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The Board is invited to note progress against the previously-agreed actions.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

Safe Effective
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Equality and Diversity impacts

Financial impacts if agreed/ not agreed

Regulatory and legal compliance

Sustainability (including environmental impacts)

Executive Summary

The attached log shows actions previously agreed by the Board, which have not yet been
completed. Some of the actions are not yet due for completion (as indicated in the comments
section or by the date in the title). All actions are reported in line with the Board’s previous request
to be kept updated on progress prior to the completion date.



Board public action log As at 24th January 2019

Title Assigned To Description

Close-to-final draft of Annual

Governance Statement to be

provided to all Board Committees

for consideration

Steve Parsons Not yet due

Corporate Objectives 2018-2019

report to explicity link performance

to 5-year strategy ambitions

Karen James Not yet due

Board to review Committee ToR's in

July 2019 (year after agreement)

Steve Parsons Committee consideration to be scheduled in April/ May/ June 19 (cf forward planner)
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The Board is invited to note the matters drawn to attention in the report.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

X

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

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

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

location.

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

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

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

patient population.

The paper relates to the following CQC domains-

X Safe X Effective

X Caring X Responsive

X Well-Led X Use of Resources



This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts 1

Financial impacts if agreed/ not agreed 1

Regulatory and legal compliance 1, 3, 4, 6

Sustainability (including environmental impacts) 1

Executive Summary

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

The Board’s attention is particularly drawn to-

a. The launch of the 10-year plan; and the related national appointments
b. The consultation on a new national Patient Safety Strategy.



1. The NHS 10-year plan

On 7th January, the NHS 10-year plan was published by NHS England, NHS Improvement and the
Department of Health. This is a very substantive piece of work, which sets out what the NHS as a
whole is undertaking to deliver in return for the £20.5 billion extra provided from public funds for the
service.

There is a fuller discussion on the plan later on the agenda, and Karen refers in her Chief
Executive’s report to the more detailed planning guidance received for the year 2019-2020. There
are two key issues I would draw to the Board’s attention-

 It is reassuring that the work that the Trust has been engaged with over the last few years, in
terms of developing and deepening our integration with local and regional partners, is reflected
in the whole health economy that the 10-year plan anticipates will become the norm across
England. Our strategy of moving from patient care to population health is very much in line with
the new NHS plan.

 The proposals will give the Trust, like most provider organisations, challenges in a number of
areas including finance and workforce. These are being worked through by the Executive team,
and the Board will be fully briefed as matters become clearer.

Colleagues may have seen that our Digital Health service featured on the ITN news reports about
the 10-year plan, after NHS England drew it to the broadcaster’s attention as an exemplar of how
the NHS should function in the future. It is very pleasing that the Trust is getting this national
recognition, and that we are leading in the development of the future shape of NHS services.

Overall, the NHS is anticipating that the changes will save about 500,000 lives across England
during the course of the 10 year period. NHS England and NHS Improvement are now launching a
public engagement exercise on the implementation of the proposals in the plan.

2. Joint NHS Improvement/ NHS England appointments

Colleagues will be aware that, as part of their processes of closer working, NHS England and NHS
Improvement have agreed to put into place joint management structures, across the seven regions
that they work in. The joint appointments were announced by NHS England and NHS Improvement
in December; for the North-West Region, the new Regional Director will be Dr Bill McCarthy, who is
currently Deputy Vice-Chancellor (Operations) for the University of Bradford, and Chair of Bradford
Teaching Hospital NHS FT.

The current (NHS Improvement) Executive Director for the North Region, Lynn Simpson, has taken
the opportunity of these changes to take up new challenges in the NHS. It is expected that Dr
McCarthy will take up his new role in April 2019, and I’ve already been in contact with him to
welcome him to the new role.

3. National Patient Safety Strategy

NHS Improvement are currently consulting on the development of a new National Patient Safety
Strategy, with the intention to set out how the NHS as a whole will work to make care safer and
reduce the number of incidents. Key proposals include-

 Driving a ‘just culture’, through openness and transparency in the review and learning
process;

 Improving the reporting and oversight mechanisms through changes to the national
requirements for incident review, and a better database solution enabling both trends and
learning to be more easily identified across the country and more locally;

 Alignment with the introduction of statutory Medical Examiner systems (expected April
2019), and the development of a statutory function for the Healthcare Safety Investigation
Branch (subject to legislation);



 An expectation that each organisation will have a Patient Safety specialist lead and/or
team, in order to ensure that patient safety is at the core of all discussions and decisions.

This also aligns with the earlier consultation on possible changes to the Serious Incident
framework, which NHS Improvement is expected to announce the results of shortly.

4. Governor elections

I would formally report to the Board the start of the process for filling six seats on the Council of
Governors, which are currently vacant. Nominations will close on 12th February, 2019; and if
required, ballots to determine which candidate is elected will conclude at the end of March.

Elections are being held for Governors to represent Ashton, Audenshaw, Denton (2 seats), and
Longendale; and a Governor to represent our staff colleagues in Corporate Services.

5. Board Development

Following our Board Development session held in October, I am looking at what the next steps and
priorities for Board development should be, and who might facilitate this. I will be consulting with
colleagues shortly, but anticipate that the focus will be on further developing our strategic capability
as a unitary Board, in the context of fast moving regional and national developments.

6. Internal and External contacts

Since the last Board report in November, I’ve continued a full programme of contacts with key
external partners, and also internal communications. I would particularly draw the Board’s attention
to the following-

 I’ve met with several GM NHS Provider Trust Chairs, held discussions with GM leads on
acute service reconfiguration, and met with Tameside Council and our local CCG

 I attended and made a contribution at an NHS Providers dinner with the Chair and Chief
Executive of the Care Quality Commission. The discussions included feedback on the new
inspection regime, and how to support whole health economy regulation

 I attended a risk seminar, hosted by audit firm Mazars, where I gained further insight into
effective risk management and assurance approaches

 I attended feedback at the North-West and NHS Improvement forums for Trust Chairs, and
have provided feedback to colleagues separately

 I’ve participated in formal and informal Assurance walkarounds, and other engagement with
clinicians

 In the run-up to the Christmas period, with the support of the Communications team I
produced a video thanking colleagues across the Trust for their efforts (which was well
received by staff, governors and volunteers),

 I supported the induction session for new Governors, and also the Governor development
session on A&E and patient flow improvements delivered by the Chief Operating Officer.
I’ve also observed several Board Committees, as part of my regular attendance every six
months or so.
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The Board are invited to note the matters being reported.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

X

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

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

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

location.

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

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

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

patient population.

The paper relates to the following CQC domains-

X Safe X Effective

X Caring X Responsive
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This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
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Equality and Diversity impacts 7

Financial impacts if agreed/ not agreed 1, 2, 6

Regulatory and legal compliance 1, 2

Sustainability (including environmental impacts)

Executive Summary



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

Attention is drawn to the following-

i. Progress towards the Full Business Case for transferring some Adult Social Care provision
from Tameside Council;

ii. The progress this year towards the 100% front-line coverage ambition for ‘flu vaccination;
iii. The best practice exemplars identified in our Children’s Services;
iv. The recent visit of the Greater Manchester Mayor to the MacMillan Unit
v. The successful opening of the additional Accident and Emergency capacity prior to

Christmas 2018.



1. Forward planning

In addition to the 10-year plan which Jane has referred to in her report, since the last meeting of
the Board we have received the more detailed planning guidance for the annual planning for 2019-
2020. As the Board would expect, colleagues are engaged in detailed work to determine how the
requirements will affect us, and to develop the annual plan for the consideration of the Board.
However, the following matters can already be drawn to the Board’s attention-

 NHS Improvement have been clear that, by the end of the 2020-2021 financial year (March
2021), no provider shall be operating an in-year deficit. This will be linked to the phasing-
out of the Provider Sustainability Fund in the same period, with those funds being fed into
‘main-line’ funding.

 The operational plan will need to fit within the overall position of the Greater Manchester
region, as our Integrated Care System. This will be a significant exercise, to be undertaken
in a very short timescale; not only must we match with our Tameside and Glossop partners,
but with the other providers and commissioners across GM as a whole.

 There will be a Control Total in place for the 2019-2020 year, but it is anticipated that these
will be discontinued for 2020-2021. Control Totals will have a GM element of management,
with changes required to be neutral across that system.

 The key factor is starting to deliver the vision set out in the 10-year plan, which is covered
elsewhere in the agenda. There is also a clear expectation (as set out in the 10-year plan)
for the NHS as a whole moving into balance, and the prevention of providers running in-
year deficits within the next 2 to 5 years. One immediate consequence is that a provider
with a deficit budget will be required to identify a minimum of 1.6% efficiencies in 2019-20,
against 1.1% for those not running deficits.

 The key parts of the submission will be-
o A financial plan return
o A plan setting out expected activity and performance trajectory
o A plan for workforce (which is to be subject to the developing national workforce plan,

expected after the final submission)
o A triangulation return, to confirm that the various parts of the plan agree with each other
o An operational narrative, to include activity, quality, workforce and finance

For the final return at the end of March, there will be a requirement for the Board to submit
assurance statements; and Greater Manchester will also be required to submit alignment
templates at various points in the process. Trajectories will need to show how Trusts will
return to achieving the standards set in the NHS Constitution for key targets

 There is a requirement to indicate whether the Trust will accept the Control Total in both the
draft and final submissions. The Board will be invited to consider the Operational Plan and
Control Total in the private part of the agenda.

2. Adult Social Care business case

Colleagues are aware that, although we have Integrated Health and Social Care teams, we have
been working with Tameside Council regarding the operational transaction element of the Adult
Social Care services provided by the Council to the management of the Trust. This has been a
complex proposal, which has needed to reflect the varied legislative backgrounds for the two
sectors (NHS and Local Government). During 2018, the Board considered and approved the
Outline Business Case (OBC) which enabled the project to move forward towards a Full Business
Case (FBC) for Board consideration.

Since the Board approved the OBC, we have continued to work with Tameside Council to address
this challenging proposal and undertake detailed development of service transfer and supporting
services. To ensure the robustness of the FBC there will be a process of legal and financial Due



Diligence, to inform the Board’s consideration of the final proposals which is expected to be
submitted to the Board for consideration in May this year.

3. Influenza Vaccination programme

Colleagues will recall that, in their letter of 7th September 2018, the national bodies set out some
reporting requirements for providers regarding their performance on administering the influenza
vaccination (against the national ambition of ensuring 100% of front-line staff being vaccinated).
One of the requirements is a report at public Board, by the end of February 2019, of performance
overall and in specific areas, together with numbers declining the vaccination: and the steps taken
to seek the 100% coverage ambition. The required reporting is-

Front-line staff Vaccinated
%

Not vaccinated
%

Declined
number

Overall 60.2 39.8 229

High-risk areas

Haematology1 55 45 5

Oncology2 71.4 28.6 1

Neonatal Intensive
Care

75 25 5

There are currently 980 colleagues who have not had the vaccination, and have not yet completed
the form related to declining; some of these colleagues will not be front-line, and may have
received the vaccination. Relevant managers have been requested to confirm details of those
colleagues who have not returned information, including details, prior to the final submission in
February 2019.

In line with the national guidance, we have been asking colleagues who declined the vaccination to
provide a reason for this. The top three reasons given are-

i. Personal Choice
ii. Vaccination makes the individual feel ill
iii. Concern about potential side effects

As the Board heard in November 2018, there are a number of steps that the Trust has taken to
move towards the 100% coverage of front-line staff, including-

 An active social media and communications campaign, including ‘live-streaming’ of
Directors receiving their vaccination at the November Board meeting;

 A planned approach to teams, including the use of dedicated vaccinators for the start of the
period and drop-in sessions, both at the Hospital site and across the community provision;

 Regular reviews of progress led by the (Interim) Director of Nursing
 Ensuring that we collect and challenge the reasons given for declining to undertake the

vaccination.

We anticipate that the 100% ambition will remain in place for future years; and I will be asking the
new Director of Nursing and Integrated Governance to start work on the 2019-2020 campaign well
in advance, in order to ensure that we get the best possible results.

1 Whilst there are only 4 front-line staff in the Haematology department of which 25%(1) has been
vaccinated and 75% (3) have declined. Out of the 7 administrative staff in the department, 5 have
received the vaccination. Overall, the department has 55% coverage (6 of 11).

2 Includes designated risk areas of ACU, Critical Care, Maternity and A&E.



4. Planning for leaving the European Union

The Board has previously discussed the potential risks to the provision of our services from the
national policy decisions around leaving the European Union, and has noted the key messages
being issued by Her Majesty’s Government. In December 2018, the Department of Health
published further guidance on preparing, particularly in respect of a ‘no-deal’ scenario, for leaving
on 29th March 2019.

With the new guidance, we have appointed Trish Cavanagh as our Senior Responsible Officer who
will take a lead role in ensuring the Trust implements the recommended guidance. This is being
undertaken as part of the regular Business Continuity planning process, and has also fed into the
Board Assurance Framework with the relevant risks being updated as a result.

Clearly, the situation remains fluid and one with significant political interest; and we remain clearly
aware of our responsibility, as part of the public service, to maintain a neutral position on matters of
political controversy, whilst taking the necessary measures to maintain services within the national
policy framework. We will continue to review the situation locally, and update the relevant risks in
accordance with the national guidance.

5. Local Health and Care Records (LHCR)

Colleagues may be aware that, in May 2018, Greater Manchester was announced as one of five
exemplars to develop Local Health and Care Records. £7.5 million was provided in central funding,
which has been matched by Greater Manchester, with the aim of developing systems that are inter-
operable across health and social care and thereby improve the quality of patient care. We are
one of three localities within Greater Manchester who were successful with bids to receive LHCR
funding.

The local LHCR has agreed to focus on development of systems related to frailty. The programme
remains in the early stages, and we will continue to update the Board as development progresses.

6. Use of Resources Assessment

As part of the CQC inspection programme, NHS Improvement undertake a Use of Resources
assessment, reflecting the Trust’s efficiency and stewardship of the public funds entrusted to us.
The outcomes of the process form a part of the overall rating that CQC will give to the Trust.

NHS Improvement have now confirmed that the formal inspection day will be on Tuesday, 5th

March 2019; the outcomes will feed into the report of the expected CQC inspection.

7. Children’s Service- exemplar of best practice

The Royal College of Paediatrics and Child Health (RCPCH) have undertaken a national audit to
review and compare standards across the UK against those outlined in Facing the Future
Standards: Standards for acute general paediatric services and Together for Child Health. The
RCPCH standards for acute general paediatrics were first published in 2010, audited in 2013 and
updated in 2015.

Under two of the Together for Child Health standards, which are concerned with the importance of
integrating primary and secondary care services for children and their families, the ICFT’s
Paediatric team have been identified as exemplars of good practice. Being recognised at a national
level for their work is testament to the excellent work being undertaken by the Paediatric Team,
and the wider integration work within the Neighbourhoods.

8. Visit to Macmillan Unit by GM Mayor

On 23rd January, I was delighted to be able to host Andy Burnam, the Greater Manchester Mayor,
as he visited our Cancer Unit which is supported by the Macmillan charity. He was able to
appreciate the range of support that the Unit provides to patients, thanks to the support that we
receive from Macmillan, and the work being undertaken both to further develop the service and to
meet the new national expectations that have been set out in the 10-year plan for cancer care.



Mr Burnham greatly enjoyed the visit, and commented on the excellent provision that was in place
to care for and support both patients and families through the Unit and the work of the Macmillan
charity.

9. Media coverage of healthy eating

Directors may have seen recently the Trust’s work with SlimPod to support staff to achieve a
healthy weight was featured in the Channel 4 show How to Lose Weight Well, together with an
article in the Daily Mirror highlighting our shift towards the provision of healthy food in the Trust’s
Dining Room, and in patient meals. It is really encouraging to see that this work is contributing to
the health and well-being of so many of our colleagues, and supporting the health of our patients.

The 10-year plan notes3 that the next version of Hospital Food Standards (which are enforced
across the NHS in England) will be published in 2019, with the intention to securing more healthy
food provision in hospitals, including a substantial reduction in foods high in fat, sugar or salt. The
draft Standard Contract also indicates that no provider will be permitted to have more than 10% by
volume of drinks sold in a year can be Sugar-Sweetened. I believe that the work we have already
undertaken means that we are in a position to continue to lead in this area, as the NHS continues
to improve the required standards.

10. Expansion of the Emergency Department

I’m very pleased to be able to report to the Board that the extension to the Emergency Department,
supported by a £1.3 million grant from the Department of Health through NHS Improvement, was
opened for service on Friday, 21st December 2018. Directors will recall that it was a condition of
funding that this was operational before Christmas 2018; and I can also report that it was put in
place within the allowed budget.

The facility is now enabling us to deal more effectively with the range of cases that present to us at
the Emergency Department ‘front door’, and is supporting us in achieving compliance with the 4-
hour treatment target for A&E care. I’d like to record my thanks to all of the colleagues for their
hard work to enable the delivery of this key component in improving our care for patients.

11. Launch of Community Metrics

Neighbourhood Scorecards and Community Dashboards and KPIs

The Trust’s Business Intelligence Team has created neighbourhood scorecards, which allow for the
benchmarking of performance for around 90 indicators against local, GM and national peer groups.
The scorecards focus upon a variety of significant themes: acute activity; community activity;
disease prevalence; cancer; long-term conditions; and social care. The scorecards (one for each
neighbourhood and a summary scorecard) are produced on a monthly basis. Initial feedback has
been extremely positive and some excellent ideas for further development have been suggested,
some of which will be incorporated within the February and March iterations of the scorecard.

The Business Intelligence Team has also developed a number of community dashboards designed
to improve operational effectiveness and external benchmarking. The District Nursing Dashboard
has been particularly well received.

The neighbourhood scorecards and community dashboards are two examples of the original and
innovative work being undertaken by the Business Intelligence Team.

3
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For note and discussion

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

Y

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

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

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

location.

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

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

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

patient population.

The paper relates to the following CQC domains-

Y Safe Y Effective
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Y Caring Y Responsive

Y Well-Led Y Use of Resources

This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed

Regulatory and legal compliance

Sustainability (including environmental impacts)

Executive Summary

This paper is presented to the Trust Board to provide a summary of the proposals detailed in the
recently published NHS Long Term Plan.

The paper will outline the Trusts’ readiness to start to deliver on the ambitions of the Long Term Plan.
How the Trust’s strategic plan, Beyond Patient Care to Population Health, is aligned to the plan, and
the next steps we need to take, in preparing further five and ten year plans for the Trust and the
Tameside and Glossop locality to achieve the standards laid out in the NHS Long Term Plan.
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1. Introduction

This paper is presented to the Trust Board to provide a summary of the proposals detailed in
the recently published NHS Long Term Plan. The paper will outline the Trusts’ readiness to
start to deliver on the ambitions of the Long Term Plan; how the Trust’s strategic plan,
Beyond Patient Care to Population Health, is aligned to the plan; and the next steps we
need to take, in preparing further five and ten year plans for the Trust and the Tameside and
Glossop locality to achieve the standards laid out in the NHS Long Term Plan.

For completeness this paper includes a summary of all of the objectives and requirements
laid out in the NHS long Term Plan, not all of the elements described will be for the Trust to
deliver. The plan describes requirements for other parts of the health and care system
including mental health and other specialist providers and commissioners to deliver, with
input from the Trust where required as part of an integrated system.

2. NHS Long Term Plan Overview

2.1 Infographic summary
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2.2 Executive Overview

2.2.1 The Long Term plan aims to respond to the current position of the NHS and the

challenges it faces in the 21st century;

o Funding pressures, availability of appropriate workforce, increasing

inequalities and pressures from a growing and ageing population.

o Significant optimism for continuing medical advances and the prospect of

better outcomes of care.

2.2.2 The Plan recognises that to succeed, we must keep all that’s good about our health

service and its place in our national life. Whilst tackling head-on the pressures

described above as well as making funding go as far as possible.

2.2.3 Key to the success of the plan is the ambition to accelerate the redesign of patient

care and integration of services across traditional boundaries of organisation and

professional groups to future-proof the NHS for the decade ahead.

2.2.4 Key Messages of the NHS Long term Plan;

 Improved funding for the NHS, averaging 3.4% a year for five years, compared with

2.2% over the past five years;

 Integrated Care Systems to be fully rolled out across England by April 2021, with

plans for commissioning to operate at ICS level (although the GM plan remains

aligned with the Tameside and Glossop economy model of a combined strategic LA

& CCG commissioner at locality level supported by overarching GM led

commissioning and procurement).

 New service and care models based on out of hospital care at ‘neighbourhood’ level

(30,000 – 50,000 populations) and on greater levels of same day care for urgent

care.

 Integration of primary and community care, with increased funding for these sectors.

 Targeted action on reducing inequality of care (and funding) for mental health

services, major health conditions, learning disabilities and autism and a wider

reconfiguration of services for children.

 Strong emphasis on workforce development support across all skill groups in

recognition of the challenges to recruit and retain a strong, skilled workforce fit for the

future landscape of the NHS.

 Investment in prevention programmes including social prescribing at scale and in

schemes aimed at reducing smoking, obesity and alcohol-related conditions.

 Ambitious new waiting time standards for cancer diagnosis and treatment and mental

health services.

 Significant acceleration of digital care with plans for all individuals to have the

opportunity to access digital GP services and for a third of all hospital outpatient

consultations to be digital / virtual within five years.

 Digital care records to be fully rolled out and accessible to patient and partners within

five years.

 Potential for legislative change to facilitate structural change to deliver the long term

plan.
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2.3 Overview of Trust Strategic Position

2.3.1 The Trust, through its strategic plan ‘Beyond Patient Care to Population Health’ and

with its partners in Tameside and Glossop, through the locality plan, Care Together,

is very well aligned to the aims and vision of the NHS Long Term Plan and is well

positioned to be at the forefront of delivery. The Trust is already delivering a number

of the key ambitions outlined in the NHS Long Term Plan through the

transformational programme. Therefore development of the Trusts’ future five year

plan, in line with NHS Long Term Plan next steps, will be a progression and

acceleration of the existing strategic plan, supported by national investment,

legislative change and transformation rather than a change in direction.

2.3.2 The Trust has delivered a strong performance in 2018/19, against constitutional

standards. Robust performance management processes and governance are in

place to ensure continued delivery of the challenging standards set out in the NHS

Long Term Plan.

2.3.3 The Trust has a full programme of transformational schemes including; system wide

health inequality programmes that reflect the major conditions outlined within the

NHS Long Term Plan; digital care schemes and digital integration; neighbourhood

based care schemes as well as schemes to deliver intermediate tier services to

support out of hospital care within communities. All of which are absolutely aligned

to the key messages of the national plan.

2.3.4 The Tameside and Glossop health and care partners identified in the locality plan

(2015) that key to the financial and clinical sustainability of the ICFT and the

Tameside and Glossop Health and Care system is that care is provided as close to

home as possible, avoiding high cost settings and hospital attendances where they

are not necessary. Through its strategic plan the Trust recognised that the greatest

transformation that we need to undertake in delivering sustainable health and care is

in how we engage and involve people in their health and wellbeing.

2.3.5 Most importantly, our transformation programme has been founded on the aim of

providing services that are responsive to people’s needs, that we collaborate with

communities to ensure people have the resources they need to stay well, and

ensuring that the care we provide puts people at the centre. Our model of care,

which we have implemented over the last two years, has a much stronger emphasis

on ill-health prevention, supported self-care and better management of care for

people with long-term conditions.

2.3.6 Tameside and Glossop has embraced integration to deliver sustainable and high

quality care, and is now held up by Greater Manchester as being one of the most

advanced localities for integration and transformation within the Greater Manchester

Integrated Care System (GM ICS). Both the Trust and the Commissioners have

made organisational changes to enable integrated care and have built strong

relationships across the economy with a shared vision and joint programme

governance structure. All of which means that we are structurally positioned to
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proceed at pace delivering the NHS Long Term Plan and the plans for legislative

change and investment in digital developments will greatly assist in the acceleration

of the Trusts programmes.

2.3.7 We have integrated health and social care teams providing care across Tameside

and Glossop and are delivering demonstrable improvements in efficiency and quality

of care, with clear ongoing plans for further integration of social care and of

community services. The next steps, as described in the Trust Strategic Plan, will be

to develop stronger partnerships with our other system partners including primary

care and mental health providers to secure the full delivery of the neighbourhood

model of place based care described in the Long Term Plan.

2.3.8 The Trust is an exemplar in digital care, with the Digital Health Service and the

Advice and Guidance programme being nationally recognised as exemplars of

innovative care models that are delivering real reductions in demand for urgent and

acute care services and supporting place based community care. We have

introduced a number of digital tools across the organisation, in ED and on wards that

support clinicians deliver patient care. These form a strong foundation to build upon.

2.3.9 A key strategic change the Trust made to the organisational structure during 2017/18

was the introduction of the division of Intermediate Tier Services (ITS). This

identified those services which provide specialist or short term interventions within

the community setting to re-able individual following an acute hospital stay or to

prevent a hospital admission. In identifying these as separate to the core community

services we have been able to articulate more clearly how the Integrated Care Trust

‘bridges the gap’ between the core integrated neighbourhood offer and acute

Services (health and social care). GM has already recognised that the Tameside

and Glossop Model of ITS is an example of best practice and invited the Trust to a

number of key presentations to share the model. This ITS division is not common

across all care systems, and is a care level not described in the Long Term Plan.

With the ambition for greater integration of primary and community services more

localities will look for examples of care models that provide the continuity of care from

acute to community and vice versa. This presents the Trust the opportunity to

support nationally the development of new care models for the Long Term Plan.

3. Long Term Plan Key Elements

This section summarises each chapter of the NHS long Term Plan and the focus and plans

outlined in them.

3.1 Chapter One - sets out how the NHS will move to a new service model.

A new service model for the 21st century The long-term plan articulates a range of changes

to how NHS services will be provided, encompassing primary, community, acute and mental

health care, personalisation, digitisation and a shift to universal coverage of the ICS local

system leadership approach in England.
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3.1.1 Focus

 Primary and community care

 Supporting people to age well

 Reducing pressures on emergency hospital services

 Outpatient services

 Personalisation

 Integrated care systems and population health

3.1.2 Summary

GP practices and hospital outpatients currently provide around 400 million face-to-face

appointments each year. Over the next five years, every patient will have the right to online

‘digital’ GP consultations, and redesigned hospital support will be able to avoid up to a third

of outpatient appointments, saving patients 30 million trips to hospital, and saving the NHS

over £1 billion a year in new expenditure averted.

GP practices will be funded to work together across a neighbourhood footprint (typically at

the 30-50,000 population level) to deal with pressures in primary care and extend the range

of convenient local services, creating genuinely integrated teams of GPs, community health

and social care staff. Expanded community health teams will be required under new

national standards to provide fast support to people in their own homes as an alternative to

hospitalisation, and to ramp up NHS support for people living in care homes. Within five

years over 2.5 million more people will benefit from ‘social prescribing’, a personal health

budget, and new support for managing their own health in partnership with patients' groups

and the voluntary sector.

These reforms will be backed by a new guarantee that over the next five years, investment

in primary medical and community services will grow faster than the overall NHS budget.

This commitment creates a ring-fenced local fund worth at least an extra £4.5 billion a year

in real terms by 2023/24.

Nationally, the emergency care system is under real pressure, but also one in the midst of

profound change. The Long Term Plan sets out action to ensure patients get the care they

need, fast, and to relieve pressure on A&Es. New service channels such as urgent treatment

centres are now growing far faster than hospital A&E attendances, and Urgent Treatment

Centres(UTC) are being designated across England.

For those that do need hospital care, emergency ‘admissions’ are increasingly being treated

through ‘same day emergency care’ without need for an overnight stay. This model will be

rolled out across all acute hospitals, increasing the proportion of acute admissions typically

discharged on day of attendance from a fifth to a third. Building on hospitals’ success in

improving outcomes for major trauma, stroke and other critical illnesses conditions, new

clinical standards will ensure patients with the most serious emergencies get the best

possible care. And building on recent gains, in partnership with local council’s further action

to cut delayed hospital discharges will help free up pressure on hospital beds.

3.1.3 Key Plans
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3.1.3.1 Primary and community care;

The plan sets out a commitment to support primary and community services with increased

funding, as well as changes to the delivery of these services and a national roll-out of

‘primary care networks’. The plan outlines the aim to “dissolve the historic divide between

primary and community health services”.

• Increased investment in primary medical and community health services as a share of

the total national NHS revenue spend across the five years from 2019/20 to 2023/24

• Individual primary care practices in a local area will enter into a network contract, as an

extension of their current contract, and have a designated single fund through which all

network resources will flow (the neighbourhood model).

• A portion of the funding will fund expanded community multidisciplinary teams aligned

with primary care networks.

• ‘Shared savings’ scheme to enable primary care networks to benefit from efficiencies

such as reducing avoidable A&E attendances, admissions and delayed discharge,

avoidable outpatient visits and over-medication.

• All parts of the country to have enhanced community health crisis response services to

deliver the services within two hours of referral (where judged clinically appropriate) and

delivering reablement care within two days of referral to those patients who need it. This

describes the Integrated Urgent Care Team (IUCT) model that Tameside and Glossop

has fully implemented through its Transformation Programme.

• More NHS community and intermediate health care packages to be delivered to support

timely crisis care, with the ambition of freeing up over one million hospital bed days.

This is a national shift towards the neighbourhood care model that Tameside and Glossop
have already adopted as our model for delivering place based, integrated care. The five
neighbourhood teams are working at the level described in the Long Term Plan and have
identified their core offer. These neighbourhood teams are supported by the intermediate
tier services in order to deliver the additional community and intermediate health care
packages to support timely crisis care, as described above.

3.1.3.2 Supporting people to age well;

The plan includes several commitments to improve care for older people;

• Primary care networks to assess local populations by risk of unwarranted health

outcomes and working with community services, provide support where needed, from

2020/21.

• Improved identification of unpaid carers, and strengthen support using best-practice

Quality Markers.

• Greater support for people with dementia and delirium through more active focus by

enhanced community multidisciplinary teams and the application of the comprehensive

model of personal care.

• NHS England’s Enhanced Health in Care Homes (EHCH) Vanguards to be rolled out

across the whole country to strengthen links between primary care networks and care

homes alongside support for easier, secure, sharing of information between care homes

and NHS staff.
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Tameside and Glossop have a system-wide Frailty and End of Life programme works that
are developing plans which will, along with the Digital Health Service to Care Homes, deliver
the aims of the Long Term Plan.

3.1.3.3 Reducing pressures on emergency hospital services

Building on existing progress in reducing emergency admissions, and treating sicker people

in the community, the plan sets out measures to address increasing pressure on the

emergency care system by boosting pre-hospital urgent care, prioritising same-day

emergency care and reducing delays in discharge:

• Develop a single multidisciplinary Clinical Assessment Service (CAS) within integrated

NHS 111, ambulance dispatch and GP out of hours services, with access to medical

records, from 2019/20.

• Implement the Urgent Treatment Centre model nationally by autumn 2020. The Trust is

currently in the process of preparing for the relocation of the walk in centre from Ashton

Primary Care Centre to the Hospital (in the newly configured Blue Zone, adjacent to ED)

and will have an UTC in place by April 19.

• NHS England and NHS Improvement to work with commissioners to ensure that more

people can be treated by paramedics at home or in a more appropriate setting outside of

hospital. This is aligned to the Trust work with Digital Health and North West Ambulance

Service (NWAS) to response to non-urgent 999 calls.

• Every acute hospital with a type 1 A&E department to embed Same Day Emergency

Care model in 2019/20 (we provide this model through our Ambulatory Care facility)

• A new operating model for smaller hospitals to help them work effectively with other

parts of the local healthcare system.

• Place therapy and social work teams at the beginning of the acute hospital pathway, with

every patient having an agreed clinical care plan within 14 hours of admission (including

expected date of discharge), implementation of the SAFER patient flow bundle and

multidisciplinary team reviews on all hospital wards every morning.

The Trust Board will be aware of a number of operational initiatives that are in place in the

Trust which align to these requirements to support Emergency Care, including the Integrated

Urgent Care Team (IUCT) and the Digital Health Service.

3.1.3.4 Outpatient services

A key commitment in the plan is a redesign of outpatient services to reduce face-to-face

appointments. The plan states that over the next five years, patients will be able to avoid up

to 30% of face-to-face outpatient visits, through development of digital and virtual outpatient

services and better support to GPs to avoid hospital referrals. Again the Trust has been

implementing innovative digital and virtual care models over the last two years which will be

a strong foundation for delivering this at scale, including Digital Health, advice and guidance

and the virtual fracture clinic. The plan suggests that this will avoid spending an extra £1.1

billion a year on additional outpatient visits, which could be invested in faster, modern

diagnostics instead.
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3.1.3.5 Patients to get more control over their own healthcare, and more personalised

care when they need it.

The plan sets out objectives for greater use of personal budgets, social prescribing schemes

and end-of-life plans, as part of an improved NHS personalised care model:

• Roll-out of the NHS Personalised Care model across the country, reaching 2.5 million

people by 2023/24 and then aiming to double that again within a decade.

• Providing link workers within neighbourhoods to develop tailored plans for individuals

and connect them to local groups and support services, this is similar to the Tameside

and Glossop Social Prescribing model in neighbourhoods. The plan sets out to have

over 1,000 trained social prescribing link workers in place by the end of 2020/21 rising

further by 2023/24.

• Greater emphasis on self-management, starting with diabetes prevention and

management, asthma and respiratory conditions, maternity and parenting support and

online therapies for common mental health problems.

• Up to 200,000 people to benefit from a Personal Health Budgets (PHB) by 2023/24, plus

an expansion to include support for those in mental health services, for people with a

learning disability, social care and at the end of life.

The Trust has embedded a self-care and self-management programme within the
neighbourhood model including work with NESTA 100 day challenge to empower
communities and individuals to be involved in managing their own health and wellbeing.
Particularly focusing on the long term conditions outlined above.

3.1.3.6 Local NHS organisations will increasingly focus on population health, moving

to integrated care systems (ICS) everywhere

The ICS is confirmed in the Long Term Plan as the preferred model of healthcare planning

and provision for the NHS with the target being for full ICS coverage of England by 2021.

• ICS will work with Local Authorities at ‘place’ level and commissioners will make shared

decisions with providers on how to use resources, design services and improve

population health.

• The plan outlines a shift to “typically” a CCG for every ICS area, meaning a consolidation

of existing CCGs, which will become “leaner, more strategic organisations that support

providers to partner with local government and other community organisations on

population health, service redesign and long-term plan implementation”. However,

Greater Manchester have stated in their draft update on the GM strategic plan ‘Taking

Charge: the next five years’, that the plan for commissioning within the GM ICS is for

CCG’s and Local Authorities to come together at locality level, to provide place based

commissioning, supported by a GM commissioning function, is the preferred model in

GM. This is in line with the Tameside and Glossop locality model.

• A new Integrated Care Provider (ICP) contract for public statutory providers will be

available from 2019, meaning primary medical services can be integrated with other

services under contracts.

• A new ICS accountability and performance framework will bring together current local

accountability arrangements and provide a consistent and comparable set of

performance measures.
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• The system will continue to support local approaches to blending health and social care

budgets where councils and CCGs agree that this is the right path.

Every ICS will have:

• A partnership board, drawn from and representing commissioners, trusts, primary care

networks, local authorities, the voluntary and community sector and other partners.

• Locally chosen non-executive chair (approved by NHSE&I’s Regional Director).

• Sufficient clinical and management capacity.

• Full engagement with primary care, including with named accountable clinical director of

each primary care network.

• Requirement for all providers within an ICS to contribute to ICS goals and performance,

including via longer-term NHS contracts with requirements to collaborate in support of

system objectives.

• Clinical leadership aligned around ICSs to create clear accountability to the ICS.

The GM ICS has been developed and implemented over the last two years following

devolution and GM has supported Tameside and Glossop in adopting the locality model of a

Strategic Commission and Integrated Care Trust as the preferred arrangement for each

locality within the ICS. More information around GM’s ongoing approach to the ICS structure

is provided to the Trust Board in a separate GM update paper.

3.2 Chapter Two - sets out new, funded, action the NHS will take to
strengthen its contribution to prevention and health inequalities.

3.2.1 Focus

 Prevention

 Health inequalities

3.2.2 Summary

Wider action on prevention will help people stay healthy and also moderate demand on the

NHS. Action by the NHS is a complement to, not a substitute for, the important role of

individuals, communities, government, and businesses in shaping the health of the nation.

Nevertheless, every 24 hours the NHS comes into contact with more than a million people at

moments in their lives that bring home the personal impact of ill health. The Long Term Plan

therefore funds specific new evidence-based NHS prevention programmes, including: to cut

smoking, to reduce obesity, by doubling enrolment in the successful Type 2 NHS Diabetes

Prevention Programme, to limit alcohol-related A&E admissions, and to lower air pollution.

To help tackle health inequalities, NHS England will base its five year funding allocations to

local areas on more accurate assessment of health inequalities and unmet need. As a

condition of receiving Long Term Plan funding, all major national programmes and every

local area across England will be required to set out specific measurable goals and

mechanisms by which they will contribute to narrowing health inequalities over the next five

and ten years.

The Plan also sets out specific action, for example to: cut smoking in pregnancy, to ensure

people with learning disability and/or autism get better support; provide outreach services to
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people experiencing homelessness, help people with severe mental illness find and keep a

job, and improve uptake of screening and early cancer diagnosis for people who currently

miss out.

This focus on health prevention and reducing health inequalities is a key element of the

Trusts strategic plan and transformation programme, with the Trust having a number of

health inequality programmes already in place that operate across the whole health and care

system with representation from the Trust, primary and community care, commissioners and

the voluntary and community sector (VCS). We will continue to grow these work streams to

meet the standards of the Long Term Plan described below, and work with our colleagues in

Public Health England (PHE) and commissioners to determine a system approach to

delivering effective prevention programmes.

3.2.3 Key Plans

3.2.3.1 Prevention

The priorities for the renewed NHS prevention programme are drawn from the Global

Burden of Disease study and include: smoking, poor diet, high blood pressure, obesity, and

alcohol and drug use. The plan focuses on planned action on these in more detail:

• Smoking – by 2023/24 all people admitted to hospital who smoke will be offered NHS-

funded stop smoking services, these will also be made available as part of specialist

mental health services and in learning disability services.

• Obesity – the NHS will provide a targeted support offer and access to weight

management services in primary care for people with a diagnosis of type 2 diabetes or

hypertension with a BMI of 30+.

• Funding for the NHS Diabetes Prevention Programme will be doubled over the next five

years,

• Food standards will continue to focus on healthy NHS premises, with substantial

restrictions on HFSS foods and beverages. All trusts will be required to deliver against

these standards.

• Alcohol – those hospitals with the highest rate of alcohol dependence-related admissions

will be supported to establish specialist Alcohol Care Teams (ACTs).

• Antimicrobial resistance – the NHS will continue to support implementation and delivery

of the government’s new five-year action plan on Antimicrobial Resistance.

3.2.3.2 Health inequalities

The plan outlines a concerted and systematic approach to reducing health inequalities. NHS

England will continue to target a higher share of funding towards geographies with high

inequalities than would have been allocated using solely the core needs formulae. By

2023/24 this funding is estimated to be worth over £1 billion. From April 2019, and to inform

the five-year CCG allocations, NHS England will introduce more accurate assessment of

need for community health and mental health services, as well as ensuring the allocations

formulae are more responsive to the greatest health inequalities and unmet need.

Further measures highlighted to strengthen tackling inequalities include:
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• All local health systems will be expected to set out during 2019 how they will reduce

health inequalities by 2023/24 and 2028/29. Including how CCGs benefitting from the

health inequalities adjustment are targeting their funding to improve the equity of access

and outcomes.

• In maternity services, an enhanced and targeted continuity of care model will be

implemented to help improve outcomes for the most vulnerable mothers and babies.

• By 2020/21, the NHS will ensure at least 280,000 people living with severe mental health

problems have their physical health needs met each year. This number will rise to

390,000 by 2023/24.

• Services for people with a learning disability, autism or both will be improved, particularly

eyesight, hearing and dental services, and general screening services, for children with

these conditions.

• The NHS will invest up to £30 million extra on meeting the needs of rough sleepers.

• More work to identify and support carers, particularly those from vulnerable communities,

including through national adoption of carers’ passports.

• NHS specialist clinics will be expanded to help more people with serious gambling

problems.

• A continued commitment from the NHS to champion, commission and partner with local

charities, social enterprises and community interest companies providing support to

vulnerable and at-risk groups.

3.3 Chapter Three sets the NHS’s priorities for care quality and outcomes
improvement for the decade ahead.

3.3.1 Focus

 A strong start in life for children and young people

 Children and mental health

 Learning disability and autism

 Children and young people with cancer

 Redesigning other services for children and young people

 Better care for major health conditions

 Cancer

 Cardiovascular disease

 Stroke care

 Diabetes

 Respiratory disease

 Adult mental health services

 Research and innovation to drive future outcome improvements

3.3.2 Summary

For all major conditions, results for patients are now measurably better than a decade ago.

Childbirth is the safest it has ever been, cancer survival is at an all-time high, deaths from

cardiovascular disease have halved since 1990, and male suicide is at a 31-year low. But for

the biggest killers and disablers of our population, we still have unmet need, unexplained

local variation, and undoubted opportunities for further medical advance. These facts,
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together with patients’ and the public’s views on priorities, mean that the plan goes further on

the NHS Five Year Forward View’s focus on cancer, mental health, diabetes, multi-morbidity

and healthy ageing including dementia. But it also extends its focus to children’s health,

cardiovascular and respiratory conditions, and learning disability and autism, amongst

others.

By 2028 the Plan commits to dramatically improving cancer survival, partly by increasing the

proportion of cancers diagnosed early, from a half to three quarters.

The Plan also allocates sufficient funds on a phased basis over the next five years to

increase the number of planned operations and cut long waits. It makes a renewed

commitment that mental health services will grow faster than the overall NHS budget,

creating a new ring-fenced local investment fund worth at least £2.3 billion a year by

2023/24. This will enable further service expansion and faster access to community and

crisis mental health services for both adults and particularly children and young people.

The Trust’s health inequality programmes and transformational work streams respond to the

priorities for quality and outcome improvements detailed within the plan. A separate paper is

presented to Trust Board with an update on the transformational schemes and their progress

and impact. Additionally, improving cancer care is a key priority for GM, with a GM cancer

plan in place to tackle this, the Trust plays an active role in this programme.

In early 2019 we are identifying the health transformational priorities and integration

opportunities for children and young people’s services in Tameside and Glossop, with the

Strategic commissioners and children and young people’s stakeholders. This work will be

informed by the key requirements of the Long Term Plan. Integration and collaboration with

the Tameside and Glossop mental health services is less developed than across health and

social care so this will be a key priority in planning the next steps for the Trust and local

health economy.

3.3.3 Key Plans

Improvement priorities are outlined for the biggest killers and disablers to the population,

based on evidence from the Global Burden of Disease study for England, supplemented by

the views of patients and the public.

3.3.3.1 A strong start in life for children and young people

The plan pledges:

 Accelerated action to achieve 50 per cent reductions in stillbirth, maternal mortality,

neonatal mortality and serious brain injury by 2025.

 Implementing the National Maternity Review Better Births, so that by spring 2019

every English trust will be part of the National Maternal and Neonatal Health Safety

Collaborative.

 Aim to roll out the Saving Babies Lives Care Bundle (SBLCB) to all maternity units in

England in 2019 which has shown a 20 per cent reduction in stillbirth rates in

maternity units where it has been implemented.
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 By 2023–24 all women are expected to be able to access their maternity notes and

information through their smartphones or other devices.

 Care provided by specialist peri-natal mental health services to be available.

 Improved access to postnatal physiotherapy to support women who need it to

recover from birth.

 All maternity services to deliver an accredited evidence-based infant feeding

programme.

 Aim to redesign and expand neonatal critical care services to improve the safety and

effectiveness of services.

 Promise of additional neo-natal nurses and expanded role of allied health

professionals to support them.

3.3.3.2 Children and young people’s mental health services:

NHS England’s plans build on commitments to expand mental health services for children

and young people in the Five Year Forward View for Mental Health:

 70,000 more children and young people will access treatment each year by 2020/21.

 A new commitment that funding for children and young people’s mental health

services will grow faster than both overall NHS funding and total mental health

spending.

 By 2023/24, at least an additional 345,000 children and young people aged 0–25 will

be able to access support via NHS funded mental health services and school or

college based mental health support teams.

 Investment boosted in children and young people’s eating disorder services to allow

the NHS to maintain delivery of the 95 per cent standard beyond 2020/21.

 Single point of access through NHS 111, all children and young people experiencing

crisis will be able to access crisis care 24 hours a day, seven days a week.

 New mental health support teams working in schools and colleges will be rolled out

to between one-fifth and a quarter of the country by the end of 2023.

 Testing approaches to delivering four week waiting times for access to NHS support,

ahead of introducing new national waiting time standards for all children and young

people who need specialist mental health services.

 New services for children who have complex needs that are not currently being met.

 A new approach to young adult mental health services for people aged 18–25 as part

of a comprehensive offer for 0–25 year olds that reaches across mental health

services for children, young people and adults.

3.3.3.3 Learning disability and autism:

Over the next five years, national learning disability standards will be implemented,

promoting greater consistency on effectiveness, people’s rights, working with people and

their families and workforce.

 NHS to work with CQC to implement recommendations to restrict use of seclusion,

long-term segregation and restraint for all inpatients, particularly children and young

people.
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 NHS to taking action to tackle the causes of morbidity and preventable deaths in

people with learning difficulties and autism.

 Local providers will be able to take control of budgets to reduce avoidable

admissions, length of stay and out of area placements for people with learning

disabilities or autism.

3.3.3.4 Children and young people with cancer:

A key commitment in the Long Term Plan is that from 2019 all children to be offered whole

genome sequencing and children and young people to be amongst first to benefit from C-

ART cancer therapies.

NHS England has promised that over the next five years it will increase its contribution to the

children’s hospice grant programme, by matching CCGs who commit to increase their

investment in this area. They expect this to increase NHS support from £11 million to £25

million by 2023/4.

3.3.3.5 Redesigning other services for children and young people:

The plan highlights that more needs to be done to limit unnecessary A&E attendances by

children and young people, by managing these patients more effectively in primary and

community settings. The proposals include:

 Local areas to design and implement age appropriate models of care for children and

young people, which bring together physical and mental health services.

 Clinical networks to be rolled out to ensure improvements in quality of care for

children with long-term conditions such as asthma and epilepsy, by sharing best

practice, integrating paediatric skills and bespoke quality improvement projects.

 Paediatric networks to be established, involving hospitals, NHS staff, patients and

families to ensure that children and young people are able to access specialised and

non-specialised services.

A significant plan is that the service will shift to a 0–25 year’s model, will improve children’s
experience, outcomes and continuity of care by avoiding arbitrary transitions to adult
services based on age, not need.

The Trust’s has developed strong links between the Trust Paediatric Service and primary
care through the neighbourhoods. The advice and guidance service which provides an
integrated approach to care with the neighbourhood team, with Paediatric Consultants going
out to primary care to discuss complex cases has published nationally by the Royal College
of Paediatrics and Child Health as a best practice example in Standard 4 Together for Child
Health in Facing the Future Audit 2017.

3.3.3.6 Better care for major health conditions

The plan sets out specific measures for cancer services, cardiovascular disease, stroke

care, diabetes, and respiratory disease including;

Cancer:
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• By 2028 the proportion of cancers diagnosed at stages 1 and 2 will rise from around half

to three quarters of patients.

• A review of the current screening programmes and diagnostic capacity will make initial

recommendations in Easter 2019, to be finalised in the summer.

• A new faster diagnosis standard will be introduced from 2020 to ensure patients receive

a definitive diagnosis or ruling out of cancer within 28 days of referral from a GP or

screening.

• A radical overhaul of the way diagnostic services are delivered, through a national rollout

of rapid diagnostic centres, building on ten pilots modelled by Cancer Research UK.

• The NHS will use part of its capital settlement, being negotiated this year as part of the

Spending Review to buy new equipment including CT and MRI scanners that deliver

safer and faster test results.

• Primary care networks will be required to help improve early diagnosis of patients in their

neighbourhoods by 2023/24.

Cardiovascular disease:

• Rapidly treating those identified with high risk conditions

• A national network of community first responders and defibrillators which will help save

up to 4,000 lives each year by 2028.

• People with heart failure and heart valve disease will be better supported by multi-

disciplinary teams as part of primary care networks (neighbourhoods).

Stroke care:

• Pilot of a new credentialing programme in 2019 for hospital consultants to be trained to

offer mechanical thrombectomy.

• Improved post-hospital stroke rehabilitation models to be rolled out over the period of the

long-term plan.

• By 2022, the NHS will deliver a ten-fold increase in the proportion of patients who

receive a thrombectomy after a stroke.

Diabetes:

• The NHS will support people who are newly diagnosed to manage their own health by

expanding provision of structured education and digital self-management support tools.

• All hospitals to, in future provide access to multidisciplinary foot-care teams and diabetes

inpatient specialist nursing teams to improve recovery and to reduce lengths of stay and

future readmission rates.

Respiratory disease:

• Investment targeted at improved treatment and support for those with respiratory

disease.

• From 2019, the NHS will build on the existing NHS Right Care programme to reduce

variation in the quality of spirometry testing across the country. Primary care networks

will support the diagnosis of respiratory conditions.

• More staff in primary care will be trained and accredited to provide the specialist input

required to interpret results.
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• Pharmacists in primary care networks will undertake a range of medicine reviews,

including educating patients on the correct use of inhalers and contributing to

multidisciplinary working.

• Patients identified with community-acquired pneumonia in emergency departments will

be supported to be cared for out of hospital through nurse-led supported discharge

services.

Adult mental health services:

The plan makes a renewed commitment that investment in mental health services will grow
faster than the overall NHS budget, creating a new ring-fenced investment fund worth at
least £2.3 billion a year by 2023/24. Whilst these elements of the plan are for the
commissioners and mental health provider to lead the Trust will collaborate with them to
ensure we adopt system wide integrated approaches to care as required in the Long Term
Plan.

• By 2023/24, an additional 380,000 adults and older adults will be able to access NICE-

approved Improved Access to Psychological Therapies (IAPT) services. The Trust and

Commissioners have introduced an IAPT service in 2018 to support the integrated

neighbourhood model.

• Potential of four-week waiting times for adult and older adult community mental health

teams.

• New and integrated models of primary and community mental health care will support

adults and older adults with severe mental illnesses, including access to psychological

therapies, improved physical health care, employment, support, personalised and

trauma-informed care, medicines management and support for self-harm and coexisting

substance use.

• Local areas “will be supported to redesign and reorganise core community mental health

teams to move towards a new place-based, multidisciplinary service across health and

social care, aligned with primary care networks”.

• A 24/7 community-based mental health crisis response for adults and older adults

available across England by 2020/21.

• All-age mental health liaison service in Emergency Departments and inpatient wards by

2020/21.

• In the next ten years a single point of access and timely, universal mental health crisis

care for everyone.

• 24/7 access to the mental health support they need in the community via NHS111.

• Clear standards for access to urgent and emergency specialist mental health care.

• Increased alternative forms of provision for those in crisis, including sanctuaries, safe

havens and crisis cafés.

• Specific waiting times targets for emergency mental health services to take effect from

2020.

• NHS England will design a new Mental Health Safety Improvement Programme, which

will have a focus on suicide prevention and reduction for mental health inpatients.

Research and innovation to drive future outcome improvements

The plan includes a series of commitments aimed at ensuring research and innovation is

embedded in NHS practice across England:
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• Work to increase the number of people registering to participate in health research to

one million by 2023/24.

• New Genomic medicine service to sequence 500,000 whole genomes by 2023/24.

• During 2019 seriously ill children, those with a rare genetic disorder or those suffering

from cancer and adults suffering from certain rare conditions or specific cancers to be

offered whole genome sequencing.

• Special individualised support coordinated by NHSE and NHSI for innovations for

products that are ‘ready for spread’ across the NHS.

• Funding for AHSNs to be guaranteed to April 2023.

• NHS Export Collaborative with Healthcare UK to be formed by 2021 to work with

selected trusts to export NHS Innovations.

3.4 Chapter Four sets out how current workforce pressures will be tackled,
and staff supported.

3.4.1 Focus

• Responding to current nursing vacancies in nursing and medicine

• Expansion of nursing placements and alternative nursing roles

• International medical recruitment

• More doctors to be generalists

• Flexible employment

• Tackling bullying and harassment and inequality

• Building leadership

• Effective e-rostering

3.4.2 Summary

The NHS is the biggest employer in Europe, and the world’s largest employer of highly

skilled professionals. But our staff are feeling the strain. The plan states that this is partly

because over the past decade workforce growth has not kept up with the increasing

demands on the NHS, and in part because the NHS hasn’t been a flexible and responsive

employer.

However there are practical opportunities to put this right. University places for entry into

nursing and medicine are oversubscribed, education and training places are being

expanded, and many of those leaving the NHS would remain if employers can reduce

workload pressures and offer improved flexibility and professional development.

This Long Term Plan therefore sets out a number of specific workforce actions which will be

overseen by NHS Improvement that can have a positive impact now. It also sets out wider

reforms which will be finalised in 2019 when the workforce education and training budget for

HEE is set by government. These will be included in the comprehensive NHS workforce

implementation plan published later this year, overseen by the new cross-sector national

workforce group, and underpinned by a new compact between frontline NHS leaders and the

national NHS leadership bodies.
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In the meantime the Long Term Plan sets out action to expand the number of nursing and

other undergraduate places, ensuring that well-qualified candidates are not turned away as

happens now. Funding is being guaranteed for an expansion of clinical placements of up to

25% from 2019/20 and up to 50% from 2020/21. New routes into nursing and other

disciplines, including apprenticeships, nursing associates, online qualification, and ‘earn and

learn’ support, are all being backed, together with a new post-qualification employment

guarantee.

International recruitment will be significantly expanded over the next three years, and the

workforce implementation plan will also set out new incentives for shortage specialties and

hard-to-recruit to geographies.

To support current staff, more flexible rostering will become mandatory across all trusts,

funding for continuing professional development will increase each year, and action will be

taken to support diversity and a culture of respect and fair treatment. New roles and inter-

disciplinary credentialing programmes will enable more workforce flexibility across an

individual’s NHS career and between individual staff groups. The new primary care networks

will provide flexible options for GPs and wider primary care teams. Staff and patients alike

will benefit from a doubling of the number of volunteers also helping across the NHS.

The Trust has a workforce plan which has been developed in collaboration with the strategic

commissioners, using a workforce modelling tool to understand service demands and

capacity pressures (particularly in the community services). Therefore we have a system

wide plan and can take advantage of the opportunities for new ways of working and new

roles for our local workforce to meet the needs of the health and care system. The Trust has

taken a proactive approach to recruitment and retention in order to retain our workforce

which has been recognised as good practice nationally.

3.4.3 Key Plans

The key objective of the workforce elements of the plan is to “ensure the NHS has the right

number of staff with right skills and experience” to deliver the overall objectives of the plan.

An overall NHS workforce implementation plan will be developed led by a Workforce

Implementation Group led by NHSI.

A number of key aims to respond to the workforce deficit are;

 Immediate focus on tackling issue of 14 000 applicants that applied to be nurses but

did not get onto courses.

 An expansion of nurse placements by up to 50 percent in 2020/21 to ensure all those

that train to be a nurse can be found a place.

 A guarantee of a job offer for all newly qualified nurses in the area they qualify.

 An online degree programme will be developed at lower cost than current courses.

 New “earn and learn” incentives to address shortages in mental health and learning

disability nursing.

 Further expansion of Nurse Associates and also of apprenticeships in nursing and

healthcare.
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 New arrangements for international medical recruitment and for further national

recruitment campaigns.

 NHS Improvement will lead work on improving workforce productivity through

increased use of e-rostering and e-job planning.

The plan outlines a new approach to leadership in the NHS to promote “compassionate and

diverse” leadership at all levels. In particular a new “leadership code” is being developed as

well as a new approach to developing the “leadership pipeline” so that those with the

capability and ambition to reach the most senior levels of the service are identified,

developed and supported more systemically.

An innovative solution proposed in the plan is rapid deployment of technology in order to free

up staff time. Work is underway to consider what education and training changes may be

needed to maximise the opportunities of technology, artificial intelligence and genomics in

the NHS which will inform the workforce implementation plan.

The NHS is to be encouraged to broaden access for volunteers, particularly younger

volunteers. NHS England will commit at least £2.3 million of funding to scale successful

volunteering programmes across the country as part of a programme to double the number

of NHS volunteers over the next three years.

3.5 Chapter Five sets out a wide-ranging and funded programme to upgrade
technology and digitally enabled care across the NHS.

3.5.1 Focus

 Patient level (empowering people)

 Clinician level (supporting health and care professionals)

 Trust level (supporting clinical care)

 System/national level (improving population health)

3.5.2 Summary

Investments in technology and digital care enable many of the wider service changes set out

in this Long Term Plan. Over the next ten years they will result in an NHS where digital

access to services is widespread. Where patients and their carers can better manage their

health and condition. Where clinicians can access and interact with patient records and care

plans wherever they are, with ready access to decision support and AI, and without the

administrative hassle of today. Where predictive techniques support local Integrated Care

Systems to plan and optimise care for their populations. And where secure linked clinical,

genomic and other data support new medical breakthroughs and consistent quality of care.

Chapter Five identifies costed building blocks and milestones for these developments.

3.5.3 Key Plans

The plan sets out a vision for a health service in a digital age that provides access to its

population through digital and virtual means in the way in which people access other
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services elsewhere in society. It champions digital interventions at the patient, clinician,

system and national levels as the catalyst for improved care and outcomes. This is an area

where the Trust and Tameside and Glossop as a whole has led the way with the Digital

health service being nationally recognised as a model of care for the future of the NHS. This

service along with other innovative care models such as advice and guidance and virtual

outpatient clinics provide the foundations for digital care. National support for digital

innovation, electronic care records and sharing of data will support the acceleration of the

Trusts strategic plans.

Additionally the Trust has developed a number of innovative digital tools to support the

clinicians and wards and our neighbourhoods. These include an electronic patient record in

ED (EDCAS card) which is a single electronic record for ED which includes triage, care and

discharge information, simplifying the process for clinicians and improving data capture. ED

live, an ED forecasting tool that allows real-time review of the ED to provide visibility to Trust

leaders and NWAS of the capacity pressures in the department. Electronic medical

handover tool for wards to provide an electronic handover document which supports

effective, safe handover of patients. New developments to support the performance

management and capacity and demand management of our neighbourhoods include

neighbourhood dashboards and score cards which begin to demonstrate the impact of

community and integrated services.

To support shared patient records the Trust is planning to introduce ‘Graphnet’ in 2019

which will allow clinicians and healthcare professionals access to patient records across

organisations so hospital clinicians will be able to access community and social care records

and vice versa.

3.5.3.1 Patient level (Empowering people)

• In ten years-time most patients will be offered ‘digital first’ appointments as a matter of

course.

• People will be increasingly cared for in their own homes via wearable devices that are

monitored by local health and care organisations or by the user.

• The NHS app will continue to be developed, providing a single gateway for people to

access the NHS digitally.

• Over the next five years, every patient will be able to access a GP digitally and where

possible, opt for a virtual outpatient appointment, either with their own practice or another

provider.

• Patients will have a single NHS login allowing them to identify themselves to a range of

services.

• In 2019/20 100,000 women will be able to access their maternity record digitally, with

availability rolled out across England by 2023/24.

• Creation of the ‘Application Programming Interface’ alongside appropriate governance

models to underpin expansion of access to self-care technologies.

• By 2020, every patient with a long-term condition will have access to their health record

through the summary care record via the NHS app.

• Personal health records will hold a care plan that incorporates information added by the

patient and/or their carer.

3.5.3.2 Clinician level (supporting health and care professionals)
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• Over the next three years availability of mobile digital services is to be ensured to all

NHS staff working in the community, enabling remote access to patient care records and

plans.

• Ambulance services will have access to digital tools necessary to reduce avoidable

conveyance to A&E.

• Informatics leadership will be present on the board of every NHS organisation and there

will be an expansion of NHS Digital Academy Programme.

3.5.3.3 Trust level (Supporting Clinical Care)

• Over the next five years, chief executives will drive digital transformation of their

organisations and non-executive directors will support digital maturity.

• From 2020 all NHS organisations are to cease using fax machines to communicate with

other NHS organisations or patients.

• All providers across acute, community and mental health are to advance to core level of

digitisation by 2024, supported by accelerated roll out of Electronic Patient record

systems and implemented to nationally agreed standards to enable integration with the

Local Health and Care Record.

• Global Digital Exemplars programme will continue to roll out with some central funding

made available to trusts to help them meet mandated standards and technical

requirements.

• Expansion of virtual clinics to replace follow-up appointments in some cases.

3.5.3.4 System/national level (Improving population health)

• During 2019, greater population health management tools to be deployed to better

understand areas of need and match NHS services accordingly.

• Pathology networks by 2021 will enable quicker test turnaround times.

• By 2023, diagnostic imaging networks to enable rapid transfer of clinical images between

local and specialist services and development of large clinical data banks to fuel

research and innovation.

• Increasing automation for many tasks with the assistance of AI.

3.6 Chapter Six sets out how the 3.4% five year NHS funding settlement will
help put the NHS back onto a sustainable financial path.

3.6.1 Focus

 Test 1 – the NHS (including providers) will return to financial balance

 Test 2 – the NHS will achieve cash-releasing productivity growth of at least 1.1 per

cent per year

 Test 3 – the NHS will reduce the growth in demand for care through better integration

and prevention

 Test 4 – the NHS will reduce unjustified variation in performance

 Test 5 – the NHS will make better use of capital investment and its existing assets to

drive transformation

3.6.2 Summary
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In ensuring the affordability of the phased commitments in this Long Term Plan we have

taken account of the current financial pressures across the NHS, which are a first call on

extra funds. We have also been realistic about inevitable continuing demand growth from our

growing and aging population, increasing concern about areas of longstanding unmet need,

and the expanding frontiers of medical science and innovation. In the modelling

underpinning this Long Term Plan we have therefore not locked-in an assumption that its

increased investment in community and primary care will necessarily reduce the need for

hospital beds. Instead, taking a prudent approach, we have provided for hospital funding as

if trends over the past three years continue. However, in practice we expect that if local

areas implement the Long Term Plan effectively, they will benefit from a financial and

hospital capacity ‘dividend’. This has been demonstrated in Tameside where our

neighbourhood and integrated models of care have supported patient flow and emergency

access performance in the acute setting.

In order to deliver for taxpayers, the NHS will continue to drive efficiencies, all of which are

then available to local areas to reinvest in frontline care. The Plan lays out major reforms to

the NHS’ financial architecture, payment systems and incentives. It establishes a new

Financial Recovery Fund and ‘turnaround’ process, so that on a phased basis over the next

five years not only the NHS as a whole, but also the trust sector, local systems and

individual organisations progressively return to financial balance. And it shows how we will

save taxpayers a further £700 million in reduced administrative costs across providers and

commissioners both nationally and locally.

3.6.3 Key Plans

The long-term plan reiterates the five financial tests the government set for the NHS in

June 2018 when the Prime Minister announced a 3.4 per cent funding increase for the

service, and provides further detail about how these tests will be met.

3.6.3.1 Test 1 – the NHS (including providers) will return to financial balance.

Measures proposed to meet this test include:

• Rigorous and disciplined financial management across the NHS by continuing to balance

the NHS books nationally, returning the provider sector to balance in 2020/21 and

reducing year on year the number of NHS organisations in deficit so that all NHS

organisations are in balance by 2023/24.

• Changing payment arrangements and allocations, including phasing in an updated

Market Forces Factor (MFF) over five years, payment system reform to move away from

activity-based payments to population payments (though retaining “appropriate” volume-

related payments for elective care “for now”).

• A shift to a blended payment model with a single set of financial incentives aligned to

long-term plan commitments, starting with urgent and emergency care.

• Using 2019/20 as a transitional year, with one year rebased control totals to take account

of any distributional effects from changes to payment arrangements, alongside greater

flexibility for STPs/ICSs to agree financially neutral changes to control totals within their

systems.

• A new NHS Improvement accelerated turnaround process in the 30 worst financially

performing trusts.
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• Further financial reforms after the 2019/20 financial year to support ICSs to deliver

integrated care.

• A new financial recovery fund to support systems’ and organisations’ efforts to make

NHS services sustainable. Funds will only be available to trusts where deficit control

totals indicate a risk to service sustainability and continuity, and where NHS

Improvement/England backed financial recovery plans are on course to deliver

significant year-on-year improvements in sustainability and financial performance.

3.6.3.2 Test 2 – the NHS will achieve cash-releasing productivity growth of at least 1.1

per cent per year

Getting It Right Frist Time (GIRFT) will be at the forefront of this objective, in conjunction

with ‘Right Care’ data and increased investment in quality improvement. The Trust has a

robust process in place for reviewing and implementing GIRFT and using ‘Right Care’ data

to increase effectiveness and quality of care. The Trusts approach to embedding actions

from GIRFT has been positively reviewed by the national and regional GIRFT teams.

The next two years will see a focus on ten priority areas:

• Improving the availability and deployment of the clinical workforce and reducing agency

and bank costs.

• Procurement savings through aggregation of volumes and standardising specifications.

• New pathology and imaging networks to improve speed and accuracy of tests and scans

while reducing unit costs.

• Improved efficiency in community health services, mental health and primary care.

• Delivering value from the £16 billion NHS spend on medicines, via implementation of

electronic prescribing systems, and through greater involvement of pharmacists to

support patients to get best use from their medicines, alongside reductions in the

prescribing of low-clinical value medicines.

• Further efficiencies in NHS administrative costs across providers and commissioners

nationally and locally. £700 million by 2023/24, with £290 million from commissioners

and more than £400 million from providers by simplifying contracting processes, shifting

away from episode-based payments and reducing the costs of transactional services.

• Improving the way the NHS uses land, buildings and equipment – including through

reducing the amount of non-clinical space by a further 5 per cent.

• Reducing unnecessary/ineffective interventions.

• Improving patient safety and reducing patient harm and the costs associated with it

through a new ten-year national strategy to be published in 2019.

• Continuing to tackle patient, contractor, payroll and procurement fraud via the NHS

Counter Fraud Authority.

3.6.3.3 Test 3 – the NHS will reduce the growth in demand for care through better

integration and prevention

This test draws on measures set out elsewhere in the plan focusing on service model

reform, prevention and health inequalities and care quality and outcomes.

3.6.3.4 Test 4 – the NHS will reduce unjustified variation in performance

As above, this test will be delivered through measures outlined elsewhere in the plan

focusing on prevention and health inequalities, care quality and outcomes



26

3.6.3.5 Test 5 – the NHS will make better use of capital investment and its existing

assets to drive transformation.

In addition to work already underway to improve NHS estates, reforms to the NHS’s capital

regime are under consideration; these will be set out in detail alongside the capital

settlement at the Spending Review and will aim to “remove the existing fragmentation of

funding sources, short-termism of capital decision making and uncertainty for local health

economies”.

3.7 Chapter Seven, next steps in implementing the Long Term Plan.

3.7.1 Focus

 NHS Assembly and comprehensive spending review

 Revised NHS England/NHS Improvement role

 Possible Legislative Changes

3.7.2 Summary

We will build on the open and consultative process used to develop this Plan and strengthen

the ability of patients, professionals and the public to contribute by establishing the new NHS

Assembly in early 2019. 2019/20 will be a transitional year, as the local NHS and its partners

have the opportunity to shape local implementation for their populations, taking account of

the Clinical Standards Review and the national implementation framework being published in

the spring, as well as their differential local starting points in securing the major national

improvements set out in this Long Term Plan. These will be brought together in a detailed

national implementation programme by the autumn so that we can also properly take

account of Government Spending Review decisions on workforce education and training

budgets, social care, councils’ public health services and NHS capital investment.

Parliament and the Government have both asked the NHS to make consensus proposals for

how primary legislation might be adjusted to better support delivery of the agreed changes

set out in this LTP. This Plan does not require changes to the law in order to be

implemented. But our view is that amendment to the primary legislation would significantly

accelerate progress on service integration, on administrative efficiency, and on public

accountability. We recommend changes to: create publicly-accountable integrated care

locally; to streamline the national administrative structures of the NHS; and remove the

overly rigid competition and procurement regime applied to the NHS.

In the meantime, within the current legal framework, the NHS and our partners will be

moving to create Integrated Care Systems everywhere by April 2021, building on the

progress already made. ICSs bring together local organisations in a pragmatic and practical

way to deliver the ‘triple integration’ of primary and specialist care, physical and mental

health services, and health with social care. They will have a key role in working with Local

Authorities at ‘place’ level, and through ICSs, commissioners will make shared decisions

with providers on population health, service redesign and Long Term Plan implementation.

3.7.3 Key Plans
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The plan describes in detail a new operating model, “based on the principles of co-design

and collaboration, working with leaders from across the NHS and with our partners” and an

approach of balancing national direction with local autonomy to secure the best outcomes for

patients”.

In summary below highlights a number of important points detailed in the plan:

• Details of the NHS capital budget, funding for education and training and the local

government settlement to cover public health and adult social care services will follow in

the government’s spending review.

• Local health systems will receive five-year indicative financial allocations for 2012/20 to

2023/24 and will be asked to produce local plans for implementing the commitments set

out in the long-term plan in 2019.

• As ICSs become established they will take on responsibility, with system providers, for

wider objectives in relation to the use of NHS resources and population health, meaning

neither trusts nor CCGs will pursue actions which would improve their own positions but

result in a worse position for the system overall.

• The plan commits to the establishment of an NHS Assembly in 2019 to allowing patients,

professionals and the public to contribute to ongoing implementation.

• It articulates a revised NHS England and NHS Improvement role:

o NHS England and Improvement will implement a new shared operating model

to support delivery of the long-term plan, to feature:

o shared regional teams,

o a shift from arm’s length regulation and performance management to

supporting service improvement and transformation

o emphasis on strong governance and accountability mechanisms for systems

• Reinforcement of Board, governing body and ICS level accountability for adopting best

practice standards and national improvement on a comply or explain basis

• Improving the quality of data and making better use of it.

The plan also outlines a suite of possible legislative changes which will support systems in

delivering the new models of care:

• Shared provider and CCG duties to promote the triple aim of better health for everyone,

better care for all patients and sustainability for their local system and the wider NHS.

• Lifting restrictions in the 2012 Act on how CCGs can collaborate with NHS England, and

enabling NHS England to integrate section 7A public health functions with core mandate

functions, where helpful in order to remove impediments to place-based commissioning.

• Letting trusts and CCGs exercise functions and make decisions jointly via joint

committees operating as publicly accountable partnership boards (rather than creating a

new statutory tier at ICS level).

• Support the creation of NHS integrated care trusts.

• Allow NHS commissioners to decide when they should use procurement, subject to a

• “best value” test to secure best outcomes for patients and the taxpayer.

• Increase flexibility in the NHS pricing regime, supporting the move away from activity-

based tariffs and enabling Section 7a public health services to be commissioned as part

of a bundle.

• Enabling NHS England and NHS Improvement to, as a minimum, be able to establish a

joint committee and subcommittees of functions with corresponding streamlining of

executive and non-executive functions
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4. Next Steps

4.1 The ambition for a new model of care for the NHS is based on evidence from models

developed in economies following the launch of the five year forward view. It is clear

from the alignment of the Trust and locality plans to the NHS Long Term Plan that

Tameside and Glossop have developed and embedded an exemplar model of care

which is absolutely reflective of the national and GM ambition and puts the

organisation in a strong position to deliver the against the requirements and

standards outlined in the plan.

4.2 There are areas and actions outlined in the Long Term Plan that the trust and local

health economy will need to take forward in the next steps of their strategic plans,

recognising that the ambitions are across a ten year timeline. For the Trust,

collaboration with mental health services to deliver integrated neighbourhood

physical and mental health services, and with primary care to support greater

integration between primary and community services need to be developed within

the next strategic plans.

4.3 Next Steps for organisations in delivering against the NHS Long Term Plan will

initially be the submission of robust operational plans for 2019/20. Which has been

identified as the transitional year for providers and Integrated Care Systems whilst

they develop their five and ten year plans in response to the Long Term Plan.

4.4 The Operational Planning Guidance from NHS England and NHS Improvement

issued in early January and the next steps section of the Long Term Plan stated that

local systems will receive five year funding allocations to aid planning, and outlined a

requirement for systems to produce local five year plans for implementation.

4.5 These plans are to be developed over the first half of 2019 and submitted in autumn

2019. Therefore the next steps for the Trust will be to undertake a gap analysis of

the Trusts Strategic Plan and the NHS Long Term Plan requirements and the GM

Strategic Plan, to inform the Trusts five year plan following funding allocations.

Strategic Planning Timetable (NHSI Operational Planning Guidance)

Strategic planning
Capital funding announcements Spending Review 2019
Systems to submit 5-year plans signed off by all organisations Autumn 2019

5. Recommendation

The Trust Board is asked to note the summary of the NHS Long Term Plan and the Trusts
readiness to deliver against the requirements of the plan outlined within the paper and
consider the next steps for developing the Trusts future strategic plan as part of the
Integrated Care System of GM.
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10. Appendices

Appendix One – link to NHS Long Term Plan

https://www.england.nhs.uk/long-term-plan/
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The Board is asked to note the update and progress to date.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

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

The paper relates to the following CQC domains-

Safe Effective

Caring Responsive

Well-Led Use of Resources
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This paper is related to these BAF risks- Relates to all aspects of Board Assurance

Where issues are addressed in the paper-

Section of paper where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed Greater Manchester Partnership may withdraw
transformational funding for failing to achieve
specific cost benefit targets.

Regulatory and legal compliance The locality is required to monitor progress with
transformational schemes as part of the
Greater Manchester agreement relating to
investment.

Sustainability (including environmental impacts) Transformational schemes form the core of the
Trust’s strategy

Executive Summary

The paper provides an update on progress with the transformation schemes led by the Integrated
Care Foundation Trust, as part the Tameside and Glossop Care Together Programme and follows
an earlier report to Trust Board in July 2018.

The paper re-states the purposes of the neighbourhood teams and outlines the core offer being

provided and those priorities upon which each of the neighbourhoods is focusing. Progress on the

Organisational Development Programme and the associated benefits are described.

The recommendations from the Carter Report “NHS Operational Productivity: unwarranted
variations mental health services and community health services” (2018) are revisited and
updated where relevant.

Developments in the schemes which are described as new models of care is included and
benefits highlighted. This is followed by examples of some elements of the work being undertaken
in relation to Health Inequalities. There is a section relating to operational productivity in
community services and neighbourhood metrics.

Detail of the evaluation process of the locality transformational schemes (GM) is described. Key
risks and issues associated with the delivery of the transformational schemes are highlighted
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1. Introduction

a) In July 2018 the Trust Board was provided with a detailed report on developments within

neighbourhoods and the work of the Tameside and Glossop Integrated Care NHS

Foundation Trust (ICFT) transformational schemes which form part of the Care Together

Programme.

The overarching objectives of the transformational schemes being to:

 support local people to remain well by tackling the causes of ill health, supporting

behaviour and lifestyle change, and maximising the role played by local

communities.

 ensure that those receiving support are equipped with appropriate knowledge;

skills and confidence to enable them take greater control over their own care

needs and the services they receive.

 provide high quality integrated services that are designed around the needs of

the individual and, where appropriate, are provided as close to home as

possible.

The earlier report covered the following key areas:

 Leadership & Governance within the Integrated Neighbourhood Teams.

 Progress on New Models of Care.

 Progress on Health Inequalities Schemes.

 Operational Productivity in Community Services.

 Development of Neighbourhood Metrics and Outcome Based Commissioning.

 Evaluation of Transformation Work.

 Risks and Issues.

b) It is not the intention of this paper to include a narrative on all of the above since several

are fundamental to the programme and as such remain unchanged, for example,

leadership and governance. Other more dynamic elements of the programme will, by

their nature, have progressed and the report is aimed at providing Trust Board with

further information on these areas.

2. Neighbourhood Updates

2.1 Purpose and Progress of Neighbourhood Teams
a) The Board is aware that the purpose of the five neighbourhood teams is to support

residents of Tameside & Glossop in choosing healthy lifestyles and encouraging them to

take more control and responsibility for their own health. The teams enable care to be

provided closer to the person’s home through a coordinated approach across primary

care, health and social care services in addition to voluntary, community and faith sector

services. Operating in a multi-disciplinary manner the teams facilitate the provision of,

and access to, place-based care with local services responding to local need. Where

possible people will be treated and cared for closer to home and will only access

hospital based care when necessary.
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b) At the outset of establishing the Integrated Neighbourhoods it was agreed that all five

would provide a “core offer” (Appendix One). As the model has become established and

data such as risk stratification, has enabled a better understanding of issues at a

neighbourhood level, each of the Neighbourhoods have identified further priorities which

are relevant to their population (Appendix Two). The process of identifying these has

been developed through the Neighbourhood Delivery Groups which demonstrates the

increasing maturity of these teams in becoming self-directing in the design and

development of services which are responsive and effective in meeting the needs of the

local population. The objectives of the senior members of the team, i.e. GPs,

Neighbourhood Managers, District Nurse Team Leader and Social Care Team Leaders

have been aligned to ensure that all services are focused on delivering the same goals.

c) In line with the Recommendations 12 and 13 from the Carter Report (2018), which are

outlined below, and in order to enhance integrated working, the Trust has continued to

work in collaboration with Tameside Metropolitan Borough Council (TMBC) to co-locate

district nursing and adult social care teams. This was completed in December 2018 with

now all five neighbourhoods having a base:

 Stalybridge – Stalybridge Civic Hall (completed February 2018)

 Ashton – Ashton Primary Care Centre (completed March 2018)

 Denton – Denton Festival Hall (completed May 2018)

 Glossop – Glossop Primary Care Centre (completed February 2018)

 Hyde – Selbourne House (completed December 2018)

d) The impact of co-locating teams in the context of the wider integration programme within

Tameside & Glossop is currently the subject of research project being completed by

Salford University. Although not yet published, the work has been presented by the

researcher, supported by the Stalybridge Neighbourhood Team and demonstrates

positive benefits for patients and staff, as well as some valuable insight into areas for

consideration when integrating teams, both from a professional and leadership

perspective. The learning from this work has informed Phase Two of the Organisational

Development Programme.

2.2 Organisational Development Programme

a) The focus of Recommendation 5 in the Carter Report (2018) is concerned with the need

to optimise workforce well-being and engagement. This has always been recognised as

an important component of the Care Together Programme and funding was allocated

within transformational monies to develop an organisational development work-stream.

In order to further support the implementation phase of the Care Together programmes

of work a second phase of Organisational Development was agreed in September 2017.

b) As a reminder, the second phase, was designed to focus on working with teams
within the Neighbourhoods as they began to co-locate with a view to reviewing
systems and processes. The programme of work was to commence as the teams
began to physically move and included team development, processes mapping,
sharing areas of good practice and looking at how systems can further improve to
deliver fully integrated care. The programme aimed to support the change
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management processes, to empower and encourage teams to come up with new
ideas; create an appreciative approach (how could this be achieved) rather than a
deficit approach (we can’t do because…) and to create space to explore ideas.

c) The second phase of the OD Programme has consisted of the following strands:

2.2 Neighbourhood Colocation

a) During 2018 four out of the five neighbourhood teams achieved physical colocation. It
should be noted that although the core Glossop neighbourhood team, made up of
district nursing and adult social care staff, operate out of different locations, they
have been working in an effective integrated way for some time. Prior to the
neighbourhood teams co-locating, a number of team development sessions were
held to prepare staff for the physical move. The facilitated session involved “getting to
know each other” and included a understanding of “a day in the life of” so assist with
a better understanding of each other roles and responsibilities.

b) The feedback from co-located teams has been positive with many finding the team
development sessions supportive and helped them allay some of the anxieties and
fears associated with the physical move.

2.4. Staff Engagement Events – Autumn 2018

a) From September to the end of November weekly staff engagement sessions were
held. These sessions were hosted and presented by senior leaders from within the
Strategic Commissioning Function, the ICFT and TMBC.

b) The overall attendances for these sessions was mixed, with a predominately higher
presence of TMBC staff (76%). Whilst some sessions were not well attended, the
feedback from staff at all the session was really positive in that the staff who attended
felt it provided a useful update on progress on Care Together. Many found the forum
provided them with an ideal opportunity to meet with different colleagues from across
the system. Staff feedback also supported the option for more regular updates in the
future.

2.5. Whole System Events

a) Four Whole System Events were facilitated between September and November
2018. These events provided an opportunity for colleagues to gain an insight and
understanding of new models of care and how they are working in practice. The aim
of the Whole Systems Events were to outline and test out the principles of new ways
of working to ensure that the partnership organisations were making the most of new
models of care delivery across the health and social care in Tameside & Glossop.
They provided colleagues with updates on service progression as well as challenging
the services on what they could improve and enhance.

b) Each of the four whole system events facilitated in 2018, were well attended with
audiences of 40, in addition to colleagues representing services from across health
and social care. The service leads from each of the topic areas have been able to
incorporate the feedback provided by the delegates to inform their ongoing
transformational plans.

c) Integrated Urgent Care: A rapid improvement group was set up as a direct result of
the Integrated Urgent Care Team (IUCT) event in September 2018, and this group
have been meeting regularly to progress a number of service improvement changes.
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The plan by March 2019, is to have fully developed and implemented a new standard
operating procedure which sees the IUCT team dealing with urgent cases only, with
non-urgent cases being owned by the individual neighbourhood teams. Significant
time and effort has been invested to develop a capacity and demand model which
enables the IUCT team to effectively respond to calls for either a health or social care
and/or a multi-agency response. Another potential development is a live capacity and
demand dashboard which has the potential to update three times a day.

d) End of Life: The Palliative and End of Life Programme Board have rebased a
number of their existing workstreams and will be launching the work developed by
the Care Delivery group to introduce a new advance care planning document along
with the “Gold Folder” to assist care delivery of patients at their end of life. The event
provided an opportunity for all stakeholders to come together and take stock on
progress to date as well as agreeing the way forward on a number of workstreams.
Also the Electronic Palliative Care Co-Ordination System (EPaCC), an electronic
system to coordinate palliative care has been implemented since early January 2019.

e) Neighbourhood Pharmacy: Although, the feedback received by the neighbourhood
pharmacists was not directly aimed at informing their current model of service
delivery, they have progressed their plans to (a) remodel their services to reflect
more accurately the size of GP practices and neighbourhoods they serve based on
their existing capacity and (b) consider a new process whereby all Stamford Unit
discharges will be referred by their hospital pharmacy colleagues to the
neighbourhood service.

f) Support at Home: To enhance the improvement work required to develop the
care/support at home agenda colleagues from across health and social care are
meeting in January to discuss how better alignment of the integrated neighbourhood
teams with home care providers can be facilitated. Also a named link within adult
social care will be established to complement their support at home provider(s) with a
view to having six-monthly meetings focussing on ‘what’s working and what’s not
working’ to improve communication between social workers/assessors and providers.
In the meantime the operational management team have begun the task of
enhancing communications with the aid of “good news stories” and how providers are
starting to become more person centred in their practice.

g) Another initiative to introduce more streamlined ways of working for district nurses
and home care providers is the pilot in the Denton area. A number of standard
operating procedures/flow charts have been developed to equip home care workers
with the necessary skills and knowledge to administer basic wound care. All risks
have been mitigated and the training package is ready for implementation. The aim
of this pilot is to enhance job enrichment for home care workers as they acquire new
skills and to release time for district nurses allowing them to use their skills/
experience for more clinically complex cases.

h) To consolidate and celebrate the progress to be made by each of the 4 whole system
service functions, a combined follow up session has been planned for early March
2019. A 5th whole system event planned for late March 2019 will focus on “Person
Centred and Community Assets Approaches”.
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2.6. Neighbourhood Engagement Events

a) Since, September a series of interventions was agreed and facilitated via two modes
of delivery:

 2 system wide engagement events hosted by the Neighbourhood Managers
in October and December 2018.

 A number of local neighbourhood engagement drop-in sessions for all staff
associated with neighbourhood working – extended to beyond just district
nursing and adult social care. These took place over October and November
2018.

b) From these interactive sessions a plethora of benefits were identified by multi-
disciplinary teams, of how they are working in a more integrated manner. All
neighbourhood teams expressed better and improved channels of communication
between different professionals and this has supported more effective team working,
as barriers between health and social care are beginning to be broken down – there
is more to be done in this area. Sharing of patient’s information has resulted in a
more holistic approach to patient care especially around multi-disciplinary team
meetings.

c) There were many examples of staff feeling more empowered to solve problems for
themselves, as opposed to waiting for permission to take action. This use of personal
initiative has resulted in service users and patients receiving more timely support,
avoiding crisis and possible hospital admissions.

d) Better identification of safeguarding cases and joint visits between district nurses and
adult social care staff have resulted in more efficient use of resources. This has led to
some early indications of increased job satisfaction and job enrichment for staff.

e) By working more closely with voluntary and third sector colleagues i.e. Action
Together and The Bureau, the neighbourhood teams have been able to offer service
users and patients more access to community services via social prescribing. The
process to capture positive patient experiences has already commenced and the
plan is to develop this further along with positive staff stories.

f) Although the list of benefits is encouraging, there is a recognition that there is still
more to be done to ensure the delivery of a consistently high quality of care provision
across all of our services and neighbourhoods. Hence the need for the
Organisational Development Programme (ODP) to evolve into Phase 3.

2.7. OD Metric and Assessment

a) To further enhance the feedback obtained from colleagues attending the various
engagement sessions over the autumn period, the decision was taken to gather
more “softer intelligence” to measure the effectiveness of the ODP and the
transformation journey.

b) A bank of questions have been developed for use in a number of different settings
such as surveys; one to one conversations and focus groups. The output from these
interventions will provide a baseline of people’s view and opinions of integrated
neighbourhood working, which can be measured over time (as plans are in place to
repeat the surveys later in the year). The questions cover the following themes:
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 Physical colocation;
 Ways of working; Culture, behaviours and identity;
 Leadership; Skills, knowledge and awareness;
 Local people’s experiences and outcomes;
 Vision and purpose and integrated neighbourhood impact overview.

Staff Survey using Survey Monkey  Hyde Neighbourhood Survey was conducted prior
to their colocation in early December. This was a
direct attempt to gather some benchmark
feedback/data as the staff moved.

 Staff surveys for the remaining 4 neighbourhood
were distributed on 14 December 2018 and the
closing date has been set for 11 January 2019.

1 to 1 conversations with key
representatives from across the
neighbourhoods

 One to one conversations have been conducted
with members of the Hyde neighbourhood team
and the feedback from these will be shared with
the relevant stakeholders in the New Year.

 Meetings with key members of the other 4
neighbourhoods have been scheduled during Jan

Focus Groups  As a result of the engagement work conducted so
far a focus group made up of district nursing and
adult social care colleagues is to take place in
January to discuss and agree the types of
systems and processes they consider to be a key
focus to further support integrated working.

Staff feedback will also provide a rich source of ideas and suggestions for further ODP
interventions.

2.8 Phase 3 of Organisational Development Programme

a) A significant component of the next phase of the OD Plan will be to continue to work
closely with the integrated neighbourhood teams to further develop the progress
made within Phase 1 and 2 of the plan. A flavour of the next steps include:

b) Team building opportunities to being together DN and ASC team leaders. This is
considered key as a strong, cohesive leadership team will be required to support staff
and manage the challenges that arise. These leaders are seen as “role models” by
their teams, so agreeing the right values and behaviours is important. This piece of
work will also enhance staffs’ sense of identity which we know is paramount to
effective team working.

c) Further clarification of roles, responsibilities, rules and regulations especially, as the
neighbourhoods now incorporate more than just district nurses and adult social care.
This element of work will bring into play colleagues from intermediate tier services
and third sector colleagues such as Action Together and The Bureau.

d) Subject to the potential TUPE transfer of adult social care staff from TMBC to the
ICFT development of OD interventions to bring teams closer together post transfer,
seek to identify core values and to support the differences in culture, systems and
structures will be a high priority.

e) Mapping of processes to understand the current state and to jointly agree new ways
of working will be another key focus for the OD plan. The focus group scheduled for
January will provide the finer details and priority order of the processes and ways of
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working the neighbourhood teams wish to be focus on to reduce waste, improve
efficiency and streamlines working practices. Without wishing to pre-empt the
outcome of the focus group, earlier feedback have pointed to “referral processes”
and “single assessment” as key aspects for consideration.

f) Facilitate closer alignment of neighbourhood managers with senior operational
leaders to foster a shared understanding and commitment towards balancing the
needs of operational demands and transformation.

g) Further develop an effective mechanism to track and monitor the success and
performance of integration neighbourhood working using qualitative and quantitative
measures e.g. via the Neighbourhood dashboards.

h) Closer alignment with home care providers to raise quality standards of care
delivered which releases capacity for adult social care teams and district nurses
whilst at the same time delivers job satisfaction for home care workers.

i) Supporting the work which is about to commence within the Children’s and Young
Peoples’ services which will enable them to become a whole population integrated
with neighbourhoods.

The Organisational Development Plan will remain responsive as the integration process
continues. Ensuring that teams are engaged in this complex process and their well-being is
considered at each stage of development is aligned to the Trust values. It is anticipated that
giving attention to this will ensure that staff are retained whilst others are attracted to work
within the organisation.

3. Operational Productivity in Community Services

a) The previous paper to Board discussed in detail the publication by Lord Carter in which

community health services are defined as providing a wide range of care from pre-

conception to end of life, from prevention to managing specialist diseases and long term

conditions.

b) It has been recognised that when appropriately deployed, community health services

can support the delivery of more efficient, higher quality care for a whole health

economy, such as an integrated care system. As integrated systems develop, and as

our local neighbourhood models mature it should become less evident for people to

identify where one service ends and another begins; and so it should, since this is

indeed one of the key benefits of integration. From a staff perspective while many will

remain largely focussed in a specific care setting of hospital or community, others will

transition between the two and it will be more difficult to identify them solely as either a

hospital or community practitioner.

c) Therefore the concept of community services being discussed as a separate entity from

a neighbourhood, as many of the recent national publications continue to do, and the

view that they exist in a silo detached from other services could (and perhaps should)

become rapidly redundant. Despite the delineation of community services within

integrated systems being unclear it is possible to utilise a number of the Carter

recommendations which have been developed. The following section provides an
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update on these since the last report to Board and where relevant the Trust’s current

status against them.

3.1 Current Alignment with Carter Recommendations

For the purpose of completeness and ease of reference between the previous paper to the
Trust Board in July 2018 and this report, all of the recommendation of the Carter (2018) are
outlined below:

Recommendation 1 – Learning from New Models of Care

The ICFT can demonstrate the development and implementation of new models of care and

the integration of community services in the wider system. An update on these is provided in

Section 4.

Recommendation 2 – Quality of care and Getting It Right First Time (GIRFT)

Await outcomes of areas that GIRFT will focus on expected by August 2018. Focus on

wound care services likely, further details yet to be released. There is no further information

available at this time.

Recommendation 3 –Driving Standardisation in the Community Health Services “offer”

NHSE should help strengthen commissioning and contracting mechanisms for mental health

and community health services. This should include supporting providers and

commissioners to work together within sustainability and transformation partnerships to

develop model frameworks for specifications of services.

Recommendation 4 –The Department of Health & Social care, Ministry of Justice and their

arm’s length bodies should work more closely to improve the administrative management of

restricted patients.

Recommendation 5 – Optimising workforce well-being and engagement.

Improving cultures are critical to better staff engagement, driving positive change across

organisations and improving both productivity and care quality. NHS Improvement (NHSI)

should work with all mental health and community trust boards to help improve the

engagement, retention and well-being of their staff. This was discussed in Section Two.

Recommendation 6 – Strengthening the oversight of workforce productivity for services

delivered in the community.

With the support from NHSI and NHS Digital, and using the Model Hospital as a national

benchmarking dashboard, providers should improve their understanding and management of

productivity at organisational, service and individual level.

The Trust has two Model Hospital Ambassadors who are linked into the development work

of Model Hospital and the Chief Executive is part of a national team reviewing community

metrics. Through their work, the Trust is aware that there is a Digital and Data Technology

Module in test phase within the Model Hospital and a module for Community Nursing in

development but not yet tested.

Recommendation 7- Improving the productivity of the clinical workforce for services

delivered in the community.
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Providers of services delivered in the community should increase the productivity of their

clinical workforce by improving and modernising their delivery models, in particular through

better use of digital solutions and mobile solutions. An update on this will be provided later in

this report.

Recommendation 8 – Cost of inpatient care and care hours per patient day.

NHSI should develop and implement measures for analysing workforce deployment and

trusts should use these to report on the cost and efficiency of their inpatients services to their

boards during 2018/19.

The ICFT already provides this data in the report of the Chief Nurse.

Recommendation 9 –Inpatient rostering and e-rostering

All community and mental health trusts should use an effective e-rostering system and set

up formal processes to tackle areas of rostering practice that require improvement.

The ICFT already has this in place.

Recommendation 10 – Medical Job Planning

The ICFT currently has 3 doctors (Extensivists) working in a community service and they are

part of the process of job planning that occurs across the Trust.

Recommendation 11 – Medicines and pharmacy optimisation

Trusts should develop plans to ensure their pharmacists and other pharmacy staff spend

more time with patients and on medicines optimisation.

Neighbourhood Pharmacists are in place to support this work.

Recommendation 12 – Corporate Services

Trusts should reduce the variation in the cost of their corporate service functions.

Co-location is complete.

Recommendation 13 –

Estates and facilities management NHS Improvement should develop a comprehensive and

tailored set of benchmarks for the sector by 2019/20, and all mental health and community

trusts should review their existing estates and facilities and provide a report to their boards

by April 2019.

A report will be completed for the Board meeting in March 2019.

Recommendation 14 – Procurement

Trusts should reduce unwarranted price variation in the procurement of goods and services

by improving procurement practices, local and national collaboration and price

benchmarking.

The ICFT has a work stream within the Trust Efficiency Programme (TEP) focused on this.

Recommendation 15- Model Hospital

NHSI should develop the current Model Hospital and the underlying metrics to ensure there

is one repository of data, benchmarks and good practice so all trusts can identify what good

looks like.

The ICFT is familiar with using the Model Hospital data in relation to acute services and will

work collaboratively with NHSI as required.
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4. Progress on New Models of Care

4.1 Digital Health Centre

a) The Trust Board will be aware that Digital Health was developed as a transformation

project to better support care homes (both residential and nursing) in the management

of patients who appear to require urgent care.

This programme connects staff in care homes with an advanced practitioner in the Trust

based Digital Health Centre (DHC) using Skype. This aims to ensure that an individual’s

needs are accurately assessed and met swiftly, with the individual remaining in their

own home whenever possible. It has supported a significant reduction in hospital

attendances from care homes and assisted in increasing the skills and knowledge of

care home staff.

b) Whilst our initial focus was on the introduction of new digital technologies to help meet

the healthcare needs of people living in care homes, the opportunities for this

technology are much broader providing a platform for people to have a ‘virtual

consultation’ with the digital health nurses when clinically appropriate. In doing this, we

aim to improve care, prevent health conditions escalating, and to reduce unnecessary

admissions which can be stressful and disruptive for individuals, as well as costly for the

healthcare system. This approach is advocated within the NHS Long Term Plan and the

DHC has won awards and recognition from various bodies based on the work done to

date.

c) Since June 2018 the DHC team have been working in partnership with the North West

Ambulance Service (NWAS) to reduce demand on ambulance services and the

subsequent transfer of people to the Emergency Department (ED). The team provides

advice and guidance to patients and, when appropriate, can use a vehicle leased by

NWAS to allow them to respond in person to Category 3 and 4 calls in the community.

This releases ambulances to respond to higher priority calls in Category 1 and 2 in a

timelier manner. This scheme commenced on 18th June and in the initial phase given

the time of year demand for the service was relatively limited, although this has

increased significantly over the last quarter.

d) DHC now receives urgent referrals from GPs, which previously would have gone to the

Emergency Department (ED), creating an opportunity to redirect these to other services

such as district nurses or the Integrated Urgent Care Team (IUCT) thus avoiding

hospital attendance. Using the Manchester Triage System, the DHC can determine the

most appropriate pathway for those patients who may require a hospital attendance and

direct referrals to ambulatory care, urgent outpatient appointment or to ED if necessary.

e) Benefits continue to be delivered from the care home aspect of this work and others

have been generated from the partnership with NWAS, not only for patients in our

locality but the wider system.

f) The DHC had responded between June and December 2018 to 177 calls at Category 3

and 4 on the NWAS call “stack” and avoided the need for 113 ambulances to be
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dispatched. The response is either via further clinical triage or attendance to the person

at the scene. Following this assessment 61 calls were upgraded to a higher category

response which ensured a more responsive outcome for this group of people. 43

patients required to attend ED but did not require an ambulance to transfer them there.

The remaining cohort was able to be cared for effectively through other services in the

community.

g) The development of the service in relation to accepting GP referrals and where clinically

appropriate directing these people to the Ambulatory Care Unit or the GP bay on

Integrated Assessment Unit, has been successful in avoiding un-necessary admissions.

This initiative has supported the Trust to maintain reduced bed occupancy across the

last quarter with a significant proportion of these referrals being suitable for discharge

following assessment and brief intervention.

h) The contribution in bed savings per month remains circa 6.3 and the notional savings

generated since April 2017 are £931k. This cost is calculated based on the direct costs

associated with a ward stay, including nursing pay, consumables, other variable costs,

etc. If ward beds were to be closed as a result of this, the actual savings would be much

higher, as the final savings would include indirect cost and overheads. Although cash

has not been released it is worth noting that as at 31st December 2018, bed occupancy

levels were such that performance against the 4 hour Emergency Department standard

was 92.63% YTD, there had been a significant reduction across the year in medical

outliers and no escalation areas were opened.

4.2 Home First & Discharge to Assess

a) In order to be responsive to patients needs and deliver against this principle the Trust

has implemented the “Home First” service model, which responds to meet an

urgent/crisis health and/or social care need for patients. Home First is fundamental to

the intermediate care offer and is a key interface between the Integrated

Neighbourhoods, community services and the acute setting, ensuring that people are

supported in the environment that is best suited to their own care needs and most likely

to achieve positive outcomes. “Home First” supports the intermediate care aims of;

 Helping people avoid going into hospital unnecessarily;

 Helping people to be as independent as possible after a stay in hospital; and

 Preventing people from having to move into a residential home until absolutely

necessary.

b) The Home First offer ensures that individuals are supported through the most

appropriate pathway with “home” always being the default position. However, it is

recognised that not all individuals’ intermediate care can be managed safely in their own

home. There is a need for an alternative community based bed, for a short period of

time, to enable the appropriate interventions to be undertaken with an individual in order

to enable them to return home safely; whether this be following an admission to hospital

or to avoid the need for an admission in the first place. The focus of work over recent

months in this area has been to continue the work on improving patient flow through a

continued focus on reducing those patients with extended length of stay.
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c) The local health and social care system is monitored in a number of ways to assess the

length of stay in hospital. One of these metrics is referred to as Delayed Transfers of

Care (DTOC) and is reported monthly. The measure is related to the number of bed

days lost due to DTOC and the reasons behind this. In the period April to November

2017/18, the number of beds lost was 7,244 compared to 4,144 in the same period for

2018/19. This is a significant reduction and has assisted in keeping bed occupancy

below 90% since September. This of course assists with the availability of beds in the

hospital and reduces the risk of significant delays in the Emergency Department and

importantly, reduces the risks for people that can be associated with a long stay in

hospital.

d) Additionally in Tameside and Glossop, senior leaders from a range of services meet on

a weekly basis to review those patients whose time in hospital may have been extended

due to complex reasons. Those people with a length of stay above 7 days and above 21

days are reviewed and actions taken, both in regards to individual circumstances and

when wider system changes are required to ensure more effective discharge processes.

e) The system was provided with a trajectory by NHSI to reduce the number of stranded

patients by 26% by December 2018 and it is currently ahead of this trajectory having

reduced these by 33%. The data relating to this is provided in Table Two below with a

comparison in data in Graph One.

Table Two

Graph One
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4.3 Extensive Care Services

a) Extensive Care is a fundamentally different way of organising care around the needs of

a specific cohort of people, which includes all aspects of need: medical, social,

psychological, functional, pharmaceutical and self-care. The aim of an extensive care

service model is to work closely with people with long term conditions, complex needs

and those who are intensive users of the health and social care system. Within an

agreed timeframe it aims to move to predicting exacerbations of underlying conditions,

whilst helping people improve the management of their condition and their overall

general health and well-being, therefore reducing the need for hospital admissions. The

service will also reduce the number of appointments that patients attend at different

locations within our local health and social care system. The service includes health and

well-being support that pulls together health and social support, including a range of

community assets to ensure early intervention and proactive prevention.

b) Since the last Board Report we have successfully employed our third Extensivist Doctor,

to support the wider multidisciplinary team, and appointed a new team leader for the

service.



17

c) Taking on board the feedback from local primary care colleagues we have relaxed the

criteria for the service in order to move towards a more preventative holistic service to

avoid unnecessary non-elective attendances and admissions. This means that whilst in

phase 1 of this scheme the focus has been on those patients who fall into the high

intensity (red) category of the risk stratification data, the team are now also focussing on

the mid-intensity (amber) category of the risk stratification.

d) In addition to using the local risk stratification data the team have also adopted a case

finding approach to ensure they can support the right patients, at the right time and in

the right place. This approach involves the team attending the neighbourhood frailty

multi-disciplinary team (MDT) meetings, as well as in-reaching into the hospital and the

intermediate care unit to attend ward / board rounds in order to case select.

e) In December 2018 the team commenced testing a new way of working with the hospital

based respiratory team, providing early supported discharge for patients diagnosed with

Chronic Obstructive Pulmonary Disease (COPD). This test of change is planned to run

for 3 months, and it is anticipated that patients will have a reduced length of stay in an

acute hospital bed. At the start of this scheme the multi-agency design team agreed a

number of key performance measures, for the patients who agreed to be part of the

service. These were:

 14% reduction in ED attendances

 23% reduction in non-elective admissions

 4% reduction in out-patient attendances

At the end of Quarter 2 the performance was as follows:

 58% reduction in ED attendances for patients who were part of the service

 82% reduction in non-elective admissions for patients who were part of the

service

 25% reduction in out-patient attendances for patients who were part of the service

4.4 Neighbourhood Mental Health

a) A fundamental component of our integrated neighbourhood offer for Tameside and

Glossop is to improve and integrate mental health services to better support the needs

of individuals in line with the Mental Health Five Year Forward View. This will be done

by aligning all available resources within the locality including existing and new

resources within the Single Commission with mental health transformational funding

from Greater Manchester and the Care Together Programme.

b) During 2018 there has been ongoing work to address the gaps in mental health services

locally particularly at Step1 and Step 3 of the Mental Health pathway. The diagram

below shows the step 1-5 mental health pathway for Tameside and Glossop. The initial

work has been focused on addressing the gaps in provision.
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c) In November 2018 Tameside and Glossop was chosen as one of four sites nationally to
join the 3 year Living Well UK Programme. Funded by the Big Lottery and led by the
Innovation Unit this gives us the chance to build on the work we have been doing in our
101 Days for Mental Health Project, progressing to develop and implement a new
neighbourhood model for mental health for individuals with multifaceted needs who
currently fall between commissioned services. The programme is inspired by Lambeth
Living Well model, so on 21st November, ten Tameside and Glossop colleagues joined
a study visit to Lambeth. Staff had the opportunity to visit services, speak to staff and
people with lived experience and gain further understanding of their approach to support
our learning for our local implementation. This work has enabled us to accelerate the
pace and push forward with the Neighbourhood Mental Health offer in fullness.

4.5 Improving Access to Psychological Therapies (IAPT)

a) In 2018 the ICFT led on the procurement of the new Step 1 IAPT plus service in the
Neighbourhoods. This service was successfully awarded to The Big Life Group in
partnership with Health Minds and Mind. The new service had its soft launch on the 1st
October and has been working with the Neighbourhoods, Action Together, The Bureau,
and Healthy Minds, Mind and our local GP practices and community groups to establish
local bases in the Neighbourhoods.

b) The new Step 1 IAPT plus service will offer the following:

 Drop-in support for people to discuss their emotional and mental wellbeing and

options for support if needed

 Support into Social Prescribing or community groups

 One to one sessions to provide

 Psychoeducation

 Active monitoring/Guided learning sessions

 Counselling

 Support for people waiting for Step2/3 and those stepping down
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 Delivering courses within the Self-care Education College

 Referral for further assessment and interventions in line with pathway

c) The overall aim of the IAPT plus service is to enable people with mild to moderate

common mental health problems to access appropriate treatment to enable them to

preserve or resume their optimal functioning in society. The interventions delivered by

the service will be brief. The new name for the service is ‘Minds Matter’ and the service

is currently producing literature for patients and staff to have available and on line for

referrals.

Step 3 – 101 Day Mental Health Project

a) The 101 days for Mental Health Project has enabled the vision for our Neighbourhood
Mental Health model. This neighbourhood mental health development has been
established with input from almost 100 stakeholders from a variety of different
organisations across the Borough through a range of discussions and workshops.
Organisations include; The Anthony Seddon Fund, Pennine Care Foundation Trust,
Tameside and Glossop Integrated Care Foundation Trust and The Big Life Group.

b) The work undertaken by the 101 Days for Mental Health Project Collaborative and
Design team highlighted the complexity of the challenge facing the local mental health
system.

It highlighted the nature of the challenge as:

 Not having one clearly defined problem

 Not being able to be solved simply by applying current expertise easily available

within the local system

 Not being able to be resolved in a short amount of time

 Not being able to be solved and sustained if existing relationships authority and

power are maintained

 That change will likely face significant resistance from people, practitioners and

organisations if they are not actively involved in the design and delivery of the

solution.

To deliver these outcomes the new neighbourhood mental health system has three main
elements.

These are

 Mental Health Support ‘Front Door’ - Straightforward entry into a broad offer

through a referral or via a drop-in in welcoming community places and spaces in

each of the five neighbourhoods. Once fully established this virtual front door will

be the route into all adult mental health services so there will no longer be any

confusion about which service to refer to or for referrals to be rejected.

 My Coach - the neighbourhood mental health team will be made up of mental

health coaching experts from a range of backgrounds including employment,
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peer mentoring, clinical, medical and psychological therapy, this team will work

with people with multi-faceted needs to design a plan,

 My Story, to improve their mental health. People being supported will be

provided with up to 12 weeks of coaching to take their plan forward – taking

control of their own mental health. This team will work in close partnership with a

wide range of other services, sharing expertise and enabling coordinated co-

terminal care where required. Once the team is established it is hoped to expand

the coaching offer to include wider partners e.g. Active Tameside, Be Well,

social prescribers, housing officers etc.

 My Story – people seeking support will be guided to develop their own plan,

capturing the essence of themselves, people around them who matter and

experiences that are significant for them. People will be supported to plan and

set their own goals, that they can track and share with others through an online

platform.

 My Spaces & Places - the recommendation that mental health support is offered

to people in ‘places where people want to be’ came out strongly in the Project. It

is therefore proposed that the team has one main office and support base in the

community, with extended opening hours. This would be well sited within the

Health and Wellbeing Hub proposed for Denton, or perhaps Hyde. Regular

sessions will be available at a community location in each neighbourhood, as

well as flexibly in settings chosen by people wanting support. This will require

support from all partners to work with the team to establish a robust offer in

appropriate accommodation.

c) At the Centre of the Model will be a new Neighbourhood Mental Health Team. This team

will be established through a combination of redesigning existing resources and

additional posts, as illustrated by the diagram one below. To support integrated working

the team will have designated staff for each Neighbourhood but, unless capacity is

extended in the future, will remain a single specialist team.
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Diagram One

d) It is proposed to build the Neighbourhood Mental Health Team by redesigning existing

services and investing in additional capacity. The proposal is to implement an innovative

new model of mental health support in the neighbourhood. Starting with a prototype in

one neighbourhood Hyde in January – June 2019 prior to incrementally reaching the

whole of Tameside and Glossop by January 2020.

e) The new model will support individuals with multi-faceted needs that currently fall
between the thresholds for commissioned services in Tameside and Glossop and
therefore struggle to access any support for their mental health. This often results in
presentations to GPs, A&E and other settings looking for help. Sadly a number of these
individuals go on to take their own life. The new model will provide increased access to
life changing support and interventions with the aim to;

 Improve mental health and wellbeing

 Reduce mental distress

 Prevent escalation of mental health problems to avoid a mental health crisis

 Prevent unnecessary referrals to secondary mental health services, A&E

departments and other emergency out of hours services Increase

interdependence and self-management

 Increase peoples sense of control

 Increase confidence

 Support recovery

 Service user experience & satisfaction

 Reduce isolation

 Help to identify groups, organisations and opportunities in the community that

can support people in building social networks and develop coping skills to

prevent poor mental health & crises in the future
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4.6 Dementia Support Workers in the Neighbourhoods

a) In 2018 the Neighbourhoods saw the introduction of Dementia Support Workers. These

posts are funded by Tameside Adult Social Care Transformation funds for a period of 3

years and the staff are employed and hosted by The Alzheimer’s society but are based

in the co-located Neighbourhood Teams. All staff are fully inducted and in post and

have already established excellent working relationships within the Neighbourhood co-

located teams, GP practices, social prescribers, Admiral Nurses and the Memory Clinic.

b) The role of the Dementia Support Workers as a member of the Integrated

Neighbourhood Team is to ensure that all people diagnosed with dementia and their

carers have access to make informed choices, are empowered to take control of their

lives and maintain their well-being and independence for as long as possible.

c) The plan is that there will also be Dementia Practitioners (DPs) based in each

neighbourhood team by investing in three new roles to add to existing Pennine Care

Foundation Trust Community Mental Health Team Nurses, Willow Wood End of Life

Dementia Nurse and ICFT Admiral Nursing capacity. This work is still ongoing with the

commissioners as part of the review of the Mental Health commissioned services.

4.7 Person and Community Centred Approaches Programme Update

a) The Person and Community Centred Approaches Programme (PCCA) works on the

basis that in order to meet the challenges faced by the health and care system and of

our population, we need to fundamentally reshape the relationship people have with

their health, with the health and care system and with the people who work within it,

moving away from passive receivership of health and care, towards active agency and

collaboration with the system. The PCCA Programme includes a series of projects that

seek to address this challenge. Whilst the programme has been operating since 2016,

this update relates to the period since the previous board report.

b) The Social Prescribing Programme is now receiving around 200 referrals a month.

There is a consistent improvement in participants’ wellbeing and a growing range of

case studies to highlight the very real impact the service is having on people’s lives.

Elemental, an IT system that connects the clinical system to our voluntary sector

providers is now fully rolled out. Systems are also now in place to begin economic

analysis to determine whether there is a decrease in activity amongst people receiving

social prescribing support. This data will be available early in 2019.

c) Collaborative Practice – a model of connecting communities to gift their time to their

local practice is now fully operational in 8 practices, with an additional practice

commencing in January. Over 230 people are engaged in supporting their practice to

improve the health and wellbeing of their communities and are now responsible, along

with practice staff for the emergence of a wide range of activities along with practical

support offered to the practices.

d) The three 100 Day Challenge programmes are coming to a conclusion (two focusing on

frailty and one on respiratory). The teams have made significant progress and we will
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be able to report their outcomes in February 2019. Work is now underway to look at

how we develop a ‘Tameside and Glossop Approach’ to the 100 Day model.

e) A Coaching for Person Centred Care programme of training has recently been

commissioned working alongside The Performance Coach. This programme will equip

front line practitioners with the coaching skills necessary to have different, person

centred conversations with patients. This transition to operating in a coaching capacity

is a pivotal culture shift to realising our ambitions around person and community centred

care. A body of trainers are being trained over the course of the next couple of months

with training being rolled out from summer 2019.

f) We have been working alongside social enterprise Camerados who have led a number

of projects in hospitals exploring what happens if you utilise formal spaces in different

and creative ways. In April a tepee will be installed in the atrium of the Hartshead

Building. This will be a comfortable and pleasant space that patients and staff will be

encouraged to interact with in a variety of different ways. We are one of only three

hospitals across the country to be taking part in this programme. The structure will be in

place for three months and will deliver a piece of social research based on the feedback

of patients, staff and other people who utilise the space. In association with this we will

also be working on a ‘living room in a box’ travelling around general practice.

g) The Partnership Engagement Network, Tameside and Glossop’s integrated model for

strategic engagement continues to evolve. The next conference will take place in

February and now routinely attracts around 100 participants. Early in 2019 we will

launch a Participation Toolkit to make sure that Trust staff are aware of their statutory

duties, along with the knowledge to ensure that engagement is central to everything that

we do.

h) The Trust continues to work closely with colleagues from Greater Manchester Health

and Social Care Partnership and also NHS England to help shape policy around PCCA.

Tameside and Glossop is widely regarded as having made substantial progress in this

area and having a forward thinking approach, especially in relation to the breadth and

strategic approach the programme is taking.

i) Throughout 2019 the range of projects being implementing will evolve into a joined up

improvement model that can be applied to any part of the system. The diagram below

identifies how this might work.
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This approach is easily tailored to any part of the system, e.g. primary care, acute teams etc.
It can also be tailored to work alongside condition pathways or other pieces of improvement
work. It will help us make significant strides in embedding the principles of PCCA in all
aspects of the organisations work. Significantly, PCCA features heavily in the new NHS
Long Term Plan – Tameside and Glossop is well positioned to be a leader in this area.
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5. Progress on Health Inequality Schemes

5.1 Programme Update

a) The Board will be aware that in addition to supporting the delivery of the new models of

care, neighbourhood teams are also undertaking work in collaboration with hospital

based services across a range of areas which include; Heart Disease, Frailty, Palliative

Care and End of Life, Diabetes and Respiratory.

b) To a large extent this work has been informed by either the data provided by colleagues

in public health who have produced neighbourhood insight profiles which are aimed at

understanding the drivers behind urgent care admissions and premature mortality within

our local economy or “RightCare” data. This information is produced by NHS England

(NHSE) with one aim being to identify variation between demographically similar

populations enabling them to adopt and implement optimal care pathways more

effectively. This has been supplemented with information available at trust and national

level which indicates that a focus is required on specific cohorts of people, such as the

frail elderly, if demand and acuity within hospitals is to be reduced and these individuals

better supported to remain at home.

c) Since the last Board report the schemes have continued to progress and some

examples of this are provided in the narrative below.

5.2 Frailty & Falls

a) Aspects of the work taking place in our locality relating to frailty have been cited as

exemplar practice within the recently published Greater Manchester Frailty Charter.

b) Continuing our collaboration with Health Innovation Manchester, the team are in the

process of working with a technology company in the development of a digital falls

assessment tool aimed at identifying those people over 65 year of age who are at most

at risk of falling within the community. To provide some context as to the scale of the

issue, there were 3,108 falls within Tameside & Glossop footprint (CCG Improvement

Assessment Framework November 2018). Public Health England: A Return on

Investment Tool for the Assessment of Falls Prevention Programmes for Older People

Living in the Community suggests that 20% of falls are serious, with NHS England

attributing a cost of circa £7,500 to each of these. Other available evidence indicates

that risk assessment followed by appropriate interventions can reduce patient falls by up

to 25 to 30%. Therefore there is an opportunity to prevent falls through the development

of a digital standardised and effective approach to falls risk management. Whilst

obviously improving people’s quality of life, the technology company are predicting a

return on investment of £7 for every £1 invested. In the first instance it is intended to trial

this in the Stamford Unit, with not only an anticipated benefit of reducing falls in this

area, but also ensuring that those people being discharged from there would leave with

their risk of falls having been identified and enabling a more responsive and effective

discharge plan to be implemented.
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5.3 End of Life

a) The programme of work in relation to End of Life has also been progressing. At the

beginning of January 2019, the EPaCCS became operational across Tameside &

Glossop.

b) The benefits for providing patient centred care using this system are significant and

include for the patient (who must give consent for their data to be shared)

 fewer unnecessary repeated ‘difficult’ conversations with professional in

different settings.

 reduced number of unnecessary emergency admissions to hospital.

 increase of ensuring death in usual place of residence.

 confidence that health professionals in multiple settings will know their current

diagnosis, wishes and which professionals are already involved in their care.

and for the clinicians:

 automatic sharing of information (with consent of patient) with Out Of Hours

Services colleagues and other settings.

 standard template for information, increasing ease of use.

 improved clinician productivity, due to wealth of information available.

 all relevant clinicians have access to reasonably current data when the patient

presents.

 Less duplication, pulls through into consultation notes.

The launch of the system has been facilitated through the joint working with primary care
clinicians who will, in most instances, initiate the creation of the patient details on EPaCCS
and enabled by the Trust’s IM&T team who have ensured that the tool is available within the
EMIS system.

c) The Programme has also linked with DHC to support the discharge of patients at the

end of life to care homes and their own homes based on learning identified relating to

occasions when this has been problematic.
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6. Operational Productivity in Community Services

6.1 National Background & Context

a) In the recent publication by Lord Carter community health services are defined as

providing a wide range of care from pre-conception to end of life, from prevention to

managing specialist diseases and long term conditions. Most community care is

delivered in people’s homes. Care is also delivered in clinics, care homes, nursing

homes and in some instances community hospitals. Examining the whole patient

pathway is a crucial means of understanding where productivity and efficiency

improvements can be made. This includes where patients could be cared for in terms of

quality of care, patient experience, efficiency and value for money (Carter 2018).

b) As highlighted in the previous report to Board, the diversity of provision of community

health services has meant that national oversight of them has been limited and has

primarily focused on financial performance rather than productivity. There is a lack of

consistent and comparable patient outcomes data for community health services. There

is little data collection, quality measures and performance indicators for community

services at a national level. This lack of national quality indicators means it is harder to

see the effects of operational and financial pressures on quality. It has been

recommended that benchmarking metrics for community health services are developed

as lines within the Model Hospital by 2019 (Carter Recommendation 6 2018). As noted

earlier in this report, the Trust has two Model Hospital Ambassadors who are aware and

involved with these developments.

6.2 Progress on Improving Productivity

a) In response to Recommendation 7 of the Carter Report (2018) which relates to

improving the productivity of the clinical workforce for services delivered in the

community, the Trust has begun to develop service level dashboards to support this.

Dashboards have been developed for:

 District Nursing

 Digital Health

 Extensive Care

 IV Therapy

 End of Life

 MSK Services

 Diabetes

 Continence Service

 Integrated Urgent Care Team

b) Although at an early stage of implementation the data within these tools will be able to

provide a much better indication of the levels of activity within services and hence
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productivity. In time this data will be able to be triangulated with neighbourhood metrics

which will become more outcomes focused. In addition it will highlight where change in

the allocation of resources may be required in order to ensure that safe and effective

care is maintained. Screenshots of the dashboard are included in Appendix Three.

6.3 Single Point of Contact

a) In Recommendation 12 from the Carter Report (2018) it indicates the need to reduce the

variation in the cost of corporate service functions within community services. As an

Integrated Care NHS Trust, this organisation has the advantage of those costs being

shared across a larger footprint. It is perhaps worth noting that Model Hospital currently

includes all costs for community services but captures only hospital activity which as a

negative impact on the cost of the Weighted Activity Unit (WAU). There are

opportunities however to streamline administrative functions in the community and in

addition to the co-location of staff the development of a single point of contact continues

to be progressed.

b) The establishment of a joint single point of contact (SPOC) for health and social care is

a key element within our service model to develop integrated neighbourhood teams.

This service will provide entry into the Neighbourhood Teams and Integrated Urgent

Care Team for all new referrals and those in crisis. The model takes a proactive

approach to the management of individuals across the whole risk spectrum and not just

those at the higher end of need. This will ensure the first assessment is responsive,

holistic and multi-professional. The fundamental principle of the SPOC is to ensure that

an individual is assessed for the level of care they require. It will also provide a

centralised point of contact and appointment booking and scheduling for all our

intermediate care services enabling the better capture of data relating to activity and the

capacity to deliver this.

c) The long term vision for this gateway is to provide a single access point to community

health and social care services across Tameside and Glossop. The first two phases of

the service model focus on integrating administrative support to the District Nursing

neighbourhood teams, Integrated Urgent Care Team (IUCT) and the Adult Social Care

neighbourhood teams.
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7. Developing Neighbourhood Metrics & Outcomes Based
Commissioning

7.1 Metrics

a) The previous section describes that at a national level there is currently a lack of
metrics relating to community services. Carter (2018) has recommended that these
should be developed and included within the Model Hospital during 2019. Whilst
these will be potentially helpful at better understanding productivity and use of
resources of some staff, they do not address the need for the ICFT and the local
economy to “shift the dial” on health outcomes and the wider determinants of heath
that impact on these. In some ways the Carter metrics may result in organisations
having a skewed focus on the inputs to a system rather than the outcomes produced.
It is these outcomes which in the longer term will most significantly impact on cost,
not only in terms of the demand for health services but in costs across the wider
economy. These have been well rehearsed in discussions during the development of
the Care Together Programme and the need to include dimensions which pure
productivity metrics cannot capture is recognised. For example, the school readiness
of children, the number of people identified with a significant risk of high mortality
within a neighbourhood etc.

b) The integration of services across the local economy will therefore require the ICFT

to be much more sophisticated in its approach to monitoring the impacts of

neighbourhood working than simply the collection of community metrics likely to be

included in the Model Hospital.

7.2 Neighbourhood Dashboards

a) Since the last report to Trust Board, the Director of IM&T and Performance (Dr. Peter

Nuttall) has developed neighbourhood dashboards in collaboration with colleagues

from the Single Commissioner and public health. The dashboards include metrics

which provide oversight of performance from both a strategic and operational

perspective. The strategic being more concerned with measures which demonstrate

changes in outcomes for patients over the medium to long term and the operational

with those that can influence the working within the neighbourhoods, for example what

is the volume of social care assessments that require completion and how many

stranded or super-stranded patients from that neighbourhood are in hospital. This

particular metrics aligns with supporting better patient flow and the national

expectations associated with reducing bed occupancy.

b) The dashboards have been well received by the Neighbourhood Teams and have

assisted with the planning of the neighbourhood priorities. An example is attached as

Appendix Four. It is recognised that this is a first iteration and over time will be

developed to include more outcome data as this becomes available.
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8. Evaluation of Transformation

8.1 Evaluation of GM Strategic Plan & Programmes

As reported previously GM has been allocated £450m of funding for transformation,
which has been devolved to a range of programmes at locality and GM level. As part
of the devolution agreement with NHS England, GM committed to undertake a
comprehensive evaluation of its strategic plan for health and social care. The overall
aim of the evaluation programme is to understand the main elements of the GM
Strategic Plan, the 10 Locality Plans and GM-level programmes, how they are
implemented, what effects they have for whom, how and why.

8.2 Local evaluations

a) One element of the evaluation programme is the local evaluation the aim of which is
to commission independent evaluation(s) that are locally sensitive and provide
information regarding the impact and outcomes of the changes and the process of
implementation so that there is a cycle of learning to inform ongoing implementation.

b) The local evaluations will be essential to the wider evaluation of the GM Strategic
Plan and to GM Programme Evaluations as they will provide information about the
local approach and its delivery within the context of GM. It is therefore imperative that
local evaluations are aligned to the evaluation of the GM Strategic Plan and relevant
information is shared.

8.3. Approach to the Local Evaluations

a) Since the last Board meeting the partner who will be undertaking the evaluation work
has been appointed. Collaboration for Leadership in Applied Health Research and
Care (CLAHRC) was successful in its bid to evaluate the work taking place in
Tameside & Glossop and more detailed plans are now being developed in regards to
the design of the evaluation process.

CLAHRC have proposed four elements to the evaluation programme and developed
a draft timetable for this which is attached as Appendix Five.

 Work package 1: What was implemented? (process)

 Work package 2: What worked? (summative)

 Work package 3: Population level impacts (summative)

 Work package 4: Economic sustainability impacts (summative)
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9. Risks and Issues

Whilst most schemes are progressing well, and indications continue to be positive, it is
important to note that as with any transformational scheme there are a number of associated
risks and issues. The potential risks from European Exit in a “no-deal” scenario are
incorporated into those to which the wider organisation would be subject. Risks are reviewed
at the Risk Management Committee and there has been no material change to these since
the last report:

9.1 Workforce

 Failure to consistently develop and maintain a workforce with both the capacity

and capability to;

 Deliver existing operational services to safe and effective standards whilst

undertaking a significant change programme.

 Innovate and transform services.

 Deliver transformational changes whilst undertaking transactional activities.

 Deliver the workforce improvements and efficiencies identified through new ways

of working.

9.2 IM&T

Failure of the T&G Health and Social care system to;

 Agree data sharing protocols.

 Procure and install technology to support the changes in process required for

transformation

 Lack of funding to resource new technologies to support the digital investment

 Lack of capacity required to deliver schemes.

9.3 Finance

Risk of non-delivery of financial benefits associated with activity reductions due to the rise

in demand above the predicted growth rate as outlined by national population indicator

predictions on rise in >75 population.

10. Recommendation

The Trust Board is asked to note the progress of the transformational programme schemes

detailed in this report.



32

Appendix One
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Appendix Two
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Appendix Three
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Deprivation Deciles
This data shows the deprivation decile and cumulative percentage of patients in each

decile for the District Nursing Caseload
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Service Overview
The Service Overview page provides Demand and Staffing data for all aspects of District Nursing
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The Service Overview also provides a RAG rated Service Demand Rank as shown below, as well as
Activity v Time profiles
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The Service Overview also provides information relating to the
types of conditions being treated by District Nurses
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Harm Free Care
Incidents

Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Total Monthly Average
Total incidents 51 56 97 84 70 63 73 63 63 64 64 57 805 67
Incidents with Moderate Harm 3 6 17 9 14 11 8 12 7 2 9 5 103 9

Incidents with Major Harm 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Incidents with Catastrophic Harm 0 0 0 0 0 0 0 0 0 0 0 0 0 0

Incidents with Nurse Staffing Red Flags 0 0 0 0 0 0 0 0 0 0 1 1 0

Complaints

Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Total Monthly Average
Complaints (Total) 0 0 0 1 0 2 1 0 1 0 1 2 8 1
Patient Care 0 0 0 0 0 1 0 0 0 0 0 1 2 0
Clinical Treatment 0 0 0 1 0 0 1 0 1 0 0 1 4 0
Values and Behaviours (Staff) 0 0 0 0 0 1 0 0 0 0 0 0 1 0
Other 0 0 0 0 0 0 0 0 0 0 1 0 1 0

Compliments

Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Total Monthly Average
Compliments 3 9 5 4 3 3 17 8 62 1 0 0 115 10

The Harm Free Care page of the dashboard provides monthly data relating to Incidents, Complaints, Compliments,
Friends and Family Test and Safety Thermometer

Friends and Family Test

Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18
Likely & Extremely Likely 100.00% 100.00% 100.00% 95.20% 100.00% - 60.00% 100.00% 100.00% 100.00% 100.00% 83.30%

Safety Thermometer

New Harms Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18
DN Ashton 100.00% 100.00% - 100.00% - 100.00% - - - 100.00% - -
DN Denton 100.00% 100.00% 100.00% 100.00% 100.00% 99.20% 100.00% 100.00% 96.00% - - -
DN Stalybridge 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 92.90% 100.00% 100.00% - -
DN Hyde 96.20% 100.00% 94.50% 98.40% 98.50% 98.60% - - - - 96.40% -
DN Treatment Rooms 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% 100.00% -
DN Glossop 100.00% 100.00% 100.00% 100.00% 100.00% 96.50% - 97.90% - - 100.00% -

New Pressure Ulcers Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18
DN Ashton 0.00% 0.00% - 0.00% - 0.00% - - - 0.00% - -
DN Denton 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 4.00% - - -
DN Stalybridge 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% - -
DN Hyde 3.80% 0.00% 2.70% 1.60% 1.50% 0.00% - - - - 0.00% -
DN Treatment Rooms 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% -
DN Glossop 0.00% 0.00% 0.00% 0.00% 0.00% 3.50% - 2.10% - - 0.00% -
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Activity Summary
The Activity Summary page provides a rolling 3 month view of 10 key areas across District Nursing
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Each data item has a control button located to the right of each title, that takes the user to
historical information dating back to August 17
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Clinic Utilisation & DNA Rates
The Clinic Utilisation and DNA Rate pages of the dashboard show data at Session level for each District Nursing
Team. Users can view the clinic information behind each percentage, by double clicking on the percentage figures.
Below is the example of both data items for Ashton District Nurses.
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Appendix Four

Neighbourhood Summary Scorecard - November 2018

* - July - November data only, not YTD

+ - Monthly average rather than YTD

** - July to November comparison rather than YTD

S - Suppressed due to low number

Activity (Hospital)

Target / T&G

Avg /

Benchmark
Ashton Denton Glossop Hyde Stalybridge

GP Referrals (% change from 17/18 ytd) 14.6% 11.5% 25.9% 12.3% 11.4% 17.0%

2WW Referrals (% change from 17/18 ytd) 6.7% 7.5% 11.2% 2.7% 25.8% 11.0%

Advice and Guidance as % of A&G + GP Referrals 4.2% 2.0% 4.3% 5.7% 5.8% 6.1%

First Outpatient Attendances (variation from plan) Plan -346 229 -244 -171 -28
Follow Up Outpatient Attendances (variation from plan) Plan -1774 206 -687 -1279 -728
Outpatient DNA rate (Trust threshold = 7.5%) 7.5% 8.8% 7.3% 6.8% 8.1% 7.8%
Waiting at month end (All incompletes) (% change from 17/18 ytd) 11.0% 18.7% 17.5% 10.6% 12.9% 13.8%

Elective Admissions - Daycases (variation from plan) Plan -142 -60 -241 -253 -150
Elective Admissions - Inpatient (variation from plan) Plan 1 19 -253 -37 21
Patients in Hospital at month end Trend* 8.1% -8.8% -9.4% -6.9% -4.3%

LOS 7+ (at month end) -31.8% -23.2% -30.6% -41.0% -43.2% -42.2%
LOS 21+ (at month end) -43.5% -25.0% -47.3% -48.7% -55.1% -75.2%

ED Attends (Type 1) (variation from plan) Plan -1034 -25 44 -441 -298
% ED Attends arriving by Ambulance (% change from 17/18 ytd) -4.30% -7.6% -3.0% -3.5% -3.6% -7.9%
ED Attendance from Care Home (% change from 17/18 ytd) 3.9% -2.3% 21.5% 31.9% -3.0% -2.3%

NEL Admissions 0 LOS (variation from plan) Plan 109 240 18 92 121
NEL Admissions >0 LOS (variation from plan) Plan -115 140 4 28 -24
NEL Admissions (variation from plan) Plan -6 380 22 120 97

Readmissions 30 days (Trust threshold = 11%) 11.0% 13.2% 12.9% 11.2% 11.9% 11.7%

Community
Patients in Community Beds at month end Trend* -35.3% -25.2% -50.0% -21.2% -45.5%
Digital Health Activity - 497 361 343 1351 506
Extensivists 1469 785 427 1247 852
IV Therapy (% change from 17/18 ytd) 50.0% 196.0% 71.8% -53.1% 91.5% -3.5%
District Nursing (% change Q2 2017 to Q2 2018) 43.7% 31.0% 47.8% 72.1% 43.9% 39.4%
IUCT (% change from 17/18 ytd) 53.0% 48.3% 37.7% 86.4% 62.6% 43.9%
Health Visiting (% change Q2 2017 to Q2 2018) 12.4% 4.2% -5.6% 102.0% 2.0% -5.0%

QOF Prevalence
Prevalence Heart Failure >= QOF Exp. 0.9% 1.2% 1.5% 1.1% 0.9%
Heart Failure Non-Elective admissions (% change from 17/18 ytd) -5.3% 0.0% -37.5% 60.0% -22.0% 20.6%

Heart Failure Non-Elective admissions (No. change from 17/18 ytd) 0 -18 9 -13 7

Prevalence CHD >= QOF Exp. 4.9% 5.0% 4.7% 5.4% 4.7%
CHD Non-Elective admissions (% change from 17/18 ytd) 8.1% -11.0% 29.4% 43.6% 7.8% 16.9%

CHD Non-Elective admissions (No. change from 17/18 ytd) -13 20 17 9 10

Prevalence COPD >= QOF Exp. 3.4% 3.5% 3.5% 4.0% 3.3%
COPD Non-Elective admissions (% change from 17/18 ytd) 2.7% -2.0% -5.1% 64.3% -5.5% -9.5%

COPD Non-Elective admissions (No. change from 17/18 ytd) -3 -5 18 -8 -6

Prevalence Hypertension >= QOF Exp. 14.6% 16.5% 15.4% 17.3% 15.6%
Hypertension Non-Elective admissions (% change from 17/18 ytd) 31.4% 36.8% 5.3% -7.1% 39.3% 68.8%

Hypertension Non-Elective admissions (No. change from 17/18 ytd) 7 1 -1 11 11

Prevalence Cancer >= QOF Exp. 6.3% 2.7% 3.1% 2.8% 2.4%
Cancer Non-Elective admissions (% change from 17/18 ytd) -1.0% -15.2% 0.0% -27.3% 17.9% 0.0%

Cancer Non-Elective admissions (No. change from 17/18 ytd) -7 0 -9 7 0

Prevalence Asthma >= QOF Exp. 2.1% 6.5% 7.8% 7.4% 6.8%
Asthma Non-Elective admissions (% change from 17/18 ytd) -5.0% -23.3% 11.6% -29.6% 38.5% -10.4%

Asthma Non-Elective admissions (No. change from 17/18 ytd) -20 5 -8 20 -5

Annual Reviews

Asthma Review in last 12 months with 3 RCP questions 91.8% 92.1% 85.4% 97.5% 91.9% 93.5%
COPD Review in last 12 months with breathlessness 88.5% 86.1% 90.1% 93.6% 85.8% 90.6%
COPD & Dysponea grade ≥3 with oxygen sat. record 96.4% 96.1% 96.9% 96.8% 96.2% 96.1%

COPD & influenza immunisation prev. Aug-Mar 82.5% 91.6% 82.9% 85.7% 80.4% 84.8%

Heart Failure (left ventricular systolic) & ACE-I or ARB 26.9% 32.7% 18.9% 36.5% 26.8% 19.9%

Heart Failure (as above) and beta-blocker for HF 87.5% 85.9% 87.0% 82.9% 95.5% 82.5%

CHD & BP 150/90 mmHg or less 97.5% 97.1% 98.2% 97.6% 96.9% 98.1%

CHD & influenza immunisation prev. Aug-Mar 84.0% 83.3% 85.0% 84.1% 83.0% 85.7%

Hypertension & BP 150/90 mmHg or less 97.3% 97.3% 98.2% 97.0% 96.7% 97.4%

Cancer Review within 6 months of diagnosis 98.2% 96.9% 96.4% 97.2% 94.9% 98.3%

Cancer

% 25-64 yr olds attending Cervical Screening (75%) 75% 69.3% 73.8% 77.4% 72.6% 75.8%
% 50-70 yr olds attending Breast Cancer Screening (75%) 75% 69.2% 68.4% 75.3% 69.5% 60.3%
% 60-74 yr olds attending Bowel Cancer Screening (52%) 52% 51.4% 57.2% 62.3% 58.1% 56.7%

2WW referrals for suspected cancer per 100,000 pop 3642 3460 3912 3887 3349 3170
Social Care

Helped to live at home / 1000 65+ pop 69.1 77.5 103.4 NA 45.0 111.9
Residential and Nursing / 1000 65+ pop 17.8 20.0 13.6 NA 10.7 33.6
People starting reablement / 1000 65+ pop 5.1 5.4 8.0 NA 3.9 7.5
Average wait for reablement (days) 3.9 3.0 4.5 NA 4.4 3.5
Completing reablement with reduced/no package / 1000 65+ pop 1.4 1.5 2.4 NA 0.7 2.2
Short term care / 1000 65+ pop 2.5 2.8 3.4 NA 1.6 4.2
Number of people receiving homecare / 1000 65+ pop 25.0 26.8 40.7 NA 17.1 37.2
Service users with completed IUCT assessment / 1000 65+ pop 25.7 25.1 37.3 NA 20.2 43.0

Number of IUCT Assessments / 1000 65+ pop 29.6 29.4 42.4 NA 23.9 48.9
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Tameside and Glossop Integrated Care NHS Foundation Trust

Meeting date January 2019 Public Agenda item

Title Trust Risk Management Strategy Policy and Guidance

10Lead Director Associate Director of Integrated Governance / Chief Nurse

Author Amanda Dooley, Head of Assurance and Governance

Recommendations made/ Decisions requested

To approve the document following circulation to and comments received from Risk Management
Group and SQOGG

This paper relates to the following Strategic Objectives-


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

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

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

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

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

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

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

location.


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

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

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

The paper relates to the following CQC domains-

 Safe  Effective

 Caring  Responsive

 Well-Led  Use of Resources
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This policy provides the framework and tools by which risk is identified and
managed throughpout the organisation

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed

Regulatory and legal compliance All sections

Sustainability (including environmental impacts)

Executive Summary

The Risk Management Strategy, Policy and Guidance requires Board approval and is
updated annually.

The changes that have been made to the Risk Management Strategy are designed to
ensure that the document is reflective of the Trust’s current structures and processes
whilst maintaining compliance with recognised Best Practice and National Guidance
relating to the effective identification and management of risk. Whilst the Strategy has
received a full and comprehensive review , the changes that have been required are fairly
minor and include:

 Refinement of policy to reduce repetition and reflect changes in the Trust structure
in relation to roles and responsibility.

 Inclusion of a newly developed “Risk Appetite Table” and identification of an
individual risks “Gap Risk Score”.

 Amendments to reflect recent Organisational and Committee structure changes
 Revised Board Assurance Framework and Risk Register layout
 Removal from the Strategy of the Board Sub-Committees Terms of Reference

The revised Risk Management Strategy has received a comprehensive consultation and
review process for these proposed changes, in line with Trust policy and governance
expectations.

Following the conclusion of this consultation process , the Board are asked to ratify the
policy following circulation and comments received from Risk Management Group and
Service Quality and Operational Governance Group
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Risk Management Strategy
Policy and Guidance

EQUALITY IMPACT
The Trust strives to ensure equality of opportunity for all both as a major employer
and as a provider of health care. This policy has therefore been equality impact
assessed by the Associate Director of Integrated Governance to ensure fairness and
consistency for all those covered by it regardless of their individual differences, and
the results are shown in the attached Appendix 5.

Version: 12 draft
Authorised by: Trust Board
Date authorised: January 2019
Next review date: January 2020
Document author: Head of Assurance and Governance
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management processes and reporting

12.0 January 2019 Refinement of policy to reduce repetition and
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Removal of Board sub-committees full TOR.
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1. STRATEGY AND POLICY STATEMENT

Strategic Aim:
The strategic aim of the Trust is to make risk management the key system through
which clinical, organisational and financial risks are managed by all staff to their
reasonable best for the benefit of patients, staff, visitors and other stakeholders.
Those key systems need to be established and embedded across the organisation.
Compliance with the CQC registration requirements and NHS Improvement Terms of
Compliance are monitored.

The aim of this continuing strategy is to:

 Further embed these systems and processes at every level of the organisation
and provide a framework for risk management to reduce risk to services users,
staff and visitors and others affected by the undertakings of the organisation.

 Monitor risk management, ensuring compliance with current and future
standards and legislation.

Risk management is the key system through which strategic, clinical (Quality &
Safety), operational, corporate and financial risks are managed by all staff to their
reasonable best for the benefit of patients, staff, visitors and other stakeholders. It is
through this system of internal control and accountability the Chief Executive fulfils
their responsibility as accountable officer and the Board fulfils its responsibility of
stewardship. Key systems are fully embedded at every level of the organisation and
ensure compliance with current and future risk management related standards and
legislation.

Assurances of risk management and mitigation are provided to the Trust Board
through an agreed scheme of delegation according to principles and systems which
will allow the Board to be able to make accurate judgements as to the degree to
which risks to its objectives are being managed effectively and efficiently. The Board
Assurance Framework (BAF) contributes to the ability of the Trust to be able to
confidently sign the Annual Governance Statement, Annual Accounts and Annual
Quality Account and it is through this process we monitor adherence to Care Quality
Commission and other regulators.

2. INTRODUCTION

Risk management and internal control is central to the effective running of any
organisation. At its simplest, risk management is good management practice. It be
seen as part of the overall management approach. Tameside & Glossop Integrated
Care NHS Foundation Trust will ensure that decisions made on behalf of the
organisation are taken with consideration to the effective management of risks.

This document sets out the approach, taken to ensure the Trust maintains a robust
approach to the management of all risks and assurances in the organisation.

The Board’s Intent
Tameside & Glossop Integrated Care NHS Foundation Trust is committed to leading
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the organisation forward to deliver a quality service and achieve excellent results,
thereby ensuring that the organisation makes the very best possible use of public
funds. The organisation sets itself annual strategic goals and objectives. The Board
uses the risk management processes outlined in this strategy and Policy as a means
to help achieve these goals and objectives.

The Risk Management Strategy supports a culture that encourages staff to:

 identify and control risks within their sphere of authority which may adversely
affect the Trust’s operational and strategic ability;

 comparatively analyse risk using an agreed grading system as explained in
the risk management system section of this document;

 where possible, fund, eliminate or transfer risks or else reduce them to an
acceptable and cost effective level;

 otherwise ensure the organisation is informed and openly accepts the
remaining risks.

Who This Strategy Applies To
This strategy is intended for use by all directly employed and temporary staff and
contractors engaged on Tameside & Glossop Integrated Care NHS Foundation Trust
work in respect of any aspect of that work. Although the key strategic risks are
identified assessed and monitored by the Trust Board, operational risks are managed
on a day-to-day basis by staff throughout the organisation. In order that progress in
managing all risks can be acknowledged, the Trust has in place a process for
managing Risk Registers proportionate to the level of risk. This process enables
provision of a record of all risks to the organisation.

What the Trust Must Achieve
The Board is responsible for driving the Trust forward to achievement of
organisational principal objectives. These objectives are agreed by the Board and
consider all the requirements of the Secretary of State for Health and include
statutory obligations.

The Department of Health (DH) and our Regulators require that the Chief Executive
signs a Governance Statement once every financial year on behalf of the Board. It is
however an iterative process and document. This is a comment on how risks are
identified, evaluated and controlled, together with confirmation that the effectiveness
of the system of internal control has been reviewed. To support achievement of the
organisational objectives and in order to fulfil its responsibilities, the Trust Board has
developed a management system which allows decisions to be taken in a structured
and equitable way. This Risk Management Strategy is a key component within that
management system.

The Way We Work – Fair Blame Culture
All members of staff have an important role to play in identifying, assessing and
managing risk. To support staff in this role the Trust provides a fair, consistent
environment. This encourages a culture of openness and willingness to admit
mistakes. All staff are encouraged to report any situation where things have, or could
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have gone wrong. Balanced in this approach is the need for the Trust to provide
information and support, and training for staff in response to any such situation.

At the heart of this policy is the desire to learn from events and situations in order to
continuously improve management processes. Where necessary, and where
appropriate changes will be made to the Trust’s systems to enable this to happen.

In the interest of openness and candour, the process of learning from mistakes,
formal disciplinary action will not usually be taken as a result of a risk management
investigation. However, the Trust’s Disciplinary Policy outlines the circumstances in
which disciplinary action will be taken. Disciplinary action may, therefore, be
appropriate where it is found that a member of staff has acted in a way that is:

 Criminal or gross/repeated professional misconduct, including fraud

 an abuse of clients/patients

 fails to report an incident in which a member of staff was either involved or
about which they were aware

 is a breach of statutory duties

Should disciplinary action be appropriate, this will be made clear as soon as the
possibility emerges. The investigation would then be modified to take account of
personnel policies with advice from Human Resources as appropriate.

3. DUTIES, ROLES AND RESPONSIBILITIES

The Trust Board is ultimately accountable for the management of all risks in the
organisation. The Chief Executive, supported by Board Members, has responsibility
for the introduction and implementation of the Risk Management Strategy. These
responsibilities are met in a variety of ways: Trust Management Responsibility for
Risk Management – key roles *
Note this list summarises duties and responsibilities for key organisational risk areas.
This list is not exclusive and there will be Trust Policies which identify responsibilities
for risk areas not listed below. Individuals will have specific roles as defined in
specific Trust Policies and procedures and will fulfil these roles as required

Role and Responsibility of the Trust Board
The Trust Board is accountable for ensuring a system of internal control and
stewardship which supports the achievement of the organisation’s objectives is in
place. The system of internal control ensures that:

 The Trust’s Principal Objectives are agreed.

 Principal risks to those objectives are identified

 Controls which eliminate or reduce these risks are implemented.

 The effectiveness of these controls are independently assured.

 Reports on unacceptable or serious risks and the effectiveness of control
mechanisms are received from the Executive Directors and independent
assurors.
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 Actions are agreed to improve control over serious or unacceptable risks.

 Policies are in place to determine acceptabilities and thus informing what level
of risks should be accepted / retained.

This system (of internal control) is managed through the accountable officer who is
the Chief Executive and supported by an effective Trust committee structure.

Role and Responsibility of the Chief Executive

The Chief Executive provides leadership and strategic direction to risk management
processes. This responsibility includes consideration of the Trust’s Risk Register and
resource allocation relating to the significant risks of the Trust.

The Trust Board has the Executive Management Team which operationally manages
key policies and strategies. The Executive Management Team is chaired by the Chief
Executive.

The Chief Executive is the Accountable Officer and is accountable for ensuring:

 The Trust’s Principal Objectives are agreed.

 Sound systems of internal control which are based on an ongoing
management process designed to identify the principal risks to the
achievement of the organisation’s objectives; to evaluate the nature and extent
of those risks; and to manage them efficiently, effectively and economically.

 Internal Audit Plans which review the effectiveness of the system of internal
control.

 Systems of internal control which are underpinned by compliance with the core
controls assurance standards of Governance, Financial Management and Risk
Management.

The Chief Executive uses the Trust Board Sub Committees as the principal means by
which these responsibilities are made operational and effectiveness is monitored.

The Chief Executive prepares and signs an annual Governance Statement on
Control for inclusion in the Annual Accounts and the Trust Annual Report.

The Chief Executive delegates lead responsibility for risk management to Executive
Directors who are accountable to the Board for the management of a specified group
of risks.

They have specific roles as defined in specific Trust policies and procedures and will
fulfil these roles as required

Role and Responsibility of Non-Executive Directors
Non-Executive Directors have responsibility for reviewing the establishment and
maintenance of an effective system of integrated governance, risk management and
internal control, across the whole of the organisation’s activities (both clinical and
non-clinical). This supports the achievement of quality and the organisations
objectives. In particular, as members of the Audit and Quality and Governance
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Committee and Finance Committee, Non-Executive Directors will review the
adequacy of the Risk Management Strategy, and receive regular monitoring
information against the management of risks judged as ‘significant’ and provide
verification to the Trust Board through the Board Assurance Framework on the
systems in place for the management of risk within the Trust.

Role and Responsibility of the Director of Finance
The Director of Finance is accountable to the Trust Board and Chief Executive for the
Trust’s financial risk management activities. The Finance Director is responsible for
ensuring that the Trust carries out its business of providing healthcare within sound
financial Governance arrangements that are controlled and monitored through robust
audit and accounting mechanisms that are open to public scrutiny on an annual
basis. They will have an infrastructure in place across the organisation to fulfil these
requirements.

They have accountability for financial risk management, and control is through the
Chief Executive and Chairman of the Trust. There are close working arrangements
with other Executive Directors with regard to ensuring that financial planning and
financial risk management integrates with the Trust’s clinical and organisational risk
management activities and is closely involved in consideration of the
recommendations of the Audit Committee and the Quality and Governance
Committee. The Director of Finance seeks the Internal Auditor’s opinion on the
effectiveness of internal financial control.

Role and Responsibility of the Medical Director
The Medical Director with the Director of Nursing and Integrated Governance has
responsibility for identifying the clinical governance arrangements for the
management of clinical risk and through working with the appropriate Divisional
Directors, Clinical Director, Clinical Lead, Executive Director, Senior managers and
clinicians ensure risks identified and assessed and actions identified to eliminate or
reduce these risks.

They act as the Executive lead for Research and Development.

They are the Lead Executive Director for implementation of the Central Alerts System
(CAS).

They act as Caldicott Guardian.

They have lead executive responsibility for, Learning from Deaths, Clinical Audit,
National Clinical Guidance/NICE Guidance, medical staff education, medical
equipment.

Role and Responsibility of the Director of Nursing and Integrated Governance
The Director of Nursing and Integrated Governance is accountable to the Trust Board
and Chief Executive for the Trust’s nursing Governance and Integrated Govenance
Unit and associated risk management activities. They are responsible for ensuring
that standards of responsible risk management are applied at all levels within the
Trust.
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They acts as the Executive Lead Director for Infection Control.

They are responsible for the management of risks within their area of operational
responsibility and for ensuring that mechanisms are robust so as to assure the Trust
Board that risks are being managed.

They are responsible in partnership with the Medical Director for ensuring that the
Trust has systems to learn from experience and that lessons learned are
systematically shared across the organisation.

They have responsibility with the Medical Director, for identifying the principal risks to
the Clinical Governance arrangements and through working with the appropriate
Divisional Director, Clinical Directors, Assistant Chief Nurses, Executive Directors,
Senior Managers or clinicians to ensure risks identified through risk profiling/
assessment are managed, reduced or eliminated.

With responsibility for, governance, and patient experience advocacy for the Trust
they provide a clear focus for the management of organisational risks and for
coordinating and integrating all of the Trust’s risk management arrangements on
behalf of the Trust Board.

Role and Responsibility of the Director of Human Resources
They are accountable to the Chief Executive for Human Resource issues across the
Trust. There are close working arrangements with the Executive Team with regards
to ensuring that workforce planning and risk management integrates with the Trust’s
clinical and organisational risk management activities and is closely involved in
consideration of the recommendations of the Board sub-Committees.

They are responsible for ensuring provision of occupational health and employment
services across the Trust and ensuring that there is a systematic approach to
managing the risks of employment checks and professional clinical registration.

They have specific roles including management of risk associated with health and
wellbeing, sickness absence, bullying and harassment and workplace stress.

Role and Responsibility of Director of Operations
The Director of Operations is a member of the Executive Team and are responsible
for the overall management of all patient services, ensuring that all key access
targets are met together with finance, waiting lists, human resources management.
They are responsible for the management of risks within their area of operational
responsibility including bed and patient flow management and patient discharge.
They are the lead director for business continuity, emergency preparedness and
major incident planning.

Role and Responsibility of the Director of Informatics and Performance
The Director of Informatics and Performance is a member of the Executive Team
and is responsible for the overall management of Informatics and Performance
relating to all patient services, ensuring that all key information requirements are met
together with ensuring systems are in place in relation to information on performance
management.
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They are responsible for the management of risks within their area of operational
responsibility including Information Management and Technology and Information
Governance.

They act as the Trust’s SIRO Senior Information Risk Officer.

Role and Responsibility of the Associate Director of Integrated Governance
The Associate Director of Integrated Governance is one of the senior team of
managers in the Trust’s Integrated Governance Unit (reporting to the Director of
Nursing and Integrated Governance) who collectively have the responsibility for
enabling corporate compliance with the national requirements and standards set by
the Care Quality Commission and regulatory bodies. They support the Executive and
Non-executive Directors in carrying out their responsibilities for risk management and
assurance and takes the management lead within the Trust for developing and
implementing the Board Assurance Framework and specifically for:

 Developing, implementing and sustaining the Trust’s Integrated Quality,
Governance, Assurance & Safety agenda.

 Having overall responsibility as lead operational manager for the Trust’s risk,
Health & Safety, incident management, complaints and leads on clinical audit
and effectiveness, Coroners inquests, and litigation functions and has overall
responsibility for ensuring the development, planning and implementation of
these aspects of the Trust’s governance programme.Providing key information
and reports to ensure risks are identified, reduced/eliminated.

 Providing expert senior level advice on the Trust’s systems of risk
management and Governance both clinical and non-clinical.

 Overall responsibility as lead manager for ensuring that systems are in place
to monitor progress against the Care Quality Commission’s Standards of and
Regulatory Requirements.

They ensure all identified serious incidents are managed appropriately and has
responsibility for the maintenance of the electronic data base (Safeguard) and
implementation of the Trust Incident and risk reporting systems and processes

Role and Responsibility of the Company Secretary
The Company Secretary is responsible for ensuring that the Trust operates in
accordance with statutory regulations and that there is appropriate stewardship and
corporate governance of the business of the Trust. They are responsible for
facilitating the smooth operation of the Trust’s formal decision and reporting
processes maintaining the registers of interests of members of the Board, hospitality,
use of the Common Seal and tenders

The Company Secretary ensures that Committees of the Board are properly
constituted with clear enforceable terms of reference and is responsible for ensuring
they are observed and reviewed as required and on at least an annual basis. They
ensure effective and well managed meetings and effective management of the Board
and Sub Committee business programme, in accordance with the governance
agenda and Trust Standing Orders and Standing Financial Instructions ensuring
actions required in relation to risk management and corporate governance are
completed.
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They also act independently of the Trust Board to provide advice on corporate
governance issues to the Trust Board and the Chairman and ensures that effective
arrangements for the proper induction of Directors are in place and provides advice
and support regarding the discharge of their duties.

Role and Responsibility of the Director of Estate and Facilities
As the responsible Director, the Director of Estate and Facilities has lead
responsibility for fire safety, security, waste management medical devices across the
Trust. They are responsible for the management of risks within Estates and Facilities
and for ensuring that the Trust has in place a security policy and strategy with
associated assessments and action/work plan reflecting surrent security risks of the
organisation. They will ensure that the Trust has in place a Security Group with PFI
partner engagement reporting through the Trust Governance structures.

Role and Responsibility of the Assistant Chief Nurse
The Assistant Chief Nurses are members of the Corporate Nursing Team who
collectively has the responsibility for enabling corporate compliance with the national
requirements and standard/professional standrds set by the Care Quality
Commission and other regulators.

They manage moderate and significant risks and provide key information and reports
to ensure risks identified are reduced / eliminated.

They have specific roles as defined in specific Trust policies and procedures and will
fulfil these roles as required.

Role and Responsibility of the Fire Safety and Emergency Planning Manager
The Fire Safety and Emergency Planning Manager promotes and manages fire
safety and emergency prepardness throughout the Trust ensuring compliance with
statutory requirements. The Fire Safety and Emergency Planning Manager reports to
the Director of Estates and Facilities for all matters in relation to fire safety and
ensures an annual work plan is in place with regard to fire safety and emergency
planning.

Operational Local Management for Risk Management – Key individual roles

Role and Responsibility of Divisional Directors and Directors of non-clinical
services
Divisional Directors, of clinical divisions and Directors of non clinical services will
ensure the Trust’s risk management processes are fully implemented within their
services, risk registers are maintained, and will therefore be able to ensure principal
risks to the Trust’s objectives are systematically identified, evaluated, eliminated or
reduced and managed.

In addition, in respect of their areas of responsibility, ensure reports on unacceptable
and extreme risks are escalated according to Trust policy through to Trust Board via
the Integrated Governance Unit according to Trust Policy.
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They will encourage the proactive management of risks including business risks
emerging from the Integrated Business Plan and Quality & Safety Strategy through
the development, implementation and monitoring of risk education and training
programmes attendance at mandatory training and the effective functioning of
Divisional / Directorate Committees responsible for Governance.

Role and Responsibility of Divisional / Directorate Managers, Business
Managers, Clinical Directors / Clinical Leads / Midwifery Leaders / Matrons /
Service Quality Leads and Departmental Heads

As Leaders will implement the Trust’s risk management processes within their
services and will therefore be able to systematically identify, evaluate, eliminate or
reduce and manage risks.

In addition they will, on behalf of their services provide reports on significant risks,
and the effectiveness of the controls to the appropriate Divisional Directors and
Clinical Director and through the escalation process as described in the risk
management system section of this document. They will meet their own identified
training needs, participate in risk awareness training through mandatory training and
also identify and meet the education and training needs of staff so that they are
aware of and understand risk management and ensure risks are reduced.

Will have specific roles as defined in specific Trust Policies and procedures and will
fulfil these roles as required.

Role and Responsibility of Divisional Governance Leads

Each clinical Division have identified individuals with responsibility for risk
management as ‘Governance Leads’. The ‘Governance Leads’ support the Trust’s
Clinical Divisional and Directorate teams in ensuring that the Trust becomes imbued
with a ‘Culture of Governance’ quality, safety and risk management.They facilitate
the management of Governance and risk management with their Divisions and
Directorates. In smaller Corporate Divisions/Directorates the Director or a Senior
Manager may assume this responsibility.

Nominated individuals will be responsible for managing their Divisional Risk register
ensuring that risk assessments populate the risk registers according to risk score
utilising the agreed process and methodology. As a minimum they are required to
provide a Governance report which includes quality and safety focus to their
Divisional Governance Group or Senior Team Meeting at each meeting.

The Governance Leads work closely with the Trust’s Integrated Governance Unit in
supporting the Trust’s governance structure and its supporting mechanisms, ensuring
that all governance issues are appropriately reported and co-ordinated.

Role and Responsibility of all Staff and Volunteers

Trust Employees and Volunteers
All employees of the Trust and volunteers have a responsibility to:
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 Ensure they work in accordance with all Trust Policies and Procedures.

 Ensure they undertake corporate induction, local induction and mandatory
update training on risk management policy and procedures as determined in
the Trust policy.

 Ensure they identify through risk assessment, any risks they feel exist within
their department or during the delivery of their services and take action to
minimise such risks.

 Escalate risk in accordance with this policy

Individual Clinicians Employed by the Trust
In addition to the requirement to fulfil the duties of an employee - All clinicians
employed by the Trust have a responsibility to:

 Ensure they maintain their professional registration and practice within the
standards of their professional bodies, any other national standards and any
locally determined clinical policies and guidelines to ensure their practice is as
risk free as possible;

Divisional Lead responsibility – Specific risks

Safeguarding the Unborn and Children
The Trust Safeguarding Children Policy outlines the arrangements for child protection
in the Trust. The Division of Surgery Women’s and Children's lead this agenda
reporting to the Director of Nursing and Integrated Governance, Executives and
Board through the structure defined in the Safeguarding Children Policy.

Safeguarding Adults, DOLs and Prevent –
The Trust Safeguarding Adults Policy outlines the arrangements for adult
safeguarding and protection within the Trust. The Safeguarding Adult and Prevent
Lead leads on this agenda reporting to the Director of Nursing and Integrated
Governance. The Executive Lead is informed through the structure defined in the
Safeguarding Adults Policy.

The Trusts Internal Safeguarding Board reports to SQOGG and discusses and
evaluates risks in relation to safeguarding and also recieves the reports from Security
Group and Dementia Steering Group

Trust Corporate Commitees

A Board subcommittee structure chart is included in the Appendices to this policy
which demonstrates the Board subcommittee strructure and relationships between
these committees. (Appendix 4 )

Trust Board
At the head of the Trust risk management structure is the Trust Board, which is
ultimately accountable for the management of all risks in the organisation. The Chief
Executive, supported by Board Members, has responsibility for the introduction and
implementation of the Risk Management Strategy. The Trust Risk Management



Tameside & Glossop Integrated Care Risk Management Strategy
NHS Foundation Trust Policy and Guidance

Version 12 January 2019 Page 16 of 44
Check the Intranet for the latest version

Strategy was formally approved by Board. It has been subsequently reviewed and
approved once every financial year thereafter. Review of the strategy will take place
as required, or in line with formal review arrangements annually.

Audit Committee – This Committee reviews the establishment and maintenance of
an effective system of integrated governance, risk management and internal control
across the whole of the organisation’s activities (both clinical and non-clinical), and
support the achievement of the organisation’s objectives.

In particular, the Committee reviews the adequacy and effectiveness of:

• all risk and control related disclosure statements (in particular the Annual
Governance Statement), together with any accompanying Head of Internal Audit
Opinion, external audit opinion or other appropriate independent assurances, prior to
endorsement by the Board

• underlying assurance processes that indicate the degree of achievement of
corporate objectives, the effectiveness of the management of principal risks and the
appropriateness of the above disclosure statements

• policies for ensuring compliance with relevant regulatory, legal and code of
conduct requirements and related reporting and self-certification and annual plans/
reports from the Local Anti- Fraud Specialist

Finance Committee - Is a delegated Board sub-committee with responsibitites for
risk management in relation to fianance and financial related performance. In
particular the Committee is to review and advise the Board on in year performance
against previously agreed board financial objectives/targets (monitoring) and
scrutinise in detail and recommend for approval the Trust’s longer term business
plan.

Quality and Governance Committee – Is a delegated Board subcommitee which
includes Non Executives Directors.This Group receives reports from Service Quality
and Operational Governance Group and Risk Management Group. The Committee
provides oversight and assurance regarding the operation of systems and processes
to ensure the safety and quality of care provided to users of the Trust’s services. The
Committee considers the identification, management and mitigation of risks to the
safety and quality of care provided to the Trust’s service users in line with the
Committee’s Terms of Reference.

Workforce Committee – This Board sub-committee receives reports from Equality
and Diversity Group, Health and Wellbeing and Workforce Operational Board and
Educational Governance Group is responsible for reviewing risks relating to
workforce and workforce planning and training and education.

Service Quality and Operational Governance Group (SQOGG)
This Group reports directly to the Quality and Governance Committee. It is chaired by
the Director of Nursing and Integrated Governance. It is the engine room for quality
and safety, risk management and Governance in the Trust.
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SQOGG has delegated authority for managing the corporate significant risk register.
It will:

 Receive a report at each meeting from the Trust Integrated Governance Unit.
The report will identify newly received significant risks by local risk processes
for inclusion on the corporate risk register, risk monitoring updates and details
of risks that have reduced below 15 thus rendering them suitable for removal
from the significant corporate risk register and exception reports in relation to
risk treatment plans that are not proceeding to plan or where there is limited
assurance that the risk treatment plan is progressing.

 Review the risk ratings escalated from divisional risk registers with a score
rating of 15-25 to ensure consistency across the Trust.

 Agree the proposed risk description, amend or approve the risk rated score
before submission to Trust Board.

 Seek clarity from Divisions/ Directorates prior to inclusion on the Corporate
register and ensure that the mitigation plans in place are sufficient prior to
acceptance.

 Receive reports from divisions and report progress against risk treatment
plans.

 Monitor actions for each of the risks on the register and receive exception
reports from Divisions and the Integrated Governance Unit when
mitigation/treatment plans are not on track.

 Have access to the full significant Risk Register at each meeting.

 Agree and report to Quality and Governance Committee risks for removal from
the risk register delegating appropriately scoring risks (those below 15) back to
Divisions to accept and manage.

 Agree and report to Quality and Governance Committee the Annual
Reconcilliation of learning report.

The following groups all have specific responsibilities in relation to their spheres of
responsibility and report into SQOGG and collectively these inform the Quality &
Safety agenda across the organisation, including, but not limited to:-

 Integrated Medicines Optimisation Group

 Patient Safety Programme Group

 Mortality Steering Group

 Educational Governance Group

 The Patient Experience Group

 Radiation Protection Group

 Trust Internal Safeguarding Board

 Infection Prevention Committee

 Divisional Governance Forums
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 The Learning from Experience Group

 End of Life Steering Group

 Clinical Audit and Effectiveness Group

 Research and Development Group

 Hospital Transfusion Committee

 Health and Safety Committee

 HTA and Organ Donation Committee

 Medical Devices Group

 Records Management Group

The duties and roles of these groups are outlined in the respective Trust Policies for
these areas.

Risk Management Group
The Executive led Risk Management Group reports to Quality and Governance
Committee and also reviews risk assessments and manages risk within the Trust.
The Risk Management Group provides a mechanism by which Board are kept
informed of all significant risks and provides assurance. It has a function in the
development and maintenance of the Corporate Significant Risk Register to ensure
that it is comprehensive and that actions are being taken. It co-ordinates and
maintains the review of the Board Assurance Framework

Executive Management Team
Executive Management Team (EMT) assists the CEO in the implementation of
specified strategies reports by exception to the Board and its sub committees on key
governance and risk issues relevant to terms of reference by exception.

The following groups report into EMT

 Operational Group

 Emergency Planning

 Estates and Facilities Operational Group

 TEP Assurance Group

 Capital and Revenue Investment Group

 Clinical Leaders Forum

 Nursing and Midwifery Leaders Forum

 Trust Liaison Group

 IM&T Group

 Contract Management Group

Remuneration Team
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Agrees remuneration and terms and conditions of services for Specific Directors.

Divisional/Governance (Local) Risk Management/Governance Groups
The Trust requires divisional structures for reporting governance and risk to be in
place. Each Directorate within divisions must ensure that good internal control
mechanisms are in place to be able to provide the necessary assurance to the
Division. Divisions are required to submit risk management reports and updates to
Service Quality and Operational Governance Group and/or Risk Management Group.

Internal Audit
The Internal Audit Department carries out audits of the Trust’s systems according to
an audit schedule determined by the Trust Board and Audit Committee in the light of
information provided by the BAF and Principal Risk Register. Internal Audit play a
pivotal role in the monitoring of process for managing risk corporately and locally
and in providing assurance to the Trust Board.

4. RISK MANAGEMENT OBJECTIVES

To:-
1. Maintain and monitor the Trust Board Assurance Framework. Ensure that the

Framework identifies the Principal Risks to all Strategic / Corporate
Objectives. The Trust will ensure that the framework will continually meet the
requirements our regulators throughout the financial year and that it is
monitored at Trust Board at least 2 times per year.

2. Ensure that the Trust will identify and record risks according to impact and
likelihood and collate a record of these risks on ward/department, Divisional
risk registers dependent upon the risk score (in accordance with risk
escalation mechanisms).

3. Ensure the Trust has in place policies and procedures that systematically
outline the Trust’s expectations in relation to identified risk areas, statutory
responsibility and regulatory requirement - demonstrate that these policies and
procedures are systematically managed, reviewed, updated and archived.

4. Ensure the Trust has in place an incident reporting and management system,
ensuring accidents, incidents and near misses (no harm incidents) are
recorded on the Trust Incident System and assessed for impact/harm and that
these are reported in accordance with statutory and regulatory requirements.

5. Ensure the Trust has in place a complaints and claims management system
ensuring complaints and claims are assessed for the likelihood and impact.

6. Ensure the Trust take action to control or mitigate risks, prevent recurrence of
adverse incidents, complaints and claims and share learning with others. –
produce as a minimum once every financial year an aggregated learning
report from Incidents, Complaints , PALS contacts and Claims which identifies
risk themes and areas for improvement. Measure the impact of incidents by
aiming to systematically reduce the level of harm caused by these events
across the Trust.

7. Ensure the Trust continue to develop the organisational risk management
culture embedding risk management as a natural by product /part of day-to-
day activity. This will be measurable through the extent and degree to which
risks are being assessed, treated and monitored across the organisation.
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8. Ensure the Trust maintain and use the Trust Integrated Performance
Framework to monitor and benchmark key performance indicators relating to
Quality outcomes, Targets and Resources. Specific focus will be upon Patient
Experience, Quality and safety.

9. Ensure the Trust, as a minimum, comply with the Care Quality Commission
and NHS Improvement’s compliance requirements.

10. Ensure the Trust increases knowledge and understanding of risk management
by ensuring that the Trust has a programme of governance and risk
management training based on a training needs analysis. This will be
measured through % uptake of Induction and Trust Mandatory Training and
systematic monitoring and audit.

11. Ensure the Trust provide assurance that the Trust has defined its key priorities
and risks and is acting positively to address them through completion of the
Annual Governance Statement.

12. Ensure the Trust systematically progress the Audit committee work
programme to provide assurance that the process for managing all types of
risk is in place and that the trust has a systematic process of risk assessment.

5. RISK MANAGEMENT SYSTEM

5.1 Introduction
Central to the Trust Risk Management Process is the concept of a risk register, which
in essence represents a repository for information on the management of identified
significant risks. The Trust has an electronic risk register system (Safeguard). Local
Managers and Senior Managers have access to the system and manage the risk
registers locally.

Risk registers allow organisations to:

 Store information on significant risks in a meaningful way that can be
distributed to key stakeholders and included into risk reports including reports
to Trust Boards.

 Rank risks by risk rating in order that they may be prioritised for action.

 Group risks by meaningful categories that permit more detailed analysis.

A record/register of risks should be maintained as a minimum for:

 Individual management units or locations (divisions, Directorates) risks which
should be considered include:- financial, clinical, operational and / or those
with regulatory impact.

 For the organisation as a whole (an organisational risk register).

The risk register will typically combine key strategic risks faced by the organisation,
along with an aggregate of those significant operational risks identified within larger
projects, divisions and individual management units, locations or clinical areas.

The Turnbull report requires that Boards be informed of the significant risks that face
the organisation. Significant risks being defined as “risks that are significant to the
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fulfilment of the (organisation’s) objectives”.

Risk management is a multifaceted process, appropriate aspects of which are often
best carried out by a multi-disciplinary team. It is an iterative process that can
contribute to organisational improvement.

The systematic approach to risk management in Tameside & Glossop Integrated
Care NHS Foundation Trust will be based on the following model:

5.2 Risk Management Process – (AS/NZS 4360:1999 – Risk Management)

Establish the context Define the activity
What are the goals and objectives?

Risk identification What can happen?
How can it happen?

Risk assessment How could risks occur?
What would be the effect if they did?
How could they be reduced?

Evaluation and Ranking Evaluate options for reducing risks
Quantify costs of actions to reduce risks
Identify actions, which reduce total, cost of risk and give best value for
money
Compare costs against benefits

Risk Treatment Avoid: not proceeding with activity likely to generate the risk
Reduce: reducing or controlling the likelihood and consequences of the
occurrence
Transfer: arranging for another party to bear or share some part of the
risk, through contracts, partnerships, joint ventures, etc.
Accept: some risks may be minimal and retention acceptable.

Monitor and review Monitor risk impact
Review effectiveness of action
Has the risk priority changed?

Communicate and Consult Who needs to know, internal/external?
Who is affected?

Risk Management Process
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NHS organisations are required to produce a comprehensive organisation-wide risk
register that must be capable of recording clinical, financial and organisational risks.

The risk register also needs to provide evidence that the Trust is:
 Using a common currency to evaluate initial risk ratings for both strategic and

operational risks

 Able to ensure that the initial risk ratings can be altered to reflect the results of
risk assessment and risk treatment

The Trust’s system of internal control will be based on an ongoing risk
management process that:

 Identifies the principal risks to the achievement of the organisation’s
objectives;

 Evaluates the nature and extent of the risks;

 Manages them efficiently, economically and effectively.

5.2 Process for the Management of Risk

Overview of risk strategy
The Trusts strategy is to apply the following principles to the management of risk

Establish the context
 A strategic, organisational and risk management context will be established in
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which the process will take place. Criteria against which risk will be evaluated
should be established and the structure of the analysis defined.

Identify risks
 Identify what, why and how things can arise as the basis for further analysis.

Using the Trust’s generic risk assessment form or electronic risk system.

Analyse risks
 Determine the existing controls and analyse risks in terms of consequence

and likelihood in the context of those controls. The analysis should consider
the range of potential consequences and how likely those consequences are
to occur. Consequence and Likelihood will be combined to produce an
estimated level of risk.

Evaluate risks
 Compare estimated levels of risk against the pre-established criteria. This

enables risks to be ranked so as to identify management priorities. It is
essential that the evidence used to compare the risk to these criteria is of
known standards of quality and reliability, otherwise the risk may be over or
under rated or not identified at all.

Treat risks
 Accept and monitor low priority risks. For other risks, develop and implement

specific management actions which include consideration of the resources
required to address the risk, the impact that treating the risk as well as not
treating the risk will have in other service areas, whether the risk, if realised
would be reversible and in what context, if any, realising the risk would be
defensible.

Service Development and Business Planning Process
Where there are actual or potential risks with high consequence and/or likelihood that
require additional resources, the relevant division will submit service development
plans via the divisional and corporate business case and capital bid processes.
Sources of revenue and capital will be sought where appropriate.

Monitor and review
Monitor and review the performance of the risk management system and changes
that might affect it.

5.3 Risk Assessment Procedure – Process for identifying risk corporately and
locally including review of risk registers and assessment

Identifying Risks
The Trust has a number of systems in place which collectively contribute to the
identification of risk.
Risks will be identified from a number of sources. This may include: Clinical practice,
Health & Safety assessment process, External assessments, Incidents, Medicines
and Health Care Products Regulatory Agency notices, CAS Alerts (Central Alerting
System), Complaints, Claims, Business Plans, Major Projects, Financial planning,
External Audits, Internal Audits, Performance Management, Care Quality
Commission, Place Reports etc. Any of the above could be used to inform the risk
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assessment process and therefore the population of the Trust’s Board Assurance
framework and /or risk registers. The risk register must include the source of the risk,
this will usually be through a description of the risk and hazards showing how the risk
has come about. Where multiple sources exist the term ‘risk assessment’ will be
acceptable as will ‘multiple’.

Assessing individual risk areas –
To undertake a risk assessment the steps shown in the flowchart are followed
(below) Figure 1. This can be undertaken using the Ulysses Safeguard system and
clear instructions on how to undertake the assessment are provided through the link
on the TIS page. A risk assessment form is included as Appendix 3 to the policy
should this be required to support the process.

The general risk assessment tool will assist the Trust and its constituent divisions and
directorates by ensuring consistency in carrying out a full risk assessment of their
services, developments and working practice, the end result being a series of risk
assessments and an action plan incorporating the prioritised actions to be completed.
Generic risk assessments may be developed for specific risk areas e.g. Moving and
Handling – when this is so these will be outlined in the relevant Trust Policies.

Figure 1: Risk Assessment (Use of the Trust Risk Assessment tool will ensure
this process is followed)

Identify the hazards in the service, activity or environment – Identify the
Risk. Consider the appetite the organisation/service has for the risk.

Grade or quantify the frequency, likelihood or probability of harm from
that activity or service.

Identify the actual risk of harm to patient, staff, visitors or the Trust.

Grade or quantify the possible severity of harm or consequences from the
risk.

State the present controls in place to eliminate or reduce the risk.

Grade or quantify the adequacy of the controls

Identify any additional controls required to reduce or manage the risk.

Based on the Australia/New
Zealand Standard AS/NZ
4320/1999. See guidance chart
with tool.

Assess the overall level of risk by using the 5X5 grading matrix (also
known as risk estimate, risk rating or risk factor). Set a target risk score –
how much do you need to reduce the risk to make it acceptable and
aligned to the risk appetite. Identify the gap risk score.
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Develop a prioritised action plan if additional controls are required.(also
known as risk treatment plan)

Ensure any actions agreed are
assessed for their risks

Control Adequacy

When undertaking an assessment or re-assessment, it is also necessary to review
the adequacy of the controls in place and grade them accordingly. A suggested score
sheet appears below:

Adequate Limited Poor
Adequate controls in place.

Sufficient controls in place

Service no longer offered

Limited systems or controls in
place

Systems have known weakness
or are inadequate. Non-
adherence to controls or
systems in place

Action plan will be needed

No controls.

Serious weakness in controls

Risk exposure ignored.

Risk exposure not managed

Action plan will be needed

Risk Grading Matrix

All risks in the Trust will be assessed for likelihood and consequence using a 5 x 5
grading matrix shown below. This grading matrix is the common risk management
currency of the organisation and all risk activities and mechanisms will migrate to this
matrix

Consequence

Likelihood Insignificant Minor Moderate Major Catastrophic
Rare 1 2 3 4 5

Low/Unlikely 2 4 6 8 10
Possible 3 6 9 12 15

High/Likely 4 8 12 16 20
Almost
Certain

5 10 15 20 25

Target Risk Score
The target risk score – this should be set and identify how much you need to reduce
the risk to make it acceptable and aligned to the risk appetite.

Gap Risk Score
The gap risk score is the difference between the current risk score (inclusive of
controls) and the target risk score. This enables focus to be applied to those risks
where it is possbile to reduce the risk further

Trust Board Risk Target Gap Score

Gap score <0 Risk target achieved

Gap score 1-5 Tolerable
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Gap score 6-9 Close monitoring

Gap score 10 Concern

Gap score >10 Serious

Timescales, Prioritisation for Action and implementation of Control
Because it is not possible to address all the required actions immediately, there is a
need to develop and prioritise actions to implement the control mechanisms. (Also
known as risk treatment plan). The allocation of a time priority depends on the
urgency and the time and resources required to implement the action. A timescale
needs to be set which reflects when mitigations and controls are expected to take
effect and reduce the risk to the target score.

Final prioritisation should be based on all information available and be based on
sound judgements. The control mechanisms in place will assist in prioritisation.

Reference can be made to organisational work streams or plans as methods of
actions and control. Whenever possible risk management should be aligned to
existing work streams rather than have standalone plans.

Risk Registers
There are two levels of risk registers in the Trust, Local and Corporate (significant
risks scoring 15 or over). Our Framework can be summarised as.

Both Divisional/local and corporate registers have a similar format, mirroring the
general risk assessment tool and are recorded using the electronic database risk
register module Ulysses Safeguard.

In formulating the Registers consideration must be given to all types of risks, i.e.
strategic; organisational; clinical; financial; and service delivery. To ensure this
occurs, it is essential that there is a robust process for populating the register with

Assurance Framework

The Corporate
Significant Risk

Register

Divisional Risk Registers

Risk identification & assessment process

ALL Significant and Extreme
Risks to each Division’s
objectives and any lower scoring
risks to be documented and kept
in local registers (local registers
can be a compilation of recorded
risk assessments)

Divisional risks rated 15 (red) and
Strategic risks not included in
Assurance framework

Those risks which POTENTIALLY
affect Strategic Objectives –
appraised by Board against
Strategic Objectives
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identified risks in all divisions, directorates and departments; in addition, there needs
to be a process for regular monitoring the mitigation plans and their effectiveness

Movement of risk information onto the significant risk associated, is via the Divisional
Governance Groups and escalation to SQOGG. The Associate Director of Integrated
Governance and Governance Team, will ensure that the Quality and Governance
Committee and Board are kept informed via scheduled reports and updates on the
significant risks and BAF. Reports will be provided to each Risk Management Group
and Service Quality and Operational Governance Group. Significant or Extreme risks
scoring 15 or more are reported to each Trust Board Meeting.

The Trust Assurance Framework will capture all Principal Risks (strategic risks)
associated with Corporate objectives.

Clinical Services Divisional Registers are the responsibility of Divisional
Directors & Directorate Managers – usually facilitated by the Governance lead
or equivalent

For corporate directorates, the Director/ Lead Manager with responsibility for
the relevant corporate directorate will determine who will be deemed the
appropriate person to act in the capacity and maintain the risk register.

Divisional Directors and Directorate Managers are responsible for ensuring the
dynamic management of the divisional risk register and ensuring that any risks of 15-
25 are acted upon immediately where possible, and notified to the Associate Director
of Integrated Governance via reporting structures. Risk should be escalated to
SQOGG, Risk Management Group, Quality and Governance Committee and Trust
Board as appropriate The risks will be identified in the main from undertaking risk
assessments within the Divisions but also from any other appropriate source.

Each Divisional Board or Corporate Services Team meeting should receive a
governance update including reports of risks and review of those which are being
escalated to Divisional risk register scoring 8 and above in accordance with their
Terms of refernce. The template for reporting of risks is included as Appendix 2 of
this document.

Significant Risk Register – Responsibility of the Associated Director of
Integrated Governance and Head of Assurance and Govenance
The Associate Director of Integrated Governance has responsibility for managing the
significant risk register supported by the Head of Assurance and Governance. These
are identified from risk assessments that have been undertaken by the divisions,
directorates, wards and departments of the Trust. The score rating will determine the
level of risk and the degree of escalation and detail of monitoring within the
documented action plan. Any risk scoring 15 or above will be considered an extreme
risk. Any such risk that has been scored and accepted within a division/ corporate
directorate will be escalated and submitted to SQOGG for consideration, and
moderation prior to inclusion on the Trust Significant Risk Register.
In exceptional cases, the Executive Team can take Executive action for direct
inclusion of a reported risk scoring 15 or above for inclusion as a significant risk the
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process below will be followed after inclusion to ensure that the due process of
moderation has been followed.

Acceptable level of risk – Authority of all Managers with regard to managing
risk
An acceptable risk is one which the Trust Board or a Divisional Board feel
comfortable in facing and which, if the worst happened, would not threaten the
individual’s / organisation’s survival or its capability to meet its objectives. Deciding
what is an acceptable risk involves identifying and assessing risks in relation to the
impact e.g. reputation, loss of life, financial loss / cost, likelihood of occurrence and/or
the level of ease or difficulty required / available to reduce or control the threat that
particular risks poses if the individual or the organisation were exposed to it. A risk is
deemed acceptable when there are ‘adequate’ control mechanisms in place and the
risk has been managed as far as is considered to be reasonably practicable. The
potential benefits should outweigh the potential harm.
As a general principle the Trust will seek to eliminate and control all risk which has a
potential to harm its patients, staff, and other stakeholders, which would result in loss
of public confidence in the Trust and/or its partner agencies and/or would prevent the
Trust from carrying out its functions on behalf of its local residents.

However, the following list identifies areas which would never be deemed to be
acceptable: Any act, decision or statement which;

 would result in death, injury or illness except in very specific circumstances
involving clinical judgement

 would contravene Trust Standing Orders or Standing Financial Instructions
 would be illegal and/or breach of legislation
 would result in significant loss of Trust assets or resources
 would constitute wilful contravention of Trust policies or procedures
 would fail to observe key targets and objectives

The Turnbull Report requires that Boards be informed of the, “significant risks
that face the (organisation’s) objectives”. Although no specific definition is
given as to what constitutes “significant risk”, some parameters are given
below based on the qualitative risk assessment matrix scores:

 An initial or residual risk rating of between 1 and 8 can be managed at local
level. All Managers have authority to directly manage such risks and accept
them. If controls are considered necessary take action. Enter onto local risk
register or maintain in local risk portfolio.

 An initial or residual risk rated 8 -12 are risks which require further exploration.
Risk reduction is required so far as is reasonably practicable. Further risk
reduction may not be feasible or cost effective. Where there is a residual risk
of 8-12 the responsibility and authority for acceptance of the residual risk lies
with the Manager for risks identified within their area of responsibility. Prior to
acceptance of a residual risk score of 8-12 the manager must have explored
all options for reducing the risk, considered the effectiveness of controls which
are already in place and sought the advice and agreement of other senior
colleagues. Prior to submission to Divisional Governance Groups or equivalent
for a in which these risks are accepted. Key relevant group, solutions and
action must have been explored.
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 Risk score rated 15-25 are deemed to be significant. Action is required
immediately or in the near future so far as is reasonably practicable to
reduce/mitigate the risk or the risk needs to be accepted by or Board if it
cannot be reasonably reduced further.

Residual Risk scoring 15 – 25 should be reported to either an appropriate Executive
Director and the Integrated Governance Unit with an appropriate risk assessment
and risk treatment plan. Residual risks between 15- 25 will be monitored and
reviewed by the Service Quality and Operational Governance Group. If the Service
Quality and Operational Governance Group is assured that the residual risk cannot
be reduced, they will then have the responsibility of authorising further action to
reduce the risk or agreeing acceptance as a significant risk on behalf of the Trust
Board. A template for the risk report risk tables is included as Appendix 2 of this
policy.

It is recognised that Risk management is a dynamic, iteractive process.

Recording of Acceptable Risk (Management of local Risk)

The table below summarises actions to be taken.

Score Category
of risk

Action Time Scale for Review

1-3 Very Low Can be managed via existing
control mechanism Take action
at local or department level if
controls are considered
necessary. Enter onto local risk
register or maintain a record of
the risk score in local records.

Determined by local risk
management arrangements/
internal assurance (usually once
every financial year)

4-6 Low Service Quality Leads to develop
and implement risk treatment
plans. Take action at local or
department level if controls are
considered necessary. Enter

Determined by local risk
management arrangements /
internal assurance (usually once
every financial year)
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onto local risk register. Or
maintain a record of the risk
score in local records

Monitoring until residual risk is
deemed acceptable

8-12 Moderate Develop and implement risk
treatment plans. Residual risk
accepted by Business Manager
in conjunction with specialist
advisers. – record on Divisional
risk register and report outcomes
in records of meetings

Quarterly by the Divisional /
Departmental Board or equivalent
Internal Assurance until residual
risk is deemed acceptable

15-25 Significant
Extreme

To be considered and taken
through the divisional
governance processes where
applicable and notified to the
Integrated Governance Unit who
will notify the Executive through
the governance structure,
depending on circumstances.
The risk will be reviewed by the
Service Quality and Operational
Governance Group who will
agree action plans and review in
accordance with agreed time
scale reporting to Quality and
Governance Committee on
behalf of the Board.

Monitored by SQOGG and Risk
Management Group and reported
to the Trust board until residual
risk are less than 15. Then will be
moved to Divisional /
Departmental register. The risk
remains the responsibility of the
area submitting and managing
the risk.

Significant risks on the Risk
register reviewed at each
SQOGG and Risk Management
Group and reported to Trust
Board at each meeting.

6. RISK REGISTER PROCESS

Note: Source of risk can be identified
 Locally through incidents,

complaints or claims

 Corporately, from other divisions

and/or directorates

 National guidance, enquiries

RISK IDENTIFIED

RISK ASSESSMENT RECORD

COMPLETED BY WARD/DEPARTMENT

TEAM MANAGER

RISK TREATMENT PLAN COMPLETED BY

WARD/DEPARTMENT MANAGER

RISK SCORING AND PROCESSING
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Rating Risk
The Trust has an established risk assessment process and uses a well-recognised
framework to rate or score a risk.

A risk is rated using a matrix of consequence (the impact) versus likelihood
(frequency) of the risk occurring. Risk ratings, at all levels of the organisation, are
identified on risk registers. See Appendix 1 for guidance on scoring /rating risks and
the risk matrix.

Classifications of risk appetite
The Trust's risk appetite is not necessarily static. The Trust Board may want to vary
the amount of risk that it is prepared to tolerate depending on the circumstances at
the time. However, it is not for other parts of the organisation to materially alter the
Trust’s risk appetite.

RISK Appetite
A matrix to support better risk sensitivity in decision making

APPETITE NONE LOW MODERATE HIGH SIGNIFICANT
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Risk Levels

Key Elements



Avoid
Avoidance of risk and
uncertainty is a key
Organisational
Objective


Minimal (ALARP)
(as little as reasonably
possible)
Preference for ultra-
safe delivery options
that have a low
degree of inherent risk
and only for limited
reward potential


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


Open
Willing to consider all
potential delivery
options and choose
while also providing
an acceptable level of
reward [and VFM]


Seek
Eager to be
innovative and to
choose options
offering potentially
higher business
rewards [despite
greater inherent risk]


Mature
Confident in setting
high levels of risk
appetite because of
controls, forward
scanning and
responsive systems
are robust

Financial / VFM Avoidance of financial
loss is a key objective.
We are only willing to
accept the low cost
option as VFM is the
primary concern

Only prepared to
accept the possibility
of very limited
financial loss if
essential. VFM is
primary concern

Prepared to accept
possibility of some
limited financial loss.
VFM still the primary
concern but willing to
consider other
benefits or constraints.
Resources generally
restricted to existing
commitments

Prepared to invest for
return and minimise
the possibility of
financial loss by
managing the risks to
a tolerable level.
Value and benefits
considered [not just
cheapest price].
Resources allocated
in order to capitalise
on opportunities

Investing for the best
possible return and
accept the possibility
of financial loss [with
controls in place].
Resources allocated
without firm
guarantee of return –
“investment capital”
type approach

Consistently focussed
on the best possible
return for
stakeholders.
Resources allocated
in “social capital” with
confidence that the
process is a return in
itself

Compliance /
Regulatory

Play safe, avoid
anything which could
be challenged, even
unsuccessfully

Want to be very sure
we would win any
challenge. Similar
situations elsewhere
have not breached
compliances

Limited tolerance for
sticking our neck out.
Want to be reasonably
sure we would win any
challenge

Challenge would be
problematic but we
are likely to win it and
the gain will outweigh
the adverse
consequences

Chances of losing any
challenge are real
and consequences
would be significant.
A win would be a
great coup

Consistently pushing
back on regulatory
burden. Front foot
approach informs
better regulation

Innovation /
Quality /
Outcomes

Defensive approach
to objectives – aim to
maintain or protect,
rather than to create
or innovate. Priority
for tight management
controls and oversight
with limited devolved
decision taking
authority. General
avoidance of
systems/technology
developments

Innovations always
avoided unless
essential or
commonplace
elsewhere. Decision
making authority held
by senior
management. only
essential
systems/technology
developments to
protect current
operations

Tendency to stick to
the status quo,
innovations in practice
avoided unless really
necessary. Decision
making authority
generally held by
senior management.
Systems/technology
developments limited
to improvements to
protection of current
operations

Innovations
supported, with
demonstration of
commensurate
improvements in
management control.
Systems/technology
developments used
routinely to enable
operational delivery.
Responsibility for non-
critical decisions may
be devolved

Innovation pursued
and desire to “break
the mould” and
challenge current
working practices.
New technologies
viewed as a key
enabler of operational
delivery. High levels
of devolved authority
– management by
Trust rather than tight
control

Innovation the priority
– consistently
“breaking the mould”
and challenging
current working
practices. Investment
in new technologies
as catalyst for
operational delivery.
Devolved authority –
management by Trust
rather than tight
control is standard
practice

Reputation No tolerance for any
decisions that could
lead to scrutiny of, or
indeed attention to,
the organisation
viewed with concern

Tolerance for risk
taking limited to those
events where there is
no chance of any
significant
repercussion for the
organisation. Senior
management distance
themselves from
chance of exposure to
attention

Tolerance for risk
taking limited to those
events where there is
little chance of any
significant
repercussion for the
organisation should
there be a failure.
Mitigations in place for
any undue interest

Appetite to take
decisions with
potential to expose the
organisation to
additional
scrutiny/interest.
Prospective
management of
organisation’s
reputation

Willingness to take
decisions that are
likely to bring scrutiny
of the organisation,
but where potential
benefits outweigh the
risk. New ideas see
as potentially
enhancing reputation
of the organisation

Track record and
investment in
communication has
built confidence by
public, press and
politicians that the
organisation will take
the difficult decisions
for the right reasons
with benefits
outweighing the risks

The Trust's Risk Appetite and Risk Tolerance
The Trust’s risk appetite is defined as ‘the amount and type of risk that the
organisation is willing to take in order to meet the strategic objectives.’ The table
above is the organisational model used to support a common and consistent
language to articulate the Trust’s position towards the appetite for risks.

The Trust's risk appetite and organisational model considers risks in terms of both
opportunities and threats and is not confined to the financial consequences of a risk
materialising. The appetite for a risk is impacted on by the capability of the Trust, its
performance and reputation and is influenced by the overall objectives set by the
Trust, individual programmes of work and the delivery of operational, quality and
performance objectives across divisions.

While risk appetite is about the pursuit of risk, risk tolerance is about what the
organisation can actually cope with.

The Trust Board acknowledge that that risk is a component of change and
improvement, and therefore does not expect or consider the absence of risk as a
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necessarily positive position. The Trust will, where necessary, tolerate overall levels
of risk that are classified as moderate (12 or lower) where action is not cost effective
or reasonably practicable.

The Trust will not normally accept levels of risk rated high (red) (which are scored 15-
25 using the Trust's risk assessment matrix), unless the Trust’s appetite for the risk is
also high. The Trust will ensure that plans are put into place to lower the level of risk
whenever a high risk has been identified.

A high scoring risk for which the organisation has a low risk appetite should flag that
the risk needs serious consideration and more urgent mitigations.

Duties in relation to the Trust’s risk appetite

Managers
All managers will ensure that risk registers are maintained for their area of
responsibility and that the registers are reviewed on a regular basis. Any risk
identified as “high” will be immediately notified to the appropriate Executive Director.

Managers will put in place actions to strengthen controls and reduce the level of risk
to below nine where this is feasible. Managers must review risk scoring 8 or above
on a quarterly basis and significant risks scoring 15 or over on a monthly basis.

Managers must put in place contingency plans when the reduction of risk to an
acceptable level is not possible.

Executive Directors
Executive Directors will ensure that mitigation plans and actions are reviewed by
appropriate teams or committees at least quarterly and progress noted. The review of
actions will form part of the Division's performance management review process.

Monitoring risk against the Trust’s risk appetite

The Risk Management Group and SQOGG will review the significant risks on the risk
register at every meeting to ensure that identified risks are acceptable within limits of
the Trust's risk appetite.

The Trust Board will also review the significant risks at every meeting, and will ensure
that its overall portfolio of risks is appropriate, balanced and sustainable.

Learning from risk management
The Trust has systems in place to facilitate learning from risks, this includes
discussion and cross divisional learning in relation to risks identified in a Directorate
or Division which may apply across other areas. These systems include discussion in
relation to risk at Service Quality and Operational Governance Group and Risk
Management Group.
The processes for risk management detailed in this policy includes evaluation of risks
and learning from the of effectiveness of risk controls and mitigations which prompts
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a review

7. RISK MANAGEMENT TRAINING

A programme of risk management training is provided for all employees, as outlined
within the Trust training needs analysis (see Trust Mandatory and Induction and
Training Policy) which includes description of
Risk management training requirements including
 Relevant staff groups
 Frequency of training
 Attendance and follow up of non attendence

All employees currently receive risk management training at corporate induction and
mandatory core day
The reporting and monitoring of compliance and the processes the organisation
follows should gaps in compliance be identified are managed by the Education,
Development and Training Department as described in the Trusts Mandatory
Training and Induction Policy.

8. POLICY DEVELOPMENT & CONSULTATION

This policy has been developed by the Head of Assurance and Governance and
Associate Director of Integrated Governance in consultation with members of the
Risk Management Group. All subsequent policy drafts will be distributed to members
of the committees for comments which will be incorporated into final versions where
appropriate.

9. IMPLEMENTATION

An updated version of this policy will be placed on the intranet after final ratification.
The policy will be disseminated via the Risk Management Group and through the
range of training undertaken by the Integrated Governance Unit, where appropriate.

10.MONITORING

The policy will be monitored by governance processes through Committees and
Groups outlined in the policy as having responsibilities for risk management and
through their terms of reference. Where monitoring identifies deficiencies or gaps in
the implementation or in the policy actions will be taken and improvements made.

11.REVIEW

This policy will be formally reviewed in January 2020, or earlier depending on the
results of monitoring or recommendations from approved bodies.
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Appendix 1: Risk management at different levels of the organisation and risk
scoring

Risk Colour Remedial
Action

Decision to
accept risk

Risk register
Level

Green (Very low)1-3 Ward Manager Ward Manager Ward /
Department

Yellow (Low) 4-6 Ward Manager Ward Manager Ward /
Department

Orange (moderate) 8-
12

Departmental or
Divisional
Manager

Divisional
Manager

Ward/Department
al and Divisional

Red (High)15-25 Director Risk
Management

Group /
SQOGG

Ward/Department
al Divisional

Corporate

Determine the level of risk
The trust requires that a risk score is attributed to risks and that this is used to identify
priorities and assign resources affectively
The matrix below will enable staff to grade and score risks in a consistent way.

First, select the Most Likely Consequence of the hazard. What is the most likely impact of the
risk being realised? Is it catastrophic, major, moderate, minor, insignificant?

Table 1 Consequence and likelihood scoring matrix

Consequence

Likelihood Insignificant Minor Moderate Major Catastrophic
Rare 1 2 3 4 5

Low/Unlikely 2 4 6 8 10
Possible 3 6 9 12 15

High/Likely 4 8 12 16 20
Almost Certain 5 10 15 20 25

Secondly, identify the likelihood of the realisation of the risk. How likely will be that it happen
or happen again?

To calculate the risk rating you should take into account the controls that are in place to
manage the risk but not those included as part of any treatment plan until they are
implemented.

The risk score is the likelihood score multiplied by the consequence score
This is the residual risk rating score.
In terms of scoring risks, the following grades in the risk rating table below are attached to
particular scores within the matrix:-
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Table 2 Risk Rating table

Very Low Risk Low Risk Moderate Risk High Risk

1- 3 4- 6 8- 12 15 -25

3. Actions to be taken once the level of risk is determined

Risks falling into the RED boxes;
“High Risks” require immediate action. They must be communicated to the Executive
Director/Consultant in charge and the Divisional Management Team, and Integrated
Governance Unit as soon as possible. These must be brought to the attention of SQOGG
and Risk Management Group for inclusion onto the Corporate Risk Register and onward
reporting to the Trust Board.

Risks falling into the ORANGE boxes;
“Moderate Risks” require management attention, they must be reviewed by managers and

an action plan drawn up to address them. The Divisional Management Team should be
informed of these. These should also be reported to the Governance Leads, Integrated
Governance Unit, and the Risk Management Group.

Risks falling into the GREEN / YELLOW boxes;
Represent "low” risks which are defined as ‘acceptable risk’ but must be investigated and
followed up locally by departmental managers.

Inherent in these arrangements is the expectation that the managers with responsibility for
the affected area will take the necessary steps to address the associated risk (and the “fall
out” of any event which may have occurred), supported by senior managers, Executive
Directors and the Integrated Governance Unit in its risk management role.

NB Acceptable risk is defined as those risks/events that occur infrequently and have minimal
impact on people, resources or reputation. Such risk can never be entirely removed but
should be dealt with and managed locally within existing resources.
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Guidance to consequence scoring

Consequence score (severity levels) and examples of descriptors

1 2 3 4 5

Domains Negligible Minor Moderate Major Catastrophic

Impact on the
safety of
patients, staff or
public
(physical/psychol
ogical harm)

Minimal injury
requiring
no/minimal
intervention or
treatment.

No time off
work

Minor injury or
illness, requiring
minor
intervention

Requiring time
off work for >3
days

Increase in
length of
hospital stay by
1-3 days

Moderate injury
requiring professional
intervention

Requiring time off work
for 4-14 days

Increase in length of
hospital stay by 4-15
days

RIDDOR/agency
reportable incident

An event which impacts
on a small number of
patients

Major injury
leading to long-
term
incapacity/disabilit
y

Requiring time off
work for >14 days

Increase in length
of hospital stay by
>15 days

Mismanagement
of patient care with
long-term effects

Incident leading to
death

Multiple
permanent injuries
or irreversible
health effects

An event which
impacts on a large
number of patients

Quality/complaint
s/audit

Peripheral
element of
treatment or
service
suboptimal

Informal
complaint/inqu
iry

Overall
treatment or
service
suboptimal

Formal
complaint (stage
1)

Local resolution

Single failure to
meet internal
standards

Minor
implications for
patient safety if
unresolved

Reduced
performance
rating if
unresolved

Treatment or service
has significantly reduced
effectiveness

Formal complaint (stage
2) complaint

Local resolution (with
potential to go to
independent review)

Repeated failure to meet
internal standards

Major patient safety
implications if findings
are not acted on

Non-compliance
with national
standards with
significant risk to
patients if
unresolved

Multiple
complaints/
independent
review

Low performance
rating

Critical report

Totally
unacceptable level
or quality of
treatment/service

Gross failure of
patient safety if
findings not acted
on

Inquest/ombudsm
an inquiry

Gross failure to
meet national
standards

Human
resources/
organisational
development/staf
fing/ competence

Short-term low
staffing level
that
temporarily
reduces
service quality
(< 1 day)

Low staffing
level that
reduces the
service quality

Late delivery of key
objective/ service due to
lack of staff

Unsafe staffing level or
competence (>1 day)

Low staff morale

Poor staff attendance for
mandatory/key training

Uncertain delivery
of key
objective/service
due to lack of staff

Unsafe staffing
level or
competence (>5
days)

Loss of key staff

Very low staff
morale

No staff attending
mandatory/ key
training

Non-delivery of
key
objective/service
due to lack of staff

On-going unsafe
staffing levels or
competence

Loss of several
key staff

No staff attending
mandatory training
/key training on an
on-going basis
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Statutory duty/
inspections

No or minimal
impact or
breech of
guidance/
statutory duty

Breech of
statutory
legislation

Reduced
performance
rating if
unresolved

Single breech in
statutory duty

Challenging external
recommendations/
improvement notice

Enforcement
action

Multiple breeches
in statutory duty

Improvement
notices

Low performance
rating

Critical report

Multiple breeches
in statutory duty

Prosecution

Complete systems
change required

Zero performance
rating

Severely critical
report

Adverse
publicity/
reputation

Rumours

Potential for
public concern

Local media
coverage –
short-term
reduction in
public
confidence

Elements of
public
expectation not
being met

Local media coverage –
long-term reduction in
public confidence

National media
coverage with <3
days service well
below reasonable
public expectation

National media
coverage with >3
days service well
below reasonable
public expectation.
MP concerned
(questions in the
House)

Total loss of public
confidence

Business
objectives/
projects

Insignificant
cost increase/
schedule
slippage

<5 per cent over
project budget

Schedule
slippage

5–10 per cent over
project budget

Schedule slippage

Non-compliance
with national 10–
25 per cent over
project budget

Schedule slippage

Key objectives not
met

Incident leading
>25 per cent over
project budget

Schedule slippage

Key objectives not
met

Finance
including claims

Small loss
Risk of claim
remote

Loss of 0.1–0.25
per cent of
budget

Claim less than
£10,000

Loss of 0.25–0.5 per
cent of budget

Claim(s) between
£10,000 and £100,000

Uncertain delivery
of key
objective/Loss of
0.5–1.0 per cent of
budget

Claim(s) between
£100,000 and £1
million

Purchasers failing
to pay on time

Non-delivery of
key objective/
Loss of >1 per
cent of budget

Failure to meet
specification/
slippage

Loss of contract /
payment by results

Claim(s) >£1
million

Service/business
interruption
Environmental
impact

Loss/interrupti
on of >1 hour

Minimal or no
impact on the
environment

Loss/interruption
of >8 hours

Minor impact on
environment

Loss/interruption of >1
day

Moderate impact on
environment

Loss/interruption
of >1 week

Major impact on
environment

Permanent loss of
service or facility

Catastrophic
impact on
environment

Guidance for likelihood scoring

Likelihood score 1 2 3 4 5

Descriptor Rare Unlikely Possible Likely Almost certain

Frequency
How often might
it/does it happen

This will probably
never
happen/recur

Do not expect it
to happen/recur
but it is possible
it may do so

Might happen or
recur occasionally

Will probably
happen/recur but it
is not a persisting
issue

Will undoubtedly
happen/recur,
possibly frequently
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Appendix 2 Risk report template

Strategic Primary (Objective) BAF Ref: Date entered
on register:

Risk ID number:

Risk Description: Assurance Committee Divisional /Executive Director Lead

Current Risk Score (L x C) Risk Direction Last received at Assurance Committee:

Target Risk Rating Target Gap
Score

Date of next review:

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

Rationale for current score:

Date When Target Risk score expected to be achieved Rational for Risk appetite

Controls: 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?):

Mitigating actions:
(what more should we
do?)

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

Risk source Anticipated effect of controls (when is a reduction in risk trajectory expected /risk score reduced)

0
5

10
15
20
25

Target Score

Risk Score

Trajectory
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Appendix 3: Risk Assessment Record

Division/

Directorate………………………………………………...

Ward/ Department……………………………………………………

Risk
Identified:

Description Of Risk: (i.e. what could go wrong, who may be affected, organisational / financial
implications)

Level of Risk: Corporate
Non-
corporate

(please tick)

Risk Type:
(please tick)

Clinical
Non-
Clinical

Manual
Handling
(patient)

Manual
Handling
(inanimate)

Controls in place: (e.g. consider, equipment, staffing, environment, policy/procedure, training,
documentation)

Identify any gaps in control:

Effectiveness of controls:
(please tick)

Adequate Limited Poor

Current Risk Grading: (indicate appropriate
number)

Severity Likelihood

Risk Rating =
(insert score in
box)

High
15-25

Moderate
8-12

Low
4-6

Very Low
1-3

Name of Assessor(s):

Signature of Assessor(s): Date:

Name of Manager:

Signature of Manager: Date:
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Risk Treatment / Action Plan

Risk Identified: Ref:

What is being done about the risk? (please tick below)

Eliminate Reduce Transfer
(all or part)

Accept

Actions planned to reduce / prevent risk: (e.g. change in practice, physical systems)

Proposed Action
Resource

Requirements
Responsibilities Timing

Target Date for
Completion

Target Risk Grading: (indicate appropriate number) Severity
Likelihoo

d

Target Risk
Rating =
(insert score in
box)

High
15-25

Moderate
8-12

Low
4-6

Very Low
1-3

Review
Frequency:
(please tick)

Daily Quarterly

Next Review Date:Weekly Annually

Monthly

Completed by: Date:

Date
Implemented:
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Risk Assessment Review Record

Name of Risk Assessment:

Date of Review Reviewer
Next Review

Date
Comments Signature
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Appendix 5: Equality Impact Assessment Tool

Yes/No Comments

1. Does the policy/guidance affect one
group less or more favourably than
another on the basis of:

Race No

Ethnic origins (including gypsies and
travellers)

No

Nationality No

Gender No

Culture No

Religion or belief No

Sexual orientation including lesbian, gay
and bisexual people

No

Age No

Disability - learning disabilities, physical
disability, sensory impairment and mental
health problems

No

2. Is there any evidence that some
groups are affected differently?

No

3. If you have identified potential
discrimination, are any exceptions
valid, legal and/or justifiable?

N/A

4. Is the impact of the policy/guidance
likely to be negative?

No

5. If so can the impact be avoided? N/A

6. What alternatives are there to
achieving the policy/guidance
without the impact?

N/A

7. Can we reduce the impact by taking
different action?

N/A
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Alongside the Integrated Performance Scorecard, the report includes exception reports, which
respond to the performance data and allow the Executive Team and Trust Board to be assured of,
and contribute to, plans to rectify performance and quality issues.

This paper relates to the following Strategic Objectives

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

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

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

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

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

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

The paper relates to the following CQC domains-

√ Safe √ Effective 
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√ Well-Led √ Use of Resources 

This paper is related to these
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Relates to numerous aspects of Board
Assurance Framework and Significant Risk
Report.
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Regulatory and legal compliance Throughout

Sustainability (including environmental impacts) Page 6

Executive Summary

Exception reports are included for mortality (Hospital Standardised Mortality Rate and Summary
Hospital-level Mortality Indicator), MRSA; the four-hour emergency- care standard; inpatient
discharge summaries; and staff attendance. The report includes additional metrics from the SOF.
The dashboard is organised to reflect the CQC’s domains of Safe, Caring, Well-led, Effective and
Responsive.
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Introduction

This report provides the Trust Board with an overview of the Trust’s performance across a range of quality
and operational indicators for the relevant month; and year-to-date performance, along with a RAG rating, to
support the Board in evaluating performance against each indicator. The report includes a redesigned
dashboard that now includes additional metrics from the Single Oversight Framework. The dashboard is
organised to reflect the CQC’s domains of Safe, Caring, Well-led, Effective and Responsive. Alongside the
Integrated Performance Dashboard, the report includes exception reports, which respond to the
performance data and allow the Executive Team and Trust Board to be assured of, and contribute to, plans
to rectify performance and quality issues. All serious incidents are reported to Trust Board in Part 2 of the
meeting for patient confidentiality reasons; therefore, no exception report is provided for this indicator.

November Performance

The Trust did not meet the four-hour emergency care target in November with performance of 92.1%.
Performance against a number of other indicators also missed the required thresholds: SHMI, HSMR,
MRSA, staff attendance, inpatient-discharge summaries. The Trust met the Referral-to-Treatment
standard, with performance of 92.2%, and the national cancer and six-week diagnostic targets.

December Performance

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

Extended Length-of-Stay

The Trust met its objective for extended length-of-stay patients. The Trust ranks fifth nationally for the
scale of improvement against the metric.

Nutrition Risk Assessment

The performance target for nutrition risk assessment was met in December with performance of 90%
against the 90% standard.

Medicines Reconciled

The recent increased focus on discharges to support patient flow has reduced the time available for
medicines reconciliation; however, the year-to-date figure of 72.6% is better than the national median.
93.6% of patients have their medicines reconciled in 48 hours.

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

For December, the Trust met the national Referral-to-Treatment standard (incomplete pathways) with
performance of 92.18% against the threshold of 92%. The Trust also reported that no patients had a waiting
time of more than 52 weeks at the end of December. The Trust also met the national cancer standards
and the diagnostic six-week- wait target for the latest reporting months.

Stroke Targets

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

Mandatory Training and Appraisals

Performance improved for both mandatory training (96.2% against the Trust’s 95% target) and appraisals
(93.8% against the 90% standard) in December 2018.

DNA Rate

Performance against the DNA metric has improved during 2018-19, with year-to-date performance of 8.13%
and of 8.51% for December. The indicator is flagged as red because of the new ‘amber’ threshold, for
quarter 3, of 8.5%.
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Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth Target Actual 4-mth Actual Current 1-mth

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

Mortality 4-hour wait* Stroke

SMR (rolling 12 months- to Sep-18) ≤100 118.00 NA ≥95% 92.88% 92.20% SSNAP DSC Stroke Indicators

SHMI (rolling 12 months- to Jun-18) ≤100 119 NA Type 1 activity NA 87.95% 86.97% NA NA Number achieved out of 9 (Apr-Jul-18)

Infection Prevention & Control Waiting times Efficiency

0 9 2 ≥92% 92.36% 92.18% Q3: ≥91.5% 88.5% 87.5%

C-difficile  - actual cases YTD* 96 45 5 RTT waits- incompletes (>52 weeks) 0 0 0 Theatre utilisation (capped) ≥90% 88.4% 86.0%

Cancer Discharge Summaries

Provisional A&E (within 48 hours)  ≥95% 78.8% 99.8%

Safer Staffing Number achieved out of 8 (Nov-18) Inpatients (within 48 hours)  ≥95% 83.1% 81.0%

RN/RM hrs on shift (% of planned) NA 93.4% 94.4% NA NA Efficiency Outpatients (within 5 days)  ≥95% 85.5% 89.7%

HCA hrs on shift (% of planned) NA 102.6% 96.3% NA NA Outpatient DNA rate ≤7.5% 8.13% 8.51% Discharge Summary Quality Audit 100% NA 95.9%

NHS Safety Thermometer Cancelled operations- last-minute (provisional) ≤0.8% 0.96% 0.80%

NA 92.82% 92.11% NA NA
Urgent operations cancelled for a second

time
0 0 0

≥98.5% 98.07% 98.26% Extended Length of Stay (>21 days) 67 70 61.8
Target Actual 4-mth Actual Current 1-mth

Patient Safety Delayed Transfers of Care- Days NA 4,728 584 NA NA 18/19 YTD Trend Month Period F'cast

≥96% 98.8% 98.0% Stroke

B NA C NA

People

≥90% 67% 90% Key Performance Indicators Target Actual 4-mth Actual Current 1-mth Mandatory training (Overall) ≥95% NA 96.2%

18/19 YTD Trend Month Period F'cast Qualified Nurse & Midwifery Turnover NA NA 11.89% NA NA

Patient Experience All Staff Turnover NA NA 11.71% NA NA

0 0 0 FFT positive responses (all) NA 91.42% 90.89% NA NA A&E

0 51 9 FFT response rate (A&E/ Inpatients) ≥22.5% 23.86% 17.61% HAS compliance ≥95% 92.8% 94.2%

0 6 2 Complaints received NA 319 31 NA NA Notify to Handover (30-60mins) ≤30 470 47

0 1 0 Complaints responded to within Notify to Handover (>60mins) ≤10 57 1

0 1 0 agreed timescale Finance (Period: Apr-18 to Dec-18) Plan (£) Actual (£) Variance (£) Rating

A&E Ombudsman cases upheld 0 0 0 Capital Service Capacity -1.62 -1.72 -0.10 4

Trolley waits in A&E (>12 hrs) 0 0 0 Staff Health and Safety Liquidity (days) -38.17 -35.75 2.42 4

Maternity RIDDOR incidents reported 0 9 0 I&E margin -16066 -16020 46 1

Emergency C-Section rate <15.6% NA 22.50% Calendar days lost (Staff Accidents) NA 105 0 NA NA Trust Efficiency Savings 8645 9309 664 1

Staff Accident Rate <10 0.23 0.0 Agency spend 6752 5377 -1,375 1

People Use of Resources Rating 3 3 - 3

strong improvement ≥96% 94.79% 94.28% Regulatory

improvement ≥90% NA 93.8% 1 3 - - -

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

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

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

* Governance indicators, which appear in the Single Oversight Framework

'Duty of Candour' breaches

18-week incomplete*

CARING SERVICE PROVISION

Outpatient slot utilisation

8 NA 7

30 days (Nov-18)

Failure of safer-surgery process

Serious Incidents reported (StEIS)

WELL-LED SERVICE PROVISION

Key Performance Indicators

VTE risk assessments (provisional)

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

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

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

CQC Rating* (Oct-Dec 18)

Actual is upto December unless stated otherwise.

Never Events reported (StEIS)

Regulation 28 reports (inquests)

Staff Attendance

1-month forecast 4-month trend

Appraisals - rolling 12 mths

94.4% 95.24%

SSNAP Grading (Apr-Jul-18)

on admission

Nutrition risk assessment

Emergency re-admissions within
 ≤ 12% 11.9% 12.14%

--

≥90%

Cancer- Composite Indicator

EFFECTIVE SERVICE PROVISION

Key Performance Indicators Key Performance Indicators Key Performance Indicators

Type 1 and Type 3 activity
NA NA 6 NA NA

THFT QUALITY ACCOUNT 2018/19

Quality Dashboard

December 2018

SAFE SERVICE PROVISION RESPONSIVE SERVICE PROVISION

MRSA - actual cases YTD*

72.6%

Harm-free care (all harms)

Harm-free care (new harms)

73.4%

C-difficile - avoidable cases YTD* -
0 2 -

Medicines reconciled
 ≥95%

QUALITY ACCOUNT: January 2019 Board (December 2018 performance)
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Integrated Performance Report: Director of Operations
Responsive Service Provision: Cancer Waiting Times Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

62-day GP Referral to Treatment-Overall: (Reporting Period: Nov 2018) 85% 85.4%

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

This report highlights the Trust’s overall, and tumour- site- specific, performance
against the 85% threshold. The period that it relates to is November 2018 and the
position stated has been fully validated, in line with the Reallocation Policy. For
the month of November 2018, the aggregate 62-day position was 85.4%, which
means that the Trust met the national standard for the month. Of the 6.5
breaches in November, five were complex pathways, the result of multi-tumour
sites / patient comorbidities, and 1.5 the result of patient choice.

‘Near Misses’
Acute trusts are also required to include, in the reports provided to their Board,
data relating to patients treated within 48 hours of their breach date. In the month
of November, four patients were ‘near misses’ because of treatment delays and
capacity issues (two), complex pathways, the result of multi-tumour sites / patient
comorbidities (one) and patient choice (one).

‘Treated after day 104’
A full breach analysis, and clinical assessment, must be conducted on patients
with a total wait greater than 104 days. If harm has been caused by the treatment
delay, a full ‘Serious Incident’ investigation must be undertaken by the treating
Trust. In November, three patients were treated post day- 104. The patients’
pathways have been fully analysed at the relevant tertiary centres. The treatment
delays were the result of the complexity of the pathways and the patients’
comorbidities. No harm was caused to the patients as a consequence of the
delays.

Expected date to meet target NA Signed off by Jan Smart

Signed off by Trish Cavanagh
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Integrated Performance Report Exception Report: Medical Director (1/3)
Safe Service Provision: Mortality Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Standardised Mortality Ratio: (Reporting Period: Oct-17 to Sept-18)

Standard Hospital Mortality Index: (Reporting Period: Jul-17 to Jun-18)

≤100 

≤100 

118

119

ISSUE
The Trust’s Hospital Standardised Mortality Rate (HSMR), of 118, is greater than
the national mean of 100 and is now considered ‘worse than expected’. The
Trust’s SHMI of 119 is also ‘worse than expected’. The Trust’s crude mortality
rate increased significantly in January 2018, a pattern consistent with the national
picture. It should be noted, however, that the increase in crude mortality
experienced at the Trust was greater than the national rate of increase, although
this was predicted in national analysis of population- based standardised
mortality rates. The Trust’s mortality indices have increased to >100 as a result of
the ‘observed’ number of deaths exceeding the ‘expected’ number.

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

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

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

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

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

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

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

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

 The HSMR for the last two months (September- October) is 99.6.

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

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

reviews.
3. Utilise newly- developed mortality ‘heat maps’ and other bespoke mortality/

coding reports.
4. Complete development of co-morbidity software, which will significantly

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

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

Signed off by Brendan Ryan
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Integrated Performance Report Exception Report: Medical Director (2/3)
Effective Service Provision: Efficiency

Target
Current

Performance
4- Month

Trend
Previous

Performance Forecast

Discharge Summaries- Inpatients: (Reporting Period: December 2018) 95% 81%

ISSUE
The positive impact of the roll out of the eCas Card can be seen in the
performance data shown in the scorecard, relating the ED discharge summaries,
with 99.8% of ED discharge summaries available to GPs within 48 hours.
Performance against the outpatient- clinic- letter target was 89.7%, which means
that the indicator was rated as amber for December. However, performance was
below target for the inpatient- discharge- summary target. 81% of inpatient
discharge summaries were completed within 48 hours in December 2018.

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

ASSESSING IMPROVEMENT
Using the bespoke performance reports.

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

Signed off by Brendan Ryan
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Integrated Performance Report Exception Report: Medical Director (3/3)
Safe Service Provision: Infection Prevention and Control Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

MRSA: (Reporting Period: December 2018) 0 2

ISSUE
All cases of MRSA bacteraemia are subject to review using Root- Cause-
Analysis methodologies. The purpose of the reviews is to identify any lapses- in-
care, which might have contributed to the development of the infection, and to
ensure that this knowledge is built into the annual improvement plans in order to
prevent future infections.

In December 2018, 2 patients were found to have developed an MRSA blood
stream (bacteraemia) infection. One case occurred in a community setting, the
other in the hospital on the Integrated Surgical Unit (ISGU). The community case
has been reviewed and no lapses- in- care were identified. Review of the
hospital case is not yet complete; however, the Matron for Critical Care and IV
Team have already instituted remedial action, concerned with the management of
central-venous lines.

As of the end of December 2018, the ICFT has reported nine cases of MRSA
Bacteraemia (five hospital, four community). A number of the samples were sent
for further analysis to Public Health England. The findings indicate that the strains
of MRSA were different, which rules out cross transmission.

ACTIONS
The Infection Prevention Team is coordinating a plan of work to ensure that
further risk is mitigated. The Trust has requested the support of the NHSI
Regional Infection Team to review the cases; thus providing the Trust with third-
party assurance. This review will support the Trust’s plans to ensure increased
vigilance, awareness and challenge of practice across the organisation.

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

Signed off by Brendan Ryan
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Integrated Performance Report Exception Report: Director of Operations (1/1)
Responsive Service Provision: Efficiency Target Current

Performance
4 Month
Trend

Previous
Performance

Forecast

Type 1 and Type 3 Four Hour Standard: (Reporting Period: December 2018)

Notify to Handover (30-60mins): (Reporting Period: December 2018)

95%

<30

92.2%

47

ISSUE
The Trust did not meet the four-hour, emergency- care standard in December,
with performance of 92.2 % against the 95% national standard.

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

 Increased paediatric demand (seasonal increase from September);
 It should be noted that this performance meant that the Trust was ranked

first in GM and in the upper quartile for the national peer.

ACTIONS
 Introduction of GP bay on IAU, allowing patients to be seen in a more

timely manner;
 Continued focus on stranded/ super- stranded patients;
 Remodelling of consultant roles to support better the focus on

performance and supervision;
 New ED Live Dashboard now in use, providing real-time/ predictive data

about performance and flow in the Department;
 Electronic Casualty Card to improve quality of data/ record keeping and

support improved flow;
 Push-pull model between ED and Ambulatory Care, utilising the

Ambulatory Care Score, driving increased ambulatory- care attendances;
 GP call- handling by Digital Health rolled out;

 Completion of ‘ED capital scheme’ before Christmas has generated
increased capacity.

May-
18

Jun-
18

Jul-
18

Aug-
18

Sep-
18

Oct-
18

Nov-
18

Dec-
18 YTD

30-60
mins

26 92 47 28 77 33 55 47 470

60+
mins

3 7 3 1 13 5 4 1 57

Expected date to meet target Quarter 4
2018-19

Signed off by Anthony
Edwards

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

Performance
4 Month
Trend

Previous
Performance

Forecast

Staff Attendance: (Reporting Period: December 2018) 96% 94.28%

ISSUE
Staff attendance during December was 94.28%, against the 95% target. The
attendance rate for December 2018 was slightly better than in the same month
in 2017 and 2016. Long- term absence continues to contribute significantly to
the sickness rate. During December, there were 201 occurrences of absence
over 28 days. This is an increase on the previous month (181 occurrences),
accounting for an additional 746 days lost. December 2018 saw a reduction in
short- term absence, with 385 less days lost due to short- term sickness. In
December 2017, the Trust lost 2,828 days to short- term absence, compared to
1,878 days in December 2018. This is 950 fewer days and reflects the ongoing
work the HR Team is doing with departmental managers.

PROPOSED ACTIONS
 The Attendance Management Policy is under review. It is proposed that

triggers will be reduced from 10 days/ four occasions to eight days/ three
occasions. This change is due for review at Staff Partnership Forum in
February.

 The Deputy Director of Operations and Deputy Director of HR will work
together to review the longest absences and departments with the
highest number (or %) of long- term sickness cases.

 Recognising that musculoskeletal and mental- health problems are the
most common reasons for absence, the relevant sub-groups are
reviewing their priorities for 2019.

 Sickness scrutiny meetings are now being undertaken each month.

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

Expected date to meet target 2018-19 Signed off by James
Baker

Signed off by Amanda Bromley
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12
Lead Director Brendan Ryan, Medical Director

Author Paula Flint (Deputy Chief Nurse), Dawn Downing (E-Roster
Lead)

Recommendations made/ Decisions requested

The Board is asked to note a stabilised Care Hours Per Patient Day (CHPPD) and the planned
actions to be taken to implement new staffing models including the introduction of Registered
Nursing Associates (RNAs).

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

This paper relates to the following Strategic Objectives-

X

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

X

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

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

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

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

5 To deliver against the required national regulatory frameworks and agreed local
standards, in terms of quality, access and financial performance.

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

The paper relates to the following CQC domains-

X Safe X Effective

Caring Responsive

X Well-Led X Use of Resources



Where issues are addressed in the paper-

Section of paper where covered

Equality and Diversity impacts Nil.

Financial impacts if agreed/ not agreed

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

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

Sustainability (including environmental
impacts)

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

Executive Summary

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

The report details a stabilised CHPPD and describes some actions to be taken to implement new
models including the introduction of Registered Nursing Associates.

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

This paper is
related to this
BAF risk-

CR734/AF1.23 - The ability to consistently sustain and maintain safe nurse staffing
levels and consistently deliver care hours per patient day, high quality and safe care.



1. Purpose

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

2. Background

The last report to Board was presented in November 2018 and this included the September and October
position.

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

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

3. Nursing and Midwifery fill rates

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

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

NHS Improvement Model Hospital data was refreshed in December 2018. Updated figures for October
now show that the Trust’s position improved compared to peers and the ICFT moved into Quartile 2 for
Care Hours per Patient Day.

CHPPD for November reduced slightly to 7.4 (7.5 in December) however this was due to an increase in
bed occupancy and when the Model Hospital dashboard refreshes with November/December provider
information, it is likely that other organisations may have seen a similar trend. CHPPD for December
2017 was 7.1.



3.2 Fill rates

In November 2018 the Board was advised that Registered Nurse fill rates had improved in September
and October with fewer areas than previously reporting less than 80% fill rate. During November
Registered Nurse/Midwife fill rates for both days and nights improved again to 93.1% on days and
98.9% on nights. Care Support Worker fill rates also increased on both days and nights. This was
followed by a slight reduction on December. Detailed information regarding the fill rates can be found in
the appendices.



Fill rate information is based on current agreed staffing establishments so future planned changes to skill
mix and staffing numbers may further improve this position. The recent establishment review is
discussed in more detail in Section 8 of this paper.

Alternative workforce models have previously been noted within this report. Through these largely non-
nursing roles, additional support has been provided to our ward based nursing teams. Roles have
included RMN’s, pharmacy technicians and physiotherapists. Non-nursing roles do not currently
contribute to the overall CHPPD calculation unless they are included in the budgeted ward
establishment. The Registered Nursing Associate (RNA) role is discussed in more detail in section 9 of
this paper however it is important to highlight current NHSI guidance which states that RNAs will be
included in the total CHPPD figures but will be excluded from Registered CHPPD.

4. Red Flags

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

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

Within the Intermediate Tier Service (ITS), a shortage of Registered Nurses was reported on a number
of occasions during December. Each occasion was for a maximum of two hours and senior nursing staff
considered the area to be safe during the time. The Head of Nursing for ITS is currently investigating
these reports.

5. Retention

Whilst the overall position has improved during the past year, turnover has increased in recent months.
Compared to 2017 data, turnover rates increased in the same time frame last year but reduced again in
January. As there are a number of staff due to commence in post during January, the same pattern may
be seen.



6. Recruitment

A small number of registered nursing staff commenced in post in December, with a larger number of
newly qualified nurses anticipated to commence in post between January and March 2019.

The Greater Manchester recruitment campaign has now ended however a small number of enquiries
continue to be received each month.

A programme of recruitment activities has been agreed for the next 6 months, with a nursing
recruitment/ information event scheduled for 19th January 2019 and a further 2 events planned for
March and June 2019. The January event has been widely advertised via the University recruitment
forums and via social media platforms. Applications for interview are being invited from prospective
nurse recruits. The Director of Nursing Designate is reviewing the current recruitment plans and
programme and is liaising with the Director of Human Resources and will put forward proposals for
augmenting the current arrangements.

The Recruitment & Retention Group continues to meet, where consideration is ongoing regarding TNA
and Nursing apprenticeships and potential career pathway development for Assistant Practitioners.
Going forwards this is to be chaired by the Director of Nursing chaired by the DCN

7. Roster approval

Both the November and December rosters for all inpatient ward areas were approved and published with
at least 6 weeks’ notice; meeting the standard set in the e-Roster Policy. The eRostering Lead is
working with the Head of Nursing for Community Services to improve the approval timescales within
District Nursing.

8. Registered Nursing Associates

The Nursing Associate role has been created between care support workers and Registered Nurses,
and create a further entry point into Registered Nurse training. The role has been designed to provide
high quality person-centred care across health and social care settings.

Graduates from the first cohort of Trainee Nursing Associates are due to qualify from Manchester
Metropolitan University imminently, following which they will join the Nursing and Midwifery Council
Register as Registered Nursing Associates (RNAs). The registration process is expected to take several
weeks.

Work has been completed to provide the pilot cohort with a comprehensive support package on
qualification, by way of a tailored preceptorship programme. Additional competency work has also been
developed, supporting continuity of care and patient safety. This includes further Medicines
Management training, led and supported by the Pharmacy Team. The current Trust Medicines policy
has been amended to reflect this new role.

The new role will be officially launched by central government to help raise awareness with the general
public. One of the Tameside & Glossop TNAs, Daniela Tedesco, was nominated by Manchester
Metropolitan University as an outstanding student from the GM pilot cohort and has been chosen to
represent the GM TNA collaborative at a Nursing Associate National Afternoon Reception on 6th
February 2019 at the Houses of Parliament, a fantastic recognition for all the hard work undertaken and
the achievements of the pilot cohort.



9. Acuity/SNCT

NHS Improvement suggest a triangulated approach to deciding staffing requirements combining the use
of evidence based tools, professional judgement and outcomes to ensure the right staff with the right
skills are in the right place and the right time.

As previously advised the Trust uses the Safer Nursing Care Tool for adult in-patient wards and recently
a licence to utilise the Shelford paediatric tool was agreed. In maternity services the Birthrate+ tool is
used. For the past eighteen months safe staffing reviews have involved a tripartite review of the results
of review by senior nurses and midwives, finance and HR colleagues, together with colleagues from the
areas being reviewed. This has provided an opportunity for discussion and the application of
professional judgement alongside review of the contents of the safe staffing heatmaps and other data
such as occupancy levels, theatre scheduling and the extent to which the staffing profile is made up of
senior and experienced, or more junior, newly registered nurses and midwives.

All adult inpatient areas completed an evidence based acuity tool in June 2018 and a number of
subsequent meetings have been held with the Assistant Chief Nurses, Ward Managers, Matrons, E-
Roster Lead, finance colleagues, Interim Chief Nurse and Deputy Chief Nurse. The Registered Nursing
Associate (RNA) position has been considered as part of these reviews and establishments have been
agreed/proposed. One ward (40) had already been subject to review and remains the subject of
exploration into patient type, acuity and required staffing. For all other inpatient areas where changes
have been suggested, finance colleagues are currently costing the new models. It is anticipated that the
SNCT will be repeated in spring 2019 following the introduction of the RNA’s. Discussions have been
held between the Deputy Chief Nurse and Assistant Chief Nurses/Head of Nursing who have agreed
that they consider this to be a reasonable position and they have no current staffing concerns.

10. Midwifery Staffing.

A review of midwifery staffing numbers has been undertaken using BirthRate+ (BR+) criteria and
calculation tool, in line with the NICE guidance for Safe Midwifery Staffing for Maternity Settings (NICE,
2015). The midwifery staffing ratios are monitored and reported (through the maternity and SCN
dashboard) on a monthly basis, this calculation is based on midwifery staff in post at the end of each
month and birth numbers for the previous 12-month period. This will fluctuate each month and will
enable early identification of any trend.
Using the BR+ calculation the number of midwives required (based on the number of births in the
previous twelve months n=2368) is 86.05 Whole Time Equivalents (WTE), excluding managerial and
non-clinical posts. This equates to a ratio of 1:27.5.

With the exclusions and inclusions applied according to BirthRate+ guidance, at the end of December
2018 the total number of midwives included in the current staffing is 81.34WTE, against a requirement of
86.05WTE. It should be noted that there are currently 3 WTE post-registration student midwives funded
from the midwifery establishment who are not included in the registered midwife numbers. On
completion of their training, these midwives will be appointed to three established posts, making the
current deficit only 1.71 WTE midwifery posts.
NICE guidance also requires predicted staffing levels to be calculated using numbers of predicted births
in the following six months. Numbers of bookings for January 2019 to June 2019 remain consistent with
previous recent years. The monthly reporting of the midwife:birth ratios on the dashboard will enable
ongoing monitoring to indicate whether increases/decreases in staffing may be required.

11. Children’s Services Staffing

Two additional nurses have now been appointed to the Children’s Unit as an interim measure as agreed
to enable implementation of the Shelford acuity tool and analysis of the data. This will advise a
workforce review once the summer data has been evaluated later in the year.
There are no staffing issues to escalate currently for Health Visiting and School Nursing.



12. NHS Improvement Developing Workforce Safeguards.

Published in October 2018 to support providers to deliver high quality care through safe and effective
staffing the document builds on the National Quality Board Guidance. The document describes how
NHS Improvement will use a triangulated approach to deciding staffing requirements combining the use
of evidence based tools, professional judgement and outcomes to ensure the right staff with the right
skills are in the right place and the right time. The Safe Staffing report produced in November contained
details of the safeguards and the Trust is working to ensure the implementation of these 14
recommendations including alignment with an annual governance statement confirming safe and
sustainable staffing arrangements.

13. Summary and recommendations

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

The report details a stabilised CHPPD and describes some actions to be taken to implement new
staffing models including the introduction of RNAs.

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

Paula Flint, Deputy Chief Nurse
Dawn Downing, E-Roster Lead
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Planned Orthopaedic Unit 24 0 100.0% 0 0 2 0 0 0 Y 100.1% 1.4% 101.7% 16.4% 0.00% 16.2% 98.8% 21.7% 103.3% 0.0% 14.91% 14.1% 3.3 4.9 2.7 4.0 8.9

Integrated Gynae Surgical Unit 124 2 100.0% 0 0 4 0 0 0 Y 91.1% 5.8% 102.5% 17.1% 0.98% 8.6% 95.9% 17.7% 98.5% 26.6% 13.49% 15.6% 3.1 3.2 3.2 3.4 6.6

Emergency Orthopaedic Unit 27 0 N/A 2 0 0 0 0 2 Y 110.5% 0.0% 99.2% 28.7% 6.25% 13.2% 82.1% 44.7% 100.0% 32.9% 1.34% 14.6% 3.3 3.8 3.7 3.7 7.4

Critical Care 60 0 N/A 1 0 2 0 0 0 Y 91.8% 19.4% 93.3% 37.8% 0.00% 10.1% 91.3% 10.5% - N/A 0.00% N/A 24.6 27.2 1.3 1.5 28.6

Acute Medical Unit (AMU) 9 0 87.5% 0 0 8 0 0 0 Y 92.1% 11.6% 97.5% 36.1% 4.76% 11.0% 91.7% 21.7% 101.0% 18.5% 12.15% 14.7% 4.1 5.1 4.3 5.4 10.5

Acute Cardiology Unit (ACU) 28 0 98.4% 0 0 3 0 0 0 Y 88.4% 16.3% 103.4% 19.4% 7.12% 17.2% 89.5% 2.3% 120.3% 36.3% 0.00% 9.0% 5.2 5.9 2.8 3.3 9.2

Heart Care Unit (HCU) 15 2 87.5% 1 1 6 0 0 0 Y 99.3% 8.2% 98.3% 12.0% 28.10% 10.9% 126.9% 17.4% 100.0% 28.5% 6.68% 7.6% 3.3 2.7 3.8 3.6 6.3

Ward 31 9 3 97.3% 0 0 0 0 0 1 Y 86.0% 31.0% 96.7% 94.5% 6.58% 18.8% 80.1% 16.6% 101.2% 40.0% 2.51% 11.6% 2.6 2.5 4.4 4.1 6.6

Ward 40 37 1 100.0% 0 0 3 0 0 0 Y 101.8% 9.1% 102.3% 52.3% 0.00% 13.2% 112.9% 16.3% 151.7% 41.1% 3.22% 13.1% 2.6 2.8 2.6 3.6 6.4

Ward 41 25 3 84.0% 0 0 0 0 0 1 Y 92.7% 32.6% 95.6% 56.0% 11.33% 4.6% 98.0% 11.7% 126.7% 41.4% 2.26% 17.7% 2.6 2.5 3.3 3.7 6.2

Ward 42 19 0 100.0% 0 0 1 0 0 1 Y 82.7% 3.0% 95.7% 52.5% 1.79% 14.0% 123.2% 14.4% 126.8% 22.8% 0.71% 16.5% 2.8 2.5 2.8 3.6 6.1

Ward 44 13 0 100.0% 0 0 1 0 0 1 Y 77.8% 26.0% 103.3% 29.1% 1.07% 9.8% 112.3% 31.2% 134.4% 28.5% 8.78% 17.1% 2.7 2.4 3.8 4.7 7.2

Ward 45 0 0 100.0% 1 1 0 0 0 0 Y 80.3% 7.9% 100.0% 35.1% 8.34% 14.7% 83.5% 29.7% 100.0% 12.6% 9.81% 14.3% 2.7 2.6 4.8 4.7 7.3

Ward 46 40 1 93.8% 0 0 2 0 0 3 Y 74.6% 14.7% 77.5% 26.2% 6.45% 14.3% 96.2% 18.7% 236.3% 42.8% 2.14% 13.0% 3.0 2.4 3.0 4.5 7.0

Ward 27 (Maternity) 21 0 N/A 0 0 2 0 0 0 Y 106.3% 23.1% 97.8% 19.4% 5.28% 13.2% 77.5% 35.4% 92.5% 56.9% 3.85% N/A 2.7 4.0 1.3 1.5 5.5

Neonatal Unit (NICU) 50 0 N/A 0 0 1 0 0 0 Y 96.5% 8.9% 104.2% 11.2% 4.28% 16.5% 102.6% 0% - N/A 0.00% N/A 7.8 11.1 0.6 0.9 12.0

Children's Unit 61 1 95.3% 0 0 2 0 0 0 Y 96.7% 10.2% 116.3% 13.9% 0.00% 14.8% 79.8% 36.75% - N/A 7.81% 15.5% 4.4 6.7 1.0 1.6 8.2

Stamford Unit Ground 5 0 86.1% 0 0 2 0 0 0 Y 100.3% 2.1% 98.6% 42.5% 13.73% 11.4% 106.3% 44.27% 107.5% 12.9% 6.50% 16.0% 1.7 1.8 3.8 4.2 6.0

Stamford Unit 1st Floor 10 0 98.2% 0 0 2 0 0 0 Y 99.4% 9.0% 98.4% 23.9% 8.17% 11.0% 104.2% 19.88% 112.4% 31.9% 3.37% 11.8% 1.7 1.7 3.8 4.2 5.9

Stamford Unit 2nd Floor 12 1 90.0% 1 0 2 0 0 3 Y 100.4% 14.0% 100.2% 40.3% 11.15% 8.6% 102.2% 13.20% 106.8% 33.1% 10.91% 15.2% 1.7 1.8 3.8 4.2 5.9

Inpatient Totals/Averages 589 14 91.1% 6 2 43 0 0 12 100% 93.1% N/A 98.9% N/A N/A N/A 97.4% N/A 116.2% N/A N/A N/A 3.4 3.7 3.2 3.8 7.4

Heat map - Inpatient Ward Areas - November 2018

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

KEY
Complaints Moderate Harm + Falls with Harm MRSA CDIFF PU(+G2) Staffing Fill Rates FFT Postive Annual Leave
0 - Green 0 - Green 0 - Green 0 - Green 0 - Green 0 - Green > 90% - Green >95% - Green <9% or >18.1% - Red
>1- Amber >1 - Amber >1 - Amber >1 - Red >1- Amber >1 - Amber 80 - 90% - Amber 90 - 95% - Amber 9-11% or 17-18%- Amber
>2 - Red >2 - Red > 2 - Red >2 - Red >2 - Red < 80% - Red <90% - Red 11-17%- Green

*Please note that the PU data contains only the requests for RCA’s and not those which have been attributed Trust acquired.
** FFT Total shown does not include Community areas, only inpatient ward areas as shown above.. N/A indicates no returns in month
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Planned Orthopaedic Unit 26 0 100.0% 0 0 1 0 0 0 Y 79.4% 1.1% 97.0% 24.3% 0.43% 10.7% 91.7% 12.5% 102.2% 28.0% 8.77% 15.8% 3.8 4.8 2.8 3.9 8.7

Integrated Gynae Surgical Unit 65 0 100.0% 3 0 0 1 0 0 Y 90.6% 8.6% 94.1% 15.4% 1.37% 11.8% 93.3% 20.6% 115.5% 35.4% 15.18% 13.2% 3.1 3.1 3.2 3.6 6.7

Emergency Orthopaedic Unit 42 0 96.3% 0 0 4 0 0 4 Y 93.7% 2.2% 96.8% 18.1% 6.05% 12.4% 85.3% 17.3% 107.4% 35.9% 0.71% 13.1% 3.6 3.8 3.4 3.6 7.4

Critical Care 113 1 N/A 0 0 3 0 0 0 Y 92.9% 18.1% 91.0% 35.0% 0.00% 12.7% 96.8% 24.6% - N/A 0.00% N/A 24.6 35.1 1.3 2.0 37.1

Acute Medical Unit (AMU) 25 1 N/A 1 0 5 0 0 1 Y 95.0% 10.3% 94.1% 27.9% 6.79% 11.3% 97.6% 11.8% 99.4% 22.5% 8.23% 11.1% 4.1 4.9 4.3 5.3 10.3

Acute Cardiology Unit (ACU) 0 0 98.2% 0 0 4 0 0 0 Y 96.3% 17.2% 99.0% 18.6% 10.09% 12.0% 88.5% 10.1% 127.6% 30.9% 1.36% 7.0% 5.2 5.7 2.8 3.2 8.9

Heart Care Unit (HCU) 60 2 0.0% 0 0 4 0 0 0 Y 97.7% 9.6% 101.5% 17.8% 26.71% 9.2% 114.7% 14.6% 119.7% 55.9% 17.89% 10.8% 3.3 3.0 3.8 4.0 7.0

Ward 31 27 1 100.0% 0 0 6 0 0 0 Y 89.8% 16.3% 96.8% 96.1% 13.16% 18.8 77.3% 3.5% 98.4% 28.3% 2.61% 11.2 2.6 2.6 4.4 4.1 6.7

Ward 40 34 1 94.4% 0 0 4 0 0 0 Y 98.3% 10.8% 114.0% 57.1% 6.74% 11.3 117.2% 17.4% 141.3% 29.9% 5.45% 13.5 2.6 3.0 2.6 3.6 6.5

Ward 41 50 0 86.7% 2 0 0 0 0 5 Y 91.4% 32.2% 94.9% 63.8% 5.87% 15.4 95.7% 23.3% 134.8% 38.5% 7.31% 9.8 2.6 2.5 3.3 3.7 6.2

Ward 42 17 0 100.0% 2 0 0 0 0 3 Y 85.8% 1.7% 101.8% 39.3% 1.68% 10.9 133.7% 33.7% 146.3% 34.7% 4.37% 14.4 2.8 2.6 2.8 3.9 6.5

Ward 44 30 0 100.0% 0 0 2 0 0 0 Y 74.9% 26.7% 103.2% 33.1% 1.32% 10.9 103.7% 24.0% 121.6% 26.1% 8.03% 7.9 2.7 2.4 3.8 4.3 6.6

Ward 45 25 1 100.0% 2 0 1 0 1 3 Y 82.7% 6.7% 100.0% 32.5% 9.05% 12.2 84.3% 19.8% 104.1% 18.8% 9.97% 14.9 2.7 2.7 4.8 4.9 7.6

Ward 46 72 1 N/A 1 0 4 0 0 4 Y 72.7% 12.3% 78.7% 29.8% 14.57% 12.1 98.3% 8.5% 214.8% 34.2% 0.36% 14.1 3.0 2.4 3.0 4.4 6.9

Ward 27 (Maternity) 5 1 100.0% 1 0 2 0 0 0 Y 100.6% 14.9% 92.5% 19.3% 1.18% 14.9% 81.4% 5.2% 93.5% 23.4% 1.13% N/A 2.7 3.8 1.3 1.6 5.4

Neonatal Unit (NICU) 53 0 N/A 0 0 1 0 0 0 Y 100.4% 11.0% 100.5% 12.1% 5.19% 13.7% 100.0% N/A - N/A 0.00% N/A 7.8 13.1 0.4 0.7 13.9

Children's Unit 492 1 100.0% 1 0 1 0 0 0 Y 93.3% 8.3% 118.0% 9.2% 1.16% 14.0% 63.9% 0.9% - 8.3% 15.02% N/A 4.4 7.8 1.0 1.6 9.4

Stamford Unit Ground 26 0 75.0% 1 1 2 0 0 1 Y 99.6% 2.0% 96.8% 61.9% 12.82% 16.4% 96.0% 3.98% 100.7% 6.3% 5.10% 11.5% 1.7 1.7 3.8 3.8 5.5

Stamford Unit 1st Floor 18 0 86.7% 3 0 1 0 0 1 Y 97.4% 12.4% 103.4% 39.2% 13.16% 11.2% 103.6% 17.16% 100.2% 28.0% 8.59% 13.0% 1.7 1.8 3.8 4.1 5.9

Stamford Unit 2nd Floor 29 0 66.7% 2 1 3 0 0 1 Y 98.3% 11.0% 96.3% 38.8% 15.93% 7.6% 96.0% 9.43% 100.8% 12.9% 10.91% 15.8% 1.7 1.7 3.8 3.9 5.6

Inpatient Totals/Averages 1209 10 90.9% 19 2 48 1 1 23 100% 91.6% N/A 97.8% N/A N/A N/A 96.0% N/A 116.5% N/A N/A N/A 3.4 3.7 3.2 3.8 7.5

Heat map - Inpatient Ward Areas - December 2018

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

KEY
Complaints Moderate Harm + Falls with Harm MRSA CDIFF PU(+G2) Staffing Fill Rates FFT Postive Annual Leave
0 - Green 0 - Green 0 - Green 0 - Green 0 - Green 0 - Green > 90% - Green >95% - Green <9% or >18.1% - Red
>1- Amber >1 - Amber >1 - Amber >1 - Red >1- Amber >1 - Amber 80 - 90% - Amber 90 - 95% - Amber 9-11% or 17-18%- Amber
>2 - Red >2 - Red > 2 - Red >2 - Red >2 - Red < 80% - Red <90% - Red 11-17%- Green

*Please note that the PU data contains only the requests for RCA’s and not those which have been attributed Trust acquired.
** FFT Total shown does not include Community areas, only inpatient ward areas as shown above.. N/A indicates no returns in month



Agenda Item 13

KEY ISSUES AND ASSURANCE REPORT
Workforce Committee

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

Issue Committee Update Assurance received Action Timescale

Reflection on Committee
processes

The Committee reflected on learning
from the recent CQC preparation work

Committee to review potential
future risks, progress on mitigating
current risks, lessons learning from
implementing initiatives and ongoing
assessment and alignment of
workforce themes to corporate
objectives.

March 2019

Workforce dashboard The Committee reviewed the
workforce dashboard

There was overall positive assurance
around performance, subject to some
areas which required focus

Committee to discuss sickness
absence performance, and
comparison with other organisations,
in detail paper to come to next
Workforce Committee

March 2019

Further monitoring of progress re
completion of mandatory training
requirements specifically
Resuscitation and Manual Handling

March 2019

Board to be updated through the
regular Transformation schemes
update paper

January 2019

Care Together
Organisational
Development
Programme

The Committee received an update
paper on phase two of the
Organisational Development
Programme which is taking place to
support the Care Together
transformation workstreams

There was positive assurance on the
progress being made.
The Committee noted the need to
ensure that there was appropriate
linkage to required development on all
determinants of health, such as housing

Equality and Diversity strategy for
the Trust to be developed, in
consultation with staff and
stakeholders

By July 2019
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Issue Committee Update Assurance received Action Timescale

and poverty and how this work is
influencing service design

Equality and Diversity The Committee were updated on the
Trust’s work related to Equality and
Diversity, and on national
developments in this area.

There was positive assurance that the
Trust was compliant in completing the
regulatory aspects of Equality &
Diversity.

Update report to the Board January 2019

Further update report to the
Committee

July 2019

Talent Management
strategy

The Committee were updated on the
work being undertaken regarding
talent management and succession
planning.

Positive progress was being made.
The Committee noted that there
continues to be a national focus on
ensuring appropriate BME
representation at senior management
and Board levels.

Continued monitoring. Workforce
Committee to consider emerging
risks.

May 19

Risk The Committee reviewed the key
workforce risks on the Board
Assurance Framework

There was positive assurance as to risk
identification and identification of
management/ mitigation actions.
Further assurance in due course on the
implementation of actions would be
welcomed.

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

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

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

Meeting date January 2019 Public Agenda item

Title Significant Risk and Board Assurance Framework Report

14Lead Director Associate Director of Integrated Governance / Chief Nurse

Author Amanda Dooley, Head of Assurance and Governance

Recommendations made/ Decisions requested

To review the risks and changes to risk scores proposed in the paper

This paper relates to the following Strategic Objectives-


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

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

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


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

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

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

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

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

location.


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

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


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

patient population.

The paper relates to the following CQC domains-

 Safe  Effective

 Caring  Responsive

 Well-Led  Use of Resources



Page 2 of 29

This paper is
related to these
BAF risks-

To all the BAF risks scoring 15 or over assigned to overview by the Quality and
Governance Committee

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed

Regulatory and legal compliance All sections

Sustainability (including environmental impacts)

Executive Summary

This paper outlines the current position in relation to Corporate and Board Assurance
Risks scoring 15 or over and reflects proposed revisions to risks reviewed at the Risk
Management Group in January 2019.

There are four decreases proposed to risk scores previously reported to Board

It was proposed that Board Assurance Framework Risk AF1.24 relating to Increased
demand for non-elective care resulting in high levels of bed occupancy, should be
reduced from 20 to 15 based on current bed availability and improved patient flow

Board Assurance Framework Risk AF1.23 relating to nurse staffing be reduced to 15
and the target score reduced to 10 and that the risk be reworded. The Group agreed that
significant progress had been made with registered nurse vacancies and in addition the
Trust had put in a support programme of trained nursing assistant which were about to
complete their training.
Board Assurance Framework risk AF2.2 relating to delivery of Financial plans has been
reduced from 20 to 15 and AF 5.1 delivery of TEP and transformational savings has
been reduced from 20 to 16.

The changes are reflected in this Board paper

Board are informed of proactive and assertive risk reduction work across the Divisions
reported at Risk Management Group. This had resulted in six risks scoring 12 being
reduced by the Divisions.

The schedule of Executive and Committee reviews of the risks and BAF continue and will
be reported to Trust Board as changes are proposed.
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January 2019 – Significant Risk and BAF Report

1.0 Summary Narrative of Significant Risk and BAF Paper

This paper provides members with oversight of BAF and significant risks scoring over
15 for awareness, review and scrutiny of the controls, actions and mitigations The
significant risks are those currently identified across all acute and community
services provided by the Trust.

This paper provides this information in the context of the current position and
alignment of risks. The risks are aligned to Committee structures and Terms of
Reference approved by Trust Board.

Currently, the Board Assurance Framework risks and significant risks scoring 15 or
over relate to the following areas:

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

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

 Finance (Cost control, TEP delivery and liquidity)
 Information Technology
 Staffing, Recruitment and Retention
 Tissue Viability

The summary tables in Appendix 1, 2 and 3 provide details of the BAF and significant
risks scoring 15 or over which include the description of the risk, risk appetite rating,
scores and analysis of the risks. These are separated out into BAF risks and
Corporate risks and arranged in risk score and gap score order.

1.1 New Significant Risks

There have not been any new significant risks reported since the previous report to
Trust Board.

1.2 Reduction in Risk Scores

There are four decreases to the scores of risks since the previous report to Trust
Board.

At the January Risk Management Group, it was proposed that Board Assurance
Framework Risk AF1.24 relating to Increased demand for non-elective care
resulting in high levels of bed occupancy, should be reduced from 20 to 15 based on
current bed availability and improved patient flow.

It was also proposed that Board Assurance Framework Risk AF1.23 relating to
nurse staffing be reduced to 15 and the target score reduced to 10 and that the risk
be reworded. The Group agreed that significant progress had been made with
registered nurse vacancies and in addition the Trust had put in a support programme
of trained nursing assistant which were about to complete their training. This meant
that the situation regarding nursing vacancies was no longer the focus of the risk.
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The current risk is in relation to ability to consistently deliver care hours per patient
per day.

Board Assurance Framework risk AF2.2 relating to delivery of financial plans has
been reduced from 20 to 15 and AF 5.1 delivery of TEP and transformational
savings has been reduced from 20 to 16.

The Risk Management Group were also notified of intentions of the Divisions to
reduce their TEP risk scores as a result of their current positions. It was agreed that
this a reasonable proposal. These changes will be reflected in the forthcoming
reports to Divisions and Risk Management Group.

The January Risk Management Group agreed that six risks scoring 12 were to be
reduced by the Divisions following proactive and assertive work.

A new risk was also presented at the Risk Management Group in January 2019 this
related to Reduced staffing on Children’s Ward and Children’s Observation and
Assessment Unit (Risk CR1501). The risk had initially been assessed as scoring 15
with a target score of 6 and a gap score of 9. A number of controls are in place and
after discussion of the mitigations and of progress made recently with risk reduction
the Group agreed this did not score 15 at the current time and would be reduced to a
score of 12.

1.3 Increased Risk Scores

There are no increases to the scores of risks since the previous report to Trust
Board.

1.4 Other notable changes / Update

The Full BAF was received in January by the Risk Management Group. The BAF
continues to be reviewed through Executive Leads and Board subcommittees.
Following agreement at the last Risk Management Group meeting, this report
includes trajectory lines on the graphs and the report has been divided into two
sections. These sections separate the significant BAF risks from the corporate
significant risks. The report also features details on mitigation risks responsible
persons and timescales continued work is taking place to populate these as part of
the risk schedules.

2.0 Recommendations

Members are requested to
1) Review and consider the current significant risks, identified controls, and

mitigations within the report.
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Appendix 1 Summary of risks and analysis

Sub-Committee Key:

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

CoG: Council of Governors IPCG: Infection Prevention & Control Group
QGC: Quality & Governance Committee ISB: Internal Safeguarding Board

FC: Finance Committee IMTG: Information Management &Technology Group
EMT: Executive Management Team IG: Information Governance Group
TB: Trust Board RMG: Risk Management Group
OG: Operational Group WC: Workforce Committee

Risk Lead Key:

CEO: Chief Executive DoHR: Director of Human Resources
MD: Medical Director DoE: Director of Estates

CN: Chief Nurse DoP: Director of Performance & Informatics
DoO: Director of Operations ADoQG: Associate Director of Quality & Governance

DoF: Director of Finance BS: Board Secretary

Risk Matrix

Consequence

Likelihood Insignificant Minor Moderate Major Catastrophic

Rare 1 2 3 4 5

Low/Unlikely 2 4 6 8 10

Possible
3 6 9 12 15

High/Likely 4 8 12 16 20

Almost
certain

5 10 15 20 25

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

Gap score   ≤0 Risk target achieved

Gap score 1 – 5 Tolerable

Gap score 6 – 9 Close monitoring

Gap score 10 Concern

Gap score > 10 Serious

Direction of travel – Change since previous review

 Escalated

 De escalated

 Unchanged

 Target achieved
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS

BAF Ref
(AF) / Risk
Ref (CR)

Description Analysis of Risk
Sub
Committee

Executive
Lead

Current
Risk
Score

Risk
Target

Risk
Target
Gap

Risk
Appetite
Guide

Risk AF 5.4
(3482)

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

This risk was reviewed by the Medical Director
and Director of HR in November 2018
significant improvement in medical staffing has
been achieved in the Emergency Department
and rotas and locum use has improved.
Appointments have been made to vacancies in
radiology. There remains a shortage of
Consultants in Palliative Care and medicine, it
was recommended that the strategic BAF risk
score remains the same at this time it continues
to be challenging and strategic resolution of the
National picture will not be addressed in the
short term.

WC
DoHR

MD
20 10 10 Moderate

Risk AF 2.8
(3526)

Failure to achieve VFM services
and financial sustainability.

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

FC DoF 20 15 5 Moderate

Risk AF 4.2
(3488)

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

This risk has remained static over the previous
18 months when the risk target score was
increased to 15 to reflect a more realistic target.
Mitigations are in place which include a number
of actions to maintain authorisation reported to
Trust Board.

TB CE 20 15 5 Moderate

Risk AF 5.3
(4316)

If pressure ulcer prevention
policies and interventions are not
being consistently implemented
there is a risk that patients are
developing pressure ulcers
resulting in avoidable patient
harm. Pressure ulcer prevention
may also be more challenging
due to the health indices in the
area.

This risk was reviewed and an update of
progress presented at the November 2018
Quality and Governance Committee. The
progress will continue to be monitored closely
by the Committee. The Trust has implemented
daily reviews of pressure ulcers originating in
the previous 24hours and recognition of areas
where pressure ulcers have not occurred and a
certification for staff to recognise the
achievement.

QGC CN 16 8 8 Low

Risk AF 5.1 Failure to deliver Trust Forecast TEP delivery has remained FC DoF 16 10 6 Moderate
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS

BAF Ref
(AF) / Risk
Ref (CR)

Description Analysis of Risk
Sub
Committee

Executive
Lead

Current
Risk
Score

Risk
Target

Risk
Target
Gap

Risk
Appetite
Guide

(4059) efficiency programme (TEP)
and transformational savings

challenging with slight deterioration in FOT. Still
forecasting to achieve 96% in year and 83%
recurrently. Through FIB, the Trust has
challenged expenditure to try and ensure that
the financial position is still delivered.

Risk AF 1.24
(3483)

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

It was proposed that this risk be reduced to 15
at the Risk Management Group in January 2019
as a result of improved patient flow and bed
availability and this change is reflected in this
report. The Trust continues to engage with
other service providers and to progress models
of care to improve capacity and patient flow and
roll out the programme of Home First
(admission avoidance and discharge to
assess).

EMT DoO 15 10 5 Moderate

Risk AF 2.2
(3485)

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

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

FC DoF 15 10 5 Moderate

Risk AF 1.23
(734)

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

This risk was reviewed at the risk Management
Group in January 2019. It was proposed that
the risk score be reduced as Divisional risks
mitigation plans are controlling the risk, the

WC
CN

DoHR
15 10 5 Moderate
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BOARD ASSURANCE FRAMEWORK SIGNIFICANT RISKS

BAF Ref
(AF) / Risk
Ref (CR)

Description Analysis of Risk
Sub
Committee

Executive
Lead

Current
Risk
Score

Risk
Target

Risk
Target
Gap

Risk
Appetite
Guide

high quality and safe care. number of nursing vacancies in the Trust have
reduced and trained nursing assistants are
completing their training. It is proposed that the
risk description be reworded to refocus the risk
from nursing vacancies to ability to deliver care
hours per patient per day. However it is
recognised that nationally it continues to be
challenging and resolution of the national risk
will not be addressed in the short term.

Risk AF 4.8
(3491)

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

The risk description was reviewed in September
2018 by the Director of Performance and
Informatics and no changes proposed. The risk
score remains at 15. Significant work has taken
place to identify single points of failure and
resources to focus on Community IT systems.

IMTG DoP 15 10 5 Moderate

CORPORATE SIGNIFICANT RISKS

BAF Ref
(AF) / Risk
Ref (CR)

Description Analysis of Risk
Sub
Committee

Executive
Lead

Current
Risk
Score

Risk
Target

Risk
Target
Gap

Risk
Appetite
Guide

CR4398

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

This risk was identified by the Director of
Operations and the Interim Chief Nurse both of
whom have been working to address these with
the Single Commissioner. The risk score was
last reduced from 20 to 16 in February 2018
following an improvement in DTOC data and
mitigation plans and has remained stable since
this time.

QGC DoO 16 12 4 Moderate

CR4183
CR4278

There is a risk of delayed
patient diagnosis and/or
treatment as a result of lack of
availability of

This risk is influenced by the national picture of
availability of radiologists. The Division continue
to mitigate to meet demands using locum cover
and continue to advertise vacancies. It is

QGC DoO 15 10 5 Low
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CORPORATE SIGNIFICANT RISKS

BAF Ref
(AF) / Risk
Ref (CR)

Description Analysis of Risk
Sub
Committee

Executive
Lead

Current
Risk
Score

Risk
Target

Risk
Target
Gap

Risk
Appetite
Guide

radiologists/radiology staff in the
service.

anticipated that recent recruitments will begin to
reduce this risk once staff are in post.

CR4012

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

The risk was reduced from 20 to 15 at the April
2018, following assurance around
implementation of software protection, however
the risk remains challenging and the Trust is
continuing to monitor and identify ransomware
threats and vulnerabilities. The risk target score
was amended in September 2018 to reflect the
challenges of continual development of
ransomware and cyber threats.

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

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

Risk ID number: AF3482
linked to CR1549

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

Assurance Committee
Workforce Committee

Executive Director Lead
Director of Human Resources
Medical Director

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

Risk Direction
Unchanged

Last received at Workforce
Committee:
January 2019

Target Risk Rating
2 x 5 = 10

Target Gap Score
10 concern

Date of next review:
April 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

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

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

Controls:

 Workforce strategy

 Sickness Policy and monitoring

 Use of 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 has been successful; at this time staff recruited are not
currently in post.

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

 Medical Staffing Group

 HR & OD Workforce Group

 Medical Staffing Expenditure Review Group (MSERG)

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

1. Reports to Board and Executive Team
2. Continuous recruitment in to the vacant

posts is underway and to continue
under monitoring

0
5

10
15
20
25

Target Score

Risk Score

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

Risk ID number: AF3482
linked to CR1549

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

recruitment

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 &
report
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Strategic Priority (Objective)
Corporate Objective 6,

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

Risk ID number: AF3526

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

Executive Director Lead
Director of Finance
Executive Team

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

Risk Direction
Unchanged

Last received at Finance
committee:

January 2019

Target Risk Rating
3 x 5 = 15

Target Gap Score
5 tolerable

Date of next review:
April 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

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

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

Controls:

 Standing Financial Instructions (SFI’s) in place

 Trust Efficiency Programme

 Activity Planning income and activity

 Planned process

 Scheme of Delegation. Budgetary Systems and Procedures

 Appropriate insurance protection established

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

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

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

 No gaps in assurance identified1. Divisional action plans and recovery plans
where required

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

Risk source
Strategic Insight and Foresight

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

0
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Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective)
Corporate Objective 5,

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

Risk ID number: AF3488

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

Assurance Committee
Trust Board

Executive Director Lead
Chief Executive

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

Risk Direction
Unchanged

Last received at Trust board:
November 2018

Target Risk Rating
3 x 5 = 15

Target Gap Score
5 tolerable

Date of next review a Trust
Board:
January 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

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

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

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

 Board reporting in line with FT provider licence requirements

 Board Financial reporting procedures fit for purpose

 FT metric performance framework

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

Assurance:

 NHSI quarterly review meetings

 Trust Board seminars

 Board Reports

 Financial governance infrastructure

 MIAA Audit – review of Annual Report

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

 Control total not agreed
1. Agreement of achievable controls totals
2. Continuous implementation of required actions by all

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

and implementation of Trust Improvement
Programme and agreed Monitoring action

Risk source
NHS Improvement Provider licence requirements and Regulatory Monitoring

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

0
5
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Target Score

Risk Score

Trajectory Line
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Strategic Priority (Objective) Corporate Objectives 1 BAF Ref: AF5.3 Date entered on
register: 02/05/17

Risk ID number: CR4316

Risk Description: If pressure ulcer prevention policies and interventions are not being consistently
implemented there is a risk that patients are developing pressure ulcers resulting in avoidable
patient harm. Pressure ulcer prevention may also be more challenging due to the health indices in
the area.

Assurance Committee
Quality & Governance Committee

Executive / Divisional Lead
Chief Nurse

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

Risk Direction
Unchanged

Last received at Q&G
committee:
January 2018

Target Risk Rating
2 x 4 = 8

Target Gap Score
8 close monitoring

Date of next review at Q&G
Committee :
February 2019

Graph of Risk over time Risk Appetite

None

low 

Moderate

High

Significant

Rationale for current score:
Identification of pressure ulcers,
aggregated data which
demonstrates improvements are
required.

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

Rationale for Risk appetite The Trust has a very limited appetite for the potential
outcomes of the risk related to patient harm and is contrary to the Trust’s Corporate
Objective 1.

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

 Pressure Ulcer Prevention policy and procedures in place

 Skin Care bundle in place, along with the Quality Care tool (replacing the intentional
rounding tool).

 Monitoring of performance and review of pressure ulcer RCA’s through Pressure Ulcer
scrutiny Group. Chaired by the Interim Chief Nurse

 Audit and Safety Thermometer programme

 Key Metrics monitored

 Training and development sessions

 Work led by the Interim Chief Nurse in relation to addressing the effectiveness of pressure
ulcer prevention introduction of new dynamic mattresses

 RCA generates a local individualised action plan and there is also an overarching action log
monitored at the Pressure Ulcer Scrutiny group.

 RCA timescale monitoring in place to ensure more timely learning and actions as a result
of the outcomes of RCA's.

 Establishment of the Trust Pressure Ulcer Prevention Committee. The on-going aims,
report structures, outcomes, and work plans have been agreed at this committee and
update provided to the PSPB.

 Implementation of hybrid mattresses

 Implementation of a system of daily review of all pressure ulcers originating in the

Assurance: (how do we know if the things we are doing are having an impact)

 Complaints and incident data

 Feedback posted on public websites.

 Feedback from GPs and other Health Professionals

 Monitoring of KPI’s and Safety Thermometer Programme

 Ward Metric

 Audit of compliance with Skin Care Bundle

 Stop the pressure
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Strategic Priority (Objective) Corporate Objectives 1 BAF Ref: AF5.3 Date entered on
register: 02/05/17

Risk ID number: CR4316

previous 24 hours

 Adult community Nursing education/support

 Pilots with home care providers

 Adult safeguarding reviews

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

Timescale Gaps in assurance and actions not being actioned
Financial impact of high specification mattresses

1. Monitoring of improvement
2. Exploration of high specification pressure mattresses for

high risk patients

Risk source
Incidents

Anticipated effect of controls It is anticipated that the risk score will reduce
incrementally as assurance is obtained of improvement
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Strategic Priority (Objective)
Corporate Objective 6,

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

Risk ID number: AF4059

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

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

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

Risk Direction
De-escalated

Last received at Finance
committee:
January 19

Target Risk Rating
2 x 5 = 10

Target Gap Score
6 Close monitoring

Date of next review:
April 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

Rationale for current score:
Current Trust position
against target

Date When Target Risk score expected to be achieved
March 2019

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

 Trust Efficiency programmes monitoring

 Ensuring valuing care efficiency programme is communicated effectively across the
organisation

 Divisional structures performance manage delivery of TEP

 Benchmarking with other organisations to ensure challenge and appropriateness of TEP

 Review of Model hospital metrics to ensure TEP reflects potential efficiencies

Assurance:
Internal: External:

 TEP Assurance Meeting Internal Audit

 Operational Group External Audit

 Finance and Performance Committee NHSI

 Trust Board Greater Manchester Health and

 Divisional Performance Groups Social Care Partnership

 Joint Management Team

 Programme Leads meeting

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

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

recurrent basis Develop and submit to regulators
milestones and financial modelling

4. Review of clinical coding and impact on income.

Responsible
person

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

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

 Timely planning of TEP programme to ensure future delivery.

Risk source
Strategic Insight and Foresight

Anticipated effect of controls Reported at Board meeting aligned to performance
trajectory and performance report
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Strategic Priority (Objective)
Corporate Objectives 1, 2,5

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

Risk ID number: AF 3483

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

Assurance Committee
OG / EMT

Executive Director Lead
Director of Operations

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

Risk Direction
De-escalating

Last received at ops/EMT:
December 2018

Target Risk Rating
2 x 5 = 10

Target Gap Score
5 Tolerable
5

Date of next review:
January 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

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

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

Controls:
Admission avoidance controls

 Admission avoidance Team in place

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

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

 Digital Health in place to avoid unnecessary ED attendances

 Primary Care Streaming commenced

 Expansion of the ambulatory model

 Medical specialities in reaching into ED
Timely discharge controls

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

 Seeking to source additional capacity within care homes

 Focused work with patient flow across the organisation
Patient Experience Controls

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

 Extended NWAS bay to support triage

Assurance:
Internal Assurances

Daily monitoring of bed capacity and ED Waiting times
Waiting List Steering Group.
Activity Planning Group (monthly)
Monthly contract performance reporting to Executive Management Team and
Board
Monthly finance and activity reporting to Board.
Urgent Care Delivery Board

External Assurances
MIAA audits
Monthly submission of DTOC data
GM Utilisation Reports
NWAS Handover Times
F&F Test Results
NHS Choices Feedback
Key Metrics Neighbourhoods
Balance Score Card
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Strategic Priority (Objective)
Corporate Objectives 1, 2,5

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

Risk ID number: AF 3483

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

 Reviewed staffing rotas to ensure less variation in skill mix

 IV therapy team within the community supporting admission avoidance

 Organisation risks related to ED shared with NHSI and GMHSP and funding sought for
additional capital

 Improvement work undertaken and ongoing to support ambulance handover

Transformation Programme Leads Meetings

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

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

2. Implementation of Recovery Plan by
all partners

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

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

Risk ID number:AF3485

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

Assurance Committee
Finance Committee

Executive Director Lead
Director of Finance

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

Risk Direction
de-escalating


Last received at Finance
committee:
January 2019

Target Risk Rating
2 x 5 = 10

Target Gap Score
5 Tolerable

Date of next review
April 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

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

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

Controls:

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

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

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

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

 Established Governance System

 Improvements to clinical coding team

 Standing Financial instructions

 Finance Improvement plan.

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

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

performance
- Finance and performance reports

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

Mitigating actions: Responsible
person

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

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

 Timely planning of TEP programme to ensure future delivery
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF2.2 Date entered on register:
15/09/14

Risk ID number:AF3485

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

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

recurrent basis.
4.Develop and submit to regulators milestones
5. Review of clinical coding and impact on income.
6. Development and review of an estate masterplan to

identify long term assets and therefore provide long term
capital plan.

Risk source Strategic Insight and Foresight Anticipated effect of controls Delivery of Board approved financial plan

Strategic Priority (Objective) Corporate Objectives 3, BAF Ref: AF1.23 Date entered on
register: 04/02/14

Risk ID number: CR734
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Strategic Priority (Objective) Corporate Objectives 3, BAF Ref: AF1.23 Date entered on
register: 04/02/14

Risk ID number: CR734

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

Assurance Committee
Workforce Committee

Executive Director Lead
Chief Nurse, Director of HR

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

Risk Direction
De-escalating

Last received at Workforce
committee:
January 2019

Target Risk Rating
2 x 5 = 10

Target Gap Score
5 tolerable

Date of next review at Workforce
Committee :
April 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

Date When Target Risk score expected to be achieved
It is expected that the Trust will be able to meet an annual target moving from quartile 1 to quartile
2 in NHSI’s model hospital during 2018/19 financial year.

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

Controls:

 Training Needs Analysis and Workforce Strategy

 Sickness Policy and monitoring.

 Use of Agency staff to bridge the gap

 Temporary staff management monitoring.

 Assistant Chief Nurse daily reviews.

 Workforce Model and implementation of alternative methods of care delivery.

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

 Robust retention plan and work with NHSI

 Health Care Certification

 Staffing monitoring via Quality Account dashboard and HR metrics.

 Recruitment open days/evenings with fast track recruitment processes.

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

 Completion of staffing levels/incident reports forms to enable analysis of impact.

 Monitoring of KPI’s including HR monthly paper to Trust Board.

 Keep in touch events

 Kate Granger nurses / International recruitment programme

 Review of Clinical Nurse Specialist resources resulting in a programme to support ward
nursing service delivery. This will be implemented by the allocation of clinical Nurse

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

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

 Unity Return

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

 Senior Nursing and Midwifery leadership Forum

 Reports to Divisions

 NHSP monthly contract monitoring meetings

 E Rostering programme

 Incident reporting and analysis of complaints.

 Staff Survey

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

 HR & OD Workforce Group

 External Regulator Reports and Inspections
Reports to:

 Trust Board

 Executive Management Team
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Strategic Priority (Objective) Corporate Objectives 3, BAF Ref: AF1.23 Date entered on
register: 04/02/14

Risk ID number: CR734

Specialists to support substantive ward based staff for 1 shift per month.

 Development of Masterclass/CPD as art of retention

 Development and implementation of the Senior Independent Nurse

 Quality & Governance Committee

Mitigating actions: (what more should we do? Responsible Person Timescale Gaps in assurance and actions not being actioned Decision of other parties and
availability of temporary staffing to meet demands.
The Trust is not currently exploring international nursing recruitment through a
structured programme.

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

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

Chief Nurse

Chief Nurse

Risk source Operational performance, incidents and complaints Anticipated effect of controls Reported at Board meeting aligned to performance
trajectory and performance
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Strategic Priority (Objective)Corporate Objectives 6 BAF Ref: AF4.8 Date entered on register:
15/09/14

Risk ID number: AF3491

Risk Description: Failure to have in place an IM&T infrastructure and Service supporting the
organisational objectives.

Assurance Committee
Information Management & Technology Group

Executive Director Lead
Director of Performance &
Informatics

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

Risk Direction
Unchanged

Last received at IM&T group:
November 2018

Target Risk Rating
2 x 5 = 10

Target Gap Score
5 tolerable

Date of next review:
January 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

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

Date When Target Risk score expected to be achieved
December 2019

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

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

 Director of Performance and Informatics Leadership.

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

 IM&T Group 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 (MIAA)

 Third party reviews and feedback

Mitigating actions: Responsibl
e Person

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

 Lack in business understanding of the infrastructure supporting key services.

 Financial constraints.

 Technical refresh programme supporting the business strategy.

 Business strategy is not in place.

 Skills Gaps.

1. Production of a detailed 1-3 year roadmap with 4-5 at a holistic level.
2. Review of roadmap at key junctions, changes in business strategy or

6-monthly.
3. Alignment of resource structure to meet the business model.
4. Identification and mitigation plans reported via the risk board.
5. IM&T Group in place to support developments across the Trust.
6. Single points of failure to be identified and mitigated against.
7. Departmental business plans in place in the event of an IT outage.
8. Skills gaps to be addressed through training matrix. Employment of

staff to develop Community IT systems.
9. Funding for some elements of disaster recovery requirements
10. EPRR group are currently reviewing services business continuity
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plans

Risk source
Operational performance

Anticipated effect of controls Continued stability as experienced over the last twelve
months. Embedding of best practice utilising the ITIL model. Improved understanding,
communication and visibility



Page 26 of 29

Corporate Significant Risks Appendix 3

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

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

Risk ID number: CR4398

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

Assurance Committee
Quality & Governance Committee

Executive Director Lead
Director of Operations

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

Risk Direction
unchanged

Last received at Q&G
committee:
January 2019

Target Risk Rating
3 x 4 = 12

Target Gap Score
4 tolerable

Date of next review:
February 2019

Graph of Risk over time Risk Appetite

None

low

Moderate 

High

Significant

Rationale for current score:
Current reported
performance information

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

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

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

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

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

 Supportive working with Care homes

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

 Digital health supporting admission avoidance from care homes.

Assurance:
Reports to

 EMT

 QGC

 Monthly DTOC return

 Daily DTOC information

 Review of GM HSCP re discharges/DTOC

 MIAA report

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

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

 Dependent on other stakeholders implementing changes

 RN vacancies nationally impacting on nursing home closures.
1. Continued discussions and development and implementation of

mitigation plans with the Single Commissioner
2. Continued collaboration with Care Homes through the Single

Commissioners Care Home Group
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Risk source Risk register, and Operational performance Anticipated effect of controls To be monitored closely to ensure mitigations are taking
effect

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

Date entered on register:
05/12/16

Risk ID number: CR4183

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

Assurance Committee
Quality and Governance Committee

Executive Director Lead
Director of Operations

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

Risk Direction
Unchanged

Last received at Q&G
committee:
January 2019

Target Risk Rating
2x5 = 10

Target Gap Score
5 tolerable

Date of next review:
February 2019

Graph of Risk over time Risk Appetite

None

low 

Moderate

High

Significant

Rationale for current score:
Current reported
performance information

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

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

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

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

 Radiographer reporting

 advanced practice

 Consultant Radiographer in post

 planned development of additional radiographer advanced practice

 outsourcing of CT and MR scanning and reporting

 use of WLI and ECP’s

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

 Divisional Governance meeting

 SQOGG

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

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

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

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

 locum availability

 heavy reliance on very small substantive Consultant Team

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

2. Continue to review of options to widen scope of practice/skill
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Strategic Priority (Objective) Corporate Objectives 3 BAF Ref: AF1.23 &
CR3482

Date entered on register:
05/12/16

Risk ID number: CR4183

set of radiographer staff in the mid to longer term

Risk source Risk register, and Operational performance Anticipated effect of controls To be monitored closely to ensure impact is minimised

Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF4.8 Date entered on register:
05/04/16

Risk ID number: CR4012

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

Assurance Committee
Information Management & Technology Group

Executive Director Lead
Director of Performance &
Informatics

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

Risk Direction
Unchanged

Last received at IM&T group:
November 2018

Target Risk Rating
3 x 5 = 15

Target Gap Score
0

Date of next review:
January 2019

Graph of Risk over time

Risk Appetite

None

low

Moderate 

High

Significant

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

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

associated threats.

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

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

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

 IM&T Group structure. Monthly cyber meetings

 Risk Assessment in place with plans to mitigate.

 Strengthened structure to support service flow and ownership within IT.

 All user communication regularly reinforce safety measures

 Auditing in place

 Sophos Interceptor X deployed

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

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

 Data Security and Protection Tool kit compliance

 Monitoring of data/incidents.

 Executive Management Team Board Reports

 Exception Reports

 Internal Audit

 External Audit
External Assurances
External Audit

Mitigating actions: (what more should we do?) Responsible persons Timescale Gaps in assurance and actions not being actioned (what additional assurances should
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Strategic Priority (Objective) Corporate Objective 6 BAF Ref: AF4.8 Date entered on register:
05/04/16

Risk ID number: CR4012

1. Continued education to reinforce the
option to disable macros

2. Exploration of artificial intelligence
software

we seek?)

 Ultimately the solution is operator reliant.

 Knowledge and Skills Gaps

Risk source
Operational performance

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

December 2018
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Engagement update The Committee received an update
on the Trust’s work on public
engagement

The Committee had positive assurance that
the Trust was continuing to effectively engage
with the public in the area, through the
mutual network arrangements.

Further monitoring June 2019

CQC update The Committee was updated on
preparations for CQC Inspection

There was positive assurance that the
arrangements for completing the Provider
Information Request were in place.

The Committee noted the next formal
engagement with the CQC would be
observation of the January 2019 Board
meeting.

The Committee noted the updated
CQC Insight data report on the Trust.

Complaints- 6-monthly
update report

The Committee received the half-
yearly update on the handling of
complaints, and how the Trust was
learning from them.

The Committee had positive assurance that
the process worked well

Full-year report to come forward June 2019

The Committee requested that future reports
focused more on outcomes and learning from
complaints than the process undertaken.

Pressure Ulcers The Committee received the regular
update on pressure ulcer prevalence

The Committee noted that an increasing
proportion of pressure ulcers seen were
being identified as caused other than in the
Trust (often being identified on triage/
admission), and the impact of this on
performance metrics.

Issues to be raised with the Local
Authorities and the Clinical
Commissioning Group, re care
home provision.



Agenda Item 15a

Issue Committee Update Assurance received Action Timescale

Mortality The Committee were updated on
Learning from Deaths, and contact
with Dr Foster re the SHMI ratio

The Committee noted that an external review
of the process was being arranged.

Walkabouts The Committee members held
unannounced walkabouts in-

 Stamford Unit

 Maternity

 A&E

The Committee members compared learning
and areas for improvement

Report on actions taken to be
provided to the January 2019
meeting.

January 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

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

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



Agenda Item 15b

KEY ISSUES AND ASSURANCE REPORT
Quality and Governance Committee

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

Issue Committee Update Assurance received Action Timescale

Mortality (HSMR/ SHMI) The Committee received an
update on the review work
being undertaken

There was positive assurance that the Trust
continued to engage with the ratings and
sought to learn from them.
It was also noted that the Trust was escalating
its engagement with the companies that
produce the ratios, to understand what has
impacted.

There would be a further update to
the Board in the Integrated
Performance Report.

January 2019

Full review report to Committee February 2019

Electronic ‘CAS-card’ The Committee received a
review of implementation at
the six-month point

There was positive assurance that the
implementation has assisted the delivery of
care, particularly related to compliance with
Discharge Summary requirements.
The ancillary benefits of the scheme were also
highlighted and welcomed.

The Committee requested that the
plan to roll the provision out across
the Trust’s other services was
provided for consideration.

March 2019

Actions from December
walkabouts

The Committee followed up the
matters noted from the
December walkabouts, to
ensure actions had been taken/
agreed.

There was positive assurance that the
necessary immediate actions had been taken,
and that plans were in place to address
medium-term actions.

Reports from future walkabouts to
be provided to the Estates and
Facilities department as a matter of
course.

Review of NHS
Resolution claims data

In line with best practice, the
Committee reviewed claims
data to ensure learning was
being appropriately taken.

There was positive assurance that the
information was being used appropriately,
noting the potential significant time-lag
between an event, a claim and judgement.

The Committee requested a
discussion item was scheduled
related to the process and culture in
place supporting staff to challenge
senior colleagues over possible
safety issues

By April 2019
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Issue Committee Update Assurance received Action Timescale

Board Assurance
Framework

The Committee considered the
updated risks within its remit

There was some positive assurance that the
risks were being maintained and appropriate
mitigations were in place.
The Committee considered possible further
controls in respect of the risks related to
staffing challenges.

BAF to be reported to the Board January 2019

Never Event The Committee were advised
that a Never Event had
occurred in the previous
month.

There was positive assurance that the
necessary reporting was complied with, and a
full review was being undertaken

Report to the Board in the usual way January 2019
(private session)

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

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

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

The Board is invited to-

a. Review the financial position at the end of December 2018;
b. Consider the risks to the achievement of the agreed plan and Control Total;
c. Endorse the actions being taken to ensure the agreed plan and Control Total are achieved.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

Safe Effective

Caring Responsive

x Well-Led x Use of Resources



This paper is
related to these
BAF risks-

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

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed Page 2, 11

Regulatory and legal compliance Page 2

Sustainability (including environmental impacts) N/A

Executive Summary

The attached report advises the Board on the financial position and performance to the end of
December 2018, covering Revenue, the Trust Efficiency Programme, Capital, Cash and the
Agency cap.

Key points to note are-

a. In the month, the Trust is £0.1m ahead of the plan, inclusive of the contribution from the
Provider Sustainability Fund.

b. For the year to date, the Trust is £0.2m ahead of the plan, reporting a cumulative deficit of
£15.9 million.

c. The Trust Efficiency Programme has over-performed against plan by £0.7m for the year to
date, but is currently forecast to be £0.6m below the agreed target by the end of the year. This
position has improved £0.1m since the Month 7 Board report.

d. Actions are being taken to address this gap.
e. Agency spend is currently forecast to end the year below the £9.5 million ‘cap’ set by NHS

Improvement.
f. The Trust is still forecasting to achieve the control total, with the revised financial governance

and controls supporting the shortfall of the TEP plan.
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Summary

Key risks

Key financial metrics

2

Financial summary as at 31st December 2018

• Revenue - For the financial period to the 31st December 2018 , the Trust has reported a net deficit of c.£18.63m, pre Provider Sustainability Funding (PSF),
which is c.£177k better than plan. The in month position for December reported a £1.62m deficit, £115k better than plan. The Trust is still forecasting to
deliver its control total; albeit through recovery actions rather than TEP.

• Trust Efficiency programme (TEP) - The Trust delivered c.£1.1m of savings in month, this is an underachievement against target by c.£272k in month,
cumulatively the Trust is reporting an overachievement against plan of c£664k.

• Agency cap - To date the Trust has spent c.£5.4m on Agency, against a plan of £6.8m; based on this run rate, spend should be within the agency cap of £9.5m

• Control Total – The Trust agreed a control for 2018/19 of c£19.1m, this assumes the Trust will be in receipt of the full PSF. NHSI monitor financial delivery
from a revenue perspective against post PSF targets, for the Trust this plan is £23.4m.

• Provider Sustainability Fund - The Trust must achieve its financial plan at the end of each quarter to achieve 70% of the PSF, the remainder is predicated on
achievement of the A&E target. If the Trust fails to deliver the financial and/or performance targets it will need to borrow additional cash at 1.5%. The Trust
has achieved its Q3 finance and performance target.

• TEP – The Trust is currently forecasting an underachievement against its in year TEP delivery of c£565k and recurrently of c£1.8m. Failure of delivering the TEP
target will challenge the Trust’s ability to deliver its control total.
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• Community Services – c. £0.139m (f) – unfilled vacancies are creating a YTD slippage although it is expected that recruitment will increase as the year goes
on; this level of underspend is set to reduce slightly.

• Corporate – c. £0.107m (f) – received income from Stockport CCG in relation to the agreed contribution to digital developments in Emergency Department.

• Income – c. £0.089m (a) – the Trust’s main contract is a block; drugs income from associates, and day case and elective spells are below plan in month driving
the month 9 underachievement.

• Medicine and CSS – c. £0.425m (a) – YTD performance primarily relates to the non delivery of 17/18 mitigations put in place to offset overspends, under
achievement of TEP and premium cost of backfilling Medical Staffing in hard to recruit areas, including Emergency Department, Radiology, Dermatology,
Diabetes & Gastro. In addition clinical support areas such as Pharmacy and Radiology outsourcing and agency costs continue to be a pressure.

• Reserves – c. £0.450m (f) – mainly due to delivery of the mitigation plan in month 9.

• Surgery/ Women and Children’s – c. £0.67m (a) – the division is slightly overspent, mainly due to overspends on medical staffing due to agency and ECPs,
also theatre non-pay on loan kits and prosthetics continue as a financial pressure. Overspends are being offset by Nursing/Midwife vacancies but this level of
underspend is set to reduce.

Key information and risks

Divisional financial performance



£13.0m
In Year target

Trust Efficiency
Programme 18/19

• In Month - Delivered c. £1.074m of savings against a plan of £1.346m, £0.272m (20%)
below the plan.

• YTD – Delivered c. £9.309m of savings against a plan of £8,645m, £0.664m (8%) above
the plan.

• Full Year – The Trust has delivered £11.153m; 86% of the Target.

• Forecast – The Trust is currently forecasting to deliver c.£12.435m; 95% of the Target.
This is £0.565m short. 4

Trust Efficiency Programme – TEP – In Year

Key messages

Worst performing theme financially

Best performing theme financially

Medical Staffing
£0.835m
Below plan

Finance Improvement Team
£0.480m
Above plan

TEP broken down by theme

FIT



£10.8m – Recurrent target

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

Key messages Worst performing theme financially

Best performing theme financially

Medical Staffing
£1.146m
Below plan

Pharmacy
£1.104m
Above plan

TEP broken down by theme

• Full Year – The Trust has delivered £5.787m (54%) of the Target.

• Forecast – The Trust is currently forecasting to deliver c.£8.985m (83%); this is £1.816m
short of the target.

• 2019/20 Plan – Failure to deliver recurrent savings will result in a pressure as part of the
2019/20 planning round.

• Adverse movement of c. £0.6m mainly due to slippages in scheme delivery within
procurement and medical staffing. These schemes will be added to the 2019/20 TEP
programme



Pay Expenditure: £0.543m underspent in M9:-

• Mainly due to delays in recruitment offset by premium costs incurred in agency to backfill vacancies e.g. community services, radiology etc. This is however
offset by agency/Bank Medical/Nursing Spend and outsourcing costs.

• Transformation spend is lower than planned at this stage, which is offset by a corresponding underachievement in Transformation funding.

Non pay Expenditure: £0.425m overspent:-

• Non pay overspends relate to clinical supplies, theatre non pay, establishment, drugs and outsourcing costs for Radiology.
• The Trust has a block contract with its main commissioner TGCCG.. At Month 9 the Trust is over performing against the block contract and consequently activity

related expenditure, for example pacemakers, lab reagents, clinical supplies, drugs, prosthetics etc. is driving an overspend that isn’t offset by income.

Income: £0.032m underachievement in M9:-

• Clinical income underachievement relates to cost per case drugs (NHSE) and transformation, both of which are offset by reductions in expenditure and
underperformance on Associate contracts.

• This is offset by an overachievement on non clinical income resultant from Transformation/IT income from the CCG which is offset by pay/non pay expenditure 6

Breakdown of accounts line

Financial position and bridge diagram by financial category

Key messages
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Agency & bank analysis

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

Key messages

Agency cap

12 Month trend
Bank and Agency spend £000

2016-2018 trend by staff group
Agency spend £000

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

• Trend – in 2017/18, the average monthly expenditure
on agency was c. £0.9m , in 2018/19 this is £0.6m.

• Performance – the Trust is £411k below plan in Month
9 and £1.374m under the cap YTD.

• Forecast – the Trust is forecasting an agency spend of
c.£6.8m in 2018/19, this is c.£2.7m below the agency
cap.



8

Cash flow

Cash flow forecast

Key messages

Cash Flow - Forecast
13 weeks

Cash - the December month end cash balance was £2.9m against a plan of £1.2m. This was due to receiving PSF which was not
anticipated in December and the capital from NHSI for the Emergency Department scheme which had to be drawn down in line with
scheme completion rather than spend. The overall level of cash is forecast to remain at c £1m across the next 13 weeks. Peaks in cash
balances during this period reflect cash timing of receipt of monthly contract payments from NHS commissioners and payments to
suppliers. the creditor balances are predominantly current balances which will be settled in line with the Trust’s payment terms. This is
currently at 60 days due to the low levels of cash the organisation can maintain whilst operating in a deficit.

Loans - the Trust is anticipating a requirement for a £19.1m loan to support the deficit; the remainder of the deficit to be funded from
PSF to be received in year. However, if there is a delay in receiving PSF payments, the Trust will require a higher value of loan. The total
distress loan liability the Trust will have at year end is £94.5m if the Trust draws down a loan of £19.1m. The Trust started to draw loans
from October 2018.
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Capital Expenditure

Capital

Key messages

• The initial NHSI Plan for capital was £5.6m, revised at CRIG to £5m; primarily related to changes in external funding from Healthier
Together or Local Authority; offset with the national capital funding for the Emergency Department and WiFi.

• The Trust is forecasting to spend £4.8m against the revised plan; therefore underspending by £0.164m.

• Three approved schemes have experienced delays in year and will require £1.1m of the 19/20 capital programme to complete.

• At Month 8, the Trust reported to NHSI a forecast of c£4.1m based on an assessment of schemes approved in 2018/19. The prioritisation
process to support the 2019/20 plan identified a number of priority schemes that could be accelerated to maximise the use of available
cash in 2018/19. The revised forecast was agreed with NHSI and is within the planned level of borrowing. These capital schemes include
IT, medical equipment and estates. Robust arrangements are in place to ensure schemes deliver in year.

Top five investments
2018/19



Key messages
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Balance Sheet

Balance sheet

Period Ending 31st

March 2018

£'000s

31st October

2018 £'000s

30th November

2018 £'000s

31st December

2018 £'000s

November -

December

Movement

£'000s

Non Current Assets

Intangible Fixed Assets 419 365 358 351 (7)

Tangible Fixed Assets 94,283 92,322 92,800 92,984 184

Tangible Leased Fixed Assets 40,929 40,383 40,305 40,227 (78)

Trade and Other Receivables

Cru Debtors >1yr 752 780 782 876 94

Pfi Lifecycle Costs Prov> 1yr 4,983 5,405 5,464 5,526 61

Total Non Current Assets 141,366 139,256 139,710 139,965 255

Current Assets

Inventories 1,671 1,527 1,482 1,535 53

Trade & Other Receivables:-

NHS Trade Receivables 2,878 3,372 2,197 2,084 (113)

Non NHS Trade Receivables 1,173 1,416 1,284 1,427 143

Provision for doubtful debt (691) (766) (759) (786) (27)

Other Receivables 690 1,324 1,522 1,546 24

Accrued Income 1,193 2,223 3,488 3,103 (386)

Prepayments 1,803 2,100 2,267 2,236 (32)

Cash 1,415 1,516 1,123 2,953 1,831

Total Current Assets 10,131 12,713 12,604 14,097 1,494

Current Liabilities

Trade & Other Payables:-

Nhs Trade Payables (1,605) (6,677) (6,867) (5,822) 1,045

Non Nhs Trade Payables (4,202) (2,809) (2,398) (2,203) 194

Other Payables (7,377) (7,516) (7,391) (7,021) 370

Capital Creditors (563) (102) (690) (656) 34

Other Liabilities:-

Accruals (8,769) (6,409) (6,880) (8,079) (1,199)

Deferred Income (1,585) (13,396) (12,655) (10,071) 2,583

Obligations under PFI (1,393) (1,393) (1,393) (1,393) 0

Provisions Current (153) (780) (775) (778) (3)

Total Current Liabilities (25,646) (39,081) (39,048) (36,024) 3,024

Net Current Assets/Liabilities (15,515) (26,368) (26,444) (21,926) 4,518

Non Current Liabilities

Obligations under PFI > 1yr (52,202) (51,385) (51,270) (51,152) 118

Interim Revenue Support Loan - DOH (75,400) (77,401) (79,101) (83,901) (4,800)

Provisions Non Current (700) (30) (30) (30) 0

Total Non Current Liabilities (128,302) (128,816) (130,401) (135,083) (4,682)

TOTAL ASSETS EMPLOYED (2,451) (15,928) (17,136) (17,045) 91

Financed By Taxpayers Equity

Public Dividend Captial 53,446 53,446 53,573 54,873 1,300

Revaluation Reserve 48,011 48,011 48,011 48,011 0

Income & Expenditure Reserve (103,908) (103,912) (103,912) (103,912) 0

I&E reserve 2018/19 (13,473) (14,808) (16,017) (1,209)

TOTAL TAXPAYERS EQUITY (2,451) (15,927) (17,136) (17,045) 91

Non current Assets £255k –

• Increase relates to capital expenditure in month

Total Current Assets (£0.1m) key changes –

• Trade receivables - Invoices for transformation and
recharge for PFI
building have been raised.

• Accrued income – Increase relates to the receipt of
Q3 PSF

Current Liabilities (£3,024k) –

• Deferred Income - Reduction due to the release of

income received in advance.

Non Current Liabilities (£4.5m) –

• Interim Revenue Support loan received in November
of £4.8m
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KEY ISSUES AND ASSURANCE REPORT
Finance Committee

December 2018
The Committee draws the following matters to the Board’s attention-

Issue Committee Update Assurance received Action Timescale

Performance The Committee were advised of
key performance metrics for
November 2018

Overall progress was strong.
The Committee particularly welcomed the
very strong 4-hour wait in A&E
performance, which was about 27

th
in

England.

Planned monitoring to continue.

Financial performance The Committee reviewed financial
performance to the end of month 8
(November 2018)

Overall performance continued to be
strong, with reasonable assurance that the
Control Total would be met at the year-end.

Additional funding for Agenda for Change
pay awards in the year had been
announced.

Agency spend The Committee noted the spend on
agency staff

There was positive assurance that agency
spend continued to be tightly controlled
and would be below the ‘cap’ at the year-
end.

Capital Programme The Committee noted the delivery
and forecasts for the capital
programme in the year.

Whilst there was acceptance that the
capital programme had been affected by
external factors, there was some concern
about the robustness of the initial
forecasting and delivery.

Future reports to identify where
delivery affected by external factors

January 2019

Positive assurance that the A&E extension
would be operational on or before 24

th

December 2018.



Agenda Item 17a

Issue Committee Update Assurance received Action Timescale

Efficiencies Programme The Committee were updated
against progress on the agreed
programme of efficiency schemes.

There was positive assurance that the Trust
continued to identify and deliver
efficiencies, with due regard to ensuring
quality of care as the priority

Continue monthly monitoring at
Committee

The Committee noted the desirability of
delivering economies of scale through GM

Relevant Directors to press this
message at a GM level

Adult Social Care transfer
proposal

The Committee were updated on
the work being undertaken to
prepare the Full Business Case for
Board consideration.

The Committee noted that the FBC was
unlikely to come to Board before March
2019.

Chief Executive to update Board in
CEO report

January 2019

All Committees to review FBC prior
to Board consideration

Feb/ March
2019

Financial Improvement
Team

The Committee received a written
update on the team’s impact

There was positive assurance that the
impact is significant and delivering the
return on investment previously agreed

Self-Evaluation The Committee noted that a self-
evaluation exercise would be
conducted, as per Code of
Governance and Terms of
Reference

Committee consideration of
outcomes

February 2019

Report to Board, including plans for
improvement

March 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

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

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

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

Issue Committee Update Assurance received Action Timescale

Operational
Performance

The Committee received the quarterly
update on operational performance and
financial impacts

There was positive assurance that the Trust is
performing well overall, particularly on key
access metrics. While A&E performance was
below the national target, it was higher than
the improvement trajectory and all other GM
hospitals.

Continued monitoring. Full
report to Board

April 2019

Positive assurance was provided by achieving
the full PSR for Q3 (both financial and
operational performance targets met)

Financial Performance The Committee reviewed all aspects of
the Trust’s financial performance

There was positive assurance overall, that the
gap between the current internal forecast
and the control total has reduced month on
month, and is now at £258k. Work was
continuing to ensure that the gap was closed
by the year-end.

Finance report to Board January 2019

The Committee particularly welcomed the
achievement of £12.4 million efficiency
savings in the year to date, whilst maintaining
and improving quality of services.
Whilst a gap remained to meet the 2018/19
target for efficiencies, there was positive
assurance from the work being undertaken to
achieve this.



Agenda Item 17b

Page 2 of 3

Issue Committee Update Assurance received Action Timescale

The Committee noted the capital forecast of
spend of £4.9m, which was an increase of
£0.8m compared to Month 8. This has been
agreed in order to maximise the cash
available for capital in 2018/19.
There was positive assurance that capital
schemes were being managed pro-actively
and to obtain best use of the available capital
budget.

Communicate with staff on
the distinction between
revenue and capital and how
capital is funded

Deep Dive- Estates and
Facilities

The Committee reviewed a ‘deep dive’
into the efficiency programme for this
department

There was positive assurance that Estates and
Facilities were engaging with the process and
delivering efficiencies, without damaging the
quality of provision.

Draft Financial Plan The Committee considered the draft
financial plan, as part of the forward
planning process for 2019/20.

The Committee recommended to the Board
that the draft plan be agreed for submission,
and the proposed Control Total accepted,
subject to the caveat of any change to the
position before the final plan is considered by
Board in March 2019.

Board to consider the draft
financial plan.

January 2019
(private session)

Agency / Workforce
update

The Committee received the quarterly
update for consideration of financial
impacts.

The Committee had positive assurance that
there was continuing positive progress to
reduce agency use and spend.

Committee agreed that a
separate report no longer
needed to be brought to this
Committee (financial impacts
would be covered in the
Financial Performance Report,
and a more detailed report is
provided to the Workforce
Committee)

Board Assurance
Framework

The Committee received an update on
BAF risks within their area of
responsibility, including revised risk
ratings for two risks

The Committee considered the revised risk
ratings, and had positive assurance that these
risks were being managed and mitigated
appropriately

Continued monitoring.

Update for 2019/20 BAF March 2019
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Issue Committee Update Assurance received Action Timescale

Workplan The Committee noted that the workplan
would be fully reviewed to ensure it met
the Committees needs

Updated plan to be laid
before Committee

February 2019

Assurance gained includes the Committee receiving evidence that:

i. The extent of the issue has been quantified;

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

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

Members of the Trust Board are requested to note the requirement under the 2016 Terms and
Conditions of Service to have in place an exception reporting process. The Board is also asked to
note the number of exceptions reported during 2018 and the issues resulting from the exception
reports raised.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

X Safe X Effective

Caring Responsive

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

n/a

n/a

n/a

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts n/a

Financial impacts if agreed/ not agreed n/a

Regulatory and legal compliance Page 1

Sustainability (including environmental impacts) n/a

Executive Summary

This is the Annual Guardian of Safe Working Hours (GSWH) report.

In 2016 a new contract for junior doctors was introduced which, changed the way junior doctors’
hours are monitored. The new system involves doctors submitting “Exception Reports” when
working hours are exceeded or educational opportunities are missed. These events are then
discussed with Educational or Clinical supervisors and either time off or payment is agreed. The
GSWH collates the exception reports and highlights any concerns with regards to working hours.
The Director for Medical Education receives all the Education Exception Reports.

This report provide the Trust Board on issues relating to the safe working hours of trainee doctors.
The period covered is the twelve month period commencing 1st January 2018.
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1.0 Introduction

The 2016 Terms and Conditions of Service for Junior Doctors mandate that the ICFT appoint a
Guardian of Safe Working Hours to oversee the ICFT’s adherence to the terms and conditions and
to provide quarterly and annual reports to the Trust Board. The Guardian of Safe Working Hours is
mandated to issue fines to specialties if serious breaches of working hours are identified and will
oversee reviews of work schedules in the event of there being a failure to resolve exception
reporting between a Trainee and their Educational Supervisor.

This report provides information relating to Junior Doctors in Training who are employed by the
ICFT in a direct capacity and also Junior Doctors in Training who work at the ICFT via the Lead
Employer Organisation (Pennine Acute Trust prior to 30th September 2018 and St Helens and
Knowsley NHS Foundation Trust from 1st October 2018).

There are some Doctors who are still employed on the older (2002) Terms & Conditions, as
Doctors are not normally issued new contracts part-way through their training, they will tend to stay
on their contract until they finish that post. There will therefore be a period of time where there will
be doctors on both contracts working within the ICFT upon the same rotas.

The number of Junior Doctors employed under the 2002 Terms and Conditions will continue to
decline over the next two years, however the ICFT must not neglect its contractual responsibilities
towards this staff group.

The 2016 Terms and Conditions of Service Junior Doctors introduced the system of exception
reporting, this means that junior doctors can report occasions where they are obliged to work
additional hours, where they cannot take breaks or take part in education and where there are
safety issues. This is carried out using an online programme which then notifies the junior doctor’s
educational supervisor of the exception report. The Educational Supervisor is then required to
respond to the exception report either approving or rejecting the exception report. If approval is
recommended the Educational Supervisor is also required to recommend whether the Junior
Doctor is to be compensated either financially or with time off in lieu for the exception.

2.0 Summary of Annual Data

The number of exception reports rose steadily through 2018. (First quarter 20 exception reports;
second quarter, 26; third quarter 30, fourth quarter 53). Exception Reporting data for Medicine and
the month of December stand out as high figures, the primary reason for this is a single junior
doctor submitting 18 exception reports in relation to an issue that should really have been
contained within one single exception report.

Exception reports have been submitted mainly by Foundation Doctors, particularly those in
medicine and surgery. There are no obvious relationships between the origin of the reports and
vacancies in each of these departments. Work load issues rather than educational matters were
reported. There were no immediate safety concerns reported, although it should be noted that
trainee doctors do make use of the incident reporting procedure within the ICFT to report such
issues.

Over this period, no escalations for higher level reviews were made. From communications outside
of the exception reporting process e.g. junior doctor’s forum, we found some areas for
improvement in the exception reporting process. These relate to the standard processes such as
logins, selection of supervisors, re-login, closure of the reports by both trainee and supervisor,
development of a compensation mechanism with the lead employer organisation, and exception
reporting by Trainees employed by the ICFT who are training outside of the ICFT e.g. within GP
Practices.
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3.0 Exception Reports raised during 2018

3.1 Exception Reports Received by Month 2017–2018 Comparison

3.2 Exception Reports Received by Specialty 2018
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3.3 Resolution of Exception Reports

3.4 Payment of Exception Reports by Specialty

Total hours Paid across all Specialties = 115

3.5 Issues Arising from Exception Reports

The ICFT has experienced a number of rota gaps due to trainees not being supplied by Health
Education England. Whilst there has been a full complement of Foundation Doctors working at the
ICFT gaps for higher level trainees have placed additional pressure within the specialties.

The number of trainees at higher level working on a less than full time basis has increased, this
has been seen most notably in the specialties of Obstetrics & Gynaecology and Paediatrics; these
trainees are allocated to full time trainee slots, resulting in a requirement for the ICFT to cover the
remaining hours of the post.

Number of Exception Reports

Unresolved

Rejected

Approved No Action
Required

Approved Time off in Lieu

Approved Payment
Required
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Total Compensatory Hours Paid

Hours Paid



6

It is expected that being removed from enhanced educational monitoring will have a positive effect
on making Tameside & Glossop ICFT a more attractive place for trainees to train and should result
in a reduction in trainee gaps over time. However the ICFT will continue to be affected by national
shortages of trainees within some Specialties.

The low levels of Exception Reports raised for Education Reasons indicates that the ICFT is able
to fulfill training requirements to our Junior Doctors despite these challenges, however it is
recognised that some doctors have experienced difficulties taking leave due to the need to
maintain staffing levels. The majority of exception reports raised within this period are due to junior
doctors finding it necessary to remain in work for additional hours at the end of their allocated
duties. This is particularly the case for FY1 level doctors.

Where there are continued vacancies for trainees across the year, consideration should be given
to recruit additional trust grade staff to help maintain staffing levels and ensure that training is
provided to a high standard. Failure to do this could result in the ICFT receiving poor feedback
from the GMC survey or from information provided to visitors from the Deanery.

The majority of exceptions rasied that are approved recommend payment as a means of
resolution. This is in part due to a large number of exception reports being submitted for relatively
brief periods of addition working (frequently 1 hour or less). Provision of compensatory leave for
figures of these levels may be difficult to provide or monitor adequately.

The Guardian of Safe Working has had to close a number of exception reports on behalf of
Educational Supervisors and this is indicative of some Supervisors not meeting with their trainees
on a regular basis.

3.6 Actions Taken to Resolve Issues

Actions taken by the ICFT to address these issues include the development of a Medical Retention
Strategy to help the ICFT retain the locally employed non-training grade employees who work
alongside the Junior Doctors in Training. As the ICFT has experienced a shortfall in the supply of
Trainee Doctors and will continue to do so, the support and development of doctors employed
directly by the Trust is essential to maintain service delivery.

Educational Supervisors and the Guardian of Safe Working holding meetings with Junior Doctors
in Training (particularly from the F1 grade) to discuss exceptions raised and how they can
handover work and finish working at a reasonable time.

Medical Staffing discuss exception reports with Divisional Managers and GP Practice managers to
ensure that junior doctors are not being asked to work in ways that breach their contracted working
hours.

Currently trainees may feel inundated by information at induction. As such they may forget how to
make an exception report, or miss their login details that are sent to them. Therefore the guidance
provided to Junior Doctors is to be reviewed to see if this could be improved upon.

The Guardian of Safe Working continues to attend Junior Doctor Inductions to emphasise the
importance of Exception Reporting. The Guardian of Safe Working has also provided teaching
sessions to FY1 and FY2 doctors around Exception Reporting and the role of Educational
Supervisors. To support this work, the new intake of FY1 doctors in August also received a
presentation delivered by the BMA and Medical Staffing to re-iterate the Guardian’s message and
to explain the technicalities of how to submit an exception report.

The Senior HR Business Partner for Medical Staffing and the Guardian of Safe Working Hours
have a weekly scheduled meeting where all outstanding exceptions are reviewed and followed up
with Educational Supervisors and the Director of Medical Education if necessary.
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3.7 Vacancies

Overall the ICFT’s position with regard to vacancies has improved over the 12 months of this
report. Improvements to staffing levels at the Specialty Doctor Grade within Emergency Medicine
and across the Division of Medicine are particularly positive. However, there has a rise in
vacancies within the Clinical Fellow Grade in the Department of Medicine since September and
whilst it is appreciated that Recruitment to these vacancies is currently ongoing, these positions
are currently occupied by bank and agency locums and the inherent instability of this workforce
adds additional pressure to the Junior Doctors employed within this department.

Vacant Trainee Posts during 2018

Specialty Grade Quarter 1 Quarter 2 Quarter 3 Quarter 4

Emergency
Medicine

FY2/GPST 1 1 1 2

General
Medicine

FY1 0 0 0 0

General
Medicine

FY2/CT 5 6 2 3

General
Medicine

ST3+ 0 0 0 1

General
Surgery

FY1 0 0 0 0

General
Surgery

FY2/CT 1 1 1 1

General
Surgery

ST3+ 0 0 0 1

Trauma &
Orthopaedics

FY2/CT 0 2 2 0

Trauma &
Orthopaedics

ST3+ 0 0 0 0

ENT CT 2 0 0 0
Anaesthetics CT 0 0 0 0
Anaesthetics ST3+ 1.2 1.2 0 0
Obstetrics &
Gynaecology

FY2/CT 3 3 1 1

Obstetrics &
Gynaecology

ST3+ 0.6 0.2 1.2 1.2

Paediatrics FY2/CT 5 5 4 4
Paediatrics ST4+ 1.6 1.6 1.6 1.2

4.0 Recommendation

The Board is asked to note the requirement under the 2016 Terms and Conditions of Service and
the requirement to have in place an exception reporting process. The Board is also asked to note
the number of exceptions reported during 2018 and the issues resulting from the exception reports
raised.
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The Board is invited to approve the proposed complete revision of its Standing Orders, as set out
in the Appendix.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

Safe x Effective

Caring Responsive

x Well-Led Use of Resources



This paper is
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BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance Executive summary

Sustainability (including environmental impacts) N/A

Executive Summary

The Council have discussed and agreed proposals for a revision of their Standing Orders, to
ensure that their procedures are appropriate and easily accessible. Details of the significant
changes are given in the remainder of this paper, and the formal revision of Standing Orders is
appended. Particular attention is drawn to the following which the Working Group discussed-

 Lead Governor; It is proposed to make formal provision for the Lead Governor position
(which to date has been arranged informally). The position will be elected by Council, for a
three-year period, and eligible for re-election. A vacancy would arise if the Lead Governor
was not re-elected to Council by their constituency. The Working Group considered that
Partnership Governors should not be eligible for the position.

 Deputy Lead Governor; The Working Group proposes that there should be provision
allowing (but not requiring) Council to appoint a Deputy Lead Governor, to support the
Lead Governor. This would be on a similar basis and term as for the Lead Governor.

 Quorum; The Working Group agreed that Council should maintain the requirement that
each class of Governor (Public, Staff and Partnership) be represented in order for
business to proceed. They recommend that the overall requirement be reduced to 8 in
total, to include at least one of each category.

The Council’s Standing Orders form Annex 8 of the Trust Constitution, so changes are subject to
the statutory procedures for Constitutional change. Having been approved by the Council, the
approval of the Board is also required under the relevant legislation.



Key changes in the revised Council Standing Orders

 The revision will reflect Council’s decision to meet a minimum of 4 times each year
(SO 2.1)

 Direct provision is made for the election and term of the Lead Governor (SO 5.6)

 Permissive provision is made for Council to elect a Deputy Lead Governor (SO 5.7)

 Quorum is simplified to be (usually) 8 Governors, with a minimum of one Public, one
Staff and one Partnership Governor (SO 8.4).

 More appropriate provisions are made for voting in SO 12, reflecting that Council is a
largely elective body. The revision provides the ability for recorded votes if requested
(SO 12.4), together with a secret ballot if a majority of Council requires.

 The provision around the current Council Nomination Committee is addressed in
SO14-

o A name change to Nomination and Remuneration Committee is proposed.
o SO 14.4 provides for rotation in the membership of the Committee, with 3 year

terms on the Committee and one Governor elected every year.

 The provisions related to Governor’s Interests have been clarified and expanded to
ensure all relevant issues are covered.

 SO 17 enables Council to agree a detailed Code of Conduct for Governors; this
replaces the provisions in current SO 11, which sets out a code of conduct in very
general terms and is difficult to amend (as it requires a Constitutional change under
the Act).
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Tameside and Glossop Integrated Care NHS Foundation Trust

Council of Governors
Standing Orders

1. Definitions

1.1. Where the National Health Service Act 2006 or the Trust Constitution defines a term,
that definition will apply in these Standing Orders (SO’s).

2. General arrangements for meetings

2.1. The Council shall meet at least four times in each financial year.

2.2. Subject to SO 2.5 (Calling additional meetings), Council shall agree a schedule of
meetings for each financial year prior to the start of that year.

2.3. The schedule of meetings shall identify which meeting shall consider the Annual
Report and Accounts for the Trust. This may be combined with the Annual Member's
Meeting, so far as permitted by law.

2.4. The Secretary shall call meetings of Council in accordance with the agreed
schedule.

2.5. On written request from at least one-quarter of the Governors in office, the Secretary
shall, within 7 days, cause an additional meeting of Council to be called. The
business of that meeting shall be restricted to that set out in the request.

2.6. If the Secretary shall decline or omit to call a meeting when required under SO 2.5,
the Governors requesting the meeting may call it by notice issued over their names,
setting out the business to be considered.

3. Notice of meetings

3.1. The Secretary shall issue a notice for each meeting of Council (unless called by
Governors under SO 2.5), at least 7 days prior to the day of the meeting.

3.2. The notice of meeting shall include details of the business expected to be
transacted, and shall where possible be accompanied by supporting papers.

4. Agenda

4.1. Under the supervision of the Chair, the Secretary shall determine the agenda for
meetings of Council, in accordance with this Standing Order.

4.2. The following items of business shall (unless Council otherwise order) be taken first
at each scheduled meeting of Council-

4.2.1. Apologies for absence
4.2.2. Declaration of any conflicts of interest in the business expected to be considered
4.2.3. Minutes of previous meetings
4.2.4. Matters arising from minutes, including progress of actions agreed at previous

meetings
4.2.5. An update from the Chair of the Council
4.2.6. A report from the Board of Directors on its business since the previous meeting

of the Council

4.3. Governors desiring to place business on the agenda of the Council shall give notice
in writing to the Secretary at least 10 days prior to the meeting, unless the Chair
shall allow a shorter time. Where a Governor desires to place a motion before
Council for decision, they shall submit in writing the motion in full.
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4.4. The Secretary shall list notices of business or motion on the agenda in the order
received from Governors, unless the Chair otherwise directs.

4.5. Notices of business or motions shall be called at the meeting in the order listed on
the agenda, unless the Council otherwise direct.

5. Chair, Lead Governor and other officers

5.1. The Chair of Council shall be taken by the Chair of the Board of Directors.1

5.2. If the Chair of the Board of Directors is absent or unwilling to take the Chair, the
Deputy Chair of the Board of Directors shall preside.

5.3. If both the Chair and Deputy Chair are absent or unwilling to take the Chair, Council
shall select a Non-Executive Director to take the Chair.

5.4. If no Non-Executive Directors are present or willing to preside, Council shall elect a
Governor to take the Chair. The Secretary shall preside for the election.

5.5. The Secretary to Council shall be the current Secretary to the Trust.

5.6. Council shall elect in accordance with this Standing Order, and where a vacancy
arises shall again elect, a Lead Governor.

5.6.1. The Lead Governor shall be elected for a term of 3 years, and shall be eligible
for re-election.

5.6.2. Any Governor other than a Partnership Governor shall be eligible for election. If
a Lead Governor ceases to be a Governor, they shall cease to be Lead
Governor.

5.6.3. The Lead Governor shall be elected by a ballot vote of Council, which shall be
held at a meeting or (at Council's discretion) via a postal ballot. Council shall
agree arrangements for the ballot, including nominations and supporting
information from candidates.

5.7. The Council may choose, from time to time, to appoint a Deputy Lead Governor to
support the Lead Governor in the discharge of their duties. A Deputy Lead Governor
shall be elected under the procedure in 5.6.3, and shall serve for a term of 3 years.

6. Public access

6.1. Subject to this Standing Order, the Council shall meet and conduct its proceedings
in public.

6.2. The Secretary, under the direction of the Chair, shall ensure that the meeting-room
for Council has reasonable accommodation for members of the public to attend and
observe Council.

6.3. The Secretary shall ensure that notice of meetings of Council, indicating the
business expected to be considered, is published in an appropriate way. The notice
shall be accompanied by papers for the meeting, unless expected to be considered
in private session.

6.4. Save at the invitation of the Chair or of Council, members of the public do not have
the right to be heard at meetings of Council.

6.5. It shall be in order for the Chair, or any Governor, to move to exclude the public from
the meeting on the basis that-

6.5.1. there is continuing disorder which is interfering with the business of Council;
6.5.2. the business to be transacted, by reason of related to individuals, members of

1 See paragraph 12, Schedule 7, National Health Service Act 2006.
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staff or otherwise, would be prejudicial to the public interest if conducted in
public.

6.6. If Council agrees to a motion to proceed in private, the Chair shall cause the public
and press to withdraw; and may suspend proceedings for that purpose. Directors of
the Trust shall be enabled to remain in the meeting.

7. Minutes

7.1. The Secretary shall draw up minutes of the proceedings of each meeting of the
Council, which shall include a reasonable summary of the contributions made in
debate.

7.2. Separate minutes shall be made of proceedings in private under SO 6.6

7.3. The minutes must record the attendance of Governors, Directors and others at the
meeting. Where separate minutes are taken under SO 7.2, these must record
separately those attending the private session.

7.4. When approved by the Chair, the Secretary shall circulate draft minutes to all
Governors without delay.

7.5. Minutes shall be submitted to the next scheduled meeting of the Council. Minutes of
private proceedings shall be submitted to the next private proceedings of Council at
a scheduled meeting.

7.6. Discussion on the minutes of previous proceedings shall be restricted to the
accuracy of the record. The question before Council shall be- That the minutes be
approved. Where amendments to the minutes are agreed, the question shall be-
That the minutes as amended be approved.

7.7. When approved by the Council, the minutes (incorporating any agreed
amendments) shall be signed by the Chair as indicating that they have been duly
approved.

8. Quorum

8.1. Council may not proceed to business in the absence of a quorum.

8.2. If during a meeting attention is drawn to the absence of a quorum-

8.2.1. The Chair may suspend business for up to 15 minutes, if they believe a quorum
can be found within that time

8.2.2. If a quorum is not then formed, the meeting shall be adjourned to the next
scheduled meeting of Council

8.2.3. Business on the agenda not dealt with shall be included on the agenda of the
following meeting, unless the Chair otherwise directs

8.3. Where legislation makes provision for a minimum number of Governors to take a
decision, that legislation sets the quorum for the meeting.

8.4. Subject to SO 8.3, a quorum shall be the presence of 8 Governors, which must
include at least one Public, one Staff and one Partnership Governor.

9. Debate- general

9.1. All contributions in Council shall be directed through the Chair.

9.2. The Chair shall ensure that all comments are orderly, relevant to the business under
consideration, and do not involve improper or inflammatory language.

9.3. No person contributing to debate shall engage in commentary that engages in
personality, or implies improper motive to any Governor, Director or officer of the
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Trust; save on formal motion to that effect.

9.4. Governors may speak as of right, subject to being called to speak by the Chair in
due order. Directors, the Secretary, and other officers attending on the Council may
speak at the invitation of the Chair only.

9.5. The Chair shall rule, either of their own motion or in response to a request from a
Governor, on all matters of order or relevance. Their ruling shall be conclusive of the
matter, and shall not be appealed to the Council as a whole.

10. Debate- Moving motions and amendments

10.1. The following questions shall arise on general business before Council-

10.1.1. Where a report from the Board does not required Council to exercise its powers-
That the Council notes the report.

10.1.2. Where a report from the Board recommends that Council decides to exercise a
power in a certain way- That the Council agrees with the recommendation in the
report.

10.1.3. Where a report from a Committee of Council makes recommendations- That the
Council concurs in the recommendations of the Committee

10.1.4. Where notice of business has been given, but without a formal motion- That the
Council has discussed the matter

10.1.5. Where a notice of motion has been given- That the motion be agreed to

10.2. When a motion has been moved (or item presented and the related question
arises), any Governor may offer an amendment.

10.3. A Governor may submit an amendment to the Secretary in advance, by reference to
the question that will arise under SO 10.1 The Secretary shall circulate to Governors
all amendments received by three days prior to the meeting; and shall lay on the
table at the meeting all amendments received by 3 hours prior to the meeting.

10.4. Amendments not on notice shall be reduced to writing and submitted to the
Secretary when moved. The wording of a proposed amendment shall be recorded in
the minutes, together with the mover.

10.5. When an amendment is moved, the question that shall arise is- That the
amendment be agreed to.

10.6. Where the Chair considers that an amendment should be put on notice to allow
Council to properly consider it, they may so direct; and consideration of that item of
business shall be postponed to the following meeting.

10.7. Where several amendments are proposed, the Chair may allow a general debate to
be had covering both the main proposal and all amendments. Each amendment
shall be put separately to the meeting, if required.

10.8. If Council agrees to an amendment, later amendments that would negative the
amendment agreed to shall not be in order.

10.9. Where amendments are agreed to, the final question that arises shall be- That the
original proposal, as amended, be agreed to. On the request of any Governor, the
Secretary shall state to Council the proposal as amended.

11. Debate- Time limits and procedural matters

11.1. The following limits on contributions shall apply for formal debate-

11.1.1. Proposer- 4 minutes
11.1.2. Mover of an amendment- 3 minutes
11.1.3. Contribution in general debate- 3 minutes
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11.1.4. Reply to debate on amendment (proposer of amendment)- 2 minutes
11.1.5. Reply to debate (proposer of main item)- 3 minutes

11.2. The Chair may allow Council to proceed informally in discussion, without regard to
the limits in SO 11.1, if they consider it appropriate.

11.3. The following procedural motions may be moved during consideration of an item-

11.3.1. That the meeting be adjourned
11.3.2. That consideration of the item be adjourned to later in the meeting, or to a later

meeting
11.3.3. That the item be referred to a Committee for consideration and report
11.3.4. That debate be ended and the outstanding questions put
11.3.5. That the next item of business be called

11.4. An order to refer to a Committee (SO 11.3.3) may reference either a Committee of
the Board, a Standing Committee of Council, or an ad-hoc Committee. If an ad-hoc
Committee is agreed, Council shall immediately proceed to appoint Governors to
that Committee.

11.5. Any motion moved under SO 11.3 shall be voted on immediately and without
debate.

11.6. If the motion to end debate is agreed (SO 11.3.4)-

11.6.1. The Chair shall call the proposer of the main item to reply
11.6.2. Any amendment(s) under consideration shall be put
11.6.3. Any amendments not under consideration but on notice may be put if the Chair

considers that appropriate to ensure Council can express its view
11.6.4. The main question (as amended, if amendments are agreed) shall be put

11.7. If a motion to call on next business is agreed (SO 11.3.5)-

11.7.1. Council reaches no decision on the matter under consideration
11.7.2. The proposal, and any amendments, drop from the agenda
11.7.3. It is in order to submit the proposal to a future meeting for consideration

12. Voting

12.1. All questions arising before Council shall be determined in the manner set out in this
Standing Order.

12.2. At the end of debate, and subject to SO 12.4 and 12.5, the Chair will state the
question before Council and invite Governors to indicate agreement or
disagreement by a show of hands. At the request of either the Chair or 3 Governors,
the show of hands will be counted and the result recorded in the minutes.

12.3. If less than 3 Governors request a count of a show of hands, those making the
request may require that their dissent is recorded in the minutes.

12.4. At the request of at least 8 Governors (which may be during debate, when the
question is put, or if Governors disagree with the Chair's opinion of a show of hands)
the Chair shall order a roll-call vote.

12.4.1. The Secretary shall call the names of Governors in alphabetical order, and each
shall respond with 'Agree', 'Disagree', or 'Abstain'. Each vote shall be recorded.

12.4.2. The Secretary shall tally and announce the result of the vote.
12.4.3. The votes of each Governor shall be recorded in the minutes of the meeting.

12.5. At the request of at least half of the Governors present at the meeting, a question
shall be determined by secret ballot.
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12.5.1. The Secretary shall issue each Governor with a ballot paper enabling a vote of
'Agree', 'Disagree', or 'Abstain'

12.5.2. Votes shall be collected in a box or other suitable receptacle, enabling
Governors to submit their votes without them being known to the meeting

12.5.3. The Secretary shall tally and announce the result of the vote
12.5.4. The numbers voting in each category, together with a notation that the vote was

by secret ballot, shall be recorded in the minutes.

12.6. Save where provided by law, the decision of the Council shall be determined by the
greater number of votes for 'Agree' or 'Disagree'. Abstentions shall not be reckoned
as a vote.

12.7. The Chair of Council does not exercise a casting vote. Where the votes are equal,
the question shall pass in the negative.

13. Committees- General

13.1. Council may appoint Committees to support its work, in accordance with this
Standing Order.

13.2. All Committees of Council are advisory. No powers of the Council may be delegated
to Committees, and they are not authorised to take decisions for or on behalf of the
Council.

13.3. Council may, on motion, agree to appoint a standing Committee-

13.3.1. A motion to appoint a Committee must set out either the Governors to be
appointed to the Committee, or the seats on the Committee to be filled by
election of Governors.

13.3.2. If the Council agrees to a motion to appoint a Committee with elected members,
it shall immediately proceed to elect Governors to the Committee accordingly.

13.4. An ad-hoc Committee shall continue until it reports to Council, at which time it shall
be dissolved.

13.5. No Committee shall incur any expense (including any use of resource) without the
prior agreement of the Board of Directors.

14. Nomination and Remuneration Committee

14.1. Council shall appoint a Standing Committee, known as the Nomination and
Remuneration Committee, to advise Council regarding-

14.1.1. The appointment and (if thought fit) removal of Non-Executive Directors
14.1.2. The performance of the Non-Executive Directors during the year
14.1.3. The fees and other conditions of service for Non-Executive Directors.

14.2. The Nomination and Remuneration Committee shall consist of-

14.2.1. Three Governors elected by Council
14.2.2. The Chair of the Trust

14.3. The Committee shall report at least annually to the Council, on-

14.3.1. The outcomes of the annual performance reviews for the Non-Executive
Directors

14.3.2. Any proposals for changes to the fees or other conditions of service for Non-
Executive Directors.

14.4. One Governor shall be elected to the Committee in each year; and if a Governor
stands down from the Committee, the replacement shall be elected for the
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remainder of their period of service.

15. Prevention of Conflicts of Interest

15.1. It is the duty of all Governors to ensure that the discharge of their duties is not
affected by any private interest that conflicts with their duty to the Trust.

15.2. If a Governor has a conflict of interest in any matter being considered by the
Council-

15.2.1. If the item is scheduled on the agenda, they shall draw Council's attention to the
interest at the beginning of the meeting (see SO 4.2.2)

15.2.2. If the conflict becomes evident during debate, they shall draw Council's attention
to it without delay

15.2.3. In either case, they shall withdraw from the meeting for consideration of that
item, and shall not be counted towards any quorum

15.3. If owing to the withdrawal of a Governor under SO 15.2.3 Council is unable to
maintain a quorum, the Council will proceed to the next item of business as if
agreed under SO 11.3.5

16. Register of Governor's Interests

16.1. The Secretary shall maintain and publish a Register of Governors' Interests.

16.2. Governors must give notice to the Secretary of all conflicts or potential conflicts of
interest, within 28 days of their arising or changing, for entry on the Register.

16.3. The Secretary shall, at least annually, require all Governors to give notice of all
conflicting, and potentially conflicting, interests that they hold.

16.3.1. Governors must respond to a request under SO 16.3 within 28 days. Where
they have no conflicts of interest, they must so state to the Secretary in writing.

16.3.2. The Secretary shall update the Register of Governor's Interests from the
responses received from Governors.

16.4. The Secretary shall, within 14 days of any update, publish the Register in a way
calculated to bring it to the attention of members of the public with an interest in the
matter.

16.5. The Secretary shall lay the current entries on the Register before Council (restricted
to those currently serving as Governors) at each meeting, under the item set out in
SO 4.2.2

17. Conduct

17.1. Governors are required to conduct themselves, in their official duties, in accordance
with the ‘Principles of Public Life'; viz-

17.1.1. Selflessness
17.1.2. Integrity
17.1.3. Objectivity
17.1.4. Accountability
17.1.5. Openness
17.1.6. Honesty
17.1.7. Leadership

17.2. The Council shall agree a Code of Conduct for Governors, which shall set out the
expectations of individuals and the behaviours required. The Code of Conduct for
Governors shall be reviewed and revised by Council at least every two years.
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17.3. Failure to comply with the Code of Conduct for Governors will be grounds for
removal from office, under the procedures set out in Annex 7 to the Constitution.

* * * * * * * *
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To note the positive assurance on Freedom to Speak Up arrangements detailed in the report.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

Y Safe Effective

Y Caring Responsive

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

n/a

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts

Financial impacts if agreed/ not agreed n/a

Regulatory and legal compliance

Sustainability (including environmental impacts) n/a

Executive Summary

This report details the Trust position on the Freedom to Speak Up agenda with reference to

promotion, training, governance, culture and casework.
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1. INTRODUCTION

1.1 This report provides the Board of Directors with assurance on the implementation of the Freedom to

Speak Up agenda between September and December 2018.

2. NATIONAL DEVELOPMENTS

2.1

2.2

2.3

3.

3.1

All Trusts are expected to review their position against recommendations arising from National

Guardian Office (NGO) case reviews. The NGO conducted two additional case reviews in November

and December. This resulted in twenty-six recommendations, all of which are either already

complete, not applicable to the Trust, or repeated from previous case reviews.

The NGO intends to publish a streamlined version of their recommendations: this will make it easier

for Trusts to monitor their progress towards them.

The NGO expects all Trusts to complete the FTSU Self-Review Tool, Vision and Strategy. These are

Executive- led, and were presented to the Board of Directors on 29th November 2018.

PROMOTION AND TRAINING

To promote Freedom to Speak Up Month, the FTSUG featured weekly in Catch Up With Karen

throughout October. As expected, this resulted in a short-lived increase in casework.

3.2

4.

4.1

4.2

The FTSUG presents a Dealing with Concerns module on the Introduction to Line Management course

and gathers feedback. Thirty responses were received, and the feedback remains very positive:

GOVERNANCE

As part of its response to the report of the Gosport Independent Panel, The Government plans to

legislate to require all NHS trusts in England to publish annual reports on concerns. This is in line with

a NGO recommendation to monitor and audit the quality of responses to concerns raised internally.

No data is currently collected to monitor the quality of the response to concerns raised with the

internal management structure. The FTSUG is working in collaboration with Human Resources to

develop a data collection tool. This will allow for development of an integrated governance process

to ensure that concerns are resolved according to best practice principles.

0 5 10 15 20 25 30

Learning useful for role:

Time well spent:

Increased confidence in
dealing with concerns:

Increased confidence in
raising concerns: Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree
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5.

5.1

5.2

6.

6.1

6.2

6.3

6.4

6.5

CULTURE

FTSUG Board reports are required to comment on senior leader engagement. Relationships with very

senior leaders continue to be transparent, bilateral and constructive.

In September 2018, the FTSUG reported a resurgence in casework from Estates and Facilities that had

started to subside. Between September and December 2018, no new concerns were raised to the

FTSUG by and Estates and Facilities staff. In addition, the FTSUG is aware of engagement work

involving several very senior managers.

CASEWORK

Since September’s FTSU report, the NGO has published the following data on concerns raised via the

FTSUG:

Jul-Sept ‘18 Sept-Dec ‘18 Total

Number of concerns raised* 3 7 10

Concerns including patient safety element 3 5 8

Concerns including element of bullying, harassment,

or unacceptable behaviour

1 5 6

Concerns raised anonymously 0 1 1

Numbers of individuals reporting suffering detriment

after initially raising the concern

1 0 1

(*These concerns were raised by a total of 14 individuals)

Between April 2017 and March 2018, the NGO reported an average of 25 concerns raised in small

Trusts (up to 5,000 staff) and 35 concerns raised in medium Trusts (5,000-10,000 staff). The average

combined acute and community Trust reported 43 concerns1. Therefore the FTSUG in this Trust is

reporting a level of casework that is below average.

The NGO cautions against reading into the number of concerns raised via the FTSUG: a high number

could indicate either a successful awareness-raising strategy or an indication that workers do not

have confidence in internal processes.

It is usual for concerns to include an element of safety or unacceptable behaviour. However, the

amount of concerns raised anonymously and the amount of individuals reporting detrimental

treatment provide an indication of the way workers perceive their concerns to be handled.

There are no underlying themes with regards to professional group, location, or the nature of the

concerns raised.

7. EQUALITY, DIVERSITY AND INCLUSION

1 https://www.cqc.org.uk/sites/default/files/20180919%20-%20Speaking%20up%20data%20report%202017%20-18.pdf
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7.1

7.2

No concerns have related to unfavourable treatment of an individual based on their protected

characteristics.

Concerns raised within the internal management structure are not currently equality monitored:

however this will be considered as part of the development of internal monitoring processes.

8.

8.1

ASSURANCE

The content of the report provides the Board of Directors with positive assurance that the Trust is

collaborating with the FTSUG to meet all NGO recommendations and continually improve its culture

and processes around raising and dealing with concerns.

9. RECOMMENDATIONS

9.1 The Board of Directors is recommended to note the positive assurance on the Freedom to Speak Up

arrangements detailed in the report.
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Recommendations made/ Decisions requested

The Workforce Committee is asked to note the contents of the report and to discuss and agree
the next steps required to take forward the EDI agenda within the context of integration.

This paper relates to the following Strategic Objectives-

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

The paper relates to the following CQC domains-

X Safe X Effective

Caring X Responsive

X Well-Led Use of Resources

This paper is related to these
BAF risks-

n/a

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts covered within the
paper

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance N/A

Sustainability (including environmental impacts)

Executive Summary

This Equality and Diversity Annual Update Report provides an update on the progress of the work
being undertaken to deliver Equality, Diversity & Inclusion (EDI) within the ICFT. The paper also
proposes details on the next steps required to take forward the EDI agenda, particularly within the
context of integration.
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1. Introduction

This Equality and Diversity Annual Update Report provides an update on the progress of the
work being undertaken to deliver Equality, Diversity & Inclusion (EDI) within the ICFT. The aim
is to also enable discussion about the next steps required to take forward the EDI agenda,
particularly within the context of integration.

2. Background

We know that the only way to achieve our vision to improve health outcomes for our
population and influence the wider determinants of health, through collaboration with the
people of Tameside and Glossop and our health and care partners, is by treating people fairly,
recognising and valuing differences, and working to reduce health inequalities. Our Equality
and Diversity work, focussing on both our communities and patients’ experience, and our
workforce is integral to us achieving this.

Under section 149 of the Equality Act (2010), a public sector equality duty was created, which
is a statutory obligation for all public authorities. This is defined in legislation as the general
duty and all public authorities are adherent to the following obligations to:

 Eliminate unlawful discrimination, harassment and victimisation and other conduct
prohibited by the Act.

 Advance equality of opportunity between people who share a protected characteristic
and those who do not.

 Foster good relations between people who share a protected characteristic and those
who do not.

The general duty is underpinned by a set of actions and assurances termed the specific
duties. These serve as guidance on how the general duty can be met, through a range of
actions and the provision of evidence in varied formats. The specific duties are to:

 Publish Information outlining how they will comply with the general duty Publish details
on their workforce breakdown and the local population by various equality
denominations e.g. age, race etc.,

 Undertake a revised equality screening process to replace equality impact assessments
called an Equality Analysis, in functions, services and policies.

 All information published on how they will meet the equality duty must be presented in
such a manner that it is accessible to the public.

3. Governance and Leadership

The Governance arrangements in place will ensure that the Board receives regular assurance
that the ICFT is not only meeting its Public Sector Equality Duty but is also creating the right
conditions for our staff, patients and residents so that equality of opportunity applies to all and
that we are striving to becoming truly inclusive.
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The Director of HR along with the Director of Nursing & Integrated Governance jointly led on
the Equality, Diversity and Inclusion. There is a lead Non-Executive Director for Equality,
Diversity & Inclusion.

The Workforce aspects of EDI are taken through the Equality & Diversity Implementation
Group which reports to the ICFT Workforce Committee. The Patient Experience aspects are
taken through to the Patient & Experience User Group and reported up to the ICFT Quality &
Governance Committee.

The current leads within the services for Equality & Diversity are for Workforce (Senior HR
Business Partner) and Head of Patient Experience for patient related matters. Both are under
review given vacancies/impending vacancies.

4. Where are we now?

4.1 Summary

The Trust has in place an Equality Diversity Implementation group which meets bi-monthly
currently. The purpose of the group is to oversee the ICFTs equality objectives, utilising the
implementation of the EDS2 tool.

4.1.2 Equality Objectives

The Equality & Diversity Implementation Group has devised and agreed the ICFT’s Equality
Objectives, which are:

• To promote development opportunities for all our workforce, whether or not defined as
having a protected characteristic.

• To improve the experience of staff through the reduction in incidents of harassment,
bullying or abuse from patient’s, relatives, the general public or other staff.

• To analysis retention rates by protected characteristics and to take appropriate action
to understand and address any issues

• To assure ourselves that services, information and resources can be accessed by all
Patients and this is in evidence, across all the protected characteristics.

• To support mainstreaming of the equality, diversity and inclusion agenda into everyday
activity, policy and procedure.

The EDIG group has an underpinning action plan with a range of actions for each objective,
the group monitors progress against each of the actions.

The objectives will ensure that the Trust fulfils its obligations under the Equality Act 2010 and
all linked legislative requirements.

4.1.1 Equality Delivery System 2 (EDS2)

The Equality Delivery System (EDS2) is a toolkit and framework for assessing an
organisation’s performance against Equality and Diversity standards.
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The EDS2 includes a core set of outcomes and a more streamlined grading system; and it
encourages organisations to use it flexibly and to embrace key local health inequalities. The
grading is completed by our key stakeholders internal and external to the Trust. The agreed
grading is then published to the public, and we use this to determine what action is required.

The four EDS goals are:

1. Better health outcome for all

2. Improved patient access and experience

3. Empowered, engaged and included staff

4. Inclusive leadership at all levels

The EDS Grades are:

Excelling

Achieving

Developing

Undeveloped

Our Assessment Process:

The Trust arranged two External events (in 2016 and 2017) to explore the services we
provided to our Residents in T&G, and also to our staff.

In attendance at the events were a number of external stakeholders such as RNIB,
HealthWatch, LGBT Foundation, Patient/ Equality Advocates, CCG and TMBC.

The focus of the events was to assess & evaluate all 4 EDS2 goals and obtain feedback from
the stakeholders.

We have been assessed as Achieving for all four goals. An action plan is monitored through
EDIG on the individual objectives within each of the four goals to ensure continuous
improvement.

4.13 Workforce Race Equality Scheme

WRES has been developed via NHS England as a tool to measure workforce indicators.

The WRES indicators (9) look to compare the experiences of Black & Minority Ethnic (BME)
staff against their White counterparts.

A copy of the WRES report and accompanying actions have been presented at Trust Board
and the Workforce Committee – actions resulting from the report are built into the EDIG
overarching Action plan. A copy is available on the Trust Website and the Intranet.

The key findings from the 2018 report are:

Positive Findings:

 The BME representation within the Trust is greater than the local population, which is
reported at 9%.

 A significant reduction (compared to the previous year) in the ratio of BME staff
entering disciplinary hearing in comparison to White staff
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Areas of Concern:

 The likelihood of BME staff being appointed into roles and staff given opportunities to
access non-mandatory training remains lower than White staff.

 Whilst there is a reported reduction in staff highlighting bullying, harassment and abuse
from Patients/ Visitors and Staff/ Managers, this continues to remain an area of
concern (whereby BME staff is reporting at 26%)

A number of focus groups with staff from BAME backgrounds took place following the results
of the WRES to further understand the issues; the actions are a feature of the WRES action
plan

4.1.4 Other Protected Characteristics

Following the completion of the Workforce Race Equality Standard (WRES), the Equality and
Diversity Implementation Group encouraged that a similar review is undertaken to explore
each of the protected characteristics (PCs). The aim of the review was to:

 recognise positive trends in the workforce,
 identify any trends which present a less favourable picture and
 present the findings of the review to identify areas of improvements.

It is worthy of note that Non-Declaration of Protected Characteristics were in the region of 20%
in some areas.

The findings were presented to EDIG in September 2018.

4.14 Gender Pay Gap

From 1 April 2017, the Equality Act has required employers (with 250 or more employees) to
publish details regarding their pay gap. This relates the pay difference between male and
female employees.

The gender pay gap shows the difference in the average pay between all men and women in a
workforce; the report enables the ICFT to pick up on any discrepancies and seek ways to
redress any imbalance in the make-up of our workforce.

Gender Pay Gap results at a glance:

 Mean Hourly gap 27.3% (£5.21 difference)

 Median Hourly gap 9.7% (£1.30 difference)

 Average Bonus pay* 8.4% (£82 difference)

 Median Bonus pay* 0% (no difference)

 Proportion of females receiving a bonus* 44% female compared to 75% male

 Proportion of females and males within the workforce by Quartiles - Lower through to
Upper: Greater representation of females at all quartiles, although increase in male
representation at the Upper quartiles

Again the relevant actions are picked up through EDIG, these are:

The ICFT as part of the NHS are bound by National T&C’s when it comes to the salary
payments of staff, therefore there is no immediate changes that can be made to improve pay
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thresholds. However there are areas that are being explored to help improve the equality of
opportunities:

 How we advertise opportunities. This includes internal acting up opportunities & the
promotion of the internal transfer scheme

 Effective promotion of the Clinical Excellence Award schemes – we’ve written separate
letters to males/females as part of this year’s process to offer support to female
applicants

 Flexible working is a key theme in our retention strategy

 Talent Management Strategy – identification of talent mapping by pay band/role to
identify high impact employees and develop development programmes/opportunities to
further develop into senior roles.

5. Our current activity

A combined action plan outlines the current actions we are taking to address the WRES,

EDS2 tool and objectives and this is monitored and taken by the Quality & Diversity

Implementation Group.

6. Next Steps

E&D is fundamental to the vision, values and strategy of T&G ICFT, and a great deal of work
is underway.

To date this work has taken place through a number of different forums (including EDS2,
WRES) and is implicit in many aspects of our Strategic Plan.

The Workforce Committee have agreed to develop an EDI Strategy to come back to Board in
6 months.

In developing the Strategy we will

 Engage with staff, Governors and wider groups

 Ensure the strategy is aligned with the ICFT Strategy ‘Beyond Patient Care to
Population Health’

 Ensure the work taking place with EDI is co-ordinated with the Quality & Governance
workstream.

7. Recommendation

The Board is asked to review the progress with the work currently being undertaken with
regards to the Equality, Diversity and Inclusivity agenda at the ICFT and the development of
an overarching Strategy.
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Recommendations made/ Decisions requested

The Board is invited to note the use of the Trust Seal in the period July to September 2018.

This paper relates to the following Strategic Objectives-

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

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

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

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

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

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

location.

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

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

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

The paper relates to the following CQC domains-

Safe Effective

Caring Responsive

x Well-Led Use of Resources



This paper is
related to these
BAF risks-

Where issues are addressed in the paper-

Section of paper
where covered

Equality and Diversity impacts N/A

Financial impacts if agreed/ not agreed N/A

Regulatory and legal compliance Executive Summary

Sustainability (including environmental impacts) N/A

Executive Summary

As a statutory corporation, there are some legal documents that the Trust must execute by the
use of its Common Seal, witnessed by two Directors or Senior Managers. The application of the
Trust Seal is reported to the Board on a quarterly basis.

During the period, the Trust Seal has been applied as follows-

 Appointment re works for the Orthopaedic Outpatients and GP-led Unit.
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