
Board Action Log March 2019

Title Assigned To Description

Create 'system map' in consultation with Cathy 

Elliott

Trish Cavanagh

Actions not yet due

Finalise and publish Governor's Handbook Steve Parsons March 19- Comments received from Governors and 

being worked through.

Board to review Committee ToR's in July 2019 

(year after agreement)

Steve Parsons Committee consideration to be scheduled in April/ May/ 

June 19 (cf forward planner)

Update Board on progress on digital Karen James

Arrange for each Board Committee to review the 

Adult Social Care FBC

Steve Parsons march 19- Date moved from May 19 to July 19, 

reflecting change in time-line

Committee Chairs to agree standard approach to 

Committee documentation

Anne Dray To include recommendation as to how the Board should 

review its own work-plan, to have consistency with the 

approach at Committee level.

 

September 2018- Taken within wider review of 

Committee doc templates. Draft prepared by Chairs of 

Committees and under discussion with EMT/ Trust Sec.

Board agreed re-date to Nov 2018

 

Nov 2018- revised draft provided to Deputy Chair. 

Under consideration. Re-dated to March 19, pending 

outcomes of Committee effectiveness review.

 

Jan 19- re-dated to July 19, to reflect revised time-scale 

for Committee effectiveness review outcomes/ 

learnings.

Arrange for each Bd Committee to review refresh 

of 5-yr strategy before Board consideration

Steve Parsons Completion date is subject to confirmation dependent 

on national time-lines being confirmed.



Board Action Log March 2019

Title Assigned To Description

Consider suggestions made at Bd in 2020 review 

of Risk Management strategy and policy

Peter Weller
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Recommendations made/ Decisions requested

The Board is invited to note the matters being drawn to its attention in the report.

This paper relates to the following Strategic Objectives-

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

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

x
3 To continue to recruit and retain talented individuals whilst developing our staff

and future workforce to support the integration and transformation of our services.

4 To enable our five primary care neighbourhood hubs and key partners to enable
them to deliver new integrated service models in order to improve the health and
well-being outcomes for our communities through supporting people-

 to prevent ill-health and live healthy, independent lives where possible;
 to manage any on-going health conditions more effectively in their own

homes and communities;
 To facilitate easy access to joined-up services in the most appropriate

location.

x
5 To deliver against the required national regulatory frameworks and agreed local

standards, in terms of quality, access and financial performance.

6 To access available technologies and research to improve the outcomes for our
patient population.

The paper relates to the following CQC domains-

Safe Effective

Caring Responsive

x Well-Led x Use of Resources



This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance 1, 3

Sustainability (including environmental impacts) N/A

Executive Summary

This report advises the Board of the key activities undertaken by the Trust Chair in the period
since the last meeting of the Board, together with some key external developments.

The Board’s attention is particularly drawn to-

a. The recommendations from the review led by Tom Kark, QC;
b. The changes to national leadership arrangements at NHS Improvement and NHS

England.



1. Kark Report

Colleagues may recall that, following the report of the Bishop Jones Panel into historic events at
Gosport War Memorial Hospital, the Minister of State for Health commissioned Tom Kark QC to
review the effectiveness of the current controls to ensure only appropriate individuals can be
Directors in the NHS- particularly around the current ‘Fit and Proper Person’ test.1 This review has
now been published, making 5 key recommendations-

1. All Directors (Executive, Non-Executive and interim) should meet specified standards of
competence to sit on the Board of any health-providing organisation. Where necessary,
training should be available.

2. A central database of Directors should be created, holding relevant information about
qualifications and history.

3. Creation of a compulsory reference requirement for each Director.
(This is intended to require “full, honest and accurate” references for all Directors, including
a statutory waiver of any relevant compromise or settlement agreement. The report sets out
a suggested template for the compulsory information to be included.)

4. The ‘Fit and Proper Person’ test should extend to all Commissioners [e.g., CCG Governing
Body members] and other appropriate Arms-Length Bodies (including NHS Improvement
and NHS England)

5. Powers to disbar Directors found to have committed serious misconduct should be put in
place nationally, through an arms-length disciplinary scheme [rather than residing with
individual organisations as at present].

Two of those recommendations- related to setting up a national register of Directors and their
qualifications/ history, and setting new national competency standards for Directors- have been
accepted in principle by the Government. Practical implementation, and the possible way forward
for the other three recommendations, has been referred to the workforce review that is currently
being led by Baroness Harding. That review has given an initial indication that it sees the
recommendations being taken into action; however, the Board should also note that formal
changes would require further legislation, either through changes to the 2014 Regulations or
through primary legislation.

2. Changes to national leadership arrangements

Following on from the matters reported in January regarding the formation of single regional teams
across NHS Improvement and NHS England, the two organisations have now announced that they
will be putting in place a single set of executive leadership. Mr Ian Dalton has left NHS
Improvement as their Chief Executive; a Chief Operating Officer for NHS England, who will also be
the Chief Executive of NHS Improvement, is to be appointed and report managerially to Mr Simon
Stevens (Chief Executive, NHS England).

The Board may also wish to note that, as part of their proposals for legislative change, NHS
England and NHS Improvement have suggested that appropriate legislation is brought forward to
formally bring them into a single entity. Currently, there is no timescale for such legislation that has
been indicated.

I’d also like to inform the Board that I’ve been asked to join the NHS Providers reference group on
the future relationship between NHS England and NHS Improvement. This group is intended to be
a sounding-board for NHS Providers as it responds to the developing relationship, in order to
ensure that provider views and concerns are heard.

1 As set out in Regulation 5 of the Health and Social Care Act 2008 (Regulated Activities) Regulations
2014.



3. Elections to the Council of Governors

Following the close of nominations on 13th March, the following have been elected unopposed to
serve on the Council of Governors-

Public Ashton Champak Mistry

Public Audenshaw Wendy Brelsford *

Public Denton (2) Mike Walker

Public Longenshaw Anne Corrie *

*- Served previously

We will be making the necessary arrangements to welcome new colleagues, and induction training
for both new and returning Governors will be arranged shortly.

4. Feedback from the Council

Directors will be aware that Council met on 21st March. Whilst I’m not able to write in detail about
the feedback owing to the timing of the meetings, I will be giving the Board a brief update at the
meeting.

Colleagues have previously discussed the desirability of supporting Governors to be more
engaged with their communities; and over the next few months I will be working with Governors to
support them in playing a more active role in community engagement activities. We have started
with encouraging Public Governors in the Tameside area to attend their local Strategic
Neighbourhood Forums (arranged as part of Tameside Council’s governance structures): and, with
the refreshment of the Trust’s public membership database, I am looking forward to the
development of a new strategy to ensure that the Trust’s members are appropriately engaged in
our work.

5. Board development

I’d take this opportunity to confirm for colleagues that I’ve put into place a Board Development
programme, which will be facilitated by Dr Jay Bevington of Deliotte.

6. Engagement Events

I would like to draw the Board’s attention to two events that have recently been held-

a. The regular Patient Experience Network conference, in partnership with Tameside MBC
and the Clinical Commissioning Group, was held in February

b. We have held a key local conference on People and Community-powered Health in March.

I’d also advise the Board of the other activities that have taken place since the last meeting-

 I’ve attended events for Trust Chairs in the North-West, and have met individually with the
Chairs of other Trusts;

 I have attended various community engagement events in various parts of the area the
Trust serves;

 And I’ve attended various “out and about” events with staff.
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Recommendations made/ Decisions requested

The Board are invited to note the matters being drawn to their attention in the report.

This paper relates to the following Strategic Objectives-

X
1 To ensure our patients and users receive harm-free care by improving the quality

and safety of our services through the delivery of our Quality and Safety
programme.

X
2 To improve our patient and service user experience through the delivery of a

personalised, responsive, caring and compassionate approach to the delivery of
care

X
3 To continue to recruit and retain talented individuals whilst developing our staff

and future workforce to support the integration and transformation of our services.

X

4 To enable our five primary care neighbourhood hubs and key partners to enable
them to deliver new integrated service models in order to improve the health and
well-being outcomes for our communities through supporting people-

 to prevent ill-health and live healthy, independent lives where possible;
 to manage any on-going health conditions more effectively in their own

homes and communities;
 To facilitate easy access to joined-up services in the most appropriate

location.

X
5 To deliver against the required national regulatory frameworks and agreed local

standards, in terms of quality, access and financial performance.

x
6 To access available technologies and research to improve the outcomes for our

patient population.

The paper relates to the following CQC domains-

X Safe X Effective

X Caring X Responsive

x Well-Led x Use of Resources



This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance 2, 3, 5, 7

Sustainability (including environmental impacts)

Executive Summary

This report updates the Board on matters that are in development in the local and regional health
economies, and other national developments that are not being covered in other papers. It also
draws the Board’s attention to other matters that are in development within the Trust.

Attention is drawn to the following-

a. The update on arrangements regarding leaving the European Union;
b. The announcements since the last Board meeting regarding technology use in the NHS;
c. Our work with Health Innovation Manchester.



1. Procurement services award

I’m delighted to be able to report that the Trust has been awarded Level 2 accreditation for NHS
Procurement and Commercial Standards, making us one of only 17 Trusts nationally to have
achieved this standard. The Standards are structured to provide assurance to both the Board and
key stakeholders regarding our procurement performance, and also to suggest areas of
improvement. Areas reviewed in the assessment are:

 Strategy & Organisation
 People & Skills
 Strategic Procurement
 Supply Chain
 Data, systems and Performance
 Policies & Procedures

Following the initial assessment process, the Head of Procurement and the Procurement Manager
presented to the accreditation panel; and the Trust was assessed to have achieved Level 2 status.
The panel particularly noted the Trust’s Procurement Efficiency Group as an example of best
practice, and one that other organisations could learn from.

My congratulations to everyone in the Procurement team on this exceptional award.

2. Leaving the European Union

The Board has previously discussed the arrangements in place to safeguard services in the event
of the United Kingdom leaving the European Union without an agreed approach and the necessary
legislation having been approved by Parliament. It should be noted that, given the timing of papers,
this section is being written on the basis that the date set in legislation (29th March 2019 at 11pm)
remains relevant; if that changes, I will provide a verbal update to the Board at the meeting.

As previously reported, key issues related to leaving the European Union- particularly regarding
the supply of pharmaceuticals and other medical consumables- are being dealt with centrally by
the Department of Health and Social Care. As required by the Department, stock levels of these
items are being kept to normal levels.

In terms of staffing, the Trust has a relatively lower number of colleagues who have joined us from
the European Union, and who might therefore be affected by any change in status as a result of an
exit from the Union without agreement. We have been supporting these colleagues to ensure that
their status is unaffected, taking them through the scheme put in place by HM Home Office; and it
is pleasing that most colleagues who might be affected have remained with the Trust.

The Board discussed the risk score for the related Board Assurance Risk in January. The score
has been regularly reviewed by the Executive team in the period since; based on the information
available, and in particular that the Department for Health and Social Care is managing the flow of
pharmaceuticals and medical consumables nationally, the judgement of the Executive team is that
the risk continues to be moderate (scored as 9). The scoring will continue to be kept under review,
as the situation develops.

3. Use of digital in the NHS

In the period since the last Board meeting, there have been three significant developments in how
the NHS is expected to move forward with the use of information technology. These feed into the
Secretary of State’s policy to achieve a ‘fully digitised’ NHS, and the related ‘tech vision’ that he
has announced.

NHS X

The Secretary of State has announced the formation of a new unit, titled NHSX, which is being
formed to drive the delivery of modern technology in the NHS for the benefit of patients and
clinicians. The aim is to bring together all parts of technological development in a single unit for the



NHS, to deliver the Secretary of State’s technological vision for the NHS and the related parts of
the 10-year plan.

Key aims for the unit include-

 Setting national NHS policy and best practice in technology and data-sharing, including
setting national standards and open-data obligations for source code;

 Driving work to ensure NHS systems can inter-communicate and that key items such as a
patient’s records are available in all medical environments where they are required (shared
across GP, ambulance, acute, mental health &ct)

 Delivering core common products such as the NHS App
 Setting procurement standards for technology ‘kit’ to ensure value for money and ability to

meet national expectations
 Setting cyber-security standards and designing security into all systems
 Championing a digital-ready and digital-skilled workforce to deliver better patient care.

Phasing-out of pagers

As Directors may be aware, the Secretary of State has announced that all NHS providers will be
required to cease using pagers for standard operations by the end of 2021. They will only be
allowed to be retained for emergency communications (around major incidents), as will be the case
for fax machines.

The national intention is that the use of pagers will be replaced by appropriate use of mobile
phones and apps. The national requirement is that the necessary plans and technological
infrastructure to end the use of pagers will be in place no later than September 2020; and we will
be working to put these in place. The Estates and Facilities team in conjunction with the IT team
will lead on the replacement of pagers, forming a task and finish group ensuring compliance with
the deadline and that a new robust system is in its place.

Topal Review

Health Education England has published Preparing the healthcare workforce to deliver the digital
future, a review commissioned by the Secretary of State into what development would be needed
in workforce education and training to meet the challenges of moving to a digital-first NHS. Led by
Dr Eric Topal, the review identified that a key need will be to change the skills that the workforce
has, in order for them to effectively deliver care as the NHS moves from its current configuration to
make the best and most use of digital technology to work with and for patients.

The review particularly identified Genomics, Digital Medicine and the use of Artificial Intelligence
technologies as the key changes that will occur, and which staff will need to change and develop
their skills to use effectively. He identifies a range of areas where there will need to be changes,
most of which will require national or regional development.

We will be working with partners in the North-West and Greater Manchester, particularly the
Deanery and the local Universities, as the practical implications of these proposals become clearer.

4. New appointments

I am delighted to be able to confirm that Paul Featherstone joined the Trust at the start of March as
our new Director of Estates and Facilities. I should also note that, as expected, Pete Weller joined
the Board as Director of Nursing and Integrated Governance at the start of February; and has
already taken the lead in our preparations for inspection by the CQC.

I and the team are looking forward to working with Paul to develop the support provided by our
Estates and Facilities teams.

5. Operational Planning

Colleagues will have seen that, in the private session, the Board will be invited to agree the final
submission of the operational plans for 2019- 2020. Whilst the details remain confidential pending



Board consideration, to promote transparency I can put the following information in the public
domain at this stage-

 The Trust has reached contractual agreement with the CCG, so there will not be a need to
engage any mediation or arbitration processes under the national arrangements

 The Trust has agreed a Control Total with NHS Improvement for the 2019-2020 year. This
has enabled the Trust to access central support funds, including the Financial Recovery
Fund, during the year.

 As part of the move towards the ambition set out in the 10-year plan for all providers to be
financially stable within 5 years, the Trust will be required to prepare and submit a recovery
plan by the end of the 2019 calendar year. At this stage it is not possible to give any more
details on that process, as the necessary central guidance has not yet been published.

 The plan confirms the intention, as set out in our strategic plans, to continue to develop as
part of an integrated system approach across Tameside and Glossop.

As anticipated by the national guidance, following Board approval and submission, a public
summary of the planning documents will be produced.

6. Progress on Annual Report and Accounts

As the Board will know, at the May meeting the Board will be asked to approve the Annual Report
and Accounts for the year that will end at the end of March 2019.

I would take this opportunity to confirm to the Board that there is satisfactory progress in preparing
these documents, in order that all Directors can review them and make suggestions for changes.
An update will be considered by the Audit Committee on 29th March; but the Board is reminded that
these will inevitably be subject to change, as data for the full year is not yet available. As previously
agreed by the Board, it is the intention that all Board Committees will have the opportunity to
review the text documents (the Annual Report and the Quality Accounts/ Report) during April and
May, to inform the final consideration by the Audit Committee and the Board.

I can also confirm that the necessary arrangements are being made to provide the draft Quality
Accounts/ Report to the three statutory consultees- the Clinical Commissioning Group, the
Tameside Overview and Scrutiny Committee, and Tameside HealthWatch.

Given our previous discussions, I would also confirm that we have looked, where possible, to
adjust the focus to be both easier to read and more forward-looking. However, the documents are
produced within very tight guidelines, and the space to have those changes is limited.

7. National approach to Mental Health support for staff

Health Education England has published the report of the NHS Staff and Learner’s Mental
Wellbeing Commission, outlining steps that the NHS and individual NHS organisations can and
should take to support the mental health and well-being of staff, volunteers and others supporting
the services that they provide. The key recommendations are-

a. Every NHS organisation (and the NHS as a whole) should establish a Workforce Well-being
Guardian, who has the authority to deliver the 9 key principles in the report.

b. All NHS organisations should also appoint a Workplace Well-being Leader, working with
and reporting to the Guardian.

c. Career information provided by the NHS must be clear and open about the stresses
associated with the roles

d. Education provision should be revised to ensure that mental health self-help and resilience
is included

e. Estate planning in the NHS must include quiet/ safe space for NHS staff and learners
f. All NHS providers must provide post-incident support and de-briefing services to support

their staff



g. All NHS organisations should fully implement the recommendations of Thriving at Work,
with performance against the key metrics being regularly reported to Board by the
Workforce Well-being Guardian

h. Where a member of NHS staff or an NHS learner has committed suicide, the death should
be independently examined by the employing/ supporting organisation and findings
reported to the Board through the Workforce Well-being Guardian. There should also be
clear support protocols for other staff affected by these circumstances.

i. The NHS must actively prevent bullying and harassment of staff and learners, through
universal adoption of the Promoting a positive culture to tackling bullying approach from the
NHS Social Partnership Forum.

The report has been endorsed by the Secretary of State, setting out three key changes he seeks-

 Adoption of modern rota practices that enable flexibility for those on shifts;
 Providing as much support to staff as care providers as to patients
 Cultural change so that it’s unacceptable to be uncaring about staff welfare and expect

colleagues to ‘just carry on’.

We are already working with our Staff Side colleagues and the representatives of those in training
to develop our response to these proposals.

8. Greater Manchester developments

GM used the national No-Smoking Day (13th March) to launch their new “ex-smoker” campaign to
encourage and support residents to quit smoking. This is a key campaign for the partnership, and
colleagues can expect to see it widely in the Greater Manchester area. GM has confirmed its
ambition to reduce smoking by at least one-third (about 115,000 smokers) by the end of 2021; and
this also feeds into the ambitions set out in the NHS 10-year plan to contribute to forming a smoke-
free society.1 This includes all smokers admitted to hospital being offered NHS tobacco treatment,
smoke-free pregnancy pathways, and specialist support to quit in the mental health arena.

9. CQC Inspection

The process started with the Use of Resources review, followed by an unannounced inspection of
our community services and a number of our acute service areas.

Directors are also aware that the Well-Led element of the inspection process has been scheduled
for the 9th to the 11th April. We are making the necessary preparations to support colleagues
through that process, which will include interviews with most of the Directors, a range of other
colleagues, and a number of our Governors.

We will not learn the outcomes of the inspection process until the full inspection process has been
completed.

10. HSJ Value Awards

I’m delighted to be able to report that the Trust has received a total of 10 nominations in the Health
Service Journal value awards. The complete list of categories that we have received nominations
in is-

Category Nominated project

Acute Service re-design  Electronic Advice and Guidance

Emergency, Urgent and Trauma
Care efficiency initiative of the year

 Tameside and Glossop Digital Health Service
 Virtual Fracture Clinic

1
Sections 2.8 to 2.11 of the national plan.



 Development of the New Electronic Emergency Department
Health Record

Improving value in the care of
older patients

 Using digital technology to deliver place-based care to older
frail people

 Extensive Care service

Community Health Service re-
design

 Community IV Therapy

Finance or Procurement initiative
of the year

 Finance Improvement Team

Diabetes Care Initiative of the year  Denton Diabetes Diverters 100-day challenge

Technology Initiative of the year  Development of new electronic ED heath record system

My congratulations to all the teams whose projects have been short-listed, which is an
achievement in itself.

11. NHS Access standards and targets

Colleagues may have seen the recent media coverage of the interim report from Professor
Stephen Powis on access standards and targets in the NHS, and how they could be improved and
developed to ensure that they reflect and encourage the use of the latest medical treatments on
practices and will support the delivery of the Long Term Plan. NHS England has confirmed that,
following on from the interim report, they are intending to trial a number of changes which will test:

 Establishing standards guaranteeing short waits for mental health and community health
services that have been previously neglected.

 Improving clinical quality and outcomes through earlier diagnosis of cancer and faster
assessment and treatment for major emergencies such as heart attacks, stroke and sepsis.

 Helping, rather than penalising, hospitals who modernise care. Standards should
encourage consultants to work with GPs so that patients are diagnosed without a hospital
visit or A&Es to successfully treat a patient in five hours rather than admit them.

 Locking-in short waits for A&E and planned surgery and provide a more complete picture of
trust performance by measuring the whole wait experienced by every patient.

All of the above are being put forward on a trial basis, will be tested over the next several months
in a variety of settings, and are not yet national policy. The current standards are set out in the
NHS Constitution, and so final decisions will rest with Ministers as to what changes may be
adopted.
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The Board is invited to approve the Corporate Objectives, and key success criteria, for 2019-
2020.

This paper relates to the following Strategic Objectives-

X
1 To ensure our patients and users receive harm-free care by improving the quality

and safety of our services through the delivery of our Quality and Safety
programme.

X
2 To improve our patient and service user experience through the delivery of a

personalised, responsive, caring and compassionate approach to the delivery of
care

X
3 To continue to recruit and retain talented individuals whilst developing our staff

and future workforce to support the integration and transformation of our services.

X

4 To enable our five primary care neighbourhood hubs and key partners to enable
them to deliver new integrated service models in order to improve the health and
well-being outcomes for our communities through supporting people-

 to prevent ill-health and live healthy, independent lives where possible;
 to manage any on-going health conditions more effectively in their own

homes and communities;
 To facilitate easy access to joined-up services in the most appropriate

location.

X
5 To deliver against the required national regulatory frameworks and agreed local

standards, in terms of quality, access and financial performance.

X
6 To access available technologies and research to improve the outcomes for our

patient population.

The paper relates to the following CQC domains-

X Safe X Effective

X Caring X Responsive

x Well-Led X Use of Resources



This paper is
related to these
BAF risks-

All

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed

Regulatory and legal compliance

Sustainability (including environmental impacts)

Executive Summary

As a regular part of the cycle of business, the Board approves corporate objectives for the coming
year. These then form a key part of the objective-setting and appraisal process for all staff,
starting with the Chief Executive and Executive team, and working down into the hospital teams.
The corporate objectives also form a key set of measures for the Board, supported by the
success criteria that the Board sets for each objective.

Informed by the discussions at the February seminar session, this paper presents for Board
approval-

a. The six corporate objectives for the 2019-2020 year;
b. For each of the objectives, the success criteria that are proposed.

As in previous years, it is intended that the Board will be given a half-year update on progress at
the November 2019 Board meeting (the earliest available date after the September data becomes
available) and a full review at the May 2020 Board (again, the earliest available date after the full-
year data is available).



1
2
3
4
5
6

Deliver safe and caring services

Improve our patients’ and carers’ 
experience of our services

Support the health and wellbeing needs 
of our community and staff

Drive service improvement, innovation 
and transformation

Develop our workforce to meet future 
service and user needs

Use our resources wisely

Working with partners, we will:

Our Objectives for 
2019/20

Our
Values and 
Behaviours 

Safety Respect Caring Communication Learning

Our
Vision

We challenge and 

respond to improve 

safety and quality for 

everyone

We recognise, value 

and respect everyone 

around us

We are caring and 

compassionate

We actively listen to 

our patients, their 

relatives, carers and 

colleagues

We promote and 

encourage learning

To improve health outcomes for our population and 

influence wider determinants of health, through 

collaboration with our health and care partners
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Corporate Objectives 2019/20

We will:

How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

1. Deliver safe and caring services.  Maintain compliance with CQC standards of

care and overall rating of Good and aspire to be

rated Outstanding.

√ √

 A place based quality and safety programme is

implemented which delivers reduced harm

against the 2018 baseline for:

o Falls

o Infection Prevention

o Pressure Ulcers

o VTE

o Sepsis

o Acute Kidney Injury

o Hyperkalaemia

√

 Participation in 100% of all required national

clinical audits and seek to learn lessons and

improve care based on the results.

√ √

 To remain in the top 20% of the NRLS incident

reporting, whilst minimizing levels of service

harm below the national average of 1%.

√

 Improve the capture of data relating to

inpatients in order to secure improvements in

the Trust’s mortality indices (HSMR and SHMI),

with the aim of returning them to the ‘as

expected’ banding. Work with national agencies

as required on the required analysis.

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 The Saving Lives Care Bundle is fully

implemented across Maternity. √

 There is evidence that the ICO FT is part of the

National Maternity and Neonatal Health and

Safety collaborative and Maternal Medicine

Network.

√

 A business case is developed to secure

requirements for continuity of care for

maternity services during pregnancy, birth and

postnatal, in order to achieve the required 10-

year plan improvement trajectory.

√

 The ICO FT maintains its accreditation of part of

the UNICEF baby friendly infant feeding

programme.

√

2. Improve our patient and carers
experience of our services

 A Trust wide programme of patient- and-

service- user- experience accreditation is

introduced and completed in at least 75% of

services.

√

 A response rate of >95% to Care Opinion

postings will be maintained and the

compliments to complaints ratio improved from

by 5% from 2018/19 baseline.

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 A training programme for staff supporting

people with Learning Disabilities and Autism is

implemented. In year one, at least one

member of staff from each service delivery area

has received training.

√

 FFT rates will show an improvement of at least

5% from 2018/19 baseline. √

 A Dementia Strategy for the locality is agreed

and implemented to support the delivery of

those objectives specified with the 10- Year

Plan.

√ √

 A maximum waiting time of 18 weeks from the

point of referral to treatment for 92% of

patients.

√

 No patient will wait more than 52 weeks for

treatment. √

 A maximum wait of 6 weeks for diagnostic

procedures for 99% of our patients. √

 A maximum of 62- day wait for first treatment

from urgent GP referral for suspected cancer is

achieved for 85% of patients.

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 Improvements in diagnostic waiting times for

prostate and colorectal cancers are achieved in

order to support the implementation of the 28-

day standard in 2020.

√

 There are no more than 3.3% delayed

discharges. √

 The health economy achieves performance

against the (four-hour) emergency care

standard, in accordance with the Trust’s agreed

trajectory.

√

 Organisational PLACE scores reported in 2019

are improved against those reported in 2018

and against the national average score.

√ √

3. Support the health and wellbeing
needs of our community and staff

 An acute Frailty Service is established within the
Trust’s acute receiving unit. √ √

 Rockwood scores to identify a level of frailty is

in place across the system. √

 MDTs across neighbourhoods are established to

identify frail patients and services they require. √

 Continue to implement at scale those agreed

community/neighbourhood new models of care

in order to improve patients outcomes

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 A four-year lung- screening programme is

established in accordance with the nationally

established lung- screening programme, in

order to improve lung- cancer outcomes.

√ √

 A tool, to measure the long-term impact of the

new models of care on system performance and

patient health and wellbeing outcomes, is

designed in conjunction with Manchester

University.

√ √

 There is an ICO FT strategy and action plan to

reduce the NHS carbon footprint over a five-

year period.

√

 Continue to provide healthy food options for

patients and staff and reduction in sugar-

sweetened beverages.

√

4. Drive service improvement,
innovation and transformation

 The walk-in centre is transferred and an urgent

treatment centre model is established and

collocated next to the A&E Department.

√

 A system for bookable appointments is

established for the urgent care treatment

centre by December 2019.

√

 The model of same- day emergency care is

enhanced which will increase the number of

patients managed through on ambulatory care

pathway by 5%.

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 The business case is ratified and Social Care

services are transferred to the ICO FT. √

 To facilitate and communicate a Primary Care

offer to support those Practices that are

experiencing difficulties in the delivery of their

primary- care contract.

√

 End- of- Life Care services are reconfigured to

integrate the services across acute and

community sectors.

√

 Health and Social Care Children’s Services are

integrated across the locality in order to deliver

national/locally agreed standards.

√

 There is evidence that the organisation’s

development strategy supports the year three

objectives of the localities’ transformation and

integration programme.

√

 Where appropriate to our service profile, new

NICE guidance is implemented. √
 All GIRFT recommendations are implemented. √
 The number of patients entering research

clinical trials is increased by >300. √
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 Begin the rollout of Care Centric/ Graphnet

technology to deliver interoperability across

acute, primary, community and social-care

systems

√

 Support GM’s Local Health Care Record

Exemplar (LHCRE) programme by meeting all

required deadlines.

√ √

 Complete the migration of Microsoft Outlook

(emails) to the ‘cloud’, supporting much

improved offsite access.

√

 Complete the migration of the community IT

network to the Trust, delivering increased

network speed and resilience to community

staff.

√

 Commence the rollout of the Trust’s bespoke

WardBoard and WardRound applications. √

 Develop the co-morbidity application and

integrate it with the ED Cas Card and

WardBoard.

√

 Further develop the neighbourhood scorecards

and community dashboards, reflecting feedback

received from operational teams.

√

 Implement EMIS ‘remote’/ paperlite for the

majority of community services. √
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 Implement SimpleCode software to improve

coded data. √
5. Develop our workforce to meet

future service user needs
 There is an agreed place- based nursing and

AHP strategy, which also reflects the Chief

Nursing Officer’s intention and ambitions for

the ten- year plan.

√ √

 2.3% of the ICO FT’s workforce are apprentices

(95). √
 There is evidence of a locality equality, diversity

and inclusion strategy, which includes EDI

metrics.

√ √

 Against our current baseline, there is an

increase in job satisfaction amongst our staff

with protected characteristics.

√

 The electronic systems to improve workforce

efficiency continue to be rolled out. E-Job

planning and E-Rostering amongst medical staff

is delivered in year.

√
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Corporate Objectives 2019/20 How will we know that we have achieved our
objectives

Key Outcomes
Local

Greater
Manchester

10 Year
NHS Plan

National
Requirement

 To improve the scores within the NHS Staff

Survey against last year’s baseline in the

following areas

o Health and Wellbeing

o Quality of Care

o Safety Culture

o Equality & Diversity

o Safe Environment – Bulling &

Harassment

√ √

 HENW recommendations for doctors in training

are implemented. √

 An agreed programme is implemented to

support doctors applying for CESR as a route of

entry to the specialist register.

√

6. Use our resources wisely  Deliver the 2019/20 TEP, revenue, capital and
cash annual plans. √ √

 Develop a multi-year financial recovery plan to

support the implementation of the Long Term

Plan.

√

 Baseline levels of efficiency and productivity are
agreed across community and primary care
services to support resource allocation.

√
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Alongside the Integrated Performance Scorecard, 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.

This paper relates to the following Strategic Objectives

√ 
1 To ensure our patients and users receive harm-free care by improving the quality

and safety of our services through the delivery of our Quality and Safety
Programme.

√ 
3 To continue to recruit and retain talented individuals whilst developing our staff

and future workforce to support the integration and transformation of our services.

√ 
5 To deliver against the required national regulatory frameworks and agreed local

standards, in terms of quality, access and financial performance.

The paper relates to the following CQC domains-

√ Safe √ Effective 

√ Caring √ Responsive 

√ Well-Led √ Use of Resources 

This paper is related to these
BAF risks:

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

Section of paper
where covered

Equality and Diversity impacts Not considered

Financial impacts if agreed/ not agreed Page 6

Regulatory and legal compliance Throughout

Sustainability (including environmental impacts) Page 6

Executive Summary

Exception reports are included for mortality (Hospital Standardised Mortality Rate and Summary
Hospital-level Mortality Indicator); the four-hour emergency- care standard; cancelled operations;
inpatient- discharge summaries; and staff attendance. The report includes additional metrics from
the SOF. The dashboard is organised to reflect the CQC’s domains of Safe, Caring, Well-led,
Effective and Responsive.
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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 relevant month; and year-to-date performance, along with a RAG rating, to
support the Board in evaluating performance against each indicator. The report includes a redesigned
dashboard that now includes additional metrics from the Single Oversight Framework. The dashboard is
organised to reflect the CQC’s domains of Safe, Caring, Well-led, Effective and Responsive. Alongside the
Integrated Performance Dashboard, the report includes exception reports, which respond to the
performance data and allow the Executive Team and Trust Board to be assured of, and contribute to, plans
to rectify performance and quality issues. All serious incidents are reported to Trust Board in Part 2 of the
meeting for patient confidentiality reasons; therefore, no exception report is provided for this indicator.

January Performance

The Trust did not meet the four-hour emergency care target in January with performance of 89.04%.
Performance against a number of other indicators also missed the required thresholds: SHMI, HSMR, staff
attendance, inpatient-discharge summaries. The Trust met the Referral-to-Treatment standard, with
performance of 92.1%, and the national cancer and six-week diagnostic targets.

February Performance

Exception reports are included for mortality (Hospital Standardised Mortality Rate and Summary Hospital-
level Mortality Indicator); the four-hour, emergency- care standard; cancelled operations; inpatient
discharge summaries; and staff attendance.

Extended Length-of-Stay

The Trust met its objective for extended length-of-stay patients in February.

Nutrition Risk Assessment

The performance target for nutrition risk assessment was not met in February, with performance of 83%
against the 90% standard; however, this represents continued improved performance against the metric,
evidenced by comparison to the year-to-date figure of 68%.

Referral-to-Treatment/ Diagnostic Six-Week- Wait Target/ Cancer Waiting Times Targets

For February, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with
performance of 92.4% against the threshold of 92%. The Trust also reported that no patients had a waiting
time of more than 52 weeks at the end of the month. The Trust also met the national cancer standards
and the diagnostic six-week- wait target for the latest reporting months.

Stroke Targets

The Trust Board is asked to note the Trust’s banding of ‘c’ for the SSNAP (Sentinel Stroke National Audit
Programme) national stroke audit for Quarter 3 2018-19, in which the poorest performing trusts are
classified as ‘e’ and the best as ‘a’. The SSNAP audit includes 44 measures in 10 domains.

Readmissions

The Trust did not meet its readmission threshold for January 2019; however, year-to-date performance
(the most appropriate method for measuring performance against this standard), of 12.1% against the 12%
threshold, is rated as amber.

Mandatory Training and Appraisals

Performance is rated green for both mandatory training (95.9% against the Trust’s 95% target) and
appraisals (95% against the 90% standard) for February 2019.

DNA Rate

Performance against the DNA metric has improved significantly during 2018-19, with year-to-date
performance of 8.15% and of 7.59% for February.
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Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth

18/19 YTD Trend Month Period F'cast 18/19 YTD Trend Month Period F'cast 18/19 YTD Trend Month Period F'cast

Mortality 4-hour wait* Stroke

SMR (rolling 12 months- to Nov-18) ≤100 118.40 NA ≥95% 92.10% 87.80% SSNAP DSC Stroke Indicators

SHMI (rolling 12 months- to Sep-18) ≤100 122 NA Type 1 activity NA 86.72% 80.49% NA NA Number achieved out of 9 (Oct-Dec 18)

Infection Prevention & Control Waiting times Efficiency

0 10 0 ≥92% 92.34% 92.41% Q3: ≥91.5% 88.5% 89.7%

C-difficile  - actual cases YTD* 96 55 5 RTT waits- incompletes (>52 weeks) 0 0 0 Theatre utilisation (capped) ≥90% 88.3% 87.1%

Cancer Discharge Summaries

Provisional A&E (within 48 hours)  ≥95% 82.1% 96.1%

Safer Staffing Number achieved out of 8 (Jan-19) Inpatients (within 48 hours)  ≥95% 82.5% 80.7%

RN/RM hrs on shift (% of planned) NA 93.9% 95.5% NA NA Efficiency Outpatients (within 5 days)  ≥95% 87.3% 93.2%

HCA hrs on shift (% of planned) NA 104.2% 107.1% NA NA Outpatient DNA rate ≤7.5% 8.15% 7.59% Discharge Summary Quality Audit (Dec-18) 100% NA 95.9%

NHS Safety Thermometer Cancelled operations- last-minute (provisional) ≤0.8% 1.16% 2.02%

NA 92.82% 94.10% NA NA
Urgent operations cancelled for a second

time
0 0 0

≥98.5% 97.94% 98.44% Extended Length of Stay (>21 days) 67 71 69
Target Actual 4-mth Actual Current 1-mth

Patient Safety Delayed Transfers of Care- Days NA 5,799 532 NA NA 18/19 YTD Trend Month Period F'cast

≥96% 98.7% 98.2% Stroke

B NA C NA

People

≥90% 68% 83% Key Performance Indicators Target Actual 4-mth Actual Current 1-mth Mandatory training (Overall) ≥95% NA 95.9%

18/19 YTD Trend Month Period F'cast Qualified Nurse & Midwifery Turnover ≤11% NA 11.36% NA NA

Patient Experience All Staff Turnover ≤11% NA 10.87% NA NA

0 0 0 FFT positive responses (all) NA 91.40% 90.99% NA NA A&E

0 60 7 FFT response rate (A&E/ Inpatients) ≥22.5% 22.86% 18.94% HAS compliance ≥95% 92.9% 94.6%

0 0 0 Complaints received NA 422 45 NA NA Notify to Handover (30-60mins) (Jan-19) ≤30 536 66

0 1 0 Complaints responded to within Notify to Handover (>60mins) (Jan-19) ≤10 66 9

0 2 0 agreed timescale Finance (Period: Apr-18 to Feb-19) Plan (£) Actual (£) Variance (£) Rating

A&E Ombudsman cases upheld 0 0 0 Capital Service Capacity (-1.35) (-1.47) (-0.12) 4

Trolley waits in A&E (>12 hrs) 0 0 0 Staff Health and Safety Liquidity (days) (-28.89) (-61.82) (-32.93) 4

Maternity RIDDOR incidents reported 0 11 0 I&E margin (-18084) (-18113) (-29) 4

Emergency C-Section rate <15.6% NA 18.90% NA NA Calendar days lost (Staff Accidents) NA 105 0 NA NA Trust Efficiency Savings 11465 11406 (-59) 4

Staff Accident Rate <10 0.19 0 Agency spend 8816 6143 (-2673) 1

People Use of Resources Rating 3 3 - 3

strong improvement ≥96% 94.64% 94.25% Regulatory

improvement ≥90% NA 95.0% 1 3 - - -

no change FFT- Staff Survey (quarterly) - - - Good -

deterioration Recommend Treatment (Jul-Sep 18) ≥80% NA 79%

strong deterioration Recommend Work (Jul-Sep 18) ≥74% NA 68%

* Governance indicators, which appear in the Single Oversight Framework

'Duty of Candour' breaches

18-week incomplete*

CARING SERVICE PROVISION

Outpatient slot utilisation

8 NA 7

30 days (Jan-19)

Failure of safer-surgery process

Serious Incidents reported (StEIS)

WELL-LED SERVICE PROVISION

Key Performance Indicators

VTE risk assessments (provisional)

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

performance, which may be based on part-month data, operational

intelligence and historical trends. Single Oversight Framework (Oct-Dec 18)

CQC Rating* (Oct-Dec 18)

Actual is upto February unless stated otherwise.

Never Events reported (StEIS)

Regulation 28 reports (inquests)

Staff Attendance

1-month forecast 4-month trend

Appraisals - rolling 12 mths

94.6% 96.49%

SSNAP Grading (Oct-Dec 18)

on admission

Nutrition risk assessment

Emergency re-admissions within
 ≤ 12% 12.1% 13.19%

≥90%

Cancer- Composite Indicator

EFFECTIVE SERVICE PROVISION

Key Performance Indicators Key Performance Indicators Key Performance Indicators

Type 1 and Type 3 activity
NA NA 8 NA NA

THFT QUALITY ACCOUNT 2018/19

Quality Dashboard
February 2019

SAFE SERVICE PROVISION RESPONSIVE SERVICE PROVISION

MRSA - actual cases YTD*

76.7%

Harm-free care (all harms)

Harm-free care (new harms)

73.1%

C-difficile - avoidable cases YTD* -
0 8 0

Medicines reconciled
 ≥95%

QUALITY ACCOUNT: March 2019 Board (February 2019 performance)
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Integrated Performance Report: Chief Operating Officer
Responsive Service Provision: Cancer Waiting Times Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

62-day GP Referral to Treatment-Overall: (Reporting Period: Jan 2019) 85% 87.1%

Acute trusts are required to support NHS England’s 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 January 2019 and the
position stated has been fully validated, in line with the Reallocation Policy. For
the month of January 2019, the aggregate 62-day position was 87.1%, which
means that the Trust met the national standard for the month. Of the 6 breaches
in January, five were complex pathways, the result of multi-tumour sites / patient
comorbidities, 0.5 the result of treatment delay/ capacity and 0.5 the result of
external diagnostic delay.

‘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. In the month
of January, five patients were ‘near misses’ because of treatment delays and
capacity issues (four) and patient choice (one).

‘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 January, three patients were treated post day- 104. The patients’
pathways have been fully analysed at the relevant tertiary centres. The treatment
delays were the result of the complexity of the pathways and the patients’
comorbidities. No harm was caused to the patients as a consequence of the
delays.

Expected date to meet target NA Signed off by Jan Smart

Signed off by Trish Cavanagh
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Integrated Performance Report Exception Report: Medical Director (1/2)
Safe Service Provision: Mortality Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Standardised Mortality Ratio: (Reporting Period: Dec-17 to Nov-18)

Standard Hospital Mortality Index: (Reporting Period: Oct-17 to Sept-18)

≤100 

≤100 

118.4

122

ISSUE
The Trust’s Hospital Standardised Mortality Rate (HSMR), of 118.4, is greater
than the national mean of 100 and is now considered ‘worse than expected’. The
Trust’s SHMI of 122 is also ‘worse than expected’. The Trust’s crude mortality
rate increased significantly in 2017-18, a pattern consistent with the national
picture. It should be noted, however, that the increase in crude mortality
experienced at the Trust was greater than the national rate of increase, although
this was predicted in national analysis of population- based standardised
mortality rates. The Trust’s mortality indices have increased to >100 as a result of
the ‘observed’ number of deaths significantly exceeding the ‘expected’ number.

The Trust has undertaken a detailed analysis of the mortality data and mortality-
review process and has engaged with national experts on both subjects
(including NHSI and Dr Foster). The investigation generated a number of
conclusions:
 There is no evidence that the quality of care deteriorated during the period

investigated (mortality- review outcome).
 The Trust’s mortality-review process conforms to all best-practice guidance.
 The spike in crude mortality was also apparent in the Tameside and Glossop

population.
 Clinical coding is being undertaken effectively (evidenced by the comorbidity

index and signs- and- symptoms rates).
 That the indices are inflated (estimated at > 5 points) as a result of a reduced

rate of septicaemia, when compared to the national rate, which appears to be
the result of the Trust adopting more quickly revised national coding guidance
(this point was investigated by NHS Digital, with similar conclusions).

 The loss of its Palliative Care Consultant has increased the Trust’s HSMR.

 The Trust should be capturing additional long-term conditions/ comorbidities in
its clinical notes.

 Crude mortality for the last six months (September 2018- February 2019) is
lower than that of the equivalent period in 2017 and close to that recorded in
2016.

 The HSMR for the last three months (September- November 2018) is 98.6 (as
expected).

ACTIONS
1. Increase engagement with clinical teams about the mortality-review process

and mortality data, and implement Dr Foster consultant scorecards.
2. Continue to implement change in response to learning from the mortality

reviews.
3. Utilise newly- developed bespoke mortality/ coding reports.
4. Complete development of co-morbidity software, which will significantly

improve the capture of long-term conditions (June-August 2019).
5. Implement Simple Code software to improve data quality (June- August 2019).

Expected date to meet target 2019-20 Signed off by Peter
Nuttall

Signed off by Brendan Ryan



Page 9

Integrated Performance Report Exception Report: Medical Director (2/2)
Effective Service Provision: Efficiency

Target
Current

Performance
4- Month

Trend
Previous

Performance Forecast

Discharge Summaries- Inpatients: (Reporting Period: February 2019) 95% 80.7%

ISSUE
The positive impact of the roll out of the eCas Card can be seen in the
performance data shown in the scorecard, relating the ED discharge summaries,
with 96.1% of ED discharge summaries available to GPs within 48 hours.
Performance against the outpatient- clinic- letter target was 93.2%, which means
that the indicator was rated as amber for February. However, performance was
below target for the inpatient- discharge- summary target. 80.7% of inpatient
discharge summaries were completed within 48 hours in February 2019.

PROPOSED ACTIONS
The Medical Director is leading the work designed to improve performance
against the inpatient metric. The Trust’s IT System Development Team is
beginning the development of the ward electronic record, which will include
functionality for inpatient discharge summaries similar to that which has been
implemented in ED, via the ECAS card. A meeting with the clinical teams,
planned for February, has been rescheduled for early April 2019.

ASSESSING IMPROVEMENT
Using the bespoke performance reports.

Expected date to meet target 2019-20 Signed off by Peter
Nuttall

Signed off by Brendan Ryan
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Integrated Performance Report Exception Report: Chief Operating Officer (1/2)
Responsive Service Provision: Patient Safety Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Type 1 and Type 3 Four Hour Standard: (Reporting Period: February 2019)

Notify to Handover (30-60mins): (Reporting Period: January 2019)

95%

<30

87.8%

66

ISSUE

The Trust did not meet the four-hour, emergency- care standard in February, with
performance of 87.8 % against the 95% national standard. Performance in
February 2019 was better than that of February 2018 by 3.3%.

 Underlying demand continues to grow, a consequence of increased
acuity (including the beginning of a seasonal effect), and increased bed
occupancy (see second chart opposite);

 It should be noted that this performance meant that the Trust was ranked
first in Greater Manchester and in the upper quartile for the national peer.

ACTIONS

 Introduction of GP bay on IAU, allowing patients to be seen in a timelier
manner;

 Continued focus on stranded/ super- stranded patients;
 Daily performance meeting with the clinical teams to review the previous

day and prepare for day/ week ahead;
 New ED Live Dashboard now in use, providing real-time/ predictive data

about performance and flow in the Department;
 Deployment of Ambulatory-care Tracker to improve handover to

Ambulatory Care;
 Preparation for colocation of the Walk-in-Centre;
 Pilot of NWAS HALO undertaking triage as part of handover process;

 Reinforcing ‘Fit to Sit’ message with triage practitioners and NWAS staff.

Expected date to meet target Quarter 1
2019-20

Signed off by Anthony
Edwards

Signed off by Trish Cavanagh
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Integrated Performance Report Exception Report: Chief Operating Officer (2/2)
Responsive Service Provision: Efficiency Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Cancelled Operations- Last Minute: (Reporting Period: February 2019) 0.8% 2.02%

ISSUE
Increased number of last-minute cancellations in January and February 2019.

 Emergency cases prioritised, surgeon unavailable and bed unavailable
were the main reasons for cancellation in February (see table opposite).

 The increase in the number of bed-capacity cancellations was due to
greater occupancy, the result of growth in emergency demand (see bed-
occupancy chart on page 10).

 General Surgery, Plastic Surgery and Trauma and Orthopaedics
experienced the greatest number of cancellations.

ACTIONS
 The Orthopaedic Team is progressing the trauma improvement work.
 Theatres and Orthopaedics are reviewing how the trauma theatre can be

utilised more effectively.
 Themes for clinical cancellations are being assessed and any increase in

cancellations by theme is being addressed with the appropriate team.

PROPOSED ACTIONS
 Weekly utilisation review continuing, with actions owned by Directorates.
 Themes escalated to clinical teams to ascertain if protocols are being

followed or if a protocol is required.
 Theatre Improvement Meetings continue to focus upon cancelled

operations.

Reason Anaesthetics ENT General
Surgery

Gynaecology Oral
Surgery

Plastic
Surgery

T&O Total

Admin error 1 2 3
Surgeon
unavailable

8 8

Anaesthetist
unavailable

2 2

Bed unavailable 2 3 6 11
Critical- care bed
unavailable

1 1

Emergency case
priority

1 5 6

Equipment failure 1 1
List overran 1 1 1 3
Total 1 1 7 3 1 8 14 35

Expected date to meet target April 2019-20 Signed off by Alison
Marsh

Signed off by Trish Cavanagh
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Human Resources (1/1)
Caring Service Provision: People Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Staff Attendance: (Reporting Period: February 2019) 96% 94.25%

ISSUE
Staff attendance during February was 94.25%, against the 95% target. The
attendance rate for February 2019 was markedly worse than in the same
month in 2018. The reduction in sickness rates from January to February was
an anticipated seasonal improvement, expected to continue through spring. All
areas (with exception of Human Resources and Transformation) experienced
an improvement in sickness levels, with the most notable improvement in the
Division of Surgery (predominantly because of the conclusion of 18 long- term
absence cases in the month). Long- term absence continues to contribute
significantly to the sickness rate. During February 2019, 886 more days were
lost to long-term absence than in February 2018.

PROPOSED ACTIONS
 The new Deputy Director of HR. has established fortnightly case-

review meetings for long-term sickness absence. All cases will be
reviewed, to support timely management and appropriate escalation
where delays occur, with input from HR and Occupational Health.

 Discussions are underway concerning the development of a Rapid
Access to Treatment Scheme for staff accessing our services.

 A review of occupational- health provision, staff support, and priorities,
including a mapping of demand and capacity.

ASSESSING IMPROVEMENT
Improvement in attendance and reduction in associated Agency/NHSP usage.

Expected date to meet target 2019-20 Signed off by Amanda
Bromley

Signed off by Amanda Bromley
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Recommendations made/ Decisions requested

The Board is asked to note an improvement in Care Hours Per Patient Day (CHPPD) during 2018/19
compared to 2017/18 and the planned actions to be taken to implement new staffing models including the
introduction of Registered Nursing Associates (RNAs).

The Board is also asked to note ongoing work around the recently published Workforce Safeguards (NHSi,
2018) which are expected to drive changes to the content and format of this report, including greater detail
on ward establishments, the inclusion of other professional groups and services and assurances on the
impact of changes ahead of an annual governance statement about safe and sustainable staffing
arrangements.

This paper relates to the following Strategic Objectives-

X
1 To ensure our patients and users receive harm-free care by improving the quality and

safety of our services through the delivery of our Quality and Safety programme.

X
2 To improve our patient and service user experience through the delivery of a personalised,

responsive, caring and compassionate approach to the delivery of care

X
3 To continue to recruit and retain talented individuals whilst developing our staff and future

workforce to support the integration and transformation of our services.

X

4 To enable our five primate care neighbourhood hubs and key partners to enable them to
deliver new integrated service models in order to improve the health and well-being
outcomes for our communities through supporting people-
 to prevent ill-health and live healthy, independent lives where possible;
 to manage any on-going health conditions more effectively in their own homes
and communities;
 To facilitate easy access to joined-up services in the most appropriate location.

X
5 To deliver against the required national regulatory frameworks and agreed local standards,

in terms of quality, access and financial performance.

6 To access available technologies and research to improve the outcomes for our patient
population.

The paper relates to the following CQC domains-

X Safe X Effective

X Caring X Responsive

X Well-Led X Use of Resources
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Where issues are addressed in the paper-

Section of paper where covered

Equality and Diversity impacts Nil.

Financial impacts if agreed/ not agreed NA

Regulatory and legal compliance NHS England monthly requirement to publish and report
Staffing Data

The CQC report published 7th February 2017 states that
the Trust must ensure that there are appropriate
numbers of nursing staff deployed to meet the needs of
patients (medical services).

Sustainability (including environmental
impacts)

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

Executive Summary

This report confirms the on-going compliance with the requirement to receive and review
information on nursing and midwifery staffing levels at Board level.

The report details a significantly improved CHPPD compared to the same period last year. The
report also highlights a reduction in staff turnover and an improved vacancy position.

In October 2018 NHS Improvement published ‘Developing Workforce Safeguards’ highlighting
policy and best practice in effective staff deployment and workforce planning. Included in those
safeguards are new recommendations to strengthen the commitment to safe, high quality care in
the current climate. An overview of those recommendations was presented to Board in a previous
staffing paper. The Director of Human Resources and the Director of Nursing are considering the
recommendations to ensure that they are implemented in full.

This paper is
related to this
BAF risk-

AF1.23 (734) The ability to consistently sustain and maintain safe nurse staffing levels
and consistently deliver care hours per patient per day, high quality and safe care.
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1. Purpose

The purpose of this report is to inform the Trust Board of the latest position in relation to Nursing and
Midwifery staffing in line with NHS England (National Quality Board) expectations and those of the Care
Quality Commission.

2. Background

The last report to Board was presented in January 2019 and this included the November and December
2018 position.

In January 2018, the National Quality Board updated its guidance to provider Trusts which set out
revised responsibilities and accountabilities for Trust Boards for ensuring safe, sustainable and
productive staffing levels. This report presents the safe staffing position as at the end of February 2019
and confirms on-going compliance with the requirement to publish monthly data on staffing levels for
nursing, midwifery and care support worker staff.

In October 2018 NHS Improvement published ‘Developing Workforce Safeguards’ highlighting policy
and best practice in effective staff deployment and workforce planning. Included in those safeguards are
new recommendations to strengthen the commitment to safe, high quality care. Work on the
implementation of these is underway and an update will be provided in subsequent staffing reports.
However, the commitment to safe, high quality care has already been explicitly stated in this Trust.

3. Nursing and Midwifery fill rates

The Trust Board is advised that the Trust continues to meet the monthly obligations to upload safe
staffing data to the Unify system. Validation arrangements are in place to ensure that the data uploaded
to the national Unify system has been reviewed and validated by a senior member of the corporate
nursing team prior to sign-off and it is that validated data that is presented to the Board in this report.

3.1 Planned versus actual care hours per patient day (CHPPD).

CHPPD for January and February 2019 reduced slightly compared to previous months however it
remains significantly higher than the same period last year. This reduction during January and February
matches the same trend as previous years and is likely to be due to a small reduction in Registered
Nurse fill rates during increased seasonal demand and activity.
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3.2 Fill rates

The Registered Nurse/Midwife fill rate for day shifts increased in January 2019 although there was a
slight decrease in February. Despite this, fill rates remain higher for both January and February 2019
than for the corresponding months of 2018. The table and graphs below demonstrate overall trends in fill
rate; detailed information regarding this for each inpatient area can be found in the appendices.

Month Registered % of shifts
filled DAY

Registered % of shifts
filled NIGHT

Unregistered % of
shifts filled DAY

Unregistered % of
shifts filled NIGHT

Sep-18 90.5 92.4 95.4 112.4

Oct-18 92.9 96.3 96.3 115.3

Nov-18 93.1 98.9 97.4 116.2

Dec-18 91.6 97.8 96.0 116.5

Jan-19 94.6 98.6 100.1 120.1

Feb-19 92.8 98.8 97.2 123.3
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Fill rate information is based on current agreed staffing establishments. Future planned reviews of skill
mix and staffing numbers may impact this position further.

Alternative workforce models have previously been noted within this report. Through these largely non-
nursing roles, additional support has been provided to our ward based nursing teams. Roles have
included a range of Registered Nurse specialists, pharmacy technicians and physiotherapists. Non-
nursing roles do not currently contribute to the overall CHPPD calculation unless they are included in the
budgeted ward establishment.

4. Red Flags

The organisation has agreed on a number of ‘Red Flags’. These are defined as an early indicator that
there may not be adequate staffing. These are currently being reviewed by the Director for Nursing and
Integrated Governance with senior nurses across the organisation.

The Assistant Chief Nurses for Medicine and Surgery have confirmed that there were no red flags
validated in their areas during January and February.

Within the Intermediate Tier Service (ITS), availability of Registered Nurses was reported during January
and February. The Head of Nursing for ITS and Lead Nurse for Community investigated these reports
which were deemed to be unplanned but action was taken to maintain safety.

Maternity have a process for reporting and managing midwifery staffing red flags in real time. Some
clinical incidents are reported as red flags, but are not as a result of midwifery staffing levels. There is a
validation process and this enables checking that these incidents were reported appropriately as per
Trust policy.
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5. Retention

The overall position has improved during the past year and it is encouraging to note that turnover has
fallen during January and February.

6. Recruitment

A recruitment event was hosted on 19th January 2019 aiming to showcase acute inpatient ward areas
within Medicine and Elective services to prospective band five nurse employees.

Attendees were invited to apply for posts and interviews were held on 29th January. A total of five band
five Nurses were recruited of which two are registered nurses and three are Student nurses, anticipated
to qualify within the next 12 months.

A small number of enquiries continue to be received each month through a variety of sources and these
are managed on an individual basis as they occur.

A specific targeted advert and recruitment programme for the Stamford Unit is currently under
development and various acute wards have ward-specific adverts currently posted to attract staff with
the specialist skills required to work in these areas.

The Recruitment & Retention Group continues to meet, chaired by the Director of Nursing, where
ongoing consideration regarding Trainee Nurse Associates (TNA) and Nursing Apprenticeships and
potential career pathway development for Assistant Practitioners continues. The next trust-wide
recruitment event has been scheduled for Saturday 8th June 2019 and a schedule for 2019/20 is being
proposed. Focused input into sixth form colleges and education establishments is being progressed with
the Director of Nursing and the Director of Human Resources working closely together, as are their
teams to achieve this.
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The Stamford Unit are now reporting a much reduced vacancy level of 2.82WTE support workers and
4.96WTE RN. A targeted recruitment event has been planned for the 20th March although it is important
to note that staffing rates for therapists has increased and it is anticipated that this will be fully
established by April 2019.

7. Roster approval

Both the January and February rosters for all inpatient ward areas were approved and published with at
least 6 weeks’ notice; meeting the standard set in the e-Roster Policy. The eRostering Lead is working
with the Head of Nursing for Community Services to improve the approval timescales within District
Nursing. The Director of Nursing and Integrated Governance and the Deputy Director of Nursing are dip-
testing roster sign-off and checks going forwards to ensure robust oversight and scrutiny.

8. Registered Nursing Associates

The Nursing Associate (NA) role has been created to provide high quality person-centred care across
health and social care settings. The role will support the Registered Nurse position and will also create a
further entry point into Registered Nurse training.

The first intake of Trainee NAs completed the pilot programme at the end of January 2019 and the new
role was officially launched on 5th February 2019 by central government at the Houses of Parliament to
help raise awareness in the public arena. The Trust was represented at the official launch of the role by
TNA Daniela Tedesco, who was nominated by Manchester Metropolitan University as an outstanding
student from the Greater Manchester pilot cohort.

A total of 13 graduates from the first cohort of Trainee Nursing Associates have now completed formal
training and the registration process with the NMC is underway. This process is expected to be
completed by April 2019. Permanent positions as registered Nursing Associates have been identified for
all members of the cohort as follows:

 Integrated Assessment Unit – x 5
 Ward 31 x 3
 Ward 41 x 3
 Radiology x 1
 Community Nursing x 1

A preceptorship programme has been developed to support the transition of Trainees in to Registered
Nursing Associate (NA) roles, based on the band 5 nursing preceptorship programme. This includes
additional competency work developed to support continuity of care and patient safety, such as further
Medicines Management training, led and supported by the Pharmacy Team. Delivery of this programme
will be overseen by the Practice Education Facilitator (PEF) team.

Several of the Tameside NA’s have indicated that they plan to undertake Registered Nurse training in
the future. It is anticipated a number may commence their training from September 2019.

Twelve TNAs remain on the Trust’s second cohort of the programme. This group of staff are due to
progress into their second year of the programme which will be overseen by the PEF team in
conjunction with the Programme Lead and the University of Bolton.

9. Acuity/Safer Nursing Care Tool

NHS Improvement suggest a triangulated approach to deciding staffing requirements combining the use
of evidence based tools, professional judgement and outcomes to ensure the right staff with the right
skills are in the right place and the right time.
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As previously advised the Trust uses the Safer Nursing Care Tool (SNCT) for adult in-patient wards and
recently a licence to utilise the Shelford paediatric tool was agreed, which is being implemented
alongside RCM guidance for paediatric staffing. In maternity services the Birthrate+ tool is used. For
the past eighteen months safe staffing reviews have involved a tripartite review of the results of review
by senior nurses and midwives, finance and HR colleagues, together with colleagues from the areas
being reviewed. This has provided an opportunity for discussion and the application of professional
judgement alongside review of the contents of the safe staffing heatmaps and other data such as
occupancy levels, theatre scheduling and the extent to which the staffing profile is made up of senior
and experienced, or more junior, newly registered nurses and midwives.

AMU and all adult inpatient areas within the Elective division completed an evidence based acuity tool in
January and February 2019 with a number of subsequent meetings planned with the Divisional Directors
of Nursing, Ward Managers, Matrons, E-Roster Lead, finance colleagues and Deputy Director of Nursing
to review the data collated from the process.

The Registered Nursing Associate (RNA) position was previously considered as part of the June 2018
review following which establishments were agreed/proposed.

A further full SNCT review is scheduled for June 2019 following the introduction of the RNA’s and
planning days are scheduled for May 2019.

10. Midwifery Staffing

A review of midwifery staffing numbers has been undertaken using BirthRate+ (BR+) criteria and
calculation tool, in line with the NICE guidance for Safe Midwifery Staffing for Maternity Settings (NICE,
2015). The midwifery staffing ratios are monitored and reported (through the maternity and SCN
dashboard) on a monthly basis, this calculation is based on midwifery staff in post at the end of each
month and birth numbers for the previous 12-month period. This will fluctuate each month and will
enable early identification of any trend. Throughout January and February, the midwife:birth ratio has
remained at 1:29, maintaining the improved position from last year.

There is significant workforce planning and business case development underway in maternity to reflect
national and local transformation programmes including Better Births, Saving Babies Lives and
recommendations in the NHS long-term plan.

11. Children’s Services Staffing

Two additional nurses have been appointed to the Children’s Unit with recruitment underway for a
further 1.5 whole time equivalent posts. Implementation of the Shelford paediatric acuity tool alongside
the RCN guidance for paediatric staffing will advise a further workforce review once data is available
reflecting both the winter and summer months.

School Nursing posts are fully recruited to which is a significant achievement as this has previously been
a hard to recruit to area.

Health visiting vacancies have also significantly reduced and there are currently 2.5 wte vacancies out to
recruitment. Other posts have been appointed to with successful candidates awaiting start dates. We
also currently have 5 Health Visiting students in the organisation who complete training later in the year,
who we are hoping to retain upon qualification.
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12. NHS Improvement Developing Workforce Safeguards (DWS).

Published in October 2018 to support providers to deliver high quality care through safe and effective
staffing, the Developing Workforce Standards document builds on the National Quality Board Guidance.
The document describes how NHS Improvement will use a triangulated approach to deciding staffing
requirements combining the use of evidence based tools, professional judgement and outcomes to
ensure the right staff with the right skills are in the right place and the right time.

The Safe Staffing report produced in November contained details of the recommended safeguards and
the Trust is working to ensure the implementation of these 14 recommendations.

13. Summary and recommendations

This report confirms the on-going compliance with the requirement to receive and review information on
nursing and midwifery staffing levels at the board each month.

The report details an improved CHPPD compared to the same period last year and describes some
actions to be taken to implement new staffing models including the introduction of RNAs.

Included in this report is assurance on the ongoing work regarding detail on the recently published
Workforce Safeguards which will drive changes to the content of this report, including greater detail on
ward establishments and assurances on the quality impact of changes ahead of an annual governance
statement about safe and sustainable staffing arrangement within nursing and midwifery, and beyond.
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CHPPD

Actual 

CHPPD

TOTAL 

Planned Orthopaedic Unit 25 1 100.0% 0 0 2 0 0 0 Y 93.8% 12.3% 94.9% 45.6% 3.54% 16.2% 96.3% 10.79% 101.8% 12.4% 1.68% 12.9% 3.7 3.8 2.9 3.2 7.0

Integrated Gynae Surgical Unit 118 3 92.5% 0 0 5 0 0 0 Y 90.3% 7.6% 94.8% 32.1% 3.76% 14.2% 92.5% 30.59% 104.8% 38.8% 17.59% 11.8% 3.1 2.9 3.2 3.2 6.1

Emergency Orthopaedic Unit 23 0 100.0% 0 0 1 0 0 0 Y 98.4% 1.72% 97.7% 18.4% 5.38% 10.5% 94.7% 28.25% 115.0% 19.1% 1.06% 5.5% 3.5 3.7 3.0 3.3 7.0

Critical Care 85 0 100.0% 0 0 0 0 0 0 Y 106.1% 13.5% 104.5% 38.7% 0.00% 10.3% 93.8% 7.30% - N/A 0.00% - 24.6 30.6 1.3 1.5 32.1

Acute Medical Unit (AMU) 27 1 96.7% 0 0 5 0 0 1 N 94.0% 11.4% 97.5% 41.6% 3.47% 9.7% 95.8% 10.52% 99.4% 20.1% 4.33% 10.3% 4.1 4.6 4.3 4.8 9.4

Acute Cardiology Unit (ACU) 15 1 100.0% 0 0 1 0 0 0 Y 91.6% 10.9% 98.0% 36.9% 7.76% 9.0% 86.5% 20.10% 103.8% 31.1% 4.51% 12.7% 5.2 5.4 2.8 2.9 8.3

Heart Care Unit (HCU) 35 1 95.7% 1 0 1 0 0 0 Y 97.0% 14.5% 100.0% 37.6% 24.73% 19.5% 152.0% 38.96% 192.8% 57.2% 7.14% 40.5% 3.3 2.7 3.8 5.3 8.0

Ward 31 11 0 90.2% 0 0 2 0 0 0 N 80.7% 36.8% 98.8% 80.8% 33.86% 1.7 74.3% 15.39% 119.7% 52.7% 2.32% 6.3 2.6 2.4 4.4 4.1 6.5

Ward 40 58 0 96.8% 2 0 1 0 1 1 N 102.8% 7.6% 101.0% 59.1% 8.35% 13.4 106.6% 18.77% 140.1% 42.8% 8.83% 16.2 2.6 2.7 2.6 3.2 5.8

Ward 41 29 2 81.8% 0 0 0 0 0 0 N 84.5% 19.1% 91.9% 62.1% 0.55% 19.4 88.5% 29.66% 131.9% 60.7% 5.62% 13.1 2.6 2.4 3.3 3.6 6.0

Ward 42 12 2 84.3% 1 0 2 0 1 0 Y 80.5% 6.3% 101.4% 54.4% 2.53% 10.9 116.9% 13.78% 132.7% 34.5% 1.64% 9.9 2.8 2.5 2.8 3.4 5.9

Ward 44 26 1 89.3% 1 1 2 0 0 0 N 79.9% 23.9% 101.8% 35.3% 0.00% 16.7 112.6% 33.32% 144.0% 33.2% 6.11% 9.1 2.7 2.4 3.8 4.8 7.2

Ward 45 8 0 100.0% 1 0 3 0 0 1 N 72.7% 0.7% 98.2% 29.4% 1.35% 13.5 91.9% 17.60% 122.3% 23.6% 6.49% 10.9 2.7 2.4 4.8 5.3 7.6

Ward 46 32 2 100.0% 1 1 2 0 0 0 Y 72.7% 8.7% 72.1% 28.3% 9.48% 11.9 86.7% 7.38% 230.3% 34.5% 0.60% 11.3 3.0 2.3 3.0 4.2 6.5

Ward 27 (Maternity) 25 0 68.4% 0 0 1 0 0 0 Y 93.5% 24.6% 91.5% 23.4% 8.46% 11.0% 80.2% 13.88% 96.4% 7.4% 7.55% - 2.7 3.8 1.3 1.6 5.4

Neonatal Unit (NICU) 29 0 100.0% 0 0 1 0 0 0 Y 98.7% 20.0% 100.1% 21.5% 6.82% 12.7% 100.0% N/A - N/A 0.00% - 7.8 12.3 0.6 1.0 13.3

Children's Unit 76 1 94.4% 0 0 0 0 0 0 Y 97.1% 9.9% 120.8% 16.4% 0.59% 16.0% 68.3% 15.39% - N/A 13.93% - 4.4 7.1 1.0 1.6 8.7

Stamford Unit Ground 1 2 94.7% 1 0 1 0 0 0 N 97.9% 9.8% 92.7% 56.3% 1.38% 4.1% 103.7% 11.09% 102.7% 13.3% 3.04% 8.9% 1.7 1.7 3.8 4.1 5.7

Stamford Unit 1st Floor 3 0 80.0% 0 0 0 0 0 0 N 96.2% 10.8% 100.2% 48.9% 3.41% 18.6% 106.4% 22.52% 105.9% 52.4% 10.94% 12.4% 1.7 1.8 3.8 4.4 6.1

Stamford Unit 2nd Floor 10 0 100.0% 0 0 1 0 0 1 N 109.9% 12.2% 96.6% 51.9% 13.87% 7.5% 99.1% 19.74% 101.8% 38.1% 19.06% 16.3% 1.7 1.8 3.8 3.9 5.7

Inpatient Totals/Averages 648 17 91.0% 8 2 31 0 2 4 55% 92.8% 12.7% 98.8% 39.6% N/A N/A 97.2% 20.0% 123.3% 35.4% N/A N/A 3.4 3.6 3.2 3.7 7.3

Heat map - Inpatient Ward Areas - February 2019

Patient Experience Quality & Safety Registered Safe Staffing Unregistered Safe Staffing Care Hours per Patient Day

KEY 
Complaints  Moderate Harm + Falls with Harm MRSA CDIFF  PU(+G2)  Staffing Fill Rates FFT Postive  Annual Leave 
0 - Green  0 - Green  0 - Green  0 - Green 0 - Green  0 - Green  > 90% - Green  >95% - Green  <9% or >18.1% - Red 
>1- Amber  >1 - Amber  >1 - Amber  >1 - Red >1- Amber  >1 - Amber  80 - 90% - Amber 90 - 95% - Amber 9-11% or 17-18%- Amber 
>2 - Red  >2 - Red  > 2 - Red   >2 - Red  >2 - Red  < 80% - Red  <90% - Red  11-17%- Green 
 
*Please note that the PU data contains only the requests for RCA’s and not those which have been attributed Trust acquired. 
** FFT Total shown does not include Community areas, only inpatient ward areas as shown above.. N/A indicates no returns in month 
*** Where a fall with harm is indicated this will also be in the total of moderate harms for that month. All falls with harm are included in the moderate+ harms total. 
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KEY ISSUES AND ASSURANCE REPORT
Workforce Committee

March 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

NHS Long Term Plan -
Workforce elements

The Committee were updated on
workforce elements contained within the
Long Term Plan including the current
national work to develop a national
workforce strategy led by Baroness
Harding.

The Committee noted the national
intention to improve BAME
representation in the NHS, including at
Board and senior leadership levels, by
2022; and the requirement on
organisations to set targets.

Targets to be considered as part
of the development of the
Trusts Equality & Diversity
Strategy

Autumn 2019

Equality and Diversity
strategy

The Committee were updated on the
process for developing the strategy

The Committee noted that there was a
clear plan to develop the strategy.
It also noted that the strategy was
expected to closely inter-relate to the
developing Patient Experience strategy

Equality and Diversity strategy
to be developed for Board
consideration

September
2019

Workforce Dashboard The Committee reviewed performance on
key workforce metrics

The Committee had positive assurance
regarding performance in this area

Agency usage The Committee received the regular
update report on use of agency staff in
the Trust

There was positive assurance that the use
of agency staff was effectively being
managed, and that the Trust would be
below the ‘ceiling’ for the year

Continued monitoring

Staff Survey 2018- initial
review

The Committee considered an initial
review of the outcomes of the survey,
noting that detailed work was being
undertaken

The results of the survey had identified
some areas of concern.
The Committee looked forward to the
detailed analysis and action plan,

Report to Committee, and then
Board, with action plan

May 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;



Agenda Item 11

ii. The impact is included in all internal and external reporting

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again



 

Page 1 of 24 
 

 

 
Tameside and Glossop Integrated Care NHS Foundation Trust 

 
 

Meeting date 28th March, 2019          Public Agenda item 

Title Significant Risk and Board Assurance Framework Report  

12 Lead Director Peter Weller Director of Nursing and Integrated Governance  

Author Amanda Dooley, Head of Assurance and Governance  

 
Recommendations made/ Decisions requested 
 

It is recommended that Trust Board note the risks and changes to risk scores proposed in the 
paper, which have previously been presented to SQOGG and Quality and Governance 
Committee   

 
This paper relates to the following Strategic Objectives- 
 

√ 

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

√ 

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

 
3 To continue to recruit and retain talented individuals whilst developing our staff 

and future workforce to support the integration and transformation of our services. 

√ 

4 To enable our five primate care neighbourhood hubs and key partners to enable 
them to deliver new integrated service models in order to improve the health and 
well-being outcomes for our communities through supporting people- 

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

 to manage any on-going health conditions more effectively in their own 
homes and communities; 

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

√ 
5 To deliver against the required national regulatory frameworks and agreed local 

standards, in terms of quality, access and financial performance. 

√ 
6 To access available technologies and research to improve the outcomes for our 

patient population. 

 
The paper relates to the following CQC domains- 

  Safe   Effective 

  Caring   Responsive 

  Well-Led   Use of Resources 
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This paper is 
related to these  
BAF risks- 

To all the BAF risks and significant risks scoring 15 or over  

 
Where issues are addressed in the paper- 
 

 Section of paper 
where covered 

Equality and Diversity impacts  

Financial impacts if agreed/ not agreed  

Regulatory and legal compliance All sections 

Sustainability (including environmental impacts)  

 
Executive Summary 
 

This paper outlines the current position in relation to Board Assurance Framework and 
significant corporate risks scoring 15 or over. 
 
 
There has been one reduction to risk score  
 
AF 5.3 (4316) If pressure ulcer prevention policies and interventions are not being 
consistently implemented there is a risk that patients are developing pressure 
ulcers resulting in avoidable patient harm. Pressure ulcer prevention may also be 
more challenging due to the health indices in the area. 
 
This risk discussed and reviewed at the Service Quality and Operational Governance 
Group has been reduced to 12 from 16 as a result of assertive work to reduce avoidable 
patient harm and trajectories demonstrating a downward trend, most significantly in 
avoidable harm. The risk score of 12 removes this risk from the significant risk report 
 
The BAF continues to be reviewed through Executive Leads and Board subcommittees.   
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March 2019 – Significant Risk and BAF Report  
 
1.0 Summary Narrative of Significant Risk and BAF Paper  
 
This paper provides members with oversight of BAF and significant risks scoring over 
15 for awareness, review and scrutiny of the controls, actions and mitigations The 
significant risks are those currently identified across all acute and community 
services provided by the Trust.  
 
This paper provides this information in the context of the current position and 
alignment of risks. The risks are aligned to Committee structures and Terms of 
Reference approved by Trust Board.  
 
Currently, the Board Assurance Framework risks and significant risks scoring 15 or 
over relate to the following areas: 
 

 Finance (Cost control, TEP delivery and liquidity) 

 Staffing, Recruitment and Retention 

 Bed availability in Nursing Homes impacting on flow 

 Increased demand for non-elective care resulting in high levels of 
bed occupancy  

 Information Technology 
 

The summary tables in Appendix 1, 2 and 3 provide details of the BAF and significant 
risks scoring 15 or over which include the description of the risk, risk appetite rating, 
scores and analysis of the risks. These are separated out into BAF risks and 
Corporate risks and arranged in risk score and gap score order.  
 
1.1   New Significant Risks 
 
There are no new significant risks that have been approved through the Trust Board  
sub-committees to report to Trust Board.  
 
1.2   Reduction in Risk Scores 
 
There are the following proposals to the reduction of risks since the previous report 
to Trust Board. 
 
AF5.3 (4316) If pressure ulcer prevention policies and interventions are not 
being consistently implemented there is a risk that patients are developing 
pressure ulcers resulting in avoidable patient harm. Pressure ulcer prevention 
may also be more challenging due to the health indices in the area. 
 
This risk is reduced to 12 from 16 as a result of assertive work to reduce avoidable 
patient harm and trajectories demonstrating a downward trend, most significantly in 
avoidable harm. The risk score of 12 removes this risk from the significant risk 
report.  
 
 
 
 



 

Page 4 of 24 
 

1.3   Increased Risk Scores 
 
There are no increases to the scores of significant risks since the previous report to 
Trust Board 
 
1.4 Emerging Risks/Other Notable Changes / Updates 
 
The BAF risk relating to EU Exit AF 5.7 (5036) Potential impact of European exit 
in no deal scenario on business continuity has been reviewed and is currently 
assessed as scoring 9 with a target score of 6 and a gap score of 3. The Trust EU 
Exit Group continues to meet and discuss the current Trust position and guidance 
from Government agencies.  
 
 The BAF continues to be reviewed by Executive Leads and Board subcommittees.  
 
2.0      Recommendations  
 
Members are requested to  

1) Review and note the new significant risk and changes to the risk scores 
detailed in the paper.   

2) Review and consider the current significant risks, identified controls, and 
mitigations within the report. 
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Appendix 1 Summary of risks and analysis 

 
 
 
 
 

  

 
 
 
 

 
 
  

  Sub-Committee Key:  

AC:  Audit Committee SQOGG: Service Quality & Operational Governance Group 

CoG:  Council of Governors IPCG:  Infection Prevention & Control Group 

QGC:  Quality & Governance Committee ISB:  Internal Safeguarding Board 

FC:  Finance Committee IMTG:   Information Management &Technology  Group 

EMT: Executive Management Team IG:  Information Governance Group 

TB: Trust Board  RMG: Risk Management Group 

OG: Operational Group WC: Workforce Committee 

   Risk Lead Key: 

CEO:  Chief Executive DoHR:   Director of Human Resources 

MD:    Medical Director DoE:      Director of Estates 

DNIG:    Director of Nursing and 
Integrated Governance  

DoP:      Director of Performance & Informatics 

DoO:  Director of Operations ADoQG: Associate Director of Quality & Governance 

DoF:  Director of Finance BS:    Board Secretary 

Risk Matrix 

 Consequence 

    Likelihood Insignificant Minor Moderate Major Catastrophic 

     Rare 
1 2 3 4 5 

Low/Unlikely 2 4 6 8 10 

Possible 
3 6 9 12 15 

High/Likely 
4 8 12 16 20 

Almost 
certain 

5 10 15 20 25 

Gap Score Matrix (Difference between Target Score and Current score) 

Gap score   ≤0 Risk target achieved 

Gap score  1 – 5 Tolerable 

Gap score  6 – 9 Close monitoring 

Gap score 10 Concern 

Gap score > 10  Serious 

Direction of travel – Change since previous  review 

 Escalated 

 De escalated 

 Unchanged 

 Target achieved 
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

Risk AF 5.4 
(3482) 

Medical Staffing – The ability to 
recruit to Consultant and Middle 
Grade posts due to national 
shortages in certain specialties 
i.e. Radiology, Medicine and 
palliative care. This may impact 
on patient experience and the 
ability to provide safe care 

 This risk remains at 20 and continues to be 
challenging. The Trust has engaged with 
medical staff to improve retention and a number 
of substantive middle grade posts have been 
appointed to in the Emergency Department and 
recruitment for the radiology Department 
Currently there is a shortage of palliative care 
Consultants which the Trust is working to 
resolve, There is a medical retention action plan 
in place further work to reduce to risk includes 
proactive recruitment and review of terms and 
conditions and recruitment and retention 
premiums. However the risk is influenced by the 
national picture and availability of workforce. 

WC 
MD 

DoHR 
 

20 10 10 Moderate 

Risk AF 2.8 
(3526) 

Failure to achieve VFM services 
and financial sustainability. 

Reviewed at the January 19 Finance 
Committee, The deficit position will result in 
qualification of VFM option.  
The Trust is required to develop a recovery plan 
by December 19 to illustrate how it will deliver 
long term financial sustainability 

FC DoF 20 15 5 Moderate 

Risk AF 4.2 
(3488) 

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

 This risk requires continuous implementation of 
agreed actions across the Trust to achieve the 
target score. Controls and assurances include 
Board reporting in line with FT provider licence  
requirements, Board Financial reporting 
procedures fit for purpose and FT metric 
performance framework 

TB 
BS 
CE 

20 15 5 Moderate 

Risk AF 5.1 
(4059) 
 
 

Failure to deliver Trust 
efficiency programme (TEP) 
and transformational savings 

 

Following review by the Finance Committee this 
risk score was reduced to 16 Forecast TEP 
delivery has remained challenging with slight 
deterioration in FOT. Still forecasting to achieve 
96% in year and 83% recurrently. Through FIB, 
the Trust has challenged expenditure to try and 
ensure that the financial position is still 
delivered. 

FC DoF 16 10 6 Moderate 

Risk AF 1.24 
(3483) 

Increased demand for non-
elective care is resulting in high 
levels of bed occupancy. This 

 This risk reduced to 15 as a result of improved 
patient flow and bed availability and this change 
is reflected in this report. The Trust continues to 

EMT DoO 15 10 5 Moderate 
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

could result in a reduced positive 
patient experience and the 
potential to impact on workforce 
and finances   

engage with other service providers and to 
progress models of care to improve capacity 
and patient flow and roll out the programme of 
Home First (admission avoidance and 
discharge to assess). 

Risk AF 2.2 
(3485) 

Failure to deliver the 2018/19 
financial plans (Capital, 
Revenue, Cash) approved by 
Trust Board (Previous risk AF2.9 
(3527) removed and 
incorporated into this risk). 

Revised financial governance has been 
introduced, with Executive oversight via the 
Finance Improvement Board (FIB). FIB has 
increased grip and control for both savings 
schemes and areas of high expenditure. 
Month on month improvement in financial 
position as well as a YTD underspend at Month 
9.  
Capital Management Group introduced to 
provide more oversight and detailed challenge 
and prioritisation of the Trust’s capital 
programme. 
The Trust has is currently forecasting to deliver 
the Provider Sustainability Funding (PSF) for 
both the finance and performance aspects. 

FC DoF 15 10 5 Moderate 

Risk AF 1.23 
(734) 

The ability to consistently sustain 
and maintain safe nurse 
staffing levels and consistently 
deliver care hours per patient per 
day, high quality and safe care. 
 

This risk is currently scoring 15 as Divisional 
risk mitigation plans are controlling the risk. The 
number of nursing vacancies in the Trust have 
reduced and nursing associates have 
completed their training. The Director of Nursing 
and Integrated Governance is reviewing the 
nursing establishments with Divisional Teams.   

WC 
DNIG 
DoHR 

15 10 5 Low  

Risk AF 4.8 
(3491) 

Risk of disruption to the Trust IT 
infrastructure affecting clinical 
systems 

The risk description was reviewed in January 
2019 by the Director of Performance and 
Informatics and the risk was reworded for 
clarity. The risk has been reviewed at the IM&T 
March 2019 meeting and the score remains at 
15. Significant work has taken place to identify 
single points of failure and resources to focus 
on Community IT systems.  

IMTG DoP 15 10 5 Moderate 
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CORPORATE SIGNIFICANT RISKS 
 

BAF Ref 
(AF) / Risk 
Ref (CR)  

Description Analysis of  Risk 
Sub 
Committee 

Executive 
Lead 

Current 
Risk 
Score 

Risk 
Target  

Risk 
Target 
Gap 

Risk 
Appetite 
Guide 

CR4398 

Lack of nursing home beds in 
the health economy impacting 
on the Trust’s ability to avoid 
delayed transfer of care 

Joint working is continuing with the Single 
Commissioner to address this with the Single 
Commissioner.  QGC DoO 16 12 4 Moderate 

CR4183 
CR4278 

There is a risk of delayed 
patient diagnosis and/or 
treatment as a result of lack of 
availability of 
radiologists/radiology staff in the 
service. 

This risk is influenced by the national picture of 
availability of radiologists. The Division continue 
to mitigate to meet demands using locum cover 
and continue to advertise vacancies. It is 
anticipated that recent recruitments will begin to 
reduce this risk once staff are in post. 

QGC DoO 15 10 5 Low 

CR4012 

Cyber Security Threat: Banking 
Trojans now using Locky 
Ransomware resulting in 
potential data loss due to 
encryption  

The risk was reviewed by IM&T Group in March 
2019 and remains 15 and at target score the 
target score reflects the challenges of continual 
development of ransomware and cyber threats.   

IMTG DoP 15 15 0 Moderate 
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Board Assurance Significant Risks                                                                                                                                                      Appendix 2 

Strategic Priority (Objective) Corporate Objectives  3,   BAF Ref: AF 5.4  Date entered on 
register: 15/09/14 

Risk ID number: AF3482 linked to 
CR1549 

Risk Description: Medical Staffing – The ability to recruit to Consultant and Middle Grade posts 
due to national shortages in certain specialties i.e. Radiology, Medicine and palliative care. This 
may impact on patient experience and the ability to provide safe care of finances. 

Assurance Committee 
Workforce Committee  
 

Executive Director Lead 
Director of Human Resources 
Medical Director 

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
Unchanged 

Last received at Workforce 
Committee: 
January  2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
10 concern 

Date of next review: 
April 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

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 

Date When Target Risk score expected to be achieved 
Local and National  agendas and changes influence the Trust’s ability to achieve this target 
provisional date May 2019 

Rational for Risk appetite  
The Trust is  not willing to risk the ability of the organisation to delivery safe effective 
care or compliance with regulatory requirements  

Controls:  

 Workforce strategy 

 Sickness Policy and monitoring  

 Use of internal bank 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. 

 Continual 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?): 

     

 Rotas confirming improvements in ED middle grade and substantive staff    

 Medical Staffing Expenditure Review Group (MSERG) – Medical Workforce 
TEP 

 Ned Led Workforce Committee (Board subcommittee) 
 

Mitigating actions: (what more should we do?) Responsible person  Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 
No gaps in assurance identified however implementation of real time operational 
management requires consistent application of agreed systems and processes by all 
staff at all levels across all divisions. 
 

1. Proactive recruitment  
2. Review of Terms and conditions and 

recruitment and retention premium  
 

Divisional Directors and 
Managers with HR BP 
input and reports 
 

1&2 May 
2019 

Risk source  
Operational performance 

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

0
5

10
15
20
25

Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective) Corporate Objectives  3,   BAF Ref: AF 5.4  Date entered on 
register: 15/09/14 

Risk ID number: AF3482 linked to 
CR1549 

report 
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Strategic Priority (Objective) 
Corporate Objective 6,  

BAF Ref: AF2.8 Date entered on register: 
28/05/14 

Risk ID number: AF3526 

Risk Description : Failure to achieve Value For Money (VFM) services and financial sustainability Assurance Committee 
Finance Committee  
 

Executive Director Lead 
Director of Finance 
Executive Team 

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
 Unchanged 

Last received at Finance 
committee: 
  January 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
5 tolerable  

Date of next review: 
April 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
The Trust is currently working 
to a deficit plan, therefore is 
not currently financially 
sustainable 

Date When Target Risk score expected to be achieved 
The achievement of this for all services will only be realised with the achievement of a fully 
Integrated Care System provisional target date May 2019 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

Controls:  

 Standing Financial Instructions (SFI’s) in place 

 Trust Efficiency Programme 

 Activity Planning income and activity  

 Planned process 

 Scheme of Delegation.  Budgetary Systems and Procedures 

 Appropriate insurance protection established 
 

Assurance:  
Internal:  
Performance and financial reports to Board 
Report to Trust Executive Team 
Report to DMTs 
TEP  performance monitoring reports 
Performance framework 
Capital and Revenue  Investment Group (CRIG) 
External:  
Use of resources Assessment – NHSI 
Well led review – CQC 

Mitigating actions: (what more should we do?) Responsible 
Person  

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

 No gaps in assurance identified  1. Divisional action plans and recovery plans 
where required  

2.  Implementation of  CPT  plan and formation of 
an integrated Care organisation 

Director of Finance / finance 
Team 
Executive Team  

Q4 2018/19 

Risk source  
Strategic Insight and Foresight 

Anticipated effect of controls Reported at Board meeting aligned to performance 
trajectory and performance report 

0
5

10
15
20
25

Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective) 
Corporate Objective 5,  

BAF Ref: AF4.2 Date entered on register: 
15/09/14 

Risk ID number: AF3488 

Risk Description : Failure to ensure on-going compliance with NHS Improvement Provider Licence 
requirement 
 

Assurance Committee 
Trust Board 

Executive Director Lead 
Board Secretary, Chief 
Executive  

Current Risk Score (L x C) 
4 x 5 = 20 

Risk Direction 
Unchanged 

Last received at Trust Board: 
January 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
5 tolerable 
 

Date of next review a Trust 
Board: 
March 2019 
 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current IM&T infrastructure 
and local intelligence 

Date When Target Risk score expected to be achieved 
The achievement of this for all services will only be realised with the achievement of a fully 
Integrated Care System provisional target date May 2019 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

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:  

 NHSI quarterly review meetings 

 Trust Board seminars 

 Board Reports 

 Financial governance infrastructure 

 MIAA Audit – review of Annual Report 

Mitigating actions: (what more should we do?) Responsible Person  Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 None identified  
1. Agreement of achievable controls totals  
2. Continuous implementation of required actions by all 

staff at levels required 
3. Implementation of action plan re TEP identification 

and implementation of Trust Improvement 
Programme and agreed Monitoring action 

Director of Finance  
Divisional Directors 

Financial year 
2019/20 

Risk source  
NHS Improvement Provider licence requirements and Regulatory Monitoring 

Anticipated effect of controls  It is anticipated that current controls and mitigations will 
align performance to ensure compliance 

 
 

0
5
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15
20
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Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective) 
Corporate Objective 6, 

BAF Ref: AF5.1 Date entered on register: 
19/07/16 

Risk ID number: AF4059 

Risk Description : Failure to deliver Trust Efficiency Programme and transformation savings Assurance Committee 
Finance Committee  

Executive Director Lead 
Director of Finance, Director 
of performance supported by 
EMT 

Current Risk Score (L x 
C) 
4 x 4 = 16 

Risk Direction 
De-escalated  

Last received at Finance  
committee: 
January 19 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
6 Close monitoring 

Date of next review: 
April 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current Trust position 
against target 

Date When Target Risk score expected to be achieved 
End March 2019 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

 Trust Efficiency programmes monitoring  

 Ensuring valuing care efficiency programme is communicated effectively across the 
organisation  

 Divisional structures performance manage delivery of TEP 

 Benchmarking with other organisations to ensure challenge and appropriateness of TEP 

 Review of Model hospital metrics to ensure TEP reflects potential efficiencies 
 

Assurance:  
Internal:                                                                                External: 

 TEP Assurance Meeting                                       Internal Audit 

 Operational Group                                               External Audit 

 Finance and Performance Committee             NHSI 

 Trust Board                                                           Greater Manchester Health and                        

  Divisional Performance Groups                        Social Care Partnership 

 Joint Management Team  

 Programme Leads meeting 

Mitigating actions: (what more should we do?) 
1. Revised programme of financial management  
2. Certify that all material non-recurrent TEP’s have also been 

subject to a rigorous QIA 
3. Fully develop schemes to deliver the TEP target on a 

recurrent basis Develop and submit to regulators milestones 
and financial modelling  

4. Review of clinical coding and impact on income. 

Responsible 
person 
Director of 
Finance  
All Directors  

Timescale 
Financial 
year Q4 
2018/19  

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

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

 Timely planning of TEP programme to ensure future delivery. 

Risk source  
Strategic Insight and Foresight 

Anticipated effect of controls  Reported at Board meeting aligned to performance 
trajectory and performance report 

0
5
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Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective) 
Corporate Objectives 1, 2,5  

BAF Ref: AF1.24 Date entered on register: 
04/09/14 

Risk ID number: AF 3483 

Risk Description: Increased demand for non-elective care is resulting in high levels of bed 
occupancy. This could result in a reduced positive patient experience and the potential to impact 
on workforce and finances.   

 

Assurance Committee 
OG / EMT  

Executive Director Lead 
Director of Operations 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
De-escalating  

Last received at ops/EMT: 
March 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score  
5 Tolerable 
5 

Date of next review: 
April 2019 

Graph of Risk over time 
 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current Reported  
performance information and 
impact on patient flow 

Date When Target Risk score expected to be achieved 
It is expected that the risk score will reduce incrementally as mitigations gain traction and that the 
target score will be achieved in May 2019 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

Controls:  
Admission avoidance controls  

 Admission avoidance Team in place 

 Working in partnership with external agencies to develop services which support admission 
avoidance 

 Continue the underpinning projects to support admission avoidance and discharge to assess 

 Digital Health in place to avoid unnecessary ED attendances and extension of scope to include 
admissions from NWAS through care ¾ and receiving GP referrals  

 GP BAT established on IAU 

 Paediatric team focussed on frequent attenders, consultant paediatric presence of ED 

 Primary Care Streaming commenced 

 Expansion of the ambulatory model 

 Medical specialities in reaching into ED 

 Review of readmissions from Stamford Unit and patients discharged from the unit are being 
contacted 24/48 hours after discharge and neighbourhood teams being made aware of 
discharge. 

Timely discharge controls 

 Daily review of all patients to support a reduction in length of stay  

Assurance: 
Internal Assurances 

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. 
Urgent Care Delivery Board 

External Assurances 
MIAA audits 
Monthly submission of DTOC data 
GM Utilisation Reports 
NWAS Handover Times 
F&F Test Results 
NHS Choices Feedback 
Key Metrics Neighbourhoods 
Balance Score Card 

0
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 Focused work with patient flow across the organisation 

 Monthly reset weeks to support flow 

 Weekly Ex-led meeting to reduce super stranded/stranded patients.  

 Continue to embed R2G processes  

 Introduced red bag scheme 

 Neighbourhood teams in-reach to support discharge processes.  

 MDT board rounds on MAU to support discharge  

 Development of IV Therapy at home services.  

 Home first model implemented   
Patient Experience Controls  

 Internal escalation plans in place to maintain safe and effective care during periods of 
increased pressure 

 Extended NWAS bay to support triage 

 Development of further IT support to facilitate co-ordination within the ED 

 Reviewed staffing rotas to ensure less variation in skill mix 

 IV therapy team within the community supporting admission avoidance 

 Improvement work underway to support ambulance handover 

 Blue zone opened to support reduction in waiting times in the ED 

 Reviewed medical rota to increase consultation cover in ED & MAU 

 Neighbourhood teams undertaking assessment of frail patients.  

 Urgent care delivery board developed winter plan  

 NWAS divert policy agreed 

 OPEL principles in place and assessed throughout the day  

 COMMs strategy in place across GM  

 Extensive care team in place  

 Review of frequent attendees with MH  

 Commissioned IAPTA model to support patients in community with low levels of MH needs.  

 Paediatric Consultant providing in reach to ED.  

 Frailty programme Board in place to support prevention and reduction of LOS for this group  

 UCDB meet monthly 

Transformation Programme Leads Meetings 

Mitigating actions: (what more should we do?) Responsible person  Timescales  Gaps in assurance and actions not being actioned  
Third party action by other parties and stakeholders has impact upon organisation. 
Delays in delivery due to funding? 

1. Development of integration strategy 
and further models with key partners 

2. Implementation of  Recovery Plan by 
all partners 

3. Use data to drive opportunities for 
continual improvements   

1.Director of Operations 
2.All partners   
3.Director of Performance 
and Informatics and Director 
of Operations  

Actions 1&2 
May 2019 
Action 3 
continuing 
cycle of 
improvement  

Risk source  
Third party review and internal  monitoring, incidents, complaints and claims and performance 

Anticipated effect of controls (Expected /risk score reduced) Reported at Board 
meeting aligned to performance trajectory and performance report 
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF2.2 Date entered on register: 
15/09/14 

Risk ID number:AF3485 

Risk Description: Failure to deliver 2018/19 financial plans (Capital, Revenue. Cash) approved by 
Trust Board  

Assurance Committee 
Finance Committee  

Executive Director Lead 
Director of Finance 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction       
 de-escalating 
 

Last received at Finance  
committee: 
January   2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 Tolerable 

Date of next review 
April 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current financial performance. 
Service model for financial 
sustainability being implemented 

Date When Target Risk score expected to be achieved 
The delivery of the agreed financial plan for 2018/19 should be achieved by April 2019 however this 
should be assessed in the context of  the longer term financial plan 

Rational for Risk appetite  
The Trust is prepared to accept the possibility of some limited financial loss VFM still a 
primary concern but willing to consider other benefits or constraints. 

Controls:  

 Scrutiny of business cases at CRIG and EMT. Additional TEP identified and approved at 
EMT only where clearly specified savings can be achieved against budgets 

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

 Ensure Divisional teams work with finance to review income, expenditure and TEP 
variances and to identify root cause analysis and where appropriate update systems and 
controls.  

 Continued use of appropriate NHS Reference Costs information led by the Finance 
Department to ensure control and rigor of TEP 

 Established Governance System 

 Improvements to clinical coding team 

 Standing Financial instructions 

 Finance Improvement plan. 
 

Assurances:  Internal Assurances:  
- Annual Accounts and report approved by Audit committee  
- Finance & Performance reports to budget holders  
- Executive Management Team  
- Audit Committee 
- Divisional Performance Groups 
- Operational Group 
- Executive Management Team 
- Finance and Performance Committee 
- Trust Board 

Financial systems audits by internal and External auditors on:  
- Performance framework in place for ensuring divisional budgetary 

performance  
- Finance and performance reports  

External Assurances via NHSI approval of financial plan and Trust Efficiency plan NHSI 
reviews 

Mitigating actions:  
1.Revised programme of financial management 
2.Certify that all material non-recurrent TEP’s have also 

been subject to a rigorous QIA 
3. Fully develop schemes to deliver the TEP target on a 

recurrent basis. 

Responsible person 
Director of Finance / 
Finance Team   
All Directors 

Timescale 
Q4 2018/19 

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

 Level of non-recurrent TEP versus recurrent TEP. 

 Timely planning of TEP programme to ensure future delivery 
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4.Develop and submit to regulators milestones 
5. Review of clinical coding and impact on income. 
6. Development and review of an estate masterplan to 
identify long term assets and therefore provide long term 
capital plan. 

Risk source Strategic Insight and Foresight Anticipated effect of controls Delivery of Board approved  financial plan 
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Strategic Priority (Objective) Corporate Objectives 3, BAF Ref: AF1.23 Date entered on 

register: 04/02/14 
Risk ID number: CR734 

Risk Description: The ability to consistently sustain and maintain safe nurse staffing levels and 
consistently deliver care hours per patient per day, high quality and safe care. 
 

Assurance Committee 
Workforce Committee 

Executive Director Lead 
Director of Nursing and Integrated 
Governance , Director of HR 

Current Risk Score (L x C) 
4 x 5 = 15 

Risk Direction 
De-escalating 

Last received at Workforce 
committee: 
January 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 tolerable  

Date of next review at Workforce 
Committee : 
April  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current operational  processes and 
daily staffing reviews 

Date When Target Risk score expected to be achieved 
Target Score achieved in January 2019. A review of the target score deceased this to 10 in January 
2019. It is expected that the target score will be reached during 2019/20 

Rational for Risk appetite; Preference for safe delivery options that have a low degree 
of inherent risk and may only have limited potential for reward  

Controls:  

 Training Needs Analysis and Workforce Strategy 

 Sickness Policy and monitoring.  

 Use of Agency staff to bridge the gap 

 Temporary staff management monitoring. 

 Assistant Chief Nurse daily reviews.  

 Workforce Model and implementation of alternative methods of care delivery. 

 Training of other groups of staff to support registered nurses i.e. Theatres Scrub 
practitioners, Therapists. 

 Robust retention plan and work with NHSI 

 Health Care Certification 

 Staffing monitoring via Quality Account dashboard and HR metrics. 

 Recruitment open days/evenings with fast track recruitment processes. 

 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.  

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?): 

 Safe Staffing Report to Board –including heat map, recruitment shortages and 
actions highlighted.  

 Unity Return 

 Model Hospital (Lord Carter Work Programme) and Care Hours per Patient Day 
(CHPPD) 

 Senior Nursing and Midwifery leadership Forum 

 Reports to Divisions 

 NHSP monthly contract monitoring meetings 

 E Rostering programme 

 Incident reporting and analysis of complaints. 

 Staff Survey 

 Executive and Non-Executive Quality Walk Rounds (including Out of hours and 
Nights) 

 HR & OD Workforce Group 
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 Keep in touch events 

 Kate Granger nurses / International recruitment programmeReview of Clinical Nurse 
Specialist resources resulting in a programme to support ward nursing service delivery. 
This will be implemented by the allocation of clinical Nurse Specialists to support 
substantive ward based staff for 1 shift per month.  

 Development of Masterclass/CPD as art of retention 

 Development and implementation of the Senior Independent Nurse 

 External Regulator Reports and Inspections 

 New developing workforce safeguards (NHSI publication) is being 
systematically reviewed. Statement will be provided in the annual 
governance statement. 
 

Reports to: 

 Trust Board  

 Executive Management Team 

 Quality & Governance Committee 

 Staffing reports to Board to be continually provided. 
Mitigating actions: (what more should we do? Responsible Person  Timescale  Gaps in assurance and actions not being actioned Decision of other parties and 

availability of temporary staffing to meet demands. 
The Trust is not currently exploring international nursing recruitment through a 
structured programme however this is being reviewed by the Director of Nursing and 
Integrated Governance . 

1. Continue to develop the role and number 
of dining companions to assist wards at 
meal times. 

2. Continue to develop new entry points i.e. 
TNA 

3. Explore nursing international recruitment  
4.  The new Director of Nursing and 

Integrated Governance is reviewing 
nursing establishments with Divisional 
Teams. 

5. Review of the Recruitment Group TOR 
and membership being undertaken. Close 
working partnership between the DoHR 
and DNIG 

Director of Nursing 
and Integrated 
Governance   
Deputy Director of 
Nursing  
 
 
  

1-4 Actions were 
reviewed in February 
with further 
timescales and 
objectives being 
developed for 
2019/20. 
 
 
 
5.April 2019 

Risk source Operational performance, incidents and complaints Anticipated effect of controls To continue to maintain safe staffing levels 
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Strategic Priority (Objective)Corporate Objectives 6 BAF Ref: AF4.8 Date entered on register: 
15/09/14 

Risk ID number: AF3491  

Risk Description: Risk of disruption to the Trust IT infrastructure affecting clinical systems     Assurance Committee 
Information Management  & Technology Group  
 

Executive Director Lead 
Director of Performance & 
Informatics 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
Unchanged 

Last received at IM&T group 
March 2019 

Target Risk Rating 
2 x 5 = 10 

Target Gap Score 
5 tolerable  

Date of next review: 
April 2019 

Graph of Risk over time 
 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Complexity and expansion of 
infrastructure  

Date When Target Risk score expected to be achieved 
 December 2019 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

Controls: (what are we currently doing about the risk?) 
• ITIL (Information Technology Infrastructure Library) change Control process in place. 
• Data security and protection toolkit 
• IM&T Group infrastructure with Risk Register in place with plans to mitigate. 
• Strengthened support service flow and ownership within IT 
• 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 Group 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 
• Replacement of core switches and upgrades  
• Recruitment of staff to focus on community networks 
 
 
 

Assurance:  

 Significant reduction in number of unscheduled outages impacting Trust 
services. 

 Executive Management Team  Board Reports 

 Exception Reports  

 Audit – Internal & External (MIAA) 

 Third party reviews and feedback 
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Mitigating actions:  Responsible 
Person  

Timescale 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. 

 Skills Gaps. 

Further Independent audit of network infrastructure commissioned 
which has an action plan which is currently being worked 
through 

Director of 
Performance 
and 
Informatics   

December 
2019 

Risk source  
Operational performance 

Anticipated effect of controls 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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Corporate Significant Risks Appendix 3 

Strategic Priority (Objective) 
Corporate Objective 1, 2,  5 

BAF Ref: AF1.24 Date entered on register: 
03/07/17 

Risk ID number: CR4398 

Risk Description  
Lack of nursing home beds in the health economy impacting on the Trust’s ability to avoid delayed 
transfer of care. 

Assurance Committee 
Quality & Governance Committee 

Executive Director Lead 
Director of Operations 
 

Current Risk Score (L x C) 
4 x 4 = 16 

Risk Direction 
unchanged 

Last received at Q&G 
committee: 
March 2019 

Target Risk Rating 
3 x 4 = 12 

Target Gap Score 
4 tolerable 
 

Date of next review: 
April  2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current reported 
performance information 

Date When Target Risk score expected to be achieved 
End of Quarter 4 2018/19 

Rational for Risk appetite Preference for safe delivery options that have a low degree 
of inherent risk and may only have limited potential for reward 

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

 Weekly Exec – Service management meetings ICFT with Single Commission/adult social care. 

 Transformation Schemes – Home First/Direct Home/Discharge to assess. 

 Supportive working with Care homes  

 Discussions at Joint Management Team regards how neighbourhoods can support care homes 

 Digital health supporting admission avoidance from care homes. 

Assurance:  
Reports to  

 EMT 

 QGC 

 Monthly DTOC return 

 Daily DTOC information  

 Review of GM HSCP re discharges/DTOC 

 MIAA report       

Mitigating actions: (what more should we do?)  Responsible 
person 

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

 Dependent on other stakeholders implementing changes 

 RN vacancies nationally impacting on nursing home closures. 
 

1. Continued discussions and development and implementation of 
mitigation plans with the Single Commissioner 

2. Continued collaboration with Care Homes through the Single 
Commissioners Care Home Group 

Director of 
Operations  

To be 
reviewed 
April 2019 

Risk source  Risk register, and Operational performance 
 

Anticipated effect of controls  To be monitored closely to ensure mitigations are  taking 
effect 

  

0
5

10
15
20
25

Target Score

Risk Score

Trajectory Line



 

Page 23 of 24 

Strategic Priority (Objective) Corporate Objectives 3 BAF Ref: AF1.23 & 
CR3482 

Date entered on register: 
05/12/16 

Risk ID number: CR4183 

Risk Description  
There is a risk of delayed patient diagnosis and/or treatment as a result of lack of availability of 
radiologists/radiology staff in the service. (This is related to risk CR770, reduced sustainability of 
Radiology Services). 
This risk is multifaceted and impacts on activity and the ability of the department to undertake 
investigations within timescales, particularly to support the cancer pathways 
• report investigations within timescales 
• quality of service provided 
• delivery of key objectives 
• budgetary control  
• reduction of backlogs (see risk no. 1880) 
• Workload pressures – stress on the current workforce due to long working 
hours/complexity of work 

Assurance Committee 
Quality and Governance Committee 

Executive Director Lead 
Director of Operations 
 

Current Risk Score (L x C) 
3x5 = 15 

Risk Direction 
Unchanged 

Last received at Q&G 
committee: 
March 2019 

Target Risk Rating 
2x5 = 10 

Target Gap Score 
5 tolerable  
 

Date of next review: 
April 2019 

Graph of Risk over time 

 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current reported 
performance information 

Date When Target Risk score expected to be achieved 
End Quarter 4 2018/18  

Rational for Risk appetite The Trust is not willing to accept risk with the preference 
being for maintaining service stability 

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

 use of locum and agency radiologist reporting and direct clinical sessions EG ultrasound 
scanning and Breast interventions 

 Radiographer reporting 

 advanced practice 

 Consultant Radiographer in post 

 planned development of additional radiographer advanced practice 

 outsourcing of CT and MR scanning and reporting 

 use of WLI and ECP’s 

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

 Divisional Governance meeting 

 SQOGG 

 Deep dive into sample of clinical incidents where potential harm were 
identified 

Mitigating actions: (what more should we do?) Responsible 
Person   

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

 Locum cover not sustainable in the long term due to high cost implication 

 locum availability 

 heavy reliance on very small substantive Consultant Team 

1. Scoping exercise to identify possibility of support from local 
organisations across GM. 

2. Continue to review of options to widen scope of practice/skill 
set of radiographer staff in the mid to longer term 

Associate 
Medical 
Director 
Radiology 
Manager 

Ongoing 
 
April 2019  

Risk source  Risk register, and Operational performance Anticipated effect of controls  To be monitored closely to ensure impact is minimised 
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Strategic Priority (Objective) Corporate Objective  6 BAF Ref: AF4.8 Date entered on register: 
05/04/16 

Risk ID number: CR4012 

Risk Description : Cyber Security Threat: Banking Trojans now using Locky Ransomware resulting in 
potential data loss due to encryption 

Assurance Committee 
Information Management & Technology Group 
 

Executive Director Lead 
Director of Performance & 
Informatics 

Current Risk Score (L x C) 
3 x 5 = 15 

Risk Direction 
Unchanged 

Last received at IM&T group: 
March 2019 

Target Risk Rating 
3 x 5 = 15 

Target Gap Score 
0 

Date of next review: 
April 2019 

Graph of Risk over time 

Risk Appetite  

None  

low  

Moderate  

High  

Significant  
 

Rationale for current score: 
Current IM&T infrastructure 
and local intelligence 

Date When Target Risk score expected to be achieved 
 The risk is at target score which is reflective of the continued development and of ransomware and 
associated threats. 

Rational for Risk appetite  
Preference for safe delivery options that have a low degree of inherent risk and may 
only have limited potential for reward 

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

 ITIL (Information Technology Infrastructure Library) change Control process in place.  

 IM&T Group structure. Monthly cyber meetings 

 Risk Assessment in place with plans to mitigate. 

 Strengthened structure to support service flow and ownership within IT. 

 All user communication regularly reinforce safety measures 

 Auditing in place  

 Sophos Interceptor X deployed 

 Strengthened knowledge and monitoring as a result of the updated information 
governance toolkit which includes specific focus on cyber security and maintaining 
technology 

Assurance: (how do we know if the things we are doing are having an impact and can 
we validate or evidence it 
Internal Assurances  

 Data Security and Protection Tool kit compliance  

 Monitoring of data/incidents. 

 Executive Management Team  Board Reports 

 Exception Reports  

 Internal Audit 

 External Audit  
External Assurances  
External Audit  

Mitigating actions: (what more should we do?) Responsible persons Timescale  Gaps in assurance and actions not being actioned (what additional assurances should 
we seek?) 

 Ultimately the solution is operator reliant. 

 Knowledge and Skills Gaps 

1. Continued education to reinforce the 
option to disable macros  

2. Exploration of artificial intelligence 
software 

Director of 
Performance 
and 
Informatics  

December 
2019 

Risk source  
Operational performance 

Anticipated effect of Continued stability and prevention of incidents. Embedding of 
best practice re user responsibility. Improved understanding, communication and 
visibility 
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KEY ISSUES AND ASSURANCE REPORT
Quality & Governance Committee

February 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Security Update Updating report submitted, following report
submitted to Q&G in Aug 2018.

Good progress being made and
actions have evidenced
improvements, esp on W44.

None N/A

Better Births Update Updating report following report submitted in
Sept 2018

Awareness of all aspects that
need to be addressed and
progress made/evidenced in
some areas.
Progress map and
benchmarking would be useful

None N/A

Duty of Candour Specific update on response times and consent
& communication

Response times improved
significantly from 105 days to
85, still working towards target
of 70 days.
Consent and communications
showing signs of improvements

None N/A

Learning from Deaths General updating report and also a specific
update on ongoing mortality review

Detailed summary (written) of
actions taken to date and
actions still being undertaken.

Paper to be circulated to all NED’s 07/03/19

Equality and Diversity Following work undertaken by Workforce
Committee, paper presented to update on the
actions being taken by Q&G

There is good evidence re work
being taken in this area, from a
patient perspective, but
perhaps this needs to be
communicated better. Over
arching strategy from HR and
Q&G needed

Joint strategic paper to be produced
by PW & AB

04/04/19
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Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

ii. The impact is included in all internal and external reporting

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again
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KEY ISSUES AND ASSURANCE REPORT
Quality and Governance Committee

March 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Pressure ulcer update The Committee received an update on the
management measures in place to control
this area of risk

There was positive assurance that these
risks were being positively and effectively
managed.

Risk rating to be reviewed
through appropriate
processes

By May 2019

The Committee noted concerns about the
effectiveness of handover arrangements

Presentation to Committee on
handover arrangements

By July 2019

Quality Report/ Accounts The Committee were updated on the
progress of preparation

The Committee were assured that the
Board’s desire for changes in the format
and focus were being addressed

Committee to review draft April 2019

Update on Gosport
review

The Committee received an assurance
update on actions arising from the review

The Committee noted that there was no
evidence that the Trust’s predecessor
organisations engaged in the activities
found at the Gosport War Memorial
Hospital.

The Committee noted specific preventative
training was undertaken, having regard to
some of the report recommendations.

The Committee noted that the
consequential review of the ‘Fit and Proper
Person’ test, led by Tom Kark QC, had been
published and was under national
consideration.

Walkabout Feedback The Committee received an assurance
report on the actions taken following
walkabouts

The Committee had positive assurance that
the issues identified were being addressed
appropriately.
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Issue Committee Update Assurance received Action Timescale

Patient Experience The Committee was updated on the latest
performance and information

Overall, there was positive assurance about
the patient experience provided by the
Trust.

The Committee continued to be concerned
about the response rate to ‘Friends and
Family’ test; and also that there was a
cohort of patients who, for other reasons
such as deference to medical judgement,
did not raise their justifiable concerns about
their treatment

Committee noted the
intention to use technology to
improve responses and reach
of the FFT

By December
2019

Learning from Deaths The Committee considered the update
report for Q3 (October to December 2018)

The Committee gained positive assurance
from the review of septicaemia cases from
the CAS alert, which showed compliance
with national coding guidance.

Report to be considered by
the Board (as per national
guidance)

March 2019

The Committee discussed the proposal to
provide further information by identifying
cases within CESDI Grade 2 (possibly
avoidable) as well as Grade 3 (probably
avoidable)

Change in reporting to be
introduced for periods from
April 2019

First report
expected
September
2019

The Committee noted the information that
the Board would require in respect of
updates on processes to respond to the
HSMR/ SHMI ratio being an outlier

Report to Board March 2019

Previously-agreed CQC
actions

The Committee received an update report
on progress against actions agreed from
prior CQC inspections.

The Committee had positive assurance that
actions had been progressed appropriately.

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

ii. The impact is included in all internal and external reporting
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iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again
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Recommendations made/ Decisions requested 
 

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

 
This paper relates to the following Strategic Objectives- 
 

 
1 To ensure our patients and users receive harm-free care by improving the quality 

and safety of our services through the delivery of our Quality and Safety 
programme. 

 
2 To improve our patient and service user experience through the delivery of a 

personalised, responsive, caring and compassionate approach to the delivery of 
care 

 
3 To continue to recruit and retain talented individuals whilst developing our staff 

and future workforce to support the integration and transformation of our services. 

 

4 To enable our five primary care neighbourhood hubs and key partners to enable 
them to deliver new integrated service models in order to improve the health and 
well-being outcomes for our communities through supporting people- 

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

 to manage any on-going health conditions more effectively in their own 
homes and communities; 

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

x 
5 To deliver against the required national regulatory frameworks and agreed local 

standards, in terms of quality, access and financial performance. 

 
6 To access available technologies and research to improve the outcomes for our 

patient population. 

 
The paper relates to the following CQC domains- 

 Safe x Effective 

 Caring  Responsive 

x Well-Led x Use of Resources 



 

 

This paper is 
related to these  
BAF risks- 

723 – Failure to deliver the Trust’s financial plan 

 

 

 
Where issues are addressed in the paper- 

 Section of paper 
where covered 

Equality and Diversity impacts N/A 

Financial impacts if agreed/ not agreed Throughout 

Regulatory and legal compliance Exec Summary 

Sustainability (including environmental impacts) N/A 

 
Executive Summary 
 

This paper provides the Trust Board with an update on the Month 11 Position, regarding Revenue, 
TEP, Capital and Cash. It also highlights the potential forecast if the Trust continues the current 
rate of expenditure and savings. Key highlights are- 
 

1. Month 11 – Trust reported a £1.428m deficit (Pre PSF), c. £0.08m above plan. 
 

2. YTD – Trust reported a £21.545m deficit. (Pre PSF), c. £0.266m below plan. 
 

3. Forecast -The forecast after mitigation at M11 is £0.01m adverse.  
 

4. Trust Efficiency Programme - £0.059m below planned levels YTD and forecast to be 
£0.412m below the required Target by the end of the year. This is however an 
improvement in month of c.£90k 
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Summary

Key risks

Key financial metrics
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Financial summary as at 28th February 2019

• Revenue - for the financial period to 28th February 2019, the Trust has reported a net deficit of £21.545m, pre Provider Sustainability Funding (PSF), which is
c.£266k better than plan. The in month position for February reported a £1.428m deficit, £8k worse than plan.

• Trust Efficiency Programme (TEP) - the Trust delivered c.£1.069m of savings in month, this is an underachievement against target by c.£395k in month. For the
first time this financial year the Trust is reporting a cumulative underachievement against plan of c£59k; this reflects the profile of the TEP.

• Agency cap - to date, the Trust has spent c.£6.14m on agency, against a plan of £8.82m. Based on this run rate, spend should be significantly below the agency
cap of £9.53m..

• Control Total – the Trust agreed a control for 2018/19 of c£19.149m, this assumes the Trust will be in receipt of the full PSF. NHSI monitor financial delivery
from a revenue perspective against pre PSF targets; for the Trust this plan is £23.38m.

• PSF - the Trust must achieve its financial plan at the end of each quarter to achieve 70% of the PSF; the remainder is predicated on achievement of the A&E
target. If the Trust fails to deliver the financial and/or performance targets it will need to borrow additional cash at 1.5%. The Trust has achieved its Q3 finance
and performance target; and is forecasting to achieve at Q4; however, it is not forecasting to achieve the Q4 performance target. Consequently the Trust will
not receive £443k cash in 2019/20. The post-PSF forecast will now be £19.582m.

• TEP – the Trust is currently forecasting an underachievement against its TEP target of c£411k in year and c£2.2m recurrently. Through the revised governance
implemented by the Trust, mitigations have been identified to offset the failure to deliver TEP and consequently the trust is forecasting to meet its control
total.



Financial overview by division

3

• Community Services – £50k (f) – unfilled vacancies are creating a YTD slippage. It is expected that recruitment and consequently this level of underspend not
expected in 2019/20.

• Corporate – £58k (a) – the adverse position is due to the trust not reaching the Q4 PSF performance targets creating a pressure for the rest of the financial year.

• Income – £115k (a) – high cost drugs have created an adverse position in month of £75k due to fewer dispensed in month, this is contra to drugs expenditure.
Day case / elective spells were less than planned in month which worsened the position, this is offset by the income received from associates in relation to the
walk in centre activity and an increase in income for community services.

• Medicine and CSS – £369k (a) – as with previous months, the majority of the adverse position is due to the underachievement of TEP (£149k). High agency usage
continue to causes financial pressures in the division, particularly from the following:
- Consultants in the Emergency Department and Dermatology
- Pharmacy
- Nursing staff

• Clinical support areas such as Radiology, Pathology and Pharmacy continue to be a financial pressure.

• Reserves – £325k (a) – resultant from the delivery of recovery plan items.

• Surgery / Women and Children – £139k (a) – underachievement of TEP continues to cause pressures in the division (£122k), as well overspends on theatre non-
pay; this is offset partially by a number of non-recurrent income schemes and staffing vacancies.

Key information and risks

Divisional financial performance



£13.0m
In Year Target

Trust Efficiency
Programme 18/19

• In Month - delivered c. £1.069m of savings against a plan of £1.464m; £395k (27%) below the plan.

• YTD – delivered c. £11.406m of savings against a plan of £11,465m; £59k (1%) below the plan.

• Full Year – the Trust has delivered £12.055m (93%) of the target.

• Forecast – the Trust is currently forecasting to deliver c.£12.589m (97%) of the target; a shortfall of
£411k.
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Trust Efficiency Programme – TEP – In Year

Key messages

Worst performing theme financially

Best performing theme financially

Medical Staffing
£0.857m
Below plan

Finance Improvement Team
£0.480m
Above plan

TEP broken down by theme



£10.8m – Recurrent Target

Trust Efficiency
Programme 18/19
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Trust Efficiency Programme – TEP – Recurrent

Key messages Worst performing theme financially

Best performing theme financially

Medical Staffing
£1.146m
Below plan

Pharmacy
£1.104m
Above plan

TEP broken down by theme

• Full Year – the Trust has delivered £7.644m (71%) of the target.

• Forecast – the Trust is currently forecasting to deliver c.£8.622 (80%); this is £2.178m short
of the target.

• Adverse movement of c. £211k in month is predominantly due to Community, Estates and
Paperlite themes

• 2019/20 Plan – failure to deliver recurrent savings creates a pressure for the 2019/20
opening plan. The draft plan was predicated on delivery of c.£9m of recurrent savings; the
final plan takes account of the increased target in 2019/20, as a result of the slippage in
year. This should be deliverable as the schemes are identified, they just haven’t delivered in
year.



Pay : £1.6m underspend to M11:-
• Mainly due to premium spend on medical

staffing via agency, bank and extra contractual
payments.

• Recruitment challenges in clinical support
services continue, which are currently being
mitigated via agency and outsourcing costs.

• Partially offset by underspends in
transformation schemes and community
services.

Non Pay : £1.329m overspend to M11:-
• Non pay overspends relate to clinical supplies,

theatre non pay, establishment, drugs and
outsourcing costs for radiology; some of this
has been partially offset by a reduction in IT
spend as part of the recovery plan action.

• The Trust has a block contract with its main
commissioner TGCCG. The Trust has some non
pay expenditure pressures without the
recompense of income which results in a net
pressure for the Trust. Examples include
pacemakers, lab reagents, clinical supplies,
drugs and prosthetics.

Income: £0.036m underachievement to M11:-
• Clinical income underachievement relates to

cost per case drugs (NHSE) and
transformation, both of which are offset by
reductions in expenditure and
underperformance on associate contracts.

• Non clinical income is overperfoming
resultant in unplanned income relating to
Trainee Nurse Associates (TNA’s) which is
offset by pay/non pay expenditure.

6

Breakdown of accounts line

Financial position and bridge diagram by financial category

Key messages
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Agency & bank analysis

Trends of Agency and bank expenditure and performance against the agency cap

Key messages

Agency cap

12 Month Trend
Bank and Agency spend £000

2016-2018 Trend by Staff Group
Agency spend £000

• Agency Cap – the Trust has been set an agency cap of
£9.5m for 2018/19.

• Trend – in 2017/18, the average monthly expenditure
on agency was c. £859k; in 2018/19 this is £558k.

• Performance – the Trust is £304k below plan in Month
11 and £2.673m under the cap YTD.

• Forecast – the Trust is forecasting an agency spend of
c.£6.708m in 2018/19; this is c.£2.792m below the
agency cap.
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Cash Flow

Cash flow forecast

Key messages

Cash Flow - Forecast
13 weeks

Cash – the cash balance at the end of February was £1.4m, against a plan of £1.2m. This is due to holding cash to make payments to NHS
Professionals on the first day of March. The overall level of cash is forecast to remain at c £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 payments to
suppliers. The creditor balances are predominantly current balances which will be settled in line with the Trust’s payment terms. This is
currently at 60 days due to the low levels of cash the organisation can maintain whilst operating in a deficit.

Loans - the Trust will require a loan of £21.7 to support the deficit; and the timing of receiving PSF payments. The total distress loan
liability the Trust will have at year end is £97.5m. The Trust had a loan due for repayment in November 2018 and has been seeking
clarification on the arrangements. The Trust has now received confirmation that the loan will be extended until November 2019; the
interest rate remains at 1.5%..
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Capital Expenditure

Capital

Key messages

• Three of the approved schemes have experienced delays in year and will require £1.1m of the 19/20 capital programme to complete. To
ensure that the Trust maximises the use of available cash in relation to the delays, a number of priority schemes have been accelerated
in 2018/19.

• Robust arrangements are in place to ensure the Trust delivers the capital plan, and consequently the Trust is forecasting to spend £4.9m
against the revised plan; therefore underspending by £100k.

Material Investments
2018/19
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Balance Sheet

Balance sheet

Non current Assets £696k:

• Increase relates to capital expenditure in month

Total Current Assets (£1.893m) key changes:

• Trade receivables – invoices to TGCCG paid
relating to recharge for Transformation.

• Accrued income – Increase relates to the receipt
of Q4 PSF

Current Liabilities £3.624:

• Deferred Income - reduction due to the release of
income from TMBC received in advance.

Non Current Liabilities (£3.660m):

• Interim Revenue Support loan received in
February of £3.3m and loan interest owed of
£0.467
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KEY ISSUES AND ASSURANCE REPORT
Finance Committee

February, 2019
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Single Oversight
Framework summary

The Committee received the
regular update on performance
through a summary of metrics in
the SOF.

The Committee had positive assurance
overall that the Trust was meeting the
targets in place.

The Committee noted 30% of PSF
funding for Q4 was dependent on
meeting the 95% target for 4-hour
waits in A&E.

Whilst the Trust was not meeting the 95%
target, there was positive assurance in that
it remained the best performer in the
Greater Manchester region

Investment to meet the target,
whilst not over-investing given the
limited amount of financial
recompense available

March 2019

Recent high demand and increased
acuity had impacted on both
performance and finance.

Discussions were continuing with the CCG
regarding additional financial support,
recognising that a PbR relationship would
have led to further funding automatically.

Continue discussions March 2019

Financial position, M10
(January 2019)

The Committee was advised of the
financial position at the end of
M10.

Whilst there had been a slight deterioration
in the position, there was overall positive
assurance that the forecast/ Control Total
would be met by the end of the financial
year.

Continued monitoring

The Committee welcomed that Executive
management had reacted quickly to the
change and put in place additional
management and mitigation measures to
meet the shortfall.
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Issue Committee Update Assurance received Action Timescale

The Committee also took positive assurance
from the prudent nature of the forecast,
which made assumptions about escalated
activity to the end of the year which might
be pessimistic.

There was positive assurance that the
capital programme was being actively
managed to ensure the best value for the
year.

The Trust had been invited to
participate in the NHS
Improvement group on supporting
financially-challenged Trusts.

Committee effectiveness
review

The Committee received the
analysis of the questionnaire sent
to members and attendees of the
Committee.

It was agreed consideration should be
deferred until the results of the related
Internal Audit exercise were available.

Re-schedule for consideration May 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

ii. The impact is included in all internal and external reporting

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again
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KEY ISSUES AND ASSURANCE REPORT (to Board as Charity Trustee)
Charitable Funds Committee

February, 2019

The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Governance-
applications for funds

Applications for three funding bids
in ITU were postponed pending
written cases

Re-schedule for Committee
consideration

May 2019

Three applications were received
for funding through the ‘Everyone
Matters’ (general) fund

The written applications were given careful
consideration as to benefits to the Charity
beneficiaries, and also to ensure that they
were not inappropriately replacing
Exchequer funding.

Applications for End of Life boxes
(£600) and Autism comfort packs
(£500) were approved.

A bid for support for a 3D scope
imager (£45,000) was deferred,
recognising that this might be
suitable for a focused fundraising
campaign.

May 2019

Governance- policies The Committee considered
updated policies expected to be in
place by the Charities Commission

The policy on Fundraising Complaints was
amended to ensure that details of
complaints, and of trends identified, are
included in the Annual Report of the Charity

Subject to those amendments,
policies were approved on-
a. Fundraising Complaints

processes
b. Charitable Reserves

The Committee considered the
final draft of the guide for fund-
holders

The Committee were satisfied that the
guide provided appropriate support for
fundholders in the discharge of their
responsibilities.

Guide to be issued to fundholders,
with an acknowledgement of receipt
and responsibilities to sign and
return.

March 2019

Committee to be updated on those
fundholders who do not return the
signed acknowledgement

May 2019
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Issue Committee Update Assurance received Action Timescale

Charity finances The Committee reviewed the
financial position of the Charity at
the end of December 2018.

The Committee had positive assurance that
the financial position was stable and
appropriate.

Continued monitoring

Charity development In the seminar session, the
Committee members were briefed
on the intended feasibility study
for greater fundraising activity

The Committee agreed that the proposals
were appropriate and relevant.

Final report of the exercise to be
considered by the Committee

May 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

ii. The impact is included in all internal and external reporting

iii. There are processes in place to learn from the occurrence, and measures have been put into place to prevent them happening again
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Tameside and Glossop Integrated Care NHS Foundation Trust

Meeting date 28th March, 2019 Public Agenda item

Title Learning from Deaths Report

17Lead Director Brendan Ryan – Medical Director

Author Viv Buckett – Head of Clinical Effectiveness & Audit

Recommendations made/ Decisions requested

The Board is asked to receive and note the report and summary of learning that has been
identified.

This paper relates to the following Strategic Objectives-

X
1 To ensure our patients and users receive harm-free care by improving the quality

and safety of our services through the delivery of our Quality and Safety
programme.

X
2 To improve our patient and service- user experience through the delivery of a

personalised, responsive, caring and compassionate approach to the delivery of
care

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

4 To enable our five primary- care neighbourhood hubs and key partners to enable
them to deliver new integrated service models in order to improve the health and
well-being outcomes for our communities through supporting people

 to prevent ill-health and live healthy, independent lives where possible;
 to manage any on-going health conditions more effectively in their own

homes and communities;
 To facilitate easy access to joined-up services in the most appropriate

location.

X
5 To deliver against the required national regulatory frameworks and agreed local

standards, in terms of quality, access and financial performance.

6 To access available technologies and research to improve the outcomes for our
patient population.

The paper relates to the following CQC domains

X Safe X Effective

X Caring X Responsive

X Well-Led Use of Resources
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This paper is
related to these
BAF risks-

AF1.3 If the Trust does not have an effective framework in place to address
areas of outlying performance in relation to mortality (HSMR & SHMI) and
ensure implementation of the National Guidance on Learning from Deaths, then
the Trust will not deliver against the national programme on Learning from
Deaths and optimise care and reduce patient harm as a result of the
programme.

Where issues are addressed in the paper

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance 1.1

Sustainability (including environmental impacts) N/A

Executive Summary

The Learning from Deaths Guidance published in March 2017 by the National Quality Board for
NHS Trusts and Commissioners in England identified the requirement for Trusts to report on the
numbers and outcomes of deaths in hospital.

This report provides the quarterly report in accordance with these requirements and sets out how
the Trust systematically reviews and learns from deaths and provides a dashboard report for
awareness and scrutiny in line with national guidance and the required national reporting criteria.

The report also provides an update for oversight and scrutiny by the Board of the:

 Update & Feedback to the Trust’s Mortality improvement work action plan
 CQC-Dr Foster Mortality Outlier Alert – Septicaemia
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1.0 Background

1.1 Mortality – Learning from Deaths Report

The Learning from Deaths Guidance published in March 2017 by the National Quality Board for NHS

Trusts and Commissioners in England identified the requirement for Trusts to report on the numbers

and outcomes of deaths. To support Trusts, the National Quality Board generated a Mortality Reporting

Dashboard as a suggested tool to aid the systematic recording of deaths and learning. The Learning

from Deaths Dashboard Report has been adapted, in line with this national guidance, and incorporates

the required national reporting criteria.

The Trust’s Mortality Review Process was established in 2014 with an aim to review all in-hospital

deaths within 14 working days of death. The Trust’s mortality review is completed in greater detail when

compared to the national mortality review process (Structured Judgement Review Tool - SJR), using a

standardised mortality review proforma which incorporates the PRISM 2 methodology.

1.2 The Learning from Deaths Guidance minimum criteria to be incorporated into the Reporting

Dashboard:

National Requirement Trust Position
Total number in scope for mortality review- as a
minimum all adult in patient deaths

Trust reviews all in- hospital deaths
Selected 30- day, out-of-hospital mortality reviews

Total Number of deaths considered to have more
than a 50% chance of having been avoidable.
Suggested tool - Royal College of Physicians –
Structured Judgement Review Tool (SJR) or
alternative based on recognised methodology

Trust’s established Mortality Review Process is
based on the PRISM 2 Study and aspects of the
National SJR. The Confidential Enquiry into
Stillbirths and Deaths in Infancy (CESDI) is
utilised to grade the outcome and assess the
avoidable aspects of the mortality review process

Mortality review to be completed for all in- patient
deaths of patients identified with a Learning
Disability – using the Learning Disabilities
Mortality Review (LeDeR) Programme

All learning disability deaths are reviewed using
the Trust’s Mortality Review Process. A
secondary review is completed by the Trust’s
Mortality Review Team and the Learning
Disability Team. Reporting to the local LeDeR
team, in accordance with guidance.

The Mortality Reporting Dashboard will provide a summary of:

 The numbers of in-hospital adult and learning disabilities deaths Number of completed mortality

reviews

 The outcome of the mortality reviews, graded using the CESDI grading methodology

 Numbers of avoidable/amenable deaths

In addition following previous board discussions we have added:

 Stillbirths

 Maternal deaths

 Paediatric deaths

 ED deaths

Deaths identified as requiring investigation will be generated from Mortality Reviews (CESDI graded as

2 or 3), incident reports, complaints, safeguarding issues and coronial inquests.
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Reporting Year April 2018 to March 2019
Year- to- date, Quarters One to Four

To Note: The numbers reported as completed will vary each month. This is dependent on the numbers of completed Mortality Reviews and the

progress and outcomes of the investigation process.

In the event that a probable death (CESDI Grade 3) is reported an additional column will be incorporated into the report.

Investigation outcomes will be incorporated into subsequent reports on completion - (Level 2 Investigations in 60 working days – Level 3 – external

review investigations within 6 Months). For those deaths subject to a coronial inquest, the investigation will not be concluded until after the inquest

date to incorporate any recommendations.
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2.0 Learning from the Mortality Reviews

The focus of the case reviews and investigations is to identify any learning by way of ‘missed
opportunities’, or practice- related issues. The outcomes are shared through divisional and trust-
wide governance and safety forums, including the executive- led Trust Mortality Steering Group to
share the learning trust wide.

A mortality newsletter ‘MNEWS’ is widely cascaded to all teams detailing the good practice and

areas requiring improvement.

December MNEWS (Appendix 1)

3.0 CQC request for response to Dr Foster Mortality Outlier Alert

The Trust received a request from the CQC to respond to Dr Foster’s Mortality Outlier Alert for

Septicaemia (except in labour). The Dr Foster CUSUM analysis reported higher than expected

mortality, for the period November 2017 to May 2018.

The Trust completed an in-depth review of both clinical management and the revised national

clinical coding standards for capturing sepsis.

The clinical review identified overall good care for this patient group and provided assurance of

compliance to the Trust’s Sepsis Care Bundle.

Trust adherence to the clinical- coding standards was found to be excellent. Nationally there is no

consistent methodology and this has resulted in a reduction in the volume of sepsis coded at the

Trust to much lower than the national mean. The impact of this change is estimated, by the Trust,

to be an increase of around five index points in its overall HSMR.
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4.0 Trust Mortality Outlier Status HSMR/SHMI – Trust Mortality Improvement Work

Oversight and scrutiny by the Trust Board

Trust Actions

Action Plan
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1. External
communication and
assurance

 NHSI alerted to
Trust’s reported
position & support
requested

 Trust engagement
with NHSI sub-
regional team

 A teleconference
was held with GM &
Lancashire NHSI and
the NHSI Director of
Intelligence and
Insight on the 20

th

December 2018
 Trust engagement

with Medical Director
– Dudley Group- for
shared learning
relating to reduction
of mortality indices
for the deteriorating
patient

 Contact made with
NHSI recommended
colleague (Dr
Caroline Allum,
Medical Director
North East London
Foundation Trust and
Consultant
Radiologist). Dr Allum
has commenced a
desk top review of
our processes, with a
view to a site visit if
deemed necessary..

Assurance about
processes, best-
practice sharing

Completed

Feedback from NHSI
letter dated 8/2/19 – following
engagement with GM
Lancashire NHSI & Medical
Director – Dudley Group
(Appendix2)

NHSI Director of Intelligence &
Insight undertook to review
with the NHSI National team
the query raised by the Trust
in relation to national
adherence to septicaemia
coding standards and how
variation may affect mortality
indices.

Outcome: the Trust’s
septicaemia rate is much
lower than the national rate
and the rate of septicaemia
death thereby much greater,
meaning that the indices are
increased. This supports the
Trust’s analysis.

BR

2. Trust
Interrogation of
HSMR/SHMI

Review of:
 Patient records
 Patient safety

incidents
 Complaints
 Patient safety

Ascertain whether
deterioration had
occurred in:
care quality;
data quality.

Completed PN/
BR
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measures
 Clinical coding

practices
 Quality of care review

of 140 case records
from Q4 2017/18.

3. Increase
engagement with
clinical teams about
the mortality-review
process and mortality
data, and implement
Dr Foster consultant
scorecards.

Discuss/ present at
clinical forums at Trust
and Divisional-/ specialty-
level.

Increase clinician
knowledge of/
responsibility for
mortality indices.

Implement the Dr Foster
clinician scorecard by May
2019; general engagement
throughout 2019.

On target

BR/
PN

4. Continue to
implement change in
response to learning
from the mortality
reviews.

Develop actions from
reviews, with clear
pathway for changes to
be made/ monitored.

Ensure that
standards of care
are maintained.

2019 to complete the work on
the Learning from Mortality
Reviews Database.

On target

BR/
PN

5. Utilise newly-
developed mortality
‘heat maps’ and other
bespoke mortality/
coding reports.

‘Heatmaps’ for observed
mortality to be shared
with clinical teams;
coding reports to more
accurately capture patient
acuity.

Increase clinical
focus upon
observed mortality;
improve data
accuracy.

April 2019

Completed (and ongoing)

PN

6. Complete
development of co-
morbidity software,
which will significantly
improve the capture
of long-term
conditions.

Bespoke software that
will allow for electronic
capture of co-morbidities
and long-term conditions
on wards and in
departments. .

Aims to produce
data that
appropriately
reflects the acuity
of patients
admitted.

September 2019

On target

PN

7. Implement
Simple Code software
to improve data
quality.

SimpleCode is coding
software that improves
coding accuracy by the
use of prompts etc. The
Trust is working to
integrate the software
with its EPR (Lorenzo).

Improve data by
the capture of
additional co-
morbidities.

August 2019

On target, currently testing
software

PN
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Appendix 1
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Appendix 2
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