team 1.99 1.99
Children’s Nutrition Service - Infant Feeding service 4.73 4.58
CYP Health Mentors 2.13 3.13
Optometry 0.94 0.58
Enuresis 0.85 0.85
Integrated Service for Children with Additional Needs (ISCAN) 24.24 19.23
Learning Disability Team 20.53 17.56
Community Safeguarding Team/ Looked After Children’s Team 8.71 7.71
Early Attachment Service 2.23 1.30
Gateway Refugee and Asylum Seeker Service including Refugee Health Visiting 0.98 0.80
Pupil referral Unit Nurse 1.00 1.00
Youth Offending Team Nurse and Speech and language Therapist 1.50 1.50
Orthoptics 6.54 5.84
Community Nursery Nurses 3.00 3.00
Language Service LIPS 4.05 4.05

Total 496.82 448.51
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1.0 INTRODUCTION

1.1 The purpose of this paper is to provide the Board with an overview of the Medical
Staffing profile in particular details of the vacancy rates, the position with regards to
locum cover to bridge the gaps and steps being taken to recruit to the vacancies.

1.2 At Month three (June) the Trust employs 230.70 wte doctors, 32% of which are on
fixed term contracts (including doctors in training).

1.3 Overall staff grade vacancy rate is above 22%, with most vacancies within the middle
grades.

1.4 Consultant’s vacancy is reported at 13.45%.

Table 1

Medical & Dental
Grade

Funded Est.
as at

30.06.2016

SIP as at 30.06.2016 Vacancies as at
30.06.2016

All FTC wte %
Consultants 123.35 104.28 7.85 19.07 13.45%
Middle Grades 96.51 54.22 7.00 42.29 43.82%
Junior doctors 28.00 24.20 11.60 3.80 13.47%
Trainees 51.00 48.00 48.00 3.00 5.88%
Total 298.86 230.70 74.45 68.16 22.81%

Table one – Breakdown of medical and dental funded establishment, SIP and vacancies by grades.

2. VACANCIES

2.1 There are 19.00wte consultant vacancy posts across the Divisional specialties.

Table 2 – Consultant Vacancies by Specialty

Directorate Specialty Grade Total

GENERAL MEDICINE Dermatology Consultant 1.67

Elderly/Stroke Consultant 1.00

PATHOLOGY Pathology Consultant 1.00

RADIOLOGY Radiology Consultant 3.10

URGENT CARE A&E Consultant 4.00

MAU Consultant 1.00
ORTHOPAEDICS Orthopaedic Consultant 4.00

SPECIALIST SURGERY Dental Dental Consultant 1.00
ENT Consultant 1.00
Ophthamology Consultant 0.59
Plastic Surgery Consultant 0.71

Total 19.07

2.2 As previously reported there are high levels of vacancies in areas which are
nationally difficult to recruit. Nationally and Trust-wide, the area’s most difficult to
recruit are A&E and Radiology at Consultants level and at Middle grade level in A&E
and Medicine.
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Table 3 – Middle Grade Vacancies by Specialty

Directorate Specialty Grade Total

MEDICINE Gastroenterology Specialist Registrar 1.00

General Medicine Specialty Doctor 2.00

Elderly
Specialist Registrar 1.00

Specialty Doctor 1.00

PATHOLOGY Pathology Specialist Registrar 2.00

SPECIALIST
MEDICINE Cardiology

Specialist Registrar 1.00

Specialty Doctor 1.35

Diabetes Specialist Registrar 1.00

Respiratory Specialist Registrar 2.00

URGENT CARE A&E Specialty Doctor 8.00

MAU Specialty Doctor 1.00

OBSTETRICS
Obs & Gynae

Specialist Registrar 6.00

Specialty Doctor 1.00

ORTHOPAEDICS Orthopaedic s Specialist Registrar 1.00

PAEDIATRICS
Paediatrics

Specialist Registrar 5.00

Specialty Doctor 1.00

ENT Specialist Registrar 0.55

SURGERY General Surgery Specialist Registrar 3.00

THEATRES
Anaesthetic

Associate Specialist 0.39

Specialist Registrar 3.00

Total 42.29

3. RECRUITMENT & JOB PLANNING

3.1 Workforce Planning meetings have taken place with each Division to fully
understand the issues within each specialty and to begin to discuss what the
longer term solutions are given the known national shortages. HR and
Business Managers are supporting immediate recruitment action plans of
existing vacancies with ongoing adverts and recruitment.

3.2 In addition to the Workforce Planning meetings Job Planning Consistency
meetings have taken place to fully understand the outcomes of job planning
activity in each specialty, the aim to provide support to teams and to address
any inconsistencies across the Trust. Job Planning training has been offered
to all clinical teams and the wider consultant body. The focus has been on
understanding activity versus demand to fully understand the workforce
requirements going forward – the primary aim being to reduce the number of
WLIs taking place. This has identified existing good practice with reviewing
medical rotas and job plans.

3.3 In the last six months there have been 11.00 wte appointments at Consultants
level and 9.00 wte at middle grade level who now have commenced in post.

3.4 In the last three months there have been 7.00 wte consultants, 4.00 wte of
which are A/E locum consultants and 3.00 wte middle grades job offers to
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individuals who are now currently undergoing pre-employment clearance with
predicted start dates during July/August/September and October.

3.5 There are12.00 wte consultant posts currently advertised on NHS Jobs and
the Trust is working with Hunter Health Care, an external ‘head-hunter
agency’ to see if we can recruit to a clinical lead post in Radiology.

3.6 There are 13.00 wte middle grade posts currently with open with on-going
adverts on NHS Jobs.

Table 4 currently advertised consultants & middle grade post

Division Specialty Grade Posts
Advertised
(wte)

Medicine/Urgent
Care & Clinical
Support

Radiology Consultant 4.00 wte

Pathology Consultant 1.00

Dermatology Consultant 1.00

Gastro Consultant 1.00
Elderly Medicine Middle Grade 3.00
A/E Consultant 1.00

Middle Grade 2.00

MAU Middle Grade 4.00
Surgery, Women’s
& Children’s

Trauma &
Orthopaedics

Consultant 1.00

Middle Grade 2.00

Paediatrics Consultant 1.00
Obs & Gynae Consultant 2.00
Anaesthetics Middle Grade 1.00
General Surgery Middle Grade 1.00

4. ACTION PLAN

4.1. We are continuing with rolling adverts all the hard to fill posts.

Number Action Status Lead Director
1 Weekly reporting, review and analysis

of all medical and dental vacancies
In progress Director of HR

2 Streamlining the recruitment process
reducing time to hire.

In progress Director of HR

3 Review other methods of advertising
and recruitment for hard to fill posts.

In progress Director of HR
Medical Director

4 Review all medical posts to ascertain
what the longer term recruitment plan
maybe e.g. joint recruitment with
another Trust/recruit to alternative roles
e.g. Specialist Nurse/Advance Nurse
Practitioner.

In progress Director of
HR/Director of Ops
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5. RECOMMENDATION

5.1. The Board are asked to note the contents of the report and endorse the action plan
outlined in Section 4 above.
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1. Introduction

The purpose of this paper is to provide an update to the Board on the progress being made

with the development of the Trust Workforce Strategy.

One of the biggest challenges in developing a Workforce Strategy is addressing the current
workforce issues whilst also trying to establish new models of care and identifying the
workforce of the future.

We need to support our workforce to work safely today, but importantly also help them
prepare for future workforce changes which will inevitably arise as the agenda around
Integrated Care develops. As the expectations of patients and carers change, the
workforce of the future will not only provide care and treatment but it will more than likely
provide more guidance and coaching to patients as they assume greater control of their
personal health and well-being.

We need to start and understand workforce challenges on a larger scale, working as
part of the wider health and social care economy on system wide solutions to deliver
excellence in care for our local and the wider population. Given likely future changes to
the way we work, where we work and how we work, flexibility and adaptability of our
workforce is key.

The Workforce Strategy will need to be developed alongside the Trust’s Organisational
Development (OD) Strategy and Health and Wellbeing Strategy both of which have a very
specific focus on the health and well-being of the organisation, its culture, leadership, values
and importantly the principles by which we manage the Trust and the these will need to be
adapted as we transform into an Integrated Care Organisation especially as staff from
different organisations will transfer to the ICO from very different cultures and with very
different ways of working.

In addition our workforce needs to have the skills and knowledge to deliver the services of
today and those future changing services of tomorrow. Education and development will
become paramount as we move forwards, already we are working with Tameside College as
we progress our strategy for bands 1-4 and develop Apprenticeship programmes. Any
education and training programmes will need to respond to future service needs and in
house training programmes will need to meet statutory requirements as simply as possible
whilst we continue to develop the skills of our managers and build their OD/transformational
capacity and capability.

The workforce strategy will not include a detailed workforce plan as this will sit as a separate
document and developed alongside the development of the ICO as part of the Care
Together HR & OD Workstream.

2. What will the Workforce Strategy set out to do?

2.1 Address Current Workforce Gaps

The Trust experiences significant difficulties in recruiting to some key medical roles, such
middle grade and consultant level doctors in A&E, Acute Medicine and Radiology. The Trust
is also struggling to recruit to qualified nursing roles particularly at band 5 level. These
issues are not unique to Tameside, as these staff groups are a known national shortage.
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However, the Trust has the disadvantage of being a small, general Trust which is within
reasonable commuting distance of larger, specialist Trusts. These gaps in the workforce
affect service delivery, increase workforce costs (through bank and agency) and affect the
health and wellbeing of our existing workforce.

The Trust is currently overspending against its pay budget, which is compounding its overall
financial position. The Trust continues to have high levels of bank and agency usage, most
notably within the nursing and medical workforce. It also has a high level of extra contractual
payments and waiting list initiative payments, for work done outside core hours.

2.1.1 How will we do this?

 High level analysis of the long term vacancies and short, medium and long term
plans to address the vacancies in those areas

 Service reviews to be undertaken to assess the feasibility of how services are
currently running, skill mix and options appraisals going forwards regarding staffing
make up within teams

 Review the requirements of the services now through Workforce Planning, Job
Planning and service transformation projects

2.2 Design the Workforce of the Future

Given the changing local and national context we know we need to strategically look at
workforce priorities to support not only the delivery of services but also the
transformation of services, not just within health, but across health and social care and
indeed private and independent sector providers. In addition we need to consider
technological developments and how advancing technology will impact on our future
workforce. Not just how they will work, but where and when.

The Care Together Work streams of Urgent Integrated Care, Planned Care and
Neighbourhood Teams we will need to ensure we are visioning the future workforce
using a patient centric workforce planning model that looks at what is needed to deliver
each of the models of care.

Workforce planning will play a fundamental part of what we do forecasting will be an
integral part of the business processes so the Trust fully understands the current
workforce position and what will be needed in the future. Teams will need to be
recruited, developed and staffed appropriately in order to meet both current and future
needs and innovative roles and new ways of working will be implemented alongside the
current workforce and adapted as we develop core and multi-disciplinary teams.

2.2.1 How will we do this?

 Co-design employment models to enable staff to influence the design of new roles
and to support new ways of working, particularly as care shifts in focus from acute to
community and neighbourhood teams

 Development of HR frameworks to support cross-organisational working (developed
in partnership with others including Healthier Together, Southern East Sector and
others) enabling collaborative workforce planning at both a health economy level, but
also at GM level and helping our staff to work across a variety of settings/services
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 Design and development of more flexible and generic roles, enabling staff to work
with a core set of skills and competences, whilst being flexible in their approach
within their scope of practice.

 Exploring more flexible terms and conditions such as part time options, job sharing,
secondment opportunities and new, more flexible career paths

 Design of new roles with broader competencies to support cross-organisational
working and multi-disciplinary team working

3. Where are we now?

During 2016/17 each service within the Trust has participated in Workforce Planning
meetings to enable service managers, clinicians and nursing leaders to begin to think about
their workforce requirements; whilst informal meetings the agenda has largely centred on the
questions of ‘What are your workforce issues, how might you address these and what
support do you need to take these ideas forward?’ Latterly and dependant on the discussion
that has taken place we have encouraged teams to think about new what new roles they
might envisage and how the link with the Community/ICO agenda might assist them or
impact how they provide care in the future.

Within the Governance Structure of Care Together the HR & OD group has been meeting
fortnightly on an informal basis. Now that models of care are starting to emerge the group is
going to be expanded and will be more formal in nature. The Local Workforce
Transformational Group as it will be known will meet monthly and will take an overarching
role of the development of the local economy workforce plan.

Already it is planned that a similar approach undertaken in the hospital regarding workforce
planning is to be undertaken with the Neighbourhood teams. The idea being that each
Neighbourhood Team develops their own workforce plan and that discussions start to take
place about what workforce requirements they need going forward so we can begin to think
about what support and education requirements may be needed. This will feed in to an
overarching plan for the Neighbourhood teams and one overarching local economy
workforce plan.

In addition the People sub-group of the Urgent Integrated Care Workstream is now being
established as we begin to review the model emerging and what the workforce requirements
will be needed. This will begin to challenge the traditional workforce requirements within an
ED as we begin to think about joint health and social care teams, how might paramedics
work/assist, Advance Nurse Practitioners/ENPs, and the role of medics for example.

Discussions are already taking place across the South East Sector as the clinical model is
emerging as part of the wider Healthier Together discussions that are taking place.
Agreements are in place across the South East Sector regarding joint recruitment for any
surgical posts that become vacant in Stockport and Tameside; agreed wording will be used
in adverts and role descriptions within recruitment for posts which may be affected by
Healthier Together such as Anaesthetics, Radiology and ITU; workforce modelling is taking
place across GM as part of Healthier Together.

4. Conclusion

The Board is asked to note the progress being made with the development of the Trusts
Workforce Strategy.
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1. Introduction

The purpose of this paper is to provide an update to the Board on the progress being made

with the actions set out in the Trust’s Health and Wellbeing Strategy.

The Trust’s Health and Wellbeing Strategy was approved by the Board in February 2016.

The aim of the Strategy is to work with our staff to integrate Health & Wellbeing into our

everyday activities and to enable us to create a positive and healthy working environment for

all.

The ‘Five Year Forward View’ (NHSE 2014) identifies the need to ‘get serious about
prevention’, for action on obesity, smoking, alcohol and other health risks, for supporting
people to choose healthier lifestyles and encourage self-care. The Forward View highlights
the importance of workplace health and the opportunity for the NHS to set a national
example – supporting its staff to remain healthy and to serve as health ambassadors in their
local community.

One of the main objectives of the Strategy has been to raise awareness of health &
wellbeing initiatives and events both in the Hospital and within Tameside and Glossop. In
addition to the provision of employee support mechanisms and joint working with staff, to
identify and address areas for improvement and increase the awareness of the correlation
between positive emotional and mental health and wellbeing and physical health and
wellbeing, such as exercise.

The Strategy set out three Health and Wellbeing strategic priorities for Tameside Hospital

NHS Foundation Trust these are:

1. Leadership – to equip line managers with the tools to ensure the principles of health
and wellbeing are mainstreamed/embedded in everything that we do.

2. Raising awareness of staff health and wellbeing - to develop health and wellbeing
initiatives and communication mechanisms that will ultimately increase awareness of the
range of support mechanisms the Trust has in place already.

3. Building Resilience – recognising that over the next few years’ transformational
change will be required and that organisational change of this nature unsettles staff it is
important that our staff are aware of, and know how to deal with this effectively.

The key actions to deliver these objectives to date have been:

 A calendar of events has developed to identify 3 or 4 events per month to promote via
the Health and Wellbeing monthly newsletter, raising awareness of events,
signposting staff to events and initiatives that are taking place either nationally or
locally.

 The Trust invested early in 2016 in the creation of a dedicated Health and Wellbeing
Newsletter which is sent by email monthly to all staff in the Trust and Community.
Additionally screensavers and articles in the ‘Catch up with Karen’ weekly email
include Health and Wellbeing topics. The Newsletter has been well received by staff
and feedback has been very positive.
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 First Care Absence Management System was introduced in July 15. Managers and
staff who had used the system completed a survey in April 2016 to assess the impact
on the service. Following a review of the service coupled with the feedback form staff
and managers the contract was amended as the nurse assessment was found not to
be well received. The revised procedure has been implemented from 1st July 2016.
The reports featuring the top reasons for absence are being fed into the Health &
Wellbeing Steering Group to influence initiatives and actions to be taken forwards.

 Core Skills for Managers Programme: - two cohorts of approximately 40 staff have
been delivered to date. The programme is currently under review with the aim of
offering more flexible Masterclass opportunities going forwards. Amanda Fieldhouse
the specialist Mental Health Nurse (in OH) has designed and facilitated a mentally
healthy workplace session to be offered as part of this programme.

 Physical Activities: - An on-site weight management and fitness session was
launched in February 16 which ran until June 16. Kettlercise is still being offered
onsite on a Monday evening and promoted regularly. A number of signposted
exercise activities have been promoted to staff including Back to Netball at Westhill
High School, Tameside Health Walks and Rosehill Tennis. A running club is to be
offered on site at a local running track commencing September 16.

A number of discounted offers are being regularly promoted to encourage uptake by
staff at local gyms and fitness facilities and discussions are taking place with Hot
Yoganic in Ashton-U-Lyne who are keen to offer discounts to staff – this is being
explored as staff feedback through the survey undertaken last year indicated Yoga
was a popular class staff wanted – Hot Yoganic offer a number of classes during the
day/evenings and weekends and therefore is likely to be better placed to meet staff
needs due to the shifts worked.

 The Back Care programme Occupational Health can refer staff on to a six week
programme ran by the Trust’s Physiotherapy department. Further work is taking place
to see if OH can be notified by central referrals of appointments made so OH can
inform line managers to ensure staff release for appointment.

 The Health and Wellbeing Self Care Course provides training to individuals in self-
care skills. The aim of which is to enable participants to be active self-carers and
change the way they view their on-going health conditions or health lifestyles to
ensure a positive mind set of minor ailments, acute illness, long-term conditions or in
following a healthy lifestyle.

The Course is particularly effective for those struggling to maintain attendance levels
in work for any reason. It is offered to staff who have poor sickness absence record, or
to staff whose general wellbeing is having a negative impact on their ability to
undertake their role. Staff are offered the opportunity to attend the course as an
additional support alongside other existing support provisions i.e Occupational Health,
Counselling, Physiotherapy etc. In order to maximise the specialist advice available to
participants additional facilitators from Pennine Care’s Health Improvement
Community team have been co-opted on to the course to deliver some elements of
alongside Trust trained facilitators. Two cohorts of staff have attended the course to
date and a further course is planned for later this year. The course has been
evaluated highly by participates and their sickness is being closely monitored for
improvements.
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The actions contained within the Strategy are very much in line with raising awareness of
health and fitness and the importance of Health & Wellbeing for our staff – who the
majority live in Tameside & Glossop. The Strategy fits nicely within the agenda of the
Integrated Care Organisation – where self-care is at the fore of the Healthy Lives Agenda.

The Trust has been working with the team from TMBC on Making Every Contact Count – a
Health & Wellbeing programme aimed at improving the health and wellbeing of Tameside
residents. This programme aims to raise the awareness and importance of a healthy
lifestyle, physical and emotional health, promoting sensible drinking of alcohol, supporting
staff to quit smoking, and to utilise internal Trust and external resources.

The programme has been rolled out to staff within TMBC and the hospital though it is
recognised that there is still further work to do in this area particularly with the staff form
the Community and the newly transferred Porters and Domestics.

A copy of the full action plan can be found at Appendix 1.

2. National CQUIN – Health & Wellbeing

In addition this year NHS England has launched a national CQUIN. By introducing the
CQUIN, equivalent to a £450m incentive payment, NHS England are hoping to see
improvements across the NHS in three specific areas:

 improving the range of support across musculoskeletal, mental health and physical
activities;

 improving the uptake of flu vaccinations by frontline healthcare workers; and
 taking action on the food and drink sold on NHS premises.

Therefore a separate strand to the action plan will be developed with the Estates department
– with Emily Hewitson leading on the action relating to food and drink on the hospital site.
Already Emily has reviewed the vending machines so healthier snacks are to be included;
the restaurant menu is being reviewed with consideration for meal deals.

The indicators in the CQUIN are as follows:

 Indicator 1a: Introduction of health and wellbeing initiatives

Achieving a 5% improvement compared to the 2015 staff survey on q9 a,b,c of the
staff survey relating to health and wellbeing, MSK and stress.
Or
Introducing a set of employer led schemes for staff around physical activity, MSK and
Mental Health

 Indicator 1b: Healthy food for NHS staff, visitors and patients

Submitting data on the food suppliers, operating on NHS premises and taking action
in 4 areas including; banning price promotions, advertisement, and sale at checkouts
of food and drink high in fat, salt, sugar and saturates as well as ensuring healthy
options are available for staff at night.
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 Indicator 1c: Improving uptake of flu vaccinations

Achieving an uptake of flu vaccinations by frontline healthcare workers of 75% by
December 2016

Given the Trust’s outcomes for the 2015 NHS Staff Survey we opted to the latter sub-section
of 1a – regarding physical activity, MSK and Mental Health as actions required for 2016/17.

3. Conclusion

It is anticipated that through the embedding of the Trust Values and Behaviours, the
Leadership Development programmes along with the initiatives and awareness related to
this Strategy the Trust will develop a culture which recognises the importance of employee
health & wellbeing. This Strategy goes hand in hand with other Trust strategies in improving
the culture within the organisation

The action plan is monitored through the Health & Wellbeing Steering group. This group
reports through to the HR&OD Workforce group.

The Employee Health and Wellbeing Steering Group is chaired by the Director of HR, this
group has a range of internal stakeholders in health and wellbeing as its key members. Its
function is to ensure implementation of the Health & Wellbeing Strategy and subsequent
action plans and share information on developments and challenges on this agenda. The
group is to be broadened out in recognition of the wider ICO agenda and the Healthy Lives
workstream.

The Board is asked to note the progress being made with the objectives and actions
contained within the Health & Wellbeing Strategy.
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Health and Wellbeing Strategy Action Plan 2015/16
Health and
Wellbeing
Priorities

What we will do in
2015/16?

How we will deliver this Measures by end of
2016

July 2016 Progress Update

Leadership

We will:

1. Ensure that staff health
and wellbeing is integrated
into the Core Skills for
Managers programme.

2. Continue to develp our
leaders by running further
cohorst of the leadership
prgrammes.

 Develop and run the second
Senior Manager leadership
programme, the second ward
manager programme, and a
Band 6 leadership programme.

 Develop and run a “Core Skills
for Managers” programme, which
covers the practical aspects of
attendance management, and
managing mental wellness at
work.

 Implement the First Care system
for absence management
reporting and recording, to
enable managers to have access
to real time data, for them to
support staff.

 Reduction in sickness
absence rate to 3.8%.

 Trust will be in top
20% in Staff Survery
for staff satisfaction
and staff health and
wellbeing.

 Trust will have seen
further improvement
from 2015 results in
Staff Survey for
support offered by line
managers

 Reduction in turnover
to 11%

 Return to work
interview compliance
to be at 95%

Senior Managers Programme:- Cohort one
delivered; another cohort of 20 places is being
planned to start before Christmas.

Ward Managers programme:- we have a cohort
currently underway (15 delegates approx.) and
another planned to start before Christmas (20
places)

B6 Leadership programme:- We are planning to
deliver 2 x cohorts this business year (48 places).

Core Skills for Managers Programme:- We have
delivered two cohorts of approximately 40 staff to
date. The programme is currently under review
with the aim of offering more flexible Masterclass
opportunities going forewards. Amanda Fieldhouse
the specialist Mental health Nurse has designed
and facilitated a mentally healthy workplace session
to be offered as part of this programme. A new
Occupational Health member of staff will cover
other sessions offered in the foreseeable future.

First Care Absence Management System was
introduced in July 15. Managers and staff
wereasked for their feedback via a survey in April
2016. Following feedback about the service we
amended the contract so the nurse assessment is
no longer used as this was not found to be
beneficial to users of the service. The revised
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3. Implement a new
Appraisal process, with
a greater focus on health
& wellbeing

 Roll out a new appraisal process,
which specifically incorporates
health and wellbeing questions
into the paperwork.

Quality of Appraisals to
be in the top 20% of
Acute Trusts in the NHS
Staff Survey

procedure has been implemented from 1
st

July 16.

A new appraisal process was introduced and
rolled out to all staff from April 2015. The new
process promotes discussion and signposting
around health and wellbeing.

Awareness

We will:

1. Raise awareness of
events to ensure line
managers and staff
are aware of the
resources available
both internally and
externally to improve
and maintain a
healthy lifestyle.

2. Have mechanisms
to continuously
promote a healthy
lifestyle to our
employees

 Develop a “calendar of events”
based on national and regional
campaigns (e.g. “Dry January”)
and agree via the Staff Health &
Wellbeing Group 1 campaign
per quarter to promote to staff.

 Incorporate monthly updates on
health & wellbeing tools
available to staff via Catch up
with Karen, Team Brief, and on
TIS.

 Work in partnership with
TMBC to deliver ‘Making
Every Contact Count’ (MECC)
a Health & Wellbeing
programme aimed at
improving the health and
wellbeing of Tameside
residents. This programme will

 Reduction in sickness
absence rate to 3.8%.

 MECC session to be
running in every
Division on a quarterly
basis.

A calender of events has been developed and in
use during 2015 and 2016. The Health &
Wellbeing Steering group identify 3 or 4 events
per month to promote via the Health and
Wellbeing monthly newsletter, raising awareness
of events, signposting staff to envents, initiatives
that are taking place either nationally or locally.

The Trust invested early in 2016 in the creation of
a dedicated Health and Wellbeing Newsletter
which is sent by email monthly to all staff in the
Trust and Community. Additionally screensavers
and CUWK include Health and Wellbeing topics.
The Newsletter has been well received by staff
and feedback has been very positive.

A MECC meeting took place on the 25
th

April 16
at TGH for trainers from the hospital and from the
community:-

Next Steps
1. Refresher training session to improve

confidence for the Trainers.
2. Explore doing training sessions with
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3. Provide information
to managers and
staff on the early
identification of
health and wellbeing
issues in staff

raise the awareness and
importance of a healthy
lifestyle, physical and
emotional health, promoting
sensible drinking of alcohol,
supporting staff to quit
smoking, and to utilise internal
Trust and external resources.

 Promote specific exercise or
health initiatives
approximately once a month
to encourage staff to make
“small changes” in their daily
lives e.g. walking, tennis.

 Develop and implement a
back care programme in
conjunction with
physiotherapy and the Manual
Handling training, to be aimed
at high risk areas (e.g.
maternity);

 Evaluate the option of
providing a physiotherapy

 Back care programme
running, with a
decrease in the
number of days lost
due to
musculoskeletal or
back issues

 A decrease in the
number of days lost

volunteer dining companions & the
supported internships.

3. Public health to arrange a half an hour
condensed MECC training session.

Physical Activities:- An on site weight
management and fitness session was launched in
February 16 which ran until June 16. Kettlercise is
still being offered onsite on a Monday evening and
promoted regularly. A number of signposted
exercise activities have been promoted to staff
including Back to Netball at Westhill High school,
Tameside Health Walks and Rosehill Tennis. A
running club is to be offered on site at a local
running track commencing September 16.

A number of discounted offers are being regularly
promoted to encourage uptake by staff at local
gyms and fitness facilities. Hot Yoganic is also
being explored.

The Back Care programme OH refers staff on to a
six week programme.

Further work is taking place to see if OH can be
notified by central referrals of appointments made
so OH can inform line managers to ensrue staff
release for appointment.



4

service through Occupational
Health, in order to give more
timely advice and support to
staff with musculo-skeletal
issues.

 Investigate options in terms of
improved access to pain
management services through
Occupational Health.

 Deliver a “Self Help Course”
every quarter for staff
members with
health/attendance issues,
which will include health
checks for those staff, and
advice on living more
healthily.

due to
musculoskeletal or
back issues

 Initiatives to continue
running and received
positive feedback.

Further work is taking place to scope whether the
Physiotherapy service and pain management
service can provide support to staff.

The Self help course is being ran regularly and
gaining excellent evaluations. Two sessions
held to date including review sessions. Last
planned session in June was cancelled due to
staff being unable to attend. AB & VG to discuss
with the HRBPs ways to increase attendance.

Be Well Tameside sessions are now run in the OH
Department weekly to support staff with weight loss,
smoking cessation, physical activity, debt and
housing advice.

Resilience

We will:

1 Provide support to
staff with building
personal resilience
through practical
strategies, training
and support in
managing stress;

 Full re-launch campaign of the
Stress Policy, with supporting
guidance for managers and
stress toolkit for staff

 Train cohort of senior managers
in formal mediation skills, to
address interpersonal conflict
between individuals

 Reduction in overall
sickness rate to 3.8%.

 Reduction in overall
sickness rate to 3.8%.

Personal Resilience sessions are scheduled for
discussion in October 16

Mediation:- 8 staff have been trained in
mediation. The lodge is being used for
mediation sessions as required. A provider is
currently being sorced to provide further training.

Core Skills for Managers programme is on going.
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2 Ensure managers
are provided with the
necessary
development to
provide early
intervention and
support to staff with
health problems or
disabilities to remain
in work or return to
work as soon as
possible following a
period of absence;

 Core Skills for Manager
programme to include a full day
session on “Creating a Mentally
Healthy workplace” and
“Managing Attendance”.

 Appraisal documentation to
include reference to health &
wellbeing, as a “prompt” to both
staff and managers to discuss
health & wellbeing regularly.

 Trust will be in top
20% in Staff Survey
for staff satisfaction
and staff health &
wellbeing.

 Trust will have seen
further improvement
from 2015 results in
Staff Survey for
support offered by line
managers

New Appraisal documentation has been introduced.
Training on using the new documentation was
available and continues to be available for all
managers via formal classroom training and one to
one sessions.

The training includes knowing the importance of
health and wellbeing with your staff and what type
of conversations should take place to support staff
with health issues in an appraisal.



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th July 2016

Executive Summary The new Apprenticeship Levy comes into force in April 2017, the
target for our organisation is set at 2.3% of the total head count which based on current
headcount will give the Trust a target of 94 Apprenticeships. 0.5% of the total workforce pay
bill for those organisations in excess of £3m will be collected via PAYE, this tariff will be used
by the government to share the cost to fund Apprenticeships nationwide for all sizes of
employers ranging from small business to large corporate organisations such as ours.

This levy is payable for 3 years inclusively from 6th April 2017 to 2020. The cost implication
for our organisation will be circa £750k per annum based on the mid July 2016
organisational headcount totalling circa £2.25m. An action plan with key milestones can be
found at the Appendix.

Related Trust Objectives 3- To improve patient and service user

experience through a personalised,

integrated, responsive, compassionate

and caring approach to the delivery of

care.

Risk Assurance – risk impacted upon N/a

Legal implications/Regulatory
requirements

Non-compliance with the target will result in
organisational fines.

Financial Implications None

Has a quality impact assessment been
undertaken?

No

How does this report affect
Sustainability?

N/a

Action required by the Board
The Board are asked to discuss the contents of the report and accompanying action plan.

Agenda Item 7i

Title Apprenticeships

Sponsoring Executive Director Amanda Bromley, Director of HR & OD

Author (s) Lucy Harmer, Assistant Director of HR, ET&D

Purpose
To update the Trust Board on the Apprenticeship
Levy and Target for Tameside Hospital NHS
Foundation Trust

Previously considered by Not previously considered
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Apprentice Levy and Target

1. Purpose

1.1 This paper provides the details of a summary of the Trusts obligations as an employer in
relation to the introduction of the Apprenticeship Target and Apprenticeship Levy. With
the implications of the forthcoming implementation of the Apprenticeship Levy there is a
significant opportunity to mobilise and ensure that we can maximise the opportunity that
the Levy presents in supporting the development of their future and current workforce.

1.2 This paper includes the high level Action Plan as an appendix to provide the Board with
assurance of progress in meeting the requirements ahead of next year’s deadline. The
action plan identifies key work streams and milestones which the Education and Training
Department will undertake between now and April 2017.

2 Apprenticeship Levy

A summary of the key factors for the Trust is as follows:-

2.1 0.5% of the total workforce pay bill (in excess of £3m) will be collected via PAYE, which in
effect is a newly introduced business tax.

2.2 This tariff will be used by the government to share the cost to fund Apprenticeships
nationwide for all sizes of employers ranging from small business to large corporate
organisations such as ours.

2.3 This levy is payable for 3 years inclusively from 6th April 2017 to 2020.

2.4 The cost implication for our organisation will be circa £750k per annum based on the mid
July 2016 organisational headcount totalling circa £2.25

2.5 This organisational cost can be potentially offset by the conversion of existing and new
Band 1 or 2 roles to Apprenticeship roles. The adoption of the apprenticeship rates will
enable savings to be made to offset the levy.

3 Apprenticeship Target

In addition to our requirement as an employer to pay the levy above, we are also required to
meet the following targets to employ Apprentices:-

3.1 The target for our organisation is set at 2.3% of the total head count.

3.2 This will be firstly achieved by offering existing staff without Apprenticeship level
qualifications this development opportunity.

3.3 This will also be supplemented by establishing new Apprenticeship roles into the
organisation thereafter.

3.4 Based on our current headcount at mid July 2016 our target is 94 Apprenticeships as a
minimum via these two combined routes.

3.5 The Trust is aiming to have 55 Apprenticeships by April 2017; the methodology to reach
this is outlined in the Apprenticeship Action Plan appended.
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3.6 The full target of 94 has to be achieved by March 2018; if the workforce expands as a
result of any additional staff being recruited or transferred into the Trust, then the target
will increase proportionately.

3.7 The organisation is required to report progress to the government in the autumn of 2016,
2017, and 2018 and beyond.

3.8 A training provider can draw down funding from the government to fund many of these
qualifications; the remainder will be funded by the newly centralised Bands 1-4
Development Fund. This budget had been historically devolved to individual budgets but
was centralised and ring fenced by EMT earlier this calendar year for the development of
the Bands 1-4 workforce in the organisation to fund these qualifications.

4 Method

A breakdown of each project milestone is detailed in the attached action plan, which can be
summarised as follows:-

4.1 The Trust had already been in discussion with Tameside College regarding it’s staff in
bands 1-4 and what educational opportunities were available to them. Therefore these
conversations have now changed to how they can support the Trust with the delivery of
the Apprenticeship target.

4.2 In conjunction with Tameside College the Trust is looking to undertake a pilot cohort of a
Clinical Support Development Programme and also an Administrative Support
Development Programme for staff in our existing workforce.

4.3 This will enable staff in these pilot areas to attain qualifications in functional skills; GCSE
Maths and English; a Level 2 or 3 qualifications (combination based on individual learning
requirements). The attainment of which constitutes an 'Apprenticeship'.

4.4 This will be followed by a further pilot of new Apprenticeship roles in the organisation
towards the end of this current business year. These staff will undertake the same
qualifications as above but be new entrants into the workforce.

4.5 The volumes within these pilot cohorts are designed to meet the minimum requirements
for the organisation to attain the Apprenticeship Target (with a 10% differential
incorporated to mitigate against the factors of staff training attrition and turnover).

4.6 This approach outlined in the action plan is designed to deliver a minimum 60
Apprenticeships against a target of 55 by the end of this current business year as the pilot
year

4.7 Thereafter the Trust will be in best position after this pilot year to increase capacity in line
with future stretch targets, by extending the capacity to deliver the programmes to the
volumes required.

5 Pay Structure Options

The pay structure for Apprenticeships at the Trust has yet to be agreed; a paper will need to be
taken to the EMT and the Staff Partnership Forum for the rate to be agreed.

The options are as follows:

5.1 Apprenticeship Minimum Wage



4

5.1.1 The Apprenticeship Minimum Wage is the lowest pay rate allowable by law when
appointing Apprentices for a year.

5.1.2 The hourly pay rate currently stands at £3.30 per year regardless of age for the duration
of the Apprenticeship year (12 months contract).

5.1.3 If paying this rate it is advised that the Trust looks to fund public transport expenses and
meal allowances to make this a more attractive package for these staff. This would cost
approximately £1k per role per year.

5.1.4 In benchmarking with other organisations we are aware that Pennine Care NHS
Foundation Trust, Tameside Metropolitan Borough Council (TMBC) and Stockport NHS
Foundation Trust are currently offering this pay rate to Apprentices.

5.1.5 Pennine Acute NHS Trust currently offer this pay rate to Level 2 Apprentices (younger
learners)

5.2 National Minumum Wage for Age

5.2.1 This is the most difficult pay rate to calculate the potential offset to the Apprenticeship
Levy costs, as there is a different hourly rate depending on the age of the employee.

5.2.2 It is difficult therefore to predict the age of the successful applicants until they are
selected and appointed.

5.2.3 NI payments would be required by the employer at this salary level and have been
factored in.

5.2.4 This pay rate is above the minimum pay rate required by law for non- Apprenticeship
roles. The hourly pay rate currently stands at £7.20 for 25+ years old; £6.70 21- 24
years; £5.30 aged 18 to 20 and under 18 years £3.87.

5.2.5 Tameside College currently offer this pay rate to Apprentices, but are reviewing
increasing this in future.

5.3 Annex U - Agenda for Change

5.3.1 The last option is to pay new Apprentices under this annex of the national contract,
which acknowledges a trainee year period.

5.3.2 This is 75% of the full pay rate during the Apprenticeship year.

5.3.3 NI payments would be required by the employer at this salary level and have been
factored in.

5.3.4 For example if this was a Band 2 role, for year 1 it would be payable at £14,769 as
opposed to the 100% rate when qualified at the end of year 1 of £19,693 - a potential
saving of circa £5k per roleholder.

5.3.5 In the spirit of Annex U there is the assumption that the employee would assimilate on
the entry level spine point of that band after that 1 year period and there would be a job
available for them. This is contrary to Apprenticeships really as this is a one year role,
and significant cost savings will only be realised if we replace Apprenticeship roles with
new entrants within that role the year after. As such the Trust would not necessarily
appoint to that band afterwards, but appoint another Apprenticeship on 75% the year
after however.
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5.3.6 Pennine Acute currently offer this pay rate to Level 3 (older/adult learners only).

6. Conclusion

6.1 The Board are requested to note the Apprenticeship Action Plan, and the progress
being made with regards to the implementation of Apprenticeships at the Trust.

7. Appendices

7.1 Apprenticeship Action Plan



Tameside Hospital Apprenticeship Plan 2016-17 Set up Development Programmes + Apprenticeships

Clinical Support Development Programme pilot for HCA's (Internal Apprenticeships) Min 12 places

Administrative Support Development Programme pilot (Internal Apprenticeships) Min 12 places

External Apprenticeship Programme pilot - Min 12 roles

1. Drivers:

a. Government White Paper published

b. Provisional Apprenticeship Levy Papers published by HEE

c. Prepare for Levy starting April 2017- 0.5% of wage bill, 2.3% of workforce Apprenticeships

2. Research:

a. Benchmark other NHS Organisations

b. Explore funding from Invest In Health & claim funding

c. Liaise with Skills for Health, HEE & HENW

3. Plan:

a. Allocate specific ring-fenced budget for Bands 1-4 Development to fund Apprenticeships

b. Submit Apprenticeship Levy/Target Paper to EMT

c. Liaise with Tameside College to plan programme & cohorts

d. Identify pilot areas

4. Identify
a. Liaise with Managers/Matrons in pilot to elicit interest

b. Letters to be sent out to staff in those areas outlining the possible opportunities

c. Provide advice & signposting to all staff responding

5. Coordinate:

a. Undertake assessment of current level of Maths/English

b. Tameside College to ascertain Apprenticeship qualification level

c. Provider learners & managers with programme timetable & assessors details

6. Deliver:

a. Tameside College to deliver basic MS, Maths/English acclimatisation (if required)

b. GCSE Maths/English & functional skills delivered @ Tameside College (if required)

7. Assess:

a. Tameside College Assessor to timetable assessment sessions with learners/manager

b. Tameside College Assessor to visit learners & assess qualification (30 mins every 6 weeks)

" Tameside College Assessor to visit learners & assess qualification (30 mins every 6 weeks)

Jan FebOct Nov DecSepApr May Jun Jul Aug Mar



" Tameside College Assessor to visit learners & assess qualification (30 mins every 6 weeks)

c. Tameside College Assessor to feedback any learner issues to ETD

d. ETD Coordinator to liaise with learners/manager

8. Develop:

a. Triangulate qualifications with Care Certificate Standards table at Educational Governance

9. Recruit:

a. Ringfence 12 x Band 1& 2 posts via ECP Panel process

b. Advertise roles via NHS Jobs

c. Assessment Centre for potential candidates

d. Appoint candidates

10. Review:

a. Update & seek feedback from EMT, Board, Educational Governance Meetings

b. Pilot Review and Plans for 2017/18 to meet Apprenticeship Levy & Apprenticeship Target



TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 28th July 2016

Agenda Item 8a

Title
Quality and Governance Committee
Aggregated learning summary report –
attached

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 aggregated learning report

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 Aggregated Learning Report.



Quality and Governance Committee

The minutes of the May 2016 meeting and the June 2016 walkrounds were accepted as a correct record.
All matters arising and actions required by the meeting were agreed complete or included on the agenda.

The meeting received a paper providing an update on the A&E improvement work and specifically the
strengthening of systems for assurance on Quality and Safety from Divisional Director of Operations. She
provided a detailed overview of systems and processes used to re-energised and improved performance
around the 4 hour quality standard and the organisational development work being progressed to ensure
this was sustained. She described the scope of the practices in place across the service provision and
highlighted specifically those areas which have previously been identified as not being consistently
achieved in previous reviews. These had been specifically reinforced during the focussed improvement
work and the additional monitoring implemented and how these reinforced the Quality and Safety of care
whilst ensuring delivery of the required standards. Central to the all this was the introduction of daily safety
huddles to ensure staff were aware of the any current issues.

A comprehensive assurance and scrutiny update report was presented which highlighted issues for
awareness and update including the consultation on the proposed Single oversight framework proposed by
NHS improvement. The action required and taken in regard to the peer review notification of concerns for
cancer of unknown primary were discussed and scrutinised. The findings of the “Workforce Race Equality
standard” data analysis was provided and discussion on how this was aligned to the organisation findings.
The work on this is being progressed through the Equality and Diversity Group.

The Mazar Independent review of deaths of people with a Learning Disability or Mental Health problem in
contact with Southern Health NHS Foundation Trust April 2011 to March 2015 was presented for
awareness and it was identified that an organisational gap analysis was being produced and monitored by
Service Quality and Operational Governance group. The publication of the new national nursing strategy
“leading change adding value “ and the local alignment with this was identified along with the 5 year plan
on working together in health and social care with fire services were shared for awareness, and link closely
with the Trust integrated care work.

The paper also provided updates on the development of the PALS, complaints and satisfaction survey
fooling a pilot undertaken in Q3 and Q4 of 15./16. This had been undertaken in line with the publication of
the “Assurance of Good Complaints Handling for Acute and Community Care” The survey is now available
on the trust website for people who have access the PALS and Complaints service to provide feedback on
how the service performed. This will inform the development of the service. The strengthened process for
reviewing action from Internal audit reports was provided along with a summary outcomes of the 2015/16
Clinical audits reports from both National and local audit was shared for awareness. The committee were
also made aware of the Trust adoption of coloured lanyards specific to grade of doctor which is being
introduced to ensure appropriate recognition of the differing grades of medical staff based on an initiative
from Health Education England Northwest to ensure grades of doctors are identifiable.

The annual review of progress against the Trust Dementia strategy was reviewed and received executive
and non-executive scrutiny. The committee identified the significant work thst had been done in this area.

The Annual Integrated Safeguarding report was presented and received on behalf of the Trust Board
having been prepared and approved by the Internal Safeguarding group as a summary fo the work done
and achieved.

Update papers were received on Patient Experience and progress with the CQC assurance plan, along
with an update on the review process for the “fit and proper person test“

Updated reports relating to Significant Incidents and Duty of Candour and the Board Assurance Framework
and significant risks were received and scrutinised by the Non-executive members.

The Learning from Experience and Aggregated Learning Report was also reviewed which supplemented
the information provided in the significant incident and Duty of Candour report, and contained specific
analysis on the learning form Regulation 28 cases over the last 12 months.

Minutes of reporting subcommittee Service Quality and Operational Governance Group were received and
an update on the Risk Management meeting noted.

Trish Kalloo July 2016



Quality and Governance committee oversight of Quality and Safety relating to the
Emergency Department.

The Quality and Governance Committee were asked at the March 2016 meeting to provide
continuous assurance and have specific oversight for Quality and Safety related to patient care in
the Emergency Department, and requested to provide an update monthly to Trust board.

As previously reported above we undertook assurance walkrounds of the Emergency Department
to seek assurance on the systems and processes in place to ensure the Quality and Safety of care
for patients on the Urgent care pathway. No major concerns have been identified relating to
Quality and Safety of patient care during the walkrounds undertaken. At our latest (July 2016)
Quality and Governance meeting we received an update report on the progress to date We
received assurance on the current Quality assurance processes in place and how these have
been enhanced and reinforced by the new management to provide routine assurance and learning
which is fed into the daily safety huddles and briefings for the staff to ensure awareness and
understanding of the requirements

Committee members provided executive and non-executive scrutiny to the reported information
and were assured that much work had been done, and that system were in place, however further
work was still required to ensure these were sustained and embedded consistently by all staff to
ensure consistent Quality and Safety of Urgent care service provision.



Summary Aggregated Learning information –

Initial Data for June 2016 **still being validated

Incidents reported June 2016 **

New incidents (reported in month- includes delayed reports) 933

Reported with Moderate harm 11

Reported with Major harm 1

Reported with Catastrophic harm 0

Never Event 0

RIDDOR reported incidents 0

Complaints and PALS issues

New Complaints 34

New MP enquiry 1

New External complaint 0

New Enquiry 12

New PALS issues 173

Total issues received 230

Re opened Complaints 0

Issues /cases responded to 197

Complaints %age closed in agreed timescale 95%

Average time to close issues/cases (working days) 10

Number issues on-going @ time of monthly report 85

Ombudsman Cases upheld 2

Other Indicators

Mortality reviews required 64

Initial Mortality reviews undertaken at time of report within 14 days 64

Inquests with TGH involvement closed /heard 12

Coroner-Prevention of Future Death report (Regulation 28) 1

StEIS reports - Internal issue 2

StEIS reports - Never events 0

Safeguarding Adult cases - Allegation on hospital care 7

Safeguarding Adult cases - Allegation on other care 11

DOLS - Cases reported to Supervisory Body 14

PREVENT - Cases reported 0

Compliments 746



Aggregated Dashboard – Mar 2016 – May 16 dashboard

Incidents reported March 16 April 16 May 16
4 month

avg trend
12 month
avg trend

New incidents (reported in month- includes delayed reports) 842 960 975  

Reported with Moderate harm 9 11 10  

Reported with Major harm 0 1 1  

Reported with Catastrophic harm 0 0 1  

Never Event 0 0 0  

RIDDOR reported incidents 0 0 2  

Complaints and Concerns March 16 April 16 May 16
4 month

avg trend
12 month
avg trend

New Complaints 38 42 30  

New MP enquiry 4 0 0  

New External complaint 0 0 0  

New Enquiry 3 1 1  

New Concerns (PALS) issues 176 173 158  

Total issues received 237 228 193  

Re opened Complaints 5 3 0  

Issues /cases responded to 196 179 193  

Complaints %age closed in agreed timescale 92% 93% 92%  

Average time to close issues/cases (days) 9 8 12  

Ombudsman Cases upheld 1 0 0

Complaints & Concerns by Month by Directorate

Top Incident Causes reported
with Moderate harm and

above May 2016

 Slips/Trips/Falls

 Pressure Ulcers

 Failure To Follow Procedures

 Care Related Issues

 Theatres/Anaesthetic

 Equipment

Top issues reported in May 2016 related to

 Clinical Treatment

 Patient Care

 Values And Behaviours (Staff)

 Communications

 Admissions & Discharges (Excl Delayed Discharge)

 Prescribing



Top issues reported in Apr 2016 related to

 Appointments

 Communications

 Clinical Treatment

 Admissions & Discharges (Excl Delayed Discharge)

 Values And Behaviours (Staff)

 Other

Indicators March 16 April 16 May 16
4 month

avg trend
12 month
avg trend

Mortality reviews required 85 70 79  

Mortality initial reviews undertaken (@time of reporting) 85 70 79  

Inquests with TGH involvement closed /heard 12 14 9  

Coroner-Prevention of Future Death report (Rule 43 ) 1 0 0  

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 March 16 April 16 May 16
4 month avg

trend
12 month
avg trend

StEIS reports – Internal issue 3 0 2  

StEIS reports – Never events 0 0 0  

Safeguarding Adult cases – Allegation on hospital care 8 11 6  

Safeguarding Adult cases – Allegation on other care 14 20 15  

DOLS - Cases reported to Supervisory Body 5 4 3  

PREVENT – Cases reported to Supervisory Body 0 0 0  

Compliments 434 472 513  

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

 Discharge

 General Care

 Physical Abuse

 Financial/Material Abuse

 Self-Neglect



1

TAMESIDE HOSPITAL NHS FOUNDATION TRUST

Report to Public Trust Board meeting of the 28th July 2016

Agenda Item 8b

Title
Minutes of the Finance & Performance Committee
held on 21st June 2016

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
February

Previously considered by Not previously considered

Executive Summary :
The attached reflect the minutes of the Finance and Performance Committee which met in
June

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: 21st June 2016 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 C Yarwood Director of Finance CY
Mr P Nuttall Director of Performance and Information PN

In attendance

Mrs K James Chief Executive KJ
Ms A Bracegirdle Associate Director of Finance AB
Ms S Derbyshire Divisional Director Medicine and Clinical Support Services (Part) SD
Ms J McShane Divisional Director Surgery, Women’s and Children’s JM

Additional attendees

Ms D Murphy Finance Business Partner Costing, Systems and Planning DM
Mr K Fletcher Head of Procurement (Part) KF

Item
No

Description Action

68/2016 Apologies

Ms. A Bromley, Mrs Cavanagh, Mrs A Dray

69/2016 Minutes of the previous meeting 17th May 2016

Minutes of the meeting were approved as an accurate record with the following
amendments:

1. 59/2016 = typographical error amended (fort to for)

2. The following sentence in 60/2016 – Item 5.3 should read:

AB confirmed that confirmation regarding the requirements for Sustainability and
Transformation fund (STF) has not been received (rather than “have been received”).

70/2016 Action log

Action log has been updated as per discussion and is attached.

71/2016 Trust Efficiency Programme
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4.1 Month 2 Report

AB tabled the paper and advised that savings of £738k have been made in May against a
plan of £911k. Further schemes are being developed and the risk rating is reducing. At this
point in time performance is slightly under plan, which is predominantly driven by the
Corporate Division and work is ongoing to reduce the gap.

Surgery, Women’s and Children’s are performing against plan and it is anticipated the full
year savings will be achieved.

At this point in time the savings in Community Services are being taken non-recurrently.

Medicine and Clinical Support are slightly behind plan, and a significant amount of work is
being undertaken to identify further schemes and to mitigate the plans already in place.
The main concerns within the division are operational pressures and a significant reliance on
temporary staffing. Work is ongoing with the rotas to assist with substantive recruitment.

4.2 Medical Staffing Efficiency Savings

4.2.1 Surgery, Women’s’ and Children’s.

JM provided an overview of the medical productivity scheme and advised there is an in-year
value of £366k. The main areas reviewed were the reduction in waiting list payments, 42
week productivity, review of on-call PA allocations via audits, job planning and review junior
doctors rotas. Savings have also been targeted in Orthopaedics, General Surgery, Obstetrics
and Gynaecology, Paediatrics and Anaesthetics.

Performance is slight ahead of target in April and May which is due to robust job planning
and changes made to rotas. It is anticipated the target will be achieved at year-end.

Update on actions

 92% of all Consultant Job plans have been completed.

 54% of staff grade job plans have been completed – plans and dates are in place to
agree the remaining plans and a staff consultation is to take place regarding
providing cover for annual leave etc.

 On-call audit is on-going and a post has been recruited to, to support medical
staffing.

 A review of SPA activities is to be undertaken. MT enquired as to what framework
can be put in place in order to provide a consistent approach. JM confirmed that
part of the job planning process is to ensure staff understand that expectation and
objectives have been set for each speciality lead. One of which is to set objectives
for Consultants around the SPA activities and to monitor performance in order to
hold staff to account at each level. MT asked whether Medicine and Clinical Services
are also adopting a similar model. CY confirmed that the Medical Staffing Group
ensure there is parity across the Divisions, although the timings are different.

 A review of 42 week productive tool is being undertaken to provide good business
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intelligence around the number of clinics, theatre sessions and endoscopy session
each consultant deliver in a year compared to job plans and identifying the
additional sessions.

It is acknowledged that winter pressures will be a risk to the schemes in order to keep the
hospital safe.

AH asked if JM was confident of achieving the targets, JM responded that there is potential
for slippage in months 4, 5 ad 6 as the work is quite complex, but confirmed it is anticipated
that the target will be achieved at year-end.

AH enquired whether additional funding will be available for the winter pressures. CY
confirmed that funding for winter pressures has been built into the contract value and no
further funding will be available.

MT highlighted the four key areas of the schemes focus and asked if there were business
case papers for the four areas. JM advised there are no business cases, CY stated there
was a project initiation document for the reduction in medical staff expenditure. MT asked
for a figure to be put against each of the four categories as to how much efficiency saving is
expected. JM agreed to include the information into the summary sheet and confirmed that
Mr Brendan Ryan has signed off the quality assurance process and Mrs Pauline Jones is due
to sign off over the next few weeks. MT asked for a copy to be distributed to the Non-
Executive Directors as an example in order to see the process.

AH asked if there is a different process for a business case for a new scheme. CY explained
there are two different sets of business cases for new schemes. If the case is part of the
Trust’s efficiency programme or the Trust’s pressures a Business Case is presented to the
Capital and Revenue Investment Group (CRIG) which is a sub group of the Executive Team
Meeting. If it is new funding the case will through the appropriate governance for a
decision to be made, if it is funding each has been identified as part of the budget setting
process and already been approved through the appropriate governance process and in
reserves then CRIG can approve.

There is a separate process for Care Together transformation, where the Trust is working
with the Local Authority and the CCG. These Business Cases would go through the Model of
Care Steering Group and the Care Together – Finance Economy Workstream group who
make a recommendation to the Care Together Programme Board. AH asked for clarification
that the Business cases to access funding for new services, but the Business Cases to make
savings go through CRIG.

MT asked if reducing the medical staffing cost and the nursing and midwifery staffing will
impact on quality of service and quality of care and enquired as to whether this is
achievable. JM confirmed that minimal posts are being removed; it is around using the
existing posts in a more efficient way and a national tool has been used and a risk
assessment undertaken and it is not anticipated there will be any impact on quality, safety
or determent to patient experience.

MT stated that in-year saving of around £560k on medical staffing and nursing/midwifery is
predicted and asked JM is still confident this can be achieved. JM confirmed that she is
confident this can be achieved in her division and reiterated that the division is on track to
achieve the target and provided further information on actions which are being undertaken.

JM
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MT asked how easily and quickly can the changes be implemented. CY confirmed that work
is being undertaken to review the issue as a whole. KJ advised notice can be given and a
suggested transitional plan is developed.

4.2.2 Medicine and Clinical Support Services

SD provided an update with particular focus on medical staffing and advised all the schemes
have been identified as medium or high risk due to the difficulties in recruiting to vacant
posts across a number of specialities.

The planned savings are for £1.3m in year, £1m of which is recurrently. Some slippage has
been seen for a number of reasons. The forecast in year delivery is £966k, with the £1m
recurrently overall. The slippage from a Radiology perspective which relates to
recruitment. A capacity and demand exercise and a review of the job plans are being
undertaken. The timescales have slipped due to operational pressures and the ability to
release staff.

The start date for the middle grade ED element of the scheme has been slightly delayed.

Update on actions

 All of the job plans across the whole of the Division are either completed, being
progressed by the QA process or booked to take place.

 The ED Middle Grade and Consultant rotas have been reviewed and a consultation
process has commenced with the Middle Grade staff. A second tier of staff has been
introduced into the rota (Clinical Fellows and Advanced Nurse Practitioners).

 The review of the medicine junior doctors rota has not identified any significant
financial issues.

 The On-call PA allocation audit is underway and has been completed in some
specialities and due to be completed by September. Medicine has just commenced
due to some questions being put forward which have now been answered.

 Radiology – on-call audit has been postponed pending assessment of new job
planning arrangements, as there is a potential to outsource all Radiology on-call.

 The paper for the Gastro Consultant has been approved and the post is out to advert
– which will deliver a saving of £95k once recruited to substantively.

 The paper for the Dermatology Consultant has been approved and the post is out to
advert.

 Due to the changes made a significant reduction in the run rate will be seen and
with every substantive appointment a further £75k could be delivered.

 A recruitment and retention premium is being considered across all staff grades to
establish if savings can be made.

 The Medical Staffing paper has been agreed and all the posts are out to advert. The
rationale is to convert all the agency posts into substantive posts and adds and
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additional post which provides resilience within the system which will provide
financial savings and improve quality, safety, support and will have a positive impact
on length of stay.

 A Business Case has been developed for a Rheumatology Consultant and will be
presented to CRIG in July along with the Respiratory Business Case with a view to
significantly reducing WLI spend in those areas.

 The scheme for Radiology reporting has slipped slightly, the job plans have been
completed and two interviews are taking place. It is anticipated the appointments
will reduce the premium rate spend. A capacity and demand monitoring exercise is
taking place to identify the most cost effective way of reporting and is supported by
the Radiology workforce review which is being presented to CRIG in July.

The scheme remains a high risk and slippage has been seen, but it is anticipated at this
stage the target of £1m for medical staffing will be delivered recurrently.

KJ acknowledged the work being undertaken and stressed the need to understand the risks
in terms of the current trajectory which is highly ambitious giving the issues with
recruitment and the current overspend. KJ asked for details of the estimated timescale for
recruitment and the assurance that recruitment will take place. SD stated that definitive
assurance cannot be provided as staff are not available, and the Trust has particular
challenges which other organisations do not seem to have in terms of recruitment as some
Trusts are paying significant recruitment and retention premiums. SD agreed to provide an
update on the recruitment and retention premium work for the next meeting. The role of
the Advanced Nurse Practitioners is being reviewed to consider nurse clinician type roles.
Twenty applications have been received for four ENP roles and conversations are taking
place with the Clinical Director regarding the element of medical staffing. A rolling
recruitment programme is in place for Middle Grades and Clinical Fellows.

CY asked for risk rating and potential delivery of some of the schemes is reviewed to ensure
a realistic figure is provided.

AH asked if there is a balance of work to focus on containing the spend within the existing
budget and given that the division is overspending are there other actions which can be
undertaken to assist the situation in-year. SD confirmed that new schemes and innovative
ways of working are always being sought, and advised that a review of the Urgent Care
workforce is being undertaken to explore delivering a different on-call rota.

SD highlighted that this month has been particularly challenging due to Ramadan.

MT commended the work being undertaken and acknowledged the challenges faced by the
Division but asked if additional plans to be developed on the basis that cost savings for
medical staffing of £1m seem very challenging.

AH enquired if there are any further actions identified in the benchmarking. SD confirmed
that a task and finish group has commenced which is specifically reviewing length of stay
and working along the benchmarking report and caution is being shown in order not to
double count and it is unknown if any savings can be identified.

SD



7

4.3 Corporate Efficiency Savings

CY highlighted the details of the proposed schemes and explained they are predominantly
around Estates and Facilities.

CY advised a deep dive is being undertaken to review the Corporate budget (non-
recurrently) and a forecast provided for the rest of the year. It has been agreed to transfer
£500k of the Corporate target into Estates. A proposal to remove the catering subsidy for
staff and the increase staff car parking costs are to be presented to Staff Partnership
Meeting. MT requested to see a copy of the Estates plan in order to provide assurance that
the actions being undertaken are going to deliver savings.

AB highlighted that it is a recurrent full year effect of £712k is anticipated and another
£500k is to be added.

CY explained that individual and collectives meetings have taken place with Directors to
discuss systems and PIDs are yet to be developed. A review of First Care contract and
service provision has been undertaken and £32k has been removed.

Mr D Warhurst is to liaise with the Corporate Managers to review each scheme and a review
of the non-recurrent spends up to month 2 is to be undertaken.

PN highlighted the scheme for reducing the use of paper and stationary for meetings and
results and diagnostics and advised this could reduce the budget for the operational teams
rather than the Corporate budget. KJ asked for the schemes to be allocated to the
appropriate areas. CY confirmed that the Divisions are happy to accept them provided
there is evidence to support it and schemes are drawn up. PN explained support from IT
would be provided but would not lead the schemes.

MT expressed concern regarding the target of £1.6m being delivered and asked for a paper
to be provided which clearly articulates where the planned savings are coming from. CY
explained the difficulties which have been identified in agreeing targets across the
Corporate Division and advised that actions and decisions have being agreed.

A discussion took place around the benchmarking report, JM confirmed that a review of
length of stay is being undertaken.

AH suggesting including a framework for the underlying strategy and transformation target
is for Corporate Services and a discussion took place around shared services.

AH expressed concern regarding the increase in the target for Estates, CY explained that a
piece of work is being undertake to review the infrastructure to support an ICO and any
slack in the budgets is utilised correctly.

MT suggested that an appropriate cost saving figure is needed for Corporate services and
then we need to consider how the balance can be reallocated to the Divisions, some
transparency how the shortfall will be made up and asked for a report to be provided for
the next meeting. KJ stressed that divisions can challenge the corporate services and
suggest efficiencies if required.

CY
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4.4 Non Pay Efficiency Savings – Trust Procurement Strategy

CY advised that Procurement are focusing on the different aspects of Carter and reiterated
that within medical and surgical efficiency programme there are significant numbers of
procurement schemes.

KF advised that the Procurement strategy has not been updated to reflect the Lord Carter
paper, this is partly due to the actions and recommendations which are currently in
development. The strategy will be updated once the timescales have been agreed
(September) and an update will be provided to the Committee.

KF provided an update of an NHS Improvement event held for the new cohort of Carter
Trusts.

KJ outlined the recommendations.

 Policies are being introduced and a robust process
has been put in place for the trial for evaluation new goods.

 No PO no pay has been relaunched to tighten
controls and it is expected that percentages will increase in terms of compliance.

 Any item over £10k will be flagged to ensure it goes
out to tender and the SFI quotations has been completed.

 365 catalogues are on the system and are
contracted to ensure a competitive price.

 Teething issues have been identified with the bar
code scanning. The system has been implemented in Theatres.

It is anticipated that the addressable spend will be achieved within the timescales of
September 2017.

The workplans and data are shared with the supply chain and other organisations in order
to ensure work is dovetailed.

The Trust is working to level one of the NHS standards of procurement. A peer review is to
be undertaken in August, some elements are achieving level two and three. NHS
Improvement has set a target for all Trusts to achieve level two by 2018 and it is
anticipated the target will be met. KF explained that a nominated Executive and Non-
Executive lead is required to achieve level two. MT agreed to discuss the lead role with
Non-Executive colleagues.

KJ confirmed that Procurement staff are supporting each division to achieve their CIP.

The key message is to share best practice and collaboration with other Trusts.

MT enquired as to how the Trust became involved in the group of Trusts which are part of
the programme. CY advised the Trust volunteered to Carter Programme to be included as
part of Greater Manchester Health and Social Care Partnership.
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MT requested that any savings linked to Lord Carter initiatives should highlighted in future
reports. AH asked that once the Strategy has been updated a performance dashboard is
provided to the Committee. CY suggested the information is included within the
Performance report.

AH enquired how the Procurement function will work within the ICO and suggested there
may be things which could be done locally. CY advised the strategic direction for Corporate
Services moving forward under the ICO is yet to be agreed.

MT asked for transparency regarding the non pay within TEP. CY suggested including
summary information in the overarching report. KF agreed to provide a summary for the
next meeting.

KF

72/2016 Operational Performance

5.1 Performance Report

PN provided an update and highlighted the following:

Early activity data

The Trust is over performing against most of the activity plans, new outpatients are 4%
above target and some areas are significantly over performing. This is due to the waiting
times in outpatients reducing as waiting lists are being cleared and referrals remain
consistent.

Inpatient and elective work is also above target by around 3% which is being driven by
Orthopaedics in order to achieve the access targets.

KJ asked for a detailed piece of work to be completed by speciality in order to understand
demand and forecast the proposed use of private sector work.

A discussion took place around the current mix of Orthopaedic consultants and whether
their specialty is appropriate for the activity case mix; JM confirmed the Orthopaedics
Business Cases is being reviewed with a view to extending to 2.5 session days to provide
more Theatre capacity.

CY stressed the need to achieve the overall agreed activity levels in the contract. PN
advised the Trust is achieving around 93% against the 92% RTT target. The commissioners
could request the Trust achieves an average of 92% which would reduce activity. PN
agreed to provide a summary for the next Executive Team meeting highlighting any risks
associated with reducing the percentage of RTT delivery.

Theatre Productivity

Theatre late starts have been reduced from around 90% to 20%, and utilisation has
improved significantly. A company called Four Eyes have been commissioned to produce a
piece of work highlighting theatre efficiency optimisation potential.

MT asked if there is now a culture whereby people are more open and receptive to change,
JM provided an example of Gynaecology as one of the services which are fully engaged in

PN
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the improved processes and stated that staff morale is very good and clinical engagement
has improved. KJ confirmed that the Theatre staff are positive about the changes.

PN advised that Four Eyes have agreed to include a review Outpatients DNA rates,
templates and follow-ups.

KJ asked if the improvements are being converted into efficiency gains. JM advised that
once the savings have been quantified, they will be incorporated into the efficiency plans.

MT highlighted that mandatory training for e-learning Information Governance has reduced
to 79% and asked for a message to be cascaded to teams to highlight the importance of
compliance. PN advised that the data for May indicates that compliance for mandatory
training has improved across the board.

MT enquired if there are issues on AMU, KJ confirmed discussions are taking place at the
Quality and Governance Committee.

5.2 Financial Performance Month 2 Summary Review

AB provided an overview of the month 2 and advised the position is currently £239k behind
plan which is a deficit of £4.2m. The drivers of the deficit are some under performance on
the Trust Efficiency Programme, and overspends on non-pay, predominantly the use of the
independent sector.

£2.2m has been spent on agency expenditure, if the spend continues at this level, the NHSI
agency target of £12.5m will be exceeded. However it should be noted that overall, pay
expenditure is underspend. This is due to vacancies in the Corporate and Community
Services divisions and it is not anticipated the underspend continue at this level going
forward.

AH asked for an update on the financial impact of Darnton House being closed and how
quickly this could be resolved. AB advised that Darnton House is currently closed and a
temporary ward has been opened within the organisation which has 23 beds. There are
also additional escalation beds open elsewhere in the Trust. The cost of these is partially
covered by the budget for Darnton House. Spot beds are also being provided in the
Community and £750k funding has been received from the Local Authority. At the current
usage, this will fund these beds until approximately October 2016. An escalation plan has
been developed to reduce the spot beds, and needs to be implemented as soon as possible.
A Business Case is being developed to register Darnton House under the Trust’s CQC
registration with a proposed re-opening date of July 2016.

CY advised the reference to the independent sector within the report is predominantly
Trauma and Orthopaedic, General Surgery, ENT and Radiology work. AB advised that work
is on-going to streamline the Radiology reporting which uses several different sources of the
independent sector to deliver required activity levels.

SD stated as the WLI policy has been formally and fully implemented, the resultant tighter
management over use of WLIs should result in a reduction of spend.

MT asked for an explanation for the term non-clinical income. AB advised the term is used
for income which is not associated with clinical activity (eg. transformation fund, junior
doctors staff funded from the deanery etc).
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5.3 NHS Improvement Agency Cap Report

In the absence of ABr, AB provided an overview of the report and advised that a reduction
has been seen for the week ending the 5th June, it has been identified that this could be due
to school holidays and Ramadan and usage will be monitored to see if this is a seasonal
trend.

The Finance Team are to focus on the areas where there are increases or decreases in
agency usage and work with teams to reduce usage particularly in non-clinical areas.

MT advised the figures are moving in the right direction and assurance has been provided.

MT highlighted the start date for actions 1, 2, and 3 2016 appear to be wrong. AB agreed
to discuss with ABr. MT suggested that the RAG rating is provided for current status in
order to show if the actions are deliverable.

AH enquired about the changes to Community Services and asked for an update on Shire
Hill. KJ confirmed that there are no plans for immediate significant changes for Community
Services. A process is in place to ensure stabilisation of these services. KJ advised that the
Trust is working with the Local Authority to establish whether Shire Hill could be re-located
and if agreed a consultation will be required.

73/2016 Reference Costs – Process Summary

CY outlined the process which is being undertaken and advised that the data requires sign
off and submission by the 22nd July. Assurance is received in a variety of different ways and
details of the materiality and quality score will be provided to Internal Audit as part of the
process.

A report will be provided detailing the reference costs and how they compare and
benchmark against other organisations.

The Committee recommended the Board to approve the process.

74/2016 Minutes of reporting committee (CRIG)

The minutes were noted. May and June minutes to be provided for the next meeting.

75/2016 Workplan

The following amendments were agreed:

 MRI Scanner – July
 Corporate Report – July
 Remove Community Services update
 BAF – add Peter Weller to provide a report
 TEP – Non-Pay - July

76/2016 Summary of points to escalate to Board

MT to provide a brief update on the discussions around the following:
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 the deep dive challenge around the TEP, in particular medical staffing
 corporate agenda
 deep dive into non-pay
 NHS Improvement agency cap
 The review of the risk around the delivery of medical staffing and the recognition of

the operational pressures.
 The Committee recommends the Board to approve the reference costs process.

77/2016 Any Other Business

MT provided an update following a NHSI course for NED induction.

A discussion took place regarding the Sustainability and Transformation Plan (STP) and the
Five Year Forward View. CY advised that the five year plan is to be discussed at the July
meeting of Finance and Performance Committee and Trust Board.

78/2016 Date of Next Meeting: 19th July at 9.00 am Silver Springs Board Room
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