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        PART 1 
AGENDA ITEM 6 

 
 

 
Title of Board paper 
 

Chief Executive’s Report 

Board meeting date 25 September 2014  

 
Purpose  
 

To draw the Board’s attention to key issues 

Corporate 
Objectives 

All 

Relating to 
Assurance 
Framework and 
Significant Risk 

Has the potential to impact on all Assurance Framework 
and Risk Register risks 

Actions 
Recommended  

Discussion / Noting / Decision  

Publication 
This paper will be published in line with the Tameside 
Hospital NHS Foundation Trust publication scheme, 
subject to any redactions approved by the Board. 

Unusual acronyms  
 
None 
 

 
Any 
communications 
actions after the 
meeting 
 

None 

Report of Karen James 

Paper prepared by 
 
Tom Neve 
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Mutuals in Health 

The board may recall that at the August board, the intention to submit an application 

to the Mutuals in Health Pathfinder Programme was discussed.  If successful the 

trust will receive up to £100,000 worth of bespoke consultancy support to explore 

the potential of the Mutuals model within the trust’s strategic vision.  

I am pleased to announce that the trust was successful in progressing to the 

interview stage of the application process. The interview is scheduled for 18 

September 2014 and is to be held in London.  

A team of up to 3 people from the trust will be interviewed by a 3 person panel to 

include Cabinet Office and Department of Health Officials. The first part of the 

interview involves a 10 minute presentation which is required to encapsulate why 

the trust has applied to the programme in the context of the organisations strategic 

direction and the anticipated specific benefits that the Pathfinder organisation will 

bring to the trust. 

Part 2 of the interview will explore in detail the key lines of enquiry identified from 

the review of the application and also explore the benefits that the trust expects 

from participating in the programme.  

By the time this report is discussed at board the results of the application may be 

known. 

 

New regulations setting out the CQC’s fundamental standards. 

 

The Board will be aware that new regulations setting out the CQC’s fundamental 

standards will be introduced for all care providers from 1 April 2015.  

The fundamental standards have been reduced to 11 instead of 16 and are 

intended to be more precise. 

As part of these fundamental standards there is a new  requirement for NHS bodies 

–the Fit and Proper Person Requirements. The timescale to implement this 

requirement is dependent on Parliamentary approval. Once Parliamentary approval 

is sought, the regulation will come into force 21 days later – potentially around mid-

November 2014. 

Fit and proper person requirements (FPPR) 

The key intention of the new requirement is to ensure the overall quality of safety of 

care. The FPPR aims to make sure that individuals appointed in the most senior of 

positions have responsibility and accountability for the standard of care within their 

organisation. 

The new regulations will apply to all board members including executive and non-

executive directors or their equivalent, and the executive team. It will apply to all 

interim directors as well as those in permanent positions. 

Clarity is being sought from the CQC as to whether or not the new regulations will 

apply to Governors.  

The new requirements mean that all directors must: 

• Be of good character 
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• Have the qualifications, skills and experience necessary for the position 

being offered 

• Not have been responsible for any misconduct or mismanagement in the 

course of any employment with a CQC registered provider 

• Not be prohibited from holding the relevant position under any other law 

The term good character can be quite subjective but should be thought of in terms 

of openness, honesty and integrity which should be assessed as part of the 

recruitment process. 

There is already a general obligation to only employ individuals who are fit, have the 

right set of qualifications, skills and experience. In this sense the new regulations 

are not introducing something new or unfamiliar. 

However this is also about retention as well. As employers, the NHS will need to be 

able to confirm with the CQC that directors remain fit throughout their employment, 

and that they have access to on-going development to make sure they continue to 

be fit.  

The new fitness requirements will apply to all board members who are appointed on 

or after the November date (yet to be confirmed). There are no plans to apply the 

new requirements retrospectively to staff already in post prior to the new regulations 

coming into force. However, if an existing board member is subsequently 

investigated and is deemed unfit then the trust would need to notify the CQC. 

Where a new appointment is made, Chairs will need to notify the CQC 

The CQC place an expectation on Chairs to take on the responsibility for FPPR as 

they are the obvious person in the organisation to do that, however there is no such 

legal obligation for them to do so. 

It is important to note that FPPR is a requirement of registration and organisations 

will be required to meet this requirement as part of their on-going registration with 

the CQC. 

  

 

Display of Performance Assessments Consultation – Placing a legal 

requirement on registered providers to display the rating published by the Care 

Quality Commission 

 

A core theme in the Government’s response to the Francis Inquiry was the need for 

greater transparency about the quality and safety of health and social care services. 

This is why, through the Care Act 2014, the Government has placed a duty on the 

CQC to carry out and publish ratings of providers of health and adult social care.  

 

The Government wants these ratings to be easy for people who use services, to 

see and understand, while also providing a reliable assessment of a provider’s 

performance.  The Department of Health states that these ratings will be of limited 

use if the people using services do not see them. Although the ratings will be 

published on CQC’s website, not everyone researches the performance of their 
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hospital on-line. The public should have ready access to how well a provider is 

doing and this means provider’s being up front about the rating CQC has given 

them. So when a patient or member of the public looks online or walks through the 

door of their local hospital, they can see a clear rating of how safe and effective that 

service is. 

 

The Government wants to place a clear legal requirement on providers to 

prominently display the rating awarded by the CQC, to ensure that this clear 

assessment of provider quality is accessible to the people when they use services.  

The consultation closes on 13 October 2014 and the aim is for this regulation to 

come into force by April 2015  

 
 
Monitor’s announcement to tender for a contract to undertake ICO feasibility 
at TGH 
 
I am pleased to report that Monitor have taken a step forward with regards to our 
strategic plan of developing an integrated care organisation (ICO). Monitor have 
announced that they are going out to tender for the contract to scope out the 
feasibility of the ICO business plan. This announcement was made via a press 
release on Friday 19th September 2014 and it is likely that the successful team will 
be in place towards the end of the year. Despite this being good news for the trust 
and a positive step forward, we had concerns about some of the words and 
language used in Monitor’s press release. Regrettably the press release was 
interpreted incorrectly by some parts of the media including the BBC and 
Manchester Evening News. We have since spoken with the Manchester Evening 
News to explain that there reporting of this news was both inaccurate and 
misleading. They have accepted this, amended the online article and printed a letter 
from myself to the readers of the MEN under the ‘Viewpoints’ section of their 
newspaper. We have also spoken with Monitor and again expressed our concern 
about some of the terms and language used to communicate what it is that they are 
doing.  
 
As I am sure you are aware, this is a very positive step for the trust as we now look 
at the feasibility of TGH, with our partners, becoming an integrated care 
organisation. And despite the inaccurate reporting of this announcement, it’s a very 
exciting time for us all involved.  
 
Open day – what a success 
 
I am delighted to report a very successful community open day held on Sunday 21st 
September 2014. As you may know, this was the first time we have done an open 
day in this format and it really was a great success. Well over 1000 people turned 
up on the day to see over 35 exhibitions, entertainment and demonstrations. We 
also had involvement from many of our stakeholders including the police, fire and 
rescue; and the army. I would like to extend my thank-you to the committee 
responsible for organising this event and to all of the exhibitors and staff that helped 
out on the day. I would also like to say a special thank-you to the National Lottery 



5 
 

Fund for their contribution towards the event.  As it was so successful, we aim to do 
the same next year.  
 
 
Annual Members Meeting 

 

This year’s Annual Members Meeting is to be held on Thursday 30 October 2014 at 

6pm in the Lecture Theatre of the Werneth Building.  

The meeting date will be advertised in the local press under the Public Notices 

section 14 days before the event in compliance with the statutory requirements. 

All board members are encouraged to attend this meeting which is scheduled on a 

Trust Board day. 
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PART 1  
AGENDA ITEM 7 

 

 

 
Title of Board paper 
 

Improvement Update 

Board meeting date 25th September 2014 

 
Purpose  
 

The purpose of this paper is to update the Board on 
delivery against  the actions that were determined from 
the following reviews: 
 
CQC Chief Inspector of Hospitals Report. May  2014 
Post Graduate Education Monitoring  Visit ( Deanery). 
May 2014 
Emergency Care Intensive Support Team Review. June 
2014  
Breast Service Review. June 2014 
 

Corporate 
Objectives 

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

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

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

4. To develop a continuous quality improvement 
culture which promotes patient quality, safety, 
personalised and effective care. 
 

5. To develop a Strategic Service Plan which will 
secure clinical and financial sustainability for the 
Trust in conjunction with the Trust’s strategic 
partners and key stakeholders. 
 

6. To work with our partners, stakeholders and the 
community to develop the reputation of Tameside 
Hospital as a provider of safe, high quality, 
effective care. 

 
7. To deliver against the required local and national 

frameworks in order to meet all the requirements 
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of the Trust’s operating licence and the 
commissioners’ requirements. 
 

Relating to 
Assurance 
Framework and 
Significant Risk 

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

Actions 
Recommended  

Discussion / Noting / Decision 

Publication 

This paper will be published in line with the Tameside 
Hospital NHS Foundation Trust publication scheme, 
subject to any redactions approved by the Board. 
 
 

Unusual acronyms  

ICAP – Improvement Central Action Plan 
RICAP- Revised Improvement Central Action Plan 
KPIs – Key Performance Indicators 
MAU – Medical Assessment Unit 
UHSM – University Hospital of South Manchester 
CIP – Cost Improvement Programme 
KPI- Key Performance Indicator 
SPC- Statistical Process Charts  
PMO- Project Management Office 
BAF-Board Assurance Framework  
QIA-Quality Impact Assessment  
CQUIN-Commissioning for Quality and Innovation 
 

 

Any 
communications 
actions after the 
meeting 

 

The content of this report will be communicated to 
external stakeholders. 

Report of Karen James. Chief Executive 

Paper prepared by Naomi Ledwith. Programme Director Improvement 
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Tameside Hospital NHS Foundation Trust 
 

 
1.  Background 
 

The May 2014 Care Quality Committee (CQC) Chief Inspector of Hospital’s 
Inspection recognised that the Trust is on a journey and significant improvement had 
been made in the 10 months since the Keogh review. The majority of the actions 
within the historic action plan (ICAP) have been delivered; therefore the July 2014 
Trust Board agreed that the plan should be refreshed, ensuring that we continue to 
look forward on our improvement journey. 
 
The RICAP (Revised Central Improvement Action Plan) was presented to the Board 
in August 2014. The RICAP has been created to allow the Trust to articulate the 
Improvement Strategy, in response to the reviews listed below, and to align business 
to that strategy. 
 

• CQC May 2014 Report- Chief Inspector of Hospital’s Inspection “Must 
& Should Do recommendations”  

 

• Post Graduate Education Monitoring Visit (Deanery) May 2014 
 

• Emergency Care Intensive Support Team Review June 2014 
 

• Breast Review 2014 
 

• Cardiology Peer Review (due to take place September 2014) 

 
To ensure that improvements are sustained, actions from the historic action plan 
(ICAP) have been mapped to the RICAP where appropriate and all have been 
mapped to the Board Assurance Framework and Risk Registers, to allow assurance 
through the Significant Risk Report. 
 

2. Reporting 
 
Appendix 1 contains the RICAP, which now includes the patient safety actions 
recommended by the recently received Deanery report.  The RICAP will be further 
updated in the forthcoming months with the actions from the Cardiology Peer 
Review. 
 
The Trust has been working since early summer to deliver the actions outlined in the 
RICAP and embed improvement. Delivery against RICAP timescales are rated using 
Monitor’s Blue Green, Amber & Red (BRAG rating system) 
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KEY  

Delivered and fully embedded 

• Following a favourable external report or following the Trust's internal 
monitoring plus  Monitor Improvement Director observations 

• There is quantitive evidence to confirm the actions have been implemented 
e.g. 100 nurses have been recruited; or 

• Actions are ‘discreet’ and implementation has been clearly evidenced. E.g. the 
appointment of the Improvement Director. 

 On Track to deliver 

• the Trust is making good progress and the actions have been implemented 
within the agreed time frame but effectiveness has not yet been independently 
verified; or 

• the actions are underway and are on schedule to be completed within the 
original agreed timeframe, but implementation is not fully achieved. 

Some issues – narrative disclosure 
• If progress of actions has been delayed within the agreed timeframe; or 

• If there is a risk of not delivering the actions within the agreed timeframe. 

Not on track to deliver 
• Significant concern that the delivery of actions will not being delivered within 

the agreed timeframe. 

 
 

3. Governance  
 
Externally progress against the RICAP (Revised Central Improvement Action Plan) 
will be monitored through the Tameside Quality Oversight Group. This group will 
provide a multi-agency oversight of the Trust Improvement Programme, with CCG, 
Local Authority, Healthwatch, Monitor, NHS England, Deanery and internal Trust 
membership. The Terms of Reference for this group can be found in Appendix 2 
 
The Trust’s Programme Management Office will act as the delivery unit for the 
RICAP working under the Executive leadership of the Director of Operations and 
with the transformational, clinical, governance, managerial and operational teams 
within the Trust to ensure delivery. Appendix 3 shows the governance structure for 
the Recovery Programme, which covers both businesses as usual projects, in 
addition to those under external scrutiny to ensure synergy and sustainability as we 
embed a model of transformation and improvement. 
 
All groups within the recovery structure will present their Terms of Reference, Key 
Performance Indicators, and Action plans, to their oversight Board subgroup.  A 
monthly review of these documents will be used to inform the Board Improvement 
Update BRAG rating and the exception reports for any areas that are BRAG rated as 
Red or Amber. 
 

4. Delivery of actions 
 
Actions are BRAG rated in line with Monitor guidance. Movement between the 
BRAG colours is based delivery against timescale. 
 
Current performance: all actions are currently on track to deliver against timescales 
and are rated Green.  
 

Delivered and fully embedded Blue 0 

On Track to deliver Green 62 

Some issues – narrative disclosure Amber 0 

Not on track to deliver Red 0 
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5. Exception Reporting  

 
5.1  Red Rated Actions None to Report 

 
 
5.2 Amber Rated Milestone None to Report 
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Blue 0

Green 59

Amber 0
Red 0

Total 59
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1 CQC Actions
1.1 *S5 Ensure there are at all times, enough appropriately skilled staff in all 

areas or on call to meet people's needs.

x

Dec-14

Green Director of Nursing Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Daily at Bed meeting         

Deputy director of 

Nursing - daily Trust 

board - 6 monthly report,   

EMT weekly 

1.2 E1 take action to ensure that care and treatment reflects published 

research evidence and guidance issued by the appropriate 

professional and expert bodies.

x

Dec-14

Green Director Nursing , 

Medical Director 

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Divisional Governance 

meetings - Clinical audit 

and effectiveness  group - 

Monthly                            

Quality Account progress 

monitored through 

Quality and Governance 

committee and 

subcommittees

1.3 E3 take action to ensure staff are adequately trained and regularly 

appraised.

x

Dec-14

Green Director of Human 

Resources 

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Trust board , Divisional 

Governance groups , 

Operational Board  and 

Performance meetings, 

Ward level dashboards

1.4 S3 take action to ensure they adequately safeguard patient information. x

Dec-14

Green Director Of Nursing , 

Director of Operations

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Information Governance 

Group 

1.5 S2 take action to ensure that staff continue to report and learn from 

incidents.

x

Dec-14

Green Director of Quality and 

Governance

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Service Quality and 

Operational Governance 

Group 

1.6 R4 take action to ensure that they learn from complaints and concerns. x

Dec-14

Green Director of Quality and 

Governance

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Service Quality and 

Operational Governance 

Group 

Good On Track to deliver

Tameside Hospital NHS Foundation Trust Consolidated Action Plan  July 2014

Inadequate

Requires Improvement Delivered and fully embedded

x Lead reporting area
Some issues – narrative disclosure

v20
In CQC action Plan Not on track to deliver

Reporting Responsibility

1



2

K
e

o
g

h
 L

e
g

a
c
y

C
Q

C

E
C

IS
T

B
re

a
s
t 

 R
e

v
ie

w

D
e

a
n

e
ry

Concern

C
Q

C
 A

c
ti
o
n
 P

la
n

E
le

c
ti
v
e
 P

a
ti
e
n
ts

 A
c
c
e
s
s

C
ri
ti
c
a
l 
C

a
re

 G
ro

u
p

P
a
ti
e
n
t 

F
lo

w
s

D
e
te

ri
o
ra

ti
n
g
 P

a
ti
e
n
t

D
e
a
n
e
ry

 R
e
c
o
v
e
ry

 G
ro

u
p

U
rg

e
n
t 

C
a
re

M
e
d
ic

a
l 
D

iv
is

io
n

C
a
rd

io
lo

g
y
 G

ro
u
p

S
u
rg

ic
a
l 
D

iv
is

io
n

E
x
p
e
c
te

d
 D

a
te

 o
f 

C
o
m

p
le

ti
o
n

R
e
v
is

e
d
 D

a
te

 o
f 

C
o
m

p
le

ti
o
n

B
R

A
G

 S
ta

tu
s

D
ir
e
c
to

r 
R

e
s
p
o
n
s
ib

le

L
e
a
d
 O

ff
ic

e
rs

G
o
v
e
rn

a
n
c
e
 &

 

R
e
p
o
rt

in
g

1.7 S4 take action to ensure that suitable infection prevention and control 

measures are in place, to reduce the number of surgical site 

infections.

x

Dec-14

Green Director of Nursing 

/DIPC,      Medical 

Director

Clinical Lead, Infection 

Prevention,               

Clinical Lead Surgery

Elective Governance 

structures,                         

Infection Prevention 

Committee, Service 

Quality and Operational 

Governance committee  

and Trust Board annually 

1.9 S5 ensure that they regularly update policies and procedures. x

Dec-14

Green Director of Quality and 

Governance

Head of Assurance and 

Governance 

Risk Management 

Committee, Quality and 

Governance Committee 

1.10 S2 

R4

ensure there is a robust system for disseminating information, such 

as learning from complaints or incidents, amongst all staff.

x

Dec-14

Green Director of Quality and 

Governance

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Learning from 

Experience group, 

Quality and Governance 

Committee 

1.11 R3 ensure they share accurate information in a timely way with patients 

or people acting on their behalf.

x

Dec-14

Green Director of Operations Divisional General 

Manager(s) and Heads of 

Nursing and Midwifery

Patient Experience 

Group.  

1.12 S4 ensure there are robust systems in place to safeguard staff who 

handle patient records against workplace injury.

x

Dec-14

Green Director of Quality and 

Governance

Operationally:

DGMs, Clinical Directors, 

Business Managers, 

Heads of Nursing 

Health and Safety 

Committee report to the 

Quality and Risk 

Management and Quality 

and Governance

1.13 R3 consider how they promote patient engagement methods, such as 

the inpatient survey or the Friends and Family Test, in wards or 

units with low response rates, such as the day case or endoscopy 

unit.

x

Dec-14

Green Director of Nursing Head of Patient 

Experience and Heads of 

Nursing

Patient Experience 

Group and Divisional 

Governance For a

1.14 S3 Take action to ensure that patient records, such as nursing 

assessments, procedure books, patient group directives or 

discharge letters, are accurate and fit for purpose.

x

Dec-14

Green Director Nursing Deputy Director of 

Nursing /Matrons

SQOGG, Operational 

Board

1.15 S4 

E3

Take action to ensure staff accurately and regularly check 

equipment such as resuscitation trolleys across all areas of the 

Trusts building on the good practice in many areas.

x

Dec-14

Green Director Nursing Deputy Director of 

Nursing /Matrons

Management of Acutely 

unwell and deteriorating 

Patients  group (includes 

Life support and Resus)

1.16 R4 Take action to ensure that the practice of learning from complaints 

is embedded across the trust, building on the good practice already 

in place in some areas as they learn from complaints and concerns 

.

x

Dec-14

Green Director of Quality and 

Governance

Divisional General 

Managers/ Heads of 

Nursing/ Clinical 

Directors  

Service Quality and 

Operational Governance 

Group 

1.17 S3 Ensure that all staff, patients and visitors know how to respond to 

any allegation of abuse.

x

Dec-14

Green Director of Quality and 

Governance

Head of Adult 

Safeguarding, Children's 

Safeguarding lead 

Trust Internal 

Safeguarding Board

1.18 S4                                                                                                                      

E1

Ensure that staff (particularly in medical care services) have 

adequate plans in place to care for people with mental health 

conditions, including dementia, or challenging behaviour.

x

Dec-14

Green Director of Nursing, 

Director of Quality and 

Governance 

Head of Nursing 

/Matrons, DGMs and 

Clinical Directors

Trust Internal 

Safeguarding Board 

1.19 S3 Consider how they support staff to quickly identify clean versus dirty 

equipment; particularly in maternity, children's services and medical 

care services.

x

Dec-14

Green  Director of Estate and 

Facilities

DGMs, HoN, Matrons, 

Clinical Directors

Decontamination group 

1.20 S3 Take action to ensure that staff promptly assess all patients and 

ensure their welfare and safety, particularly in A&E.

x x

Dec-14

Green Medical Director Deputy Director of 

Nursing /Matrons, 

Clinical Directors

Service Quality and 

Operational Governance 

Group 

2



3

K
e

o
g

h
 L

e
g

a
c
y

C
Q

C

E
C

IS
T

B
re

a
s
t 

 R
e

v
ie

w

D
e

a
n

e
ry

Concern

C
Q

C
 A

c
ti
o
n
 P

la
n

E
le

c
ti
v
e
 P

a
ti
e
n
ts

 A
c
c
e
s
s

C
ri
ti
c
a
l 
C

a
re

 G
ro

u
p

P
a
ti
e
n
t 

F
lo

w
s

D
e
te

ri
o
ra

ti
n
g
 P

a
ti
e
n
t

D
e
a
n
e
ry

 R
e
c
o
v
e
ry

 G
ro

u
p

U
rg

e
n
t 

C
a
re

M
e
d
ic

a
l 
D

iv
is

io
n

C
a
rd

io
lo

g
y
 G

ro
u
p

S
u
rg

ic
a
l 
D

iv
is

io
n

E
x
p
e
c
te

d
 D

a
te

 o
f 

C
o
m

p
le

ti
o
n

R
e
v
is

e
d
 D

a
te

 o
f 

C
o
m

p
le

ti
o
n

B
R

A
G

 S
ta

tu
s

D
ir
e
c
to

r 
R

e
s
p
o
n
s
ib

le

L
e
a
d
 O

ff
ic

e
rs

G
o
v
e
rn

a
n
c
e
 &

 

R
e
p
o
rt

in
g

1.21 E3 take action to ensure staff, particularly in maternity safely store 

adequate supplies of medication, that staff accurately record this , 

and that staff regularly check these records

x

Dec-14

Green Medical Director, Director 

of Nursing

Chief Pharmacist, Head 

of Midwifery

Drug and therapeutic 

committee/ Medicines 

Safety group

1.22 S5 Ensure that all staff (particularly in medical care services and A&E) 

receive suitable structured supervision building on the work already 

in place. X
 N

u
rs

in
g

x
 M

e
d
ic

s x

Dec-14

Green Director of HR Workforce HR group

1.23 S4 

E1

Ensure that staff provide external identification for patients, such as 

a wristband, when patients arrive in the A&E department.

x

Dec-14

Green Director of Quality and 

Governance

Head of Patient Safety 

and Risk

Patient Safety 

Programme Board

1.24 W4 ensure there are robust systems in place to obtain the views of 

patients and carers regarding care at the end of life and 

bereavement support.

x

Dec-14

Green Director of Nursing Head of Patient 

Experience, 

Bereavement Office and 

End of Life team

Patient Experience 

Group  and SQOGG

2 Critical Care
2.1 E3 Take action to ensure that within critical care they have safely 

stored adequate supplies of medication and that staff regularly 

check this.

x

Dec-14

Green Director of Operations Chief Pharmacist, Head of 

Nursing (Elective)

Critical Care steering 

Group through to Quality 

& Governance

2.2 S5 

E3  

Ensure that the Intensive Care National Audit & Research Centre 

data is kept up to date and used proactively to help monitor the 

safety, effectiveness and responsiveness of the service.

x

Dec-14

Green Director of Operations Dr.Gourishankar

Critical Care steering 

Group through to Quality 

& Governance

2.3 E3 Take action to ensure that the environment for interventional 

procedures in coronary care are safe and suitable for treatment.

x

Dec-14

Green Director of Estate and 

Facilities

Divisional General 

Manager (Elective )

Critical Care steering 

Group through to Quality 

& Governance

2.4 R1 take action to ensure that they seek and have regard for appropriate 

professional and expert advice when planning their critical care 

services.

x

Dec-14

Green Director of Operations Dr.Gourishankar Critical Care steering 

Group through to Quality 

& Governance

2.5 S5 

E3 

R1

Consider how their plans for re-developing the critical care service 

meets the needs of staff and patients.

x

Dec-14

Green Director of Estate and 

Facilities

Divisional General 

Manager (Elective )

Critical Care steering 

Group through to Quality 

& Governance

2.6 S5

E3

Take action to ensure that the appropriate equipment in critical care 

is available and promptly repaired when broken.

x

Dec-14

Green Director of Estates and 

Facilities

Medical Devices Lead Critical Care steering 

Group through to Quality 

& Governance

2.7 S4 Consider how staff in the MHDU/CCU adequately monitor the 

weight of patients who cannot easily stand.

x

Dec-14

Green Director of Operations Head of Nursing 

/Matrons

Critical Care steering 

Group through to Quality 

& Governance

3
3.1 E3 x consider how they work together with the local community to 

facilitate safe and prompt discharges. Focus on discharge planning 

to minimise extended lengths of stay and the associated increased 

staffing demand. 

Director of Operations Head of Patient Flow and 

Directorate General 

Manager

Operational Board 

3.2 S4 

R2

ensure they adequately monitor the quality of their bed 

management.

x

Dec-14

Green Director of Operations Head of Patient Flow and 

Directorate General 

Manager

Operational Board 

4
4.1 S4 Take action to ensure that staff adequately assess and respond to 

changes in patient condition or risk.

Green Director of Nursing, 

Medical Director 

Deputy Director of 

Nursing /Matrons, 

Clinical Directors

Acutely unwell and 

deteriorating patient 

programme

5

Patient 

Deteriorating patient

Elective Access

3
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5.1 E3 take action to ensure that they appropriately prioritise patients 

waiting for surgery.

Green Director of Operations Divisional General 

Manager (elective)

Performance and 

Operational Improvement 

Board 

5.2 E1 Consider the impact of having nurses with combined anaesthetic 

and recovery responsibilities .

Green Director of Nursing Head of Nursing 

/Matrons

Nursing and Midwifery 

leaders  forum 

6
TBC

7
7.1 S5 x Supervision: Ensure that all staff (particularly in medical care 

services and A&E) receive suitable structured supervision building 

on the work already in place. The Trust must ensure that the core 

medical trainees are appropriately supervised and able to access 

senior support at all times.

x
 M

e
d
ic

s

Dec-14

Green Director of HR Medical 

Director

Head of Medical 

Education

Educational Governance 

Group

7.2 x Housekeeping : Ensure term SHO is not used, timely issue of ID 

badges, timely induction x Dec-14

Green Director of HR Medical 

Director

Head of Medical 

Education

Educational Governance 

Group

7.3 x Training: The Trust must ensure it has a systematic process to 

check and audit life support skills. x Dec-14

Green Director of HR Medical 

Director

Head of Medical 

Education

Educational Governance 

Group

7.4 x The Trust must continue its work to improve the educational 

environment within some of the medical specialties, seeking to 

further increase consultant presence and clinical support for the 

trainees. x Dec-14

Green Director of HR Medical 

Director

Head of Medical 

Education

Educational Governance 

Group

7.5 x The Trust must ensure that the senior medical trainees have access 

to appropriate senior support when working on the ICU and when 

managing acutely unwell patients on other wards. x Dec-14

Green

Medical Director Clinical Directors

Educational Governance 

Group

7.6

x

Handover: The Trust must continue its work to improve handover, 

particularly in medicine, and ensure that trainees are able to 

handover the care of their patients safely.  Handover of patients 

should be timetabled for all trainees and should take place under 

the supervision of a senior doctor, ideally a consultant, and trainees 

should have the opportunity to learn from their work.

x Dec-14

Green

Medical Director Clinical Directors

Educational Governance 

Group

7.7 x Supervision: The Trust must review the supervision arrangements 

for, and the educational value of, the solo lists undertaken by the 

anaesthetics trainees x Dec-14

Green

Medical Director Clinical Directors

Educational Governance 

Group

7.8 x The Trust must continue its work to improve the clinical leadership 

of the emergency medicine department, including the work on 

referral systems. x Dec-14

Green

Medical Director Clinical Directors

Educational Governance 

Group

8
8.1 x  Continue to monitor ED capacity & demand and any delays in 

transferring out of the ED. 

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.2 x Introduce a full capacity protocol approach in A&E x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.3 x Monitor ED consultant presence and leadership x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

Cardiology Review

Deanery Review

Urgent 

4
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8.4 x Monitor how and when ED board rounds are undertaken x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.5 x Implement standardised operating procedures for REACT and 

ensure these are and monitored to minimise variation within the 

consultant led service

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.6 x Develop a more robust nurse led rapid assessment service out of 

hours

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.7 x Prioritise  the implementation of twelve hour consultant cover at the 

weekend

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.8 x Ensure short stay patients are identified at the earliest opportunity 

and streamed short stay

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.9 x Increase continuity and reduce handoffs to maximise the number of 

patients managed within short stay

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.10 x introduce a frailty pathway close to Acute Medicine to maximise 

short stay and ambulatory pathways for older people

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.11 x IPS are implemented, monitored and escalated to support early 

resolution of any issues highlighted.

x

Dec-14

Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.12 x Work with ECIST to reduce unplanned attendances x Green Director of Operations ED Manager Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.13 x continue to monitor multi-disciplinary working and consider the 

potential for further development as vacancies reduce

x

Dec-14

Green Director of Operations Divisional General 

Manager Elective

Performance & Service 

Improvement Board 

through to Quality & 

Governance

8.14 S4 

E1

Ensure that the trust improve the routine monitoring of the care and 

treatment of patients in A&E dep

Director of Operations DGMs Operational Board

9
9.1 x Ensure there are two substantive imaging posts to support the 

breast service at Tameside; and could be provided by two 

radiologists or a radiologist and a consultant radiography 

practitioner. 

x

Dec-14

Green Director of Operations Divisional General 

Manager Elective & 

Radiology Manager

Operational Board 

through to Quality & 

Governance

9.2 x Ensure joint MDT governance arrangements are overhauled and 

formalised in a funded Service Level Agreement to ensure face to 

face discussions take place with the whole team from both Trusts

x

Dec-14

Green Director of Operations Divisional General 

Manager Elective & 

Radiology Manager

Operational Board 

through to Quality & 

Governance

Breast Services

5
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9.3 x Joint MDT should work towards a set of shared protocols and 

policies as part of the agreed SLA.  Consideration should be given 

to the reintroduction of face-to-face MDT sessions between the 

sites, or alternatively increased discussion to include screening 

cases originating from the Tameside area which would improve joint 

working between the teams and allow shared learning from these 

cases.

x

Dec-14

Green Director of Operations Divisional General 

Manager Elective & 

Radiology Manager

Operational Board 

through to Quality & 

Governance

9.4 x Explore the addition of screen detected cancers from the T&G 

population to the work undertaken by the Tameside Unit would 

support the future viability of their service through the exposure to a 

wider range and quantity of cancer work and consequent enhanced 

expertise

x

Dec-14

Green Director of Operations Divisional General 

Manager Elective & 

Radiology Manager

Operational Board 

through to Quality & 

Governance

6



DRAFT Terms of Reference (version 2) 

 

Tameside Quality Oversight Group 

 

 

Title: Tameside Quality Oversight Group 

Purpose: The purpose of the group is to provide multi-agency oversight of the 
improvement required at Tameside Hospital NHS Foundation Trust 
to ensure the trust emerges from Special Measures at the next 
opportunity. 

Objectives: • To review the Trust’s new Quality Improvement Plan to ensure 
it appropriately addresses all new and outstanding 
recommendations made in recent reviews including, but not 
limited to: 

o The CIoH review in May 2014 
o The Deanery review in May 2014 
o The recent service reviews into breast cancer, 

emergency care, cardiology and critical care. 
o Outstanding actions from the previous Quality 

Improvement Plan 

• To keep the Quality Improvement Plan under review it 
continues to appropriately address relevant new issues as 
they arise. 

• To receive assurance or reassurance (as appropriate) from 
members of the Trust’s existing Improvement Board (which 
includes membership from the Trust, the CCG and 
Healthwatch). 

• To scrutinise and constructively challenge the assurance 
and/or reassurance presented. 

• To define what further assurance is required to be presented 
on specific issues at future meetings. 

• To discuss and agree what further resources or expertise the 
group can collectively provide or source to support the Trust to 
improve in specific areas, as required. 

Location: Meetings will be held at Tameside Hospital/Piccadilly Place? unless 
otherwise stated.  

Teleconference/videoconference facilities will be made available for 
those unable to attend in person. 

Time commitment: One two-hour meeting each month until the Trust is removed from 
special measures. 



Membership: • Trish Bennett – Director of Nursing (Greater Manchester Area 
Team) – Meeting Chair 

• Claire Yarwood – Director of Finance (Greater Manchester 
Area Team) 
 

• Frances Shattock – Regional Director (Monitor) 

• Paul Chandler – Senior Regional Manager (Monitor) 

• Sarah Webster – Regional Manager (Monitor) 

• Eric Morton – Improvement Director (Monitor) 
 

• Karen James – Chief Executive (Tameside Hospital FT) 

• John Goodenough – Director of Nursing (Tameside Hospital 
FT) 

• Brendan Ryan – Medical Director (Tameside Hospital FT) 
 

• Steve Allinson – Accountable Officer (Tameside & Glossop 
CCG) 

• Nikki Leach – Director of Nursing (Tameside & Glossop CCG) 

• Jamie Douglas - GP (Tameside & Glossop CCG) 
 

• Gill Harris – Chief Nurse (NHS North) 

• Jacky Hayden – Dean (North Western Deanery) 

• Tameside Metropolitan Borough Council rep - tbc 

• Derbyshire Healthwatch representation – tbc 
 

 
Other members for the group can be nominated (to the Chair) by any 
of the members listed above. 
 

Quorum: The group will be considered quorate if there is suitable 
representation from Monitor, Tameside Hospital FT, Tameside & 
Glossop CCG and Greater Manchester Area Team (as a minimum). 

Secretarial and 
Facilities support: 

Admin support will be provided by Monitor who will:  

• Agree the agenda and circulate to members, along with any 
necessary advance materials. 

• Ensure minutes are taken and keep a record of matters 
arising and issues to be taken forward. 

 
Room bookings and other facilities support will provided by 
Tameside Hospital FT/GMAT (depending on location). 

Reporting: The conduct of the meeting will be confidential but each organisation 
may summarise information received within the meeting to brief its 
legitimate internal stakeholders (in a similar way to that which Quality 
Surveillance Groups operate). 

 



Appendix 3 Recovery Governance Structure 

 
Executive Management 

Team 

Service Quality and 

Operational Governance 

Group  

Executive 

Delivery Group 

Performance and 

Service Improvement 

Group  

Critical Care Steering 

Group  

Medical 

Productivity  

Operational Board 

• Outpatient Programme 

• Discharge Information 

Programme 

• Patient Flow Project 

• Urgent Care  

• ECIST 

• Ambulatory 

• Radiology Improvement 

• Elective Access 

• Cardiology Service 

Review 

Breast review 

JAG accreditation  

• RTT 18 weeks 

• Ortho Service Review 

• Capacity and Demand Study 

• Breast Service Review 

• Management of unwell 

and deteriorating 

patients  

(life support and resus) 

 

• Paediatric Diabetic 

Review 

• Critical Care Process 

• Critical Care 

Workforce 

• Critical Care 

Environment 

Patient Safety 

Programme Board  

Nursing, Midwifery 

Leaders Forum 

Non-ward based 

nurse review 

Recovery Board  Educational 

Governance Group  

Junior Doctors Issues 

Group 

 

Denotes external reporting  

 

 

 

Denotes internal reporting 

 

 



 

 

  

 

PART 1 
AGENDA ITEM 8 

  

Title of Board paper  Integrated Quality Report : August 2014 

Board meeting date 25th September 2014 

Purpose  The Board is asked to review current performance 

Corporate Objectives  

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

Relating to 
Assurance 
Framework and 
Significant Risk 

AF3446 

Actions 
Recommended  

Discussion / Noting / Decision 

Publication This paper will be published under the THFT publication scheme 

Unusual acronyms  

ADT Admission, Discharge, Transfer 
C DIFF Clostridium difficile  
CIP Cost Improvement Plan 
CQC Care Quality Commission 
CT  Computerised Tomography 
CWT  Cancer Waiting Times 
DNA  Did-not-Attend 
DPH Director of Public Health 
FFT Friends & Family Test 
GMCCN Greater Manchester & Cheshire Cancer Network 
HSMR         Hospital Standardised Mortality Ratio  
HAS Hospital Arrival Screen 
MRSA Methicillin-resistant staphylococcus aureus 
MSA Mixed-sex Accommodation 
RAMI Risk-adjusted Mortality Index 
RCA            Root Cause Analysis 
RIDDOR Reporting of Injuries, Diseases and Dangerous
 Occurrences Regulations 
RTT Referral-to-Treatment 
SHMI Summary Hospital-level Mortality Indicator 
STAR Staff Accident Rate 

StEIS Strategic Executive Information System 

TIA Transient Ischaemic Attack 

VTE             Venous Thromboembolism 

YTD Year-to-Date 

Any communication 
actions after meeting 

None 
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QUALITY ACCOUNT: September  2014 Board (August 2014 performance) 

Report of 

Trish Cavanagh, Director of Operations 
Brendan Ryan, Medical Director 
John Goodenough, Director of Nursing 
Amanda Bromley, Director of HR  
Barbara Herring, Director of Finance   

Paper prepared by Kay Holland, Deputy Director of Operations 

 
 

 
Board of Directors’ Meeting: 25th September 2014 2014 
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QUALITY ACCOUNT: September  2014 Board (August 2014 performance) 

 

 

Quality Account Report – August 2014 Performance  

 

 

Introduction 

 

The Quality Account report provides the Trust Board with an overview of the Trusts 
performance across a range of quality and operational indicators for the month of August 
2014 and year to date performance, along with a RAG rating of performance to support 
the Board in evaluating how the Trust is performance against each indicator.   

 

Exception Reports 

 

Alongside the Quality and Performance Dashboard, the report includes exception 
reports which responds to the performance data and will allow the Executive team and 
Trust Board to be assured of and contribute to plans to rectify performance and quality 
issues. 

 

August Performance 

 

The issue previously reported to Board around consistency of compliance with standard 
operating procedures and their impact on tracking 18 week performance continues, 
specifically in relation to incomplete pathways. An RTT validation team have been 
appointed who are systematically working through the issues. We have been unable to 
report our compliance with the incomplete pathway indicator and have discussed the 
issues with both Monitor and the Health & Social Care Information Centre and an 
exception report is provided to inform the Board of the issues and actions.  

 

NHS England requires all Trusts to reduce the number of patients waiting longer than 18 
weeks during July, August & September even if it results in a dip in monthly 
performance; the one month forecast for September has been amended to reflect this 
requirement. 

 

 

 Recommendation 

 

The Trust Board is asked to review the quality and performance standards noted in the 
Quality Account. 
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THFT Quality Dashboard 
August 2014/15 

 
* Governance indicators, which appear in Monitor's Compliance Framework

Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth

14/15 YTD Trend Month Period F'cast 14/15 YTD Trend Month Period F'cast 14/15 YTD Trend Month Period F'cast

Mortality Stroke Waiting times

≤100 96.5 NA ≥90% 87.50% 80.18%

SHMI (rolling 12 months)# ≤100 NA ≥95% 97.21% 96.26%

Infection Prevention & Control ≥80% 75.38% 70.00% ≥92%  -  -

0 1 1 RTT waits (>52 weeks) 0 0 0

41 19 5 ≤1% 0.63% 0.76%

NHS Safety Thermometer A&E

N/A 96.25% 93.56% Target Actual 4-mth Actual Current 1-mth ≥95% 94.25% 95.44%

≥95% 99.03% 97.77% 14/15 YTD Trend Month Period F'cast Trolley waits in A&E (>12 hrs) 0 0 0

Patient Safety 0 5 0 HAS compliance ≥95% 77.53% 81.59%

≥95% 96.07% 96.02% Cancer

93% 98.50% 95.99%

NA 111.31 5.31 NA NA 93% 100.00% 98.00%

≥90% 91.59% 100.00% 96% 99.10% 100.00%

Staff accident rate# 94% 100.0% 100.00%

(STAR) 98% 100.0% 100.0%

0 0 0  85% 89.94% 91.40%

0 23 4 Target Actual 4-mth Actual Current 1-mth 85% 92.86% 86.67%

0 0 0 14/15 YTD Trend Month period F'cast

0 0 0 ≥96.6% 95.35% 95.30% Target Actual 4-mth Actual Current 1-mth

0 2 0 ≥95% N/A 85.00% 14/15 YTD Trend Month Period F'cast

Moves after 11pm (% of Admissions) NA 2.58% 1.13% NA NA
≥95% N/A 95.80% ≥85% 68.64% 67.88%

Safer Staffing ≥95% N/A 82.70% ≤7.5% 11.38% 11.99%

TBA 94.21% 95.35% ≥92% 72.08% 73.22%

TBA 115.88% 116.77% Target Actual 4-mth Actual Current 1-mth ≤0.8% 0.83% 1.16%

14/15 YTD Trend Month Period F'cast

Target Actual 4-mth Actual Current 1-mth Green R - NA R -

14/15 YTD Trend Month Period F'cast 3 1 - NA 1 -

0 0 0 None 8 - NA 8 - Actual 4-mth Actual Current Yr-end

FFT Net Promoter Score 50 48 43 43 YTD Trend Month Period F'cast

FFT positive responses NA 86.10% 84.73% NA NA Cum. Net surplus (£'m) -9593 -1179

FFT response rate 15% 28.15% 23.09% strong improvement Cum. CIP (% of plan) 106.6% 189.0%

Complaints received N/A 197 32 NA NA improvement Cum. Capital (% of plan) +/-15% of plan 63.1% 33.0%

Complaints responded to within ≥90% 72.88% 84.21% no change Cum. CQUIN (% of plan) 90.0% 90.0%

agreed timescale deterioration

Ombudsman cases upheld 0 2 1 strong deterioration

    

≤-£17500 

The one-month forecast is an informed prediction of the 

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

month data, operational intelligence and historical 

trends.

≥100% of plan

≥70% of plan

1-month forecast 4-month trend

Patient Experience

Theatre utilisation 

Regulatory
Cancelled operations (last-minute)

MSA breaches

Urgent operations cancelled

Governance Risk Rating* for second time
0

RN/RM hrs on shift (% of planned)

HCA hrs on shift (% of planned)

Financial Risk Rating*

CQC concerns*
Finance

Target

0 0

14/15

Never Events reported (StEIS) Staff attendance
Operational Efficiency

Regulation 28 reports (inquests) Appraisals - rolling 12 mths

Trust induction Outpatient slot utilisation

Mandatory training Outpatient DNA rate

Failure of safer-surgery process 62-day from referral*#

<10 0.39 0.00

Serious Incidents reported (StEIS)
People

62-day from upgrade of urgency*#

'Duty of Candour' breaches

Nutrition risk assessment due to staff accidents 31-day treatment*#

Emergency re-admissions within
10.0% 15.49% 15.28%

31-day surgery*#

30 days (rolling 3 months) 31-day drug treatment*#

Lost-time accidents 2-week referral*

on admission# Calendar days lost 2-week breast symptomatic*

RIDDOR incidents reported

VTE risk assessments Consecutive safe days

Medicines reconciled
≥94% - Qtrly Qtrly

C-difficile  - actual cases YTD* within 24 hours Diagnostic wait time, 6 weeks

Harm-free care (all harms)
Staff Health & Safety

4-hour wait*

Harm-free care (new harms)

% time on Stroke Unit# 18-week incomplete*

MRSA - actual cases YTD* High-risk TIA cases treated 
≥60% 25.00% 26.92%

18-week admitted*

from arrival (<4 hours)# 18-week non-admitted*

Actual year-to-date (YTD) is August 2014 unless otherwise indicated.  # identifies indicators reporting on previous months data

Overall Clinical Quality Specialty Clinical Quality Patient Access

HSMR # (rolling 12 months) Time to stroke bed
≥80% 51.85% 35.71%

QUALITY ACCOUNT: September 2014 Board (August 2014 performance)
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (1/6) 

 

Overall Clinical Quality Target Trend Position 
 (last 4 months) 

Cum Performance 2014/15 
Forecast 

Emergency Readmissions within 30 days (rolling 3 months) 10% 
 

15.65% 
 

ISSUE:  
The 30 day readmission rate has demonstrated an improving trajectory which is closer to 
2013/14 levels during this reporting period. Following a recent re-admission audit focus 
has been placed on the respiratory (COPD) and chest pain pathways. 
 
ACTIONS COMPLETED: 

1. Audit of 100 cases completed. New audit pro-forma drafted to provide greater 
data capture 

2. Coding reviewed and work in progress to further refine 
3. Partnership working with CCG and Community Providers to prevent re-admission 

 
FUTURE ACTIONS: 

1. Further re-admission audits planned into regular 6 monthly audit cycle 
2. COPD – Further Pathways and Passport development with other providers to 

redesign out of hospital respiratory pathways (pre and post admission) as part of 
the Care Together programme and to support CQUIN delivery. 

3. Cardiac – There are data quality issues that have affected this element of the 
audit. These are being worked through. In-reach into MAU by cardiology has 
improved review by speciality teams. 

4. Cardiac pacing has now moved to theatres which will improve access and avoid 
cancellations due to no bed availability. 

 
ASSESSING IMPROVEMENT: 
Improvement will be tracked by visualising an improving trend. 

 
Emergency Readmission rate  

 
 

 

 

Expected date to meet 
target 

End Q4 Signed off by Mike Griffiths 

 
 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (2/6) 
Patient Access (Waiting Times) Target Trend Position 

 (last 4 months) 
Cum 

Performance 
2014/15 

Forecast 

Referral to Treatment time (RTT) – 18 week incomplete pathways 92%    
ISSUE: 
The number of patients on incomplete pathways increased substantially following implementation of 
Lorenzo. This is mainly due to data quality issues and the Trust has been unable to submit Incomplete 
Pathway data to NHS England. The data quality issues relate to the creation of multiple pathways for 
patients due to system and procedural processes.  
Validation has been on-going since May 2014 but the system issues above, mean that the validation 
process is slower than the rate at which Lorenzo generates erroneous RTT pathways. 
ACTIONS COMPLETED: 

1. Commenced development of an RTT reporting and monitoring tool via our own internal data 
warehouse to eliminate reliance on CSC / Lorenzo for RTT reporting and negates the 
dependence on CSC system fixes.  This will provide us with an RTT PTL for both admitted and 
non-admitted pathways.  The non-admitted PTL has been developed and is in the early stages 
of testing. The ‘go-live’ date is anticipated to be the beginning of November 2014.  The 
admitted PTL is currently with our developers and should be ready to commence testing in 
early October 2014. 

2. Increased focus on waiting list management and clearance of the elective waiting list backlog, 
through twice weekly meetings with directorates. 

3. The backlog validation process is continuing but will be more successful using the new PTLs.  
It is anticipated that data cleansing of the backlog will continue through to December 2014. 

4. Mandatory Lorenzo system training for targeted users was completed by the end of August 
2014.  Additional sessions are planned for October 2014. 

FURTHER ACTIONS: 
1. Development of a suite of RTT information reports using the new PTLs as the base logic. 
2. Additional data entry clerks are being recruited on a temporary basis to support and speed up 

the validation process. 
3. RTT Awareness sessions being planned for October & November 14. 
4. The recovery action plan continues to be monitored and updated on a fortnightly basis. 

ASSESSING IMPROVEMENT: 
Consistent reporting of performance against all national targets.  Compliance against the 18 week incomplete 
pathway target of 92%. 

 
Incomplete Pathway Backlog  

 

 
 
 

Expected date to meet 
target 

Unable to confirm until backlog data 
has been cleansed 

Signed off by Angela Brierley 

 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (3/6) 

 

Patient Access (Waiting Times) Target Trend Position 
 (last 4 months) 

Cum 
Performance 

2014/15 
Forecast 

Referral to Treatment time (RTT) – 18 week admitted pathways 90%  89.47%  
ISSUE: 
In line with the request from NHS England the Trust has been targeting long waiting patients and 
as predicted August performance has dipped below target. As requested by NHS England the 
Trust is aiming to achieve the 90% target from October, although this depends in part on the work 
being undertaken to validate the incomplete pathways and the successful implementation of the 
CSC system fix. 
 
ACTIONS COMPLETED: 

1. Elective waiting lists have been validated and true waiting times for patients on these 
lists are now more transparent. 

 
PROPOSED ACTIONS: 

1. Long waiters are discussed and treatment dates confirmed at individual patient level 
at weekly waiting list management meetings chaired by the Deputy Director of 
Operations.  

 
 
ASSESSING IMPROVEMENT: 
Consistent reporting of performance against all national targets.  Compliance against the 18 week admitted 
pathway target of 90%. 

 
Admitted Pathway  
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18-week admitted 4-month linear trend

 

Expected date to meet 
target 

September 2014 Signed off 
by 

Kay Holland 

 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (4/6) 
 

Operational Efficiency (Outpatients) Target Trend Position 
 (last 4 months) 

Cum 
Performance 

2014/15 
Forecast 

Outpatient Slot Utilisation 
 
Outpatient DNA Rate 

85% 
 

7.5% 

 68.7 
   

11.23% 

 

 
ISSUE: 
The systems within the Outpatient Department require review and significant change in both process and 
structure in order to achieve the operational targets within this report. Improvement in operational 
performance will form a key element of the outpatient project which is aimed at improving our 
responsiveness to patient and promoting efficiency.  
 

Actions: 
This work has commenced and a reduction in DNA rates is one of the key metrics.  A business case is 
under development to move to a more proactive call reminder service. A workshop has been held with key 
stakeholders to identify constraints to improvement and possible solutions. 
 

ASSESSING IMPROVEMENT: 
 
Increased outpatient slot utilisation 
Reduction in the DNA Rate 
Increase in OP appointment availability 
Reduction in OP Waiting time 
 

 

Expected date to meet target December 2014 Signed off by S Ashworth 

 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (5/6) 
 

Operational Efficiency (Theatre Utilisation) Target Trend Position 
 (last 4 months) 

Cumulative 
Performance 

2014/15 
Forecast 

In theatre operating utilisation (Capped) 
 
Last Minute Cancelled Operations 

92% 
 
 

0.8% 

 72.2% 
 
 

0.77% 

 

 
ISSUES 

The focus on improving theatre utilisation has concentrated on improvement within the individual theatres 
lists.  In order to maximise the opportunity for improvement a more comprehensive overview of the 
elective patient pathway is required. This will involve redesign of booking processes, improvement of the 
pre-op assessment process and development of an admissions lounge. Changes at these stages in the 
patient pathway will complement the work being done around list efficiencies. 
 
SUMMARY OF PROGRESS TO DATE 

Revised Theatre Policy is under review by Patient Safety Group.. 
Successfully recruited Theatre Scheduler, now to commence on 1

st
 September 2014 

The project continues to focus effort on late starts and is reviewing the issues relating to bed availability, 
consenting and delays in getting patients to theatre on time. 
Proposal for centralisation of booking processes to be picked up in September. 
ORMIS completion now at 100% 
 
ASSESSING IMPROVEMENT: 

Improved theatre utilisation, productivity, reduction in cancellations and a reduction in waiting list initiatives 
being undertaken out of hours. 
 

Theatre Utilisation Trajectory for  
Improvement 

 

 
 
 
 
 

Expected date to meet target April 15 Signed off by S Ashworth 

 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (6/6) 
 

Specialist Clinical Efficiency (Stroke) Target Trend Position 
 (last 4 months) 

Cum 
Performance 

2014/15 
Forecast 

Stroke – time to stroke bed from arrival (4hr target) 
 
Stroke - % of time on Stroke unit 
 
TIA – high risk TIA’s treated within 24hrs 

80% 
 

80% 
 

60% 

 
 
 

 

51.85% 
 

75.38% 
 

25.00% 

 

ISSUE: Time on Stroke Ward / Direct Admission 
Although stroke patients are being identified earlier in their journey. Bed capacity issues caused by a significant 
number of delayed discharge patients have continued to compromise direct access and total stay. 
 
TIA Key issues: 
The TIA pathway continues to be adversely affected by referral patterns despite communications being sent to GPs. 
  
PROPOSED ACTIONS  
Direct Admission / Time on a Stroke Ward: 
Identification of new strokes using ROSIER scoring as part of the ED React Process and continued feedback of 
issues to clinicians has been taken through the ED Governance channel and continues to be monitored. 
 
Focus on delayed discharges has now been picked up with our external partners and is being driven by the CEO 
and the executive team. 
TIA:  
Ambulatory TIA continues to develop. There are still data capture issues within Lorenzo that negatively affect our 
performance. These are being worked through with the BDM, Lorenzo and Finance as it also affects our income 
stream.  
 
Despite booking of TIA patients being removed from the Choose and Book system some GP’s are still referring on 
the basis of Gen Med. These GP’s, once identified are being notified of the correct procedure via a personalised 
letter from the commissioners. 
 
ASSESSING IMPROVEMENT: 
Improving trajectory and improved SSNAP 

% Time on Stroke Unit (4 month trend) 
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Time to Stroke Bed (4 month Trend) 
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Expected date to meet target August 2014 Signed off by M Griffiths 

 

 Signed off by Trish Cavanagh   
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QUALITY ACCOUNT EXCEPTION REPORTS: Director of Human Resources (1/1) 

 
 

People Target Trend Position 
 (last 4 months) 

Month 
Performance 

2014/15 
Forecast 

Staff attendance  
  
Appraisals - rolling 12 mths 
  
Trust induction  
 
Mandatory training  

96.6% 
 

95% 
 

95% 
 

95% 

 

95.3% 
 

85% 
 

95.8% 
 

82.7% 

 

ISSUE: 
The following are below the Trust target - sickness absence, mandatory training and PDR compliance.  
 
Compliance with induction is now above target, following changes in the way that induction is provided 
and new starters are processed. 
 
 PROPOSED ACTIONS: 
The following actions are taking place to improve compliance: 
 

• Divisions have provided an improvement trajectory to meet 95% compliance with PDR and 
Mandatory Training; this is being monitored via Operational Board. 

• E Learning is currently being rolled out, and is replacing the workbook by 3rd October. 

• A review of the Training prospectus has taken plans to ensure there are enough training 
sessions for staff to attend. 

• Sickness absence meetings are held monthly with Divisional managers and the Director of HR 

• Attendance Management Training for managers is now run on a regular basis, and is being 
targeted to areas with a low take up to-date, or where sickness absence is high. 

 
ASSESSING IMPROVEMENT: 
Improvements will be measured through a reduction in sickness absence and an increase in 
compliance with induction, mandatory training and PDRs. 

 
Sickness Absence 
  

Monthly Sk 
Abs % 

4.7% Trust Target 
  

3.4% 

Long Term 
Sick % 

2.9% 12 Month Sk Abs % 4.7% 

Short Term 
Sick % 

1.9% Calendar Days Lost 3894 

Estimated 
Monthly Cost 

£244,972 Number of Episodes 394 

PDR 
  

PDR Completion % 85%   

Mandatory Training 
  
Wkbook incld IG 
Completion % 

83% Resus % 80% 

Manual Handling % 85% Overall 
Compliance 

82.7% 

 

Expected date to meet target  Signed off by E Devlin 
 

 Signed off by Amanda Bromley   
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AGENDA ITEM 9 
 

 
Title of Board paper 
 

Finance & Activity Report – August 2014 
 

Trust Board meeting 
date 

25th  September 2014 
 

 
Purpose  
 

To update the Trust Board on the financial position 

Corporate 
Objectives 

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

Relating to 
Assurance 
Framework and 
Significant Risk 

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

Actions 
Recommended  

To note the contents of the report and discuss 

Publication 
This paper will be published in line with the Tameside 
Hospital NHS Foundation Trust publication scheme, 
subject to any redactions approved by the Board. 

Unusual acronyms  None 

Any 
communications 
actions after the 
meeting 

None 

Report of Director of Finance – Barbara Herring 

Paper prepared by Head of Financial Planning – Andrea Osborne 
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Summary Financial Position 
 
Key Financial Metrics: Month 05 – August 2014 
 

  

Current 
Month 
Plan 

Current 
Month 
Actual 

Current 
Month 

Variance 

YTD 
Plan    

YTD 
Actual    

YTD 
Variance  

FY Plan   
Forecast 
Outturn                          

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 

Income – 
Clinical activity 

11,632 11,907 275 57,950 56,824 (1,126) 140,021 139,948 

Income - Other 903 948 45 4,548 4,750 202 10,921 11,062 

Expenditure (13,182) (13,288) (106) (66,258) (67,453) (1,195) (159,057) (164,317) 

EBITDA (647) (433) 214 (3,759) (5,878) (2,119) (8,115) (13,307) 

Financing (774) (746) 28 (3,858) (3,715) 143 (9,385) (9,037) 

Net (Deficit) 
Surplus 

(1,421) (1,179) 242 (7,617) (9,593) (1,976) (17,500) (22,344) 

Exceptional 
Items 

      0 0 0 0   

Normalised 
(Deficit)Surplus 

(1,421) (1,179) 242 (7,617) (9,593) (1,976) (17,500) (22,344) 

                  

CoSRR       1 1 0 1 1 

Capital 
expenditure 

 220 73  (147)  483  306 (177)  3,175 3,175 

Cash       500 2,552 2,052 500 500 

CIP  466 879  413  2,062   2,199 137  6,100 5,238 

 
The tables below compare the financial planned position to the actual position both 
year to date and in month. 
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Income
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Income
Pay Costs
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• Financial Position–The Trust is reporting a cumulative normalised deficit of 
£9.6m at the end of August, against a planned deficit of £7.6m, £1.98m 
behind plan and a Continuity of Service Risk Rating of 1 against an expected 
rating of 1.  In month the Trust is £242k ahead of plan with an in month deficit 
of £1.18m. 
 

• The main driver of the cumulative deficit is below planned income 
performance associated with activity underperformance against plan and 
above planned pay expenditure as shown in the table above. 

 

• No funding has been released in month or cumulatively to support the 
financial position. 
 

• EBITDA is behind plan by £2.1m to date. 
 

• Income – Under-performance for the five months year to date is £1.1m 
against the plan 
 
Clinical income is above plan in August and has over-performed by £275k. Of 
the in-month position, £0.7m relates to improved levels of counting and coding 
on the data previously reported and £0.3m reflects improved performance 
against CQUIN targets, now forecast at 90%, offset by an underlying income 
under-performance against activity plans of £0.7m in the month.  
 

• Cumulatively activity still remains both below plan and below activity levels at 
this time last year across the key points of delivery, with the exception of 
accident and emergency. The increase in ambulatory care reflects the transfer 
of activity from the non- elective setting however combining activity across 
both settings still shows underperformance against plan and last year’s actual 
levels. 
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August – Activity (Spells / attendances) 
 

Activity 
Plan 

Month 
Actual 
Month 

Variance 
Plan 
Cum 

Actual 
Cum 

Variance 

Aug 
2013 
YTD 

actual 

Elective 1,810 1,586 (224) 9,165 8,813 (352) 8,977 

Non Elective 2,244 1,796 (448) 11,217 9,949 (1,268) 11,298 

Ambulatory Care 56 715 659 277 1,441 1,164 268 

Outpatients 19,171 16,667 (2,504) 98,853 95,240 (3,613) 98,524 

A & E 6,708 6,125 (583) 33,115 34,282 1,167 32,909 

 
 

• Expenditure Costs are overspending by £106k in the month, and £1,195k 
year to date. The table below tracks the causes of the overspend. Further 
information can be found in Appendix C. The main cause of the deterioration 
both in month and year to date is pay costs. 

 
 

 
 

                  
 Analysis of pay variance – Year to August 
 

 Variance 
£’000 

Comment 

Medical Pay (137) Use of agency staff,  

Nursing Pay (1,009) Over- establishment & agency 

Other Pay (474)  
Total (1,620)  

 
The graph below shows actual WTE compared with budgeted WTE for the main staff 
categories. The main issue is the over-establishment on nursing. This is related to 
non-delivery of CIP (82 wte), unfunded escalation beds (30 wte) and ward staffing 
above approved levels in many of the wards (55 wte). 
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Expenses
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(80,000)

(70,000)

(60,000)

(50,000)

(40,000)

(30,000)

(20,000)

(10,000)

0

10,000

£
'0

0
0

Planned Expenditure v Actual



5 

 

 
 

 
 

 

• CIP – Over-performance against the CIP target is £392k in August, taking the 
total in year savings identified to £4m against a plan of £6.1m. Of the £4m 
identified, £1.98m has been achieved non-recurrently and £2.05m is 
recurrent.  
 
Recurrently, the full year effect of identified savings is £2.16m. 
 
The forecast CIP delivery to the year end is £5.2m. The Trust has reassessed 
the operational CIP targets and has allocated all targets to a divisional level to 
ensure delivery of the recurrent target of £6.1m for the year.  In addition a 1% 
stretch /contingency target has also been introduced. 
 
Full details of the CIP schemes is attached at Appendix F. 

 

• Cash - Cash balances are above plan by £2,052k. This performance has 
been mainly driven by below plan I&E performance, offset by a net increase in 
liabilities compared with plan. Cash flow performance information can be 
found in Appendices F1 to F3. The Trust has received the planned £2m PDC 
requested from the DoH for August. The total PDC received to date is £2.8m; 
this is currently temporary PDC which would need to be repaid  on the 30th 
September however, the Department has indicated that this funding should be 
made permanent prior to the expected repayment date.  
 

• Forecast Outturn – the key financial metrics on page 2 now includes a 
forecast outturn, based upon the quarter 1 financial position. This shows a 
forecast deficit of £22.3m, against a planned deficit of £17.5m, £4.8m behind 
plan. A request for additional PDC has been submitted to Monitor. This 
forecast is based upon the delivery of the planned levels of elective activity for 
the remainder of the year. 
 

• The detailed I&E report can be found at Appendix A. 
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Conclusion 
 
At the end of August the Trust is cumulatively behind plan by £1.98m, with a deficit 
of £9.6m.  
 
The forecast deficit at the end of the year is £22.3m, £4.8m greater than planned due 
to activity shortfall and the premium costs of staff. 
 
This level of current and projected over-spend will adversely impact on the Trust’s 
cash requirements going forward such that the Trust has had to seek additional PDC 
funding from the Department of Health in the current year.  
 
The factors driving this position are below planned levels of activity and continued 
high levels of pay expenditure at premium rates and over-establishments. 
 
Cumulatively, the Trust is ahead of its CIP trajectory (6.6%) and it is essential this is 
now maintained going forward. The Trust is improving the quality of the services it 
provides and this has resulted in a recurrent improvement in CIP performance, linked 
to CQUIN, of £646k full year; in addition financial controls are being improved to 
ensure that all areas manage within their allocated funds alongside on-going reviews 
of activity and income recording. 
 
Executive Directors continue to hold a weekly meeting with Divisions on finance, 
manpower and activity performance to reinforce the the turnaround process.  Weekly 
monitoring of elective performance against a revised trajectory is expected to ensure 
that activity levels are recovered for the remainder of the year; this planned 
improvement in activity is reflected in the forecast year end deficit. 
 
Recommendation 
 
The Board is requested to discuss and note the contents of this report.  



Key Measures

Cumulative 

Plan

Cumulative 

Actual Variance

£000 £000 £000

EBITDA (3,759) (5,878) (2,119)

Net Surplus/(Deficit) (7,617) (9,593) (1,976)

Net Surplus/(Deficit) before Exceptional Items (7,617) (9,593) (1,976)

CIP 1,129 1,023 (106)

Margins Annual Plan

Cumulative 

Actual Variance

% % %

EBITDA Margin % -5.38% -9.55% -4.17%

EBITDA % Achieved of Plan 99.40% 156.37% 56.97%

I&E Surplus Margin % 1.10% -15.58% -16.68%

Annual Plan

Cumulative 

Actual

COSRR 1 1

1. Key risk is the non-delivery of CIP, and its associated impact on achieving financial recovery.

2. Activity underperformance.

3. In year cost pressures.

FINANCE DASHBOARD AS AT 31 AUGUST 14
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Appendix A

Budget Actual Variance Budget Actual Variance
Annual 

budget

£000 £000 £000 £000 £000 £000 £000

Income
Clinical Income 11,632 11,907 275 57,950 56,824 (1,126) 140,021

Research & Development 11 22 11 54 183 129 129

Education & Training 309 322 13 1,547 1,624 76 3,714

Other Clinical & other non-clinical income 583 600 17 2,947 2,877 (70) 7,078

PFI Specific Income (transitional) 0 4 4 0 66 66 0

Total Income 12,535 12,855 320 62,498 61,574 (924) 150,942

Expenditure
Pay Costs (8,935) (9,167) (232) (44,855) (46,475) (1,620) (107,785)

Non-pay cost (incl internal recharges) (4,001) (3,872) 130 (20,192) (19,701) 491 (48,384)

PFI Specific Expenditure - UP (245) (245) 0 (1,211) (1,211) 0 (2,888)

PFI Specific Expenditure - transitional 0 (4) (4) 0 (66) (66) 0

Total Costs (13,182) (13,288) (106) (66,258) (67,453) (1,195) (159,057)

EBITDA (647) (433) 214 (3,759) (5,878) (2,119) (8,115)

EBITDA as a % of Income -5.16% -3.36% 1.79% -6.01% -9.55% -3.53% -5.38%

Technical Items

Profit/(loss) on asset disposal 0 0 0 0 0 0 0

Exceptional income ( fixed asset impairment) 0 0 0 0 0 0

Exceptional costs ( fixed asset impairment) 0 0 0 0 0 0

Restructuring Costs 0 0 0 0 0 0

Plus Income from Donated Assets 0 0 0 0 0 0

Less Total Depreciation (422) (394) 28 (2,114) (1,970) 144 (5,219)

Plus Total Interest Receivable 2 2 0 8 11 2 20

Less Total Interest payable on loans and leases - PFI (207) (207) 0 (1,021) (1,021) (0) (2,437)

PFI Contingent Rent (66) (66) (0) (324) (326) (2) (775)

Less Other Finance Cost - Unwinding Discount (1) (2) (1) (6) (8) (2) (15)

Less PDC Dividend (80) (80) 0 (400) (399) 1 (960)

Net Surplus/(deficit) (1,421) (1,179) 242 (7,617) (9,593) (1,976) (17,500)

For Information

Net Surplus/(deficit) before exceptional items (1,421) (1,179) 242 (7,617) (9,593) (1,976) (17,500)

INCOME & EXPENDITURE REPORT AUGUST 14
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Appendix B

Budget Actual Variance Budget Actual Variance
Annual 

budget

£000 £000 £000 £000 £000 £000 £000

Clinical Income by type

Elective 1,952 1,705 (248) 9,914 8,858 (1,057) 23,360

Non-Elective 3,915 3,498 (417) 19,304 17,804 (1,499) 47,371

Outpatient 2,096 1,961 (136) 10,809 10,369 (440) 26,065

A&E 718 670 (48) 3,544 3,655 111 8,455

Other 2,950 4,074 1,124 14,379 16,138 1,759 34,772

Total 11,632 11,907 275 57,950 56,824 (1,126) 140,021

Clinical Income by Commissioner

Tameside CCG 9,947 9,932 (15) 49,711 49,028 (684) 119,985

Manchester CCG 434 366 (68) 2,182 2,035 (146) 5,265

Oldham CCG 602 487 (115) 3,023 2,610 (413) 7,250

Stockport CCG 91 68 (24) 457 400 (56) 1,103

Specialised Services 592 428 (164) 2,865 2,683 (182) 6,872

All other income contracts and CIP (11,667) (11,281) 386 (288) 67 355 (454)

Total 11,632 11,907 275 57,950 56,824 (1,126) 140,021

Other income:

Research & Development 11 22 11 54 183 129 129

Education & Training 309 322 13 1,547 1,624 76 3,714

Other clinical & other non-clinical income 583 600 17 2,947 2,877 (70) 7,078

PFI Specific Income - Transitional 0 4 4 0 66 66 0

Total 903 948 45 4,549 4,751 202 10,921

Total Income 12,535 12,855 320 62,498 61,574 (924) 150,942

Activity (Spells/ attendances)

Elective 1,810 1,586 (224) 9,165 8,813 (352) 21,893

Non Elective 2,244 1,796 (448) 11,217 9,949 (1,268) 27,775

Ambulatory Care 56 715 659 277 1,441 1,164 660

Outpatients (inc OPPROC) 19,171 16,667 (2,504) 98,853 95,240 (3,613) 238,370

A&E Attendances 6,708 6,125 (583) 33,115 34,282 1,167 78,999

29,990 26,889 (3,101) 152,627 149,725 (2,902) 367,697

In Month Year to Date

INCOME REPORT AUGUST 14



APPENDIX C

ANALYSIS OF EXPENDITURE

Annual 

Budget Actuals Budget Actuals Variance Budget Actuals Variance Budget

wte wte £000's £000's £000's £000's £000's £000's £000's

Expenditure

Pay Costs:-

Medical 332.07 267.40 (2,583) (2,297) 286 (12,966) (11,570) 1,396 (30,992)

Medical Agency 0.27 49.85 (160) (618) (458) (802) (2,334) (1,532) (1,953)

Nursing 1,085.38 1,215.05 (3,554) (3,537) 17 (17,889) (17,831) 59 (43,233)

Nursing Agency 0.00 37.19 (0) (143) (142) (1) (1,069) (1,068) (3)

Other 1,001.39 936.31 (2,616) (2,382) 233 (13,087) (12,462) 626 (31,341)

Other Agency 10.98 2.00 (22) (190) (168) (109) (1,209) (1,100) (262)

0

Total Pay Costs 2,430.09 2,507.80 (8,935) (9,167) (232) (44,855) (46,475) (1,620) (107,785)

Non-Pay Costs:-

Drugs (672) (640) 32 (3,340) (3,196) 144 (7,853)

Clinical Supplies & Services (997) (900) 98 (5,144) (5,161) (18) (12,243)

General Supplies & Services (537) (449) 88 (2,686) (2,368) 318 (6,458)

Establishment Expenses (123) (140) (17) (607) (746) (139) (1,384)

Other Establishment Costs (607) (818) (211) (3,048) (3,296) (248) (7,292)

Premises & Fixed Plant (552) (520) 32 (2,802) (3,004) (202) (7,009)

Other  (513) (405) 108 (2,565) (1,930) 635 (6,145)

PFI - UP (245) (245) 0 (1,211) (1,211) 0 (2,888)

PFI  - Transitional Costs 0 (4) (4) 0 (66) (66) 0

Total Non-Pay Costs 0 0 (4,247) (4,121) 126 (21,403) (20,978) 425 (51,272)

Total Expenditure 2,430 2,508 (13,182) (13,288) (106) (66,258) (67,453) (1,195) (159,057)

The above table excludes expenditure on technical items as detailed in Appendix A such as depreciation, dividends and exceptional items.

Year-to-Date

EXPENDITURE REPORT AUGUST 14

In Month



TAMESIDE HOSPITAL NHS FOUNDATION TRUST Appendix D

Column A Column B Column C Column D Column E

Period Ending 

31 March       

2014             

£'000s

Period Ending 

31 July           

2014          

£'000s

Period Ending 

31 August           

2014          

£'000s

Movement in the 

month         July - 

August 2014         

£'000s

Movement        

YTD       2014/15       

£'000

Non Current Assets

Property, plant and equipment 69,396 68,335 68,085 (250) (1,311)

PFI: Property, plant and equipment 36,798 36,515 36,445 (71) (354)

Trade and Other Receivables 0

> Accrued Income (CRU Income grt than 1 yr) 203 141 175 34 (28)

> Prepayments - PFI Related 2,309 2,532 2,589 57 279

Total Non Current Assets 108,707 107,523 107,293 (230) (1,414)

Current Assets

Inventories - Stock - Finished Goods 1,300 1,453 1,456 2 155

0

Trade & Other Receivables:- 0

> NHS Trade Receivables 1,432 942 1,115 173 (317)

> Non NHS Trade Receivables 730 108 109 1 (621)

> Other Receivables 531 648 530 (118) (1)

> Accrued Income 2,105 2,331 2,352 21 247

> Prepayments - Non PFI Related 740 1,611 1,593 (18) 854

0 0

Cash 2,586 2,691 2,552 (139) (34)

Investments 2,000 0 0 0 (2,000)

Total Current Assets 11,424 9,784 9,706 (77) (1,718)

Current Liabilities

Trade & Other Payables:-

> NHS Trade Creditors (1,501) (1,397) (1,173) 224 328

> Non NHS Trade Creditors (2,548) (4,219) (2,492) 1,726 56

> Other Creditors (3,105) (4,412) (4,422) (10) (1,316)

> Capital Creditors (491) (164) (181) (17) 310

Other Liabilities:-

> Accruals (10,808) (12,665) (13,579) (914) (2,771)

> Deferred Income (1,880) (2,137) (1,852) 285 28

>PFI Leases (1,428) (1,428) (1,428) 0 0

>PDC Dividend Creditor (40) (359) (439) (80) (399)

Provisions (190) (169) (168) 0 22

Total Current Liabilities (21,991) (26,950) (25,734) 1,215 (3,743)

Net Current Assets/Liabilities (10,567) (17,166) (16,028) 1,138 (5,461)

Non Current Liabilities

Other Financial Liabilities:-

> Deferred Income (312) (698) (698) 0 (386)

> PFI Leases (57,440) (56,963) (56,842) 121 598

0

Provisions (638) (632) (787) (155) (149)

Total Non Current Liabilities (58,390) (58,294) (58,328) (34) 63

TOTAL ASSETS EMPLOYED 39,749 32,064 32,938 874 (6,811)

Financed By Taxpayers Equity

PDC 53,168 53,896 55,949 2,053 2,781

Revaluation Reserve 19,347 19,347 19,347 0 0

I&E Reserve (33,895) (33,895) (33,895) 0 0

I&E Reserve 2013/14 1,130 1,130 1,130 0 0

I&E reserve 2014/15 0 (8,413) (9,593) (1,179) (9,593)

TOTAL TAXPAYERS EQUITY 39,749 32,064 32,938 874 (6,811)

STATEMENT OF POSITION 2014/15



APPENDIX E1

Actual          

Q1        

2014/15 

£'000

Actual          

July           

2014        £'000

Actual          

August         

2014         

£'000

YTD             

Actual              

£'000

YTD 

Movement 

to plan 

£'000

Plan                     

Sept 2014 

£'000

Plan                  

Q3     

2014/15 

£'000

Plan                  

Q4     

2014/15 

£'000

Revised 

Plan 

2014/15 

£'000

Monitor Plan 

2014/15 

£'000

Operating Surplus/(deficit) after tax (7,161) (1,253) (1,179) (9,592) (1,975) (1,216) (3,745) (2,945) (17,499) (17,500)

0

Depreciation and Amortimisation 1,184 394 394 1,971 (142) 422 1,336 1,491 5,219 5,219

Impairment losses/(reversals) 0 0 0 0 0 0 0 0 0 0

PDC Dividend 240 80 80 399 (0) 80 240 240 959 959

Gain/loss on disposal of property, plant and equipment 0 0 0 0 0 0 0 0 0 0

Other increases/(decreases) to reconcile to profit/(loss) from operation items 796 271 271 1,338 (0) 268 803 803 3,212 3,212

Non-Cash flows in operating surplus/(deficit) total 2,219 745 745 3,709 (142) 770 2,378 2,533 9,390 9,390

Operating Cash Flows before movement in working capital (4,942) (508) (434) (5,884) (2,117) (447) (1,367) (412) (8,109) (8,110)

Increase/(Decrease) in working capital

(Increase)/Decrease in inventories (58) (95) (2) (156) (156) 50 106 0 0 0

(Increase)/Decrease in NHS Trade Receivables 243 247 (173) 317 (270) 170 (70) (417) 0 0

(Increase)/Decrease in Non NHS Trade Receivables 613 9 (1) 621 (36) 36 (100) (15) 542 542

(Increase)/Decrease in other receivables 60 (177) 118 1 (32) 32 0 (33) (0) 0

(Increase)/Decrease in accrued income (193) (33) (21) (247) (66) 66 (171) 352 (0) 0

(Increase)/Decrease in prepayments (660) (212) 18 (854) 470 (200) (320) 1,374 0 0

Increase/(Decrease) in Trade Creditors (913) 2,478 (1,951) (385) (619) 438 0 555 608 608

Increase/(Decrease) in Other Creditors 1,376 (69) 10 1,317 219 (219) 0 50 1,148 1,148

Increase/(Decrease) in accruals 3,610 (1,753) 914 2,770 4,294 (3,184) (819) (1,549) (2,782) (2,695)

Increase/(Decrease) in Deferred Income (exl Donated Assets) 27 617 (285) 359 80 (359) 0 0 (0) 0

Increase/(Decrease) in provisions (22) (6) 155 127 127 0 0 (127) (0) 0

Increase/(Decrease) in working capital total 4,083 1,006 (1,219) 3,870 4,011 (3,170) (1,374) 190 (484) (397)

Net cash inflow/(outflow) from operating activities (859) 499 (1,653) (2,013) 1,894 (3,617) (2,741) (222) (8,593) (8,507)

Net cash inflow/(outflow) from Investing activies

Property, plant and equipment - maintenance expenditure (137) (96) (73) (306) 177 (191) (1,992) (687) (3,175) (3,175)

Increase/(decrease) in Capital Creditor (380) 53 17 (310) 3 118 (60) (113) (365) (365)

Net cash inflow/(outflow) from Investing activies - Total (517) (43) (56) (615) 181 (73) (2,052) (800) (3,540) (3,540)

Net cash inflow/(outflow) before financing (1,375) 456 (1,709) (2,629) 2,075 (3,690) (4,793) (1,022) (12,133) (12,047)

Net cash inflow/(outflow) from Financing activities 0

Public Dividend Capital Received 662 66 2,053 2,781 0 2,556 6,141 2,822 14,300 14,300

PDC Dividends paid 0 0 0 0 0 (479) 0 (480) (959) (959)

Interest element of finance lease rentals on balance sheet (801) (273) (273) (1,347) (2) (264) (809) (792) (3,212) (3,212)

Capital element of finance lease rental payments - on balance sheet (522) (178) (178) (878) (1) (176) (530) (519) (2,103) (2,102)

Interest received on cash and cash equivalent 7 2 2 10 5 5 5 5 25 20

(Increase)/decrease in non-current receivables 94 (31) (34) 29 (111) (4) (15) (15) (5) 0

Net cash inflow/(outflow) from Financing activities - Total (560) (414) 1,569 594 (109) 1,638 4,792 1,021 8,046 8,047

Net increase/(decrease) in cash and cash equivalents (1,936) 41 (140) (2,034) 1,966 (2,052) (0) (0) (4,088) (4,000)

Opening cash and cash equivalents 4,586 2,650 2,691 4,586 86 2,552 500 500 4,586 4,500

Closing cash and cash equivalents 2,650 2,691 2,552 2,552 2,052 500 500 500 500 500

Monitor Plan 14/15 500 500 500 500 0 500 500 500 500 500

Variance to Monitor Plan 14/15 2,150 2,191 2,052 2,052 2,052 (0) (0) 0 0 (0)

Tameside Hospital NHS Foundation Trust

Cashflow Statement 2014/15



Plan                     

Sept                 

2014                   

£'000

Plan            

October 

2014                  

£'000

Plan                        

November 

2014                 

£'000

Plan                      

December 

2014                      

£'000

Plan 

January           

2015                 

£'000

Plan 

February             

2015               

£'000

Plan 

March 

2015 

£'000

Revised 

Plan 

2014/15 

£'000

Plan                   

April                   

2015                

£'000

Plan                          

May                            

2015                          

£'000

Plan                          

June                  

2015                          

£'000

Plan                          

July                  

2015                          

£'000

Plan        

August                  

2015       

£'000

Operating Surplus/(deficit) after tax (1,216) (1,064) (1,118) (1,564) (862) (1,382) (701) (17,499) (2,315) (2,315) (2,315) (2,037) (2,037)

Depreciation and Amortimisation 422 445 445 445 497 497 497 5,219 423 423 423 422 422

Impairment losses/(reversals) 0 0 0 0 0 0 0 0 0 0 0 0 0

PDC Dividend 80 80 80 80 80 80 80 959 80 80 80 80 80

Gain/loss on disposal of property, plant and equipment 0 0 0 0 0 0 0 0 0 0 0 0 0

Other increases/(decreases) to reconcile to profit/(loss) from operation items 268 268 268 268 268 268 268 3,212 263 263 263 266 266

Non-Cash flows in operating surplus/(deficit) total 770 793 793 793 844 845 845 9,390 766 766 766 768 768

Operating Cash Flows before movement in working capital (447) (271) (325) (771) (17) (538) 143 (8,109) (1,549) (1,549) (1,549) (1,269) (1,269)

Increase/(Decrease) in working capital

(Increase)/Decrease in inventories 50 50 56 0 0 0 0 0 0 0 0 0 0

(Increase)/Decrease in NHS Trade Receivables 170 (90) 220 (200) 100 (250) (267) 0 0 0 0 0 0

(Increase)/Decrease in Non NHS Trade Receivables 36 0 0 (100) (15) 0 0 542 0 0 0 0 0

(Increase)/Decrease in other receivables 32 0 0 0 0 0 (33) (0) 0 0 0 0 0

(Increase)/Decrease in accrued income 66 (205) 0 34 100 126 126 (0) (35) (35) (35) (26) (26)

(Increase)/Decrease in prepayments (200) (170) (100) (50) 50 662 662 0 (319) (319) (319) (155) (155)

Increase/(Decrease) in Trade Creditors 438 100 (100) 0 45 250 260 608 0 0 0 0 0

Increase/(Decrease) in Other Creditors (219) 0 0 0 0 0 50 1,148 0 0 0 (17) (17)

Increase/(Decrease) in accruals (3,184) (339) 104 (584) (393) (1,260) 104 (2,782) 0 0 0 0 0

Increase/(Decrease) in Deferred Income (exl Donated Assets) (359) 558 (279) (279) 558 (279) (279) (0) 0 0 0 0 0

Increase/(Decrease) in provisions 0 0 0 0 0 0 (127) (0) 0 0 0 0 0

Increase/(Decrease) in working capital total (3,170) (96) (99) (1,179) 445 (751) 496 (484) (354) (354) (354) (198) (198)

Net cash inflow/(outflow) from operating activities (3,617) (367) (424) (1,950) 428 (1,289) 639 (8,593) (1,903) (1,903) (1,903) (1,467) (1,467)

Net cash inflow/(outflow) from Investing activies

Property, plant and equipment - maintenance expenditure (191) (602) (1,259) (131) (263) (205) (219) (3,175) (54) (54) (54) (108) (108)

Increase/(decrease) in Capital Creditor 118 412 657 (1,128) 132 (58) (187) (365) 0 0 0 0 0

Net cash inflow/(outflow) from Investing activies - Total (73) (191) (602) (1,259) (131) (263) (406) (3,540) (54) (54) (54) (108) (108)

Net cash inflow/(outflow) before financing (3,690) (557) (1,027) (3,209) 297 (1,552) 233 (12,133) (1,957) (1,957) (1,957) (1,575) (1,575)

Net cash inflow/(outflow) from Financing activities

Public Dividend Capital Received 2,556 1,012 1,466 3,663 158 1,963 701 14,300 2,377 2,377 2,377 1,996 1,996

PDC Dividends paid (479) 0 0 0 0 0 (480) (959) 0 0 0 0 0

Interest element of finance lease rentals on balance sheet (264) (273) (264) (273) (273) (246) (273) (3,212) (264) (264) (264) (264) (264)

Capital element of finance lease rental payments - on balance sheet (176) (177) (176) (177) (177) (165) (177) (2,103) (157) (157) (157) (159) (159)

Interest received on cash and cash equivalent 5 0 5 0 0 5 0 25 2 2 2 2 2

(Increase)/decrease in non-current receivables (4) (5) (5) (5) (5) (5) (5) (5) 0 0 0 0 0

Net cash inflow/(outflow) from Financing activities - Total 1,638 557 1,026 3,208 (297) 1,552 (234) 8,046 1,957 1,957 1,957 1,575 1,575

Net increase/(decrease) in cash and cash equivalents (2,052) 0 0 0 0 (0) 0 (4,088) 0 0 0 (0) (0)

Opening cash and cash equivalents 2,552 500 499 500 500 499 499 4,586 499 500 500 500 500

Closing cash and cash equivalents 500 499 500 500 499 499 499 499 500 500 500 500 499

Monitor Plan 500 500 500 500 500 500 500 500 500 500 500 500 500

Variance to Monitor Plan (0) (0) (1) (0) (0) (1) (1) 0 (0) (0) (0) (0) (1)

Tameside Hospital NHS Foundation Trust

12 Month Rolling Cash Flow September 2014 - August 2015
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Variance

Month

Actual              

April      

2014    

Actual               

May         

2014

Actual               

June         

2014

Actual               

July        

2014

Actual               

August         

2014

Total YTD 

2014/15

YTD 

Variance  

To Plan  

2014/15

Plan       

September      

2014

Plan           

October 

2014

Plan       

November 

2014

Plan       

December 

2014

Plan                      

January 

2015

Plan       

February 

2015

Plan       

March       

2015

Total 

2014/15

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Bank Accounts

Current Account (RBS/Lloyds/Citi) 2,558 4,014 2,272 1,143 1,184 2,545 493 493 494 493 493 494

Patient Monies (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2) (2)

Petty Cash 8 8 8 8 8 8 8 8 8 8 8 8

National Loans Fund 2,000 2,000 1,500 1,500 1,500 0 0 0 0 0 0 0

Total Cash Balance 4,565 6,021 3,779 2,650 2,691 4,565 65 2,552 500 500 500 500 500 500 4,565

Cash Income Receipts

NHS Contract Income 11,334 11,791 11,706 12,170 11,746 58,747 827 11,602 11,989 11,837 11,490 11,918 11,312 12,125 141,020

Overperformance/(Underperformance) 62 0 7 43 7 118 1,387 (2,229) 0 0 0 0 0 0 (2,112)

NCA Income 73 54 109 94 38 368 (24) 123 130 130 130 100 100 100 1,181

Other Income 744 712 1,411 989 607 4,463 350 601 989 579 539 985 686 685 9,528

Total Income 12,212 12,557 13,232 13,296 12,398 63,695 2,539 10,097 13,108 12,546 12,159 13,003 12,098 12,910 149,617

Cash Expenditure Payments

Payroll (4,375) (4,515) (4,517) (4,412) (4,371) (22,189) 31 (4,447) (4,444) (4,444) (4,444) (4,444) (4,444) (4,444) (53,301)

Tax, NI & Superannuation (1,784) (3,051) (3,083) (3,050) (3,015) (13,983) 126 (3,080) (3,080) (3,080) (3,080) (3,081) (3,081) (3,081) (35,544)

Agency/Other Pay (1,321) (1,024) (958) (1,084) (814) (5,201) 877 (993) (1,019) (934) (1,019) (1,200) (1,200) (1,029) (12,595)

NHSP (479) (551) (830) (722) (865) (3,447) (420) (600) (600) (600) (600) (600) (600) (600) (7,647)

Total Pay (7,959) (9,141) (9,388) (9,266) (9,065) (44,820) 613 (9,120) (9,143) (9,058) (9,143) (9,325) (9,325) (9,154) (109,087)

Non Pay Revenue (3,212) (5,309) (5,213) (4,305) (5,079) (23,118) (471) (4,785) (4,742) (4,120) (5,188) (4,074) (4,321) (2,950) (53,297)

PFI Payment, all monthly outgoing inc VAT (821) (679) (851) (875) (875) (4,101) (202) (834) (834) (834) (834) (834) (753) (834) (9,858)

PDC Dividend 0 0 0 0 0 0 0 (514) 0 0 0 0 0 (480) (994)

Reduce Creditor Payment 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Total Non Pay (4,032) (5,988) (6,065) (5,180) (5,954) (27,219) (673) (6,133) (5,576) (4,954) (6,022) (4,908) (5,074) (4,264) (64,150)

Total Expenditure (11,991) (15,129) (15,452) (14,446) (15,020) (72,039) (60) (15,254) (14,719) (14,012) (15,165) (14,233) (14,399) (13,418) (173,236)

Income/Expenditure 221 (2,572) (2,220) (1,150) (2,622) (8,343) 2,480 (5,156) (1,611) (1,466) (3,006) (1,229) (2,301) (507) (23,620)

Other cash receipts/payments

Capital (375) (95) (47) (43) (55) (615) 181 (73) (602) (602) (1,259) (131) (263) (800) (4,345)

VAT Debtor 518 437 529 451 523 2,458 21 500 500 500 500 500 500 500 5,958

Recharges/Payroll Deductions 448 (13) (53) 115 (38) 460 (741) 120 102 102 102 102 102 106 1,196

Deferred Income 645 0 0 602 0 1,246 46 0 600 0 0 600 0 0 2,446

PDC Drawdown 0 0 662 66 2,053 2,781 0 2,556 1,012 1,466 3,663 158 1,963 701 14,300

Total Other 1,236 330 1,091 1,191 2,483 6,330 (493) 3,104 1,612 1,466 3,006 1,229 2,302 507 19,555

Cash Movement in the month 1,456 (2,242) (1,129) 41 (139) (2,013) 1,987 (2,052) (0) (0) 0 (1) (0) (0) (4,066)

Opening cash Balance 4,565 6,021 3,779 2,650 2,691 4,565 65 2,552 500 500 500 500 500 500 4,565

 Closing Monthly Cash Balance 6,021 3,779 2,650 2,691 2,552 2,552 2,052 500 500 500 500 500 500 500 500

Monitor Plan  14/15 4,370 3,178 500 500 500 500 0 500 500 500 500 500 500 500 500

Movement to Monitor Plan 14/15 1,651 601 2,150 2,191 2,052 2,052 2,052 (0) (0) 0 (0) (0) 0 0 0

Summary 12 Month Cash Plan Forecast 2014/15

Actual 13 Week Cashflow Forecast

Appendix E3
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Income Ambulatory Care 307.6 307.6 200.0 307.5

Income Income (Paediatrics) 383.0 383.2 383.0 383.2

Income Income (other) 61.0 22.7 30.6 22.7

Income Coding - General 350.0 33.6 350.0 50.6

Income Coding - Orthopaedics 650.0 106.0

Income Readmissions 0.0 0.0 300.0 0.0

Productivity Theatre Productivity 325.0 0.0 325.0 0.0

Productivity Outpatients 272.0 0.0 272.4 0.0

Productivity Radiology 92.0 0.0 99.0 7.0

Productivity Reducing Length of Stay - Medicine (Phase 1) 288.0 0.0 216.0 0.0

Productivity Reducing Length of Stay - Medicine (Phase 2) 352.0 0.0 0.0 0.0

Productivity Reducing Length of Stay - Elective 100.0 0.0 44.0 0.0

Productivity Pathology Divisional 37.0 18.7 18.7 18.7

Productivity Heading for Home 379.0 0.0 0.0 0.0

Controls Reduction in premium and pay expenditure 300.0 4.7 25.0 4.7

Productivity Non-Ward based clinical staff 150.0 30.8 6.6 22.0

Collaboration Collaboration 0.0 0.0 0.0 0.0

Collaboration Collaboration - pathology 0.0 0.0 0.0

Collaboration Collaboration - radiology 0.0 0.0 0.0

Collaboration Collaboration - Pharmacy 0.0 0.0 0.0

Collaboration Collaboration - HR 0.0 0.0 0.0

Collaboration Collaboration - IM&T 0.0 0.0 0.0

Collaboration Collaboration - Clinical 0.0 0.0 0.0

Collaboration Collaboration - Procurement 100.0 32.5 0.0

Collaboration Collaboration - Procurement stretch 500.0 258.7 0.0

Tactical Dermatology SLA 65.0 65.0 65.0 65.0

Tactical Pharmacy 300.0 63.3 167.3 49.9

Tactical Review of divisional support services (Inc E-Rostering benefits) 100.0 81.1 49.8 86.0

Tactical Correspondance (patient letters/electronic comms) 85.0 0.0 48.0 0.0

Tactical Correspondance (trust members/electronic comms) 45.0 0.0 35.4 0.0

Tactical CQUIN Benefit (Digital by Design) 15.0 15.0 15.0 15.0

Tactical Review of legal costs 34.0 0.0 34.1 0.0

Tactical Procurement Schemes 302.0 256.8 273.1 240.2

Tactical Estate and Facilities (Divisional) 63.6 63.6 25.0 150.1

Tactical Physiotherapy (Divisional) 16.0 16.0 16.0 16.0

Tactical Corporate services skill mix review 11.0 0.0 3.0 0.0

Tactical Divional 2% Tactical schemes 883.0 799.5 1,602.0 1,487.4

Reserve Contingency reserve release 0.0 0.0 1,100.0 1,109.7

6,566.2 2,161.6 6,101.1 4,035.8

MONITOR FINANCIAL PLAN PROFILE 

% of Plan achieved 32.9 66.1

Key 14/15 FYE  (M5 position) 14/15 CYE (M5 Position)

Blue - CIP actioned on ledger 2,161.6 R 4,035.8 R

Green - Delivery risk low 1,874.0 R 699.3 R

Amber - Delivery risk medium 1,661.0 R 723.0 R

Red - Delievry risk high 870.0 R 643.0 R

2014/15 CIP Programme
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PART 1  
AGENDA ITEM 10 

 
 

Title of  
paper  

Significant Risk Report  

Meeting Trust Board  

Meeting date 25th September  2014 

Purpose  

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

Corporate 
Objectives 

Impacts on all corporate objectives   

Relating to 
Assurance 
Framework and 
Significant Risk 

Impacts on all risks on the Board Assurance Framework and 
Risk Register 

Actions 
Recommended  

Discussion / Noting / Decision 

Publication Not applicable 

Unusual acronyms  None 

Any communication 
actions after 
meeting 

Dissemination and communication 

Report of Karen James Chief Executive   

Paper prepared by 
 
Peter Weller Director of Quality and Governance 
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September 2014 - Significant Risk Register Report 
  

 
Summary Narrative  

 
1.0 The Significant Risk Register report provides Trust Board with details on all 

identified significant risk exposure through the Risk Register and Board Assurance 
Framework throughout Tameside Hospital NHS Foundation Trust. These risks were 
subject to review by the Quality and Governance Unit following discussion with 
responsible Directors. The risks have been fully reviewed in light of the CQC 
regulatory inspection report published in July 2014 and mapped against the Trust’s 
Improvement plan. Following assertive improvement work risk scores have been 
revised, and mitigations updated to reflect the Trusts current initiatives and 
focussed areas of review and improvement. A recovery and service improvement 
focus has been added throughout the assurance framework to reflect current work 
programmes. 

  
1.1 The Trust has identified a range of significant risks, which are currently being 

mitigated, whose impact could have a direct bearing on compliance with Monitor’s 
Provider Licence, CQC registration or the achievement of corporate objectives in 
the following areas should the mitigation plans be ineffective.  Currently, the 
significant risks relate to the following areas: 

 

• Infection Prevention (C. difficile target)  

• Finance (Cost control, CIP delivery and liquidity)  

• Compliance (Monitors Provider Licence and CQC Registration ) 
• Lorenzo ( Lorenzo related implementation issues, IM&T infrastructure) 
• Discharge Processes 

• Recruitment and Training   
 
1.2 The main controls and action plans for each significant risk in each area have been 

reviewed and collated in the Trust’s Electronic Risk Register. The programme has 
incorporated the Corporate Risks and aligned them to the Board Assurance 
Framework. Appendix 1 summarises the current significant risks. Appendix 2 
provides the Board with the controls and mitigation for the significant risk analysis. 
Detailed and focussed work is taking place within the Divisions to ensure risk 
registers are updated and monitored. All risk handlers and risk owners are 
systematically meeting with the Quality and Governance Unit Senior Staff to review 
their risks for assurance and controls. The responsible Committees are identified 
where relevant on the report.  
 

1.4 New Significant Risks 
A risk relating to the regulatory requirements in relation to Research and 
Development has been added to the Board Assurance Framework (AF3493) 
scoring 15. We are improving our Research Governance arrangements and the 
MHRA during an inspection this year identified areas of development to strengthen 
systems and address processes. The Trust has plans for mitigation in place and 
implementation is on-going.  
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1.5 Increased Risk Scores 
             

AF3486 Data Quality and Information accuracy and completion has been 
increased from 10 to 20 as a result of current work stream activities and analysis, 
and inconsistency in assurance evident in the reporting process. 

 
1.6 Downgraded Risks 
           As a result of the assertive improvement work a number of risk scores have been  
           reduced:- 

 
AF3446 Assessing, monitoring and assuring quality of service provision has 
reduced from 15 to 10 as a result of the implementation of systems and processes 
for monitoring service quality. 
 
AF3466 Failure to safeguard people who use the service from abuse has been 
reduced from 15 to 10 following the implementation of formal contractual Mental 
Health Act arrangements and the strengthening of systems and processes for 
reporting and monitoring of safeguarding internal issues.  
 
AF3475 Failure to meet regulatory requirements in relation to learning from 
clinical negligence claims, incidents and inquests in a timely manner has been 
reduced from 15 to 10 following the implementation Trust wide of new systems and 
inclusion of the hot spot reporting and monitoring of claims and inquest systems 
reporting now to Quality and Governance forums and Divisional Forums. 
 
AF3487 Failure to comply with regulatory requirements for standards of 
quality and safety has been reduced from 20 to 15 as a result of mitigations 
reducing the risk in key areas as a result of the Quality Improvement Strategy and 
constituent assurances. 

 
1.7 Other Notable Changes / Update 

 
AF3485 Risks AF2.2 Failure to deliver financial plans in line with FT 
compliance framework has been aligned with AF 2.5 Failure to deliver cost 
efficiency savings and has been subsequently scored 25 in line with the previous 
score of AF 2.5. 
 
AF3467 Risk CR1845 Trust fails to achieve national best practice relating to 
NICE Guidance Trust wide has been aligned to AF 1.10 Failure to comply with 
regulatory requirements in relation to best practice. Trust wide system is now 
operational.  
 
AF3465 Failure to systematically have learning from National Reports has been 
reduced from 10 to 5 as the Trust now has a central monitoring process. 
 
AF3496 Failure to maintain and further develop relationship with 
commissioners and Impact of third party decisions As a result of the work of the 
Healthier Together Programme and strategic foresight and continued monitoring the 
risk has been increased from 5 to 10. 
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AF3473 Risks AF 1.13 Registration requirements relating to records and AF 
1.14 Timely information to support patients have been merged to provide 
connectivity and continuity. 
 
Appendix 2 of the significant risk report includes more detailed information on 
notable actions.   
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Appendix 1 

 

CORPORATE SUMMARY – SIGNIFICANT RISK THFT SHOWING RISKS 15 OR ABOVE 

 
� Residual Risk Score (Current Risk)                   Risk Trend              

� (Target Risk / Risk Appetite Threshold)   � Reducing � Increasing � Static 

* New Risk Score 

  

Risks scoring 25 on the Corporate Risk Register and Assurance Framework 

Risk AF3485 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to deliver cost efficiency 

savings and deliver financial 

plans in line with FT compliance 

framework 

Finance and 

Performance 

Committee 

        �     � 

             � 

 

Risk CR718 

 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Continuing implementation of 

Lorenzo (risks to patient safety 

quality, information governance 

and performance trajectories) 

Quality and 

Governance 

Committee 

        �     � 

             � 

 

Risk AF3476 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to discharge patients 

safely –Potential of patients 

being discharged with 

inadequate information on 

complications or knowledge of 

medications  

Quality and 

Governance 

Committee 

        �     � 

             � 

 

Risk AF3488 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to ensure on-going 

compliance with terms of FT 

authorisation (Monitor 

requirements) 

Trust Board         �     � 

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

 

 

 

 

 

 

 

Risk AF3464 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to contain and prevent 

Healthcare associated infection  

Quality and 

Governance 

Committee 

        �    �  

            �  

Risk AF3473 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to comply with 

registration requirements relating 

to record keeping and have 

timely information to support 

patient care 

Quality and 

Governance 

Committee 

         �   �  

            �  

Risk AF3486  

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Data Quality and Information 

accuracy and completion  

Executive  

Management 

Team/Finance 

and 

Performance 

      �      �  

            �  

Risk AF3489 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

EMERGENCY 

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

Failure to achieve Emergency 

Department  quality 

indicators 

Executive 

Management 

Team/ 

Finance and 

Performance 

Committee  

        �    �  

            �  

Risk CR734  

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 

High 

Risk 
Significant Risk 

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

Nursing vacancies, leadership 

and Nursing staffing 

recruitment across Medicine 

and the ability to provide safe 

care 

Executive 

 Team 
        �    �  

            �  

Risk CR3132 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Incomplete  referral to 

treatment (RTT) pathway data 

submission 

Executive  

Management 

Team/Finance 

and 

Performance 

   �         �  

            �  

Risk AF3460  

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to address areas of 

outlying performance in 

relation to the Trust HSMR 

SHMI  

Quality and 

Governance 

Committee 

        �  �    

          �    
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Risk AF3463 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to ensure appropriate 

focus on privacy and dignity for 

patient and relatives 

Quality and 

Governance 

Committee 

        
� 

  �    

          �    

 Risk AF3467 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to deliver services in line 

with best practice relating to 

NICE Guidance Trust wide  

Executive 

Management 

Team / Trust 

Board   

         � �    

          �    

Risk AF3477 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to ensure requirements 

for consent to treatment 

Quality and 

Governance 

Committee 

        �  �    

          �    

Risk AF3481 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to ensure that staff have 

the relevant skills, training, 

support and supervision to ensure 

safe practice.  

Quality and 

Governance 

Committee 

         � �    

          �    

Risk AF3482 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to ensure adequate 

staffing levels to ensure patient 

safety and quality of services. 

Executive 

Management 

Team / Trust 

Board   

        �  �    

          �    

Risk AF3483 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Increased demands beyond 

predicted levels which is outside 

current capacity 

Executive 

Management 

Team / 

Finance and 

Performance 

Committee  

        �  �    

          �    

Risk AF3484 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Mediu

m Risk 
High Risk Significant Risk 

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

Failure to fulfil regulatory 

registration requirements with 

management of Complaints   

 

Quality and 

Governance 

Committee 

        �  �    

          �    

Risk AF3487 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 
High Risk Significant Risk 

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

Failure to comply with the 

regulatory requirements for 

standards of Quality and Safety   

Quality and 

Governance 

Committee 

        �  �    

          �    
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Risks downgraded to below significant in this report  
 

 

� Residual Risk Score (Current Risk)   

� (Target Risk / Risk Appetite Threshold)   � Reducing � Increasing � Static 

* New Risk 

Risk  

AF3490 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to minimise delayed 

transfers of care 

 

Improvement 

Board 

        �  �    

          �    

Risk  

AF3491 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to have in place a IM&T 

infrastructure and Service 

supporting organisational 

objectives 

 

Executive 

Management 

Team and 

Board  

        �  �    

          �    

Risk  

AF3493 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to have in place a IM&T 

infrastructure and Service 

supporting organisational 

objectives 

 

Executive 

Management 

Team and 

Board  

        �  �    

            *    

Risk  

CR770  

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

DIAGNOSTIC AND 

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

Reduced sustainability of 

Radiology Services due to 

inability to recruit to key 

radiology posts 

Executive  

Management 

Team/Finance 

and 

Performance  

        �  �    

          �    

Risk  

AF3446 

Description Responsible 

Committee 

Very Low 

Risk Low Risk 
Medium 

Risk 
High Risk Significant Risk 

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

Assessing and Monitoring 

Quality of Service provision 

Quality and 

Governance 

Committee 

        
�

�      

        �      
 

Risk  

AF3466  

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to Safeguard people 

who use services from abuse 

Quality and 

Governance 

Committee 

        
� 
�      

        �      
 

Risk  

AF3475 

Description Responsible 

Committee 
Very Low Risk Low Risk 

Medium 

Risk 

High 

Risk 
Significant Risk 

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

Failure to meet regulatory 

requirements in relation to 

learning  from clinical 

negligence claims, incidents & 

inquests in a timely manner 

Quality and 

Governance 

Committee 

        
� 
�      

        �      
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APPENDIX 2: SIGNIFICANT RISK ANALYSIS 
 

Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee/Group 
RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of Finance 

Directors of all 

services 

 

Finance and 

Performance 

Committee 

 

25 

RED 

���� 
 

• Continued use of 

appropriate 

benchmarking 

information 

reference costs led 

by the Finance 

Department and 

Turnaround Director 

to ensure control and 

rigor of CIP delivery 

• Finance Team to 

work with all budget 

holders to drive 

down costs and 

increase income and 

contribution margin 

and, with clinical 

teams, to exploit 

opportunities and 

repatriate activity 

and develop new 

markets 

• Established 

Governance structure 

e.g. PMO  

 

• Turnaround Director and 

revised programme 

• Greater Manchester 

‘Healthier Together’ 

Strategy 

• Certify that all material 

non recurrent CIP's have 

also been subject to a 

rigorous QIA 

• Fully develop schemes to 

deliver the full 2014/15 

CIP target on a recurrent 

basis 

• Commission a review of 

2015/16 CIPs. 

• Develop and submit to 

regulators milestones and 

financial modelling  

• Impact of improvement 

plan requires resources. 

Action plan being 

progressed. 

None 

Strategic 

Insight and 

Foresight 

 

Risk  

AF3485 

Failure to deliver cost 

efficiency savings and deliver 

financial plans in line with FT 

compliance framework 
Review 

Date / 

Frequency 

Risk Review 

Monthly 

and Weekly 

EMT) 

 

ANTICIPATED EFFECT ON CONTROL 

Continuously being monitored and reviewed.  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee 
RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All  Clinical and 

Corporate 

Directorates 

 

Director of Finance 

with Director of 

Operations  

 

Executive 

Management  

Team  

 

 

25 

RED 

���� 

• Initial 

implementation plan 

complete which 

involved clinicians 

from each area and 

Clinical Reference 

Group.  

• Medway overlap to 

ensure continuity.  

• EPR Group 

monitoring of post 

implementation 

performance.  

• Live action log 

• On-going monitoring 

of Lorenzo reported 

incidents and 

triangulation of 

information. 

• Monitoring progress 

report  to Trust 

Board   

• Prioritisation of 

urgent information 

requests to delivery 

of safe and effective 

patient care.  

 

• Post-implementation issue 

specific plans progressed 

and monitored by the EPR 

Group, Quality and 

Governance Committee and 

sub committees. 

• Routine reporting to Board  

• Assessment of issues by 

maintenance  and 

monitoring of Operational 

Performance 

• All key operational 

standards continue to be 

monitored  

• Business Continuity Plans 

implemented if required to 

ensure staff assisted and 

able to continue delivering 

their services.  

 

None 

Risk Register 

 Incident, 

Operational 

Performance   

Risk 

CR718 

 

Implementation of Lorenzo 

information system (Risks to 

Patient Safety Quality, 

Information Governance and 

Performance Trajectories) 

Review Date / 

Frequency 

Risk Review 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that  completion of the agreed actions and 

mitigations will mitigate and reduce the risk  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk 

Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

 

Director of 

Operations 

supported 

professionally 

by the 

Director of 

Nursing and 

Medical 

Director 

 

Quality and 

Governance 

Committee 

 

Risk 

Management 

Group 

 

 

 

 

 

 

25 

RED 

���� 

• Discharge policy and  

procedures in place 

• Monitoring of 

operational 

performance activity 

and review of discharge 

and transfer services 

undertaken.  

• Pre - printed discharge 

summaries given to 

each patient, 

addressing all the 

discharge issues 

• Audit programme  

• Key Metrics monitored 

• Implementation of 

processes to support ward 

based intervention and 

reconciliation.  

• Monitoring of the on-going 

usage of Care Bundles 

through Patient Safety 

Programme  

• Discharge and Patient Flow 

Work Stream 

• Implementation of the 

Urgent Care Recovery Plan. 

 

None 

Third 

party 

reviews 

Patient 

feedback 

Incidents 

complaints 

and claims  

Risk  

AF 

4376 

Failure to discharge patients with 

adequate information in 

particular in relation to potential 

complications and medication 
Review 

Date / 

Frequency 

Risk review 

Monthly 

and Weekly 

EMT 

 

ANTICIPATED EFFECT ON CONTROL 

Improvement Programme in place to address and monitor 

continual improvement,  closely aligned to Lorenzo work 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee 
RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE Corporate 

Directorates 

 

Director of Finance  

Trust Board   

25 

RED 

���� 

• 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 

• Continuous 

implementation of 

required actions by all 

staff at levels required 

• Implementation of 

action plan re CIP 

identification and 

implementation of Trust 

Improvement 

Programme and Agreed 

Monitoring action 

None  

 Monitors 

Provider 

licence 

requirements 

and 

Regulatory 

Monitoring 

Risk 

AF 

3488 

Failure to ensure on-going 

compliance with terms of FT 

authorisation (monitor 

provider licence 

requirements) 

Review Date 

/ Frequency 

Risk Review 

Monthly 

 ANTICIPATED EFFECT ON CONTROL 

 
 

Continually being reviewed in partnership with Regulator 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All clinical 

and 

Corporate 

Directorates 

 

Director of 

Nursing/Director 

of Infection 

Prevention and 

Control 

  

Director of 

Operations ( for 

Delivery) 

 

Quality and 

Governance 

Committee 

20 

RED 

���� 

• Systematic monitoring of 

performance by Infection 

Prevention & Control 

Team,  

• IC assurance framework  

• RCA process used in every 

case of MRSA, C.Diff, 

MSSA and E Coli.  

• Recovery plan and 

monitoring report 

presented to Board  

• District Wide Infection 

Prevention and Control 

Group Meetings. 

• Hospital Infection Control 

Committee meetings.  

• Zero tolerance approach 

to HCAI 

• Infection Prevention and 

control policies and 

procedures 

• Antimicrobial Policy 

framework and 

prescribing policy and 

stewardship 

• Systematic 

monitoring 

determines actions 

to be taken.  

• Trust working to 

recovery plan agreed 

with CCG and 

regulators.  

• ICA framework 

actions 

None 

Operational 

performance 

Patient 

Safety 

Quality 

Incidents 

complaints 

and claims  

Risk  

AF 

3464 

Healthcare associated infection 

prevention  

Review 

Date / 

Frequency 

Daily 

monitoring 

of 

surveillance 

Monthly 

Trust Board 

review and 

Weekly 

EMT review 

 

ANTICIPATED EFFECT ON CONTROL 

Current risk score of 20 due to C Difficile trajectory. 

Detailed C Difficile action plan in place and monitored to 

ensure mitigation.  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Medical 

Director/Director 

of Nursing   

 

Quality and 

Governance 

Committee 

20 

RED 

���� 
 

• Health records 

standards and policies 

in place. 

• Professional Standards 

for record keeping 

• Clinical Coding 

Standards 

• Clinical Coding 

awareness training for 

Clinicians.  

• Monitoring of coding 

completeness and data 

quality 

• Electronic access to 

“intelligence” on best 

practice.  

• Electronic access to 

Policies and Protocols. 

Development of EPR 

• Information 

Governance Committee 

• Health Records 

Committee 

• IM&T Committee  

• Clinical audit and 

Effectiveness 

programme 

• Case note tracking and 

availability monitoring 

• Electronic test requests 

and results reporting 

• Dr foster system 

• Assurance via Clinical 

leads and  Senior Nurse 

walk round/visits   

• Assurance from First  

Friday visit programme 

• Executive Walk round 

programme 

• NED Walk round 

programme.  

• Audit programme and 

related activity 

• Consistent application 

of all policies and 

processes to be applied 

by all clinical divisions 

and staff at all levels to 

prevent decisions being 

made on inadequate or 

incomplete clinical 

information as a result 

of weaknesses in the 

system 

None 

Operational 

Performance  

Incidents 

Complaints 

and Claims 

Risk 

AF3473  

Failure to comply with the 

regulatory requirements  

relating to record keeping and 

ensure timely information to 

support patient care Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

Assertive monitoring and focussed work including walk 

rounds to monitor impact and risk control alongside 

systematic review processes will further inform the risk 

score.  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee 
RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE Clinical and 

non-clinical  

Directorates 

  

Director of finance  

 

Executive 

Management 

Team / Finance 

and Performance 

Committee 

20 

RED 

���� 

• On-going and monthly 

scrutiny of data activity 

and income 

performance. 

• Director of Information 

post created and 

appointed to 

• Outcome reported to 

board as part of 

improvement delivery 

board 

• Increased 

benchmarking and use 

of metrics 

• Board Report re 

delivery of financial 

programme. 

• Improved governance 

programme in place 

with checks 

 

• Increased 

benchmarking and use 

of metrics 

• Processes for 

information to be 

reviewed by new 

Director of Information  None  
Performance 

management 

Risk  

AF 

3486 

Data Quality and Information 

accuracy and completion  

Failure to recover all patient 

income and have accurate 

data. Suboptimal use of 

capacity and failure to 

address accuracy of data e.g. 

waiting lists. 

Review 

Date / 

Frequency 

Monthly  

ANTICIPATED EFFECT ON CONTROL 

 
 
 
 

Mitigation plans are designed to achieve compliance Data 

quality checks have been impacted on by Lorenzo 

transition. It is anticipated that the review and 

subsequent actions by the Director of Information will 

reduce this risk 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee 
RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE Emergency 

Department 

Clinical 

Directorates 

  

Director of 

Operations 

 

Executive 

Management 

Team / Finance 

and Performance 

Committee 

20 

RED 

���� 

• Detailed recovery plan 

in place  

• Aim to see patients 

within 2 hours of 

attendance in the 

Emergency 

Department; Potential 

admissions to be 

identified early  

• Wards to actively seek 

to admit patients from 

the Emergency 

Department as soon as 

bed available; 

• The use of early senior 

review will be assessed 

and ‘best practice’ 

principles developed; 

• Additional consultant 

ward rounds during the 

weekend over the 

winter period; 

• Bed management 

meetings strategic   

• Board rounds in ED; 

• Non-elective health-

economy (NWAS, 

Primary Care, Social 

Care, TGH) action plan 

generated; 

• Implementation of 

agreed Medical Model  

• Non-Elective Action 

Plan includes: 

• Rapid Assessment and 

Treatment (RAT) 

model: 

• ED in-reach by 

consultants 

• Board rounds in ED; 

• Provision of 

Ambulatory Care 

Services  

• Discharge and patient 

flow work stream 

• Review ward round 

‘timetable’. 

None  
Performance 

management 

Risk  

AF 

3489 

Failure to achieve Emergency 

Department quality 

indicators 

 
Review 

Date / 

Frequency 

Reviewed 

Daily 

ANTICIPATED EFFECT ON CONTROL 

 
 
 
 

Mitigation plans are designed to achieve compliance with 

performance target which is monitored with intensive 

support. ‘Perfect Week’ initiative scheduled for 

September and October 2014 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 
Owner/Responsible 

Committee 
RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE 
Trust wide 

Director of Nursing 

 

Director of 

Operations 

Executive 

Management 

Team and Quality 

and Governance   

20 

RED 

���� 

• Workforce planning 

and recruitment 

plans.  

• Nurse staffing levels 

based on acuity – 

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.  

  

 

• Recruitment in to the 

vacant posts is 

underway and to 

continue under 

monitoring. 

• Monitoring of KPI’s  

• Utilisation of a 

partnership model and 

secondment 

opportunities from 

other trusts. 

• Recruitment from 

abroad 

 

None 

Operational 

Performance 

Risk register 

Incident and  

Complaint 

Risk 

CR734 

 

Nursing vacancies, leadership 

and Nursing staffing 

recruitment across Medicine 

and the ability to provide safe 

care 

Review Date 

/ Frequency 

Daily Bed 

Management 

Meetings 

and Nursing 

Review 

 

ANTICIPATED EFFECT ON CONTROL 

 

 

 

Full Hard Truth Board Report to September 2014 Trust 

Board will inform risk score  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

Directorates 

 

Director of 

Finance   / 

Director of 

Operations  

20 

RED 

���� 

The Trust has 

implemented interim 

controls pending solutions 

with Lorenzo systems 

issues impacting on Trusts 

timescales for resolution; 

• established a 

dedicated validation team 

to validate each and every 

patient on an incomplete 

pathway in order to be 

able to report our 

incomplete pathway 

performance accurately 

 

The Trust: 

• Has developed a 

comprehensive recovery 

plan within a  clear 

project management and 

governance structure to 

ensure this problem is 

rectified appropriately 

within agreed timescales 

• Is working with our 

Corporate Information 

Team to develop a 

solution to manage RTT 

reporting outside of 

Lorenzo using our own 

data warehouse 

• Have informed Monitor 

(our regulator) and our 

local commissioners of 

our current technical 

problems  

None 

External 

Monitoring, 

National 

reports, 

Operational 

performance 

Incidents 

inquests 

complaints 

and claims  

Risk 

CR3132 

Incomplete Referral To 

Treatment pathway (RTT) data 

submission Review Date 

/ Frequency 

Risk 

Reviewed 

Monthly 

Daily by 

Improvement 

Team 

 

ANTICIPATED EFFECT ON CONTROL 

The completion of the agreed implementation plan and 

mitigations dependent upon resolution of Lorenzo issues. In 

the interim Trust putting into play internal workarounds and 

solutions to mitigate risk 

 

 
 



Page 19 of 34 

 
Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

Directorates 

 

Medical 

Director 

 

Quality and 

Governance 

Committee 

15 

RED 

���� 

• Trust Mortality 

Steering group in place  

• Internal mortality plan. 

• Patient Safety 

Programme developed 

with work streams and 

identified KPI’s 

• Use of National 

benchmarking tools  

• Reports on Mortality 

To Quality and 

Governance 

Committee  

• Systematic monitoring 

and analysis of all 

hospital deaths via 

Mortality reviews  

• Systems for identifying 

Dr foster ‘red bell’ 

outliers 

• Systematic analysis of 

SHMI and HSMR 

• Use of Dr foster real 

time monitoring and 

report 

• AQUA Mortality 

Collaborative 

participation 

 

• Trust agreed strategies 

and actions associated 

with their 

implementation and 

monitoring  

• Detailed drill downs and 

mortality analysis of 

alerts Dr Foster and 

mortality reviews 

• CQC Intelligence  

Monitoring to be 

systematically reviewed  

• Assurance required on 

data quality (see risk AF 

2.7 to be addressed)  

None 

External 

Monitoring, 

National 

reports, 

Operational 

performance 

Incidents 

inquests 

complaints 

and claims  

Risk 

AF3460 

Failure to address outlying areas 

of performance in relation to 

HSMR and Trust SHMI  Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

Further data quality work and mortality collaborative input 

expected to further positively influence our risk reductions 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Nursing/Medical 

Director  

 

 

Quality and 

Governance 

Committee 

15 

RED 

���� 

• Revised Quality and 

Governance committee and 

reporting structure in place  

• Programme developed  with 

key work streams and KPI’s 

• Reported to Service Quality and 

Operational Governance group  

• Key risk related areas are built 

into the clinical audit forward 

plan.  

• Constituent quality and safety 

reports to Board and Board Sub 

Committees –  provide 

assurance  

• Patient experience monitoring  

and reporting  

• Mandatory training  and 

induction programmes 

• CQUIN measures monitoring 

• First Friday visit programme  

• Senior Nursing reviews and 

unannounced visits 

• Values and Behaviours work 

programme  

• Board Reports Assurance 

Reports 

• Quality Account  

• Constituent action 

plan 

• revised and 

strengthened 

Governance Systems 

• Organisational 

Leadership and 

Staffing structures  

• Patient Safety 

programme  

• Patient Experience 

programme  

• Values and Behaviour 

work streams. 

• Oversight by the 

Improvement board 

and Quality and 

Governance 

Committee Structure 

• Ward Accreditation 

framework in use 

and challenge in 

system 

None 

Third party  

review/ 

inspection 

Operational 

Performance, 

Incidents, 

Complaints, 

Claims, 

Inquests 

external 

reviews   

Risk 

AF3463 

Failure to ensure 

appropriate focus on 

privacy and dignity for 

patient and relatives 
Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

The risk remains 15 as the CQC inspection of May 2014 

found issues regarding critical care and surgical waiting 

areas. Action plan and mitigations in place risk will 

remain 15 until assured by further visit. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

Directorates 

 

Executive 

Team and 

named 

executives 

for 

objectives 

 

Quality and 

Governance 

Committee 

 

 

 

 

 

15 

RED 

���� 

AQ  and Safety Thermometer 

monitoring 

Clinical work Streams  

NSF and Cancer implementation 

Groups and action plans 

Participant in Trusts Advancing 

quality North West Strategy 

CQUIN Monitoring process 

Key subcommittees and individuals 

have designated responsibility for 

Quality Metrics and Targets 

supported by standards and 

processes. 

Service Reports to Service quality 

and Operational Governance  

Group  

The Critical Care Review to identify 

specific areas of improvement and 

actions required. 

Trust system for Nice Guidance 

management operational 

 

 

• Delivery of 

improvement 

programme  

• Progress against these 

actions will continue to 

be systematically 

monitored and reported 

on through the 

Divisional and 

Corporate structures, 

by the Executive teams 

and Trust Board  

• Compliance in some 

areas is below target 

level  - Consistent 

application, audit and 

monitoring of required 

process for each metric 

or indicator needs to be 

applied by all the 

clinical divisions and 

teams  

None 

External 

Monitoring, 

National 

reports, 

Operational 

performance 

Incidents 

inquests 

complaints 

and claims  

Risk  

AF3467  

 

 

Failure to develop 

services in line with Best 

Practice relating to NICE 

guidance Trust wide and 

failure to deliver the 

contract quality 

requirements and 

CQUINS 

Review 

Date / 

Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that completion of the agreed implementation 

plan and mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location Owner RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk 

Source 

CORPORATE All Clinical 

Directorates 

 

Medical 

Director 

 

Quality and 

Governance 

Committee 

15 

RED 

���� 

• Clear procedure and 

training in place 

• Policies and guidelines 

outline expected 

standards and process of 

audit enables monitoring 

of these  

• Consultant Staff required 

to appraise Juniors on 

skills and knowledge 

• Medical Director’s 

annual appraisal of 

senior medical staff 

• Professional staff where 

delegated consent in 

place required to have 

appropriate competency 

checks and supervision 

• Clinical Audit Programme  

• Increased staff 

awareness of 

safeguarding concerns 

• Increase utilisation of  

DOLS  

• Review of systems for 

implementation of 

Mental Health Act has 

taken place 

• Focussed consent 

programme to be 

redeveloped via Patient 

safety officers. Task 

and finish work stream 

reporting through to 

Quality and 

Governance   

 

None 

External 

third party 

review , 

patient 

feedback 

and 

incidents 

complaints 

and claims  

Risk  

AF3477 

Failure to ensure requirements for 

consent to treatment 
Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

The completion of the agreed implementation plan and 

mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 

 

Review process based on regulator assessment 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk 

Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

Medical 

Director, 

Director of 

Human 

Resources 

and Director 

of Nursing 

and Director 

of 

Operations  

 

Quality and 

Governance 

Committee 

 

15 

RED 

���� 

• Annual Mandatory Training 

requirements and review 

annually of training needs 

analysis  

• Induction process  

• Education Governance 

Group to coordinate and 

systematically apply 

educational governance  

• Delivery of the consolidated 

action plan 

• Medical education co-

ordinated within an agreed 

framework. 

• Monitoring of Deanery 

action plan 

• Clinical Leaders Forum 

• Improvement programme 

for doctors in training 

• Regular scheduled meetings 

with Junior Doctors 

• Monitoring and feedback 

mechanisms for junior 

doctors incident reporting. 

• Information regarding 

Analysis of themes of junior 

doctors reporting in the 

Trusts Quality and 

Governance Summary 

report  

• Medical Staff revalidation 

processes and Deanery 

monitoring processes 

• Education 

Governance Group 

Work streams and 

Plan 

• Training plan aligned 

to OD strategy 

• Divisional ownership 

and actions to be 

strengthened further 

• Monitoring of 

Deanery action plan 

 

None 

External 

review and 

feedback 

internal 

monitoring 

Risk  

AF 3481 

Failure to ensure that staff have 

the relevant skills, training, support 

and supervision to ensure safe 

practice.   

 

 

Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

In addition to the implementation of actions for 

improvement in relation to skills and training for all 

staff. The strengthening of systems and processes for 

communication and monitoring of the deanery action 

plan are anticipated to result in a reduction of the risk. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Human 

Resources 

/Director of 

Operations 

 

Executive 

Management  

Team/ Trust 

Board  

15 

RED 

���� 

• Workforce planning 

and recruitment 

strategy.  

• Nurse staffing levels 

based on acuity – 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.  

• Introduction of 

Divisional Governance 

support.  

• Recruitment from 

abroad has informed 

our plans  

• Implementation of the 

Consolidated action 

plan  and oversight by 

Improvement board  

• Trust wide Consolidated 

action plan and 

implementation 

monitored through 

Improvement board  

• Recruitment in to the 

vacant posts is underway 

and to continue under 

monitoring. 

• Weekly monitoring of 

KPI’s 

• Utilisation of a 

partnership and 

secondment 

opportunities from other 

trusts. 

 

None 

Third party 

review and 

internal  

monitoring 

Incidents 

complaints 

Claims and 

Operational 

performance 

and impact 

Risk  

AF3482  

Failure to ensure adequate 

staffing levels to ensure patient 

safety and quality of services 

Review 

Date / 

Frequency 

monthly 

 
ANTICIPATED EFFECT ON CONTROL 

It is anticipated that further implementation of the agreed 

action plan and mitigations will mitigate and reduce the risk 

to an organisationally acceptable level. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

Directorates 

and 

Divisions 

Director of 

Operations  

 

Executive 

Management 

Team 

Finance and 

Performance  

Committee 

15 

RED 

���� 
 

• Capacity Plans in place   

• Demand Management 

implications are being 

implemented.  

• Regular meetings with 

CCG and other partners 

to improve availability 

of, and access to, 

intermediate care beds. 

• Risk assessments are 

completed for any areas 

used for escalation.  

• Patients are required to 

be appropriately risk 

assessed before being 

admitted to escalation 

areas. 

• Partnership working 

with other providers to 

ensure a long term 

strategy is in place 

regarding sustainability 

and service provision. 

• Development of 

integration strategy in 

key partners 

• Implementation of 

workforce action s in 

consolidated action 

plan monitored by 

Improvement board  

None 

Third party 

review and 

internal  

monitoring 

Incidents 

complaints 

Claims and 

Operational 

performance 

Risk  

AF3483 

Increased demands beyond 

predicted levels which is outside 

current capacity 
Review 

Date / 

Frequency 

Monthly 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that further implementation of the agreed 

plan and mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

corporate  

Directorates 

  

Director of 

Nursing 

 

 

 Quality and 

Governance 

Committee  

15 

RED 

���� 

• Complaints procedure is 

in place and widely 

publicised and available 

– positive and negative 

feedback is encouraged 

• Complaints sign off by 

CEO 

• Complaints and PALS 

processes are 

divisionally supportive 

and operationally 

managed centrally in 

the Trust Quality and 

Governance Unit   

• Routine Board reporting 

• Detailed reports to  

Quality and Governance 

Committee 

• Divisions routinely 

receive detailed 

information re 

complaints and issues 

identified  

• Service Quality and 

operational Committee 

receives assurance and 

aggregated learning 

reports 

• Quality and  

Governance Committee 

receives assurance and 

aggregated learning 

reports  

 

 

• Internal Complaints review 

continuously taking place.  

• Independent review of 

complex complaints.  

• Complaints management 

training package is being 

delivered to patient-facing 

managers / senior 

clinicians Additional 

resources addressing  

historical outstanding 

issues 

• Revised process and 

actions to be implemented 

None 

Third party 

review and 

internal  

monitoring 

Incidents 

complaints 

Claims and 

Operational 

performance 

Risk  

AF3484 

Failure to fulfil regulatory 

registration requirements with 

management of Complaints   

Review 

Date / 

Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that further implementation of the agreed plan 

and mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 

 

 



Page 27 of 34 

Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

And 

Corporate 

Directorates 

 

Trust Board 

 

Quality and 

Governance 

Committee 

15 

RED 

���� 

• Trust Governance and 

reporting arrangements 

• Review  and analysis of  

CQC Intelligence 

monitoring - risk areas 

identified and action taken  

to understand if not 

already aware  

• Reported to Service 

Quality and Operational 

Governance group  

• Key risk related areas are 

built into the clinical 

audit/audit forward plan.  

• Constituent quality and 

safety reports to Board 

and Board Sub 

Committees –  provide 

assurance  

• Patient experience 

monitoring  and reporting  

• Mandatory training  and 

induction programmes 

• CQUIN and key standards 

measures monitoring 

• First Friday visit 

programme  

• Senior Nursing/Senior 

Clinical  reviews and 

unannounced visits  

• Systematic Programme to 

address essential 

standards 

 

Implementation of  

• Trust agreed 

strategies and 

actions associated 

with their 

implementation and 

monitoring  

None 

Regulatory 3
rd

 

Party 

assessment 

Patient 

feedback 

Operational 

Performance  

Incidents 

Complaints 

and Claims 

Risk 

AF3487 

Failure to comply with the 

regulatory requirements for 

standards of Quality and Safety   

Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

The implementation of the agreed implementation plan 

and mitigations has resulted in a reduced risk score in 

some areas. 

 

 



Page 28 of 34 

 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Operations 

 

Improvement 

Board  

15 

RED 

���� 

• Capacity Plans in 

place   

• Demand 

Management 

implications are being 

implemented.  

• Regular meetings 

with CCG and other 

partners to improve 

availability of, and 

access to, 

intermediate care 

beds. 

• Risk assessments are 

completed for any 

areas used for 

escalation.  

• Patients are to be 

appropriately risk 

assessed before being 

admitted to 

escalation areas. 

• Partnership working 

to ensure a long term 

strategy is in place 

regarding 

sustainability and 

service provision. 

• Development of  

integration strategy in 

conjunction with Key 

partners 

• Implementation of 

workforce action s in 

consolidated action plan 

monitored by 

Improvement board  

None 
Operational 

performance 

Risk 

AF3490 

Failure to minimise delayed 

transfers of care 

Review Date 

/ Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

Agreed implementation plans in place however as seasonal 

planning approaches the ability of partner organisations to 

support this agenda will impact on the trust. Therefore this 

risk has been increased to reflect this. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

corporate 

Directorates 

Director of 

Operations 

 

Executive 

Management 

Team and 

Trust Board   

15 

RED 

���� 

• IM&T team reporting 

the Chief Operating 

Officer reporting to an 

identified Executive 

Director – Director of 

Finance with policy 

and procedures and 

operating framework 

to National Standards 

• Development of 

technology 

infrastructure through 

capital programme 

• Revised IM&T strategy 

• Review of resources 

• Consistency to address 

any gaps in controls 

• IM&T Committee and 

supporting Committees 

to be strengthened and 

re-established post 

Lorenzo go live to ensure 

systematic reporting of 

IM&T assurances through 

to Board 

• Infrastructure to be 

proposed and progressed 

in line with Governance / 

Committee Review  

 

None 
Operational 

performance 

Risk  

AF3491 

Failure to have in place a IM&T 

infrastructure and Service 

supporting organisational 

objectives Review 

Date / 

Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that further implementation of the agreed 

plan and mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

corporate 

Directorates 

 

Medical  

Director 

 

Executive 

Management 

Team and 

Trust Board   

15 

RED 

New 

• Research and 

Development Lead 

clinician reporting to 

the Medical Director 

• Research and 

Development 

Committee  

• Research policy and 

procedures and 

operating framework 

to National Standards 

• Development of 

research  

infrastructure in 

partnership with South 

Manchester University 

Hospitals NHS Trust 

• Revised R&D strategy 

• Review of resources 

• Consistency to address 

any gaps in controls 

• R&D Committee and 

supporting Committees 

to be strengthened and 

re-established  

• Infrastructure to be 

proposed and progressed 

in liaison with Partner 

Trust 

• Compliance monitoring 

to MHRA regulatory 

requirements. 

 

None 
Operational 

performance 

Risk  

AF3493 

Failure to have in place Research 

and Development governance 

programme with infrastructure 

and Service supporting regulatory 

requirements and organisational 

objectives 

Review 

Date / 

Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

It is anticipated that implementation of the agreed plan and 

mitigations will mitigate and reduce the risk to an 

organisationally acceptable level. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location Owner RR Main Controls Key Actions 

Action 

Overdue not 

being 

addressed 

Risk Source 

CORPORATE Diagnostic 

and 

Therapeutic 

Services 

impacting 

on all 

Clinical 

Directorates 

    

Director of 

Operations  

 

Executive 

Management  

Team / 

Finance and 

Performance 

Committee  

15 

RED 

���� 

• Trust recruitment  

strategy to vacancies 

• Collaboration with a 

Partnership to provide 

a long term strategy 

for provision of 

services. 

• The Trust has 

outsourced reporting 

to address service 

pressures across 

radiology. 

• Funding for further 

training of 

radiographers to 

undertake training for 

reporting examination 

• Employment of a Band 

7 post who will be a 

reporter of identified 

examinations  

 

 

• Use of waiting list 

initiatives for substantive 

consultants to help 

address shortfall.  

• Use of external locums to 

support breast service.  

• Further recruitment of a 

Breast Radiologist which 

has been advertised 

• Agency options being 

implemented. 

• Consideration of training 

for Breast Surgeon to 

perform breast 

ultrasound.  

• Further training for 

radiographers to enable 

reporting of identified 

examinations 

None 

Operational 

Performance  

Incidents 

Complaints 

and Claims 

Risk 

CR770 

 

Reduced sustainability of 

Radiology services due to inability 

to recruit to key Radiology posts 

Review 

Date / 

Frequency 

Monthly 

 ANTICIPATED EFFECT ON CONTROL 

The Trust has an action plan to address shortfalls however 

there is local and National competitive recruitment issues 

impact on the Trusts ability to meet timescales and limit the 

effectiveness of long term mitigation plans 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Nursing and 

Medical 

Director 

 

 

Quality and 

Governance 

Committee 

10 

ORANGE  

���� 

• Revised Quality and Governance 

committee and reporting 

structure in place  

• Systematic process for review 

being implemented 

• Patient Safety Programme 

developed  with key work 

streams and KPI’s  

• Review  and analysis of  CQC QRP 

risk areas identified and action 

taken  to understand if not 

already aware  

• Reported to Service Quality and 

Operational Governance group  

• Key risk related areas are built 

into the clinical audit forward 

plan. These are reviewed an 

monitored within key Quality 

and Governance  

• Constituent quality and safety 

reports to Board and Board Sub 

Committees –  provide assurance  

• Patient experience monitoring  

and reporting  

• Mandatory training  and 

induction programmes 

• CQUIN Key measures monitoring 

• First Friday visit programme  

• Senior Nursing /Clinician 

reviews/unannounced visits 

Implementation of  

• Constituent action 

plans 

• revised and 

strengthened 

Governance 

Systems 

• Organisational 

Leadership and 

Staffing structures  

• Patient Safety 

programme  

• Patient Experience 

programme  

• Values and 

Behaviour work 

streams. 

• Oversight by the 

Board, EMT and 

Quality and 

Governance 

Committee 

Structure 

 

None  

Third party  

review/ 

inspection 

Operational 

Performance, 

Incidents, 

Complaints, 

Claims, 

Inquests 

external 

reviews   

Risk 

AF3446 

Assessing and Monitoring 

Quality of Service 

provision 

Review 

Date / 

Frequency 

Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

The implementation of the agreed plan and its 

constituent parts, have resulted in improvements in 

systems and processes and have reduced the risk 

relating to assessment and monitoring of service 

quality provision.  
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Nursing 

 

Quality and 

Governance 

Committee 

10 

ORANGE 

���� 

• Policies, procedures and 

guidelines for children and adults 

and constituent policies 

impacting upon safeguarding.  

• Contractual requirements against 

specific standards/ requirements   

• Deprivation Of Liberty (DOLS) 

arrangements,  

• IMCA ( Advocacy arrangements)  

• Revised Mental Health Act 

infrastructure and partnership 

agreement with Pennine Care 

• Staff awareness training 

• Collaboration with other care 

agencies 

• Mandatory Training in place.  

• Trust fully engaged with child 

protection /adult protection 

structures. 

• Audit Tools and programme. 

• Trust is a member of TMBC 

Safeguarding Boards  

• Specific initiatives on Prevent, 

Mental Health and Learning 

Disability Work streams, Specific 

Unborn and Children's 

safeguarding work streams 

• Internal Safeguarding Board 

established monitoring key 

metrics reporting through to 

Quality & Governance 

Committee 

• Increased staff 

awareness of 

safeguarding 

concerns 

• Increase utilisation 

of  DOLS  

• Review of systems 

and implementation 

of Mental Health act 

process agreement 

in place with 

Pennine Care  

• Rollout of training 

plans 

• System of receipt of 

Mental Health Act 

papers to be 

monitored with 

Pennine Care now 

agreed 

 

None  

Operational 

management 

incidents 

safeguarding 

concerns  

Risk 

AF3466 

Failure to Safeguard 

people who use services 

from abuse 

Review Date / 

Frequency 

  Monthly 

 

ANTICIPATED EFFECT ON CONTROL 

The implementation plan has resulted in the Trust 

putting in place formal contractual arrangements for 

Mental Health, in addition the establishment of  

auditing, and strengthening of  reporting and 

monitoring arrangements for internal safeguarding 

issues has reduced this risk. 
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Regulatory | National Target | CORPORATE 

Potential Risk Location 

Owner / 

Responsible 

Committee 

RR Main Controls Key Actions 

Action 

Overdue 

not being 

addressed 

Risk 

Source 

CORPORATE All Clinical 

and 

Corporate 

Directorates 

 

Director of 

Nursing and 

Medical 

Director 

 

Quality and 

Governance 

Committee  

10 

ORANGE 

���� 

• Revised Governance committee and 

reporting structures 

• Policies and procedures highlight the 

standards to be achieved  in respect 

of the requirements e.g. handling and 

investigating such events- inquests, 

claims, incidents and how associated 

learning is disseminated  

• External Assessment of claims by 

NHSLA 

• Coronial Involvement for Inquests 

and reporting of deaths 

• Systematic process for incident 

reporting and handling 

• Process for reporting deaths in place 

• Key risk related areas are built into 

the clinical audit forward plan. These 

are reviewed an monitored within 

key Quality and Governance  

• Aggregated learning reports  

• Patient experience monitoring  and 

reporting  

• Mandatory training  and induction 

programmes 

• CQUIN measures monitoring 

• First Friday visit programme  

• Senior Nursing /Clinician reviews and 

unannounced visits  

Implementation of  

• Consolidated/constituent  

action plan 

• revised and 

strengthened 

Governance Systems 

• Organisational 

Leadership and Staffing 

structures  

• Patient Safety 

programme  

• Patient Experience 

programme  

• Values and Behaviour 

work streams. 

• Oversight by the 

Improvement board and 

Quality and Governance 

Committee Structure 

None 

External 

review  

Internal 

assurance 

systems  

Risk  

AF3475 

Failure to meet CQC 

regulation 

requirements in 

relation to learning 

from clinical 

negligence claims, 

incidents & inquests 

in a timely manner 

Review Date 

/ Frequency 

Monthly  

 

ANTICIPATED EFFECT ON CONTROL 

 

The actions of the implementation plan in relation to 

revised systems of information,  hot spot reporting and 

monitoring of claims and inquest systems have led to a 

reduction in this risk 

 



 

 

 

 

 
 

PART 1  
AGENDA ITEM 13 

 

 

 

 
Title of Board paper 
 

Hard Truths Commitments Regarding the Publishing of Staffing 
Data 

Board meeting date 25 September 2014  

 
Purpose  
 

 
To provide The Board with a report on the Trust’s current position 
following the guidance issued on the delivery of the Hard Truths 
commitments by Jane Cummings (Chief Nursing Officer England, 
NHS England) and Professor Sir Mike Richards (Chief Inspector 
of Hospitals, care Quality Commission) 
 

Actions 
Recommended  

 
The Board are asked to consider the current systems and 
processes in-place to monitor and manage nurse staffing, and to 
note the plans for additional reporting in order to strengthen our 
overall assurance process. 
 

Publication 

This paper will be published in line with the Tameside Hospital 
NHS Foundation Trust publication scheme, subject to any 
redactions approved by the Board. 
 

Unusual acronyms  

NQB             National Quality Board 
NHS TOA     NHS Trust Development Authority 
AUKUH        Association of UK University Hospitals 
MAU             Medical Assessment Unit 
WHU            Women’s Health Unit 
ITU               Intensive Therapy Unit 
CCU             Critical Care Unit 
WTE             Whole Time Equivalent 
NHSP           NHS Professionals 
HCA              Health Care Assistant 
RN                Registered Nurse  
 

Any communications 
actions after the 
meeting 

 

Report of John Goodenough, Director of Nursing 

Paper prepared by Anne Allison, E-Rostering Project Manager 
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1. Purpose 
To provide The Board with a report on the Trust’s current position following the 
guidance issued on the delivery of the Hard Truths commitments by Jane Cummings 
(Chief Nursing Officer England, NHS England) and Professor Sir Mike Richards 
(Chief Inspector of Hospitals, Care Quality Commission) on 31st March 2014. 
 
 
2. Background 
The National Quality Board (NQB) issued guidance in November 2013 to optomise 
nursing, midwifery and care staffing capacity and capability. Research demonstrates 
that staffing levels are linked to the safety of care and that staff shortfalls increase 
the risks of patient harm and poor quality care. Patients and the public have a right to 
know how hospitals they are paying for are being run, and so the Government has 
made a number of commitments in Hard Truths: The Journey to putting Patients First 
to make this information more publically available. The Board was appraised of the 
NCB actions in a paper presented at the Board Meeting on 9th January 2014. 
 
 
3. Introduction 
Jane Cummings and Professor Sir Mike Richards have now provided clear guidance 
on the delivery of the Hard Truths commitments associated with publishing staffing 
data regarding nursing, midwifery and care staff. 
 
Boards must, at any point in time, be able to demonstrate to their commissioners that 
robust systems and processes are in place to assure themselves that the nursing, 
midwifery and care staffing capacity and capability in their organisation is sufficient to 
provide safe care. All NHS trusts that are accountable to the NHS Trust 
Development Authority (TDA) as stated in the Accountability Framework 2014-15, 
will be expected to provide the NHS TDA with assurance that they are implementing 
the NQB staffing guidance and where there are risks to quality of care due to 
staffing, actions are taken to minimise the risk. 
 
Monitor has been involved in the development of this guidance and expects 
Foundation Trusts to have the right staff, in the right place at the right time. The Care 
Quality Commission will seek compliance with all the actions as part of their 
inspection regime. 
 
 
4. Delivery of the commitments 
The commitments are to publish staffing data from April 2014 at the latest, by the 
end of June 2014, provided in the following ways: 
 

• A Board report describing the staffing capacity and capability, following an 
establishment review, using evidence based tools where possible. To be 
presented to the Board every six months. 

• Information about nurses midwives and care staff deployed for each shift 
compared to what has been planned and this to be displayed at ward level. 
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• A Board report containing details of planned and actual staffing on a shift-by-shift 
basis at ward level for the previous month. To be presented to the Board every 
month. 

• The monthly report must also be published on the Trust’s website, and trusts will 
be expected to link or upload the report to the hospitals webpage on NHS 
Choices. 

 
 
5. Tameside Hospitals current position 
A significant amount of work has already been undertaken, which contributes to the 
requirements of the NQB. To provide assurance with regard to the specific 
requirements of staffing data publication, an Action Plan has been developed 
Appendix 1 to map the Trusts current position against the national requirements. 
This action plan also addresses the gap analysis identified in the paper titled: “How 
to ensure the right people, with the right skills, are in the right place, at the right 
time”, which was discussed at Board in January 2014. 
 
 
6. Six Monthly Update to Board 
As part of the commitments, the Board will receive 6 monthly update reports on 
staffing capacity and capability; which provides the information described in section 4 
of this paper. As the majority of this information is already collated at Tameside, we 
are in a position to provide the first 6-monthly report: 
 
6.1 Patient Acuity & Dependency Review January 2014 
 

A Patient Acuity & Dependency Review is undertaken at Tameside hospital 
every 6 months. The purpose of this review is to highlight areas where a more 
detailed analysis and review needs to take place. It acts as a ‘sense check’ 
and a flag/alert system to the Trust & Divisions. It allows them to look in a 
focused way at any areas of concern it highlights, by triangulating the data 
against other risks, complaints, patient care and staffing focused profiles on a 
ward by ward basis. 

 
A review of patient acuity and dependency was undertaken at Tameside in 
January 2014, over a period of 20 days. This review collected patient data in-
line with the Shelford Group Safer Nursing Care Tool, which incorporates the 
Association of UK University Hospitals Acuity /Dependency Tool (AUKUH). 
The tool uses multipliers to calculate recommended staffing levels according 
to actual patient acuity and dependency. The results of this review are 
illustrated in Appendix 2, 2a and 2b, and are for the 15 adult inpatient areas 
detailed in the reports. 
 
Since the last Acuity & Dependency Review the multipliers within the tool 
have been updated and individualised in-line with Tameside’s uplift factor 
(17%). The ‘budgeted’ establishments have also been realigned according to 
the staffing levels agreed in September 2013. 
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Analysis identified: 
 

• 9 wards sit within the +/- 10% variance guidance. 

• 2 wards show understaffing ranging between -13.3% and -17.6%. These are 
ward’s 42 and 44 respectively. 

• 4 wards demonstrate staffing above the variance guidance ranging between 
10.7% and 22.6%. The highest positive variance is attributed to the Women’s 
Health Unit (WHU), but further work is required due the outpatient clinic 
requirements in this area. 

• MAU has been included within this process for the first time. Although their 
variance suggests over staffing, the tool does not take into consideration the 
workload as a result of high turnover of patients, i.e. the amount of admissions 
and discharges seen within MAU. 

 
 

Discussion 
 
The analysis has demonstrated that the majority of our ward areas have 
appropriate nurse staffing levels. The analysis also identified areas where more 
focused attention and actions need to be undertaken, e.g. MAU and WHU to 
determine other factors that necessitate a greater staffing requirement.  
 
Although budgets were realigned following the staffing review in September 
2013, further adjustments have needed to take place. Within some areas the 
geographical layout of the wards require increased staffing for patient safety 
reasons due to the lack of visibility and/or the number of isolated patient areas 
e.g. Trauma unit.  
 
In addition, further work is required Divisionally to determine the prevalence of 
increased patient dependencies over a longer time period. The Divisions will 
need to review the areas that sit outside of the +/- 10% variance and triangulate 
with other safety metric data to identify any risks to patient care. The outcomes 
from this work will be reported through Divisional Governance structures and via 
the Senior Nursing and Staffing Forums in order to provide further Board 
assurance. 
 
The table below outlines the recommendations and required action as a result of 
this latest Acuity & Dependency review:  
 

Recommendation Action Responsibility Completion 
Date 

Align budgeted 
establishments with 
‘agreed’ baseline 
staffing levels 

Review current 
establishments ‘v’ 
budgeted to determine 
differences - realign 

Finance Dept June ‘14 

Review Ward areas 
who sit outside of the 
+/- 10% variance 

Triangulate with safety 
data to determine 
actual/potential risks. 
Develop action plans 

Divisional 
Teams 

June ‘14 
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to mitigate/address 
known risks 

 
 
6.2      Daily Recommended Nurse Staffing Levels 

Whilst acuity and dependency within clinical areas may fluctuate, all wards 
need to provide a ‘baseline’ level of staffing, which is calculated by reviewing 
acuity & dependency data, ward specialty, occupancy, incidents, complaints, 
patient feedback and the clinical judgement of the nurse leader’s within each 
area. 
Within our core wards; establishments were reviewed and adjusted in 
September 2013, following the last Acuity & Dependency study. Appendix 3 
details the number of staff ‘planned’ on each shift by ward and the Whole 
Time Equivalent (WTE) required to deliver this. These staffing levels were 
agreed for our ‘core’ ward areas as part of the staffing review in September 
2013, and generally provide a nurse: patient ratio of approx. 1:8 during the 
day, and approx. 1:11 at night in line with the Healthier Together inferences.   
  
To support the delivery of care Ward Managers are expected to undertake 
50% of their time working clinically with their ward teams, and 50% 
supernumerary; to undertake management and administrative responsibilities 
 
An ‘uplift’ of 17% is provided within the establishments for Annual Leave and 
Training. An additional 4% is included within the budget for sickness, but is 
not substantively recruited to. 
 

6.3       Agreed Establishment ‘v’ Actual Staff In-Post 
Whilst the baseline establishments have been agreed in-line with local and 
national staffing recommendations; there is a significant amount of 
recruitment required to meet these staffing levels with our substantive staff. 
Appendix 3 also compares the agreed/required establishment to the actual 
number of staff in-post at the time of the report (reported monthly), 
highlighting the variance. Due to the increase in establishments and the 
current challenges with recruitment, we currently have a deficit in the number 
of substantive staff required to meet the agreed staffing levels. However, a 
significant amount of work is currently being undertaken to substantively 
recruit to our existing vacancies, a trajectory for ensuring permanent staffing 
levels are in-line with establishments is shown in Appendix 4, and illustrates 
completion by August 2014.  
 
In addition to vacancies, there are other factors that contribute to a reduction 
in staffing at any given time, e.g. factors such as sickness, maternity leave, 
non-clinical working (health reasons), and new / supernumerary staff. A 
further report is generated monthly detailing the ‘Total Unavailability’ and is 
included as Appendix 5. 
 
These reports are generated in advance of the roster’s being worked and 
therefore facilitate the proactive management of any identified issues and 
enable plans to be developed to mitigate any significant risks. The most 
recent reports demonstrate a deficit in substantive staff against baseline 
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requirement. Of this shortfall 62% is due to vacancies, 38% is due to other 
reasons. 

 
6.4      Daily Staffing by Shift/Area 

All wards and departments work towards achieving their agreed baseline 
staffing levels. However, unexpected events can lead to unpredictable 
fluctuations at short notice (e.g. sickness & emergency leave or an increase in 
patient acuity). For these reasons, as well as retrospective reporting the trust 
is required to monitor staffing levels daily by area; and shift by shift. This 
information is collected daily as part of the Capacity Planning Bed Meetings 
Appendix 6, and is currently circulated to key personnel. This allows the 
Trust to identify areas of risk in real-time, and enables plans to be made with 
regard to how these are managed by considering patient flows, pooling of 
staff, redeployment of staff, or indeed closure of beds if deemed necessary to 
mitigate against the risks identified. 
 
Within wards and departments every clinical area now displays their ‘Daily 
Staffing’ on specific information boards Appendix 7. These boards are 
provided as information for patients, visitors and staff, are updated each shift 
and checked for accuracy by the Ward Manager’s and senior staff during their 
clinical walk rounds. 

 
6.5       Temporary staffing 

Processes are in-place to request Temporary Staff (via NHSP) for any 
shortfalls in the nurse/midwifery staffing requirements Appendix 8. There is 
also an escalation process to be followed as part of this process Appendix 9.  
 
The monthly Temporary Staffing meeting reviews temporary staffing usage, 
Agency ‘v’ NHSP and overall fill rates. For this first report Appendix 10 
illustrates how the monthly shift requirements were staffed in each area. The 
report on March data shows 60% – 85% of shifts being covered by 
substantive staff, 5% – 15% filled by NHSP/Agency, with 2% - 9% remaining 
unfilled. 
 
Despite requesting significantly more staff via NHSP as a result of the 
increased establishments and current vacancies, the ability of NHSP to supply 
our requirements has improved; with fill-rates increasing from 74 – 75% in 
Aug/Sept ’13 to 78 – 80% Feb/Mar ’14. 
 
A monthly review meeting takes place with our NHSP Client Relations Team 
and key trust stakeholders. Performance, usage and challenges are 
discussed, as well as plans developed to meet projected requirements. 

 
 
7. Future Developments 
As can be seen through this report, the required staffing data is currently captured 
through existing systems and processes, and the majority of the requirements, are 
already reported through operational forums. Further work will be undertaken over 
the next few months to incorporate all clinical areas and to triangulate this with 
quality outcomes (Safety Thermometer, Complaints and Incident Reporting data). 
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The Divisions are required to review establishment in areas not previously reviewed 
in 2013 (e.g. ITU, CCU, Maternity). However, strict nurse to patient ratio’s already 
exist, with robust mitigation plans. There is also a need for Divisional re-evaluation of 
agreed establishments in light of dependency variances and changes/fluctuations in 
patient flows.  
 
Recruitment to a Clinical Support Worker Development Programme through 
collaborative work between the trust and NHSP will provide the trust with an 
additional supply of Support Workers at a reduced rate, and a potential pool of staff 
for future recruitment into substantive vacancies. 
 
Further discussion with the Web Team is planned to determine the best format to 
publish information to our public web site. 
 
 
8. Conclusion 
By supporting and considering the information and actions identified in this paper, 
the board should gain assurance that we have the right staff, with the right skills, in 
the right place at the right time, with robust monitoring and escalation processes in 
place. 
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APPENDIX 1 

Hard Truths Commitments Regarding the Publishing of Staffing Data  
 

Action Required by Trusts By When NQB 
Expectation(s) 

Current Position Further Actions 

The Board receives a report every 
six months on staffing capacity 
and capability which has involved 
the use of an evidence-based tool 
(where available), includes the 
key points set out in NQB report 
page 12 and reflects a realistic 
expectation of the impact of 
staffing on a range of factors. 
 
This report: 
 
• Draws on expert professional 
opinion and insight into 
local clinical need and context 
 
• Makes recommendations to the 
Board which are 
considered and discussed 
 
• Is presented to and discussed at 
the public Board 
Meeting 
 
• Prompts agreement of actions 
which are recorded 
and followed up on 
 

 
June 2014 
 
Every six 
Months 

 
1, 3 & 7 

 
 
 
 
 
 
 
 
 
 
 
Currently, Acuity & Dependency data 
collected every 6 months 
 
Reports: 

• Agreed Establishment ‘v’ Actual In-Post 

• Unavailability Report 

• NHSP Fill Rates ‘v’ Unfilled Duties 

• Quality Outcomes – Safety Thermometer, 
Staffing related incident reports, 
Complaints 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
Consider increasing 
frequency 
(? Electronic tool) 
 
 
 
 
 
 
 
 
 
 
 
 
To d/w NHS Choices Web 
Editor 
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• Is posted on the Trust’s public 
website along with all the other 
public Board papers 
 
 
The Trust clearly displays 
information about the nurses, 
midwives and care staff present 
and planned in each clinical 
setting on each shift. This should 
be visible, clear and accurate, 
and it should include the full 
range of patient care support staff 
(HCA and band 4 staff) available 
in the area during each shift. It 
may be helpful to outline 
additional information that is held 
locally, such as the significance of 
different uniforms and titles used. 
 
To summarise, the displays 
should: 
 
• Be in an area within the clinical 
area that is accessible to patients, 
their families and carers 
 
• Explain the planned and actual 
numbers of staff for each shift 
(registered and non-registered) 
 
• Detail who is in charge of the 
shift 
 

 
Each Shift 
 
From April 
and 
by June 
2014 
at the 
latest 
 
 

 
8 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Staffing Information Boards already in-place 
within clinical areas  
 
 
 
 
 
 
 
 
 
 
Updated every shift by Nurse-in-Charge and 
checked/verified daily by Matron’s/Senior 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
To d/w  Communications 
to develop a standard 
poster explaining uniforms 
(pictures of uniform 
style/colour) and staff 
roles (standard 
explanation), include AHP 
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• Describe what each member of 
the team’s role is 
 
• Be accurate 
 
 
 
 
 
 

Team (Walk rounds) 

 
The Board: 
 
• Receives an update containing 
details and summary of planned 
and actual staffing on a shift-by-
shift basis 
 
 
 
• Is advised about those wards 
where staffing falls short of what 
is required to provide quality care, 
the reasons for the gap, the 
impact and the actions being 
taken to address the gap 
 

• Evaluates risks associated 
with staffing issues 

 
 
• Seeks assurances regarding 
contingency planning, mitigating 
actions and incident reporting 

 
 
Monthly 
 
From April 
and 
by June 
2014 
at the 
latest 

 
1 & 7 

 
 
 
 
Daily staffing currently reported and 
circulated at Capacity Meeting   
 
 
 
 
E-Rostering can generate daily email alerts 
to staffing shortfalls based on substantive 
staff fill (will include NHSP fill within next 2 -3 
months). 
 
 
 
 
 
 
 
Monthly Reports from E-Rostering: 

• KPI’s to identify issues/shortfalls at point 
of roster creation 

 
 
 
 
‘Word’ document to be 
converted to a ‘Web 
Form’. Discussed with 
Information once in-use 
can then be sent to data 
warehouse & reported on. 
E.g: 

• Exception report for 
staffing shortfalls in 
previous month 

• Reported by Trust, 
Divisional & Ward 
Level 

 
Staffing data collected on 
web-form will be included 
in reporting processes 
already being planned and 
can be circulated 
automatically instead of 
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• Ensures that the Executive 
Team is supported to take 
decisive action to protect patient 
safety and experience 
 
 
• Publishes the report in a form 
accessible to patients and the 
public on their Trust website 
(which could be supplemented by 
a dedicated patient friendly ‘safe 
staffing’ area on a Trust website). 

• Staff in Post Report – Establishment v 
Actual in-post 

• Unavailability Report – Staff available to 
work (taking into account sickness, study, 
supernumery etc) 

 
 
Roster Creation/Management Process – in-
place 
Process for requesting Temporary Staffing – 
in-place 
Escalation process for staffing issues – in-
place 
 
Capacity Planning Bed Meeting Report 
disseminated 5 times a day to key personnel 

current ‘word’ document. 
 
 
 
 
 
 
 
 
To discuss with NHS 
Choices Web Editor 

 
The Trust will ensure that the 
published monthly update report 
specified in Row C [i.e. the Board 
paper on expected and actual 
staffing] is available to the public 
via not only the Trust’s website 
but also the relevant hospital(s) 
profiles on NHS Choices.  
 
The latter can be achieved either 
by placing a link to the report that 
is hosted on the Trust website on 
the relevant hospital(s)’ newsfeed 
on their NHS Choices webpage or 
by uploading the relevant 
document to the relevant 
hospital(s)’ NHS Choices 

 
Monthly 
 
By June 
2014 

 
1 & 7 
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newsfeed. For Trusts with 
multiple hospital sites that have 
their own NHS Choices 
webpages, this will require the 
separate posting of the Trust 
Board report to each hospital 
newsfeed. However, this is likely 
to reach more patients given that 
patients tend to review hospital, 
not Trust, NHS Choices 
webpages. This approach will 
also allow you to highlight 
hospital-specific plans and 
achievements, which may be of 
particular interest to a public 
audience. 
 
Given these requirements, the 
update reports should be written 
in a form that is accessible and 
understandable to patients and 
the public. This is likely to include 
ensuring that the information on 
staffing is not embedded within 
hundreds of pages of other Board 
papers. 
 
Your own NHS Choices web 
editor(s), who already provide 
your Trust and hospital-specific 
content to NHS Choices, will be 
able to advise you further on their 
preferred mechanism for making 
these documents available on 

 
 
To discuss with NHS 
Choices Web Editor 
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NHS Choices – either via a link or 
by uploading a .pdf of the Board 
paper. NHS Choices will also be 
liaising directly with each Trust’s 
web editors with further 
information. 
 
 
The Trust: 
• Reviews the actual versus 
planned staffing on a shift 
by shift basis 
 
• Responds to address gaps or 
shortages where these 
are identified 
 
• Uses systems and processes 
such as e-rostering and 
escalation and contingency plans 
to make the most of resources 
and optimise care 
 

 
Each Shift 
 
Immediate 

 
2 

 
 
Staffing information collected/disseminated 
daily  
 
Actions to address gaps detailed within 
Capacity Plan 
 
E-Rostering processes and regular reporting 
in-place 

 
 
Plan to submit via web 
form. 
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Appendix 2b 
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APPENDIX 4 

 

  PREDICTED VACANCY REDUCTION BY MONTH 

BAND NUMBER OF 

VACANCIES 

(WTE) 

APR MAY JUN JUL AUG 

7 6 4 2 2 0 0 

6 18.8 14.1 10.1 8.66 0 0 

5 53.12 41.48 36.78 32.24 22.87 3.37[1] 

2 33.47 26.73 24.11 3.5 0 0 

1 2.4 0.8 0.8 0 0 0 

TOTAL 113.79 83.74 73.79 46.4 22.87 3.37 

 

It is predicted by September that Nurse Vacancies will be within 2WTE of establishment, which is an acceptable running figure. The 

number in this trajectory includes total nursing establishment including non-ward based, which is why they differ from the KPI Nursing v 

Establishments 
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APPENDIX 6 
STAFFING LEVEL SUMMARY SHEET 

DATE……………………….      
   

TIME………………………. 
 

ESTABLISHMENTS 
WARD  

 REQUIRED 
FOR LATE 

LATE 
 

ACTUAL 

REQUIRED 
FOR 

NIGHT 

NIGHT 
ACTUAL 

REQUIRED 
FOR 

EARLY 

EARLY  
ACTUAL 

 
3 

6 Beds 
 0/0  1/1  1/1 

 
 

5 
20 Beds 

 
3+3 

2/3  
2+2 

 

2/2  
3+3 

 

 
2/3  
+AP 

 
40 

30 Beds 

 
3+3 

2/4  
3+2 

3/2  
3+4 

3/4 
+ 8-4 

 
41 

30 Beds 

 
3+3 

3/5  
3+2 

3/4  
3+4 

3/5 
+ AP 

 
42 

30 Beds 

 
3+3 

3/4 
 

 
3+2 

3/2  
3+4 

3/5 
  

 
43 

23 Beds 

 
3+3 

2/3  
2+2 

2/3  
3+3 

3/2 

 
44 

24 Beds 

 
3+3 

2/4  
2+2 

2/3  
3+3 

2/3 

 
45  

24 Beds 

 
3+3 

 

2/4  
2+3 

 

2/2  
3+3 

 

 
3/2 

 
46 

24 Beds 

 
3+2 

2/3 
+AP 

 
          2+2 

2/2  
3+3 

3/3 

 
30 

16 Beds 

 
2+2 

2/2  
2+1 

2/1  
2+3 

2/3 
 

 
31 

30 Beds 

 
3+3 

3/3  
3+2 

2/4  
3+4 

3/2 

MAU 
42 Beds 

+ 
Amb 
Care 

 
8+7 

7/6  
7+5 

7/4  
8 +7 

8/7 

 
CCU 

6 Beds 
 

 
3+1 

  
3 

  
3 
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Appendix 8   
Process for Requesting Temporary Staffing 

(Refer to Temporary Staffing Policy) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Unfilled Duty identified 
due to sickness/Special 
Leave. 

Additional Duty Required due to 
change in demand e.g. increased 
patient dependency or workload. 
Ensure relevant Risk Assessments 
are completed e.g. ‘Falls’ 

Unfilled Duty identified at 
time of Roster 
Publication 

Nurse In-Charge/Ward Manager: 

Review overall ward activity to determine exact requirement: 

• What is requirement e.g NA or RN and what Band? 

• What shift time(s) are required? 

• Can any current ward staff ‘swap’ or adjust their planned shifts to 
accommodate requirement? 

• Can any substantive staff work ‘excess hours’ to cover requirement? 

Monitoring and Management of Requests for Temporary Staffing 
See: ‘Action, Escalation & Accountability Process’ 

Escalation to Agency: 
See embedded process below for specific Divisional agreement 

 

Senior Nurse/’Block’ Holder (NNP Out of Hours): 

• Electronic Roster’s to be checked in all Divisions to determine whether 
there is capacity/availability in another area to facilitate staff movement 
and mitigate any safety issues. 

Temporary Staffing to be requested via NHSP to cover ‘Unfilled 

shifts’ and Additional Requirements. 
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Appendix 8 Continued:  
 

Action, Escalation & Accountability Process 
 

Situation/ 
Timeframe 

Action Responsibility 

Unfilled Duty 
Identified 

Shift to be requested via NHSP Nurse In-
Charge/Ward 
Manager. 
Out of Hours - 
NNP 

Cascade Process to Approved Agencies – Medical Wards  
(See specific agreement for variations in other Divisions) 

RN Shift 
remains 
unfilled 5-
days prior to 
requirement 

Shifts automatically released to approved external 
agencies 
(except Pulse) 

NHSP 

RN Shift 
remains 
unfilled 3-
days prior to 
requirement 

Shift automatically released to Pulse agency NHSP 

NA Shift 
remains 
unfilled 3 
days prior to 
requirement 

Shift automatically released to approved external 
agencies 

NHSP 

Escalation Process 

2wk Prior to 
Requirement 

Check on-line to view shifts requested, and any 
requirements that that remain uncovered: 
 
•  Consider early release to external Agencies and 
discuss    
   with Matron 
•  Review current rosters and re-evaluate possibility of  
   substantive staff adjusting their planned shifts or 
working  
   additional hours to cover. 
•  Matron to inform DHoN of situation and actions being   
   taken to mitigate risk 
 

Ward Manager 
Divisional 
Matrons 

5 days prior 
to 
requirement 

•  Ward Manager’s to report any unfilled shifts to their 
Matron  
   for the next 5 days.  
•  Matron to review roster’s/staffing divisionally and 
consider    
   movement between areas to mitigate risks.  
•  Ensure all RN shifts have been released to approved  
   agencies and consider early release of NA shifts.  
•  Risk Assessment to be completed.  
 

Divisional 
Matrons 
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APPENDIX 10 

 
Nurse Staffing: Substantive/NHSP & Unfilled 
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PART 1 
AGENDA ITEM 12 

 

 
Title of Board paper 
 

Infection Prevention Annual Report 2013/14 and Annual 
Programme + Work Plan 2014/15  

Board meeting date 25th September 2014 

 
Purpose  
 

To appraise the board of the Infection Prevention Annual 
Report 2013/14 and Programme of work for 2014/15 

Corporate Objectives 

 
All patients receive harm free care through the delivery of 
the Trust’s Patient Safety Programme  
 

 

Relating to Assurance 
Framework and 
Significant Risk 

AF3464 Failure to contain and prevent Healthcare associated 
infection. 

Actions 
Recommended  

Discussion / Noting / Decision  

Publication 
This paper will be published in line with the Tameside Hospital 
NHS Foundation Trust publication scheme, subject to any 
redactions approved by the Board. 

Unusual acronyms  

HCAI – Healthcare Associated Infection 
MRSA – Meticillin Resistant Staphylococcus Aureus 
CDI – Clostridium difficile 
GDH – Glutamate Dehydrogenase  
MSSA – Meticillin Sensitive Staphylococcus Aureus 
PVL – Panton Valentine Leukocidin  
E.Coli – Escherichia Coli 
PSA – Pseudomonas Aeruginosa 
ESBL – Extended Spectrum Beta Lactamase inhibitor 
CPE – Carbapenemase producing Enterobacteriaceae 
MERS – Middle East Respiratory Syndrome 
AMT – Antimicrobial Management Team 
ANTT – Aseptic Non Touch Technique 

Any communications 
actions after the 
meeting 

None 

Report of Mr John Goodenough, Director of Nursing 

Paper prepared by Mrs Debbie Pritchard, Clinical Lead Infection Prevention  
 

 
 

 

 

 



Annual Report Infection Prevention 2013-14 

 

Tameside Hospital NHS Foundation Trust Page 1 

 

 

 

 

Infection Prevention Annual Report 

                   2013/14 



Annual Report Infection Prevention 2013-14 

 

Tameside Hospital NHS Foundation Trust Page 2 

 

Contents 
Page 

1 Executive Summary                                                                                                                      3 
2 Introduction                                                                                                                                   3 
 
3 Compliance Documents                                                                                                               4 
 
4 Infection Control Arrangements                                                                                                  4 
4.1 The Infection Control Team 
4.2 Director for Infection Prevention & Control 
4.3 Microbiological Support 
4.4 The Infection Control Committee 
4.5 Antimicrobial Management Team 
4.6 Assurance Process 
4.7 Working in partnership with other agencies and organisations 
 
5 Meeting Infection Prevention / Control Standards                                                                    7 
5.1 Health and Social Care Act (2008), Code of Practice on the Prevention and control of  
      Infections and related guidance 
5.2 Other external reviews 
5.3 Alerts and Directives 
 
6 Enhancing service capability of infection prevention and control                                          11 
6.1 Education and Training 
6.2 Audit and inspections 
6.3 Policies and guidance documents 
6.4 Service Monitoring 
 
7. HCAI Performance in 2013/14                                                                                                    20 
7.1 Meticillin Resistant Staphylococcus Aureus (MRSA) Bacteraemia 
7.2 Clostridium difficile infection (CDI) 
7.3 Meticillin Sensitive Staphylococcus Aureus (MSSA) bacteraemia 
7.4 Escherichia Coli (E-Coli) bacteraemia 
7.5 Glycopeptide Resistant Enterococcus (Gentamicin / Vancomycin) bacteraemia 
7.6 PVL-associated Staphylococcus aureus 
7.7 Invasive Group A Streptococcus 
7.8 Pseudomonas aeruginosa bacteraemia 
7.9 Carbapenem resistant enterobacteriaceae  
7.10 Viral Gastroenteritis 
7.11 Surgical Site Infection (SSI) 
7.12 Saving Lives High Impact Interventions 
7.13 MRSA Screening 
7.14 Influenza 
7.15 Clusters / Outbreaks / Incidents 
 
8. Conclusion                                                                                                                                  27 
 
9.  Work Plan and Annual Programme: 2014/15                                                                          29 
9.1 Infection Prevention & Control Work Plan 2014/15 
9.2 Infection Prevention & Control Annual Programme 2014/15 
 
Appendices                                                                                                                                      
Appendix A Infection Control Committee Terms of Reference                                                        43 



Annual Report Infection Prevention 2013-14 

 

Tameside Hospital NHS Foundation Trust Page 3 

 

1. Executive Summary 
 
Healthcare Associated Infection (HCAI) represents an important concern for patients, 
their relatives and the Trust and 2013/14 has been no exception. There have been 
significant challenges with regard to increasing HCAI priorities combined with workforce 
related issues within the Infection Prevention Team over the course of the year.     
 
Two of the most significant challenges have been the Trust trajectories for MRSA and 
C. difficile (zero tolerance and 31 cases respectively). At year end the Trust had 
exceeded both (5 cases and 51 cases) and an extensive HCAI Improvement Plan was 
implemented. 
 
On a more positive note the Trust delivered on a number of HCAI mandatory targets, 
local targets and on compliance to the Code of Practice (Health & Social Care Act 2008: 
Code of Practice for the NHS on the prevention and control of healthcare associated 
infections and related guidance (commonly known as The Hygiene Code – DH 2010)) 
requirements including:  

· a reduction in both MSSA and E.coli bacteraemia’s  

· increased surveillance and management of alert organisms and conditions 

· Coordination of root cause analyses and post infection reviews with formulation 
of lessons learned and actions 

· increased training and education encompassing all disciplines of staff 

· Excellent management of HCAI incidents and presentation of lessons learned 
and action plans in an open and honest way with partner organisations 

· Review and monitoring of Infection Prevention Policies and procedures 

· Work in association with the Antimicrobial management Team to reduce overall 
antibiotic usage and stop inappropriate prescribing 

 
The Annual Report of the Director of Infection Prevention and Control provides 
information on the progress of all the Infection Prevention activities throughout the year 
2013-14 and seeks to demonstrate the hospital-wide commitment to the prevention and 
control of Healthcare Associated Infections (HCAIs).  

 
2. Introduction 
 
Infection Prevention clearly has an important role to play in ensuring that patients 
receive a high quality of care and improved clinical outcomes.  The Infection Prevention 
agenda faces many challenges including the ever increasing threat from antimicrobial 
resistant micro-organisms, the emergence of new human pathogens, growing service 
requirements and developments, national guidelines and very strict targets. 
 
Healthcare associated infection is of increasing media and political interest being seen 
as an indicator of the quality and safety of patient care and a representation of how 
clean the hospital is. The Department of Health also continues to place Infection 
Prevention and HCAI high on the agenda.  
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The Infection Prevention Team have worked hard to implement the Annual Programme 
for Infection Prevention 2013/14 which is reflective of the Code of Practice. Testament 
to this commitment is the compliance to Outcome 8 – Cleanliness and Infection Control 
from the CQC visit in January 2014. 
 
The following report sets out the activities carried out by the Infection Prevention 
Service during 2013/14 and the programme to achieve compliance in 2014/15. 

 
3. Compliance Documents 
 
The following are accepted as critical performance monitoring tools linked to compliance 
with Care Quality Commission (CQC) standards and Monitors compliance regime. 
 

· Compliance with the Health & Social Care Act 2008 (Code of Practice on the 
prevention and control of infections and related guidance Dec 2010). 

· National Institute for Health and Clinical Excellence (Quality Improvement Guide 
for the Prevention and Control of Healthcare-associated Infections, Nov 2011). 

· Achievement of the nationally set Meticillin Resistant Staphylococcus Aureus 
(MRSA) bacteraemia and Clostridium difficile infection (CDI) objectives. 

· Compliance with the locally set Meticillin Sensitive Staphylococcus Aureus 
(MSSA) bacteraemia and Escherichia coli (E. coli) bacteraemia objectives. 

· Adherence to the Department of Health policy requiring universal MRSA 
screening of elective and emergency admissions.    

 

4. Infection Prevention / Control Arrangements 
 
4.1 The Infection Prevention Team. 
 
All members of the Infection Prevention Team are professionally accountable to the 
Director of Infection Prevention / Control (DIPC). The Infection Prevention Team provide 
expert knowledge, direction and education across the Trust and co-ordinate surveillance 
and monitoring activities. The infection prevention and control function comprises: 
 

· 1 wte Clinical Lead – Infection Prevention (extended period of sick leave June – 
September 2013) 

· 0.75 Nurse Practitioner – Infection Prevention  

· 1 wte Surveillance Nurse – Infection Prevention 

· 1 wte Staff Nurse secondment into the team for 6 months (July 2013 – January 
2014) to assist with surveillance activities 

· 1 wte Consultant Medical Microbiologist / Infection Prevention Doctor 

· 1 part time Consultant Medical Microbiologist (Laboratory) 

· 1 wte Antibiotic Specialist Pharmacist 

· 0.44 A&C – Administration Officer 
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4.2 Director for Infection Prevention / Control. 
 
The Executive Director of Nursing is the Trusts appointed Director of Infection 
Prevention and Control (DIPC) and reports directly to the Chief Executive both formally 
(Trust Board and 1:1 meetings) and informally (ad-hoc).  
 
4.3 Microbiological Support. 
 
The Infection Prevention Team are supported by the services of a fully accredited 
Microbiology Laboratory led by an additional Consultant Microbiologist. In September 
2012 the Pathology Laboratory passed their 3yrly accreditation.  
 
4.4 The Infection Prevention Committee. 
 
The Infection Prevention Committee (IPC) meets bi-monthly and is chaired by the 
Trusts Director of Nursing / DIPC. The reporting structure is via the Clinical Governance 
Accountability Committee (CGAC). The Terms of Reference were reviewed in 
December 2013. The review included the addition to the membership of Consultant 
representatives from each division and the Quality Assurance Officer for cleaning 
standards. The Annual Report / Work Plan and Annual Programme are ratified by the 
IPC prior to being submitted to CGAC.  
The IPC has responsibility for overseeing the operational activity of the Infection 
Prevention Team, approving Infection Prevention / Control policies, plans and 
developments and considering the implications of outbreaks, serious incidents and all 
relevant guidance, policy or initiatives. The IPC also monitors the delivery of the Annual 
Infection Prevention Programme. 
 
4.5 Antimicrobial Management Team (AMT) 
 
The Trust has a proactive AMT consisting of: 

1. The Infection Prevention and Control Doctor / Consultant Microbiologist 
2. Antibiotic Pharmacists (Acute & Community) 
3. Clinical Lead, Infection Prevention  
4. Infection Prevention Surveillance Nurse (co-opted) 

The AMT formally meet on a monthly basis the minutes of which are tabled at the 
Infection Prevention Committee (IPC). 
The team carry out antibiotic ward rounds throughout the hospital the results of which 
are disseminated to the Medical Director. During 2013/14 these ward rounds have been 
reviewed to concentrate on emergency admission areas to allow proactive antibiotic 
review at point of prescribing. Antibiotic guideline compliance audits are also performed 
and the antibiotic guidelines have been reviewed several times during 2013/14 against 
best practice and external review recommendations.  
The AMT provide expert guidance and support for patient management including 
conducting daily (if required) review of C. difficile patients and advice on the selection 
and use of antibiotics. 
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Further developments during 2013/14 have included the use of antibiotic guideline 
lanyard cards and mobile application to allow prescribers a range of options to access 
prescribing information. 
 
4.6 Assurance Process 
 
The assurance process includes internal and external measures. There are clear lines 
of accountability provided by the Trusts internal structures and these are being fully 
reviewed in April 2014. The organisation as a whole is kept apprised of infection 
prevention and control issues via a range of communication systems, including the 
monthly team brief, Chief Executives ‘Open House Briefings’ and ‘Catch up with Karen’ 
e-mail newsletter, as well as educational opportunities and training initiatives. 
Computers in the Trust are linked to a central ‘screen saver’ system enabling key 
infection prevention / control messages to be delivered to the desktop. In 2013/14 these 
have included C. difficile zero tolerance / trajectory information, C. difficile prevention / 
precautions (cycle of infection), C. difficile SIGHT protocol and an antibiotic awareness 
‘start smart – then focus’ checklist for prescribing.  
Monthly performance reports detailing the standards of hand hygiene and numbers of 
HCAI per ward are circulated to all clinical divisions. A Weekly HCAI update detailing 
the Trust performance against the mandatory surveillance of MRSA, MSSA, CDI & 
E.coli and associated trajectories is circulated to Directors, Heads of Nursing and 
General / Business Managers for onward distribution through their divisions. A daily CDI 
update with comparison to the previous year to date totals is circulated to the Directors. 
MRSA and CDI data is also displayed on the intranet homepage in relation to 
trajectories. 
 
4.7 Working in partnership with other agencies and organisations 
 
The Trust participates in the bi-monthly Health Protection Group. The membership 
consists of representatives from:  

· Tameside Metropolitan Borough Council – Consultant in Public Health who is 
also Chair of the group. 

· Acute Trust (Tameside Hospital Foundation Trust)  

· Tameside & Glossop CCG  

· Tameside and Glossop Community Healthcare (provider services – Stockport 
Foundation Trust) 

· Greater Manchester – Public Health England 
 
The Trust also participates in the bi-monthly Whole Health Economy (WHE) Root Cause 
Analysis (RCA) Strategy and Review Group where HCAI (trends & themes), incidents 
and actions are reviewed and WHE actions are planned to prevent reoccurrence of 
avoidable cases. 
Membership consists of representatives from: 

· Clinical Commissioning Group (CCG) including the Director of Nursing and 
Quality who is the Chair 

· Acute Trust (Tameside Hospital Foundation Trust)  
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· Other Trust’s - Tameside and Glossop Community Healthcare (provider services 
– Stockport Foundation Trust) & Mental Health Services (Pennine Care) 

· Tameside Metropolitan Borough Council – Joint commissioning contracts & 
performance 

 
5. Meeting Infection Prevention / Control Standards 
 
5.1 Health and Social Care Act (2008), Code of practice on the Prevention and Control 
of Infections and related guidance (2010 – revised 2011 & 2012). 
 
The Code of Practice on the prevention and control of infections and related guidance 
was published on 14th December 2010 and superseded all earlier editions. It applies to 
all registered providers of healthcare and adult social care in England. In April 2011 this 
was extended to include primary dental care and independent ambulance providers and 
in April 2012 was further extended to cover primary medical care providers.  
The Code of Practice sets out the 10 criteria against which the Care Quality 
Commission (CQC) will judge a registered provider on how it complies with the 
cleanliness and infection control requirement as set out in the CQC Registration 
Regulations (Essential Standards of Quality & Safety) 2009. Regulation 12, Outcome 8. 
The CQC are authorised to impose sanctions wherever the Code is breached.  
 
As a registered provider the Trust pays due regard to the Code in compliance with the 
registration requirement Outcome 8 – Cleanliness and Infection Control.  
The Trusts Annual Programme for Infection Prevention / Control 2013/14 was 
configured to reflect the 10 criteria of the Code and detailed the approach the 
organisation took to deliver Code of Practice compliance. 
The Trust was last inspected against the CQC Essential Standards of Quality & Safety 
outcome 8 – cleanliness and infection control (hygiene code) on 06.01.2014, published 
February 2014 with the following findings. 
 
Outcome 8: Cleanliness and infection control  
 
What the outcome says  
Providers of services comply with the requirements of regulation 12, with regard to the Code 
of Practice for health and adult social care on the prevention and control of infections and 
related guidance.  
 
 

What we found (Our judgement)  

The provider is compliant with outcome 8: Cleanliness and infection control. 

The provider was meeting this standard. People were protected from the risk of infection 
because appropriate guidance had been followed. People were cared for in a clean, hygienic 
environment.  
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Our findings  

Reasons for the judgement 

Many detailed reasons were given for arriving at this judgement including:  

· Patients, relatives and carers told us that the wards and units were clean or "always 
clean". 

· Areas such as bathrooms, toilets, utility rooms and sluice rooms were also found to 
be clean and tidy. 

· We saw that cleaning schedules were available in each of the wards we visited. 
These listed daily and weekly cleaning tasks for the domestic staff. There were 
systems in place to minimise the risk of Legionella, including the routine flushing of 
unused water outlets by the ward staff. There was a rapid response team in place 
which provided out of hours support for ward staff and assistance during deep cleans. 

· There were schedules in place listing the roles and responsibilities of ward staff in 
relation to the cleaning and decontamination of equipment. We looked at 13 
commodes across four wards and found these to be cleaned to a good standard. The 
ward staff we spoke with told us they cleaned and decontaminated equipment using 
chlorine-based disinfectant wipes.  

· Linen was appropriately stored in dedicated linen rooms or cupboards. Ward staff told 
us that clean linen was supplied on a daily basis. We saw that clinical waste and 
sharps were suitably stored in the appropriate colour-coded bags and yellow sharps 
bins that were labelled correctly.  

· The ward staff we spoke with told us where possible they used single use sterile 
instruments. Across the four adult wards visited, we looked at instruments stored in 
the clean utility rooms and resuscitation equipment. We found that items such as 
syringes and airway management tubes were kept in their sterile packaging. 

· During the inspection, we observed staff wearing uniforms in line with "Bare below the 
elbow" guidelines. The majority of staff were observed using disposable gloves and 
aprons when carrying out their duties. There were a sufficient number of alcohol hand 
gels and hand wash sinks in the wards we visited. 

· The hospital has a programme of audits in place to monitor key infection prevention 
and control policies including antimicrobial prescribing, hand hygiene, cannula care, 
'Saving Lives' high impact interventions and cleanliness of the environment. We 
looked at a selection of audit records which showed that infection control audits took 
place on a routine basis and actions were being taken where any concerns were 
identified. 

· The hospital has an antimicrobial prescribing policy in place, which provided 
instructions for staff on how to manage antimicrobial drugs. The policy was accessible 
electronically by all staff that prescribed medicines and specified which antimicrobial 
drugs could be prescribed. We looked at a recent antimicrobial audit report, which 
showed compliance levels were monitored. The DIPC told us that instances of non-
compliance with the policy were identified and fed back to individual doctors. 

· Root cause analyses (RCA) are carried out following each incidence of healthcare 
acquired infection. We looked at recent RCA records. The investigations included 
input from nursing and clinical staff. We saw that action plans had been put into place 
and a number of actions had been taken to minimise reoccurrence. This included the 
implementation of a patient safety programme with a specific infection control project 
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led by the DIPC aimed at reducing infections and improving staff compliance with 
infection control guidance. The DIPC also confirmed they aimed to reduce C.diff 
infections by monitoring and controlling the use of antimicrobial drugs. Some actions 
listed in the action plan were still on-going or had only recently been implemented 
and had not yet led to a reduction in the number of C.diff and MRSA infections at the 
hospital. 

 

 
5.2 Other external reviews 
 
During 2013/14 Infection Prevention featured in: 
 
Rapid Responsive Review 
Tameside Hospital was visited on 23rd & 24th May 2013 by a team of experienced 
clinicians, patients, managers and regulators as part of the Sir Bruce Keogh reviews 
into higher than average mortality statistics.  
Infection Prevention / Control was highlighted as an area for review due to a red rating 
for the MRSA and C. difficile safety indicators. 
During the review areas of good practice were identified: 

· The antibiotic prescribing policy is strict. No more than three days of antibiotics 
are prescribed at one time and the treatment chart has been designed in such a 
way that no one can prescribe more than three days’ antibiotics at a time. The 
microbiologist was widely praised and it was stated that he engaged staff and 
regularly reviewed guidance. Junior doctors at a focus group were all aware of 
the antimicrobial policy. They explained that the Trust has been rolling out credit 
card-sized antibiotic prescribing guides to slide in behind ID badges. 

· The screen saver message on Trust PC’s seen by the panel advises staff of the 
infection control targets and the achievement against the target. 

However the review team expressed concern re clinical engagement as “staff 
perception was that if there is a Clostridium difficile or MRSA episode, the Infection 
Control Team takes over the management rather than supporting the clinical teams to 
do so”. Clinical engagement was subsequently addressed as part of the overarching 
Trust action plan. 
 
As a result of one of the key findings: poor infection control practice for patients 
admitted with Clostridium difficile (a patient having been admitted to a 6 bedded bay 
rather than a single room) actions were immediately put in place in conjunction with the 
bed management team to ensure isolation of positive patients and the hospital 
commissioned the following independent peer review of the prevention / control of C. 
difficile. 
 
Salford Peer Review (Infection Prevention / C. difficile)   
Salford Royal NHS Foundation Trust (SRFT) was invited to peer review systems at 
Tameside Hospital NHS Trust for the prevention and control of Clostridium difficile 
infection (CDI) and visited Tameside Hospital for one day on 24th September 2013. 
Some key policies and guidelines were reviewed before and during the visit. The SRFT 
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team met with key Tameside staff. Three wards were visited to review the environment, 
practices and feedback from staff around infection prevention and control.  
SRFT noted there was a very positive response from staff to the visit and all staff 
appeared open and honest. There was not a specific identified reason for on-going 
issues around CDI cases but areas which could be improved and which would result in 
minimising the risk of infection to patients were identified. 
The SRFT team also noted that those interviewed, including the infection prevention 
team had good awareness of the potential areas where improvement & actions are 
needed and were already making steps to improve the situation.  
A number of key recommendations were made and the Trust developed a responsive 
and proactive action plan to address the issues. 
 
Salford Peer Review (Antimicrobial Prescribing) 
On 19th November 2013 the Consultant Microbiologist and Senior Antibiotic Pharmacist 
from Salford Royal NHS Foundation Trust (SRFT) visited Tameside Hospital to review 
Antimicrobial Stewardship. 
They found that much of the framework for improving Antimicrobial Stewardship is 
already in place but did recommend that systems are strengthened in 4 key areas: 
• Antimicrobial guidelines – reduce use of high risk antibiotics 
• Engage clinicians to reduce overall antibiotic use through summary audit reports 

of their antimicrobial prescribing and antibiotic use. 
• Review induction and on-going mandatory training for all staff who prescribe and 

administer antibiotics 
• Consider competency assessment for prescribers 
As a result the Trust developed a responsive and proactive action plan to address the 
issues. 
 
5.3 Alerts and Directives 
 

· The Health and Safety (Sharp Instruments in Healthcare) Regulations 2 013 
came into force on 11th May 2013.  This required Trusts to implement aspects of 
the EC Directive 2010/32/EU (The Sharps Directive) which were not already 
addressed. A review was carried out in the Trust - Safety cannulae have been 
in place for some years and the Trust introduced safety needles during 2013. 

· Patient Safety Alert - RISING TRENDS & OUTBREAKS IN CARBAPENEMASE. 

Public Health England Acute Trust Carbapenemase producing 
Enterobacteriaceae (CPE) toolkit has been utilised to inform the development of 
a Trust Policy. The policy is in draft and encompasses all aspects of the toolkit 
including screening and surveillance. Further work around CPE will be on-going 
throughout 2014. 

 
The Infection Prevention team also took receipt of and were responsible for the 
dissemination of the following Public Health England briefing notes: 

· Increase in Salmonella cases in the UK 

· Increase in Scarlet fever incidence 

· Collaborative Tuberculosis Strategy for England 2014 – 2019 for consultation 

· Ebola haemorrhagic fever outbreak in Guinea 
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· Practice of exposure prone medical procedures by Healthcare Workers living 
with HIV and Hepatitis B. 

· Increase in cases of Measles 

· MERS Coronavirus – algorithms for returning traveller’s and contacts. 

 
6. Enhancing Service Capability of Infection Prevention / Control 
 
6.1 Education and Training 
 
The Training Strategy for Infection Prevention was updated in May 2011 and is due for 
review in May 2014. 
 
The core objectives are as follows: 

Objective Processes Date of 
completion 

To ensure all staff working in 
the Trust have appropriate 
infection control knowledge, 
skills and behaviour.  

· Directorates / Divisions need to 
demonstrate that staff access 
IP&C training. 

· Continuous monitoring and 
support of senior management for 
staff to access their appropriate 
level of training. 

· Infection prevention to be an 
integral part of PDR.  

Continuous 
process. 

To ensure all IP&C staff have 
the skills and training to 
maximize their potential and 
utilize their skills.  

· Establish appropriate level of 
qualification for each member of 
the team. 

Continuous 

process. 

 
The Health and Social Care Act (2008): which includes the revised Code of Practice on 
the prevention and control of infections and related guidance (2010 – revised 2011 & 
2012), requires each health care worker to have IP&C identified in their job description 
and for appraisals and personal development plans to incorporate IP&C.  In order for 
the appraiser to adequately carry out the appraisal and assist individuals in achieving 
the KSF elements of their personal development, they themselves must have a sound 
knowledge of IP&C and the resources available to aid development.  Individual 
development needs differ across the organisation and within disciplines, so the training 
strategy offers programmes that are suitably flexible, of differing academic and 
vocational levels and are available within work patterns to meet the needs of all staff.   
 
To enhance the hand hygiene element of training within the Trust a hand hygiene 
competency is incorporated within the personal development review documentation. 
This means that all staff on a yearly basis will be assessed as to their competency with 
the hand hygiene technique. 
 
During 2013/14: 
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· 559 people have attended the Trust Induction. Of these 497 THFT staff attended 
and 92 others inc: students, Cofely partners, cadets and volunteers  

· 2002 (86%) Trust staff members completed the mandatory workbook 

· 1949 (84%) Trust staff members had a PDR / PDP which includes the hand 
hygiene competency assessment.  

· 123 staff (including 22 medical staff) completed Aseptic Non Touch Technique 
(ANTT) training 

 
In order to fulfil the mandatory requirements for staff in respect of Aseptic Non Touch 
Technique ‘train the trainer’ sessions were held in 2013/14 for Ward managers and 
sisters. 3 sessions were held and 10 members of staff were trained; they will now be 
responsible for updating other staff in their own work areas. This programme is on-going 
during 2014. 
 
Core induction is carried out on a monthly basis and Infection Prevention delivers a 15 
minute ‘sign posting’ session and delivery of key messages. This is followed on the 
induction week (as part of the patient focussed programme) by a 1 hour Infection 
Prevention session covering standard precautions and key infections.  
 
A review of Mandatory Training was carried out in 2013/14. The Induction and 
Mandatory workbook was reviewed in line with the North West Core Skills Framework 
into e-learning packages for both clinical and non-clinical staff. These will be introduced 
later in 2014. 
To assist staff with the mandatory elements of Infection Prevention training a training 
needs analysis has been completed as part of the Education and Training Prospectus.    
 
During 2013/14 further training sessions for F1 and F2 doctors have been delivered 
consisting of antimicrobial management, wound care, Infection Prevention and the 
management of Clostridium difficile patients. These sessions were extra to the antibiotic 
management sessions delivered by the Consultant Microbiologist and Antibiotic 
Pharmacist on induction. 

· Of the 47 Drs who were eligible to attend the training 35 (74%) completed the 
sessions. 

 
Infection Prevention training has been delivered as part of a structured specific training 
programme for student nurses (25 students) and volunteers (23 volunteers). 
 
Further ad-hoc ward based training was delivered to both qualified and support staff. 
This included the management and care of C. difficile patients and hand hygiene. This 
commenced at the latter end of 2013/14 and 10 staff have so far undergone this 
training, which will be rolled out during 2014/15. 
 
The Trust has an established Infection Prevention link nurse group which consists of 61 
members. Meetings are held bi-monthly and are organised by the Infection Prevention 
Team. Training is delivered by the Infection Prevention team and external speakers with 
expertise on a range of topics.  
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All non-Trust employees / contractors also receive training in infection prevention either 
by completing the mandatory training workbook, by other training deemed as 
appropriate by the Infection Prevention team or by a face to face taught session by the 
Trust Infection Prevention team. 
During 2013/14 this has related to the following groups of staff: 

1. Domestic and Porters – sessions delivered by the contractors with training 
materials vetted by the Infection Prevention team 

2. Pure Innovations Trainees x 10 (hand hygiene specific). 
 

6.2 Audit and Inspections 
 
Internal audits 
 
Hand hygiene: 
Hand hygiene audits are undertaken monthly by the Matrons and / or Unit & Ward 
Managers. The audit tool was developed by the Trust in order to demonstrate 
measurement of compliance with the World Health Organisation derived “Five Moments 
for Hand Hygiene”. This is important as it evaluates the efficacy of hand 
decontamination at the point of care and at the 5 most significant opportunities to 
prevent transmission of health care associated infection.  
The audits reflect both observation of practice and ward infrastructure. 
 
In 2013/14:  
The average compliance for the ward infrastructure was 99%. 
The average compliance for hand hygiene practice as per policy including using the 
correct technique and adhering to ‘bare below the elbows’ was 98%. 
Trust total average score 2013/14 was 98.5%  
The external validation audit carried out in July 2013 by the Trusts soap / sanitiser 
supplier showed a compliance rate of 84%. 
 
The promotion of effective hand hygiene remains a key element of the Trusts infection 
prevention strategy and every opportunity is exploited to reinforce the key messages.  
All staff and patients are encouraged to support each other in maintaining high 
standards of hand hygiene and are empowered to remind colleagues and other 
clinicians if they are not seen to effectively decontaminate their hands before and after 
every patient contact. To support staff in reinforcing this message a ‘Bare Below the 
Elbow’ Policy was introduced during 2013/14 as a supplement to the Hand Hygiene 
Policy. 
 
Environment and Practice: 
The programme for the audit of clinical practice and the clinical environment has been 
hindered during the year 2013/14 by pressures exerted on the team to monitor and 
manage C. difficile, MRSA bacteraemia and CPE in relation to Mandatory objectives 
and improvement plans. This audit programme will be completed in full in April / May 
2014 and will be reported in next year’s Annual Report. 
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The Infection Prevention Clinical Lead and Nurse Practitioner have participated in the 
1st Friday Walk Rounds throughout the course of 2013/14. This initiative seeks first-
hand knowledge of the patients experience to enable staff to do their jobs better. It has 
also allowed issues identified in respect of infection prevention / control to be 
highlighted to members of staff and management teams and rectified.   
 
The Executive Team and Senior Nurses have also participated in Care & Quality Walk 
Rounds throughout the course of 2013/14. Infection Prevention has continued to play a 
part in the learning and actions. 
 
Antibiotic Use and Prescribing Compliance: 
The pharmacy department conducts monthly antibiotic audits to produce an antibiotic 
prescribing data set. 
For 2013/14 the average monthly defined daily dose of antibiotics within the Trust was 
17246 and the average defined daily dose per 1000 occupied bed days was 1285 with 
the average compliance to the antibiotic guidelines standing at 98.2%. 
 
Antimicrobial Management Team Antibiotic Prescribing Audits 
Ward rounds are conducted by the team on a daily basis to review prescribing within the 
Trust. The following graph gives an indication of the findings of the team in relation to 
whether the antibiotics reviewed were appropriately prescribed based on clinical 
presentation of the patient and the results of investigations.  The prescriptions reviewed 
over the 12 months are made up of the most difficult to treat patients who are referred to 
the antimicrobial team via various methods (through doctors, nurses, pharmacists taking 
care of the given patient) and is not data for the Trust as a whole. 
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These results are discussed at monthly AMT meetings and bi-monthly Infection 
Prevention meetings and are disseminated to the Consultants via e-mail by the Medical 
Director. 
 
External audits 
 
In addition to the audits undertaken by the Trust officers the following audits were 
commissioned from external sources: 
 

1. Management of sharps conducted in July 2013 with a Trust average 
compliance rate of 89%.  

36 clinical areas were visited and it was noted that: 

· 50% of areas visited had at least 1 (or more) containers unlabelled 

· 11% of areas visited had at least 1 (or more) containers overfilled 

· 11% of areas visited had at least 1 (or more) containers incorrectly 
assembled 

· 28% of areas visited had at least 1 (or more) containers with 
protruding sharps 

The external auditors corrected practice at the time of the audit and carried out 
training. Results were distributed by e-mail to Ward Managers and discussed at the 
Infection Prevention link nurse meetings. 

 
2.  Insertion and Management of Peripheral Cannulae.  

          Conducted in August 2013. 
          39 clinical areas were visited and 99 cannulae were reviewed.  
          It was generally noted that: 

· In 34% of cases the insertion site was the Ante Cubital Fossa 
(ACF).  

· 45% did not have a Visual Infusion Phlebitis (VIP) score 

· 19% did not have a cannula care plan. 

· Documentation was available which evidenced that 95% of all 
cannulae reviewed were in situ for 3 days or less as per hospital 
policy. 

Following the audit the Consultant Microbiologist sent out a letter to all clinical 
staff re advice on cannulation. 

 
3.  Glove usage conducted in March 2014.  
Audit questionnaires were sent out to all wards and departments and 30 completed 
forms were returned. Results show that wards / departments had a sufficient stock 
of a variety of healthcare gloves and were using the nitrile gloves appropriately as 
per the hospital policy. 

 
      4.   Commode audits conducted in July 2013 with results as follows: 16 clinical 

areas were visited and 43 commode chairs were audited. 

· 17 commode chairs (40%) were recommended for replacement 

· 10 commode chairs (14%) were soiled with body substances 
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Soiled chairs were cleaned at the time the auditors highlighted the issue. Further 
training was carried out and Ward Managers were informed of any replacement 
chairs required. 

 
5.   Sluice Room (Dirty utility). This audit was completed in February 2014. 

        29 dirty utility rooms were audited against 15 standards. Results showed areas 
were compliant to most of the standards however some were noted to have 
inappropriate storage within the room and had stored other products on the floor 
which could lead to contamination. These issues were actioned at the time of the 
audit. 

 
6.  Mattress condition and integrity conducted on 25th June 2013.  

      Mattresses - checked 253, unchecked 139.  
Outcomes were as follows: 

· 53% of mattresses were in good condition 

· 0% had a limited life left 

· 46% of mattresses were highlighted as requiring replacement 
 
Inspections 
 
The Trust’s National Patient-led Assessment of the Care Environment (PLACE) 
assessment was carried out in May 2013.  
This was the first assessment as part of the new scheme from the Department of Health 
and the NHS Commissioning Board.  

· patients make up at least 50% of the PLACE assessment team therefore giving 
patients a much stronger voice 

· The focus is on improvement, with hospitals required to report publicly the 
PLACE results and how they plan to improve 

 
THFT results are shown below in blue (top figure) against the national average in 
green (bottom figure). 

 

              A Trust action plan was generated following the results. 
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The Infection Prevention Nurse Practitioner and Quality Assurance Officer (cleaning 
standards) have also participated in Mini PLACE inspections within the hospital as part 
of the drive for improvement. 
 
6.3 Policies and Guidance Documents 
 
The Infection Prevention team in partnership with other disciplines review update and 
produce new policies and guidelines, in line with best known practice and evidence. 
Documents are authorised by the Infection Prevention Committee prior to being posted 
onto the Trust intranet site. 
 
The following policies were reviewed and updated in 2013/14: 

· Clostridium difficile Infection (CDI) Policy 

· Glove Policy 

· Meticillin Resistant Staphylococcus aureus (MRSA) Policy 

· Single Use Medical Devices Policy 

· Viral Gastroenteritis (Norovirus) Policy 

· Influenza Pandemic Contingency Plan 
 
The following new policy was written in 2013/14: 

· ‘Bare Below the Elbow’ Policy – supplement to Hand Hygiene Policy 
 
The following clinical guidelines were reviewed and updated in 2013/14: 

· Antibiotic General Hospital Guidelines 

· Aseptic Non-Touch Technique (ANTT) – Guidance for urinary catheterisation, IV 
therapy and wound care 

· Rationalising faeces culture for inpatients – testing Guidance  

· Clostridium difficile Management Guidelines 
 

6.4 Service Monitoring 
 
The Infection Prevention team have maintained a programme of service monitoring 
throughout 2013/14 as follows: 
 
Domestic Services / Cleanliness 
The National Specifications for Cleanliness in the NHS (2007) and the Revised 
Healthcare Cleaning Manual (2009) are applied in the Trust as the minimum standard 
required under the domestic services contract. The Trust Domestic and Portering 
Services are contracted to MITIE for the period 2011 – 2016. Each area of the Trust has 
been risk assessed according to the vulnerability of the patient population and the 
nature of activity undertaken. The Infection Prevention team have maintained close links 
with the contract management team and have been involved in monthly meetings 
involving Matrons, Hotel Services and the contractors. 
 
Collaborative working has been strengthened during 2013/14 by the transfer of the 
Contract Monitoring Officer (now titled Quality Assurance Officer (cleaning standards)) 
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into the Infection Prevention Team in October 2013. The role has been reviewed to 
assist the Infection Prevention Team with the establishment of a cleanliness culture 
across Tameside Hospital and to provide continuing assurance that the quality of 
cleaning across the Trust is reflective of the National Cleaning Standards and what is 
expected as the Hospital of Choice for the people of Tameside and Glossop.  
 
During 2013/14 the Infection Prevention team in conjunction with the Hotel Services 
Manager introduced a new procedure for the cleaning of bed areas and associated 
equipment following discharge / transfer of patients with a known infection. This new 
‘infection clean’ process allows for greater ownership, scrutiny and monitoring by ward 
teams whilst working collaboratively with MITIE. It also gives greater scope for audit 
purposes. 
 
The Trust has a ‘deep clean’ programme which encompasses all wards / departmental 
areas. During 2013/14 a deep clean was performed in each area twice (i.e. 6 monthly). 
 
Catering 
Food hygiene standards maintained by the Trust’s catering department are monitored in 
conjunction with the Environmental Health Officer’s twice yearly visits.  
Ward kitchen and pantry inspections are incorporated into the environment and practice 
audits carried out by the Infection Prevention team.  
 
HSDU / Decontamination 
The Clinical Lead Infection Prevention and Consultant Microbiologist are members of 
the Decontamination sub group which reports directly to the Infection Prevention 
Committee. 
Yearly audits of the Sterile Services Department (contractor service – Synergy) are 
carried out by the Consultant Microbiologist. 
Scopes are decontaminated centrally in the Endoscopy suite and weekly review of the 
results from examination of the water samples is carried out by the Endoscopy Suite 
Manager, Estates Manager and the Clinical lead - Infection Prevention.  
 
On 28 November 2013, the JAG (Joint Advisory Group on GI Endoscopy) Assessment 
team completed an accreditation assessment visit to the endoscopy unit. 
The final report made comment that the endoscopy unit was opened three years ago 
and provides an excellent environment for patients and staff. The Trust was also 

congratulated on an excellent tracking and traceability system. However there were 
areas requiring further improvement and the report included recommendations for 
action. The JAG Assessment team deferred accreditation subject to the 
recommendations being implemented within 6 months and the team will revisit in 2014. 
 
During 2013/14 Infection Prevention have participated in the review of and advised on 
the following Medical Device / Estates & Facilities alerts: 

· Procedure packs containing BD Plastipak 50mls leur lok syringes 

· Detergent and disinfectant wipes used on reusable medical devices with 
plastic surfaces 
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Estates 

· Legionella 
The Infection Prevention team assist the Trusts responsible person for Legionella 
to monitor and manage the asset removal requests via the EIS (web based) 
system on the intranet.  

 

· Pseudomonas 

· The Infection Prevention team in conjunction with the Estates Operation Manager 
and Consultant Microbiologist monitor Pseudomonas aeruginosa organisms in 
the augmented care units. This is monitored via the ICNet surveillance system 
and during 2013/14 risk assessments have been completed by ITU and NICU. 
Monthly Chlorine testing is performed in the augmented care units. The water 
management regime continues to follow HTM 04-01 guidance (HTM 04-01 
addendum document: Pseudomonas aeruginosa – advice for augmented care 
units (Dec 2012)). This includes 6 monthly water testing performed at an external 
laboratory. If a problem arises or a cluster of cases occur (see sections 7.8 & 
7.15) immediate action is followed as per the HTM 04-01 guidance and further 
testing of the water supply is carried out. 

 
Capital Schemes / Refurbishments 
The Infection Prevention team have actively contributed to the planning, design and 
delivery of a number of capital and refurbishment schemes throughout the year 
including: 
 

· Accident & Emergency (NWAS)  - handover / patient assessment bay 

· Replacement of CT scan and refurbishment of rooms 

· Refurbishment of x-ray dental room 

· Refurbishment of lifts in Hartshead North Building 

· Redevelopment of Ladysmith Day Services Unit to accommodate outpatient 
clinics and Macmillan Services 

· Review of design plans for: 
Ø MHDU move to ITU 
Ø Office accommodation in Ladysmith DSU 
Ø Replacement MRI scan 

· Redevelopment of MAU waiting room into an Ambulatory Care area 

· Refurbishment of Neonatal Intensive Care 

· Addition of single patient television sets to existing ward (31) 
 

The Infection Prevention team continue to work closely with the facilities and core 
maintenance teams to ensure appropriate consideration of the prevention of infection in 
all schemes. 
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7. HCAI Performance in 2013/14 
 
Introduction 
The Trust has contributed to the national programme of mandatory surveillance and has 
submitted data for: 

· Meticillin Resistant Staphylococcus Aureus (MRSA) bacteraemia 

· Meticillin Sensitive Staphylococcus Aureus (MSSA) bacteraemia  

· Escherichia coli (E.coli) bacteraemia 

· Clostridium difficile Infection (CDI) in all patients over the age of 2 years 

· Glycopeptide Resistant Enterococcus (Gentamicin or Vancomycin) bacteraemia 

· Surgical Site Infection – Orthopaedic (fractured neck of femur) 

· MRSA screening for elective and emergency admissions 
 
In addition the Trust maintains a programme of local surveillance including: 

· Most organisms , by the Infection Prevention / Control Doctor, Senior Biomedical 
Scientists and Consultant Microbiologist at report scrutiny 

· ‘Alert’ organisms e.g. Staphylococcus (MRSA, MSSA, PVL), CDI and those 
patients colonised with Clostridium difficile (GDH positive toxin negative), 
Extended Spectrum Beta Lactamase Inhibitors (ESBL – both E.Coli and 
Klebsiella), Streptococcus (particularly invasive group A), etc by the Infection 
Prevention team 

· Extended surveillance and data collection for Pseudomonas aeruginosa 
bacteraemia (PSA) and  Carbapenemase producing Enterobacteriaceae (CPE)  

· All organisms from hospital patients by the team of Biomedical Scientists 

· ‘Alert’ conditions e.g. Tuberculosis, Chickenpox, Gastrointestinal infections 
(bacterial and viral), Legionella, Influenza etc by the Infection Prevention team 

· Central vascular catheter and ventilator associated pneumonia incidence in ITU 
is monitored by the Anaesthetists   

Clinical visits are made by the Infection Prevention Nursing team to wards and to 
individual patients in response to information about organisms from the laboratory, and 
to specific requests from ward staff, patients and relatives. 

 
7.1 Meticillin Resistant Staphylococcus Aureus (MRSA) Bacteraemia 
 
Cases of MRSA found in blood cultures are reported to the Department of Health under 
the national mandatory web enabled surveillance scheme introduced in October 2005.  
 
Under national targets set by the Department of Health during 2013/14 Trusts must 
have a zero tolerance of MRSA bacteraemia.  
Significant reductions have been achieved by the Trust since 2005 when there were 24 
cases. However during 2013/14 a zero tolerance was not maintained. 
 
1st April 2013 – 31st March 2014 
Total = 5 cases against zero tolerance trajectory  
This total includes 2 pre 48hr cases which were assigned to THFT following post 
infection review and arbitration 
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In 2012/13 the Trust had 6 cases – Therefore hospital rate = 16% reduction on previous 
year. 
 

 
 
After post infection review of the cases 4 of the cases were deemed to be unavoidable 
and 1 case avoidable. A comprehensive Trust HCAI improvement plan was put in place 
to prevent further avoidable cases. 
 
7.2 Clostridium difficile Infection (CDI) 
 
The Trust continues to adhere to National Guidance and uses the 2 stage algorithm as 
the routine laboratory protocol for the testing of C. difficile. This protocol consists of 
stage 1-primary screening by GDH antigen EIA (to detect colonisation), followed by 
stage 2- toxin testing (C.difficile toxin A and B EIA) on those samples that were GDH 
antigen positive.  
 
1st April 2013 – 31st March 2014 
The target for CDI in 2013/14 was set at 31 cases. This was not achieved as the actual 
incidence delivered a total of 51 cases (20 over). In 2012/13 the Trust had 35 cases – 
Therefore hospital rate = 45% increase on previous year. 
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All cases of CDI are subject to root cause analysis carried out by the Infection 
Prevention team which is followed by a multidisciplinary team (MDT) meeting with the 
clinicians,  antibiotic pharmacist, Microbiologist and Infection Prevention team in order 
to agree the root cause, assess if the case was avoidable / unavoidable and to agree 
actions and follow up. Each CDI patient is also ‘case managed’ by the Infection 
Prevention team to ensure the CDI clinical management protocol is followed. For the 51 
cases, 1 (2%) was taken at post mortem, 22 (43%) were deemed avoidable (includes a 
relapse), 18 (35%) were deemed unavoidable and 10 cases (20%) remain under 
investigation (awaiting ribotyping and meetings). 
 
The Trust does however continue to make reductions on C. difficile since baseline data 
in 2008 (Post 48hr cases 1st April 2008 – 31st March 2014 = 73.5% reduction). 
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7.3 Meticillin Sensitive Staphylococcus Aureus (MSSA) Bacteraemia 
 
Mandatory reporting of MSSA bacteraemia was introduced from 1st January 2011. 
Prevention of cases is broadly the same as for MRSA.  
The locally set target for MSSA bacteraemia in 2013/14 was set at no more than 15 
cases which was achieved as there were 13 cases in total in patients who had been in 
hospital for more than 48hrs when the sample was collected. 
 

 
 
The Infection Prevention team conducted extended surveillance on the 13 cases and 
worked with ward teams on the root cause and lessons learned. 
 
7.4 Escherichia coli (E.coli) Bacteraemia 
 
Mandatory reporting of E. coli bacteraemia was officially introduced on 1st June 2011.  
The locally set target for E. coli bacteraemia in 2013/14 was set at no more than 25 
cases in patients who had been in hospital for more than 48hrs when the sample was 
collected. This was achieved as the actual incidence delivered a total of 23 cases.  
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The Infection Prevention team conducted extended surveillance on these cases. It 
should be noted that there is a greater opportunity for ‘auto’ infection with E. coli (i.e. 
from the patient’s own body) resulting in greater risk of bacteraemia occurring. 
 
7.5 Glycopeptide Resistant Enterococcus (Gentamicin / Vancomycin) Bacteraemia 
 
From September 2003 acute NHS Trusts in England have been required to undertake 
mandatory surveillance of bacteraemia cause by Glycopeptide-resistant enterococci. In 
2013/14 the Trust had 1 case of Vancomycin resistant enterococcus. Extended 
surveillance was completed and the Infection Prevention team worked with ward staff 
on the root cause, lessons learned and actions to prevent further cases. 
 
7.6 PVL-associated Staphylococcus aureus 
 
As per guidance on the diagnosis and management of PVL-associated Staphylococcal 
infection the Trust submit specific clinical isolates of Staphylococcus aureus to the 
National Reference Laboratory. 
The Trust had no positive cases returned in the year 2013/14. 
 
7.7 Invasive Group A Streptococcus (iGAS) 
 
As per guidance for the prevention & control of Group A Streptococcus the Trust carries 
out extended surveillance to identify those isolates which would be classed as invasive. 
In 2013/14 the Trust had 2 cases of iGAS. Public Health England were informed and 
actions developed to prevent reoccurrence.    
 
7.8 Pseudomonas aeruginosa (PSA) Bacteraemia 
 
As per guidance: 

· Department of Health Guidance ‘Water sources and potential Pseudomonas 
aeruginosa contamination of taps and water systems: Advice for augmented care 
units’ (March 2012) 

· HTM 04-01 addendum document: Pseudomonas aeruginosa – advice for 
augmented care units (Dec 2012) 

The Trust carries out extended surveillance and root cause analysis on all cases of 
Pseudomonas aeruginosa bacteraemia in order that assurance is delivered that hospital 
water sources are not the root cause of the bacteraemia.  
In 2013/14 there have been 2 cases of PSA bacteraemia – neither of which was 
acquired from a hospital water source.   
Further surveillance was carried out within the Intensive therapy unit on all isolates of 
Pseudomonas aeruginosa including samples from sputum and urine. These samples 
were sent to the National Reference laboratory and ‘linked’ cases are documented in 
section 7.15. 
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7.9 Carbapenemase Producing Enterobacteriaceae (CPE)  
 
As per guidance:  

· Interim Guidance for the Control of Carbapenemase-producing 
Enterobacteriaceae in England (February 2013) 

· Acute Trust Toolkit for early detection, management and control of 
Carbapenemase-producing Enterobacteriaceae (CPE) – (December 2013) 

The Trust carries out screening, extended surveillance and monitoring as per the 
above guidance.  
In 2013/14 there were 5 cases of CPE (2 were previously positive at another 
hospital). 

 
7.10 Viral Gastroenteritis (Norovirus) 
 
Between 1st April 2013 and 31st March 2014 there were 5 ‘outbreaks’ of Norovirus. 
Outbreaks were defined by clinical presentation and laboratory sampling. In the 
previous year the hospital had 24 outbreaks.  
The Infection Prevention team input the data to the Viral Gastroenteritis Surveillance 
system operated by Public Health England. 
All outbreaks were managed and contained effectively with no evidence of inter-ward 
transmission.  
 
7.11 Surgical Site Infection (SSI) 
 
Under the Mandatory Orthopaedic Surveillance scheme the Trust is required to carry 
out a minimum of 3 months surveillance in at least one of the four orthopaedic 
categories: 

· Total hip replacements 

· Total knee replacements 

· Hip hemi arthroplasty (fractured neck of femur #NOF) 

· Open reduction of long bone fractures 
 
The Trust has participated in the SSI surveillance for #NOF for the mandated 1 quarter 
July to September 2013. Trust average was 7.7% against the national average of 1.8%. 
However care should be taken in interpretation of these rates because they are based 
on a small number of operations. The Infection Prevention Team has worked closely 
with Consultant Orthopaedic Surgeons to understand the root cause of the infections 
and put in place actions to reduce the incidence. Public Health England was informed of 
the Trust response to the high quarterly percentage. 
 
Comparison can be made with data from previous quarters in table below: 
 

Year and Period No. operations No SSI (#NOF) % SSI (#NOF) 

2011 Q3 42 3 7.1% 

2011 Q4 54 3 5.6% 

2012 Q3 56 2 3.6% 

2013 Q3 39 3 7.7% 
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7.12 Saving Lives High Impact Interventions 
 
The Trust has implemented care bundles and best practice summaries produced by the 
Department of Health as part of the Saving Lives: reducing infection, delivering clean 
and safe care programme. 
The programme consists of High Impact Interventions (HII) tool kit and best practice 
summaries inc: 

• Central line care 
• Peripheral cannula care  
• Renal dialysis 
• Surgical site infection  
• Ventilated associated pneumonia 
• Urinary catheter care 
• Reducing the risk of Clostridium difficile 
• Decontamination  
• Antimicrobial prescribing 
• Chronic wounds care  
• Enteral feeding  

 
Ward managers are responsible for monitoring standards of clinical care and 
maintaining compliance with the HII appropriate to the clinical practice in their area of 
authority. All ward managers are supported by an identified ‘Saving Lives’ lead and the 
on-going audits of clinical practice are monitored by the Infection Prevention team on a 
monthly basis. Results are disseminated to divisions and reported through the Infection 
Prevention Committee. 
 
7.13 MRSA screening 
 
The Department of Health introduced mandatory screening of all elective and 
emergency admissions from April 2009 and December 2010 respectively. All patients 
excluding children under 16, day case admissions for endoscopy, dental, ophthalmic, 
dermatological, obstetric & maternity (unless any patient falls within a high risk 
category) must be screened for MRSA. Patients in intensive care are re-screened at 
weekly intervals. Where colonisation is identified decolonisation is commenced based 
on a risk assessment carried out by the Infection Prevention team.  
Performance is required to achieve 100% of eligible admissions as defined and 
calculated by the Department of Health and the Trust consistently meets the required 
standard.  
In May 2011 the Trust participated in the Department of Health National One Week 
(NOW) Prevalence Audit of MRSA Screening. The MRSA screening implementation 
group is due to report and produce recommendations during 2014 which will inform the 
Trusts screening programme for the coming year. 
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7.14 Influenza 
 
Laboratory confirmed cases of Influenza are reviewed by the Infection Prevention team 
via the IC Net surveillance system. 
The team has participated in the USISS (UK Severe Influenza Surveillance Sentinel 
System) sentinel reporting system which involves reporting of inpatient laboratory 
diagnosed cases of influenza via a web link to Public Health England. This occurred 
from 09.10.2013 to 21.05.2014.  
 
The Trust had the following laboratory confirmed cases: 

· Influenza A unknown subtype – 1 case 

· Influenza A (H3 N2 seasonal) – None 

· Influenza A (H1 N1 swine) pdm09 – 7 cases 

· Influenza B – 1 case  
 

The Trusts Pandemic Influenza Plan was updated as per latest guidance and service 
changes in May 2013. 
 
During Influenza season 2013/14 the Trust scored 75.4% of all staff vaccinated and 
achieved the target set by the Department of Health.   
 
7.15 Clusters / Outbreaks / Incidents 
 

Ø PSA – a cluster of 3 cases of Pseudomonas aeruginosa (PSA) occurred on the 
Intensive Therapy Unit (ITU) between 1st December 2013 and 14th December 
2013. A full investigation was carried out and an incident meeting was held with 
all stakeholders including Public Health England. An incident diary and action 
plan was completed and monitored by the Infection Prevention team. 

 
Ø Clostridium difficile – a period of increased incidence (PII) of C. difficile occurred  

where the cases had a direct correlation indicating transmission of infection. This 
PII spanned from September 2013 to March 2014 and included 4 wards and 12 
patients. An investigation was carried out and incident meetings were held with 
all stakeholders including Public Health England / CCG.  
The actions which were put in place clearly transcended one ward within the 
hospital and therefore an overarching HCAI improvement plan was produced and  
disseminated Trustwide via Heads of Nursing, Patient Safety Leads and Clinical 
Leads. 

 

8. Conclusion 
 
In 2013/14 the Trust Infection Prevention service has performed well under difficult 
circumstances. This has been made possible by the continuous and sustained efforts of 
all Trust staff at all levels (from Board to Ward) in maintaining vigilance in our fight 
against healthcare associated infections. Continued adherence to Infection Prevention 
& Control policies will ensure that we perform well in the coming year. 
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The core activities and priorities for 2014/15 have been identified in the Trusts Annual 
Programme, which has been submitted through the Infection Prevention Committee. 
During 2014/15 and beyond, the Trust will need to maintain its emphasis on the 
importance of the involvement of all staff in Infection Prevention and Control. The 
coming year will see increased pressure on the Trust and it will be even more important 
that the resources available are prioritised effectively and efficiently in a comprehensive 
programme of investigation, clinical advice and interventions, surveillance, audit and the 
production of guidance, policies and procedures. 
 
 
Debbie Pritchard – Clinical Lead Infection Prevention  
Mr. John Goodenough – Director of Nursing & Infection Prevention / Control 
July 2014 
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9. Work plan and Annual Programme 2014/15 
 
 
9.1 Infection Prevention Committee Work Plan 2014/15  
 
 

Ref 
 

Task Target Completion Date 

 
1 
 

Review the evidence base demonstrating 
compliance with the Health and Social Care Act 

2008 Code of Practice on the prevention and 
control of infections and related guidance (2010 – 

revised 2011 & 2012) 

 
23rd July 2014 

 
2 
 

 
Agree the Annual Programme for 2014/15 

 
23rd July 2014 

3 Review Infection Prevention Committee Terms of 
Reference 

December 2014 

 
3 
 

 
Monitor and review the work of Infection 

Prevention Committee sub groups   

 
Bi monthly at each IPC 

 
4 
 

 
Monitor the Incidence of Healthcare Associated 

Infection (HCAI) 

 
Ongoing 

Final 2014/15 HCAI 
report by April 2015 

 
5 
 

 
Review the outcomes from the Root Cause 

Analysis (RCA) reports  

 
Bi monthly at each IPC 

 
6 
 

 
Authorise new and revised policies which reflect 

best evidence and practice 

 
All policies dated for 

review in year 2014/15 to 
be completed by 31st 

March 2015 

7 Provide compliance to the CPE toolkit and 
complete a risk assessment for any outstanding 

issues 

September 2014 

 
8 
 

 
Agree Infection Prevention Committee Work plan 

for 2015/16 

 
May 2015 
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9.2 Infection Prevention Annual Programme 2014/15 
 

Introduction 

The Health and Social Care Act 2008 Code of Practice for the Prevention and Control of 
Infections and Related Guidance (DH Dec 2010 revised 2011 & 2012)) is recognised as 
the definitive monitoring instrument for the delivery of clean, safe care throughout the 
health and social care sector. Annual registration with the Care Quality Commission is 
dependent upon health care providers being able to demonstrate compliance with the 
Code of Practice. 
The Code of Practice sets the standard for the structures, systems and processes 
required to minimise the risks of infection associated with health and social care 
activities and interventions.  
Tameside Hospital NHS Foundation Trust remains committed to “zero tolerance” of 
avoidable infections and to achieving this objective by ensuring that appropriate practice 
is firmly embedded throughout the organisation and that all services are provided in 
compliance with the Code of Practice.  
This programme describes the approach that the organisation will take in delivering the 
infection prevention and control objectives based on the Code of Practice taking 
account of local risk assessments and surveillance patterns, and identifying key 
accountabilities and responsibilities. 
 

Progress Monitoring Arrangements  

External monitoring of the organisation’s arrangements for the prevention and control of 
infection occurs on four levels: 
 
Care Quality Commission (Essential Standards of Quality and Safety) 
Monitor (Authorisation of all Foundation Trusts) 
NHS England North Region 
Tameside & Glossop Clinical Commissioning Group  
 
All of these agencies measure performance against mandatory surveillance objectives 
and compliance with the Code of Practice. The Care Quality Commission is empowered 
to make unannounced inspections to check compliance. Compliance is reported to NHS 
England and Tameside & Glossop Clinical Commissioning Group.  
Delivery of the annual programme will ensure that the Trust is able to accurately report 
compliance with the Code of Practice for all assessors.  
Operational responsibility for delivery of the annual programme rests with the infection 
prevention team. Progress will be monitored by the Infection Prevention Committee 
under the Terms of Reference. Board assurance will be reported via the Quality and 
Governance Committee.
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

1. Systems to manage 

and monitor the 

prevention and 

control of infection. 

These systems use 

risk assessments and 

consider how 

susceptible service 

users are and any 

risks that their 

environment and 

other users may pose 

to them. 

 

Hold Infection Prevention Committee (IPC) meetings with direct reports to 

Service Quality / Operational Governance Group and the Patient Safety 

Programme Board.  

 

Director of Infection 

Prevention / Control 

(DIPC) 

 

Bi-Monthly 

 

Ongoing 

 

The IPC will review its Terms of Reference (TOR).  

 

Director of Infection 

Prevention / Control 

(DIPC) 

 

December 

2014 

 

 

The IPC will receive written or verbal reports on behalf of the Board, which 

will identify progress with:  

1. Infection Prevention training, education and audit   

2. Progress on action plans following root cause analysis of 

healthcare associated infection  

3. Health Care Associated Infection (HCAI) Improvement Plan 

4. Contractual Exception Reports 

5. Report from Infection Prevention Performance Management Sub 

Group 

6. Compliance with Saving Lives High Impact Interventions audits  

7. Outbreaks and Incidents  

8. Facilities update including, Water Management, monitoring of 

Legionella and Pseudomonas 

9. Report from Decontamination Sub Group 

10. Report from Quality Assurance Officer (Cleaning Standards) 

11. Antimicrobial Management Team (AMT) update 

12. HCAI Quality Assurance Tool update including contractual 

requirements (CCG) 

 

Infection Prevention Team 

(IP) and Divisional Leads 

 

Bi-Monthly 

 

Ongoing as standing 

agenda items 

 

 

Present the Annual Report of the DIPC (2013/14) and the Annual 

Programme (2014/15) to the Trust Board.  

 

Director of Infection 

Prevention / Control 

(DIPC) 

 

July 2014 

 

Annual Report 

2013/14 authorised 

by IPC 23.07.2014 

Make other presentations to the Board as required and provide monthly 

data in the form of a report for monitoring progress against national targets 

for HCAI’s.  

 

Director of Infection 

Prevention / Control 

(DIPC) 

 

Monthly 

 

Ongoing – As 

required 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

Attendance at and provision of reports to the Service Quality and 

Operational Governance Group, Quality & Governance Committee and the 

Patient Safety Programme Board (PSPB). 

 

Director of Infection 

Prevention / Control 

(DIPC) 

Clinical Lead Infection 

Prevention 

Monthly 

 

Clinical lead  presents 

an Infection 

Prevention ‘Highlight’ 

Report monthly to 

the PSPB 

Review and monitor the HCAI dashboard via the Infection Prevention 

Performance Management Group. 

 

Director of Infection 

Prevention / Control 

(DIPC) 

Clinical Lead Infection 

Prevention 

Monthly New group – 2 

meetings held so far 

to date. 

Review the IP/C risks and risk reduction measures identified on the Trust 

risk register ensuring that any additional risks identified are added, if 

required.   

 

Clinical Lead Infection 

prevention 

 

Quarterly 

 

Ongoing 

 

Complete the planned programme of surveillance at Appendix 1. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Surveillance & RCA) 

 

As per 

programme 

 

Action in progress 

and on course to be 

achieved. 

Complete the planned programme of audit listed at appendix 2. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

 

As per 

programme 

 

Action in progress 

and on course to be 

achieved.  

Monitor compliance of MRSA screening for elective and non-elective 

patients except those in exclusion categories. 

Infection Prevention Team Monthly  Ongoing 

 

 Undertake root cause analysis of: 

1. Hospital attributable MRSA bacteraemia’s 

2. Hospital attributable CDI cases 

Undertake extended surveillance of: 

1. Hospital attributable MSSA bacteraemia’s 

2. Hospital attributable E-Coli bacteraemia’s 

3. Pseudomonas aeruginosa bacteraemia’s  

4. Carbapenemase Producing Enterobacteriaceae (CPE) 

Assist community team with completion of root cause analysis for all pre 

48hr and G/P cases of CDI and MRSA bacteraemia. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Surveillance & RCA) 

 

Clinical Lead Infection 

Prevention 

Report 

summary 

and key 

issues 

monthly to 

PSPB & bi-

monthly to 

WHE RCA 

strategy & 

review 

group (CCG 

led) 

Clinical lead presents 

an Infection 

Prevention ‘Highlight’ 

Report monthly to 

the PSPB  
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

Coordination of the CDI ‘Star Chamber’ meetings – presentation of CDI root 

cause analyses by individual wards / departments, generating lessons 

learned and actions. 

 

Director of Infection 

Prevention / Control 

(DIPC) 

Infection Prevention Nurse 

Practitioner (Lead for 

Surveillance & RCA) 

Monthly if 

required 

New Group – 2 

meetings held so far 

to date 

Identify, control and investigate outbreaks, clusters and incidents in 

collaboration with stakeholders including PHE (CCDC) and an outbreak 

control group as appropriate. 

 

Infection Prevention Team 

 

Ongoing 

surveillance 

 

1 x TB incident – 

investigation 

continues 

 

1 x PSA cluster 

(actions in progress) 

 

3 x Norovirus 

 

 Ensure compliance with the Acute Trust Toolkit for the early detection, 

management and control of Carbapenemase Producing 

Enterobacteriaceae (CPE)  

 

Director of Infection 

Prevention / Control 

(DIPC) 

Clinical Lead Infection 

Prevention 

June 2014 Patient Safety Alert 

compliance form 

completed (June 14). 

 

CPE Policy authorised 

by IPC 23.07.2014 

 

CPE added to 

corporate and local 

risk registers 

(surveillance / 

isolation)  

     

2. Provide and maintain 

a clean and 

appropriate 

environment in 

managed premises 

that facilitates the 

prevention and 

control of infections. 

Joint working with Hotel services and the Domestic services contracting 

team to review cleaning / environmental issues. 

 

 

Clinical Lead Infection 

Prevention  

Quality Assurance Officer 

(Cleaning Standards)  

Monthly 

D&P 

contract 

monitoring 

group 

Weekly 

Audits 

 

Ongoing weekly 

audits continue 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

(Environment) 

 

Assist with the monitoring for the Patient Led Assessment of the Care 

Environment (PLACE). Attend the PLACE steering Group meeting.  

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

Quality Assurance Officer 

(Cleaning Standards) 

Bi-monthly 

meetings 

 

Coordinate, participate in and produce reports for 3 x mini PLACE 

inspections. 

Participate in 1 x National PLACE inspection. 

Quality Assurance Officer 

(Cleaning Standards) 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

 

Quarterly National PLACE 

inspection carried 

out May 2014  

 

Mini PLACE 

inspection carried 

out July 2014 

Conduct clinical practice and patient environment audits on a rolling 

programme based on prioritisation of areas. This would include monitoring 

of the patient environment and equipment. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

 

Rolling 

programme 

 

Inpatient areas 

audited during April / 

May 2014 

 Provide expert advice to all service developments to ensure risks are 

considered and good infection control facilities / practices are built into the 

development (capital schemes / refurbishments). 

In particular, ensure that infection prevention / control is considered in the 

built environment through involvement of the IP team from concept stage 

through to commissioning. 

 

Infection Prevention Team 

 

As required 

 

Participation in: 

 

Replacement MR 

Scan 

Office suite in 

Ladysmith DH 

Pharmacist station in 

MAU 

 Provide Infection Prevention advice on water management in respect of 

Legionella and Pseudomonas (PSA) and assist with monitoring. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

in conjunction with estates 

 

Monthly 

 

Monitoring via web 

based tool  

 

6/12 water testing 

(PSA) in augmented 

care areas  

 Provide Infection Prevention advice on the management of Pseudomonas 

and pursue active monitoring / surveillance in augmented care units. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

in conjunction with estates 

 

Monitoring 

of patient 

samples 

 

Risk assessments in 

progress. 

 

Action plan on-going 

– PSA cluster (ITU) 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

(Hand Hygiene) Carry out observational audits of hand hygiene practice and disseminate 

the results widely to the organisation. 

 

 

 

 

Matrons / Unit & Ward 

Manager 

 

 

 

Infection Prevention Team 

to disseminate to divisions 

/ wards / depts  

Monthly 

audits 

 

 

 

Monthly 

 

 

April 14 – 97.5% 

May 14 – 84.6% 

June 14 – 95.5% 

 

 

Ongoing 

 Weekly observational audits of hand hygiene practice to be carried out in 

wards which have an episode of C. difficile. 

Matrons / Unit & Ward 

Manager 

 

Weekly as 

required 

Ongoing 

 Hand Hygiene validation audit to be carried out by external team. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

Yearly 

 

Arranged for July 

2014 

 Work with our hand hygiene product supplier to continue to improve the 

marketing, display, information, education and ease ability of use of hand 

wash, hand sanitiser and moisturiser.   

 

Infection Prevention Team 

 

As required 

 

Ongoing 

 

 

 

 

 

 

 

(Decontamination) 

Work with the Estates and Maintenance Teams to improve the quality of 

hand hygiene facilities within the Trust. 

 

Infection Prevention Team 

& Estates 

 

As required 

 

May 2014 - Extra 

hand sanitiser 

dispensers added to 

locations along 

hospital corridors / 

reception areas 

Attend the decontamination sub group and provide specialist Infection 

Prevention advice. 

 

Clinical Lead Infection 

Prevention 

 

Quarterly 

meetings 

 

Meetings suspended 

whilst review of chair 

/ reporting structures 

is completed 

 

Work with procurement, domestic services and the South Sector 

Partnership to introduce high level cleaning / decontamination of the 

patient environment & equipment  

Clinical Lead Infection 

Prevention 

 

As required Commenced review 

of environmental and 

equipment cleaning 

products   

Assist with the JAG (Joint Advisory Group on GI Endoscopy) re-assessment 
of endoscopy unit & implementation of recommendations 

Clinical Lead Infection 

Prevention & Estates 

Operations Manager 

As required  
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

Review OPD use of reusable scopes Vs. disposable lightscope 

(sigmoidoscopes). 

Clinical Lead Infection 

Prevention 

Patient Safety Lead 

December 

2014 

 

     

3. Provide suitable 

accurate information 

on infections to 

service users and 

their visitors. 

 

Ensure that the Infection Prevention website is reviewed and that the 

displayed information is current, evidence based and easily understood. 

 

Infection Prevention Team 

 

Monthly 

check of site 

and add 

items as 

required 

 

 Ensure that the Influenza website is reviewed and that the displayed 

information is current, evidence based and easily understood. 

 

Infection Prevention Team 

 

Monthly 

check of site 

and add 

items as 

required 

 

 

 Make new and revised policies available on the Trust website as listed in 

appendix 3. 

 

Infection Prevention Team 

 

Within 1 

month of 

approval 

 

As Appendix 3 

 

 Liaise and work with Pals, complaints team, legal department, 

communications team and the freedom of information officer to provide 

timely, accurate and comprehensive information to enquiries and report 

any common themes to Infection Prevention. 

 

Infection Prevention Team 

 

As required 

 

Ongoing 

 

     

4. Provide suitable 

accurate information 

on infections to any 

person concerned 

with providing 

further support or 

nursing/medical care 

in a timely fashion 

 

For all patients diagnosed with an ‘alert organism’ infection provide an 

advice sheet, information leaflets and care pathways as applicable. 

Infection Prevention Team 

 

As required 

 

Ongoing 

 

Ensure that all IP/C leaflets are current; evidence based and have been 

proof read by a ‘lay’ person. All leaflets to be reviewed every 2 years or 

before if required. 

 

Infection Prevention Team 

 

Sept 2014 

 

Review commenced 

– leaflets to be 

authorised 23.07.14 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

5. Ensure that people 

who have or develop 

an infection are 

identified promptly 

and receive the 

appropriate 

treatment and care to 

reduce the risk of 

passing on the 

infection to other 

people. 

 

React in a timely manner to all surveillance activity / results from the 

laboratory, risk assess the information and give appropriate Infection 

Prevention & Control advice on the management and treatment of that 

individual. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Surveillance & RCA) 

Every ½ hour 

‘sift’ during 

working 

hours 

 

Ongoing via IC Net 

 

For all patients diagnosed with an ‘alert organism’ infection provide the 

staff with an advice sheet which contains information on management and 

treatment. 

 

Infection Prevention Team 

 

As required 

 

Ongoing 

 

All patients who are transferred to another care facility must have an inter 

heath care Infection Prevention & Control transfer form completed which 

provides information on screening, any infections the patient may have and 

laboratory results / investigations. 

 

Ward / Departmental 

Manager 

 

As required 

 

Ongoing 

 

 Continue to use the Lorenzo patient alert to promptly identify cases of HCAI 

to clinical staff. 

 

Infection Prevention Team 

 

At each 

‘alert 

organism’ 

notification 

Ongoing 

 Use the magnetic signage to alert both health care professionals and 

visitors to isolation areas (norovirus) where there is the potential for the 

spread of infection. 

 

Infection Prevention 

Team, Matrons, Ward 

Managers and Ward staff 

 

As required 

 

Ongoing 

 

 Use the Infection Prevention risk assessment on the patient admission 

documentation to record MRSA screening information, CPE history 

urinalysis, previous 7 day history of diarrhoea and whether a stool sample 

has been collected.  

 

Ward Managers and Ward 

staff 

 

For every 

patient 

 

Section on patient 

CPE history being 

added to CAS card 

and admission 

documents (2014) 

     

6. Ensure that all staff 

and those employed 

to provide care in all 

settings are fully 

involved in the 

process of preventing 

and controlling 

infection. 

Co-ordinate the Infection Prevention link nurse group which involves some 

specialist training and dissemination of information to prevent and control 

infections. 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

Bi-Monthly 

 

Ongoing 

 

Ensure all relevant stakeholders are considered, informed and consulted on 

all Infection Prevention initiatives. 

 

Director of Infection 

Prevention / Control 

(DIPC) 

Clinical Lead Infection 

Prevention 

As required 

 

Ongoing 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

     

7. Provide or secure 

adequate isolation 

facilities. 

 

Audit of isolation facilities to be conducted every 2 years. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

2 yearly 

 

Planned August 14 

Ensure isolation facilities are considered in all refurbishments, Capital 

schemes and new builds.  

 

Infection Prevention Team 

& Estates 

As required 

 

Ongoing 

 

     

8. Secure adequate 

access to laboratory 

support as 

appropriate. 

 

Ensure the laboratory have in place appropriate protocols and that they 

operate according to the standards required for accreditation.  

 

Diagnostics Manager 3 yearly 

 

Laboratory 

accreditation 

completed 

September 2012 

Continue to work jointly on the surveillance of alert organisms / conditions 

and processing / reporting of samples in a timely manner. 

 

Infection Prevention Team 

& Microbiology Laboratory 

For every 

patient / 

sample. 

 

Ongoing 

 

     

9. Have and adhere to 

policies, designed for 

the individual’s care 

and provider 

organisations that 

will help to prevent 

and control 

infections. 

 

Review and update where necessary the policies / guidance listed in the 

policy review programme appendix 3. 

 

Infection Prevention Team 

 

As per 

programme 

 

Action in progress 

and on course to be 

achieved. 

Create new policies if required based on evidence. 

 

Infection Prevention Team 

 

Cleaning 

Policy, CPE 

Policy and 

Business 

Continuity 

Plan  

 

CPE Policy for 

authorisation 

23.07.14 

     

10. Ensure, so far as is 

reasonably 

practicable, that care 

workers are free of 

and are protected 

from exposure to 

infections that can be 

Contribute to the development and review of the mandatory Infection 

Prevention element of the e-learning workbook. 

 

Clinical Lead Infection 

Prevention 

 

Yearly 

review 

 

E-learning modules 

due for release 

September 2014 

Contribute to the induction of all new employees including medical staff 

and contractors. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

 

Monthly 

 

Ongoing 
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Code of Practice Criteria Programme of Work 2013/14 By Whom By When Outcome / Progress 

caught at work and 

that all staff are 

suitably educated in 

the prevention and 

control of infection 

associated with the 

provision of health 

and social care. 

 

Hand hygiene technique and process to follow in the event of an 

inoculation injury are to be monitored via competency assessments 

contained in the PDR documentation. 

 

Infection Prevention 

Team, Matrons, Ward 

Managers and Ward staff 

 

All PDR 

meetings 

 

Ongoing 

 

Training programme on Principles of Asepsis to be developed and rolled 

out for all clinical staff (qualified / unqualified nurses, medical staff, AHP’s) 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

October 

2014 

Infection Prevention 

Clinical Educator 

commenced in post 

July 2014 – training 

packages being 

developed 

Aseptic Non Touch Technique (ANTT) training to be delivered for all staff 

attending the IV course.  

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education)  

Monthly IV 

course 

 

Ongoing 

 

 Deliver and evaluate training to support the High Impact Intervention Care 

Bundles 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

As required 

 

Ongoing 

 

 Provide other adhoc training as required / need identified. 

 

Infection Prevention Nurse 

Practitioner (Lead for 

Audit & Education) 

As required CDI training being 

rolled out across the 

Trust 

 Produce and disseminate the Infection Prevention educational publication 

‘Bugslife’ 

Infection Prevention Team 6 monthly Spring / Summer 

edition produced 

May 2014 

 Liaise with manufacturers and suppliers to co-ordinate the provision of 

workplace training to support the use of Infection Prevention and Control 

products and systems. 

 

Infection Prevention Team As required 

 

Ongoing 

 

 Update the Infection Prevention Procedure Manual and ensure each ward / 

department have this in hard copy format and that this can also be located 

on the Infection Prevention website. 

 

Infection Prevention Team Full review 

by end 

March 2015 

 

 

 Liaise with the Occupational Health Department with regard to staff health 

and transmission of infectious disease. 

 

Infection Prevention Team As required 

 

TB incident June 14 – 

staff screening 

 Provide specialist advice to key committees, groups, departments or 

individual staff members in relation to infection prevention practice. 

Infection Prevention Team As required 

 

Ongoing 



Annual Report Infection Prevention 2013-14 

 

Tameside Hospital NHS Foundation Trust Page 40 

 

Annual Programme 2014/15 - Appendix 1 

Surveillance Programme 2014-15 

Type of Surveillance  Lead When Reported Outcome / Progress 

 

Continuous ‘real time’ surveillance of alert 

organisms and conditions. 

 

 

Continuous mandatory surveillance for MRSA 

bacteraemia 

 

 

 

 

 

Continuous mandatory surveillance for VRE / GRE 

bacteraemia 

 

 

 

Continuous mandatory surveillance for Clostridium 

difficile infection 

 

 

 

 

 

 

Surgical Site Infection (SSI) Surveillance of one 

quarter of an Orthopaedic category through 

participation in the national scheme. 

 

 

Continuous mandatory surveillance for MSSA 

bacteraemia 

 

 

 

Continuous mandatory surveillance for E-Coli 

bacteraemia 

 

 

 

Continuous surveillance for Pseudomonas 

aeruginosa bacteraemia 

 

 

 

Continuous surveillance for Carbapenemase 

Producing Enterobacteriaceae (CPE) – CPC / KPC 

 

 

IP Nurse 

Practitioner 

(Surveillance) 

 

Clinical Lead IP  

 

 

 

 

 

 

Clinical Lead IP  

 

 

 

 

Clinical Lead IP 

 

 

 

 

 

 

 

IP Nurse 

Practitioner 

(Surveillance) 

 

 

IP Nurse 

Practitioner 

(Surveillance) 

 

 

IP Nurse 

Practitioner 

(Surveillance) 

 

 

IP Nurse 

Practitioner (Audit / 

Education) 

 

 

IP Nurse 

Practitioner 

(Surveillance) 

 

Every ½ hour ‘sift’ 

during working hours 

 

 

As case occurs to PHE 

via MESS DCS 

Monthly to CCG  

Monthly to Trust 

Board 

Weekly to Directors 

 

As case occurs to PHE 

Monthly to CCG 

Monthly to Trust 

Board 

 

As case occurs via 

MESS DCS 

Monthly to CCG  

Monthly to Trust 

Board 

Daily and weekly to 

Directors 

 

One quarter per year 

reported to Infection 

Prevention 

Committee / PHE 

 

As case occurs via 

MESS DCS 

Monthly to CCG 

Weekly to Directors 

 

As case occurs via 

MESS DCS 

Monthly to CCG 

Weekly to Directors 

 

For information only 

– added to Annual 

Report 

 

 

For information only 

– added to Annual 

Report 

 

Ongoing via IC Net 

 

 

 

In progress (In year to 

date 0 cases) 

 

 

 

 

 

In progress (In year to 

date 0 cases) 

 

 

 

In progress (In year to 

date 14 cases) 

 

 

 

 

 

 

Planned to participate in 

the 2
nd

 quarter (July – 

August) 2014/15. 

 

 

In progress (In year to 

date 2 cases) 

 

 

 

In progress (In year to 

date 7 cases) 

 

 

 

In progress (In year to 

date 0 cases) 

 

 

 

In progress (In year to 

date 0 cases) 



Annual Report Infection Prevention 2013-14 

 

Tameside Hospital NHS Foundation Trust Page 41 

 

 

Annual Programme 2014/15 - Appendix 2 

Audit Programme 2014-15 

Type of Audit Lead By When Outcome / Progress 

 

Hand Hygiene observation of practice 

 

 

Hand Hygiene Validation 

 

 

Management of Sharps 

 

 

Glove Usage 

 

 

Sluice Room  

 

 

Commodes 

 

 

Isolation Facilities 

 

 

Peripheral Cannula care & insertion 

 

 

Saving Lives High Impact Interventions 

 

 

 

 

Environment & Clinical practice 

 

 

 

 

Antibiotic use and prescribing compliance – point 

prevalence audits 

 

Antibiotic ward round audit 

 

 

Mattress condition and Integrity 

 

 

 

 

Matrons / Unit & 

Ward Managers 

 

IP Clinical Lead 

 

 

IP Team 

 

 

IP Team 

 

 

IP Team 

 

 

IP Team 

 

 

IP Team 

 

 

IP Team 

 

 

IP Nurse 

Practitioner / Ward 

Managers 

 

 

IP Team 

 

 

 

 

Antibiotic 

Pharmacist 

 

Antimicrobial 

Management Team 

 

Tissue Viability 

Nurse 

 

 

 

Monthly 

 

 

Yearly 

 

 

Yearly 

 

 

Yearly 

 

 

Yearly 

 

 

Yearly 

 

 

Every 2 years 

 

 

Yearly 

 

 

Monthly 

 

 

 

 

Rolling programme 

 

 

 

 

Quarterly  

 

 

Weekly 

 

 

Yearly 

 

 

 

 

In place on an on-going 

basis 

 

Planned 21
st

 July 2014 

 

 

Planned July 2014 

 

 

Planned February 2015 

 

 

Planned February 2015 

 

 

Planned 21
st

 Sept 2014 

 

 

Planned August 2014 

 

 

Planned  September 

2014  

 

In place on an on-going 

basis 

 

 

 

Completed April / May 

2014 (Action plans in 

progress and being 

monitored) 

 

In place on an on-going 

basis 

 

Via audit proformas 

 

 

Completed 30
th

 June 

2014 (results awaited) 
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Annual Programme 2014/15 - Appendix 3 

Infection Prevention / Control Polices 2014-15 Programme 

Policy Name Lead Review Date Progress 

    

Infection Prevention / Control Policy IP Nurse Practitioner 08.07.2014 Due this year 

Hand Hygiene Policy IP Nurse Practitioner 30.11.2014 Due this year 

‘Bare Below the Elbow’ Policy Patient Safety Lead (IP work 

stream & Clinical Lead IP) 

23.04.2016 Not due 

Legionella Policy Estates Operations Manager 30.11.2014 Due this year 

Aspergillus Policy Estates Operations Manager 

with Clinical Lead IP  

31.01.2016 Not due 

Blood Culture Policy IP Nurse Practitioner 28.02.2015 Due this year 

Clostridium difficile Infection (CDI) Clinical Lead IP 31.07.2015 Not due 

Food Hygiene Policy Clinical Lead IP with Hotel 

Services Manager 

30.11.2015 Not due 

Glove Policy Clinical Lead IP 19.03.2016 Not due 

Hospital Outbreak of Infection Policy Clinical Lead IP 30.11.2015 Not due 

Isolation Policy Clinical Lead IP 31.01.2015 Due this year 

Meticillin Resistant Staphylococcus Aureus 

(MRSA) 

IP Nurse Practitioner 15.01.2016 Not due 

Single Use Medical Devices Clinical Lead IP  19.03.2017 Not due 

Viral Gastroenteritis Policy Clinical Lead IP 19.03.2016 Not due 

Inpatient Respiratory Tuberculosis Policy (TB) Respiratory (TB) Nurse 

Specialist 

28.02.2015 Due this year 

Cleaning Policy (Environment / Equipment) Clinical Lead IP  New Policy Due this year 

Decontamination Policy Estates Operations Manager 30.11.2015 Not due 

Influenza Pandemic Contingency Plan Clinical Lead IP with Emergency 

Planning Officer 

31.05.2015 Not due 

Collection, Transport and Reception of High 

Risk Laboratory Specimens 

Clinical Lead IP 31.01.2015 Due this year 

Prevention & Management of Listeria  Training / QA Manager 

(Catering) 

30.11.2015 Not due 

Waste Management Energy & Environmental 

Manager 

28.02.2015 Due this year 

Carbapenemase Producing Enterobacteriaceae 

(CPE) 

Consultant Microbiologist with 

Clinical Lead IP 

New Policy Due this year 

IP Business Continuity Plan Clinical Lead IP New Plan Due this year 

IP Training Strategy Clinical Lead IP with TVN 31.05.2014 Due this year 

    

Clinical Guidelines Lead Review Date Progress 

    

Alcohol Hand Rub Guidelines IP Nurse Practitioner 31.03.2016 Reviewed and authorised 

this year 

Aseptic Non Touch Technique (ANTT) – 

Catheterisation, IV Therapy & Wound Care 

IP Nurse Practitioner 18.02.2016 Not due 

Clostridium difficile  - Management Guidelines Dr S Ahmed 28.02.2015 Due this year 

Bowel Management System –  Guidance for 

faecal Incontinence  

IP Nurse Practitioner 31.05.2016 Reviewed and authorised 

this year 

Antibiotic General Hospital Guidelines 

 

Antibiotic Pharmacists with 

Consultant Microbiologist 

04.12.2014 Due this year 

Rationalising Faeces Culture on Inpatients Consultant Medical 

Microbiologist 

30.05.2015 Not due 
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Appendix A 

Infection Prevention Committee  

Terms of Reference 

MEMBERSHIP 
The Director of Infection Prevention and Control (Chief Nurse) is the appointed Chair. 
Membership of the committee will include representation from clinical and non – clinical 
directorates. Core members are: 
 

1. Director Infection Prevention and Control / Director of Nursing (Chair)  
2. Consultant Clinical Microbiologist / Infection Control Doctor 
3. Consultant in Communicable Disease Control Public Health England  
4. Antibiotic Specialist Pharmacist 
5. Clinical Lead, Infection Prevention / Control 
6. Infection Prevention and Control Nurse Practitioner and / or Surveillance Nurse 
7. Head of Patient Flow 
8. Director of Estates & Facilities and / or Estates Operational Manager 
9. Tissue Viability / Continence Nurse Adviser  
10. Occupational Health Nurse 
11. HSDU Manager  
12. Elective services Divisional Head of Nursing and / or Unit (Ward) Manager 
13. Emergency Services & Critical Care Divisional Head of Nursing and / or Matron 
14. Prescribing Lead – Clinical Commissioning Group 
15. Quality Assurance Officer (Cleaning Standards) 
16. Patient Safety Lead for Infection Prevention 
17. Consultant Representative – Medical Division 
18. Consultant Representative – Surgical Division 
19. Consultant Representative – Paediatrics 
20. Consultant Representative – Accident & Emergency 
21. Consultant Representative – Medical Assessment Unit. 

 
PURPOSE 

· To advise the Quality and Operational Governance Committee (and 
subsequently the Trust Board) on all matters relating to healthcare associated 
infection and communicable disease.  

· To lead the development and oversee delivery of the Trusts Annual Programme 
for the prevention and control of healthcare associated infection. 

·  To provide the Trust Board with assurance of compliance with all requirements 
of the Health and Social Care Act  2008 (Revised 2012) - Code of Practice on the 
Prevention and Control of Infections and related guidance, the infection 
prevention and control elements of Core Standards, and Risk Management 
Standards. 
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Frequency of Meetings 
The Committee meets bi – monthly. 
 
Function 

1. Develop and monitor an annual programme for activities relating to the 
prevention and control of infection 

2. Develop and monitor infection prevention and control policies and procedures 

3. To support and monitor infection prevention and control strategy to ensure 
effective implementation of national and local initiatives 

4. To provide a source of expert advice and guidance on all matters relating to the 
prevention and control of healthcare associated infection and communicable 
disease 

5. To ensure that there are robust structures and systems to enable the effective 
recognition and management of outbreaks of infection 

6. To review surveillance data and ensure that infection prevention and control 
activity is appropriate and focussed  

7. Contribute to the development of policy and strategy for the prevention and 
control of infection and communicable disease across the health economy 

 
Quorum 
 The presence of the following members will represent quorum: 
 Chair or delegated deputy  
 Infection Control Nurse 
 Consultant Medical Microbiologist 
 Two other members of committee 
 
Circulation of Minutes 
Committee Members 
Patient Safety Programme Board 
Lead Consultants 
Pathology representative (Tony Tetlow) 
Matrons 
Heads of Nursing  

 

 

 

 

 

 

Revised December 2013 



 

 

PART 1  

AGENDA ITEM 13 

Title of Board paper 
Patient Experience Update 

Board meeting date 
25 September 2014 

Purpose  
To provide the Board with an update and an overview of the 
work to date that is focusing upon the Patient Experience.  

Corporate Objectives  1, 2, 3, 4, 6, 7 

Relating to 
Assurance 
Framework and 
Significant Risk 

AF 3446 Failure to assess and monitor the quality of service 
provision 

Actions 
Recommended  

Noting / Discussion / Decision 

Publication In line with Trust publication scheme 

Unusual acronyms  FFT -  Friends and Family Test 

Any communication 
actions after meeting 

None 

Report of John Goodenough, Director of Nursing 

Paper prepared by Lindsay Stewart, Deputy Director of Nursing 
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Patient Experience Update 

Purpose 
To provide the Board with an update and an overview of the work to date that is focusing upon 
the Patient Experience.  
 
Discussion 
Delivering a high-quality experience for patients should, without question, be a priority for all NHS 
organisations. This will become increasingly important as the NHS operates in an ever-more 
dynamic environment, with patients’ expectations increasing. 

Patients, carers and families utilising our services at TGH have a right to experience the best 
care by a Trust that listens to their voice and demonstrates that patient and family experience is 
at the heart of the care we provide and is a key measure of patient care. 

As part of the Trusts Quality Improvement Strategy, patient experience forms one of the quality 
drivers with the aim that all patients will receive high quality care that is tailored to their individual 
needs, which we will be monitored through the delivery of the Patient Experience Strategy. 

This paper will provide an update on how we are monitoring the experiences of our patients 
though the following processes. 

The Friends and Family test 
This is measured by asking patients across A&E, inpatient areas and Maternity a set question;  
“How likely are you to recommend our ward, department or service to your friends and family if 
they needed similar care or treatment?”  
 
Responses are collected in various ways, cards, volunteers – tablet, internet, SMS texting 
service and are collated on a monthly basis. There is a 2014/15 FFT national CQUIN which 
requires a response rate for A&E of 15% to be achieved by the end of Quarter 1 and to maintain 
improvement. 
 
To measure patient experience a Net Promoter Score is used. From the answers given 3 groups 
of people can be distinguished: 

• Detractors - people who would probably not recommend you based on their experience, 
or couldn't say. 

• Passive - people who may recommend you but not strongly. 

• Promoters - people who have had an experience which they would definitely recommend 
to others. 

This gives a score of between -100 and +100, with +100 being the best possible result.  
The Net Promoter Score allows us to focus on areas for improvement. 
 
Table 1 below shows our response rate for all areas A&E, Inpatient, Combined (IP & A&E) and 
Maternity. 
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           Table 1  

Table 2 shows the net promoter scores for A&E, Inpatient and Maternity services.  

 
                             Table 2 

A&E FFT 
In June the response rate for A&E reached 31.5% with a decrease in July to 26.3%. The CQUIN 
target for quarter 1 for A&E is 15% and the overall achievement was 24.7% Table 3 shows the 
A&E response rate to date. 

 
                   Table 3 
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Table 4 shows how we are performing in A&E in relation to the specific questions, with 79.9% 
scoring extremely likely or likely to recommend the department in June and 75.8% in July.  

 
                            Table 4 

It is clear work needs to continue to ensure we are capturing feedback for A&E.  

Table 5 demonstrates the net promoter scores for A&E. The net promoter for A&E for June was 
34 and 25 for July. 

 
                                                                                                                                  Table 5 

Table 6 shows the benchmarking for A&E for June compared to the other Trusts across Greater 

Manchester and in comparison to England. This shows that we were the top performing Trust for 

A&E response rates during the month of June for response rates, but 10th out of 11 North West 

Trusts for friends and family score. The data set for July is not available and will be included in 

the paper next month.  
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Friends and Family Test - A&E Departments (Type 1 and 2)
Friends and Family Test submissions by trust

June 2014

Name
Total 

Responses

Total 

Eligible

Response 

Rate

Friends 

and 

Family 

Test 

Score

Extremely 

Likely
Likely Neither Unlikely

Extremely 

Unlikely

Don't 

Know

England 149,887 720,202 20.8% 53 94,459 34,615 6,888 3,974 5,961 3,990

BOLTON NHS FOUNDATION TRUST 921 5,929 15.5% 50 579 200 46 30 53 13

CENTRAL MANCHESTER UNIVERSITY HOSPITALS NHS FOUNDATION TRUST 2,195 9,417 23.3% 63 1,549 427 64 42 82 31

PENNINE ACUTE HOSPITALS NHS TRUST 3,757 12,670 29.7% 43 1,989 1,178 221 105 123 141

SALFORD ROYAL NHS FOUNDATION TRUST 1,058 3,812 27.8% 57 704 223 49 28 37 17

STOCKPORT NHS FOUNDATION TRUST 939 4,229 22.2% 45 535 261 68 21 32 22

TAMESIDE HOSPITAL NHS FOUNDATION TRUST 1,302 4,133 31.5% 34 658 382 83 52 94 33

UNIVERSITY HOSPITAL OF SOUTH MANCHESTER NHS FOUNDATION TRUST 717 4,444 16.1% 56 484 135 25 24 41 8

WRIGHTINGTON, WIGAN AND LEIGH NHS FOUNDATION TRUST 774 4,996 15.5% 67 548 184 14 10 11 7

BLACKPOOL TEACHING HOSPITALS NHS FOUNDATION TRUST 812 4,708 17.2% 64 544 172 18 18 15 45

EAST LANCASHIRE HOSPITALS NHS TRUST 645 5,110 12.6% 25 307 168 44 43 66 17

LANCASHIRE TEACHING HOSPITALS NHS FOUNDATION TRUST 1,468 6,375 23.0% 54 966 307 95 36 46 18

Breakdown of Responses

 

 Table 6 

Thematic analysis for A&E FFT. 

As part of the returns there is a free text component. The analysis has identified themes and 

feedback has been given to the Divisions for them to implement changes as appropriate. This 

month the feedback has been very positive with key themes being caring; professional, friendly, 

courteous, staff; prompt treatment; helpful, supportive and informative staff; excellent doctors and 

nurses; porter and all staff fantastic; first class, excellent service. The areas of concern are 

generally waiting times but an acknowledgement from the department that June and July had a 

particularly high number of attendees to the department.  

Inpatient  FFT Survey analysis. 

The table below highlights the inpatient response rate for June was 63.4% and July was 48.2 %. 

The FFT CQUIN target for inpatients for 2014/15 has a target response rate of 25% by the end of 

quarter 1. The CQUIN was exceeded for quarter 1 with an overall response rate of 51.7%, over 

double the required response rate.  

 

                                             Table 7 
Table 8 shows how we are performing in the inpatient areas in relation to the specific questions, 
with over 90% scoring extremely likely or likely to recommend the department in June and July.  
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          Table 8 

Table 9 demonstrates the net promoter scores for inpatients. The net promoter for June was 68 
and 63 for July.  

   
Table 9 

Table 10 shows the benchmarking for Inpatient services for June and in comparison to Greater 

Manchester and England. This shows that we had more responses than the Greater Manchester 

and England response rates during the month of June. The data set for July is not available and 

will be included in the paper next month. The net promoter however, remains an area lower than 

the Greater Manchester and England average, although 94% of patients are extremely likely and 

likely to recommend us as a combined figure. The mapping of the areas of concern from the 

inpatient survey continue to be monitored, to establish areas requiring improvement. 

 

Friends and Family Test - Inpatient
Friends and Family Test submissions by area team

June 2014
Unify2 Data Collection - FFT_IP

Provider

FFT data team - england.friendsandfamilytest@nhs.net

Area Team
Total 

Responses

Total 

Eligible

Response 

Rate

Friends and 

Family Test 

Score

Extremely 

Likely
Likely Neither Unlikely

Extremely 

Unlikely
Don't Know

England (including Independent Sector Providers) 129,077 339,874 38.0% 74 98,155 23,521 2,835 936 983 2,647

England (without Independent Sector Providers) 123,444 327,665 37.7% 73 93,032 23,077 2,803 932 968 2,632

Greater Manchester Area Team 7,763 18,253 42.5% 76 5,995 1,373 138 43 53 161

Tameside Hospital Foundation Trust 613 967 63.39% 68 441 136 16 6 8 6

Breakdown of Responses

                                                                Table 10 

Analysis of the themes from the heat maps for inpatients continues to demonstrate that noise at 
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night from hospital staff remains a key theme. All areas have been reminded to discuss at ward 

meetings the findings from the feedback.  

Maternity service FFT 
Maternity Services response rates have dropped again for June and July with a response rate of 

21% and 18.8% Further work needs to continue in increasing the response rates for Maternity. A 

plan with the division has been agreed and monitoring will establish the success of the changes 

implemented. Maternity’s overall response rate for the first quarter (although not a CQUIN) was 

24.48% 

 
                                     Table 10 
Maternity services has a positive response rate with over 95% of responses either extremely 

likely or likely to recommend the department as shown in table 11. 

 
                                                                                                                                Table 11 
Table 12 demonstrates the net promoter scores for maternity services. The net promoter for June 
was 79 and 83 for July. 

 
        Table 12 
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Table 13 shows the benchmarking for maternity services for June and in comparison to Greater 

Manchester and England. This shows that we had more responses than the Greater Manchester 

and England response rates during the month of June. The data set for July is not available and 

will be included in the paper next month.      

 

Friends and Family Test - Maternity 
Friends and Family Test submissions by area team

JUNE 2014
Unify2 Data Collection - FFT_MAT

Provider

FFT data team - england.friendsandfamilytest@nhs.net

Area Team
Total 

Responses

Total 

Eligible

Friends 

and 

Family 

Test 

Score

Extre

mely 

Likely

Likely Neither Unlikely
Extremely 

Unlikely

Don't 

Know

England (17.2%) 8841 51,167 67 6,125 2,193 203 79 55 186

Tameside Hospital NHS Foundation Trust - Antenatal Care (21%)      164 780 79 130 30 1 0 1 2

Greater Manchester Area Team (19.1%)     568 2,968 66 395 144 21 2 1 5

Breakdown of Responses

          Table 13 

 
 

Additional information for Friends and Family test 

NHS England has launched new FFT Guidance released in July 2014. The areas that have 
altered are tabled below but particular attention should be brought to the combining of the 
extremely likely and likely responses. This will change our net promoter score although there is a 
suggestion the net promoter score will be replaced by a different matrix, although not confirmed 
as to what it is.  

NHS England Guidance    Tameside Position 

Extremely likely and likely responses will be 
included as well as unlikely and extremely 
unlikely 

This will assist with our position in terms of the 
net promoter score 

Implement dental FFT 

 
Dental service FFT commenced August 2014. 

Ask the question as to why they have provided 
the answer they have given.  

This is incorporated in to the card design 

Include ambulance FFT.   This is incorporated in to the card design 

The token system will no longer exist.  Not something we use 

The plan to roll out to all areas including 
outpatients by April 2015  

 

Out patients will come on board with the 
launch of the new card 

NHS England are looking at the net promoter 
and seeing if there is a different matrix that 
can be used 

This will assist with our position 
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National Surveys 

The Trust is currently involved in the fieldwork for 2 national surveys: the Children’s and Young 
people’s survey and the National Inpatient survey. These both commenced in September this 
year and the results will be available at the beginning of next year.  Preliminary results are 
available for the national A&E survey carried out at the early part of 2014, and show an initial 
response rate of 26.7% but responses are still being received. Once a more detailed report is 
available it will be presented within this paper.  

Voluntary Services  

THFT have a large number of volunteers who contribute on a daily basis to the operational 
aspects of the hospital. There are currently 420 volunteers registered with the hospital. A process 
to develop the mapping of the volunteers is underway with a focus on work streams: e.g ward 
based volunteers, dining companions, scooter volunteers.etc 

Dining companions 

The voluntary services have implemented the Dining Companions project with formal training 
taking place in May and July. Volunteers are now on two wards in Ladysmith who are piloting the 
project. The plan going forward is to increase the number of Dining Companions to give every 
ward access to this service probably at least at one meal per day. An evaluation is being 
developed to look at the feedback from carers, staff and dining companions to assess the impact 
of the project.   

Ward bed side booklet  

Plans are in progress with the development of an up to date bedside booklet that provides 
relevant information for all our inpatients across the Trust. The League of Friends have agreed to 
fund this project. A task and finish group has been established in order to complete the work and 
it is hoped to be available mid to the end of October.   

Open and Honest care 

The Trust continues to report as part of the open and honest care programme which publishes on 
monthly basis information relating to three key categories: safety, experience and improvement. 
As well as publishing data relating to FFT, HCAI‟s, Safety Thermometer, pressure Ulcers and 
Falls we also use patient stories as an essential tool to improving the care received by the 
patients and their families. Each month a patient story is published alongside an improvement 
story for the Trust. As the programme has developed we have tried to link the two together and 
this month we have used the Inflammatory Bowel Disease service, linking a patient’s experience 
and staff member within one film.  

Formal evaluation of the open and honest care programme has been commissioned by NHS 
England, and THFT is part of the evaluation of the programme with the research being 
undertaken by Edge Hill University. The survey has been distributed to 6 Executive and Non-
Executive directors of the Trust, 20 senior managers and 195 nursing colleagues 

Local College Engagement 

The Trust has been working with Tameside College to facilitate placements for the year 2 Health 
and Social Care students. The students will be involved in the Trust induction programme and 
monitored by the college placement officers. The first cohort of students will commence in 
September 2014 and be placed in two wards in Ladysmith building. They will be assisting with 
the dining companion’s role as well supporting our patients with dementia using the memory 
boxes that have been designed.  
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 Design and creation of a Dementia friendly garden located in Ladysmith courtyard area has 
commenced in partnership with Cofley and Tameside College – art students. There have been 
delays from the college but it is hoped to be completed soon. 

Ward Accreditation 

Following the roll out of the programme in March 2014, all wards have now undertaken an 
assessment and we have a baseline heat map (Table 5) showing across the 13 standards the 
areas  by ward / unit for focused attention and service improvement.  

Ward / Unit managers have all received their individual results of their accreditation assessment. 
Actions plans are now in place being monitored by the Matrons covering the areas and discussed 
at their Divisional Governance meetings. 

The programme for reassessment has been put back to allow for a review of the whole process 
based upon the feedback from the phase 1 testing, although the improvements are continuing at 
ward level to address the areas identified on the heat map. 

Next steps 

Workshop has been held to review phase 1 and refine the process going forward which will 
embed the accreditation programme into mainstream business. 

This focused on : 

• Pre assessment – did it work / was it useful 

• Assessment -  document – does it require changes – how does it fit with “specialty areas” 
– ICU/A&E / Paeds etc. both from  an assessors / and those being assessed perspective 
how was it for you 

• Post Assessment – validation process – does it work can we do it better. 

• Assessment team - What should the assessment team look like / have we got the 
makeup of the team right? 

• Assessment areas perspective – Is it driving improvement / are you discussing it at ward 
level / operational governance level in the Division? 

• Communication – outwardly visible with clear improvement objectives shared. 

The aim is for  all wards to be “Elite” standard by 2015 

 

 

The outcomes of the workshop identified that to give further assurance around the accreditation 

tool, the next phase of assessments will be undertaken taking each individual standard and the 

assessment being undertaken by specialist teams.  

i.e Infection prevention team will visit all the areas and undertake the assessment using standard 

13 – infection prevention, Safeguarding team will review standard 2 – safeguarding patients 

across all areas. 

This will test out the accreditation tool and identify robust processes to support the assurance 

that the tool does flag up the areas of concern and deliver the service improvement expectations.
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Ward 30              April Amber 

Ward 31              April Red 

Ward 40              March Red 

Ward 41              March Amber 

Ward 42              March Red 

Ward 43              March Red 

Ward 44              March Red 

Ward 45              March Red 

Ward 46              March Red 
Ward 5 

(ASU) 
             April Red 

MAU              June Red 

Elective Unit              May Amber 

Surgical Unit              May Amber 

Trauma Unit              May Amber 

WHU              June Amber 

CCU              May Amber 

ITU              June Amber 

A&E              June Amber 

Maternity              June Amber 
Children’s 

Unit 
             June Amber 

NICU              July Green 
Scoring Key: 

Red - 5 Red standards or more in total Green - 0 Red and 0-4 ambers standards in total 

Amber - 0-2 Red and 5 ambers or more in total Elite - Three consecutive GREEN accreditations 

 Table 5 Heat Map – Ward Accreditation Assessment Aug 2014 
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Dementia Strategy update 

 

The first year of the Dementia Strategy is now starting to influence how we deliver and plan the 

care across the Trust. 

We have a clearly defined assessment process in place, training to support our staff now being 

planned and rolled out and engagement with carers and families to listen to their experience to 

improve care. 

To plan the care for our patients, we utilize the Find, Assess Investigate and Refer pathway 

(FAIR). Our performance over recent years has been poor. With the implementation of a clinical 

leadership model supported by the recruitment of a Lead Nurse for Frail Elderly and Dementia, 

we are now influencing how we deliver care. The Q1 results show that we achieved the 90% 

target set around the FAIR process. This measures of those emergency admissions admitted to 

the hospital, we have identified those patients who potentially have dementia, had them 

appropriately assessed and have referred them on to specialist services. 

To ensure our staff have the right skills to support care delivery, a training programme  based on 

the training needs analysis has now been agreed and is being rolled out. The model for training 

is based on a 3 tier approach. 

• Basic awareness training for all new starters to the Trust as part of the corporate 

induction 

• Dementia Awareness / Enhanced Dementia Skills – half day sessions 

• Bespoke training 

All staff groups are targeted, medical, nursing, AHP’s, Partner staff and volunteers. 

Finally, working with carers, and families is key to supporting their relative during a hospital stay. 

New care plans are being put in place, guidelines for care delivery for patients who require an 

enhanced level of supervision have now been agreed, and the carers questionnaire redesigned 

following a focus group held with the Tameside Carers forum.  

The feedback from July and August audit identifies;
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Date 

Please 

tell us 

how old 

the 

patient 

is: 

Please 

tell us 

how old 

you are: 

What 

ward(s) 

were 

they 

on? 

Did they 

always 

have the 

help they 

needed to 

eat and 

drink? 

Were you 

involved as 

much as you 

wanted to be 

in decisions 

about their 

care and 

treatment? 

Did you feel 

that the 

patient was 

treated with 

dignity and 

respect? 

Did you 

know who to 

speak to 

about their 

care and 

treatment? 

Was the 

hospital 

environme

nt clean 

and tidy? 

As a carer of a 

person with 

Dementia who 

is in hospital, 

did you feel 

adequately 

supported 

during their 

hospital stay? 

Please provide any feedback, comments or 

suggestions you may have: 

28/06/14 70 - 79 40 - 64 
Ward  

44 

Yes,  

always 

Yes,  

always 

Yes,  

always 

Yes,  

always 

Very 

good 
Yes, always  

22/07/14 80+ 40 - 64 
Ward 

 46 
No 

Yes, 

 sometimes 

Yes, 

sometimes 
No Poor No 

It took a long time (months) to get help with 

what we needed and we were very stressed 

with no-one co-ordinating care. No-one 

seemed to know what the other was doing. 

We are still not clear and my dad is still in 3 

months later. 

14/07/14 80+ 70 - 79 
Traum

a Unit 

Yes 

 always 

Yes,  

always 

Yes, 

 always 
No Good 

Yes, 

sometimes 

The discharge took a long time, we had to 

find a good care home for my husband who 

has cancer and dementia. There were a lot 

of different people involved. 

10/07/14 80+ 70 - 79 
Ward  

43 
No No 

Yes, 

sometimes 
No Poor No 

My partner should have been discharged 

weeks before she was. No one told us what 

was going on. It was a very stressful time, 

no-one co-ordinated the care. 

20/07/14 80+ 40 - 64 
Ward  

41 

Yes,  

always 

Yes, 

 always 

Yes,  

always 
Yes, always Good Yes, always 

We did an advance care plan for my mum's 

future care and this felt very useful. 

24/07/14 80+ 40 - 64 
Ward 

46 

Yes, 

sometime

s 

Yes, 

sometimes 

Yes, 

sometimes 
No Good 

Yes, 

sometimes 

We waited for ages for a social work review, 

when they go on holiday there is no cover 

and the patients discharge gets delayed. 

 
It is clear from this that there are areas of improvement focusing on the discharge process. These results have been shared with the 

Integrated Discharge team to review. 
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Summary 

Patient experience is so much more than just undertaking surveys and seeking opinion it is about 

a way of monitoring the quality of care we give to our patients through the feedback that we 

collect. The themes that are identified via the feedback together with the information we collect in 

relation to complaints and PALS will give clinical areas, wards and departments a broader 

spectrum of information which together with the performance data will allow them to enhance and 

improve the quality of care our patients at TGH receive. 

Recommendation 

The Board is requested to receive this update and note the processes that are in place to support 

the delivery of a high quality experience for patients, families and carers at TGH. 

 
 



 
 

 

    
 

  
 

PART 1 
AGENDA ITEM 14  

 

 
Title of Board paper 
 

Estate and Facilities Performance Dashboard 

Board meeting date 25th September 2014 

 
Purpose  
 

The Board is asked to review current Estate and Facilities 
performance 

Corporate 
Objectives 

7- To deliver against the required local and national 
frameworks in order to meet all requirements of the 
Trust’s operating license and the commissioners’ 
requirements. 

Relating to 
Assurance 
Framework and 
Significant Risk 

AF 1.19 Failure to meet 
regulatory and 
registration 
requirements relating 
to maintaining 
suitability of premises  

AF3478 

 

Actions 
Recommended  

Discussion / Noting / Decision 

Publication 

 
This paper will be published under the THFT publication 
scheme 
 

Unusual acronyms  

CIP Cost Improvement Plan 
CQC Care Quality Commission 
RIDDOR Reporting of Injuries, Diseases and Dangerous 
PLACE Patient Led Assessment of Care Environment  
ERIC Estates Returns Information Collection 
MES Medical Equipment Services 

YTD Year-to-Date 

Cofely PFI Provider (previously BBW) 

MDG Medical Devices Group 

PPM           Planned Preventative Maintenance 

VO              Virtual Operator 

Any 
communications 
actions after the 
meeting 

None 

Report of Gillian Parker, Director of Estate and Facilities  

Paper prepared by David Statham, Head of Estates 
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Estate and Facilities Performance Dashboard  

 September 2014 Performance  

 

Introduction 

 

The Estate and Facilities Dashboard report provides the Trust Board with an overview of the Trust’s 
performance across a range of quality and operational indicators for the non-clinical support services 
of Estate and Facilities, Hotel services and Security for the previous and most up to date Quarter 
performance for 2014/15, along with a RAG rating of performance to support the Board in evaluating 
the Trust performance against each indicator. 

 

Trend Status Analysis 

 

Trend analysis is included within the Dashboard.  This is in the form of an arrow icon identifying the 
performance trend of each indicator based on the Quarter 1 trend compared to the previous 
Quarterly trend.  This allows the Trust Board to evaluate both the current position alongside the 
prevailing trend in performance over a period of time.  The trend arrow demonstrates the historic 
trend analysis of each indicator based on the following description: 

 

 
 

Exception Reports 

 

Alongside the Performance Dashboard, the report includes exception reports which respond to 
negative changes in the performance data and will allow the Executive team and Trust Board to 
understand the details of the indicator and be assured of and contribute to plans to rectify 
performance and quality issues. Within the exception report is the current year to date position to 
provide an indication of performance improvement from the Quarter 1 position. 

 

The Board is to note that the security parameters included in the dashboard have been reviewed, 
and altered to provide four measured parameters which give an indication of Trust related security 
issues and the directorate performance in managing these. Therefore the previous Quarter figures 
from the previous year are not available.      

 

Recommendation 

 

The Trust Board is asked to review the quality and performance standards noted in the Quality 
account. 
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Estate and Facilities Performance Dashboard 
Quarter 1 of 2014/15 

 
 
 

 
Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1

Target Actual Status Target Actual Status Target Actua l Status Target Actual Status Target Actual Status Ta rget Actual Status

PDR Completion 95% 96% 95% 96% Emergency Response times met 95% 100% Performance Against Budgets £2,714,654 £2,557,079 £2,597,778 £2,586,503

Workbook inc IG completion 95% 92% 95% 93% Planned Response  times met 95% 100% Estates & Facilities  Divis ional CIP £87,308 £161,755 £6,246 £68,671

Manual Ha ndling 100% 100% 100% 99% Number of secure premises  95% 95% Estates & Facilities  Capita l to Plan £70,000 £316,000 £120,000 £78,000

Manual Ha ndling DNA's 1% 0% 1% 0% ID ca rds  issued on 1st Day 0 0 #DIV/0!

Sickness  Absence 3% 3% 3% 3%

Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1

Target Actual Status Target Actual Status Target Actua l Status Target Actual Status Target Actual Status Ta rget Actual Status

Department Specific Staff Tra ining to Plan 95% 100% 95% 100% Linen Quality Audit 90% 94% 90% 96% CQC Premises  Compliance Evidence 98% 100% 98% 100%

Hea lth & Safety Toolbox Talks 95% 200% 95% 200% Switchboard Response Times - External 90% 85% 90% 91% CQC Equipment Compliance Evidence 98% 98% 98% 98%

Legionella  Compliance Audit 95% 98% 95% 95% Unserved Meals 10% 8% 10% 8% PLACE Cleanliness 96% 90% 97% 92%

Pseudomonas Sa mpling Compliance 95% 100% 95% 100% Food Hygiene Rating - Kitchen 100% 100% 100% 100% PLACE Food 89% 96% 89% 100%

Asbestos  Compliance Audit 95% 100% 95% 100% Food Hygiene Rating - Restaurant 100% 100% 100% 100% PLACE Privacy & Dignity 89% 86% 88% 83%

False Fire Alarms 100% 95% 100% 40% Portering Response Times - Average 97% 99% 97% 102% PLACE Condition 89% 87% 92% 87%

Actual Fires 100% 0% 100% 0% Cleaning Audit Scores - Very High risk 98% 92% 98% 100% Synergy Quality Audit 99% 100% 99% 100%

PFI - Fa ilure Events 100% 0% 100% 20% Cleaning Audit Scores - High Risk 95% 88% 95% 101%

PFI - Quality Fa ilure Events 100% 0% 100% 33% Cleaning Audit Scores - Significant Risk 85% 109% 85% 113%

Cleaning Audit Scores - Low Risk 75% 50% 75% 123%

Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 MITIE Rectification Cleans 5% 21% 5% 12% Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1

Target Actual Status Target Actual Status Target Actual Status Ta rget Actual Status

Routine Maintenance PPMs (Inhouse) 75% 53% 75% 130% Policies  & Procedures  Updates 90% 100% 90% 100%

Routine Maintenance PPMs (Contractors) 75% 118% 75% 46% ERIC Return 100% 100% 100% 100%

MESD ISO 9001 Certification 80% 100% 80% 100%

Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 STATUS KEY Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1

Target Actual Status Target Actual Status Significantly better than expected Target Actual Status Ta rget Actual Status

Slightly better than expected

Wa ter Consumption 98% 106% 98% 78% As expected

Carbon Footprint 98% 91% 98% 94% Slightly worse than expected

Significantly worse than expected

SUSTAINABILITY

Ratified by Ratified at 

Ratified by Monthly Operational Estates Meeting Ratified by Ratified by 

MES GOVERNANCE

Ratified at MESD Monthly Meeting Ratified at 

FINANCE

Ratified by E&F Monthly DMT Ratified by Ratified by Formal Budget Meeting

ESTATES FACILITIES QUALITY

PEOPLE SECURITY

No Previous 

Data Data input start July 14
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: PEOPLE (1/2) 
 

 

PEOPLE Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

Workbook inc IG Completion 
 

>95% 

 

 
 

 
ISSUE: 
By the end of June 2014, 5 members of staff were non-compliant. In relation to the 
completion of their workbooks. 
 
 
 
 
PROPOSED ACTIONS: 
Staff were reminded that completion is required. 

 
 

 
 
ASSESSING IMPROVEMENT: 
July figures indicated no movement but August 2014 show significant movement 
and a return to compliance once more 

 
 
 
 

 
` 
 

 

Expected date to meet 
target 

Sept 2014 Signed off by Stephen Bridgehouse 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: PEOPLE (2/2) 

 
 

PEOPLE Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

Manual Handling 
 

100% 

  
 

 
ISSUE: 
Three members of staff from within the Department had not attended the mandatory 
manual handling training when reported in June 2014 
 
 
 
 
 
PROPOSED ACTIONS: 
All three were booked on manual handling training 

 
 

 
 
 
ASSESSING IMPROVEMENT: 
The July report shows all have attended the training and are now compliant 

 
 

 
 
 
 
 

 
 

 
 

Expected date to meet 
target 

Sept 2014 Signed off by Stephen Bridgehouse 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: MES (1/1) 
 

MEDICAL EQUIPMENT SERVICES Target YTD status  Quarter 4 
Performance 

Quarter 1 
Performance 

Routine Maintenance PPM’s (Contractors) >75%  
 

 

 
ISSUE:  

1. Poor performance of one contractor coupled with their policy of not 
releasing any service reports until all servicing is completed. 

2. Service reports delivered direct to the user departments. 
 
PROPOSED ACTIONS: 

1. Cash has been withheld whilst assurances are received that all 
contracted work has been performed. Future work will be removed from 
contract and performed in house 

2. From October 14, all contracts will be let by MES thus giving greater 
control and ownership.  Copies of service reports being obtained. 

3. Weekly management review meetings being introduced in MES for senior 
staff where contractor performance will be a standing agenda item. 

 
ASSESSING IMPROVEMENT:  
Performance will be monitored at the weekly management review meetings as 
well as the monthly E&F Operational Board meetings. 

 
 
 

 

Expected date to 
meet target 

Sept 14 Signed off 
by 

Dave Kinder 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: FACILITIES (1/3) 
 

FACILITIES Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

MITIE Rectification Cleans <5% 

   
 
ISSUE: 
Rectification cleans are cleans that Mitie perform when a cleaning audit in any 
particular area has failed to meet the required target pass rate. There is an 
agreement with Mitie that the number of rectification cleans must not exceed 5% 
of total cleans. In June the number of rectification cleans reached 20%. 

 
 
 
 
 
PROPOSED ACTIONS: 
Mitie have been asked to monitor more closely the standard of cleaning in all 
areas and to take whatever action is necessary to reduce the number of 
rectification clean. 
 
 
 
 
 
ASSESSING IMPROVEMENT: 
This will be monitored at the monthly domestic and portering contract 
performance meeting. 

 

 
 
 

 

Expected date to meet 
target 

Sept 14 Signed off 
by 

Ray Mann 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: FACILITIES(2/3) 
 

FACILITIES Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

PLACE Cleanliness 
 
 

97%    

 
ISSUE:  
The Trust scored 91.9% for cleanliness against a national average of 97.25%. 
Responsibility for cleaning across the site is shared between Trust staff for 
medical and patient equipment and Mitie our domestic service provider for 
everything else.  
 
 
PROPOSED ACTIONS:  
Plans are in place to increase the number of independent cleaning audits 
undertaken which should help to drive up standards. The Trust also has in 
place a series of PLACE Lite inspections (3 per annum) which again will 
identify areas for action. 
 
 
ASSESSING IMPROVEMENT: 
Through the PLACE Steering Group and the monthly domestic & portering 
contract performance meeting. 

 

 
 
 
 

 

Expected date to meet 
target 

Sept 14 Signed off 
by 

Ray Mann 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: FACILITIES(3/3) 
 

FACILITIES Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

PLACE Privacy and Dignity 
 
 

 
88% 

  

 

 

 
ISSUE:  
The Trust scored 82.78% against a national average of 87.73%. The areas that 
the Trust needs to focus on are; 

• Provision of privacy curtains to the entrance of bathrooms & showers 
• Separate treatment room on each ward 

• Personal access to TV and radios 
 
PROPOSED ACTIONS:  
Through the work of the PLACE Steering Group discussions are now 
underway with Estates about the provision of privacy curtains. 
Wards do not have a separate treatment room, like many other Trusts 
treatment is carried out at the bedside which is in line with the current policy.  
The PFI has personal access to TV and radio for all patients, the Trust is 
working towards extending this to the retained estate. 
 
ASSESSING IMPROVEMENT: 
Through the PLACE Steering Group. 

 
 
 
 

 

Expected date to meet 
target 

Sept 14 Signed off 
by 

Ray Mann 

 

 Signed off by Gillian Parker   
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: QUALITY (1/1) 
 

QUALITY Target YTD 
status  

Quarter 4 
Performance 

Quarter 1 
Performance 

PLACE Condition Appearance and Maintenance 
 
 

92%  
 

 

 

 

 
ISSUE:  
The Trust scored 86.96% against a national average of 91.97%. The previous 
year Trust score was 87.39% against a national average of 88.78%. Whilst it is 
noted that the National average has increased by 3.19% the Trust for the 
same period has seen a decline by 0.43%. Areas that the Trust needs to 
focus on are; 

• Provision of secure storage for personal possessions 
• General storage 

• Seating 
• Waste management 

 
PROPOSED ACTIONS: 
Quantify the existing arrangements in place for secure storage for patient 
personal possessions and make assessors aware. Purchase appropriate 
storage for identified areas. Work with senior members of staff to help inform 
them of the expected condition and appearance of seating areas. Waste 
management is being addressed across the Trust as a wider piece of work 
with actions identified which should improve this score moving forward.  
 
 
ASSESSING IMPROVEMENT: 
Through the PLACE steering group, gaining feedback from Mini PLACE 
inspections and management walk rounds. 
 

 
 

 

Expected date to meet 
target 

Sept 14 Signed off 
by 

David Statham 

 

 Signed off by Gillian Parker   

 



 

 

 

 

PART 1 

AGENDA ITEM 15  

Title of Board paper 

 

Patient Led Assessment of the Care Environment 

(PLACE) Report 2014 

Board meeting date 25th September 2014 

 

Purpose  

 

To report to board the PLACE results for 2014. 

Corporate Objectives 

7- To deliver against the required local and national 

frameworks in order to meet all requirements of the Trust’s 

operating license and the commissioners’ requirements. 

Relating to Assurance 

Framework and 

Significant Risk 

AF 1.19 Failure to meet 

regulatory and 

registration 

requirements relating to 

maintaining suitability 

of premises  

AF3478 

 

Actions 

Recommended  
Discussion / Noting / Decision 

Publication 

This paper will be published under the THFT publication 

scheme and an action plan detailing the improvements to be 

made will be published on the Trust’s website. 

Unusual acronyms  
PLACE- Patient Led Assessment of the Care Environment  

 

Any 

communications 

actions after the 

meeting 

 

None 

Report of Gillian Parker, Director of Estate and Facilities 

Paper prepared by Gillian Parker, Director of Estate and Facilities 

 



  

1 

 

 

Patient Led Assessment of the Care Environment (PLACE) results 2014 

 

Introduction 

On the 27th August the results of the 2014 PLACE assessment were published. 

This is the second year that the PLACE assessment tool has been in use across 

the NHS as a measurement of the standards within the care environment. 

 

PLACE measures four categories; Cleanliness, Food, Privacy, Dignity and 

Wellbeing and Condition, Appearance and Maintenance and requires that a 

minimum of 50% of the assessors on each assessment be members of the 

public. 

 

The assessment considers a comprehensive range of environmental factors that 

influence both the patient experience during their stay in hospital and impact on 

the quality of care that they receive. These factors sit across a number of 

different departments or areas in terms of management responsibility, to that 

end, a PLACE Steering Group populated by a multi-disciplined team, jointly led 

by the Director of Nursing and the Director of Estate and Facilities, oversees 

both the PLACE assessment process and the Improvement Action Plan. The 

results for 2013 showed the Trust below the national average against all four of 

the categories. The PLACE Steering Group has set a target of improving Trust 

score by narrowing the gap between the Trust performance and the national 

average. 

 

A cross section of wards, outpatients and A&E are assessed and assigned a 

score of Pass, Qualified Pass or Fail against a wide range of criteria and 

elements ranging from levels of dust found under beds to the number of courses 

served at mealtimes to inpatients. 

 

 

The Results 

 

The scores for 2014 compared to those for 2013 are shown in appendix 1 to this 

report  

 

Comparing the Trust’s 2014 results with 2013 the changes are: 

 

 2014 2013  +/- 

Cleanliness 91.90 90.44 � +1.46% 

Food 88.87 81.78 � +7.09% 

Privacy, dignity and wellbeing 82.78 86.07 � -3.29% 

Condition, appearance and 

maintenance  

86.96 87.39 � -0.43% 
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Comparing the national average across the two years the changes are: 

 

 2014 2013  +/- 

Cleanliness 97.25 95.75 � +1.51% 

Food 88.79 84.98 � +3.81% 

Privacy, dignity and wellbeing 87.73 88.87 � -1.14% 

Condition, appearance and 

maintenance  

91.97 88.78 � +3.19% 

 

The greatest improvement in the Trust score with a change of 7.09% has been 

in the assessment of Food; it should be noted that there has also been an 

improvement in the national score for this category but the rate of improvement 

in the Trust score is nearly double that. 

 

The Trust’s score for cleanliness has also improved since 2013 but this is 

broadly in line with the improvement in the national score therefore the gap has 

not narrowed. Areas scoring across the board as qualified passes or fails are the 

focus of the improvement plan. 

 

The Trust score for condition, appearance and maintenance is just below the 

score for 2013 but the scale of improvement nationally has improved the national 

average meaning that the gap has widened. One of the items that would 

improve this result is to provide secure storage for patient’s personal 

possessions at the bedside; this is something that is being considered. 

 

Nationally the score for privacy, dignity and wellbeing has declined by 1.14% 

and disappointingly the Trust score is below this national score so, rather than 

improving and narrowing the gap between the Trust performance and the 

national performance, this gap has widened.  

 

The PLACE Steering Group is focusing on the areas where the Trust is scoring 

less than the national average and assessing whether the standards that the tool 

is applying is in line with the policies and procedures in place at the Trust. In 

some cases this will drive improvement in our policies and procedures in others 

there may be a decision that the Trust would not deem it to be a necessary 

change. An example of an area for consideration of this is where in the privacy, 

dignity and wellbeing category PLACE assumes that a separate treatment room 

in all wards is required and if not, then the ward assessment would fail on this 

element. The Trust’s policy is to treat patients at the bedside rather than in 

separate treatment rooms, if this current practice is deemed to be appropriate 

then the Trust would never be in a position to score maximum against that 

criteria. 

 

Mini PLACE inspections take place at intervals during the year; this is to ensure 

that the improvements are in place and also ensures that both the public and the 

staff assessors continue to develop their skills in carrying out the assessments. 
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An improvement action plan is in preparation by the PLACE Steering Group and 

will be published on the Trust’s website once complete. 

 

Recommendation 

The Trust Board is asked to note and discuss the contents of this report. 
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PART 1 

AGENDA ITEM 16a 

 
Title of Board paper 
 

Summary Quality and Governance Committee (No August 
meeting)  including Summary Aggregated Learning 
Report  

Board meeting date 25th September 2014 

 
Purpose  
 

Provided for review and awareness 

Corporate 
Objectives 

Relates to all Corporate objectives 

Relating to 
Assurance 
Framework and 
Significant Risk 

Relates to all areas of risk 

Actions 
Recommended  

Discussion / Noting / Decision  

Publication 
This paper will be published in line with the Tameside 
Hospital NHS Foundation Trust publication scheme, 
subject to any redactions approved by the Board. 

Unusual acronyms  If present explained in document 

 

Any 
communications 
actions after the 
meeting 

 

Dissemination and communication 

Report of 
 
Tricia Kalloo – Non Executive Director  
 

Paper prepared by Peter Weller Director of Quality and Governance 

 
 
 
 



 

 

 

 

Summary notes of Quality and Governance Committee 

 
 

Nothing to report - No meeting held in August 2014 
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Summary Aggregated Learning information – Initial Data for August 2014 **still 

being validated  

 

Incidents reported August 14** 

New incidents (reported in month- includes delayed 
reports) 

751 

Reported with Moderate harm  10 

Reported with Major harm  1 

Reported with Catastrophic harm  1 

Never Event 0 

RIDDOR reported incidents  0 
Complaints and PALS issues 

New Complaints 32 

New MP enquiry 3 

New External complaint 1 

New Enquiry  1 

New PALS issues 186 

Total issues received  235 

Re opened Complaints 3 

Issues /cases responded to  197 

Complaints %age closed in agreed timescale 84% 

Average time to close issues/cases (days) 24 

Number issues on-going @ time of monthly report 309 

Ombudsman Cases upheld 0 
Other Indicators  

Mortality reviews required 82 

Mortality reviews undertaken (@16/09/14 54 

Inquests with TGH involvement closed /heard 7 

Coroner-Prevention of Future Death report (Rule 43 ) 0 

StEIS reports  

Internal issue 1 

External issue 3 

Never events  0 

Safeguarding   - 
Adult cases 
reported   

Allegation on hospital care 4 

Allegation on other care  14 

DOLS  Cases reported to Supervisory Body 7 

PREVENT Cases reported 0 
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Aggregated dashboard – May to July 14 dashboard 

Incidents reported May 14 June 14 July 14 
4 month 

avg trend 
12 month 
avg trend 

New incidents (reported in month- includes delayed reports) 794 812 810 � � 

Reported with Moderate harm  13 21 12 � � 

Reported with Major harm  3 2 4 � � 

Reported with Catastrophic harm  1 0 0 � � 

Never Event 0 0 0 n/a n/a 

RIDDOR reported incidents  2 0 1 � � 

 

Complaints and PALS issues May 14 June 14 July 14 
4 month 

avg trend 
12 month 
avg trend 

New Complaints 42 42 55 � � 

New MP enquiry 0 4 2 � � 

New External complaint 1 4 1 � � 

New Enquiry  5 5 5 � � 

New PALS issues 175 241 253 � � 

Total issues received  223 300 324 � � 

Re opened Complaints 9 8 10 � � 

Issues /cases responded to  209 257 341 � � 

Complaints %age closed in agreed timescale 51% 85% 85% � � 

Average time to close issues/cases (days) 27 26 26 � � 

Ombudsman Cases upheld 0 0 0   
 

Complaints by Month by Division 

 
 

 

0 5 10 15 20 25 30 35 40

Diagnostic & Therapeutic

Womens & Childrens

Elective Services

Emergency & Critical Care

Incidents with reported moderate or greater harm 

May - July 2014

Moderate Harm Severe Harm Catastrophic harm

0 10 20 30 40 50 60 70 80

Emergency & Critical Care

Elective Services

Womens & Childrens

Diagnostic & Therapeutic

Planning & Service Impr.

Emergency &

Critical Care

Elective

Services

Womens &

Childrens

Diagnostic &

Therapeutic

Planning &

Service Impr.

May 24 12 3 2 1

Jun 21 20 1

Jul 24 21 5 3 2

Complaints by Division

0 50 100 150 200 250 300 350

Elective Services

Emergency & Critical Care

Planning & Service Impr.

Diagnostic & Therapeutic

Womens & Childrens

Elective Services
Emergency &

Critical Care

Planning &

Service Impr.

Diagnostic &

Therapeutic

Womens &

Childrens

May 84 55 8 13 9

Jun 84 84 26 17 21

Jul 124 72 27 10 13

PALS by Division

Top Incident Causes reported with 
Moderate harm and above (July 2014) 

 Failure To Follow Procedures 

 Clinical Management and  Diagnosis 

 Delayed Treatment 

 Pressure Ulcer - Grade 2 Hospital Acquired 

 Fall – found on floor 

Infection Control - Tested Positive For CDIFF  

Top issues reported in July 14 related to 
Medical Care And Treatment 

Medical & Nursing Care 

Nursing Care 

Attitude of Staff (Medical) 

Cancellation Of Operations 

Communication/Info to Patients 

Communication - Verbal 

Communication - Written 

Diagnosis   

Top issues reported in July 14 related to 
Appointment (OP) Delay 

Appointment (OP) Cancellation 

Communication - Written 

Communication/Info to Patients 

Communication - Verbal 

Medical Care And Treatment 

Communication - Admin Staff 

Diagnosis  

Discharge Arrangements 
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Indicators  May 14 June 14 July 14 
4 month avg 

trend 
12 month 
avg trend 

Mortality reviews required 57 77 42 n/a n/a 

Mortality reviews undertaken (@05/09/14 56 76 42 n/a n/a 

Inquests with TGH involvement closed /heard 13 9 13 n/a n/a 

Coroner-Prevention of Future Death report (Rule 43 ) 
0 1 expected 

not received 
0 n/a n/a 

Themes reported 
• Morality – themed feedback to Division for learning from reviews 

o Consistent use of PARS  

o Record keeping standards 

o DNAR  

o Re-assessment and of patients  

 

• Inquest and Coroner  

o n/a 

 

Indicators  May 14 June 14 July 14 
4 month avg 

trend 
12 month 
avg trend 

StEIS reports  

Internal issue 6 2 4 n/a n/a 

External issue 4 2 3 n/a n/a 

Never events  0 0 0 n/a n/a 

Safeguarding   - 
Adult cases 
reported   

Allegation on hospital care 7 6 4 n/a n/a 

Allegation on other care  8 9 14 n/a n/a 

DOLS  Cases reported to Supervisory 
Body  10 7 n/a n/a 

Themes reported  
StEIS 

• Related to Infection control and patients admitted with Pressure ulcers 

• Care related issues as above 

 
Adult Safeguarding allegations/issues  relate to 

• Pressure Ulcers (grade 3-4) 

• Neglect 

• Physical 

• Emotional/ Psychological 

• Financial 

 
PREVENT – no new  cases reported 
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PART 1 
AGENDA ITEM 16b  

 
 

 
Title of Board paper 
 

Audit committee minutes – 21st August 2014 

Board meeting date 25th September 2014 

 
Purpose  
 

To inform the Board of the discussions held by the Audit 
committee at its meeting in August. 

Corporate Objectives 
To deliver against the required local and national frameworks 
in order to meet all the requirements of the Trust’s operating 
licence and the commissioners’ requirements. 

Relating to Assurance 
Framework and 
Significant Risk 

4.2 – Failure to ensure on-gong compliance with terms of FT 
authorisation. 

Actions 
Recommended  

Discussion / Noting / Decision 

Publication 
This paper will be published in line with the Tameside Hospital 
NHS Foundation Trust publication scheme, subject to any 
redactions approved by the Board. 

Unusual acronyms  
 
None 

Any 
communications 
actions after the 
meeting 

None 

Report of Tony Ward - Non Executive Director and chair of Audit 
Committee 

Paper prepared by Barbara Herring - Director of Finance  

 
 



 
 

2 
 

   
AUDIT COMMITTEE 

 
Date of Meeting: 21st August 2014   Time: 10.00 am   Location: Board Room, Silver Springs 
 
Present   Position       Initial 
Mr T Ward   Non-Executive Director (Chair)    TW 
Mrs T Kalloo   Non-Executive Director     TK 
Mrs B Herring   Director of Finance      BH 
Mr P Weller    Director Quality and Governance    PWe 
Miss S Holroyd   Deputy Director of Finance     SH 
Mr A Smith   External Auditor, KPMG      AS 
Mr R Causer    Mersey Internal Audit Agency     RC 
Ms T Jabeen   Mersey Internal Audit Agency     TB 
Mr S Connor   Mersey Internal Audit Agency     SCo 
Mr T Cobain    Mersey Internal Audit Agency     TC 
 
 
Apologies  
 
Ms A Dray   Non-Executive Director     AD 
Mr T Rees    External Auditor, KPMG     TR  
Ms S Cudlip   Mersey Internal Audit Agency     SCu 
Mr T Neve    Trust Board Secretary      TN 
 

Item No  Description  Action 
158/2014 External Audit Contract 

 
The Committee formally approved the recommendation to the Board of Governors to 
extend the KPMG External Audit contract for one year.  This is within contract terms. 
 

 
 

TW 

159/2014 Apologies 
 
As above 
   

 

160/2014 Declaration of Interests 
 
None of the attendees declared an interest.  
 

 

161/2014 Minutes of the meeting held on Minutes 28th May 2014 

 
The minutes were approved as an accurate record.   
 

 

 
 

 

162/2014 MIAA – A&E Review of Activity  
 
TC presented the report to the Committee.  
 
An investigation has taken place following a letter that was received in February this 
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year from a group of A&E staff stating they were encouraged not to record a 

departure time on the casualty cards.  The investigation concluded this was not the 
case as there was no evidence of coercion or encouragement.  However, the 
investigation did highlight that generally times were not recorded on the cards as 
there was no box in which to record the departure time.   Recording of activity in the 
cards after patients had been discharged from the system was also looked into, and 
there were some examples of this being the case, as the process for discharging 
patient was not strong.  Since the investigation the cards have been reprinted to 
include a slot for recording departure times.  The cards relating to a sample of 
patients were reviewed and, if all had been correctly recorded, there would have been 
a marginal downward movement on the overall reported A & E access target although 
it is worth noting that, for the time period investigated, a breach of the target (ie less 
than 95% achievement) was reported by the Trust.   
 
A second letter was received a few months later which was more specific and 
highlighted one individual patient as an example.  A further investigation took place 
which involved formal interviews with administration staff who had booked the 
patients off the system.  A number of issues were raised but all stated they had not 
been encouraged to record an incorrect time of departure.  It was again concluded 
that there was no evidence to support the allegations.   
 

The analysis identified some issues which have been discussed with BH and Paul 
Williams former Chief Operating Officer.  One of the main issues identified was 
missing cards.   A discussion took place and PWe confirmed that the Health Records 
Committee is aware of this issue; processes are under review and recorded on the 
departmental risk register. PWe was not aware of the number referred to in the Audit 
and TC agreed to provide PWe with the details of the missing cards to ensure they 
have been coded and their missing status recorded as an incident, if missing, and 
investigated.  
 
A discussion took place to establish the reporting mechanism going forward.  It was 
agreed that issues and actions re the records will be discussed at the Health Records 
Committee which reports through Risk Management to the Quality and Clinical 
Governance Committee, a sub committee of the Trust Board. TW will discuss the 
details of the report with the Chairman.   PWe agreed to provide an update report for 
the November Audit Committee. 
 
A follow up investigation is planned to take place within the next few months.  
 
BH to circulate the reports to the members of the Committee. 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
     
      
 
 
     TC 
 
 

 
 
 
 

TW 
PWe 
 
 

TC 
 

BH 

163/2014 Counter Fraud Progress Report 
 

RC presented the report to the Committee. 
 
One case is on-going and a meeting has been arranged with Human Resources to 
determine if a full investigation is required.    
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164/2014 Action Log 
 
Section 1 
 
Item 4 - Cultural Barometer. 
 
SC advised that the work the Department of Health were undertaking seems to have 
stalled due to an issue with funding. Debbie Rimmer at MIAA are developing a survey 
to act as a barometer which will be shared once finalised.   

 
A discussion was held regarding the initiatives which have been put in place both 
nationally and locally that provide an audit of some of the elements.  It was agreed 
that once the survey is available a decision will be made on how or if to proceed with 
the survey.   
 
Section 2 
 
Item 1 - Care Bill 
 
AS provided an update on the proposed Care Bill. 
 
The bill has not yet been passed, and the impact will be felt mainly by the local 
authorities.  The main issues for the NHS are around safeguarding.  Going forward 
local authorities are required to convene a Safe Guarding Adults Board which will 
include members of the local authority, NHS and the police, the purpose of which is to 
discuss local safe guarding issues and ensure plans are in place to protect the local 
adults.  PWE advised that a Board already exists locally and this will put the process 
on a statutory footing.  
  
Item 2 - Gifts & Hospitality Policy 
 

BH to discuss with TN to ascertain whether the action needs to repeated.   
 
Item 4 - MIAA template for Audit Committee self-assessment of effectiveness 
 
BH to amend the action log to reflect the two different self-assessments. 

1.  How the Audit Committee measure the effectiveness of Internal Audit 
2.  Audit Committee self-assessment. 

 
Item 5 – New members training 
 
TW to discuss training sessions with AD and TK.  TN to co-ordinate diaries once 
requirements are agreed. 
 
Item 7 – PbR and MIAA Lorenzo Reports 
 
BH provided an update on the reports. 
 
A review of activity by management has recommenced.  The findings from the 
Internal Audit report on Lorenzo have been taken into account, and have been 

 

 
 
 
 
 
Debbie 
Rimmer  
 
 
 BH/ 
Director of 
HR 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

BH 
 

 
 
BH 
 
 
 
 
 

TW/TN 
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mapped with the PbR report.  The information team are using the findings from both 

reports to improve processes.  BH advised that records for patients who have received 
ambulatory care are being reviewed to ensure the correct information has been 
captured.   
Item 11 – Capital Planning and Estates Committee 
 
BH to request an update from TN 
Item 12 – Reference Costs submission 
 
The reference costs have been submitted. 
 
Items 13/14/15/16/17 and 18   
 
To be closed 
 
Item to be added to action log. 
 
Follow up on the recommendations arising out of the External audit of 2013/14 
accounts and 13/14 quality account. 
 

 

 
 
 
 
 

BH 
 
 
 
 
 
 

 
 
 

 
BH 

165/2014 Effectiveness of Internal Audit   
 
Report to be reviewed by the Committee and any queries are to be directed to MIAA. 
 

 
 
All 

166/2014 Internal Audit Progress Report for 2014/15 
 
TB presented the report to the Committee. 
 
In Q1 the Reference Cost submission has been reviewed, along with the arrangements 
to produce an accurate submission and to support the Board to sign off the 
submission. The review identified some issues around performing the required 
reconciliations and validation checks, which was due to the mid-year adoption of the 
Lorenzo EPR system.  The risks had been identified by the Trust, and the Finance 
Department and Corporate Information ensured the issues were addressed.  No 
specific recommendations were made, but a briefing note was provided which was 
reported to the Finance Committee as part of the process of assurance for the Board 
as required by Monitor. 
 
On-going reviews 
 
The Acuity and Nursing Staff Review is still outstanding.  PWe confirmed this can now 
be finalised, following further discussion with the Director of Nursing and recognising 
that the report reflects a point in time and that considerable progress and 
improvements have been made as discussed in a number of forums including Trust 
Board on a monthly basis.   
 
Management responses are awaited for the assurance review around the escalation 
processes and the review of ward rounds and the Director of Finance is discussing this 
with colleagues.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PWe 
 
 
 
 

BH 
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In line with the audit plan Internal auditors specialising in IM&T are currently scoping 
an audit on network infrastructure which will be reported to the Committee on 
completion. 
 
Audit plan changes 
 
Management have requested to postpone a number of reviews that were originally 
included in the Internal Audit plan to Quarter 4 in the light of recent external reviews. 
An action plan has been developed to address the findings of the reviews and external 
assurances on its delivery may not be necessarily taken from Internal Audit exercises.  
An update report will be discussed at August Trust Board outlining the revised 
improvement and external assurance processes on all reviews.  
 
Discussion took place on the assurance that the Audit Committee should receive on 
the assurance mechanisms in relation to the revised improvement plan and it was 
agreed that as assurance ‘map’ will be provided at the November Audit Committee 
meeting to ensure all areas are covered.   
 
At management’s request the review of mandatory training has been postponed until 
2015/16, and the review of appraisals and revalidation has been brought forward into 

the current years plan to be reported at the November Committee.   
 
It has been agreed that the Medicines management review will take place in Quarter 
3. 
The audit of complaints and serious incidents will now take place in Quarter 4.   
 
The Committee accepted the changes with the caveat that further changes may take 
place following the review of the external assurance processes in relation to the 
improvement plan.   
 
Future changes to the Internal Audit plan will be agreed with the responsible 
Executive Director to ensure appropriate governance and sequencing.   
 
Discussion will be held with BH to ensure a steady stream of reports and agree the 
timings of reviews to avoid back loading.   
 

 

 
 
 

 
 
 
 

 
 
 

PWe 
 
 
 
 

PWe 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

MIAA 
 
 
BH/ 
MIAA 

167/2014 Internal Audit Follow up Report 
 
TB presented the report to the Committee. 
 
The report is to provide the Audit committee with independent assurance that actions 
highlighted in previous internal audit reports have been followed through. 

 
Of the twenty eight actions to be completed, twenty have been implemented and one 
action has been superseded.  The seven remaining actions are currently being 
implemented, one of which is a high risk action and a detailed update has been 
received.   
 

 
 
 
 
 
 

 
 
 
 
 
 



 
 

7 
 

The one high risk action in relation to access targets is ongoing, with RTT and clinic 

outcome sheets within the Improvement Board workstreams.  Internal Audit will link 
in with the Service Improvement Team with regards to the action plan and report.  
Trish Cavanagh, Director of Operations,  to be invited to the Committee to provide an 
update at the 23rd January meeting. 
 
It has been agreed that MIAA will circulate a copy of the final report to all officers that 
are nominated within the action plan to enable the Director of Finance to seek 
assurance that the recommendations are being implemented.  
 
Actions arising out of two out of the four RSM Tenon reviews have been fully 
completed.  Actions are partially implemented from the reviews of 18 week RTT and 
medical devices.  
 
Three MIAA reviews were followed up 
 

• The actions from the quality impact assessment review have been fully 
implemented.   
 

• One remaining MIAA review on overtime and flexitime has actions that are 
partially complete and a completion date of 2015 for the overtime/flexi time 
review will be discussed with Amanda Bromley.   
 

• The second review where actions are outstanding is in relation to Lorenzo 
where a review of the PIU and EPAU is being undertaken to ensure all activity 
is being recorded,  
 

The bank and agency review was completed late in the 13/14 financial year and 
progress will be reported at the next meeting.   
 

    

 
 
BH 
 
  
 MIAA 
 
 
 
 
 
 
 

 
 
 
 
 

MIAA 
 

 
 

BH 
 
 
 

MIAA 

168/2014 Chairman’s Report 
 

Deferred until next meeting 
 

 

169/2014 External Audit Progress Reports 
 
AS presented the report to the Committee. 
 
The Committee agreed that subject to approval of the contract extension, the 
timescale for the plan to be delivered can be delayed until January 2015 as most of 
the planning and risk assessment work is due to start in October/November.   
 
Key changes to the consultation on the FT Annual Report were highlighted; the main 
changes are around the audit opinion and ISA 700. If ISA 700 is adopted commentary 
will need to be provided on the risks within the Audit Opinion.  Additional one-off fees 
will be required to complete this work in the first year. 
 
Changes have been also proposed around the content and format of the 
Remuneration report and additional information will be required around overseas 

 
 
 
 
 
 
 
 
BH/SH  
To note 
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visitor’s income.  The consultation is due to close at the end of August.     

 
A discussion was held regarding reforming payment and contract structures for urgent 
and emergency care. 
 

170/2014 Losses and Compensation Report 
 
PWe provided an update on the special payments highlighted in the report and the 
revised processes for liability cases. 
 

 

171/2014 Audit Committee Terms of Reference  
 

The Committee approved the revised Terms of Reference.  
 
The Clinical Effectiveness and Audit Group has been convened and will provide 
assurance that actions are being taken forward by clinical audit.  A six monthly update 
of the audit position is to be provided for Trust Board.  PWe reported that under the 
current chairmanship the level of the clinical engagement has significantly improved.   
 

 
 
 
 
PWe 

172/2014 Review of External Reports 
 
There are no reports to discuss at present. 
 

 

173/2014 Review Audit Committee Workplan 
 
The following changes to the workplan were agreed: 
 

1. Revised date for the External Audit plan to be included in the workplan. 
2. Review of External Audit Effectiveness to be discussed at the January meeting 
3. Review of investment of cash operating policy to be discussed at the 

November meeting.   
4. Effectiveness of Internal Audit report to be discussed at January meeting.   
5. Presentation on self-assessment to be deferred to January meeting. 
6. Meeting of the Chairs to be revised to April. 

 

 
 
 

174/2014 Charitable Funds Committee minutes 

 
The Committee accepted the minutes of the Charitable Funds Committee subject to 
the following amendment. 
 

1. Point 33, first paragraph second sentence.   
To be amended to read ‘the Auditors are proposing a qualified audit report’ as 
the Board are required to sign off the accounts before the auditors can sign 
the opinion.  

 

 

175/2014 Approval of the Charitable Funds Annual Accounts 2013/14 
 
The Committee recommended approval of the accounts to the Board as Charitable 
Fund Trustees.   

 
 
TN 
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176/2014 Any Other Business  

 
There was no other business 
 

 

177/2014 Effectiveness of Meeting  
 
No comments were received. 
 

 

178/2014 Date of Next Meeting  
 

20th November at 10.00am in the Silver Springs Boardroom  
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PART 1 

AGENDA ITEM 16c 

 
 

 
Title of Board paper 
 

Finance and Performance Committee 
Minutes of the meeting on 26th August 2014 

Board meeting date 25th September 2014 

 
Purpose  
 

To inform the Board of the discussions held by the Finance and 
Performance committee at its meeting in August. 

Corporate Objectives 

To develop a strategic Service Plan which will secure clinical and 
financial sustainability for the Trust in conjunction with the Trust’s 
strategic partners and key stakeholders . 
 
To deliver against the required local and national frameworks in 
order to meet all the requirements of the Trust’s operating licence 
and the commissioners’ requirements. 

Relating to Assurance 
Framework and 
Significant Risk 

Failure to meet and deliver Trust financial plan 

Actions 
Recommended  

Discussion / Noting / Decision 

Publication 
This paper will be published in line with the Tameside Hospital 
NHS Foundation Trust publication scheme, subject to any 
redactions approved by the Board. 

Unusual acronyms  
 
None 

Any 
communications 
actions after the 
meeting 

None 

Report of Anne Dray – Non Executive Director and chair of Finance and 
Performance Committee 

Paper prepared by Barbara Herring - Director of Finance 
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FINANCE AND PERFORMANCE COMMITTEE 
Agenda item 2 

 
Date of Meeting: 26th August 2014 Time: 12.00 noon Location: Meeting Room, Silver Springs 
 
Present  Position        Initial 
Mrs A Dray               Non-Executive Director (Chair)        AD 
Mr T Ward   Non-Executive Director             TW 
Mrs B Herring  Director of Finance          BH 
Miss S Holroyd  Deputy Director of Finance         SH  
Mrs G Parker  Director of Estate and Facilities        GP 
Mrs T Cavanagh       Director of Operations and Performance       TC 
Mr P O’Neill   Turnaround Director          PO 
 
In Attendance 
         
Mr S Ashworth  General Manager – Elective Division         SA 
 

Item No Description  Action 

92/2014 Apologies 
 
None  
 

 

93/2014 Minutes of the previous meeting  25th July 2014 
 
The minutes were accepted as a correct record  

 
 

94/2014 Matters arising: 
 
There were no matters arising 
 

 
 

95/2014 Action log  
 
3.1  Deloitte Governance Action Plans  
 
BH presented the paper. 
 
Reportable Issues Log to be added to the agenda for future meetings. R18 to be 
amended to include ‘with the exception of risks’.  Report to come back to the 
Committee in six months.   
 
3.2  MRI scanner update  
 
GP provided an update. 
 
The temporary scanner is now running and the implementation of the new scanner 
is on target.   
 
 

 
 
 
 
 
 
 

BH 
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3.3  Pressures funding 
 
The Bridging Report was discussed. TW asked that future budget changes to plan 
and actual expenditure be expressed in a bridge format when significant reviews/re-
forecasts are undertaken. 
 

96/2014 Finance and Activity Performance: 31st July 2014  
 
BH presented the report and highlighted the following: 
 
The Trust has calculated its forecast out turn of £22.3m, taking into account the 
impact of additional estimated income and costs relating to resilience (winter) and 
RTT 18 week funding, and the delivery of elective plans from August.   This forecast 
has been shared with Monitor. It is assumed non-elective income will continue at 
current levels. 
 
A revised cash requirement has also been submitted to Monitor which supports the 
forecast out-turn. 
 
BH to send out a briefing note and a copy of the letter which was sent to Monitor to 
the members of the meeting which describes the shift in performance to the forecast 
position 
 
At the end of July income has underperformed by £1.4m cumulatively with a positive 

variance (over performance) in July of £351k against clinical activity, due mainly to a 
more fully coded June position. 
 
In relation to the review of income sources some areas have been identified where 
activity has not been captured; however, average length of stay has increased and 
this is a major contributory factor to bed occupancy.  Work is on-going to record the 
data correctly and ensure the correct income is received from the CCG.  
 
Pay continues to be the most significant area of expenditure variance, with an 
adverse variance of £884k in nursing, along with corporate staffing. 
 
BH explained the reason for £176k expenditure for Microsoft licensing and that this 
will be reviewed annually.  
 
In relation to patient transport an internal review is taking place to ensure that the 
current solution is best value for money. Meetings are being held between the 
Director of Operations and Arriva to discuss the level of service being provided. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
   BH 
 
 
 
 

 
 
 
 
 
BH 
 
 

97/2014 Elective - Financial Position at 31st July 2014    
 
SA presented the report and highlighted the following: 
 

There is a significant under performance of income against the plan.  Trauma and 
Orthopaedics is the main area of reduced activity, but there is also a considerable 
reduction in all areas of non-elective activity. 
 
The draft Business Case for an additional three Consultants in Orthopaedics was 
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discussed, in addition to increasing length of stay, and the reduction in the impact of 
enhanced recovery.   A comprehensive review of the Orthopaedic service is 
scheduled to take place as part of the overall improvement project.   
 
In relation to plastic surgery, an appointment has been made and the consultant is 
due to start with the Trust this month.  The service will be reviewed in three months 
to assess the net contribution it makes to the Trust.  
 
SA confirmed that JAG accreditation has been awarded.  
 
A discussion took place regarding nursing pay, there are three  issues impacting on  
nursing pay,  
 

1. work is ongoing to review the bed base to reduce the use of escalation beds 
2. the nursing establishment is being reviewed on the Trauma unit. 
3. Maternity leave in ICU has increased.  

 
Recruitment is underway to resolve these issues. 
 
The increase in agency spend has been due to specialling patients. A meeting is held 
each day across the Trust with the Heads of Nursing and individual wards to review 
specialling requests. Agency spend as a whole is being reviewed on a weekly basis in 
the Recovery Board meeting with Divisional Leads and Executives. Long term 
sickness is also monitored and managed on a weekly basis.   
 
A discussion took place around the risk that the Audiology service will lose income.  
SA to liaise with the Audiology team to benchmark with other providers to establish 
the level of service and the quality of the products they provide.    
 
The division is behind the CIP target year to date and the concern is the CIP profile 
is increasing later in the year. SA is unable to provide assurance that the target will 
be met. The meeting confirmed the division is required to  deliver the elective 
income target for the remainder of the year. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

SA 

98/2014 Cost Improvement Programme:  31st July 2014 
 
PON presented the report and highlighted the following: 
 
CIP has started to slip in Month 4 with 71% being delivered in month, 82% 
cumulatively. Additional schemes are currently being identified. 
 
There has been an increase in the red rated schemes between June and July, the 
main reasons being the use of ward 30 and elective beds being reclassified.  
 
Weekly Recovery Board meetings are now in place to discuss divisional performance. 
A brain storming session has taken place to identify new schemes and the schemes 
identified will form part of the mitigation plans for 14/15 and 15/16.   
 

 
 

99/2014 Benchmarking 
 

BH presented the report and commented that weekly performance reporting at 
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divisional level will use benchmarking against peers as a measure of effectiveness 
  

100/2014 Minutes of reporting Committees: 
 

9.1 Capital Planning and Estates Committee  
 
Deferred until next meeting  
 
9.2 Executive Delivery Group 
 
Minutes of the meeting of 7th August were noted.  The meetings will now be held on 
a monthly basis.   
 

 

101/2014 Committee Workplan  
 
A schedule for reporting has been sent to the divisions.   
 

 

102/2014 Any other Business 
 
There was no other business 
 

 

103/2014 Date of Next Meeting 
 
23rd September at 11.00  Silver Springs Meeting Room 
 

 


