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Purpose
To discuss and note the actions required under the
various items covered by this report.

Previously considered by
This report has not previously been considered by
any other committee

Executive Summary :
 Name change – took effect from 1 September 2016
 PLACE Results 2016 – Significant improvement to the scores during the last year.
 Junior Doctors Contract Negotiations – an update on the most recent position
 Transformational Funding - £23.3m funding application receives approval
 NHS Improvement publishes single oversight framework – becomes effective from 1

October 20136
 Implementing the Five year Forward View for Mental Health- published in July 2016.

A brief outline of the Five year Forward View For Mental Health
 Declaration of income from private work – From 1 April 2016, Trusts are required to

hold a register of private income for Doctors and senior clinical and Managerial staff.
 Guardian Roles – the introduction of a Safe Working Guardian as part of the new

Terms and Conditions for Junior Doctors
 Community open Day – held on Sunday 18 September 2016

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

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

Legal implications/Regulatory
requirements

This report impacts on NHS Improvement’s
provider licence requirements

Financial Implications
Will have indirect financial implications

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

Will have a direct impact on the
organisations sustainability

Action required by the Board

To discuss and note the items contained within the attached report



Name Change

The board will be aware that the organisation adopted its new name on 1 September 2016

and is now formally known as Tameside and Glossop Integrated Care NHS Foundation

Trust.

A task and finish group was established to manage the transition to the new name. This

identified an actioned those critical and regulatory tasks required to legally adopt the new

name from 1 September 2016, and oversaw all of the other tasks involved in the transition.

Patient- Led Assessment of the Care Environment (PLACE) results 2016

On the 10th August 2016 the national PLACE results were published. PLACE is a self-

assessment of non-clinical services across all healthcare sectors in England which assesses

performance against a number of domains:

 Cleanliness

 Food

 Privacy Dignity and Wellbeing

 Condition, Appearance and Maintenance

 Dementia

 Disability ( a new domain for 2016)

The 2016 results for the hospital improved when compared to the 2015 results in all domains

except privacy, dignity and wellbeing, where the main areas of concern were around access

to TV/ Radio and the provision of privacy curtains in patient bathrooms. An improvement

plan is in place to address these concerns.

The publication also provides a national average for each of the domains, the table below

shows the Trust’s 2016 scores compared to the national average and to the 2015 Trust

score.

Cleanliness

%

Food

%

Privacy,
Dignity
and
Wellbeing

%

Condition
Appearance
and
Maintenance%

Dementia

%

Disability

%

THFT 2016
97.20 89.38 82.81 95.16 87.12 91.02

National Average 2016
98.10 88.20 84.20 93.40 75.30 78.80

THFT 2015
95.71 84.17 86.29 89.94 70.46 N/A

The board is asked to note these results recognising the significant improvement in the

Cleanliness, Food, Condition Appearance and Maintenance and Dementia scores during the

last year.



Justice for Health Judicial Review- Junior Doctors Contract

Junior doctors in England have suspended a series of five-day strikes over the next three
months, following concerns over patient safety.

Walkouts in October, November and December, in protest against a new contract, had been
planned.

The junior doctors' committee of the British Medical Association said that it remained in
dispute with the government over the issue.

£23.3 Funding application from Care Together gets approval

I am delighted to confirm that our request for transformation funding from the Greater
Manchester Health and Social Care Strategic Partnership has been approved.

The funding of £23.2m, spread over four years, will allow us to bring ‘Care Together’ to life
and drive forwards the integration of our health and social care services across Tameside
and Glossop to deliver improvements in health and wellbeing for everyone.

As is only correct with public money, there has been robust challenge to our transformational
funding application. The success of our application shows wide acknowledgement of our
ambitious plans, but through the work we have already undertaken, supported by the report
from the Contingency Planning Team, we know these are the correct plans to make the
radical changes necessary. The establishment of a single commissioning function,
development of an Integrated Care Organisation (ICO) and a new model of care driving
these changes forward provided the assurances needed.

The funding will enable us to, support our emerging integrated neighbourhood hubs, improve
how we work with communities to improve self-care and prevent ill health and reduce the
activity levels currently undertaken in a hospital setting.

As you may know, both Salford and Stockport have already received their transformation
funding and we will continue to collaborate with them, particularly in regards to developing
our IM&T infrastructure and ICO proposals to share learning and where possible, reduce
costs across programmes.

Whilst it may seem we have already been on a long journey to reach this point, we know it is
only the beginning. The funding is dependent on a number of material conditions, but I know
we have the people, the knowledge and skills, and the ambition to ensure Tameside and
Glossop is seen as leading the country in integrating health and social and improving the
health and wellbeing of its entire people.

NHS Improvement publishes single oversight framework

NHS Improvement recently published its single oversight framework that will be effective
from 1 October 2016.

The framework will be discussed in more detail further on in the agenda.

Implementing the Five year Forward View For Mental Health

Implementing the Five Year Forward View for Mental Health, published in July 2016, outlines
the changes people will see on the ground over the coming years in response to the Mental
Health Taskforce’s recommendations to improve care.



Intended as a blueprint for the changes that NHS staff, organisations and other parts of the
system can make to improve mental health, the plan also gives a clear indication to the
public and people who use services what they can expect from the NHS, and when.

The report details how new funding, pledged in response to the Five Year Forward View for
Mental Health, rising to £1bn a year by 2020/21 in addition to the cumulative £1.4bn already
committed for children, young people and perinatal care, will be made available for CCGs
year on year. It also shows how the workforce requirements will be delivered in each priority
area and outlines how data, payment and other system levers will support transparency.

Outlining the expectations of the NHS and others, this implementation plan sets out how
national partners will work together to provide the right enabling structures and frameworks
and to demonstrate progress, as well as the support NHS England will offer collectively to
localities over the coming years.

Four areas which will see immediate action as a result of this plan include:

 Investment of £72 million over two years to better integrate physical and mental health

services.

 Clear plans for how £365m allocated for specialist perinatal mental health services over

the next five years will help 30,000 more women per year.

 A £12m roll-out over next two years of Liaison and Diversion services, for people who

may have mental health needs and find themselves in the court system or police

services. Services will be available across the whole country by 2020.

 A new pilot with investment of £1.8m initially directed at six pilot sites testing new

approaches to delivering mental health care.

The full plan is available from the website of NHS England.

Declaration of income from private work

There are plans to ensure that doctors reveal their income from private work from April 2017.
From this date every hospital will be required to publish a register of consultants outside
earnings to expose potential conflicts of interest.

A review was recently led by NHS England chair Sir Malcolm Grant with the aim of
increasing transparency and “not an attempt to curb private work by consultants”.

Senior managers and clinical staff across the health service may also be obliged to declare
shareholdings worth more than £5,000 and outside jobs.

This in time may lead to a central register for NHS workers to declare interests.

Guardian Roles

A requirement for the Trust as part of the new Terms and Conditions for Junior Doctors is

the introduction of the role of a Safe Working Guardian. A formal interview took place on the

14th September, the panel consisted of Brendan Ryan, Medical Director, Amanda Bromley,

Director of HR and two BMA representative trainee doctors. We are pleased to report that

we successfully appointed Dr Nasrin Moatamedi, to the role of Guardian for Safe Working for

Tameside and Glossop Integrated Care NHS FT. The panel was unanimously positive, and

with whom we can start working immediately to implement and develop this important role.



The Trust has also appointed Philip Gordon, to the role of Freedom to Speak Up Guardian.

Philip is a Physiotherapist by background. He is currently completing his pre-employment

checks and we anticipate a start date in November.

Community Open Day

The annual Community Day took place on Sunday 18 September 2016 and this event which
was organised by a committee of governors and staff continues to go from strength to
strength.

Hundreds of people turned up on the day and took part in the various family activities that
were on offer. The day was also an excellent opportunity for this organisation and its
partners within the community to showcase their services and plans for the future.
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Title Integrated Performance Report : August 2016

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

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

Purpose To note/receive

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

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

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

Risk Assurance – risk impacted
upon

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

Legal implications/Regulatory
requirements

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

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

Has a quality impact assessment
been undertaken?

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

How does this report affect
Sustainability?

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

Action required by the Board
The Board is asked to review the quality and performance standards noted in the Integrated
Performance Report.
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Integrated Performance Report – August 2016 Performance

Introduction
This report provides the Trust Board with: an overview of the Trust’s performance across a range of quality
and operational indicators for the month of August 2016; and year-to-date performance, along with a RAG
rating, to support the Board in evaluating performance against each indicator.

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

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

Referral-to-Treatment

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

Mandatory Training

Data for the Mandatory Training indicator is not available for the month of August, because the method of
data processing is being changed from one that is fundamentally manual to a more efficient, electronic one.
Reporting also needs to be aligned to the Regional Streamlining Project which will allow for the generating
of Mandatory Training passports that can be carried between organisations in Greater Manchester.

Work has commenced on this project and the Workforce Team is working with the ESR Central Team (IBM)
to ‘bulk upload’ on each competence for each Mandatory Training element. This will mean a reduced
reporting suite of information over the next four months as work is undertaken:

Phase Month Report Reported in
Month

Mandatory Training Competences
Reported

Milestones

One August 2016 September
2016

Equality & Diversity; Health and Safety;
Fire and Safety

All e-Learning – 3
modules reported

Two September
2016

October
2016

Safeguarding Adults; Infection
Prevention; Information Governance

6 modules reported

Three October 2016 November
2016

Safeguarding Children; Resuscitation 8 modules reported

Four November
2016

December
2016

Manual Handling 9 modules reported

Final December
2016

January
2017

Full Mandatory Training Suite Report Completed
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List of Acronyms

ADT Admission, Discharge, Transfer
C DIFF Clostridium difficile
CIP Cost Improvement Plan
CQC Care Quality Commission
CT Computerised Tomography
CWT Cancer Waiting Times
DNA Did-not-Attend
DPH Director of Public Health
DToC Delayed Transfers of Care
ED Emergency Department
ENP Emergency Nurse Practitioner
ESDT Early Supported Discharge Team
ETD Education, Training and Development team
FFT Friends & Family Test
GM Greater Manchester
GMCCN Greater Manchester & Cheshire Cancer Network
HSMR Hospital Standardised Mortality Ratio
HAS Hospital Arrival Screen
IAU Integrated Assessment Unit
ICO Integrated Care Organisation
MRSA Methicillin-resistant staphylococcus aureus
MSA Mixed-sex Accommodation
NWAS North West Ambulance Service
PTL Patient Tracking List
RAID Rapid Assessment Interface and Discharge (psychiatry liaison service)
RCA Root Cause Analysis
REACT Rapid Assessment Emergency Care Team
RIDDOR Reporting of Injuries, Diseases and Dangerous Occurrences Regulations
ROSIER Rule Out Stroke In the Emergency Room
RTT Referral-to-Treatment
SAFER Patient Flow Bundle (Senior review; All patients with expected discharge date; Flow of

patients at earliest time; Early discharge; Review of patients with extended lengths-of-stay)
SALT Speech and Language Therapy
SHMI Summary Hospital-level Mortality Indicator
SOP Standard Operating Procedure
SSNAP Sentinel Stroke National Audit Programme
STAR Staff Accident Rate

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

Performance
4 Month
Trend

Previous
Performance

Forecast

SHMI: (Reporting period: rolling 12 months to March 16) <100 114

ISSUE
The latest SHMI of 114 is above the ‘expected’ level. The chart opposite shows
the Trust’s SHMI for the year April 2015 to March 2016. The Trust’s HSMR for
the latest twelve-month period (to June 2016) is 90.46. The Trust is investigating
the reasons for the divergence in HSMR and SHMI performance, in order to
ascertain whether the issue is one of timing (the HSMR is more current and
relates to a period when coding depth improved) or if there are other contributory
factors. The second chart details the quarterly SHMI position and indicates that
the Trust has recorded ‘as expected’ SHMI for the latest two reported quarters.

ACTIONS COMPLETED
 Trust Mortality Steering Group in place;
 Mortality- review process for the care provided for all inpatient deaths;
 National benchmarking tools used to flag areas of concern;
 Continued the audit of ‘alerting’ SHMI diagnoses and procedures with

supporting reports now being developed;
 Trust has joined Dr Foster pilot of the ‘early warning mortality’ tool and

received its first data;
 The Coding Training and Audit Manager has developed/ begun roll-out of

the coder training and audit programme.

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

included in the weekly Executive Team Meeting Report;
 Trust to roll out the use of Dr Foster’s My Practice to Surgery Division.

ASSESSING IMPROVEMENT
Improvement will be tracked through monthly performance monitoring via the
Mortality Steering Group and governance structures.
Expected date to meet target 2016-17

data
Signed off by Peter

Nuttall

Signed off by Brendan Ryan, Medical Director

QUALITY ACCOUNT EXCEPTION REPORTS: Chief Nurse (1/1)
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Overall Clinical Quality- Infection Prevention and Control Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

MRSA- newly acquired: (Reporting period: Aug 2016) 0 2

ISSUE
The Trust reported two MRSA bacteraemia cases in August 2016, taking the
year-to-date total to three.

4th August (Hospital Attributable): MRSA bacteraemia isolated from a sample,
which was collected on ward 45. The Post Infection Review (PIR) indicated that
the root cause was associated with a long- term catheter, which required
changing. Classified as unavoidable: ‘difficult catheterisation leading to urethral
trauma’.

15th August (Community Attributable): MRSA bacteraemia isolated from a sample
collected in A&E. The Post Infection Review (PIR) indicated that the root cause
was associated with a foot ulcer. Patient is a known diabetic with multiple risk
factors for developing a bacteraemia (dialysis, MRSA colonised, prolonged
antibiotics, unhygienic living conditions and environmental issues). Classified as
unavoidable.

ACTIONS (completed following the 2 cases listed above)
 Review of Antibiotic Guidelines with an expanded section on antibiotic

prophylaxis for re catheterisation. Catheter care plan and monitoring form
will be amended to reflect this;

 Full Infection Prevention Audit carried out at Ashton Primary Care Centre:
action plan being monitored;

 Ongoing actions are monitored via the HCAI WHE Strategic Objectives
and Quality Initiative Plan 2016/18.

ASSESSING IMPROVEMENT
Improvement will be tracked through monthly performance monitoring via
Infection Prevention (IP) Dashboard and at IP Committee.
Expected date to meet target October

2016
Signed off by D Pritchard

Signed off by Pauline Jones

QUALITY ACCOUNT EXCEPTION REPORTS: Medical Director/ Director of Operations (1/1)
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Cancer Services Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

62-day GP Referral to Treatment-Overall (reporting Period: June 2016) 85% 88.4%

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

This report highlights the Trust’s overall and tumour- site- specific performance
against the 85% threshold. The period that it relates to is July 2016 and the
position stated has been fully validated, in line with the Greater Manchester- wide
Reallocation Policy. For the month of July 2016, the aggregate 62-day position
was 88.4%, which means that the Trust met the national standard for the month.
The reasons for the five breaches in July were as follows:

 1 x patient- choice issues;

 4 x complex / multi-tumour sites / patient co- morbidities.

‘Near Misses’
Acute trusts are also required to include, in the reports provided to their Board,
data relating to patients treated within 48 hours of their breach date. There were
a total of three ‘Near Misses’ in the month of July. One of the patients was
treated at Tameside and had their treatment delayed because they were unfit for
surgery. The other two were treated at tertiary centres and were delayed as a
result of capacity issues.

‘Treated after day 104’
A full breach analysis, and clinical assessment, must be conducted on patients
with a total wait greater than 104 days. If harm has been caused by the treatment
delay, a full ‘Serious Incident’ investigation must be undertaken by the treating
Trust. In July, two patients (haematology; upper GI) were treated, post day- 104,
at tertiary hospitals. The treating trusts are carrying out the necessary reviews.
Expected date to meet target NA Signed off by Janet Smart

Signed off by Trish Cavanagh/ Brendan Ryan

QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (1/3)
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Patient Access-
A&E

Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

4-hour wait (Reporting period: Aug 2016)

Notify to Handover: 30-60 mins (Reporting period: August 2016)

95%

0

90.5%

47

ISSUE
The Trust did not meet the four-hour emergency care access standard in August
though performance improved compared to the previous two months.

 Medical cover remains challenging due to local and national shortages;
 Bed capacity across the organisation problematic causing delayed first

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

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

originally planned.

ACTIONS (Service Improvement Project)
 Home First (Discharge- to- Assess) Model;
 Improve and widen engagement and ownership of discharge PTL;
 Implement ‘red and green days’;
 Embed SAFER board rounds;
 Improve specialty response times.

PROPOSED ACTIONS
 Further review the current IAU policy and procedures;
 Support IAU de-escalation plans;
 New ambulatory-care pathways.

Notify To Handover Time
Jan-
16

Feb-
16

Mar-
16

Apr-
16

May-
16

Jun-
16

Jul-
16

Aug-
16 YTD

30-60
mins

58 60 38 35 32 41 36 47 191

60+
Mins

40 31 12 2 14 16 14 2 48
Expected date to meet target Q4 2016-17 Signed off by Debbie

Davies

Signed off by Trish Cavanagh

QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (2/3)
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Operational Efficiency Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

Cancelled Operations: (Reporting period: Aug 2016) 0.8% 1.12%

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

hospital-wide bed pressures, caused cancellations;
 Lack of beds delayed theatre start times;
 Prioritised trauma caused a significant number of cancellations in the month;
 Patient DNAs and pre-operative assessment outcomes are significant

reasons for on-the-day cancellations.

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

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

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

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

Informatics.

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

team.

Expected date to meet target Q2 2016-17 Signed off by Jackie
McShane

Signed off by Trish Cavanagh

QUALITY ACCOUNT EXCEPTION REPORTS: Director of Operations (3/3)
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Operational Efficiency Target Current
Performance

4 Month
Trend

Previous
Performance

Forecast

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

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

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

95%

95%

95%

81%

81.7%

75%

ISSUE
Performance is below target for inpatient discharge summaries and outpatient
clinic letters. 81% of inpatient discharge summaries were completed within 48
hours in June, which represents a small improvement when compared to recent
months. Inpatient activity has increased by 4.5% in six months and the Trust now
has to complete approximately 3,900 letters each month.

Performance for outpatient letters was 81.75% in June 2016, which represents
improvement upon performance reported between May and July 2016. Outpatient
activity has increased by 8.5% in six months and the Trust now completes
approximately 14,500 letters each month.

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

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

Significant improvements in performance may require increased digitisation: such
options are being explored by the Health Records Group.

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

IP/OP; Q3 for
Quality

Signed off by Geoff
Lavelle

Signed off by Trish Cavanagh
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Indicator Quarter 1 Quarter 2 Quarter 3 Quarter 4

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

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

MRSA - actual cases 0 0 0 0

C. difficile - actual cases 12 24 34 46

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

VTE risk assessments 96% 96% 96% 96%

Medicines reconciled 95% 95% 95% 95%

Nutrition risk assessment 90% 90% 90% 90%

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

Failure of the safer-surgery process 0 0 0 0

Serious Incidents reported 0 0 0 0

Duty of Candour breaches 0 0 0 0

Never Events reported 0 0 0 0

Regulation 28 reports 0 0 0 0

Complaints response time 90% 90% 90% 90%

Ombudsman cases upheld 0 0 0 0

SSNAP Grading B B B B

RIDDOR accidents reported 0 0 0 0

Staff accident rate <10 <10 <10 <10

Staff attendance 95.0% 95.3% 95.7% 96.0%

Appraisals 85% 90% 90% 90%

Mandatory Training 95% 95% 95% 95%

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

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

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

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

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

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

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

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

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

Manual Handling 95% 95% 95% 95%

Resus 95% 95% 95% 95%

Fire Safety 95% 95% 95% 95%

18-week incompleted 92% 92% 92% 92%

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

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

Trolley waits in A&E 0 0 0 0

HAS compliance 95% 95% 95% 95%

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

Notify to Handover ->60mins 0 0 0 0

Outpatient Slot Utilisation 95% 95% 95% 95%

Outpatient DNA rate 9.5% 9.5% 9.5% 9.5%

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

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

Urgent ops cancelled for 2nd time 0 0 0 0

Discharge Summaries- A&E 95% 95% 95% 95%

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

Clinical Letters- Outpatients 95% 95% 95% 95%
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Title Safe Staffing Report

Sponsoring Executive Director Pauline Jones – Chief Nurse

Author (s) Dawn Downing, e-Rostering Lead
Pauline Jones, Chief Nurse

Purpose To note/receive

Previously considered by n/a

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

Related Trust Objectives
1. All patients receive harm free care through the

Trust’s Patient Safety Programme.
2. To improve the quality of patient care through the

implementation of the Trust’s agreed Quality
Strategy.

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

Risk Assurance – risk impacted upon
CR734: Nurse vacancies, leadership and nurse
staffing/ recruitment across medicine and the ability to
provide safe care.
AF3480: Failure to meet CQC registration
requirements relating to staffing.
AF3482: Failure to ensure adequate staffing levels to
ensure patient safety and quality of services

Legal implications/Regulatory
requirements

NHS England monthly requirement to publish and
report Staffing Data

Financial Implications
None

Has a quality impact assessment
been undertaken?

Yes – where applicable in plans

How does this report affect
Sustainability?

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

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



Background

Following the Francis Report in to the findings of Mid Staffs and the subsequent publication
of ‘Hard Truths’ (a commitment to publishing staffing data), Trust Boards have been asked to
be sighted on various aspects of nurse staffing in adult wards to ensure patient safety is
paramount. This information is required monthly and any exceptions where shifts have not
been fully compliant are highlighted outlining any action taken to mitigate any risk to patient
safety.

Safe Staffing Update –August 2016 Data

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

The overall Trust position for August 2016 is:

Day Night

RN/RM Average Fill
rate %

87.6 94.9

Variance on July 16 -1.7 +3.2

Care Staff Average
Fill rate %

100.6 105.7

Variance on July 16 +0.2 -3.8

This is the UNIFY upload of August’s Staffing Data; and the information is published via NHS
Choices. This data is currently available via our public website in a specific designated
section ‘Safe Staffing’:
Tameside Hospital - Nurse Staffing (www.tamesidehospital.nhs.uk/nurse-staffing.htm)
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Overall, Registered Nurse (RN) fill-rates remain fairly constant month on month, but
Healthcare Assistant (HCA) fill rates fluctuate due to levels of enhanced care required (1:1’s)
and additional support for RN shortfalls.

Exception Report

The submission only represents monthly aggregated data and percentages, which have
limited benefit. The data gives a summary and aggregated overview of how frequently the
Trust met its planned requirements. NHS England have suggested that greater scrutiny
should be given to any area reporting <80% fill rates. The Chief Nurse scrutinises these
areas as recommended.

The 7 escalation beds on Ward 31 are not included on the reported Unify Safe Staffing
Report. Escalation beds pose a significant challenge in terms of the patient experience and
safe nurse staffing.

Incident Reporting

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

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

During the month of August there were 5 moderate/severe harms reported and validated on
our Inpatient ward areas. None of these were related to nurse staff shortages.

Actions to Address Shortfalls & New Developments

To address staffing shortfalls the following should be noted:

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

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

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

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

Temporary Staffing

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

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



Due to unforeseen and unprecedented low staffing levels across the Medical wards in
August a number of unfilled shifts were escalated to Thornbury to ensure the safety of our
patients however the matter it is not anticipated that this will continue throughout September.

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

Nursing & Midwifery Dashboard

Following the recent Lord Carter Report there is now further guidance to develop a Nursing
& Midwifery Dashboard and work is underway to pull together all the metrics in to this one
dashboard which can replace this assurance paper. This may be presented in the Integrated
Performance Report or as an appendix.

Summary

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

Recommendations

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

Nurse/Midwifery staffing that is in place.



Inpatient Ward Compliments Complaints

Moderate

Harm +

Incidents

Lack of

Nurse

Staffing

Incidents

MRSA C.Diff

PU

(+G2

only)

FFT

Positive

(%)

Qual Staff

Fill Rate -

Days

% of

Temporary

Staff Used

Qual Staff

Fill Rate -

Nights

% of

Temporary

Staff Used

Care Staff

Fill Rate -

Days

% of

Temporary

Staff Used

Care Staff

Fill Rate -

Nights

% of

Temporary

Staff Used

CHPPD

RN

CHPPD

HCA

Planned Orthopaedic Unit 31 1 0 0 0 1 0 97.7% 95.5% 3.8% 93.9% 37.9% 130.8% 13.1% 138.5% 52.0% 3.9 4.4

Surgical Unit 108 0 0 4 0 0 0 98.2% 65.6% 20.2% 104.7% 53.5% 110.6% 24.8% 99.0% 35.1% 2.9 3.3

Emergency Orthopaedic Unit 28 0 0 0 0 0 0 96.6% 98.1% 4.5% 94.8% 23.9% 124.8% 28.3% 117.9% 22.6% 3.6 3.6

Critical Care 0 1 0 0 0 0 0 100.0% 95.4% 11.6% 91.1% 19.8% 96.8% 6.3% N/A N/A 33.3 1.9

AMU 0 2 2 0 0 0 0 94.8% 105.4% 6.7% 93.2% 28.2% 86.2% 18.9% 76.2% 16.4% 3.9 4

Acute Cardiology Unit 8 0 0 3 0 0 1 100.0%

Heart Care Unit 6 1 0 0 0 0 0 96.7%

Ward 31 25 1 0 9 0 0 1 70.6% 87.2% 23.7% 132.7% 89.2% 120.8% 41.6% 123.1% 53.2% 2.2 3.3

Ward 40 23 1 0 7 0 0 0 97.4% 81.8% 7.7% 97.2% 51.2% 80.4% 24.3% 110.3% 71.3% 2.3 2.6

Ward 41 10 0 0 15 0 1 0 84.0% 91.1% 15.5% 83.4% 53.1% 95.9% 23.3% 111.9% 22.5% 2.3 3.1

Ward 42 10 1 0 4 0 1 0 100.0% 67.3% 7.1% 93.8% 29.9% 101.0% 34.6% 90.6% 35.9% 2.7 3.2

Ward 44 - 0 1 0 0 0 0 100.0% 74.0% 16.8% 95.2% 47.3% 123.7% 14.0% 117.7% 37.8% 2.2 3.8

Ward 45 7 1 2 4 1 2 0 100.0% 81.2% 5.3% 97.1% 21.6% 83.5% 35.8% 96.0% 31.2% 2.4 3.9

Ward 46 11 0 0 4 0 0 0 97.0% 72.6% 3.7% 72.5% 39.0% 135.1% 33.7% 159.1% 54.1% 2.3 3.7

Ward 27 (Maternity) 15 1 0 4 0 0 0 - 80.9% 24.8% 73.7% 18.4% 88.4% 16.1% 149.7% 49.4% 3.1 2.0

Women's Health Unit 0 0 0 0 0 0 0 89.4% 83.9% 1.1% 73.1% 30.9% 115.6% 34.3% N/A N/A 4.9 2.6

NICU 22 0 0 0 0 0 0 - 97.6% 20.7% 97.9% 14.9% 100.0% 5.7% N/A N/A 11.4 0.9

Children's Unit 26 0 0 0 0 0 0 100.0% 93.6% 1.6% 93.0% 4.3% 76.0% 1.3% N/A N/A 9.3 2.5

Stamford Unit 20 0 0 1 0 0 0 100.0% 85.2% 48.1% 101.7% 100.0% 90.2% 62.5% 91.7% 96.4% 2.2 4.9

Shire Hill 12 1 0 0 0 1 0 94.1% 101.6% 40.8% 104.0% 58.6% 90.4% 11.5% 84.5% 50.2% 3.0 3.3

Trustwide Inpatient Totals 362 11 5 55 1 6 2 89.9% 87.6% N/A 94.9% N/A 100.6% N/A 105.7% N/A N/A N/A

4.4 2.7

Heat map - August 2016

83.5% 13.7% 113.1% 30.2% 104.5% 9.5% 82.2% 26.7%

Key:

Complaints Drug Error Falls Lack of Nurse Staffing Incidents
0 = Green 0 = Green <4 = Green <5 Green
1 = Amber 1 = Amber 5 – 7 = Amber 6-10 Amber
>2 = Red >2 = Red >8 = Red >11 Red

MRSA C Diff Pressure Ulcer Moderate+Harms Staff Fill Rates
0 = Green 0 = Green 0 = Green 0 = Green >90% = Green
1 = Amber 1 = Amber 1 = Amber 1 = Amber 80% - 90% = Amber
>2 = Red >2 = Red >2 = Red >2 = Red <80% = Red
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Purpose Discussion and Endorsement

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

Executive Summary:
The deficit for the five months to August 2016 is a £8.3m deficit which is £0.1m better than
plan. Cash balances are slightly higher than plan.

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

Risk Assurance – risk impacted
upon

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

Legal implications/Regulatory
requirements

In breach of licence

Financial Implications
None

Has a quality impact assessment
been undertaken?

None

How does this report affect
Sustainability?

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

Action required by the Board

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



Executive Summary  

1 

Summary of Performance 
• For the financial period to the 31st August 2016, the Trust is reporting a net deficit of £8.3m which is broadly in line with plan.  Better than planned non clinical 

income relating to transitional funding for the ICO is offset by the corresponding expenditure for the costs incurred.   
• Year to date, the Trust has spent £5.2m on agency staffing.  The full year target set by NHS Improvement is £12.5m 
• The Trust’s CoSRR is level 2. 

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

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

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

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

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

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

cause overspends on non pay. 
• Agency expenditure year end forecast is close to breaching the NHSI 

agency cap.  There is divisional focus on reducing areas of high spend.  
• The efficiency savings targets increase from September and if saving 

schemes are not fully delivered, the pay expenditure position will 
deteriorate. 

Key Balance Sheet Issues: 
• Cash is  better than plan due to NHSI releasing Sustainability and 

Transformation funding earlier than planned.  
• Public Sector Payment Compliance is below the target of 95% across all 

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

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

appropriate management information is available  to divisions. 
• Work with Tameside and Glossop CCG to identify ways of reducing hospital demand, particularly for those services that utilise high levels of premium staffing costs. 
• Identification and delivery of recurrent  efficiency savings. 
• Manage the capital plan in 2016/17. 

Full Year

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Plan 

(£'000)

EBITDA (1,204) (1,388) (185) (4,471) (4,620) (149) (7,922)

Net Surplus after Exceptional Costs (1,986) (2,108) (122) (8,383) (8,268) 114 (17,300)

EBITDA % -7.4% -8.4% -1.0% -5.3% -5.4% -0.1% -3.9%

Trust Efficiency Savings 615 497 (118) 2,627 2,749 122 7,808

COSRR 2 2 2 2 2

Month 5 Year to Date



Financial Overview - Dashboard  
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 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Plan 

(£'000)

Income 16,264 16,538 275 83,893 85,134 1,241 202,785

Expenditure - Pay 12,243 12,409 (167) 61,952 61,971 (18) 147,603

Expenditure- Non Pay 5,225 5,517 (293) 26,412 27,783 (1,371) 63,104

EBITDA (1,204) (1,388) (185) (4,471) (4,620) (149) (7,922)

Financing 782 720 62 3,912 3,649 263 9,388

Normalised Surplus/(Deficit) (1,986) (2,108) (122) (8,383) (8,268) 114 (17,300)

Exceptional Costs 0 0 0 0 0 0 0

Net Surplus/(Deficit) (1,986) (2,108) (122) (8,383) (8,268) 114 (17,300)

Deficit (% of Turnover) -12.2% -12.7% -10.0% -9.7% -8.5%

Trust Efficiency Savings 615 497 (118) 2,627 2,749 122 7,808

Capital Expenditure 426 88 (338) 1,030 290 (740) 3,016

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

COSRR 2 2 2 2 2

Analysis of Income

Elective 1,904 2,044 141 9,802 10,135 333

Non Elective 4,232 3,985 (247) 21,436 21,429 (7)

Outpatients 1,990 2,232 242 11,359 11,533 174

Other Clinical Income 7,188 7,188 (0) 36,551 36,300 (251)

Total Clinical Income 15,314 15,449 135 79,147 79,397 250

Non Clinical Income 950 1,089 139 4,746 5,737 992

Total Income 16,263 16,538 275 83,892 85,134 1,241

Month 5 Year to Date Full Year



Financial Performance to Month Five (August) 

Pay: is broadly on line with plan  for the year to date.  Underspends in the Community , Corporate  and  Surgery and Women and Children’s divisions relating to 
vacancies are offset by overspends in Medicine and CSS staffing for escalation beds and the premium cost of temporary staff to cover vacancies. 
 
Drugs:  expenditure is overspent by £111k for the year to date due to small overspends relating to activity over several areas. 
 
Clinical Supplies: are overspent by £1.0m cumulatively to August.  This  predominantly relates to expenditure plan category movements in reserves, which are offset by 
underspends on other types of expenditure (£629k), and overspends on medical and clinical equipment across all operational divisions (£425k). Work is ongoing to 
understand the reason for overspends, and identify mitigations to bring them back to budget. 
    
General Supplies: are overspent by £218k for the year to date.  This  predominantly relates to expenditure in the commercial sector (127 T&O cases, 29 General Surgery 
cases  and  24 ENT cases- totalling £640k) and radiology private sector expenditure (£248k) and is offset by expenditure plan category movements in reserves. 
 
Clinical Income: is cumulatively above plan by £250k. Although Tameside and Glossop  CCG has over performance against their activity contract by £542k, due to the 
block agreement, this over-performance is not currently recognised within the financial position.  The Trust is currently in discussions with the CCG to determine if the 
over-performance  will be sustained and if so, agree funding for the over-performance. 
 
Other Income: is better than plan by £994k, relating to recharges for staff and equipment funded by other organisations.  This is predominantly offset by expenditure. 
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Clinical Income - Contract Analysis 

  Key Messages: 
 

• Overall, clinical income is above plan by £250k.  The Trust has agreed a sophisticated floor and ceiling contract with Tameside and 
Glossop CCG and is currently in discussions around the sustainability of  level of over performance for the year to date and how this will 
be funded. 

 
• The value of over-performance blocked back to contract plan year to date is £542k. Areas of over-performance are ambulatory care, 

direct access for diagnostic imaging and pathology tests, day-case trauma and orthopaedics procedures and outpatient activity. This is 
partially offset by underperformance in adult critical care and pass-through drugs. The Trust is working with the commissioners to 
implement deflection schemes to reduce activity back in line with the plan.  

 
• Tameside MBC has provided funding to support costs incurred relating to delayed transfers of care. £371k of funding has been included 

within the August financial position. This offsets the expenditure incurred. 
 

• ‘All Other Commissioners’ includes the Sustainability and Transformation funding (STF). The Trust has been allocated £6.9m, and has 
assumed £2.9m within the position for the year to date as the Trust is currently meeting all the criteria to receive the funding. 

4 

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

Annual Plan 

(£m)

15/16 Outturn 

(£m)

Tameside and Glossop CCG 64.0 63.9 (0.08) 154.7 128.4

Oldham CCG 2.6 2.9 0.28 6.3 7.1

Manchester CCG's (All) 2.5 2.6 0.11 6.0 5.7

Stockport CCG 0.5 0.5 (0.02) 1.3 1.2

NHS England Specialised Services 2.4 2.5 0.10 5.6 5.1

Secondary Dental - NHS Area Team 0.7 0.6 (0.04) 1.7 1.6

Tameside MBC 2.5 2.5 (0.00) 5.7 0.0

All Other Commissioners  4.1 3.9 (0.12) 9.8 2.1

Grand Total 79.1 79.4 0.25 191.0 151.1

Year to Date



Income and Activity - Year to Date 

Key Messages: 

 
• Critical Care is worse than plan by £416k for the year to date. Adult critical  

care  is worse than plan by £242k, (81 bed days) and neonatal critical care is 
worse than plan by  £173k (293 bed days).   

 
• Elective income is better than plan by £90k.  A significant  over performance 

in Trauma and Orthopaedics of (£220k, equating to 32 spells) is offset by 
under performances in Cardiology (£68k) linked to pacemakers , General 
Medicine (£51k) and Upper GI (£33k). 

 
• Day-Case income is better than plan by £242k (379 additional procedures). 

Over-performance predominantly relates to Trauma and Orthopaedics 
£176k (110 procedures above plan) and General Surgery £150k (372 
procedures above plan). This is offset by slight underperformances in 
Colorectal Surgery (£48k under) and pain management procedures (£43k 
under). 
 

• Non-Elective income is broadly in line with plan. Spell over performances in 
Adult Medicine (£103k), Obstetrics (£73k) and Paediatrics (£45k) is offset by 
a significant underperformance in Surgery (£127k, 36 spells under plan). 

 
• Outpatient income is £174k above plan for the year to date, 13 attendances 

above plan. Over performances within Cardiology One Stop procedures and 
Gynaecology are driving the majority of the over-performance.  

 
• Drugs and device income is cumulatively above plan by £11k. This is offset by 

the corresponding over-spend in expenditure. 
 

• A&E is above plan by £53k for the year to date, relating to 1,427 
attendances above plan. 
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Pay Analysis 

    Key Messages: 
• Pay expenditure is £19k worse than plan for the year to 

date.   
• Community Services pay expenditure is underspent by 

£242k.  This is due to vacancies across all areas, and the 
team is working to review services which have been 
historically difficult to recruit to. 

• Corporate is underspent by £605k, relating to vacancies 
across all Directorates  The Corporate team are in the 
process of reviewing all budgets to ensure they accurately 
reflect service provision. 

• Surgery and W&C is underspent by £249k.  This is due to 
vacancies relating to all specialties. 

• Medicine and CSS is overspent by £763k.  This largely 
relates to premium cost temporary staff to cover medical 
vacancies, as well as expenditure to staff unfunded 
escalation beds and additional staffing to support the CQC 
inspection. 

• From next month, increased savings efficiency targets will 
impact on the financial position.  If savings are not 
delivered, the pay expenditure position will deteriorate.  
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Pay Analysis – Bank and Agency 

Key Messages 
Spend on bank and agency staff in August is £1.7m which is broadly c.£100k higher than in 2015/16. The Trust is now commissioned to provide  
Community Services for Tameside and Glossop, so bank and agency expenditure associated with this service in included in the 2016/17 figure. 
• Bank usage has increased in comparison to the trend at the beginning of the year– this was to support the opening of the Stamford Unit and 

to provide resilience for the CQC inspection.  It is not anticipated expenditure will continue at this level. 
• NHS Improvement's capped agency rates were reduced from the 1st April 2016.  Work is ongoing with the divisional teams to reduce the 

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

the average of monthly expenditure over the last two years. 
• In August, the Trust spent £1,148k.  If expenditure continues at the same run rate, the forecast annual expenditure will be £12.4m, marginally 

below the target.  
• Overall, the pay budget is broadly on line with plan.  However the Trust is paying significant ly for premium staffing costs due to the difficulties in 

recruiting certain staff groups. 

Apr May Jun Jul Aug Total Forecast

Plan (£'000) 994 908 1,043 1,065 1,106 12,499 12,500

Medical Actual (£'000) 699 584 509 236 584 2,612 6,269

Nursing Actual (£'000) 238 229 271 284 364 1,386 3,325

Other Actual (£'000) 178 259 211 339 201 1,188 2,851

Total Actual (£'000) 1,115 1,073 991 859 1,148 5,186 12,446

Variance (£'000) (121) (165) 52 206 (43) (71) 54



NHS Improvement Agency Cap 

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

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

Staff Group

Number of Shifts Exceeding the 

Price Cap Week Ending 11/09/16

Nursing, Midwifery & Health Visitors 153

Scientific, Therapeutic and Technical 57

Medical & Dental 183

Administrative & Estates 3

Total 396



Divisional Performance (EBITDA) – Month Five (August) 

Key Messages 
• Surgery and W&C: Contribution is £561k worse than plan for the  year to date to August.  Income is broadly on line with plan, but the division has 

incurred expenditure in the independent sector due to a shortfall in internal capacity. Discussions are ongoing with commissioners in relation to 
funding this. 

• Corporate: Year to date contribution is £181k better than plan. Under-spends on pay expenditure relating to vacancies is offset by over-spends on 
non pay relating to efficiency savings targets. 

• Medicine and CSS: Contribution is £651k worse than plan for  the year to date to August.  Over-performance on income has been blocked back to 
the plan (as per the contract agreement), and the position is driven by overspends on pay and use of private providers for additional  capacity for 
radiology, and overspends on premium staffing costs. 

• Community Services: Contribution is £201k better than plan year to date which is due to a significant number of vacancies throughout the division. 
• Forecast – A Trustwide forecast has been produced this month (page  12).  Divisional forecasts will be provide from September 2016. 
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Division

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Surgery and W&C 1,032 915 (117) 6,471 5,908 (561)

Corporate (3,062) (3,228) (166) (15,276) (15,094) 181

Medicine and CSS 243 (82) (326) 2,067 1,415 (651)

Community Services 232 178 (54) 1,625 1,855 230

Reserves 351 827 476 641 1,294 653

Trust EBITDA (1,204) (1,391) (187) (4,473) (4,620) (148)

Month 5 Year to Date



‘Valuing Care’ – Productivity and Efficiency Programme 
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Year to Date Performance

Plan

Actual

 Recurrent

Key Messages 
• Surgery and W&C: The division is on plan with the delivery of 

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

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

• Medicine and CSS; Non recurrent over-performance in month 
is related to a benefit from expected expenditure on medical 
staffing which is no longer required.  Work is ongoing to 
identify  recurrent mitigation schemes. 

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

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

risk. 
• Development of mitigation plans to offset any schemes 

where implementation dates may be delayed. 
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Annual 

Plan 

(£'000)

 Plan 

(£'000)

Actual 

(£'000)

 Variance 

(£'000)

Plan 

(£'000)

Actual 

(£'000)

Variance 

(£'000)

Surgery and W&C 2,266 180 160 (20) 691 671 (20)

Corporate 2,114 175 164 (11) 861 960 98

Medicine and CSS 2,928 219 105 (115) 867 808 (59)

Community Services 500 42 69 27 208 311 103

Grand Total 7,808 615 497 (118) 2,627 2,749 122

Month 5 Year to Date



‘Valuing Care’ – Productivity and Efficiency Programme 

      Key Risks 
 

• At the end of August 2016, a total of £2,749k of savings have been made against a plan of £2,627k.  However, of these savings, 
£724k (27%) are recurrent. 
 

• The forecast outturn is to deliver the target of £7.8m savings, but currently only £3.4m (44%) of  these savings are recurrent. This 
which would result in a £4.4m financial pressure in 2017/18 if replacement recurrent schemes are not identified. 
 

• In addition, over £1.3m of savings schemes are currently identified as high risk, and the monthly savings targets increase by 
c.£200k from September 2016. 

 
Mitigations 
• Review of the support functions for the  ICO, CCG and Tameside Metropolitan Borough Council to identify areas which can work 

more efficiently together. 
 

• Director of Finance attendance at divisional efficiency meetings. 
 
• Development of the Carter work streams through working with NHSI and other GM Trusts, particularly in Procurement and 

Pharmacy. 
 
• Working with the joint commissioner to support the delivery of their financial recovery plan.  
 
• Projects being developed in specialities where benchmarking data suggests increased productivity could result in cost savings.  
 
• Reviewing the proposal to have a Local Health Economy efficiency programme for 2017/18 to ensure resource is focused in the 

areas where the greatest efficiencies can be made. 
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Risks to the Trust Financial Position 

12 

Key Assumptions to deliver the planned deficit of £17.3m; 
• The Trust Efficiency programme delivers in full. 
• The Trust receives £1.1m of additional income from commissioners to offset in full expenditure in the independent sector. 
• The Trust meets all criteria to receive the £6.9m Sustainability and Transformation Funding in full. 
• No additional unplanned expenditure occurs to support winter pressures. 
• All new operational developments are only implemented once funding is identified. 
• All overspends in the operational divisions are mitigated. 
• The Community and Corporate division’s year to date pay expenditure underspends is not  reversed in future months. 

 
 

Risk Probability Impact Risk RAG Detail of Risk Mitigation Best Case (£m) Worst Case (£m)

(17.3) (17.3)

Underperformance on Trust 

Efficiency Savings programme
4 5 20 R

The Trust has a £7.8m savings programme, with c.£2m 

of high risk schemes.  The Trust forecast assumes 

delivery of the total value of the savings.

There is a rolling programme of identification of 

new schemes.  The Trust is also working with 

other GM organisations involved in the national 

NHS Financial Improvement Programme to 

identify further savings.  

0 -0.3

Independent Sector 

expenditure not funded by 

commissioners

3 4 12 A

The Trust has incurred £640k of expenditure with the 

independent sector to August 2016. The Trust does 

not have budget for this.   The 2016/17 contract was 

reduced to enable commissioners to contract directly 

with the IS.  If this expenditure continues at the same 

rate, it is estimated the full year expenditure will be 

£1.1m. 

The Trust is having ongoing discussions with the 

commissioners to agree a financial position with 

relation to use of the independent sector.  

Internally, there is ongoing review of the activity 

required to deliver the performance targets.  The 

Trust Efficiency programme will also potentially 

support this.

0 -0.9

Total proposed value of 

Sustainability and 

Transformation Funding (STF) 

not received

3 5 15 R

It is anticipated the £6.9m STF will be received in full.  

This is dependent on achieving the planned financial 

control total and delivering the trajectories for A&E, 

RTT and Cancer.

A number of action plans are in place to support 

delivery of the performance targets (A&E action 

plan, RTT/Cancer monitoring and mitigation in 

place).  Performance is monitored and 

challenged at all levels of the organisation from 

operational teams to the Board.

0 -0.3

Additional unplanned 

expenditure due to winter 

pressures

4 4 16 R

The Trust has traditionally incurred additional 

expenditure over the winter period due to unplanned 

for pressures.

Several prior year schemes to reduce the impact 

of winter pressures have been funded an 

implemented.  The Trust’s winter resilience 

plans are also continuously monitored through 

the SRG.  The Trust also has a de-escalation plan 

in progress to free up bed capacity, and the IUCT 

workstream will also support winter resilience.

0 0

Additional investment 

decisions agreed without 

identified funding

2 4 8 G

All the Trust’s budget is allocated against planned 

expenditure and there is no contingency funding 

available for new investments.

The Trust has enhanced the governance process 

for approving additional investment and 

financial control.  The Executive Management 

Team have communicated the recognition of the 

organisation’s financial deficit position, and 

commitment of all budgets in 2016/17.

0 -0.1

Unmitigated divisional 

overspends.
3 4 12 G

There are several areas of overspend within the Trust.  

Currently these overspends are offset by benefits 

relating to vacancies.  However, recruitment to the 

vacancies are ongoing so this is not a sustainable 

position for the remainder of the year. 

The Trust Efficiency programme supports the 

delivery of cash releasing savings schemes, to 

reduce expenditure and bring into line with 

budget.  The Divisions report against a divisional 

performance framework to monitor and 

challenge overspending areas.

0 -0.3

Year End Position (17.3) (19.2)



Cash Flow, Capital Expenditure and Debtor and Creditor Analysis 

         Key Messages: 
Cash: The August month end cash balance was £2.9m which is £1.9m above the 
planned cash of £1m. This is because NHSI paid the Sustainability and transformation 
funding earlier than they had planned. The  overall level of cash is forecast to remain 
at circa £1m across the next 13 weeks. Peaks in cash balances during this period 
reflect cash timing of receipt of monthly contract payments from NHS 
commissioners and payment to suppliers. 
Capital: Cumulatively, £290k of capital expenditure has been incurred which is 
below the plan of £1,030k. A profile to return to the plan ahs been requested. 
Debtors: The majority of the debt relates to NHS debt. This has been significantly 
reduced in September. 
Creditors: The creditor balances are predominantly current balances which will be 
settled in line with the Trust’s payment terms. This is currently at 58 days due to the 
low levels of cash the organisation can maintain whilst operating in a deficit. 
Public Sector Payment Compliance (Target 95%): 
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13 Week Cash Flow from 15th August 2016

Forecast (£'000)

Target Minimum Cash
Reserve

Category

Balance 

(£'000)

0-30 Days 

(£'000)

31-90 Days 

(£'000)

Over 90 Days 

(£'000)

Total Sales Ledger Debtors 3,621 412 1,065 2,144

Total Aged Creditors 6,321 2,366 2,160 1,795

Top Five Debtors £m

Stockport NHS FT NHS 890 81 116 693

Tameside MBC Other 451 110 341

NHS England NW Comm Hub NHS 434 0 0 434

Central Manchester University Hospitals NHS FT NHS 344 0 131 213

PENNINE CARE NHS FOUNDATION TRUST NHS 277 30 209 38

Top Five Creditors £m

NHS Professional  Ltd Other 771 629 128 0

Stockport NHS Foundation Trust NHS 591 0 34 557

Central Manchester University Hospitals NHS Foundation Trust NHS 452 51 77 324

University Hospital of South Manchester NHS Fooundation TrustNHS 294 22 138 134

BMI Healthcare Ltd Other 216 0 64 152

13 

Total

NHS Value (£'000) 19,420 16,493 84.9% 2,927 15.1%

NHS Number 941 227 24.1% 714 75.9%

Non NHS Value (£'000) 45,541 27,511 60.4% 18,030 39.6%

Non NHS Number 16,268 6,799 41.8% 9,469 58.2%

30 Days Greater 30 Days



Statement of Financial Position (formerly Balance Sheet) 
as at 31st August 2016 
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31 May 2016 

Actual £'000

30 June 2016 

Actual £'000

31 July 2016 

Actual £'000

31 August 2016 

Actual £'000

July - August 

Movement 

£'000

Total Non Current Assets 118,879 119,103 118,847 118,580 (268)

Current Assets

Inventories - Stock - Finished Goods 1,863 1,839 1,880 1,854 (26)

Trade & Other Receivables:-

> NHS Trade Receivables 1,791 2,580 2,551 2,392 (159)

> Non NHS Trade Receivables 2,051 1,244 1,059 1,138 79

Provision for doubtful debt (427) (395) (397) (376) 21

> PDC Dividend Receivable 65 0 0

> Other Receivables 690 726 1,261 770 (491)

> Accrued Income 3,722 3,455 4,353 3,655 (697)

> Prepayments - Non PFI Related 1,986 2,060 1,830 2,658 828

Cash 1,224 1,203 1,178 2,861 1,682

Investments

Total Current Assets 12,965 12,712 13,714 14,952 1,237

Current Liabilities

Trade & Other Payables:-

> NHS Trade Creditors (1,436) (2,124) (2,115) (1,929) 185

> Non NHS Trade Creditors (3,615) (4,145) (4,206) (3,605) 601

> Other Creditors (6,912) (7,122) (7,046) (7,144) (98)

> Capital Creditors (112) (72) (79) (54) 25

Other Liabilities:-

> Accruals (13,358) (12,984) (13,194) (14,397) (1,203)

> Deferred Income (2,487) (2,596) (2,461) (2,431) 30

>PFI Leases (1,282) (1,282) (1,282) (1,282) 0

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

Provisions (209) (211) (200) (202) (2)

Total Current Liabilities (29,508) (30,682) (30,583) (31,044) (462)

Net Current Assets/Liabilities (16,543) (17,969) (16,868) (16,093) 775

Non Current Liabilities

Other Financial Liabilities:-

> Deferred Income 0

> PFI Leases (54,716) (54,611) (54,502) (54,393) 109

> Interim Revenue Support Loan - DOH (38,650) (38,650) (40,450) (43,175) (2,725)

Provisions (676) (676) (676) (676) 0

Total Non Current Liabilities (94,043) (93,937) (95,628) (98,244) (2,616)

TOTAL ASSETS EMPLOYED 8,293 7,197 6,351 4,243 (2,108)

Financed By Taxpayers Equity

PDC 53,285 53,285 53,285 53,285 0

Revaluation Reserve 29,298 29,298 29,298 29,298 0

I&E Reserve (33,588) (33,588) (33,588) (33,588) 0

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

I&E reserve 2015/16 (20,779) (20,779) (20,779) (20,779) 0

TOTAL TAXPAYERS EQUITY 8,293 7,197 6,352 4,243 (2,108)
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TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 29th September 2016

Agenda Item 7d

Title Significant Risk Report

Sponsoring Executive Director Karen James, Chief Executive

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

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

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

Executive Summary
The Significant Risk Register report provides details on all identified significant risk exposure
through the Risk Register and Board Assurance Framework across services provided by the
Trust.

Related Trust Objectives Impacts on all Trust Objectives

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

Legal implications/Regulatory
requirements

Referred to if necessary in the paper

Financial Implications
Referred to if necessary in the paper

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

How does this report affect
Sustainability?

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

Action required by the Group
The Trust Board is asked to discuss and consider the current position in relation to
significant risks
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September 2016 – Significant Risk Register Report

Review of Board Assurance Framework -Section 1

Summary Narrative

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

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

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

 Discharge processes and the management of the Urgent Care
Pathway across the whole health economy

 Health economy capacity to manage patient flow and urgent care
impacting on Emergency Department pressures

 Finance (Cost control, CIP delivery and liquidity)
 Data quality & depth of coding
 Medicines management
 Recruitment and training
 Staffing
 Third party decisions /Transition to Integration

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

1.3 The BAF has been updated and reviewed to align it with the revised Corporate
Objectives for 2016/17. Detailed updates against the BAF significant risks are
included in this report. The Board have informed the principal risks described.

The report is reflective of the revision of the BAF to include consideration of
the potential impact of Greater Manchester Health and Social Care Devolution
and external reconfiguration and the iterative development of Models of Care
between acute, community, primary and social care providers. We continue to
keep a line of sight on these and emergent risks through the Care Together
Programme Board

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

1.4 New Significant Risks

At the time of writing this report no new significant risks have been reviewed
or moderated by the Quality and Governance Committee or Risk Management
Group for inclusion in this report.

1.5 Reduction in Risk Scores
There are no reductions in risk scores for noting.

1.6 Increased Risk Scores

Risk CR3572 - Realisation of industrial action may result in reduction in
the provision of services and delivery of care has been increased in score
from 20 to 25 in line with the BMA decision for further industrial action.

1.7 Other Notable Changes / Update
Following previous discussion at the Risk Management Group chaired by the
Chief Executive risk descriptions have been updated and reworded to reflect
the risk and the impact of the risks being realised. Additionally the controls
and mitigations have been reviewed to ensure alignment with current
organisational infrastructure and the move to integration.

The Risk AF3488 - Failure to ensure on-going compliance with NHS
Improvement Provider Licence requirement has been revised to reflect the
revised terminology in use.
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Risks related to Community Services staffing and Service Capacity across the
Division are being reviewed by Divisional Senior Managers and leaders at the
time of writing this report.

2.0 Recommendations

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

significant risks identified along with the current controls, mitigations, and

assurances.
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Appendix 1

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

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

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

Risk AF
1.23
AF3482

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

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

Quality and
Governance
Committee

 



Risk AF
1.23
CR734

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

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

Quality and
Governance
Committee

 



Risk
CR3572

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next review
October
2016

Realisation of industrial action
may result in reduction in the
provision of services and delivery
of care

Service
Quality and
Operational
Governance

Group

 



Risk
AF3483

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

If demands increase beyond
predicted levels and outside
current capacity, and the
management of the urgent care
pathway across the Health
Economy is not undertaken in a
cohesive and standardised way,
this could result in delay,
increased clinical risk and a
reduced positive patient
experience.

Quality &
Governance
Committee  
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Risk
AF3485

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

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

Finance and
Performance
Committee

 



Risk
AF3489

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

If demands on the service
outstrip capacity this may
result in inability to deliver
the 4 hour Emergency Access
Standard.

Operational
Board

 



Risk
AF3526

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

Failure to achieve Value For
Money (VFM) services and
financial sustainability

Finance and
Performance
Committee

 



Risk
AF3527

Description Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

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

Finance and
Performance
Committee

 



Risk
CR3472

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next review
October
2016

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

Operational
Board

 



Risk
AF3488

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next review
October
2016

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

Trust Board
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Risk
AF3491
linked to
CR3511

Description
Responsible
Committee

Very Low
Risk

Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

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

Quality and
Governance
Committee

 



Risk
CR4012

Description
Responsible
Committee

Very Low Risk Low Risk
Medium

Risk
High
Risk

Significant Risk

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

Next
review
October
2016

Banking Trojans now using
Locky ransomware

IM&T
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Appendix 2
Strategic Priority
(Objective)

Corporate Objective 1

Risk: Realisation of industrial action may result in reduction in the provision
of services and delivery of care

BAF Ref:

AF 1.23 (3482)
Risk ID number: CR3572

Executive Director Lead:
Director of Operations &
Director of Human resources

Assurance Committee:

SQOGG
Risk Rating(Likelihood x Consequence)
Current Risk Score:

5 x 5 = 25

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
To be reviewed once the potential for a national dispute is
resolved

Rationale for current score:

Current reported position on planned for industrial action by Junior doctors through British Medical
Association

Risk appetite
Cautious

Rational for Risk appetite
The Trust is not willing to accept risk of disruption brought
about by business contingency and maintains an overall
preference for safe delivery options

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

 Working with staff side and Unions to ensure good communication and
negotiation.

 Contingency planning and liaison with clinical and non-clinical leads to ensure a
strategy to reduce impact.

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

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

 Provision of Emergency cover
 Daily monitoring of bed capacity and activity

Mitigating actions: (what more should we do?)
 Business continuity plans in place

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

External pressure and national decisions will influence the ability of the Trust to
limit action

Risk source
National Pay negotiations

Anticipated effect of controls (when is a reduction in risk trajectory expected
/risk score reduced)
This score will be informed further following the outcomes of discussions between
the BMA and the Government over the proposed new Junior Doctors Contract.
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Strategic Priority
(Objective)

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

Risk: If demands increase beyond predicted levels and outside current
capacity, and the management of the urgent care pathway across the
Health Economy is not undertaken in a cohesive and standardised way,
this could result in delay, increased clinical risk and a reduced positive
patient experience.
Potentially this could lead to;

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

BAF Ref:
AF1.24 & AF4.6

Risk ID number:
AF3483
Now includes AF3490.

Executive Director Lead:
Director of Operations

Assurance Committee:
Quality & Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Unable to quantify currently. Multiagency and Multi-organisational
Agenda and transformation programme

Rationale for current score:

Current Reported performance information and impact on patient flow

Risk appetite
Cautious

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

Controls: (what are we currently doing about the risk?)
 Work in partnership with external agencies to improve discharge process.
 Care Together models of Care Work
 Patient flow list reviewed twice weekly to determine actions required for each

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

the Finance and Performance, Operational Board and Executive Management
Team meetings.

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

 Partnership working with other providers to ensure a long term strategy is in
place regarding sustainability and service provision.

 Community Care Model being extended to support existing structures

Assurance: (how do we know if the things we are doing are having an impact)
 Daily monitoring of bed capacity and ED Waiting times
 Waiting List Steering Group.
 Activity Planning
 Monthly contract performance reporting to Executive Management Team

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

Mitigating actions: (what more should we do?)
 Development of integration strategy and further models with key partners
 Implementation of Recovery Plan by all partners

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

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

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

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

BAF Ref:
AF 1.23

Risk ID number: AF3482

Executive Director Lead:
Director of Human Resources
Medical Director

Assurance Committee:
Quality and Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Unable to quantify currently despite mitigations. Local and
National agendas and changes influence the Trust’s ability to
achieve this target

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

Risk appetite
Cautious

Rational for Risk appetite
The Trust will not intentionally risk the ability of the organisation
to deliver a safe and effective service which complies with
regulatory requirements.

Controls: (what are we currently doing about the risk?)
 Workforce strategy
 Sickness Policy and monitoring.
 Use of Agency and Locum staff to bridge the gap
 Temporary staff management monitoring.
 Senior Managers receive daily staffing report summaries.
 Capacity & Demand being reviewed through job planning process
 Robust job planning process
 Staffing monitoring via Quality Account dashboard and HR metrics.
 International recruitment

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

 Improvement Plan
 HENW Review Action Plan monitored by Educational Governance and

SQOGG
Reports to

 Executive Management Team
 HR & OD Workforce Group
 Medical Staffing Expenditure Review Group (MSERG)

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

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

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

Risk source
Operational performance

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

Corporate Objective 3
Corporate Objective 4
Corporate Objective 5

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

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

Executive Director Lead:
Chief Nurse

Assurance Committee:
Quality and Governance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Unable to quantify as local and National agendas and changes
influence the Trust’s ability to achieve this target

Rationale for current score:

Current operational processes and daily staffing reviews

Risk appetite
Cautious
Rational for Risk appetite
The Trust will not intentionally risk the ability of the organisation
to deliver a safe and effective service which complies with
regulatory requirements.

Controls: (what are we currently doing about the risk?)
 Workforce Strategy
 Recruitment open days
 Monitor safer staffing analysis/submission and oversight with Acuity and

dependence reviews
 Nurse staffing are informed by National Guidance
 Continuous monitoring at each operational bed meeting.
 Monitoring of KPI’s Ward level dashboards.
 Roster approval signed off by Ward Manager and Matron through e-rostering

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

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

NHSP monthly contract monitoring meetings
E Rostering

Reports to:
 Executive Management Team
 Quality & Governance Committee

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

monitored.
 Monitoring of KPIs. Utilisation of a partnership model and secondment

opportunities from other trusts.
 Recruitment from abroad
 Return to Nursing and Pre nursing care Support Worker programme
 Weekly recruitment tracker to EMT
 Monthly Staffing Board Report to Trust Board informs this risk score.

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

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

Risk source
Operational performance, incidents and complaints

Anticipated effect of controls (when is a reduction in risk trajectory expected
/risk score reduced)
Reported at Board meeting aligned to performance trajectory and performance
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Strategic Priority
(Objective)
Corporate Objective 5
Corporate Objective 7

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

BAF Ref: AF 2.2 Risk ID number: AF3485

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance Com

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
The delivery of the financial plan for 2016/17 should be achieved
by April 2017 however this should be assessed in the context of
the longer term financial plan

Rationale for current score:

Current financial performance. Service model for financial sustainability being implemented

Risk appetite
Cautious

Rational for Risk appetite
The Trust not willing to risk the ability of the organisation to
achieve NHS Improvement requirements and financial
sustainability

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

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

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

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

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

 Improvements to clinical coding team

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

 Performance and financial reports to Board
 Review of assurance and management structure/ meetings for CIP

delivery
 Ensure PIDs and QIA are completed for each scheme
 Establish a recovery plan for all schemes not achieving targets
 Ensure Divisional infrastructure regularly review CIP Schemes, complete

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

 CIP programme alongside Improvement Plan to ensure they complement
each other

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

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

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

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

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

Risk source
Strategic Insight and Foresight

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

Corporate Objective 3
Corporate Objective 5
Corporate Objective 6

Risk: If demands on the service outstrip capacity this may result in
inability to deliver the 4 hour Emergency Access Standard.

BAF Ref AF1.1 Risk ID number: AF3489
linked to CR3618

Executive Director Lead:
Director of Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report



Target Risk Rating

1 x 5 = 5

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Reduction of risk score is dependent on sustained proven
performance and ability to influence external partners

Rationale for current score:

Current Reported performance information and impact on patient flow

Risk appetite
Cautious
Rational for Risk appetite
The Trust is not willing to risk the ability of the organisation to
delivery safe effective care

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

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

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

Mitigating actions: (what more should we do?)

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

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

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

Risk source
Strategic Insight and Foresight

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

Corporate Objective 5
Corporate Objective 7

Risk: Failure to achieve Value For Money (VFM) services and financial
sustainability

BAF Ref: AF 2.2 Risk ID number: AF3526

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Unable to quantify currently. The achievement of this for all
services will only be realised with the achievement of a fully
Integrated Care System

Rationale for current score:

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

Risk appetite
Cautious

Rational for Risk appetite
The Trust is not willing to risk the ability of the organisation to
achieve NHS Improvement requirements and financial
sustainability

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

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

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

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

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

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

Organisation

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

 No gaps in assurance identified

Risk source
Strategic Insight and Foresight

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

Corporate Objective 5
Corporate Objective 7

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

BAF Ref: AF 2.2 Risk ID number: AF3527

Executive Director Lead:
Director of Finance

Assurance Committee:
Finance & Performance
Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 5 = 20

Movement is risk since previous report


Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
The delivery of the financial plan for 2016/17 should be achieved
by April 2017 however this should be assessed in the context of
the longer term financial plan

Rationale for current score:
The trust requires financial support to achieve liquidity targets.

Risk appetite
Cautious

Rational for Risk appetite
The Trust is not willing to risk the ability of the organisation to
achieve NHS Improvement requirements and financial
sustainability

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

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

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

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

 Monthly finance reports to Finance and Performance Committee and
Board

 Audit Committee reports (shadow investment
 committee)
 External Audit opinion on Accounts

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

organisation

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

 No gaps in assurance identified

Risk source
Strategic Insight and Foresight

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

Corporate Objective 1
Corporate Objective 4

Risk : The ability to consistently apply, sustain and maintain
processes relating to the management of medicines is
compromised due to inappropriate prescribing of
drugs/ineffective medicines management and/or theft/ loss of
drugs

BAF Ref: AF1.12 Risk ID number: CR3472

Executive Director Lead:
Director of Operations

Assurance Committee:
Operational Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

4 x 4 = 16

Movement is risk since previous report


Target Risk Rating

3 x 4 = 12

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
It is expected that this risk score will reduce by Quarter 4
following assertive focus on medicines safety.

Rationale for current score:
Further assurance required through achievement of positive outcomes of organisational
Quality and Safety surveillance

Risk appetite
Cautious

Rational for Risk appetite
The Trust does not have any risk appetite for tolerating
medicines regulatory risks

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

 Compliance with CAS Alerts for medicines
 Drugs and Therapeutic Committee and Medicines Safety Work

Stream
 Joint working arrangements with CCG re antibiotic prescribing
 Antimicrobial management Team
 Pharmacy stock control systems and procedures.
 Ward stock control systems and procedures.
 Review of Trust Medicines Policy

Assurance:
 Drug and Therapeutic Committee
 Service Quality and Operational Governance group and sub committees reporting

to Quality and Governance which has the Chief Pharmacist as a member
 Safety Walk rounds
 Periodic progress reports to Safety Programme Board
 Audit Committee and Clinical Audit reports
 Internal Audit reviews regularly undertaken
 Pharmacy Dept. undertakes quarterly audits of compliance against Medicines

Policy and Safety Thermometer monitoring against metrics.
 Regulatory compliance monitoring

Mitigating actions: (what more should we do?)
 Medicines management Patient Safety Work Stream and

programme
 CQC assurance plan and agreed action
 Recommendations and actions following the MIAA Audit Report

and the Review of Service to be completed.

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

No gaps identified

Risk source:
Incidents, Complaints and Operational performance

Anticipated effect of controls (when is a reduction in risk trajectory expected /risk score
reduced)
Recommendations and actions following the MIAA Audit Report and the Review of Service
will reduce the risk
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Strategic Priority
(Objective)

Corporate Objective 5
Corporate Objective 7

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

BAF Ref: AF 4.2 Risk ID number: AF3488

Executive Director Lead:
Company Secretary with
Executive team

Assurance Committee:
Trust Board

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report



Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
To be achieved and sustained on a continual basis

Rationale for current score:

Current financial performance. Service model for financial sustainability being generated.

Risk appetite
Cautious

Rational for Risk appetite
The organisation is not prepared to accept risks to the ability of
the Trust to maintain compliance with the Provider licence

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

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

authorisation

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

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

 Trust Board seminars
 Board Reports
 Financial governance infrastructure

Mitigating actions: (what more should we do?)

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

Improvement Programme and Agreed Monitoring action

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

No gaps in control identified

Risk source
NHS Improvement Provider licence requirements and Regulatory Monitoring

Anticipated effect of controls (when is a reduction in risk trajectory expected
/risk score reduced)
It is anticipated that current controls and mitigations will align performance to
ensure compliance
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Strategic Priority (Objective)

Corporate Objective 1
Corporate Objective 4

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

BAF Ref: AF 4.8 Risk ID number: AF3491
linked to CR3511

Executive Director Lead:
Director of Performance & Informatics

Assurance Committee:
Quality and Governance Committee

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous report


Target Risk Rating

1 x 5 = 5

Date of last review:
September 2016

Date of Next review
October 2016

Date When Target Risk score expected to be achieved
Unable to quantify as assessment is still being undertaken in respect of
additional IM&T risks transferred or arising out of the integration of services

Rationale for current score:

Current IM&T infrastructure

Risk appetite
Cautious

Rational for Risk appetite
The Trust is not prepared to accept risks to the achievement of acceptable
outcomes

Controls: (what are we currently doing about the risk?)
 Director of Performance and Informatics Leadership.
 ITIL (Information Technology Infrastructure Library) change Control process in

place.
 IM&T Committee structure.
 Risk Register in place with plans to mitigate.
 Strengthened support service flow and ownership within IT.

Assurance:
 Significant reduction in number of unscheduled outages impacting Trust

services.
 Executive Management Team Board Reports
 Exception Reports
 Audit – Internal & External
 Third party reviews and feedback

Mitigating actions: (what more should we do?)
 Production of a detailed 1-3 year roadmap with 4-5 at a holistic level.
 Review of roadmap at key junctions, changes in business strategy or 6-monthly.
 Alignment of resource structure to meet the business model.
 Identification and mitigation plans reported via the risk board.
 IM&T Committee in place to support developments across the Trust.
 Single points of failure to be identified and mitigated against.
 Departmental business plans in place in the event of an IT outage.
 Skills gaps to be addressed through training matrix.
 Funding for some elements of disaster recovery requirements

Gaps in assurance and actions not being actioned (what additional assurances
should we seek?)
 Lack in business understanding of the infrastructure supporting key services.
 Financial constraints.
 Technical refresh programme supporting the business strategy.
 Business strategy is not in place.
 Business leads not engaging with IT through Change Control and Service

Desk.
 Skills Gaps.
 IM&T committee

Risk source
Operational performance

Anticipated effect of controls (when is a reduction in risk trajectory expected
/risk score reduced)
 Continued stability as experienced over the last twelve months.
 Embedding of best practice utilising the ITIL model.
 Improved understanding, communication and visibility.



Page 19 of 19

Strategic Priority (Objective)

Corporate Objective 1
Corporate Objective 4

Risk: Banking Trojans now using Locky
Ransomware

BAF Ref: AF 4.8 Risk ID number: CR 4012

Executive Director Lead:
Director of Performance & Informatics

Assurance Committee:
IM&T

Risk Rating(Likelihood x Consequence)
Current Risk Score:

3 x 5 = 15

Movement is risk since previous
report



Target Risk Rating

2 x 5 = 10

Date of last review:
September 2016

Date of Next review
October 2016

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

Rationale for current score:

Current IM&T infrastructure and local intelligence

Risk appetite
Cautious

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

Controls: (what are we currently doing about the risk?)
 ITIL (Information Technology Infrastructure Library) change Control process in place.
 IM&T Committee structure.
 Risk Assessment in place with plans to mitigate.
 Strengthened structure to support service flow and ownership within IT.

Assurance: (how do we know if the things we are doing are having an
impact and can we validate or evidence e.g.: Inspections; Committees;
Working Groups; Reports; Monitoring Returns etc?):
 Monitoring of data/incidents.
 Executive Management Team Board Reports
 Exception Reports
 Audit – Internal & External

Mitigating actions: (what more should we do?)
 All user communication
 Propose to block macro’s at point of entry into the Trust for all email communications
 Review options to enforce disablement of Macros within Office from none trusted sites
 User Training – Information Security as part of mandatory training
 Review options to block the downloading of documents with macros enabled – This

would require significant investigation due to risk of impact.

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

Risk source
Operational performance

Anticipated effect of controls (when is a reduction in risk trajectory
expected /risk score reduced)
 Continued stability and prevention of incidents.
 Embedding of best practice re user responsibility.
 Improved understanding, communication and visibility.
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Author (s) Tom Neve

Purpose To advise board that NHS Improvements Single
Oversight Framework comes into force on 1 October
2016

Previously considered by The introduction of the Single Oversight Framework
has been discussed at the Executive Management
Team

Executive Summary :
The Single Oversight Framework (SOF) which will be introduced on 1 October 2016
replaces the Risk Assessment Framework. The SOF attempts to balance NHS
Improvements combined functions, take account of the challenges facing all providers, and
introduce a greater emphasis on improvement and support.

Financial year./
Related Trust Objectives

This relates to all Corporate Objectives

Risk Assurance – risk impacted upon
This relates to all risks

Legal implications/Regulatory
requirements

Compliance with SOF is mandatory

Financial Implications
N/A

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

Compliance with SOF is mandatory.

Action required by the Board

To note and discuss the introduction and the requirements of the Single Oversight
Framework on 1 October 2016



Single Oversight Framework

NHS Improvement (NHSI) has published its Single Oversight Framework (SOF) after a five

week consultation period and which will come into effect on 1 October 2016.

Attached is the NHS Providers Briefing which is an excellent briefing outlining the final

framework and highlighting any major changes since the publication of the consultation

document.

I would urge colleagues to read the attached document together with the SOF in full.

The following is a very brief executive summary of the key features of the framework -

The new framework is set to replace Monitor’s risk assessment framework and TDA’s

accountability framework, and is designed to help identify the support needs of both NHS

trusts and foundation trusts.

The framework will help identify where providers may benefit from improvement across five

areas: quality of care; finance and use of resources; operational performance; strategic

change; and leadership and improvement capability.

NHS Improvement has said that by focusing on these five themes, which are linked to the

CQC’s key questions, but are not identical, will support providers to improve to attain and/or

maintain a CQC ‘good’ or ‘outstanding’ rating.

Segmentation

As part of the framework, NHSI will segment the provider sector according to the scale of

issues faced by individual providers. This will be informed by data monitoring and,

importantly, judgement based on an understanding of providers’ circumstances. But it added

that segmentation “does not in itself constitute an assessment of provider performance”.

The segment a provider is placed in will reflect the “seriousness and complexity of the issues

it faces”, and will be based on considering all available information on providers – both

obtained directly and from third parties; identifying those providers with one or more triggers

of potential concern; and using NHS Improvement’s judgement, based on relationship

knowledge and/or the findings of formal or informal investigations, consideration of the scale

of the issues faced by a provider and whether it is in breach or suspected breach of licence

conditions.

Providers will then be segmented as follows:

Segment 1: No potential concerns identified

Segment 2: Provider not in breach but still triggering a potential concern

Segment 3 or 4: Provider in licence breach (or equivalent for NHS trusts)

As colleagues will be aware, the Trust is in breach of its Provider Licence with a section 106

enforcement undertaking relating to the organisations clinical and financial sustainability.

In this respect it is likely that the trust will receive a rating of either 3 or 4, with 3 being the

likeliest, as 4 relates to being in Special Measures.
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NHS IMPROVEMENT SINGLE OVERSIGHT FRAMEWORK 
Today NHS Improvement (NHSI) published its Single Oversight Framework (SOF). The publication of this 
document comes after a five week consultation period. NHS Providers submitted a response to the NHSI 
consultation, informed by feedback from two engagement events attended by over 80 senior representatives 
from providers and by written feedback from 20 members from a range of provider types. Our response can be 
found on our website.  
 
This briefing outlines the final framework, highlighting any major changes since the publication of the 
consultation document. Members will of course also wish to read the SOF in full.  
 

SIGNIFICANT CHANGES SINCE THE CONSULTATION DOCUMENT 
NHSI have made a number of changes to the SOF since the publication of their consultation document in June 
2016. The significant changes are outlined below.  
 

Recognition of autonomy and alignment with other initiatives  

In response to feedback from ourselves and providers directly, NHSI has renamed the four segments in the 
framework to reflect the type of support providers will access and made changes to the frequency of reporting 
required and segmentation of providers in segment 1 to reflect their increased level of autonomy. The SOF also 
clearly states that if a provider is in segment 2 (regardless of whether it is a foundation trust in breach of its licence or 
not) support will be signposted, offered and made available but will not be mandated. This reflects feedback on the 
need for the SOF to better reflect the principle of earned autonomy.  
 
In response to concerns around alignment with CQC, NHSI has more clearly aligned the SOF and measures of quality 
with the CQC’s key questions. NHSI has also made efforts to align the SOF with other regulatory and improvement 
initiatives such as the financial reset document, the introduction of financial special measures and quality special 
measures regime.  For example: only providers in special measures (either for finance or quality) will be in segment 4.  
Despite these improvements, we recognise that there is much greater scope for alignment, and integration of 
approaches between NHSI and both the CQC and NHS England, and will continue to raise this with NHSI. 
 

Finance and use of resources metrics 

NHSI have made the following changes to the finance and use of resources metrics: 

• NHSI will be introducing agency spend into the finance and use of resources score immediately (i.e. from quarter 
3 2016/17), without any shadow period as previously suggested 

• Where providers have not agreed a control total, this will have an implication for their finance and use of 
resources score, particularly if they are planning a deficit 

• Following the approach set out in the recent Strengthening financial performance and accountability document 
and the introduction of financial special measures, NHSI will be expanding their ‘value for money’ approach by 
considering: 

https://www.nhsproviders.org/resource-library/submissions/nhs-improvement-s-single-oversight-framework-consultation-response
https://improvement.nhs.uk/resources/single-oversight-framework/
https://improvement.nhs.uk/resources/strengthening-financial-performance-and-accountability-201617/
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• Paybill growth 

• Consolidation of back office and pathology services, where necessary 

• Addressing unsustainable services where necessary through consolidation, change of transfer to a 
neighbouring provider 

• The EBITDA metric has been removed and NHSI  will instead revert back to using a provider’s income and 
expenditure margin as a measure of financial efficiency 

• The  ‘change in cost per weighted activity unit’ metric has also been removed for the time being but will be 
introduced in shadow form during 2016/17 and formally in 2017/18 

• Likewise, capital controls have been removed while NHSI undertake more work in this area but will be phased 
into the SOF – first in shadow form and then formally in 2017/18 

 

Quality metrics 

NHSI is removing the following metrics from those proposed within the consultation: 

• Never Events rate of incidence  

• Serious Incidents rate 

• National reporting and learning system (NRLS) medication errors: % of harmful events 

• NRLS proportion of reported patient safety incidents that are harmful 

• NRLS percentage of harm-free care 

• NRLS percentage of new harms. 
 

Feedback on proposed changes 

NHSI are inviting feedback on the proposed changes to financial and use of resources metrics and the removal of 
the above quality metrics. They are inviting views by 5pm on 23 September 2016. NHS Providers will be submitting 
a response to these changes, therefore please do share any feedback you have on these proposed amendments 
with amber.davenport@nhsproviders.org. 
 

IMPLEMENTATION PLANS 
NHSI plan to introduce the framework from 1 October 2016, at which point the Monitor Risk Assessment Framework 
and the TDA Accountability Framework will no longer formally apply and NHSI will be collecting information from 
the provider sector using the SOF. The sector’s segmentation is then likely to be publicly available from November 
2016. 
 
A shadow segmentation process has already begun and providers will be discussing their shadow segment with 
NHSI’s regional teams over the coming weeks.  
 

OVERVIEW OF THE FRAMEWORK 
The SOF aims to provide an integrated approach for NHSI to oversee both NHS foundation trusts and trusts, and 
identify the support they need to deliver high quality, sustainable healthcare services.  It aims to help providers 
attain and maintain CQC ratings of ‘good’ or ‘outstanding’.  
 
The SOF does not change the statutory responsibilities of Monitor and the NHS Trust Development Authority under 
the auspices of NHS Improvement.  

mailto:amber.davenport@nhsproviders.org


 
 

 
NHS Providers | ON THE DAY BRIEFING | Page 3 

 

Five oversight themes 

In carrying out its role NHSI will oversee and assess providers’ performance against five themes: 
 

 Theme Overview of oversight measures 

1 Quality of Care 

NHSI will use CQC’s most recent assessments of whether a 
provider’s care is safe, effective, caring and responsive 

In-year information where available 
Delivery of the four priority standards for 7-day hospital 

services 

2 Finance and use of resources 

Focus on a provider’s financial efficiency and progress in 
meeting its control total 

Use of resources approach is being co-developed with 
CQC 

3 Operational performance 
NHS constitutional standards  

Other national standards 

4 Strategic change 

How well providers are delivering the strategic changes 
set out in the Five Year Forward View with a particular 

focus on STPs, new care models and devolution (where 
relevant) 

5 Leadership and improvement capability (well-led) 

Building on their  well-led framework CQC and NHSI will 
develop a shared system view of what good governance 

and leadership looks like, including ability to learn and 
improve 

 
 

Segmentation 

Depending on the extent of support needs identified through its oversight process and performance against the 
above measures, NHSI will segment providers into four. Segmentation will be based on: 

• All available information on providers – both obtained directly and from third parties 

• Identifying providers with a potential support need in one or more of the above themes 

• Using NHSI’s judgement, based on relationship knowledge and/or findings of formal or informal investigations, 
or analysis, consideration of the scale of the issues faced by a provider and whether it is in breach or suspected 
breach of licence conditions (or equivalent for NHS trusts). 

 

Segment Description Levels of support Segmentation frequency 

1 – Maximum 
autonomy 

No potential support needs 
identified across five themes – 
lowest level of oversight and 
expectation that providers in 

segment 1 will support 

Universal support 

Providers in segment 1 will 
only reviewed on a quarterly 

basis  
(unless there is evidence that 
a provider is in breach of its 
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providers in other segments licence, or equivalent for NHS 
trusts) 

2 – targeted 
support 

Potential support needed in 
one or more of the five 

themes, but not in breach of 
licence (or equivalent for NHS 

trusts) and/or formal action 
needed  

Universal support 
 

Targeted support as agreed by 
provider: 

• To address issues  

• Help provider move to 
segment 1 

Ongoing –  
Where in-year, annual or ad-

hoc monitoring flags a 
potential support need, NHSI 

will review the provider’s 
situation and consider 

whether it needs to change its 
allocated segment. 

 

3 – mandated 
support 

The provider is in 
actual/suspected breach of 

the licence (or equivalent for 
NHS trusts) and/or requires 

formal action 

Universal support 
Targeted support 

 
Mandated support as determined by 

NHSI:  

• To address specific issues 
and help provider move to 
segment 2 or 1 

• Compliance required 
 

 
 
 
 

Ongoing – as above 

4 – special 
measures 

The provider is in 
actual/suspected breach of its 
licence (or equivalent for NHS 

trusts) with very 
serious/complex issues that 
may mean that they are in 

special measures 

Universal support 
Targeted support 

 
Mandated support as determined by 

NHSI:  

• To help minimise the time 
the provider is in segment 4 

• Compliance required 
 

Ongoing – as above 

 

 

NHS PROVIDERS VIEW 
The introduction of a Single Oversight Framework for NHS trusts and foundation trusts is a significant shift from the 
previous regulatory and accountability frameworks operated by Monitor and the TDA. We understand that this is a 
pragmatic response from NHSI to balance its combined functions, take account of the challenges facing all 
providers, and introduce a greater emphasis on improvement and support.  However, in the operation of the 
framework it we will be important for NHSI to remain cognisant of the different statutory bases of trusts and FTs, and 
ensure due separation between its own functions, notably regulatory intervention and support. It is important to 
note that while the SOF will be operational from 1 October, the shift in approach will be gradual and we expect to 
work with NHSI to monitor the value of the new framework and its impact on our members over time. 
 
We were pleased to see that NHSI has taken on some feedback from ourselves and our members in the consultation 
period and in particular we welcome the better recognition of earned autonomy within the final document and the 
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efforts NHSI has made to align the SOF with other regulatory and improvement initiatives. For example NHSI has 
aligned the SOF with the special measures regimes and recently published Strengthening financial performance and 
accountability document. This signals an effort to ensure more coherence across the sector. We were also pleased to 
see the removal of capital controls and change in cost per weighted activity unit for 2016/17. We will work with NHSI 
over the coming months to consider how these metrics should be introduced in 2017/18.  
 
However, we are concerned to see the immediate introduction of agency spend as a new financial metric, rather 
than its introduction in shadow form as previously proposed. We will be seeking some clarity from NHSI for the 
reasons for this change and will work with NHSI to minimise the impact it may have on providers. We were also 
disappointed to learn that providers will now be formally measured on whether they have agreed their financial 
control total. While we recognise that this aligns with the recently published financial reset document – there are 
good reasons why boards may have not signed up to a control total and we believe that they should not be 
penalised for making such a choice.  
 
We would still welcome greater clarity on NHSI’s approach to FT authorisation and how the SOF will interact with 
the oversight of STPs and look forward to arranging further engagement opportunities to help shape these two 
domains with members. As many providers noted in the consultation response, there is a danger that these last two 
domains which are more focussed on collaborative behaviours in local health economies, ‘pull against’ the 
operational and institutional focus of the first three domains. 
 
In summary while the SOF brings a welcome new focus on support, it is difficult to separate its publication from the 
wider policy context in which providers are operating under increased financial pressure, and with the expectation 
of greater ‘grip and control’ from the centre.  With this in mind, we will be working closely with NHSI and all of our 
members to monitor the impact of framework at the frontline and continue to argue the case for the autonomy, and 
local accountabilities of provider boards 
 
 
 
 
 
 
 
 

Contact:  Amber Davenport, Policy Advisor  amber.davenport@nhsproviders.org 

https://improvement.nhs.uk/resources/strengthening-financial-performance-and-accountability-201617/
https://improvement.nhs.uk/resources/strengthening-financial-performance-and-accountability-201617/
mailto:amber.davenport@nhsproviders.org
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Title Estate and Facilities Quality Performance Report

Sponsoring Executive Director Gillian Parker, Director of Estate & Facilities

Author (s) David Statham, Head of Estates

Purpose To note/receive

Previously considered by N/A

Executive Summary
The Directorate of Estate & Facilities is reporting on 7 areas of lower than expected performance in
Quarter 1. All performance issues have exception reports attached giving reasons behind drops in
performance levels and actions required to return the levels of performance back to an acceptable
level.

Related Trust Objectives Objectives 1-6

Risk Assurance – risk impacted upon AF 1.19 Failure to meet regulatory and
registration requirements relating to maintaining
suitability of Premises

Legal implications/Regulatory
requirements

All Legal and Regulatory requirements have
been met.

Financial Implications None

Has a quality impact assessment
been undertaken?

N/A

How does this report affect
Sustainability?

Giving assurance that the Directorate continues
to deliver an acceptable and sustainable level of
service.

Action required by the Board
The Trust Board are asked to review, discuss and provide feedback to the Directorate on the
Quarter 1 performance.
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Estate and Facilities Performance Dashboard 2015/16
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Estate and Facilities Performance Dashboard

2016/17 Performance

Introduction

The Estate and Facilities Dashboard report provides the Trust Board with an overview of the
directorate’s performance across a range of quality and operational indicators for the previous and
most up to date Quarter performance for 2016/17, along with a RAG rating of performance to support
the Board in evaluating the directorate’s performance against each indicator.

The Trust board should note that this report relates to Quarter 1 and was ready for presentation to
the August board, as there was no board during August this report refers to information which may
not be the most current.

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 reporting quarter 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 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 previous quarter position.

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 2016/17

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 Actual Status Target Actual Status Target Actual Status Target Actual Status

Appraisal Completion 95% 96% 95% 96% Emergency Response times met 95% 100% 95% 100% Performance Against Budgets £3,062,625 £2,883,935 £4,687,534 £4,671,810

Overall Mandatory Training Compliance 95% 100% 95% 96% Planned Response times met 95% 100% 95% 100% Estates & Facilities Divisional CIP £152,701 £148,068 £514,833 £507,470

Manual Handling 100% 89% 100% 97% Number of secure premises 95% 94% 95% 98% Estates & Facilities Capital to Plan £110,000 £100,000 £128,000 £128,000

Sickness Absence 3% 6% 3% 3% ID cards available on 1st Day 95% 100% 95% 100%

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 Actual Status Target Actual Status Target Actual Status Target Actual Status

Department Specific Staff Training to Plan 95% 100% 95% 100% Linen Quality Audit 80% 84% 80% 81% CQC Premises Compliance Evidence 98% 100% 98% 100%

Health & Safety Toolbox Talks 95% 200% 95% 100% Switchboard Response Times - External 90% 0% 90% 92% CQC Equipment Compliance Evidence 98% 98% 98% 98%

Legionella Compliance Audit 95% 93% 95% 100% Returned Meals 5% 7% 5% 7% PLACE Cleanliness 97% 98% 97% 99%

Pseudomonas Sampling Compliance 95% 100% 95% 100% Food Hygiene Rating - Kitchen 100% 100% 100% 100% PLACE Food 89% 96% 89% 95%

Asbestos Compliance Audit 95% 100% 95% 100% Food Hygiene Rating - Restaurant 100% 100% 100% 100% PLACE Privacy & Dignity 88% 100% 88% 98%

False Fire Alarms 100% 35% 100% 25% Portering Response Times - Average 97% 99% 97% 34% PLACE Condition 92% 100% 92% 98%

Actual Fires 100% 8% 100% 0% Cleaning Audit Scores - Very High risk 98% 97% 98% 30% Synergy Quality Audit 99% 100% 99% 100%

PFI - Failure Events 100% 27% 100% 53% Cleaning Audit Scores - High Risk 95% 93% 95% 18%

PFI - Quality Failure Events 100% 50% 100% 0% Cleaning Audit Scores - Significant Risk 85% 92% 85% 39%

Cleaning Audit Scores - Low Risk 75% 84% 75% 24%

Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1 MITIE Rectification Cleans 5% 1% 5% 5% Prev Q Prev Q Prev Q Quarter 1 Quarter 1 Quarter 1

Target Actual Status Target Actual Status Target Actual Status Target Actual Status

In House Maintenance Areas visited 75% 100% 75% 86% Policies & Procedures Updated & Approved 90% 100% 90% 100%

Maintenance Contracts Renewed 75% 89% 75% 100% ERIC Return 100% 100% 100% 100%

MES ISO 9001 Certification 80% 100% 80% 100%

Induction Trainng - Delivered 100% 67% 100% 100%

Induction Trainng - Attendance 75% 40% 75% 107%

Adhoc Training - Delivered 75% 93% 75% 100%

Adhoc Training - Attended 75% 81% 75% 96%

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 Target Actual Status

Slightly better than expected

Water Consumption 98% 89% 98% 97% As expected

Carbon Footprint 98% 88% 98% 89% 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
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: PEOPLE

PEOPLE

Issues: Manual Handling

MANUAL HANDLING:

It is positive to report that the directorate has achieved the Trust target of 95% within this
quarter. The directorate have set their own internal target of achieving 100% and positive
performance has continued to be made, whereby performance in June is recorded as 97%.

Performance against the HR KPIs are monitored via the monthly Operational Board meetings.

April May June

Manual
Handling

96% 90% 97%

Expected date to meet
target 1st Oct 2016

Signed off by Jyoti Maisuria

Signed off by Gillian Parker
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ESTATE AND FACILITIES PERFORMANCE EXCEPTION REPORTS: FACILITIES

FACILITIES INDICATORS

Issues: Returned Meals, Portering Response Times and Cleaning Scores Low Risk to Very High Risk.

RETURNED MEALS:

Whilst the returned meals has seen a drop over the last few months there has been a
small increase in June due to more meals being returned from MAU. If the figures from
MAU are taken out then the total figure for the hospital is 4%. Work is being done with the
ward manager and housekeeper on MAU to reduce the returned meals from this area and
the meal options on this area are being reviewed to ensure that patients are provided with
the right meals at the right time therefore reducing the amount of wastage this involves
assessing whether a bulk delivery service is more appropriate to cater for this cohort of
patients.

PORTERING RESPONSE TIMES:

Due to the transfer of the domestic and portering services back into the Trust weekly
meeting were being held in May and June to review processes within these two
departments and constant quality and system checks were taking place throughout the
hospital. It was therefore felt that due to the increased monitoring and meetings that were
taking place it was unnecessary for MITIE to continue with the formal monitoring, this has
since been reinstated during August.

CLEANING SCORES LOW TO VERY HIGH RISK:

Due to the transfer of the domestic and portering services back into the Trust weekly
meeting were being held in May and June to review processes within these two
departments and constant quality and system checks were taking place throughout the
hospital. It was therefore felt that due to the increased monitoring and meetings that were
taking place it was unnecessary for MITIE to continue with the formal monitoring, this has
since been reinstated during August.

April May June

Returned
Meals

7% 6% 7%

Portering
Response

102% - -

Cleaning
Very High

Risk
95% - -

Cleaning
High Risk

55% - -

Cleaning
Significant

Risk
114% - -

Cleaning
Low Risk

71% - -

Expected date to meet
target 1st Nov 2016 Steve Peet

Signed off by Gillian Parker
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Agenda Item
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Title Board self-assessment

Sponsor Paul Connellan

Author (s) Tom Neve

Purpose To advise the Board on the results of the board self-
assessment that was undertaken.

Previously considered by Not previously considered by any other meeting

Executive Summary :
Summary of the responses to the board self-assessment questionnaire are provided in the
paper for discussion

Related Trust Objectives
Impacts on all corporate objectives

Risk Assurance – risk impacted upon
AF4.2 3488 Failure to ensure on-going
compliance with terms of NHS Improvement
Provider Licence requirements

Legal implications/Regulatory
requirements

Complies with best corporate Governance
practise.

Financial Implications
N/A

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

N/A

Action required by the Board

To note the results of the board recent self-assessment and to discuss what actions are
required to be implemented



Board Self-Assessment

Members of the Board will recall that they were invited to complete a self-assessment and to
respond to questions using the following ratings - 1 strongly agree; 2 agree; 3 disagree; 4
strongly disagree.

The vast majority of the responses to the sixteen questions fell within the strongly agree or
agree category with the following exceptions that received at least one, but no more than two
disagree responses:

 Question 4 – Is information in the right form to enable the board to make sound
decisions?

This received a single 2/3 agree/disagree response with the following comment:

As some of the detail is discussed at committee meetings sometimes there may be a lack of
detail at board for those not attending committee.

 Question 5 – Does the board periodically review organisational culture and plan to
maintain a positive culture?

This received two disagree responses with the following comments:

I think agree/disagree is the wrong answer for this question for me – we allude to culture but
we do not necessarily review it or plan around this area.

Might be me, but I do not recall seeing specific evidence of this being reviewed but the
culture of the organisation is a positive one from what I see generally.

 Question 10 – Does the time spent on strategy result in defined proposals to be
incorporated into the business plan?

This received one disagree rating and one agree/disagree response with the following
comments:

Often a direction of travel is identified with detailed proposals coming back to board. Defined
proposals are more usually identified at the supporting committees

Some discussion takes place in development sessions as the strategic issues are very broad

 Question 12 – Is the board satisfied that it has identified strategic risks facing the

organisation, and that it had the controls to manage them?

This question received one 2/3 agree/disagree response and the following comment:

The strategic risks are still evolving but are discussed as they become apparent.

Overall the self-assessment was positive although there were several areas where some
board members thought things could be improved.

In this respect, colleagues are asked to discuss the results of the questionnaire, and to
decide what actions are required to address those areas requiring improvement.

.
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BOARD SELF-ASSESSMENT QUESTIONNAIRE

Area Question Rate 1 – 4 Comments

Support and
Infrastructure

1. Does the board receive timely
information?

2 2 2 2 2 2 2 1 2 2 1 Generally yes although sometimes Board and Committee
papers have been received quite late which means
preparation for meetings can be compromised

There is always a compromise between timeliness and
verification/testing of data by the committees

With meetings being monthly although board receives
information it doesn’t get sufficient assurance actions taken
as not enough time between meetings

Much better of late but there was a dip during the year.

Yes

2. Is it of the right quality?

2 1 2 2 2 2 2 2 1 2 2 Yes my experience is that Board papers are accurate and
include a good range of information on key performance
issues

Slight variance across directorates but all improving

Yes quality packs

3. Is it sufficiently concise?

2 2 1 2 2 2 2 2 1 2 2 There is a balance – between summarising and providing
detail. I appreciate having a good summary e.g. the
significant risk paper and being able to see the backing
detail – but we should consider whether the detailed
backing is needed for each board or if it is already seen by
one of the committees whether it could be a say quarterly
or 6 monthly detailed paper to board

Good use of dashboards particularly by quality and
governance



BOARD SELF-ASSESSMENT QUESTIONNAIRE

Yes, good summaries

4. Is information in the right form to
enable the board to make sound
decisions?

2 2 2 2 2 2/3 2 2 1 2 2 Generally yes – but – minor point – I wonder if we should
be clearer on the agenda which items are for decision. Also
– on the covering report some colleagues use the exec
summary section to say what the purpose of the report is –
not what the exec summary points are

Again varies across directorates but usually yes. Workforce
information could be improved

As some of the detail is discussed at committee meetings
sometimes there may be a lack of detail at board for those
not attending committee

Yes all well explained

Leadership

5. Does the board periodically review
organisational culture and plan to
maintain a positive culture?

3 2 2 2 2 2 1 1 3 2 1 I think agree/ disagree is the wrong answer for this
question for me – we allude to culture but we do not
necessarily review it or plan around this area.

We do talk about it often but is it as structured a
conversation as it could be. Could be a useful discussion in
the light of the Freedom to Speak up Guardian and how
that new dynamic will impact on our OD
arrangements/culture

This has happened following Keogh but not sure of plans for
this going forward

Might be me, but I do not recall seeing specific evidence of
this being reviewed but the culture of the organisation is a
positive one from what I see generally

Culture is often discussed in terms of values & behaviours.



BOARD SELF-ASSESSMENT QUESTIONNAIRE

6. Does the board collectively and
individually model behaviours
consistent with organisational values
and culture?

2 1 2 1 1 2 2 1 1 1 1 I believe we do – though I am sure there is always more we
could do and we need to make sure we ask for and listen to
feedback on whether we do model the behaviours required

I believe all Board members are aware of the need for this
and strive to achieve it

Yes – very strong values evident

7. Is the agenda set by the chair
sufficient to allow the board to carry
out its functions?

2 2 1 1 2 2 2 2 1 1 1 I do sometimes wonder if we more receive information on
the future strategy rather than develop it. But this cannot
be given sufficient time in a public Board meeting. We did
set aside a lot of time last year for the HAELO events I
wonder if we should set aside a chunk of time e.g. odd full
days for strategy discussions

Yes absolutely

Having recently attended a day with NHS providers on the
business of Boards and what is discussed I think we have a
balanced agenda

8. Does the agenda prioritise the right
issues?

2 2 2 1 2 2 2 2 1 2 2 See above

In terms of reports, most time is spent on operational
performance

Focus is on performance possibly not enough time on
strategy but because of position we are in

Yes

Sometimes maybe more discussion on operational issues
than required but perhaps reflective of where the
organisation has been



BOARD SELF-ASSESSMENT QUESTIONNAIRE

9. Is the board satisfied that sufficient
time is spent on each agenda item?

2 1 2 2 2 2 2 1 1 2 2 In general yes – I think our Board meetings allow time when
its needed to dig into issues but allow speedy flow through
of more straight forward items

Pace of meetings excellent

10. Does the time spent on strategy result
in defined proposals to be
incorporated into the business plan

2 2 3 2 * 2/3 2 1 2 2 See above

Often a direction of travel is identified with detailed
proposals coming back to board. Defined proposals are
more usually identified at the supporting committees

Not really seen evidence of so cannot score

Some discussion takes place in development sessions as he
strategic issues are very broad

Yes, which is key given the changes in the organisation

11. Does the chair ensure that there is
sufficient challenge on each issue on
the board’s agenda?

2 1 2 1 2 2 2 2 1 2 1 I think the chair is good in letting everyone contribute if
they want to on items but then sometimes usefully towards
the end comes in with points that haven’t already been
covered on that item. I think he is a very facilitative chair.

Yes and actively encourages constructive challenge

Effectiveness

12. Is the board satisfied that is has
identified the strategic risks facing the
organisation, and that is had the
controls to manage them?

2 2 2 1 2 2/3 1 1 1 1 2 Yes – but I always have the worry that there are risks which
are less easy to foresee – e.g. Brexit – is this a strategic risk
that we should now be considering? Particularly in relation
to workforce?

The risks are discussed at the supporting committees and at
the board

I think the Board has identified the risks, but does not have
management control over many of them.



BOARD SELF-ASSESSMENT QUESTIONNAIRE

The strategic risks are still evolving but are discussed as
they become apparent

Sighted on risks as far as possible

13. What is the evidence?

BAF/Risk management paper discussed at every board,
board development session ran by PW around risk, horizon
scanning etc.

Internal and External Audit and CQC inspections provide
assurance on some of our strategic risks. Work of the Board
committees provides additional assurance that risks are
being prevented and mitigated
Achievement of last year’s financial target and getting out
of special measures

The minutes of the meeting, the changes made following
discussion

ICO framework, financial framework

PWC papers and minutes of Board minutes will evidence
this.

Risk register and discussions

14. Is the board assurance framework
effective?

2 2 2 1 2 2 2 2 1 2 2 I think so.

Yes – but it is (necessarily) very detailed and therefore hard
work to fully work through and understand how all the
controls and assurances work together to better ensure the
organisation can deliver on its strategic objectives

Continuously improving



BOARD SELF-ASSESSMENT QUESTIONNAIRE

Yes very focused and very strong risk culture

Yes

Policy Development

15. To what extent do policies adopted by
the board reflect the views of the
membership? How does the board
monitor this?

The Board do not necessarily adopt policies more
strategies. Policies tend to be agreed at EMT level.

I have no idea and I don’t believe we monitor this. I expect
that some staff policies are consulted upon to a degree and
with staff representatives.

There has been a focus on staff feedback and views and
public feedback following Keogh, not sure of plans for this
going forward

Not sure how to answer this one, but I assume that, in the
construction of a policy, it will have appropriate
stakeholder engagement and comment before it would
enter the Board environment. In terms of the views of the
wider ‘membership’ per say, I’m not sure I have a clear
answer.

Not sure governors really reflect membership nor influence
policy

Policies are approved outside of board

?

Stakeholder
Engagement

16. How does the board inform and
involve key stakeholders in its work?
How does it check their views?

This I suspect is an area we can improve on.

Through stakeholders on the Council of Governors much of
the work of the Trust is shared and feedback received. I do
not recall seeing a stakeholder management plan which



BOARD SELF-ASSESSMENT QUESTIONNAIRE

would enable us to identify how and when we would want
to engage stakeholders in different elements of our
business.

Attention paid to staff and patient feedback and evidence
of action taken as a result, not sure of plans for other
stakeholder engagement as we move into the ICO.

Papers shared with relevant stakeholders. Attendees
include relevant stakeholder reps. Board members
individually engage with appropriate stakeholders on Trust
strategy matters.

Care Together Programme Board

Regular meetings at each level in the organisations

Key stakeholders are invited to a variety of board events.
The board listens and encourage stakeholders to challenge
and support

By seeking feedback on a regular basis

Limited items in Private Board. Governors attending Board.

Rate Scale: 1 Strongly Agree 2 Agree 3 Disagree 4 Strongly Disagree



TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 29th September 2016

Agenda Item 8a

Title
Quality and Governance Committee
Aggregated learning summary report – attached

Sponsoring Non-Executive
Director

Ms T Kalloo

Author (s) John Fletcher, Head of Assurance and Governance

Purpose To note/receive

Previously considered by Not applicable

Executive Summary

Summary notes of the September Quality and Governance meeting and summary
Aggregated Learning Report.

Related Trust Objectives Relates to all Corporate objectives

Risk Assurance – risk impacted upon Relates to all areas of risk

Legal implications/Regulatory
requirements

None identified

Financial Implications None

Has a quality impact assessment been
undertaken?

Not applicable

How does this report affect
Sustainability?

Not applicable

Action required by the Board

The Board is asked to receive and note the summary of the Quality and Governance
committee meeting in September and a summary Aggregated Learning Report.
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Quality and Governance Committee

Welcomes and introductions were made as six public governors were in attendance. The minutes
of the July 2016 meeting and the August 2016 walkrounds were accepted as a correct record. All
matters arising and actions required by the meeting were agreed complete or included on the
agenda.

The meeting received an update in respect of the recent CQC inspection. Members were informed
that the planned inspection had been followed up with an unannounced inspection by the CQC
inspection team. It was noted that comprehensive requests for data had been submitted prior to
and during the inspection to fulfil the requirement of the CQC, and that information requests
continue to be received. In the feedback provided following the visits the inspection team thanked
the organisation for the welcome they had received. They commented positively on the
engagement and openness of staff during the inspection and for the prompt attention to any issue
or question asked. The areas of immediate feedback were discussed and addressed.

The meeting received a presentation provided by the Chief Nurse on the current position with
regard to nurse staffing particularly for medical wards. This set out the context locally and
nationally of the challenges faced and the action being taken. She described how on a daily basis
staffing is reviewed to ensure safe staffing levels are maintained, and described the success of the
nurse recruitment events to secure retention of the staff trained in the Trust and also to recruit
from outside the Trust. The recruitment events were undertaken on a “one stop shop” basis with
individuals being offered roles on the day where ever possible and completion of routine pre-
employment checks required. Assurance was also provided about the work being undertaken to
maximise the retention of staff and the implementation of a preceptorship programme to asssit
newly qualified staff identified. The options which the development of the Integrated Care
Organisation would potentially offer to assist in recruitment and retention were also highlighted.
Assurance was provided that based on the recent recruitment it is anticipated that the staffing
position would continue to improve as the new recruits joined the Trust workforce.

The meeting also received a presentation from the Chief Pharmacist on the work undertaken to
ensure consistent monitoring of medicines fridge temperatures in particular the system for
recording and resetting the minimum and maximum values to ensure this is consistently achieved
across the Trust. Members challenged and scrutinised both presentations and the assurances
provided.

A comprehensive assurance and scrutiny update report was presented which highlighted issues
for awareness. The report provided the outcomes of the recent CQC reports for Community
services prior to transfer to the Trust whilst under the management of Stockport Foundation NHS
Trust. It was noted that these results were not those which the Trust could display as these were
rating provided to Stockport Foundation Trust. However it was identified that the reports were
being reviewed to provide an insight to any action which may be required and applicable to the
Service which transferred. These are being and considered and actioned through the Community
division and will be reported back to SQOGG.

The update highlighted two recently published reports by the CQC into Safety and security of data,
and the arrangements for Looked After Children. It was identified that both of these are being
reviewed, assessed and actioned through the Governance structures.

The report highlighted the achievement across the Trust of achieving 95.7% compliance with
mandatory training performance against our target of 95%. It was noted that this had been
achieved through significant work by all staff and departments, but that there was further work to
do to maintain this level of attainment.
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Update papers were received on Patient Experience and the position in relation to the National
Patient Surveys noted. The appointment of a new Assistant Chief Nurse to lead on Patient
Experience was also identified and noted.

The results of the audit of the “Fit and Proper Person Test” undertaken to ensure that the Trust
was compliant with the requirement of this CQC standard were presented. It was identified that
this demonstrated good compliance with the requirements, and that action had already been taken
to resolve the inconsistences identified in record keeping.

The committee received a completed gap analysis in relation to the Mazar report
recommendations. The Mazar report was the independent review of deaths of people with
Learning Disability or Mental Health problems in contact with Southern Health NHS Foundation
Trust between April 2011 and March 2015. It was highlighted that due to the work undertaken in
the Trust following the Keogh review with the implementation of our mortality review process the
Trust was in a good position in respect of this.

Updated reports relating to Significant Incidents, Duty of Candour including Duty of Candour
timescale adherence, the Board Assurance Framework and significant risks were received and
scrutinised by the Non-executive members.

The Learning from Experience and Aggregated Learning Report was also reviewed which
provided an updated reconciliation of learning as well as detailed thematic analysis of incident and
complaints. The increase in complaints in July and reduction again in August was noted alongside
a commensurate reduction in concerns noted with an oversight of areas and themes provided.
Specific reviews of pressure care issues and medication incidents also reviewed and noted.

Minutes of reporting subcommittee Service Quality and Operational Governance Group were
received and an update on the Risk Management meeting noted.

Trish Kalloo
September 2016
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Summary Aggregated Learning information –

Initial Data for August 2016 **still being validated

Incidents with moderate or greater harm may be downgraded once the investigation is complete

Incidents reported August 2016 **

New incidents (reported in month- includes delayed reports) 950

Reported with Moderate harm 14

Reported with Major harm 1

Reported with Catastrophic harm 0

Never Event 0

RIDDOR reported incidents 0

Complaints and PALS issues

New Complaints 33

New MP enquiry 1

New External complaint 0

New Enquiry 1

New PALS issues 180

Total issues received 217

Re opened Complaints 0

Issues /cases responded to 229

Complaints %age closed in agreed timescale 90%

Average time to close issues/cases (working days) 10

Number issues on-going @ time of monthly report 65

Ombudsman Cases upheld 0

Other Indicators

Mortality reviews required 70

Initial Mortality reviews undertaken at time of report within 14 days 70

Inquests with TGH involvement closed /heard 12

Coroner-Prevention of Future Death report (Regulation 28) 0

StEIS reports - Internal issue 3

StEIS reports - Never events 0

Safeguarding Adult cases - Allegation on hospital care 10

Safeguarding Adult cases - Allegation on other care 17

DOLS - Cases reported to Supervisory Body 24

PREVENT - Cases reported 0

Compliments 762
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Aggregated Dashboard – May 2016 – July 16 dashboard

Incidents reported May 16 June 16 July 16
4 month

avg trend
12 month
avg trend

New incidents (reported in month- includes delayed reports) 983 945 950  

Reported with Moderate harm 6 7 11  

Reported with Major harm 0 0 0  

Reported with Catastrophic harm 1 0 3  

Never Event 0 0 0  

RIDDOR reported incidents 2 0 2  

Complaints and Concerns May 16 June 16 July 16
4 month

avg trend
12 month
avg trend

New Complaints 31 34 43  

New MP enquiry 0 1 3  

New External complaint 0 0 0  

New Enquiry 1 12 7  

New Concerns (PALS) issues 158 175 137  

Total issues received 193 235 194  

Re opened Complaints 0 0 2  

Issues /cases responded to 193 197 197  

Complaints %age closed in agreed timescale 93% 95% 90  

Average time to close issues/cases (days) 12 10 13  

Ombudsman Cases upheld 0 2 0

Complaints & Concerns by Month by Directorate

Top Incident Causes reported
with Moderate harm and

above July 2016

 Slips/Trips/Falls

 Pressure Ulcers

 Infection Prevention

 Failure To Follow Care

Pathways

 Diagnosis

 Patient Death

Top issues reported in July 2016 related to

 Clinical Treatment

 Values And Behaviours (Staff)

 Admissions & Discharges (Excl Delayed Discharge)

 Patient Care

 Communications

 Prescribing



Page 6 of 6

Top issues reported in July 2016 related to

 Appointments

 Communications

 Patient Care

 Clinical Treatment

 Admissions & Discharges (Excl Delayed Discharge)

 Values And Behaviours (Staff)

Indicators May 16 June 16 July 16
4 month

avg trend
12 month
avg trend

Mortality reviews required 79 64 78  

Mortality initial reviews undertaken (@time of reporting) 79 64 78  

Inquests with TGH involvement closed /heard 9 12 7  

Coroner-Prevention of Future Death report (Rule 43 ) 0 1 0  

Themes reported

Morality – themed feedback to Division for learning from reviews
 Consistent use of NEWS

 Record keeping standards

 DNAR

 Re-assessment and of patients

Inquest and Coroner
 n/a

Indicators May 16 June 16 July 16
4 month avg

trend
12 month
avg trend

StEIS reports – Internal issue 2 2 9  

StEIS reports – Never events 0 0 0  

Safeguarding Adult cases – Allegation on hospital care 6 7 11  

Safeguarding Adult cases – Allegation on other care 15 11 16  

DOLS - Cases reported to Supervisory Body 3 14 18  

PREVENT – Cases reported to Supervisory Body 0 0 0  

Compliments 513 746 710  

Themes reported

StEIS
 Related to Infection control and patients admitted with Pressure ulcers

 Care related issues as above

Adult Safeguarding allegations/issues relate to
 Pressure Ulcers

 Discharge

 General Care

 Physical Abuse

 Financial/Material Abuse

 Self-Neglect
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TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST

Report to Public Trust Board meeting of the 29th September 2016

Agenda Item 8b

Title
Minutes of the Finance & Performance Committee held on
16th August 2016

Sponsoring Executive Director Claire Yarwood - Director of Finance

Author (s) Claire Yarwood - Director of Finance

Purpose
To inform the Board of the discussions held by the Finance
& Performance Committee at its meeting in February

Previously considered by Not previously considered

Executive Summary :
The attached reflect the minutes of the Finance and Performance Committee which met in August
2016.

Related Trust Objectives 5 – Develop a strategic plan to secure clinical and
financial sustainability for the Trust in conjunction
with the Trust’s strategic partners and key
stakeholders

7 – to deliver against local and national
frameworks in order to meet all the requirements
of the Trust’s operating licence and the
commissioners’ requirements.

Risk Assurance – risk impacted upon 723 – Failure to meet, deliver Trust’s financial plan
Legal implications/Regulatory
requirements

In breach of Licence

Financial Implications None
Has a quality impact assessment been
undertaken?

No

How does this report affect
Sustainability?

Review financial sustainability of organisation

Action required by the Board
The Board is asked to note the minutes from the Finance & Performance Committee.
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FINANCE AND PERFORMANCE COMMITTEE
Agenda item 2

Date of Meeting: 16th August 2016 Time: 9.00 Location: Board Room, Silver Springs

Present Position Initial

Mr M Taylor Non-Executive Director (Chair) MT
Mrs A Higgins Non-Executive Director AH
Mrs C Yarwood Director of Finance CY
Mr P Nuttall Director of Performance and Information PN
Mrs P Cavanagh Director of Operations TC

In attendance

Mr P Connellan Chair PC
Mrs K James Chief Executive KJ
Ms A Bracegirdle Associate Director of Finance AB
Ms S Derbyshire Divisional Director Medicine and Clinical Support Services SD
Ms J McShane Divisional Director Surgery, Women’s and Children’s JM

Additional attendees

Ms A Bromley Director of Human Resources ABr
Mr N Humble Divisional Manager – Diagnostics NH
Mr D Warhurst Assistant Director of Finance DW
Ms W Brelesford Public Governor WB
Mr N Hoque Public Governor NH

MT welcomed the Governors to the meeting and introductions were made.

Item No Description Action

92/2016 Apologies

Mrs A Dray

93/2016 Minutes of the previous meeting 19th July 2016

Minutes of the meeting were approved as an accurate record.

94/2016 Action log

Action log has been updated as per discussion and is attached.

95/2016 Trust Efficiency Programme

AB provided an overview of the report and advised the concern is the level on non-
recurrent savings.
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A paper is being provided to the Executive Team to set out the process and timelines for
2016/17 programme. CY advised that in response to this year’s position with recurrent
and non-recurrent, DW is providing full support to Divisions in terms of creation of the
efficiency programme and AB is focusing on the assurance role.

MT expressed his concern about achieving the targets for this year and next year and
advised he will be looking for assurances from Corporate, Medicine, Surgery & Women’s
and Children’s.

4.1 Medical Staffing Efficiency Savings

JM outlined the highlights of the report.

MT congratulated the team on the work completed to-date.

A discussion took place regarding the anaesthetic model using an electronic rota
management system and JM advised this scheme is a ‘spend to save’. A sub group of the
Medical Staffing group is reviewing options for other specialties.

96/2016 Operational Performance

5.1 Performance Report

PN provided an update and advised the table showing performance against the
Sustainability and Transformation Funding shows a forecast for each quarter. The table is
currently forecasting that at present there is a risk in reaching the four hour performance
target in Quarters 3 & 4 which may result in a reduction in the sustainability funding by
12.5% (£431k).

Outpatient performance is currently on plan (new and follow up). The profile over the
past four or five weeks anticipated more work than was actually delivered and the reasons
for this are to be investigated.

Year-to-date the organisation has received around 2,500 less referrals than the previous
year. This is predominantly in Orthopaedics and Dermatology and the potential impact
needs to be understood. If the reductions in referrals continue to reduce the annual
activity plan will not be achieved. A full service deep dive analysis is to be undertaken to
understand the impact.

Elective activity is on plan and Non-Elective is slightly above plan. Theatre utilisation is
89% for July which is just below the 90% target. Work is on-going to support achievement
of the target.

MT highlighted that late starts are at 33% and enquired if this is an average figure. PN
provided an explanation as to how this is measured and advised this is really difficult to
benchmark. JM advised the aim to be at 10% which does not seem to be a realistic target
and advised the best performance to-date was 80% of lists starting on time. TC advised
that the theatre schedule is constantly under review to try to move more clinicians to all
day operating sessions to increase productivity.

MT asked if individuals and specialities are being challenged. JM confirmed that
individuals are challenged, TC explained that weekly data is produced for clinicians to see
their performance and league tables are discussed with clinical colleagues. JM advised
that Gynaecology received a certificate and a prize as the first speciality to achieve 90%
utilisation. Clinical Leads have theatre utilisation as part of the objectives and as part of
the dashboard. It is also part of the Band 7 team leaders in Theatres to ensure their
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Theatres start on time.

MT stated that the improvements are a great achievement within the six/nine month
window.

Outpatient utilisation has dropped over the last few months and detailed work is being
undertaken to improve this position.

PN advised that Mandatory training is now at 95.7%.

PC highlighted the improvement in length of stay by 30% and asked if this was due to
conscious operational changes.

PN provided an explanation and advised the position is on a downward trend but this
would have to continue.

AH highlighted the improvements with medical outliers, TC confirmed a slight reduction
has been seen over the past few weeks, but PN stated that attendances and admissions
have dropped.

5.2 Financial Performance – Month 4 Summary Review

AB provided the highlights of the report.

MT asked regarding the worst case year-end financial forecast, AB confirmed that it is
reviewed on a monthly basis.

5.3 NHS Improvement Agency Cap Report

ABr provided an overview of the report and advised that there have been changes to the
last report due to NHSI imposing further rules requiring the collection of information for
shifts exceeding the wage cap as well as the agency cap.

Due to a number of Clinical Fellows commencing in A&E a reduction in the agency figures
has been seen. This will be monitored to determine if it is a continuing trend.

ABr advised the benefits of the nursing recruitment days will not been seen until
September as the student nurses will then be qualified. The Senior HR Business partner
for medical staffing will commence in post on the 1st October.

MT highlighted the 10% increase from the 10th July in the number of shifts exceeding the
price cap. ABr advised this now covers the price cap and the wage cap.

AH asked how the Trust compares with other local organisations. ABr confirmed that the
Trust was initially an outlier and following actions being undertaken the Trust is no longer
an outlier. CY advised a meeting is taking place with NHSI to discuss the Trust’s position.

MT asked if there are any staffing issues within the new Stamford Unit. ABr advised bank
is being used until recruited staff commence in post at the end of September.

5.4 Contract Performance

CY asked for feedback on the format of the report and advised the Trust is currently over-
performing and discussions with the CCG are on-going.

MT stated that the format was understandable.
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MT enquired about the relationship with the CCG. CY confirmed at the overall relationship
is collaborative.

97/2016 MR Scanner – post project evaluation

NH attended the meeting to provide an update on the post project evaluation and outlined
the relevant points.

A small revenue saving was predicated against not using the mobile van, however at the
end of the exercise a spend of around £300k was incurred, which was due to the number
of scans per day delivered being less than planned in the business case, as well as
additional capacity required relating to the sudden closure of a local private provider.

A patient user satisfaction survey has been undertaken and 98% of patients are extremely
happy or happy with the environment and service, and privacy and dignity has been
improved.

CY stressed that it is essential not to incur unexpected expenditure going forward.

MT enquired as to the amount of the VAT refund, NH advised discussions are taking place
with HSMR and will confirm the amount.

MT observed that the paper provides no indication as to whether there is a financial
benefit or whether or not that was the objective. KJ confirmed that the scanner was
provided as a replace for old technology.

AH asked if ownership is built in to process for agreeing Business Cases. CY confirmed
that this is the case. There were several changes of management during the development
and implementation of this business case, and one of the lessons learnt is to establish a
project team structure to support continuity when there are staff changes.

NH confirmed that the scanner is suitable for bariatric patients.

98/2016 Benchmarking Update

PN advised an updated report will be available in either October or November once the
data has been refreshed by Dr Foster and went on to provide an overview of the report.

Following an enquiry by KJ, PN agreed to remove the non-elective length of stay data from
the report to establish what effect this would have on the results.

CY asked the divisions whether they thought the timing (November) for writing the
benchmarking report would be useful for providing support to develop schemes for the
efficiency programme. TC replied that the majority of the schemes form part of the
performance Service Improvement Board work. PN stated bringing the report forward is
dependent on the availability of the metrics as a full year of data is required to perform
the comparison.

MT highlighted that the national average information is not included within the report. PN
confirmed this will be provided in revised report. MT requested a summary of what actions
are being taken on the back of the update to provide assurance that progress is being
made. TC suggested that the papers for Service Improvement Board are circulated to the
Non-Executive Directors. CY also suggested the Trust Efficiency Programme report is
linked back to which systems they are relating to.

PN

TC
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The latest data for the pre-operative length of stay is currently not available and an update
will be provided once the information is available.

99/2016 Reference Costs

DW outlined the key changes in terms of how costs are reviewed, key improvements and
plans for future improvement.

KJ commented that this is a really good piece of work and it is helpful to start focussing on
where improvements can be made.

AH enquired as to whether the work which has already been undertaken will inform the
contract negotiations for next year. AB advised the robustness of the information will
require checking to ensure the assumptions are correct before it would be used to support
any contracting discussions.

100/2016 Service Line Reporting Strategy

DW provided an overview of the process for rolling out service line reporting and patient
level costing and outlined the options for consideration.

PN enquired if option three includes the potential costs around data capture and changes
to processes. DW advised the costs are indicative for the procurement of the system, and
do not include and additional supporting structure above the current staff. CY stated that
option three will cost additional money and a robust business case proposal is required to
explore the options.

KJ highlighted the level of information is provided within Community services. AB advised
Community is rolled out as part of PLICs. PN stated that a new system is being purchased
for data collection in the Community and a data quality improvement programme has been
rolled out as significant improvements are required.

CY advised that she and PN are part of a national virtual focus group which has been
reviewing community data sets to provide standard definitions for contracting.

AH asked if approval is given when, would data become available. DW advised that the
Trust can already provide SLR information, but it needs refining through engagement with
the operational teams A scoping exercise is being undertaken and the aim to roll out SLR
data by the end of October. If a decision is made to procure a new system, which would
potentially enhance the speed and accuracy of the data collected, it would take
approximately a year for reliably SLR and PLICs information to be available.

A discussion took place regarding the quality of the data and ensuring that accurate data
is provided.
JM suggested engaging divisional representation is discussions. DW advised that work is
continuing on the format of the report and agreed to circulate information on how the data
is apportioned.

PC stressed that the information needs to be robust as the Commissioners will be using
the information to decide their priorities going forward and suggested a mechanism for
deciding on apportionment is required.

TC suggested presenting the system at Operational Board to ensure teams start on the
same baseline and agreed to add to the agenda for a future meeting.

The Committee approved the rollout of the Service Line Reporting (SLR) and the scoping

DW
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exercise for option two(PLICs).

CY advised that the options will need to be considered at Capital Investment and Revenue
Group (CRIG). DW agreed to provide a timeline to MT.

DW

101/2016 Report of Finance Department Restructure

CY presented the paper and provided an overview of the process changes the restructure
has enabled and advised improvements are still being made.

A contact management function is being developed and a new appointment has been
made to support the divisions to monitor performance and assist in the preparation for the
new contract.

The level of detail in reports for Finance and Performance Committee, Executive Team
Meeting and the Operational Board is to be agreed.

A review of the Financial Accounts section is to be undertaken which will explore options
to outsource some of the financial services along with the Greater Manchester and
economy wide review of corporate services and also to ensure cover is provided when
necessary.

As part of the restructure a new post was created (Business Planning and Development)
which supports the transformation work and the development of the five year sustainable
financial plan. The postholder was also involved in the Due Diligence for the transfer of
Community Services from Stockport and has provided support to the Care Together
Models of Care Group.

Staff development and training will continue to ensure staff are appropriately qualified.
Gap year students and apprentices are commencing in post in September CY stated it was
very pleasing to note that at the recent staff awards, four members of the team were
nominated for awards, two of which won their category.

MT observed that ensuring the financial information was presented in a consistent format
month on month has made it easier to compare performance and congratulated the team
for their performance.

The improvements in the provision of financial support to Divisions were noted and the
Team commended.

102/2016 Minutes of reporting committee (CRIG – July 2016)

The minutes were noted.

103/2016 Workplan

Revisions to the plan were noted.

104/2016 Summary of points to escalate to Board

Item was deferred as there is no Board meeting in August 2016

105/2016 Any Other Business

14.1 Update on the Stamford Unit
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The paper was acknowledged and noted.

106/2016 Date of Next Meeting: 20th September at 10 am Silver Springs Board Room



TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST

Report to Public Trust Board meeting of 29th September 2016

Agenda Item 8d

Title
Use of the Trust’s Seal

Sponsoring Director Tom Neve

Author (s) Tom Neve

Purpose To advise the Board on the occasions the Trust’s
seal has been applied during the preceding quarter.

Previously considered by Not previously considered by any other meeting

Executive Summary :
The Trust’s seal has been used on one occasion during quarter 1 of the 2016/17
financial year

Financial year./
Related Trust Objectives

Objective 6

To deliver against the required local and
national frameworks, as part of Greater
Manchester Health and Social Care
Devolution, securing the best economy,
efficiency and effectiveness in its use of
resources, the trust spends to deliver
services directly and through partner
organisations

Risk Assurance – risk impacted upon
AF4.2 3488 Failure to ensure on-going
compliance with terms of NHS Improvement
Provider Licence requirements

Legal implications/Regulatory
requirements

Complies with the Trust’s Standing Orders

Financial Implications
N/A

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

N/A

Action required by the Board

To note that the Trust’s seal has been used on one occasion during quarter 1 of the 2016/17
financial year.



Sealed Documents – Quarter 1 – 2016/17

The Trust’s Standing Orders require a report to the Trust Board identifying all documents
to which the Common Seal has been applied during the preceding quarter. These
documents were secured and sealed under “Tameside Hospital NHS Foundation Trust”.

The Trust’s seal was applied on the following occasion during quarter 1 of the 2016/17
financial year:

 Refurbishment of the flat roof on the Ladysmith Day Hospital



TAMESIDE AND GLOSSOP INTEGRATED CARE NHS FOUNDATION TRUST

Report to Public Trust Board meeting of the 29th September 2016

Agenda Item 8e

Title Junior Doctor Contract Implementation

Sponsoring Executive Director Amanda Bromley (HR Director)

Author (s) Nicola Wilkinson, Senior HR Business Partner

Purpose
To advise Board of the Junior Doctor Contract
Implementation

Previously considered by
Not previously considered by any another meeting

Executive Summary: The 2016 contract came into effect on 3 August 2016 and will start to
be introduced in England for GP trainees and trainees in hospital posts approved for
postgraduate medical/dental education in line with a phased implementation timetable from
October 2016.

This paper provides an overview of the key contractual changes, along with the progress
made so far with implementation

Related Trust Objectives This impacts on all corporate objectives

Risk Assurance – risk impacted upon
AD1.223481 failure to ensure that staff have
the relevant skills and training support and
supervision to ensure safe practice and meet
registration requirements

Legal implications/Regulatory
requirements

Impacts on CQC and NHS Improvement
requirements

Financial Implications
May have financial implications

Has a quality impact assessment been
undertaken?

N/A

How does this report affect
Sustainability?

May have a direct impact on the
organisations sustainability

Action required by the Board: To discuss and note contents of the report



JUNIOR DOCTOR CONTRACT IMPLEMENTATION

1. INTRODUCTION

The 2016 contract came into effect on 3 August 2016 and will start to be introduced in
England for GP trainees and trainees in hospital posts approved for postgraduate
medical/dental education in line with a phased implementation timetable from October 2016.

This paper provides an overview of the key contractual changes, along with the progress
made so far with implementation.

2. DOCTORS IN TRAINING AT TAMESIDE

The following table provides a summary of the doctors in training at Tameside who will be
affected by the imposition of the new TCS. A key point to highlight is that only the
Foundation Year 1 and 2 doctors are employed directly by the Trust.

Therefore, whilst the Trust will need to ensure rosters are compliant with the new rules and
provide work schedules for all other trainees, the contractual changes for CT/ST trainee
doctors will be managed by Pennine Acute (the Lead Employer).

Table 1: Breakdown of trainees by grade at Tameside

Trainee Total Number of
Doctors

Employer

Foundation Year 1 22 Tameside
Foundation Year 2 23 Tameside
CT1 - 2 18 Pennine Acute
ST1 - 2 24 Pennine Acute
ST3 - 8 21 Pennine Acute

3. KEY CHANGES UNDER THE 2016 CONTRACT

The new contract aims to keep pay and safety issues as separate as possible. This is to
prevent concerns over safe working hours turning in to disputes over pay. The contract is
designed to encourage that breaches of work patterns are escalated as soon as possible to
the Guardian of Safe Working Hours – therefore allowing for real time information rather than
retrospective monitoring.

The new contract will see the existing system of pay bands (which range from Band 1A 40%
supplement, through to Band 3 100% pay supplement) and retrospective monitoring/diary
study exercises to confirm the hours of work, replaced by an alternative method of payment
and real time exception reporting.

Changes to pay

The new contract will include an increase in basic pay of between 10% and 11%. Doctors
who work one weekend in eight or more will also receive an allowance worth between 3%
and 10% of their basic salary, depending on the number of weekends they work. Previously



all weekend work was paid at a premium rate, which varied depending on the doctor’s pay
band.

In the existing junior doctors’ contract all work between 7pm and 7am is paid at a higher
rate, depending on the pay band of the doctor. Doctors will also receive an allowance of 8%
of their basic salary when they are on call.

Any doctors working between 9pm and 7am will receive an enhancement of 37% on top of
their basic hourly salary. They’ll also get this if they have shifts starting between 8pm and
midnight which last more than eight hours. In this situation they will continue to be paid the
extra 37% rate for all hours they work until 10am the following day.

Changes to hours

Under the new contract, doctors can work no more than 72 hours over seven consecutive
days, which is a reduction from 91 hours in the current contract.

It also continues to set the average working hours at 48 per week, unless they opt out of the
Working Time Regulations in which case the maximum is 56 hours.

The new contract reduces the number of long days a doctor can be asked to work from
seven to five and the number of consecutive nights they can work from seven to four.

The new contract also introduces a new “Guardian of safe working hours” role. This role is
discussed in more detail later in this paper.

4. IMPACT OF THE NEW RULES ON OPERATIONAL ROTAS

In summary, 5 rotas require re-design as a result of the new 2016 contract rules. The full
detail relating to this is provided in appendix 1. The rotas requiring review are as follows,
with transition due in February and August 2017 (therefore allowing sufficient time for this
work to be completed):

 General Surgery, Middle Grade
 Trauma & Orthopaedic, Middle Grade
 Paediatric, Middle Grade
 Obstetrics & Gynae, F2
 A&E, F2/GPST

The detail of the rota issues has been provided to the relevant Directorate Managers in order
to enable an initial rota review. This work will need to be undertaken in partnership with the
trainee doctors, and overseen by the Guardian of Safe Working Hours. Meetings are being
scheduled throughout October in order to take this work forward and progress will be
monitored via the fortnightly Medical Staffing Expenditure Review Group.

5. PROGRES AGAINST THE NATIONAL TIMELINE OF IMPLEMENTATION

The nationally published implementation timeline sees the first cohort of doctors in training
transition to the new terms and condition of service in October 2016. At Tameside, this
change affects 8 ST3 doctors, on the Obstetrics & Gynaecology middle grade rota. As these
doctors are not directly employed by the Trust, the lead employer will be making the contract
offers albeit the Trust is required to produce individual work schedules. This rota is compliant
with the new contract rules and therefore there is no requirement for a rota redesign in order
to meet this deadline.



November – December 2016 – Transition to new terms and condition of service (TCS)
for: F1 doctors taking up new appointments and F2 doctors taking up new
appointments and sharing rotas with F1 doctors

The next phase of implementation will be the 7th December 2016 which is when our FY1
doctors rotate to their next placement. This will affect 22 FY1 doctors, over 7 rotas. The
Trust does not have any rotas where FY2 doctors share a rota with FY1 doctors, therefore
FY2 doctors will not be affected at this time.

In August 2016, our FY1 doctors were provided with contracts of employment in accordance
with the 2002 Terms and Conditions. These contracts cover their first placement and
therefore expire on the 6th December.

All existing rotas are compliant with the rules under the 2016 contract, and therefore no
changes to rota patterns are required in order to meet this deadline. The doctors will be
provided with individual work schedules, along with an offer of employment from the 7th

December under the 2016 contract.

February – April 2017 – Transition to new terms and condition of service (TCS) for:
Paediatric and Surgical Trainees (all grades) and any F2 doctors sharing the rota

In February 2017, 22 doctors, over 6 rotas will be affected by the transition. All our Paediatric
and Surgical trainees rotate in February, and are employed by the lead employer (Pennine
Acute).

In order to meet this deadline, the Trust will need to complete the review of the middle grade
rotas in Paediatrics, General Surgery and Trauma and Orthopaedics which was referred to
in section 4 of this paper.

August 2017 – October 2017 – All remaining trainees take up next appointments (all
grades)

The final phase of implementation will be in August 2017 as all the remaining trainees take
up their next appointments – this affects 46 trainees, over 6 rotas. In terms of preparation for
this transition, the Trust will need to complete the review of the FY2 rotas in A&E and
Obstetrics and Gynaecology.

6. NON-CAREER GRADE DOCTORS

It is important to note that the new TCS do not apply to non-career grade doctors. However,
the Trust will need to consider how this cohort of doctors are managed going forwards as
some do share rotas with doctors in training.

The current situation is that a total of 20 non-career grade doctors are employed on terms
and conditions that mirror the terms of doctors in training 2002 (and are therefore in receipt
of a banding supplement).

Therefore, as doctors in training assimilate to the new 2016 TCS, we will have mixed
economy rotas, which will require the Trust to ensure that rotas are compliant with two sets
of terms and conditions.

It is recommended that discussions are held at a regional level in order to ensure
consistency in relation to how non-career grade doctors are employed going forward.

7. FINANCIAL IMPLICATIONS

The costings associated with the new contract are currently being worked through by the
Finance Team and an update on this will be provided next month.



8. GUARDIAN OF SAFE WORKING HOURS

The new TCS require the Trust to have a Guardian of safe working hours, which is a role
designed to reassure junior doctors and employers that rotas and working conditions are
safe for doctors and patients.

The Trust has been successful in appointing Dr Moatamedi was interviewed and successful
in being appointed to this role on the 14th September 2016..

The Guardian of Safe Working hours will oversee the process of exception reporting and the
work schedule review process. The system of exception reporting ensures that departures
from planned working hours, working pattern or access to planned training opportunities are
recorded. Work schedule reviews should take place where this happens consistently and
can be requested by the employer or the doctor.

Our local process relating to exception reporting and work schedule reviews is due to be
discussed via the JLNC at the end of September.

The role has the power to levy financial penalties where safe working hours are breached.

Fines will be levied when working hours breach one or more of the following provisions:

 The 48 hour average weekly working limit
 Contractual limit on maximum of 72 hours worked within any consecutive 7-day

period
 Minimum 11-hour rest has been reduced to less than 8 hours
 Where meal breaks are missed on more than 25 per cent of occasions.

The role is also required to convene a junior doctors’ forum at regular intervals to provide
advice on the role and to scrutinise the disbursement of penalty fines. It is positive that the
Trust already has a monthly Junior Doctors forum in place that can be utilised for this
purpose.

Regular and timely reports on the safety of doctors' working hours and rota gaps will be
submitted to the trust board. This information will also be incorporated into the trust’s quality
account and made available to the Local Negotiating Committee (LNC), Care Quality
Commission (CQC), Health Education England (HEE), General Medical Council (GMC) and
the General Dental Council (GDC).

9. LOCUM WORK - IMPLICATIONS

It is important to highlight that the 2016 contract will affect locum work that is currently
undertaken by doctors in training. Under the 2016 contract, doctors who opt out of the
working time regulations will be required to offer ‘first refusal’ to the Trust for any additional
shifts they may wish to work.

This work is to be done via the employer’s locum bank, rather than via an agency and is to
be paid as per national terms and conditions. This rate of pay is significantly less than the
current internal locum bank. Whilst there is a potential cost saving for the Trust, there is also
the possibility that the doctor affected by this new contract will refuse to undertake additional
shifts at the new rates of pay.

10. CONCLUSION

The Board are asked to note the contents of this paper.



Appendix 1

SPECIALTY GRADE OF
DOCTOR

NUMBER OF
DOCTORS

ROTA COMPLIANT
WITH NEW RULES

ISSUES TO BE RECTIFIED

TRANSITION OCTOBER 2016

Obstetrics & Gynae ST3 8 Yes n/a

DECEMBER 2016

Trauma & Ortho F1 4 Yes n/a
General Medicine F1 8
General Surgery F1 6
Anaesthetics F1 1
Obstetrics & Gynae F1 1
ENT F1 1
Paediatrics F1 1

TRANSITION FEBRUARY 2017

Paediatrics F2/GPST 8 Yes n/a
Paediatrics ST3 5 No Additional rest periods need to be added – current rest is 40

hours (rules require 48 hours);

General Surgery F2/CT2 3 Yes n/a
General Surgery ST3 2 No Some weeks see total working hours at 73.5 hours (max is 72

hours);

Additional rest periods need to be added – current rest is 15
hours (rules require 48 hours);

There are 12 consecutive shifts (max is 8);



Trauma & Ortho ST3 1 No There are 12 consecutive shifts (max is 8);

Additional rest periods need to be added – current rest is 24
hours (rules require 48 hours);

Trauma & Ortho F2/ST1-2 3 Yes n/a

TRANSITION AUGUST 2017

Anaesthetics CT1-2
ST3

8 Yes n/a

General Medicine ST3 3 Yes n/a
General Medicine F2/CT/GPST 15 Yes n/a

Obstetrics & Gynae F2/ST1 – 2 7 No A shift after oncall is 12.83 hours long (max is 10 hours)

ENT CT1 – 2 / ST 1
– 2

3 Yes n/a

A&E F2/GPST 10 No Frequency of weekend work is greater than 1 week in 2.
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