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Board of Directors Meeting 
Tuesday, 28 May 2019 

Held at 2.30pm in Lecture Theatre B, Pinewood House, Stepping Hill Hospital 

AGENDA 
  

Time   Enc Presenting 
1430 1. Apologies for absence 

 

  

 2. Declaration of Interests 
 

  

 3. Opening Remarks by the Chair  
 

 M Sugden 

1435 4. Patient Story 
 

 C Wasson  
 

1450 5. Minutes of Previous Meeting:  25 April 2019 
 

 M Sugden   

1455 6. Chair’s Report  
 

 M Sugden  

1500 7. Chief Executive’s Report 
 

 L Robson  

 
 

8. FOR ASSURANCE    

1510 8.1 Performance Report  

 Summary of Changes for 2019/20 

 Integrated Performance Report  
 

 H Mullen  
 

1540 8.2 Key Issues Reports from Assurance Committees 

 Quality Committee 

 Finance & Performance Committee 

 People Performance Committee  
 

To 
follow 

Committee Chairs 

1550 8.3 Year 2 Quality Improvement Plan  2018-20  A Lynch  
 

1600 8.4 Maternity Safety Champion Update / CNST Report   A Lynch  
 

1610 8.5 Freedom to Speak Up Annual Report   P Gordon  
 

 9. FOR DECISION  
 

  

1620 9.1 Governance Declarations   C Parnell 
 

1630 9.2 Non-Executive Director Declarations of Independence 
 

 C Parnell 

 10. FOR NOTING  
 

  

1635 10.1 Audit Committee Annual Report 
 

 D Hopewell 
 

 11. DATE, TIME & VENUE OF NEXT MEETING 
 

  

 11.1 Thursday, 27 June 2019, 9.30am in Lecture Theatre A, Pinewood House, 
Stepping Hill Hospital. 
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a meeting of the Board of Directors held in public 
Thursday, 25 April 2019 

9.30am in Lecture Theatre A, Pinewood House, Stepping Hill Hospital 
 
Present: 
Mr A Belton Chair 
Mrs C Barber-Brown Non-Executive Director 
Ms H Brearley Interim Director of Workforce & OD  
Dr M Cheshire  Non-Executive Director 
Mr D Hopewell Non-Executive Director 
Ms A Lynch  Chief Nurse & Director of Quality Governance 
Mr H Mullen Director of Strategy, Planning & Partnerships   
Mrs C Parnell Director of Corporate Affairs 
Mr F Patel Director of Finance  
Mrs L Robson Chief Executive  
Ms A Smith Non-Executive Director 
Mr M Sugden Non-Executive Director 
Ms S Toal Chief Operating Officer  
 
In attendance: 
Dr G Burrows  Deputy Medical Director 
Mrs H Cubitt  Head of Communications 
Mrs P Enstone  Assistant Chief Nurse for Recruitment and Retention 
Ms K Glass  Quality Support Representative 
Mrs H Howard  Deputy Chief Nurse  
Mrs S Katema  Committee Secretary 
Mrs E Rogers  Matron for Patient Experience 

 
  ACTION 
83/19  Apologies for Absence 

 
The Board noted apologies for absence from Mrs C Anderson and Dr C Wasson. 
 
The Chair welcomed all Board members and observers to the meeting. 
 

 

84/19 Annual Review of Register of Interests 
 

 

 Mrs Parnell presented the Annual Register of Director’s Interest for review. The 
Board considered the Register of Interests and agreed with the accuracy of their 
respective interests. There were no other declarations in relation to the agenda 
items. 
 
 
The Board of Directors: 
 

 Approved and confirmed the accuracy of the Register of interests. 
 

 

85/19 Staff Story 
 

 

 Mrs Howard, Mrs Rogers, Ms Glass and Mrs P Enstone joined the meeting. 
 
Mrs Howard set the context of the staff story advising that this was linked with 
the Strategic Staffing Review which detailed the current staffing position across 
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the organisation and was based on the results of planned acuity assessments and 
establishment review undertaken across the Trust within the last six months.  
 
Mrs Howard outlined that in line with the Quality Improvement Plan; the review 
sought to ensure safe staffing levels were met and that overall reliance on 
temporary staffing was reduced. She stated that whilst the Trust achieved 0.9% 
against a target of 1.5% retention plan, this indicated a significant improvement 
and plans were progressing to ensure that the target would be met. 
 
Mrs Howard advised that key findings from the survey were quite extensive and 
highlighted issues which were being addressed such as the redesigning of roles 
and increased use of pharmacy and allied health professionals roles in supporting 
the workforce. It was expected that the key themes from the review would be 
used to inform the decision making process through a robust retention program 
to reduce the vacancy rates. Mrs Howard proposed the recommendations 
stemming from the review and presented the staff story to the Board. 
 
The patient story was presented in the form of a film featuring colleagues 
providing individual accounts of their experience with the Trust. It showcased the 
work which was being carried out across the organisation with regards to 
improving recruitment and retention of nursing staff.  
 
The film highlighted that the recruitment events were increasing being held with 
a view to providing a gateway to the Trust, as well attracting prospective 
candidates. The overall benefit of offering variety of schemes was to support 
people into work and enable prospective candidates to gain real insight on what 
it means to work for the Trust. One of the unique features of the recruitment 
events was that candidates were allowed to visit clinical areas which helped 
candidates visualise themselves at the Trust. ‘Keep in touch’ was one of the 
incentives which enabled the teams to maintain contact and provide support and 
information to the candidates until they were in post.  
 
The Yellow badge scheme was introduced as a way of supporting newly qualified 
registered nurses within the Trust as they were provided with a clear personal 
development plan and were ‘buddied up’ with a senior nurse. There were further 
incentives for graduates preparing for the Objective Structured Clinical 
Examination (OSCE) such as discussions with peers which proved valuable as they 
prepared for their tests. 
 
The Board heard from a nursing associate colleague who outlined the benefits of 
her role. She advised that the role existed to bridge the gap between nursing 
staff and health care assistant staff. Being employed by the Trust meant the 
colleague was able to preserve the balance between working and attending 
university. In addition, it would take the colleague two years to qualify as a nurse.  
 
Mrs Howard outlined that some of the retention programmes included staff drop 
in session and the Itchy feet programme. The latter provided an opportunity for 
staff that needed a change, to go and try out working in other areas. Overall, the 
colleagues in the comments from colleagues highlighted that the Trust was a 
good place to work and with lots of friendly support to aid the development of 
colleagues. 
 
Ms Lynch thanked Mrs Howard, Mrs Enstone, Ms Glass and Mrs Rogers for the 
work they had done. She advised that following on from nursing staffing, the 
review had now been widened to include other health practitioners and Angela 
Gabbidon (Therapy Manager) was leading the review. Ms Lynch advised that the 
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Trust was one of the first organisations to conduct such reviews in the country.  
 
The Board of Directors: 
 

 Noted the Patient Story.  
 

Mrs Howard, Ms Glass, Mrs Enstone and Mrs E Rogers left the meeting. 
 

86/19 Minutes of the previous meeting 
 

 

 The minutes of the previous meeting held on 28 March 2019 were agreed as a 
true and accurate record of proceedings subject to amending minute ref 54/19 
Operational Performance to reflect that “stranded patients had reduced by 25%.” 
 
In matters arising from the minutes, Mr Patel advised that further to minute ref. 
61/19 an agreement had now been reached with every CCG. The minor 
agreement with Stockport had been finalised. 
 
The action log was reviewed and annotated accordingly.    
 
 

 

87/19 Chair’s Report 
 

 

 The Chair presented his report to the Board which detailed his recent and 
planned activities and also included the Board business cycle. He advised that the 
hospital was still under extraordinary pressure and expressed heartfelt thanks to 
all staff that had transcended their duties in ensuring that all patients requiring 
care were attended to. 
 
Mr Belton drew attention to the challenges that the Trust was facing and the 
ongoing work to address this. He added that there was recognition of the 
improvements in services provided by the Trust from the CQC, NHS Improvement 
(NHSI) and the Stockport Improvement Board which was a testament to the 
commitment, skills, and enthusiasm of the staff. Furthermore, he advised that 
the key to managing much of the competing demand for services was through 
effective partnership working across the local health and care system. 
 
Mr Belton thanked everyone who had responded to the Board questionnaire 
adding that the feedback was helpful and insightful. 
 
 

 

 The Board of Directors: 
 

 Received and noted the Chair’s Report.  
 

 

88/19 Report of the Chief Executive 
 

 

 The Chief Executive presented her report to the Board which provided an update 
on national and local, strategic and operational developments. She welcomed the 
chair’s comments regarding pressure and partnership working and noted the 
thanks on behalf of all staff.  
 
Mrs Robson reflected on the Trust performance during the Easter Bank holiday 
adding that the Trust had been under extreme pressure and had been on 
Operational Pressure Escalation Level (OPEL) 3 for a few weeks. She drew 
attention to the sustained efforts by teams to ensure that the Trust remained 
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open to patients despite the evident challenges. These included people coming in 
from as far as Leeds when required and teams cancelling clinics to enable 
physicians to attend to patients. 
 
Mrs Robson highlighted that there had been lots of preparation and assurance 
given at the Emergency Care Board in the lead up to Easter. However, it became 
apparent that not all plans had been properly put in place or robust. She 
reiterated the need to be able to have open conversations and reviewing what 
worked and what did not work as well as taking actions to ensure that reviews 
were in place and reinforced the importance of robust planning. 
 
Mrs Robson referred to the article reported in the Manchester Evening Post and 
expressed disappointment at the inaccuracies and analysis included in the report.  
She informed the Board that the Trust had not needed or been offered 
mediation. In contrast, work with colleagues and partners from the Local 
Authority, Stockport CCG, Mastercall and Viaduct was continuously developing. 
Other members of the Executive management group had been invited to attend 
part of these discussions with GP partners.  
 
In concluding her report, Mrs Robson acknowledged the outstanding work by 
colleagues which was referred to in Awards, Events and News adding that every 
item deserved applause. 
 
Mr Sugden queried if it would be useful for the Board to get feedback and 
reflections in advance of the forthcoming bank holidays in May would so the 
board can support what may still need to be done for the future. 
 
Ms Toal responded that this was included under the planned Winter Evaluation 
Workshop and included some themes which were not dissimilar. Mrs Robson 
observed that the workshop would be focussing on the recurrent and surge 
capacity of the Trust. 
 
 

 The Board of Directors: 
 

• Received and noted the Report of the Chief Executive.  
 

 

89/19 Performance Report – Month 12 
 

 

 Mr Mullen presented the Trust Performance Report for Month 12 which 
provided a summary of performance against key performance indicators.  
 
Quality and Safety 
Ms Lynch and Dr Burrows provided an overview of performance against the 
quality indicators.  
 
Ms Lynch advised that the Trust had met the whole year trajectory for Falls and 
had been invited to the CCG Quality Review to share the learning from the Trust’s 
improvement journey.  
 
It was noted that the Trust had now reached the threshold for 50% reduction in 
pressure ulcers with the outcome of 45 incidents still to be confirmed. Ms Lynch 
advised that whilst the actual percentage was dependent on the outcome of 
outstanding actions, there was a continued reduction in pressure ulcers from 17 
to 15 incidents. She advised that two wards had gone without a single pressure 
ulcers and had subsequently received gold awards under the ACE Ward 
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Accreditation Scheme. Ms Lynch highlighted that the Trust was on trajectory for 
achieving its target for a 50% reduction in avoidable pressure ulcers in the 
community setting.  
 
Ms Lynch drew attention to the Patient Safety Incident Rate advising that missing 
patient category was the fifth highest reported category for the month with 46 
incidents reported; an increase from 33 incidents reported in the previous 
month. There was an increase in collaborative work with safeguarding and 
security as this was not only related to patients with dementia but also included 
those who left ED without being seen to.  
 
Ms Lynch advised that work to address Complaints response times was ongoing 
across all business groups. She advised that three Business Groups had achieved 
complaints target with the oldest complaint dating back to February. The Annual 
Complaints report would be presented to the Board at the end of Q.2 and would 
focus on themes and resolutions.  
 
In response to a query by Mrs Robson regarding the inclusion of complaints from 
MPs which were responded to by the Chief Executive’s office and had a much 
shorter response target, Ms Lynch confirmed that these were included in the 
figures. Mr Mullen observed that the quality of the reports was improving 
indicating the investment by the Business Groups 
 
Dr Burrows advised that the number of reported medication errors had 
decreased for the fourth month in succession. Mr Belton queried if there was any 
learning from this. Dr Burrows stated that the implementation of Electronic 
Prescribing and Medicines Administration (ePMA) had made a positive impact in 
reducing medication errors. The plans to implement ePMA were progressing.  
Significant problems were continuing in the Diabetes service due to resourcing 
issues that were impacting the ability to deliver the Diabetes reviews. 
 
The Board discussed the Patient Care Summit following a question from Dr 
Cheshire regarding periodic updates to the Board. Mrs Robson observed that she 
had found the events useful and regularly encouraged people to attend. Ms 
Lynch extended an invitation to Board members who wished to attend the 
Patient Safety Summit. 
 
 
Finance Performance 
Mr Patel advised that the Trust delivered a draft deficit of £31.5m against a 
planned deficit of £34.0m. This position would be confirmed after the completion 
of the final accounts and schedules and approval by the external auditors.  
 
Mr Patel advised that successful achievement of the planned full year deficit had 
been delivered through a mixture of grip and control reductions. In terms of the 
financial outlook for 2019-20, the Trust would continue to face significant 
challenges. He advised that the CIP required in 2019/20 would be £14.2m, and 
reminded the Board that receipt of the control total and associated £24.5m of 
external support funding in 2019/20 was dependent on the Trust achieving the 
full value of the planned cost reduction. 
 
Mr Patel advised that whilst this was an improved position, the Trust would 
continue to borrow cash in the next financial year and had now borrowed 
£24.4m in order to get the deficit under 10%.  
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Operational Performance 
Ms Toal provided a brief outline of the key operational performance issues.  The 
following key points were noted: 

 There was an improvement in the number of DTOC patients throughout 
March. However, due to the current performance, it was expected that 
DTOC numbers would increase in April.  

 The Diagnostic standard was not achieved due to capacity issues. 
Reviews focussing on how the Trust could provide a 7 day service were 
underway. 

 There was a significant improvement in the number of 12 hour breaches 
to date and no harm identified to patients that waited over 12 hours. 

  The Trust achieved 77.1% against the 85% standard for the Cancer- 62 
day standard. Ms Toal advised that a GM workshop to look at solutions 
across the system was planned in May. The key areas of focus were 
capacity to see patients for their first appointment within 7 days, and 
improving diagnostic capacity, including reporting, across the system 

 In March the number of super stranded patients reduced significantly 
with correlating improvement in the performance of the ED 4 hr 
standard.  

 
Ms Toal advised that the external review of clinical correspondence was now 
underway. She informed the Board that the recommendations stemming from 
the report were that there was a need to change as the current state was not 
sustainable. Ms Toal provided reassurance to the Board that outsourcing had 
been approved for a proportion of letters that needed typing for the specialties 
which had the longest delays. 
 
 
Workforce Performance 
Ms Brearley provided an update on the Trust Workforce Performance advising 
that there had been an increase in bank and agency utilisation during month 12 
resulting in the Trust exceeding its annual ceiling. She outlined that whilst this 
had not been anticipated, the increased in bank and agency spend could be due 
to annual leave or more invoices being presented as this coincided with the end 
of the financial year. Ms Brearley stated that work to review the reasons behind 
the unanticipated increase was progressing.  
 
Ms Brearley reminded the Board that further to an update at the last meeting, 
mandatory training compliance had decreased due to the changes in the 
frequency of the training modules. She added that sickness levels were 
continuing on a downward trend in line with forecasts and appraisals were 
improving as plans were coming to fruition. The Board considered the Workforce 
update noting that whilst the Trust had exceeded the annual agency ceiling, the 
total spend was lower than the previous year.  
 
Mr Sugden highlighted the importance of wider forecasting which had been 
discussed at Finance and Performance Committee. Ms Brearley noted the 
comments and reassured the Board that this would be picked up with the 
Business Groups at each Performance review meeting. She advised that the 
Executive Team had also analysed agency usage and had been assured that was a 
picture of tight control. 
 

 Annual review of metrics 
 
Mr Mullen presented the Annual Review of metrics report to the Board which 
outlined the proposed changes to the Trusts’ Integrated Performance Report for 
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the new financial year 2019/20. He added that the main proposal was for the 
indicators to be grouped by named Executive, instead of by Domain. It was 
expected that this change would enable easier navigation between sections as 
members of the Executive delivered their section of the report. Mr Mullen 
provided a brief description of the summary of indicators that were to be 
removed, amended or added.  
 
The Board discussed the proposed changing to the metrics. Mr Patel’s 
commented that in updating the metrics, the Trust had also taken on board 
feedback from NHSI which was predominantly on finance. In relation to Quality 
metrics, Ms Lynch agreed that some of the indicators need to be removed adding 
that there was a need to included two further indicators around End of Life care 
and palliated patients.  
 
Mrs Robson commented that the HSJ innovation award winner had been 
announced as North Bristol Trust and a lot of their improvement journey 
resonated with the Trust. She outlined that one of the key messages on Quality 
and safety was on ensuring that the Trust was clinically led. She outlined that 
twinning with the North Bristol Trust’s executive and board could be a useful 
opportunity for learning. 
 
Mr Mullen advised that further discussions would be taking place in the following 
week and these would form part of the IPR from the North. Mr Belton advised 
that there was a need for more discussion by the executives on the metrics. 
 
 

 The Board of Directors: 
 

 Received and noted the Trust Performance Reports for Month 12. 
 Noted the proposed changes to the Integrated Performance Report for 

2019/20.  
 
 

 

90/19 Key Issues Reports 
 

 

 The Chair invited Committee Chairs to raise any key issues that had not been 
covered during consideration of the Performance Report.     
 
Quality Committee 
Dr Cheshire informed the Board that due to timing of the meeting, the Quality 
Committee meeting was not quorate. However, with the exception of minutes, 
all items were presented for noting negating the need for ratification at the next 
meeting. He referred the Board to the following items which had been discussed 
at the meeting. 
 
a) Alert: 

 The Safe High Quality Care Improvement Plan updates which outlined 
the progress to date. 

 Challenges with psychiatric support for patients with eating disorders 
 

 
b) Assurance: 

 The Committee was assured as five of the seven themes from the Quality 
Improvement Plan had been achieved. 

 The Committee received positive assurance on the following  items: 
o Quality governance arrangements in place in the Medicine and 
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Clinical Support Services Business Group. 
o no Subject Access Requests were overdue as the backlog had been 

cleared 
o a report from Stockport CCG following its visit to the Devonshire unit 
o Learning from Deaths 
o Pharmacy and Medicine Optimisation Plan Annual Report 
o Effectiveness of the Quality Governance Group’s fulfilment of its 

delegated duties during the financial year. 
 
c) Advise:  

 The upcoming risks in relation to the Quality Improvement Plan 

 The Trust would be getting final verification which sought to confirm the 
Trust’s compliance with the Nasogastric tube misplacement alert. 

 
 
Finance and Performance Committee 
 
Mr Sugden informed the Board that the Finance and Performance Committee 
had spent time reviewing the planning for 2019/20. Whilst the Committee 
welcomed the update in relation to progress on the Service Efficiency 
Programme, the Committee took low assurance pending receipt of phased 
trajectories at the May meeting.  
 
Mr Sugden advised that the Committee gave positive feedback following a 
presentation by the Business Intelligence which showcased how data could be 
used to drive programmes and demonstrated joint working with system partners. 
This provided assurance that the Trust would be in a good positon to report on 
performance metrics and key drivers for 2019/20. 
 
 
 
Audit Committee 
 
Mr Hopewell advised that the Internal Audit Contract Award had been discussed 
in the private session of the meeting adding that Mersey Internal Audit Agency 
(MIAA) had been reappointed as internal auditors. He advised that the 
Committee received the three finalised reports from the Internal Audit Progress 
Reports which detailed the following outcomes: 

 Safe Staffing Review – (Moderate Assurance) 

 Financial Systems Review (including Financial Integrity) (Substantial 
Assurance) 

 Data Security & Protection Toolkit (Substantial Assurance 
 
In addition, the Committee had considered a report regarding the Trust’s Going 
Concern Declaration, which provided the basis for completion of the Annual 
Accounts. 
 
 

 The Board of Directors: 
 
 Received and noted the Key Issues Reports from its sub-committees.   
 

 

91/19 Corporate Objectives  
 

 

 Mr Mullen presented the Corporate Objectives Report which provided an update 
on the progress of the corporate objectives 2018/19 as at the end of Q.4.  
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 The Board: 
 

 Received and noted the Corporate Objectives Update.  
 
 

 

92/19 Strategic Staffing Review 
 

 

 Ms Lynch presented the Strategic Staffing Report which provided a 
comprehensive update in relation to nurse and midwifery staffing across the 
organisation. She highlighted that the report sought to provide assurance that 
despite intense focus in ensuring that there were adequate staffing levels, nurse 
recruitment and retention remained a challenge and continued to be highlighted 
as a significant organisation risk.  
 
Ms Lynch highlighted that the staff story provided further evidence of the 
different work streams currently in train which were beginning to have a positive 
effect on reducing nursing vacancy rates. She reassured the Board that staffing 
fill rates remained the subject of continued scrutiny across the organisation as a 
mechanism for ensuring safe patient care. 
 
Ms Lynch advised that overall, the staffing reviews continued to be an area of 
focus for the Trust with teams including medical staff engagement, consultants, 
HR, Finance and Staff side regularly attending reviews. 
 
Mrs Barber-Brown commended the collaborative efforts of the teams and the 
different workstreams undertaken to reduce vacancies and improve recruitment 
and retention. She reflected that the report was consistent with what she was 
hearing and seeing when speaking to colleagues across the Trust. 
 
Ms Brearley observed that the report underlined the importance of using the 
People Strategy to triangulate the Health and Wellbeing elements outlined in the 
recommendations. In response, Ms Lynch made reference to nursing staff 
working at band 7 levels being encouraged to take breaks. She highlighted that 
the review had indicated that some managers were foregoing their breaks to 
enable members of their teams to rest. Citing the break board for staff in the 
Emergency Department as a model of good practice, Ms Lynch commented that 
there was a need to learn from such areas and shifting cultures across the 
organisation. 
 
Mr Sugden commented that this was an excellent piece of work which was easy 
to understand and asked if the Trust was tracking this regularly to ensure change 
is happening. Ms Lynch responded that trajectories were tracked using the Acuity 
Tool and any gaps were continually reviewed. 
 
  

 

 The Board of Directors: 
 

 Noted the assurance of safe staffing across the Trust  
 Noted that despite the intense focus on staffing levels, nurse 

recruitment and retention remains a challenge and continues to be 
highlighted as a significant organisational risk on the Trusts Board 
Assurance Framework (BAF) and Risk Register. 

 Supported the actions to be undertaken following the staffing reviews in 
Q4 2018/19. 
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 Supported the recommendation that registered nursing and midwifery 
levels need to be subject to continued scrutiny. 
 
 

93/19 Finance and Performance Annual Report 
 

 

 Mr Sugden presented the Finance and Performance Committee Annual 
Effectiveness Report for the period from April 2018 to March 2019. The report 
outlined the Committee’s performance with regards to providing effective 
assurance on matters relating to financial performance and operational delivery. 
 
Mr Sugden advised that the Committee had welcomed the inclusion of monthly 
phased trajectories which had not been the case in previous years. He added that 
in preparing for 2019/20 the Committee was looking to see that there was a 
sound basis against which to monitor performance adding which would help 
drive assurance and the levels of performance. 
 
 

 

 The Board of Directors: 
  

 Received and noted the progress and assurance against the duties and 
responsibilities achieved by the Finance and Performance Committee 
from April 2018 to March 2019.  
 
 

 

94/19 Use of the Common Seal 2018/19 
 

 

 Mrs Parnell presented the report which detailed the use of the Common Seal 
during 2018-19. It was noted that the Common Seal had been applied on one 
occasion and there were no legal implications identified. 
 
 

 

 The Board of Directors: 
  

 Received and noted Use of the Common Seal update. 
 
  

 

95/19 Board Assurance Framework  
 

 

 Ms Lynch presented the Quarter 4 summary of risks associated with the delivery 
of the strategic objectives outlined in the Board Assurance Framework. She 
briefed the Board on content advising that the risk rating on four principle risks 
had decreased since Q.3 and three remained unchanged. A refresh of the BAF 
would be conducted during 2019/20, to reflect the recommendations from the 
governance review. 
 
 

 

 The Board of Directors: 
 

 Received and noted the Board Assurance Framework. 
 
 

 

96/19 Date, time and venue of next meeting 
 

 

 In feedback from members of the public in attendance, a suggestion was put 
forward for consideration by the Board regarding using patient screens to display 
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content that includes changes taking place at the Trust such as demolition of A12 
and A15. Mrs Cubitt, who was in attendance at the meeting, noted the 
comments. 
 
There being no further business, the Chair thanked all for attending and brought 
the meeting to a close at 12.35. 
 
He advised that the next public meeting of the Board of Directors would be held 
on Thursday, 25 May 2019, commencing at 9.30am in Lecture Theatre A, 
Pinewood House.   
 

  
Signed:______________________________Date:____________________ 
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 BOARD OF DIRECTORS: ACTION TRACKING LOG  
 

Ref. Meeting 
Minute 

Ref 
Subject Action Responsible 

37/18 29 Nov 18 280/18 

 

Medium Term 
Financial Strategy 

The Board approved the Medium Term Financial Strategy and agreed that 
the Strategy would be reviewed in March 2019.  
 
Update 28 Mar 2019: The action would be put on hold until the incoming 
Director of Finance is in a positon to review. An update to be provided at 
the June meeting. 
 

Mr F Patel  
(Director of Finance) 

01/19 31 Jan 19 09/19 

 

Trust Performance 
Report – Month 9 

In response to a comment from the Chair, it was agreed that Urgent & 
Emergency Care system resilience should be incorporated in the Winter 
Plan review in April 2019. 
 
Update 28 Mar 2019: This would be reviewed at the April Board meeting. 
Update 25 Apr 2019: Deferred to a future meeting and would be updated 
once the system reviews take place   
 

S Toal (Chief 
Operating Officer) 

 
 

03/19 31 Jan 19 18/19 

 

Charitable Funds 
Annual Accounts 

and Report 2017/18 

Mr D Hopewell commented that further work was required to review the 
Trust’s fundraising activity and ensure optimum use of charitable funds.  In 
response to a question from the Chair, Mr D Hopewell noted that the 
review of charitable funds arrangements was currently underway and 
advised that outcomes would be considered by the Charitable Funds 
Committee prior to presentation to the Board of Directors on 28 May 
2019. 
 
Update 28 Mar 2019: Action carried forward.  
 

F Patel  
(Director of Finance) 

04/19 28 Feb 19 30/19 

 

Quality Committee 
Key Issues Report 

In response to comments from a number of Board members, who 
endorsed and commended the safety collaborative method, it was agreed 
to invite the Matron of Tissue Viability to deliver the Pressure Ulcer 
presentation at a future Board meeting.   
 
Update 28 Mar 2019: Action carried forward.  
Update 25 April 2019: The action was ongoing with the expectation that 

A Lynch 
(Chief Nurse) 
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this would be presented as a patient story in September. 

05/19 28 Mar 19 54/19 
Performance Report 

– Month 11 
 

The Chief Nurse to provide report in July highlighting the implications and 
a gap analysis following publication of the National Patient Safety Strategy. 
 

Ms Lynch 
(Chief Nurse) 

06/19 28 Mar 19 54/19 
Performance Report 

– Month 11 
 

The Chief Operating Officer to facilitate a Winter Evaluation Workshop. 
 
Update 25 April 2019: Ms Toal to confirm date for Workshop for Board. 

Ms Toal 

07/19 28 Mar 19 59/19 
Estates Strategy 
Progress Report 

 

Estates Strategy to be included on the Board forward planner next month. 
 
Update 25 April 2019: Action Completed. 

Mr Mullen 

08/19      
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Report to:  Board of Directors Date:  28 May 2019 

Subject:  Chair’s Report 

Report of:  Chair Prepared by: Mrs C Parnell 

 

 

REPORT FOR INFORMATION 
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
 
This report advises the Board of Directors of the Chair’s activities 
over the last month in relation to: 
 

 Developing a positive culture 

 Board changes 

 Service visits 

 External news 

 

Board Assurance 
Framework ref: 

N/A 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments: 
 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Exec Management Group 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  Charitable Funds Committee 
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1. PURPOSE OF THE REPORT 

 

The purpose of this report is to advise the Board of Directors of the Chair’s recent activities in 

relation to: 

 

 Developing a positive culture 

 Board changes 

 Service visits 

 External news 

 

2. DEVELOPING A POSITIVE CULTURE 

 

Creating a positive culture, in which patient safety and quality is fostered and colleagues can develop 

their skills, is a key role of the Board of Directors of any NHS trust. And it is something that we have 

been focusing on this month as part of our Board development programme. 

 

Helping to shape a culture that supports the delivery of our ambitions for patients, their families, our 

colleagues, and services is something the Board feels very passionately about because it has tangible 

benefits. 

 

Developing a culture of openness and transparency around patient safety and quality was crucial to 

the changes and positive improvements we saw across the Trust as we delivered the first year of our 

Quality Improvement Programme. Encouraging staff to speak out and take positive when they see 

something that isn’t right for patient care is at the heart of many of the improvements we have seen 

over the last year, and I’m sure it will continue to play a huge part in delivering year two of the 

programme in 2019-20. 

 

As Board members it is important that we understand the role we play as leaders in the organisation 

in fostering such a positive culture, and to fuel our reflections and future actions we recently invited 

a number of internal and external colleagues to give their views on us as part of a 360 degree 

feedback exercise. 

 

We are extremely grateful for the time our colleagues have given to this exercise, and for the 

considered and insightful comments that they have shared. We have taken on board all their views 

and their comment will help to shape our development as a Board in the coming months, and help 

develop a culture for the Trust that we can all be proud of.  

 

It will complement some of the work we are doing right across the organisation including our Culture 

Programme, which will be launched in the near future and will guide and shape our culture and 

engagement agenda over the coming months. This will be underpinned by our emerging 

development map, which we will use to plan development programmes for all of our leadership 

groups to help effectively lead our workforce, supporting and enabling them to be the best that they 

can be 

 

As well as listening to what colleagues have to say about us, we are committed to providing 

opportunities for colleagues across the Trust to speak up and speak out when they see something 

that is contrary to our values, or has the potential to compromise patient safety and quality. 
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At the public board today we will receive a regular report from the Trust’s Freedom to Speak Up 

Guardian, who plays such an important role in giving staff an independent way of speaking up, but 

contacting the Guardian is just one of the many ways that issues can be raised in the organisation. In 

the coming months we will continue to look for new and different ways of seeking the views of our 

colleagues, patients, families, and local communities to help shape how the Trust develops and 

delivers services in the future. 

 

As well as speaking up and speaking out, it is important to the development of safe, high quality 

services and a positive culture that colleagues also get the chance to learn from and share best 

practice. That’s why it is so good to see our services highlighted in regional and national awards, as 

well as being shared across social media and traditional media, such as radio and newspapers. All 

these are opportunities to share the positive differences being made to the development of local 

services for the benefit of the communities we serve. In the coming months I hope that we will see 

even more of our positive practice and good news shared locally, regionally and nationally. 

 

3. BOARD CHANGES 

 

Today marks the final Board of Directors meeting for both, Mr Feroz Patel, Director of Finance, and 

Ms Hilary Brearley, Interim Director of Workforce and Organisational Development. 

 

I would like to take this opportunity to thank them for all they have contributed to the Trust during 

their time with us, and on behalf of the Board wish them well for the future as they take up new 

challenges away from Stockport. 

 

We are currently in the process of recruiting to a vacant Non-Executive Director post and I am 

delighted with the level of interest in the role from a number of high calibre candidates. I look 

forward to working with the Council of Governors to shortlist suitable candidates for the role with a 

view to interviewing in June 2019. 

 

4. SERVICE VISITS 

 

One of the real pleasures of my role as Chairman is having the opportunity to visit a wide variety of 

hospital and community services, meeting colleagues with a diverse range of skills and backgrounds. 

In the last month I have visited A&E and the ambulatory care unit where I took the opportunity to 

thank colleagues for the way they have dealt with unprecedented numbers of patients in recent 

weeks. 

 

I had a fascinating visit to our endoscopy service, which plays such an important role in the diagnosis 

and treatment of patients with a wide range of conditions, and I also had the pleasure of meeting 

some of our chaplains, who are a crucial part of the holistic care we provide to patients, their 

families and colleagues, often at some of the most difficult times in their lives.  

 

I visited ward 11, which cares for some of our older patients. Despite the challenges of the 

environment, I was impressed by the team, who clearly take pride in their work. They demonstrated 

a real commit to addressing the risk of falls and there was visible support for the “Dressed is Best” 

campaign. 
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As well as meeting colleagues within the Trust, I also spend part of my time meeting external 

colleagues and this month I visited Mastercall’s main operation at Hazel Grove. I met their Chair and 

executive team, and saw how the social enterprise operates. Mastercall is a key provider of out-of-

hours services for Stockport and Trafford, and an important partner for the local health and care 

system. 

 

5. EXTERNAL NEWS 

 

 New health minister – Seema Kennedy, MP for South Ribble, has been appointed to the role 

of Health Minister for Public Health and Primary Care. She is the ministerial lead for Public 

Health England, the Foods Standards Agency, and NHS Resolution. 

 

 Availability of care beds - A recent report from Public Health England has identified that 

there are just 10.1 care beds for every 100 people over the age of 75 in England, the lowest 

rate for the last six years. 

 

 Winter A&E performance – national figures show that over the winter A&Es in England saw 

380,000 more patients within four hours compared to the previous year, but one in seven 

patients nationally were not seen within four hours in March 2019. Overall, A&E attendance 

was six per cent higher and emergency admissions increased by 96,000 to 62 million 

compared to the previous year. 

 

6. RECOMMENDATIONS 

 

      The Board of Directors is recommended to receive this report. 
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Subject: Chief Executive’s Report 
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1. PURPOSE OF THE REPORT 

The purpose of this report is to advise the Board of Directors of national and local strategic and 

operational developments. 

 

2. GENERAL SUMMARY 

Since the last Board of Directors meeting we have had to take the very difficult decision, with our 

partners in the local Clinical Commissioning Groups, to temporarily suspend referrals to our breast 

services. 

 

We operate a safe, high quality services for our patients, but an increase in referrals and a number 

of workforce pressures meant we were no longer able to continue to provide timely care for 

people who needed our breast services. 

 

So we took the decision to suspend referrals while we stabilise the service and work with partners 

to develop a long term plan for how we manage patients referred to us. I would like to take this 

opportunity to thank all the staff in the breast services for the tremendous amount of work they 

have put into implementing this decision. 

 

We are also having great support from our colleagues in Manchester, East Cheshire and Tameside 

Trusts, who are working with us to ensure that safe, timely care is available for those patients who 

would have been referred to us.  

 

Our breast services are not alone in facing workforce pressures and increasing demand, but the 

current situation emphasises the importance of working with partners across Greater Manchester 

to make progress in developing sustainable models of care for patients. 

 

It also highlights the importance of national work to address workforce issues, which is why it is 

good to hear that work around the NHS People Plan is gathering momentum. Dido Harding, Chair 

of NHS Improvement, is continuing to develop the plan’s key themes of: 

 Best place to work 

 Improving culture through leadership behaviour 

 Addressing the shortage of nurses 

 Developing different professions and roles 

 Integrating people planning with operational and financial planning. 

Progress against these key themes in our own People Plan are fully aligned to the national agenda, 

and our Board’s recent development day when we received feedback from our leadership 360 

degree evaluation was an important step in creating an open and learning culture with our 

workforce and partners. 

 

We are also working with our refreshed Culture & Engagement Group to launch our Culture 

Programme at the end of the month, with an invitation for colleagues from any staff group and role 

to work with us as culture champions, supporting our plans to make Stockport ‘the best place to 

work’. 
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It is always good to hear from staff about their experiences of what it’s like to work in the Trust, 

and so I was pleased to be involved in the recent New Starter event – my second since joining the 

organisation. It gave me an opportunity to meet staff who have joined us in the last 12 months, 

listen to their reflections on what they have enjoyed, as well as identify opportunities where we 

can make further improvements. Although it was only a small group this time, our conversations 

raised some important points that we will be including in our culture and engagement plans. 

 

It is having a workforce with the right skills and focus that is crucial to addressing many of the 

challenges we face. Since Easter one of the key challenges facing the Trust has been increasing 

pressure on our emergency services, with three Bank Holidays in close succession in April and May 

we saw the highest number of patients ever visiting our A&E, as well as consistently high number 

of around 300 patients each day needing emergency care. Coping with such surges in demand has 

meant that our performance against key emergency standards has been volatile, and our teams 

have had to continually adjust and adapt to manage not only the volume of patients coming 

through our doors but also the different types of conditions patients have been presenting with. 

 

Our staff should be congratulated for the huge efforts they have put into caring for these patients 

over the last month, but we cannot sustain this level of effort alone. That is why we put renewed 

vigour into our work with system partners to gear up for the pressures that will inevitable come on 

the run up to the last May Bank Holiday and into the following week. 

 

It is inevitable when the organisation is under such sustained pressure that much of the Executive 

Directors Team time is taken up with supporting our front line staff, and working with partners to 

manage the increasing demand for our services. However, it is important that we also find time to 

look to the future, and I am pleased to report that we have continued to work on shaping a 

compelling and ambitious strategy for the Trust that will guide the future development of the 

organisation, as well as how we play our part in the Stockport, Great Manchester, East Cheshire 

and North Derbyshire health and care system. 

 

The development of community and primary care services are a crucial part of that system so I was 

delighted to be involved in a recent primary care strategic workshop with other Trust colleagues, 

primary care providers, Stockport Clinical Commissioning Group (CCG) and local authority. It was a 

great opportunity to work together on developing the future shape of primary care, including 

continuing to emphasise the importance of neighbourhood models of working and considering the 

potential impact of the development of Primary Care Networks. 

 

Colin Wesson, Medical Director, and I have also been involved in the recruitment process for the 

new Accountable Officer of the CCG, and I am very much looking forward to having Andrea Green, 

an experienced CCG Accountable Officer, working alongside us as a key partner. 

 

As I have said before, one of the best things about my role is having the opportunity to visit 

services and meet our staff. Last week I had a particularly interesting visit to our pathology 

department where, despite the less than ideal environment, I met some really dedicated staff. 

They are a shining example of a team who are working really hard to cope with ever increasing 

demands for their service, and demonstrating real flexibility in constantly changing staff rotas to 

meet those demands. 
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3. NEWS AND EVENTS 

 

 Great Manchester Run – more than 100 Trust staff, including some Board members, took 

part in the 10k run on 19 May. Wearing NHS blue t-shirts they joined forces with colleagues 

from Manchester University NHS Foundation Trust to create an NHS Blue Wave at the 

annual event, and many of the Stockport runners used their efforts to raise money for the 

Trust’s charity. Congratulations to all of our staff who took part – they really did the 

organisation proud. 

 

 Nurse clinical champion - Jan Sinclair, our senior public health nurse, has also become 

Public Health England’s national lead nurse clinical champion for physical activity. She has 

worked for the Trust for 21 years and will combine her current role with leading national 

initiatives, including Moving Medicine which encourages activities that help alleviate 

symptoms in a range of conditions such as heart disease, dementia, and diabetes. This is 

fantastic national recognition of Jan’s considerable experience and skills.  

 

 Quality and safety visit – Jon Rouse, Chief Officer of the Greater Manchester Health and 

Social Care Partnership, visited the Trust to meet staff and see for himself the quality and 

safety improvements we have made for patients as part of delivering year one of our 

Quality Improvement Plan. 

 

 Joint working – we have welcomed John Wilbraham, Chief Executive of East Cheshire NHS 

Foundation Trust, to the Trust to discuss opportunities for joint working for the benefit of 

our local communities.  

 

 Frailty network – last week we launched our Frailty Network as part of a national initiative 

to improve care and support for this particular group of patients who are often coming into 

hospital via our emergency department. 

 

 Inspection visits – a number of our services are subject to regular inspection visits from a 

range of external bodies. Our biochemistry, microbiology had blood transfusion service 

have all recently had ISO accreditation visits and feedback is expected shortly. A similar 

visit to haematology resulted in the temporary suspension of our accreditation. This largely 

related to consultant involvement in the service, which has been addressed, and on-going 

difficulties in recruiting to key posts. During the last month both our ENT and urology 

services had positive GIRFT (Getting It Right First Time) visits where continued progress 

against action plans was highlighted. We had positive feedback from a recent Critical Care 

peer review visit earlier in May and we expected the full written report within the next two 

months. The Health and Safety Executive (HSE) made one of its regular inspection visits to 

our pathology service, and we have been notified that they will be issuing the Trust with an 

enforcement letter. This will formally require the organisation to carry out some remedial 

work to the estate, which is in hand. The HSE have also visited our category three facility in 

microbiology, and we are awaiting their feedback. We are also awaiting the result of the 

Human Tissue Authority’s recent inspection of the mortuary.  

 

4. RECOMMENDATION 

The Board of Directors is recommended to receive this report. 
 

29 of 174



This page has been left blank



 
 
 

-  1 of 5 - 
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Subject: Integrated Performance Report: Summary of changes for 2019/20 

Report of: Director of Strategy & Planning Prepared by: J Pemrick 

 

 

REPORT FOR APPROVAL  
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----- 
 

 

Summary of Report 
 

The report outlines the changes to the Trusts’ Integrated 
Performance Report for the new financial year, 2019/20. 
 
 
The report describes: 

 changes to the report format and sequencing 
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added 

 those indicators that are being measured against 
agreed improvement trajectories as opposed to 
current National standards. 

 the inclusion of the Use of Resource indicators and 
how these are identified within the report. 
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1. Background 
1.1 
 
 
 
 
 

The Integrated Performance Report (IPR) underwent significant review and change at the 
start of 2018/19.  This was partly as a response to the CQC inspections, which raised 
concerns regarding quality and safety governance. 

Routine annual review of the IPR has now taken place in preparation for the new financial 
year. This paper describes the changes to the report for 2019/20. 

2. Changes to the Report  

2.1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
2.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Order of the report 
 

 The report has been ordered by Executive lead instead of CQC domain, to facilitate 
smoother presentation. 

 
The new arrangement is: 

 Chief Operating Officer 

 Medical Director 

 Chief Nurse &Director of Quality Governance 

 Director of Finance 

 Director of Workforce & Organisational Development 
 

 Associated indicators have been grouped together to facilitate easier triangulation of 
the data eg  ED 4hr standard is driven by overnight breaches, discharges by midday 
and stranded patients, so this suite of metrics will be co-located in the report. 

 
Indicators, Targets and Use of Resources 

 Indicators 
Each Executive Director has reviewed their suite of indicators and targets to ensure 
appropriate and comprehensive reporting to the Board. 
 
The summary table of indicator changes can be located in Appendix 1. 
 
As the new Directors of Finance and Workforce come into post, an opportunity will 
be given to further review the indicators in these sections. Should any key changes 
be required, the intention will be to amend for the start of Q2. 

 

 Targets 
As part of the Operational Plan submission for 2019/20, NHSI have approved 
improvement trajectories for some of the key indicators, accepting that our 
performance will not reach the current National standards. This applies to: 
 

 Cancer 62 day 

 A&E 4 hour standard 

 Referral to Treatment – Waiting List Size 

 Referral to Treatment – Incomplete Standard 
 
Additionally, internal improvement trajectories have been set for: 

 stranded patient count 

 super stranded patient count 
 
Where an improvement trajectory is in place, monthly performance will be rated 
against the improvement target for the month, not against the National Standard 
value. Eg The national standard for A&E 4hour standard is 95%, the improvement 
trajectory for month 1 is 78%, so performance will be rated against the 78% target 
for April. 

33 of 174



- 4 - 

 
 
 
 
 
 
 
 
 
2.3 
 
 
 
 
 
 
 
 
 

 

 Use of Resources (UoR) 
Given our current NSHI assessment score for Use of Resources, a number of 
indicators that measure progress in this area have been included in the IPR. For ease 
of recognition, these have been denoted (UoR) after the indicator name. 
 
Alongside the monthly view of UoR indicators in the IPR, it is the intention that a 
more formal quarterly update will be presented to the Board. 

 
Review of Indicator Domains and Executive Portfolios 
Executive leads have reviewed the CQC domains to which each indicator resides. 
 
Similarly, the Executive lead for each indicator has been reviewed and reassigned 
accordingly. 
 
It is acknowledged that some indicators may not fall exclusively within the portfolio of one 
Executive Director, particularly within the areas of performance and quality. The lead 
Director may therefore be open to change in year. 

3.0 

 

 

Recommendation 

The Board are asked to: 

 note the changes to the IPR for 2019/20 

 note the potential of further changes once our new Directors are in post. 

 note the intention to report Use of Resources on a quarterly basis 
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This subject has previously been 

reported to:

Trust Board Date: 28 May 2019Report To:

Subject: Integrated Performance Report

REPORT FOR ASSURANCE

The Board is asked to note the key changes to the revised IPR report for 

2019/20:

- Indicators have been ordered by Executive owner 

- For indicators that have an agreed improvement trajectory, 

performance will be rated against the relevant improvement trajectory 

figure for the month, not against the National standard (where one 

exists). 

- Indicators that have an improvement trajectory are identified as such 

in the descriptor box

- Indicators that constitute part of the Use of Resources assessment 

have been denoted (UoR). This has also been applied to those 

considered to be Model Hospital leading indictors for clinical efficiency.

The Trust Board is asked to note the performance against the reported 

metrics, particularly noting the key areas of change from the previous 

month.

Director of Strategy & Planning

Corporate 

Objective Ref:

Board 

Assurance 

Framework 

Ref:

CQC 

Registration 

Standards Ref:

Equality 

Impact 

Assessment:

Report of:

Attachments:

Prepared 

by:

BI, Performance Team & Executive 

Directors

Summary of Report

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Board of Directors 

 Council of Governor 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 PP Committee 

 SD Committee 

 Charitable Funds Committee 

 Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

 Other 

SO2, 2a, 2b, 
3a, 3b, 5a, 5c, 

6a 

SO2, SO3, 
SO5, SO6 

  10, 12, 17 & 
18 

37 of 174



The Board report layout consists of three sections:

Domain Summary: Provides a high level summary of performance against the Trusts’ Key Performance 

Indicators.  The indicators are grouped by the Care Quality themes of Safe, Caring, Responsive, 

Effective and Efficient.  The summary page reflects the Trusts’ performance against the Single Oversight 

Framework indicators as monitored by NHS Improvement.

Executive Summary: Provides a summary of indicator level performance, arranged by Care Quality 

theme. For each indicator, performance against target is shown at both Trust and Business Group level, 

where applicable.  Page numbers on this level of the report will advise on which page of the report the 

detailed information for each indicator can be located.

Indicator Detail: Provides detailed information for each indicator.  This includes clear descriptions of the indicator, a chart representing the performance trend, and 

narrative describing the actions that are being undertaken to either maintain or improve performance.

Introduction 
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The following chart types are in use throughout the report:

Trends are represented as a line where possible, with each monthly marker 

coloured to indicate achievement or non-achievement against target.
For indicators measured against a target variance, the green dotted lines indicate 

the target "safe-zone".

Where applicable, quarterly performance is indicated as coloured columns 

behind the main trend line.

Where a trend line is not as appropriate, column charts are used to display 

information on indicator counts and totals.

Chart Summary 
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Domain Summary

# 0 # 0 0

# 0 1 1 1
# 0 # 0 0

# 1 # 0 1

# 1 # 0
1 # 1

#

#

#

#
  

  

Workforce Turnover 
(UoR) 

Sickness Absence 
Rate (UoR) 

I&E Position 

  

RTT: Incomplete 
Pathways 

Diagnostics: 6 
Week Standard 

Dementia: Finding 
Question 

Cancer: 62 Day 
Standard 

Patient Safety 
Alerts 

Friends & Family: 
Maternity 

Friends & Family: 
Inpatient 

Friends & Family: 
A&E 

DSSA (mixed sex) 

Patient Safety 
Incident Rate 

Never Events 

SHMI Mortality 
Ratio 

HSMR Mortality 
Ratio 

Emergency C-
Section Rate 

VTE Risk 
Assessment 

MSSA Infection 
Rate 

MRSA Infection 
Rate 

E.Coli Infection 
Rate 

C.Diff Infection Rate 

Metrics changing from green to red 
in month:  
- Dementia: Finding Question 
 
 
Metrics changing from red to green 
in month: 
- Patient Safety Alerts 
- Outpatient Activity v Plan 
- RTT Waiting List Size 
 
 
Areas of notable improvement: 
- Medication Error Rate 
- Clinic Utilisation 
- Bank & Agency Costs 
- Agency Spend Above Cap 
- Cancer 62 day 
- Inpatient Falls 
 
 
Areas of notable exception: 
- Clinical correspondence turnround 
- A&E: 4hr Trolley Wait 
- Super Stranded Patient Count 
- Diagnostics: 6 Week Standard 
 
 

Key Changes to the indicators in 
this period are: 

Agency Spend:Cap A&E: 4hr Standard Complaints Rate 
Bank & Agency 

Costs 
C.Diff Infection 
Count (lapses) 

1 5 8 3 11 6 13 3 2 5 16 4 17 3 6 

Performance 

Indicators 
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Print Pages

2

I M S W

Chief Operating Officer
 

Diagnostics: 6 Week Standard Responsive Apr-19 <= 1% 1.7% 1.7% ∆ 12

Cancer: 62 Day Standard Responsive Apr-19 >= 70% 83.5% 83.5% ∆ 12

Referral to Treatment: Incomplete Pathways Responsive Apr-19 >= 83.7% 83.3% 83.3% ∆ 13

Referral to Treatment: Incomplete Waiting List Size Responsive Apr-19 <= 24501 24088 ∆ 13

Clinical Correspondence Safe Apr-19 >= 95% 45.5% 45.5% ∆ 14

Outpatient Hospital Cancellation Rate (UoR) Responsive Apr-19 <= 9% 11.5% 11.5% ∆ 14

Outpatient DNA rate (UoR) Effective Apr-19 <= 7.4% 6.6% 6.6% ∆ 15

Outpatient Clinic Utilisation (UoR) Effective Apr-19 >= 90% 83.2% 83.2% ∆ 15

Outpatient New to Follow-up Ratio (UoR) Effective Apr-19 <= 1.77 2.15 2.15 ∆ 16

Theatres: Delivered Sessions vs. Plan Effective Apr-19 >= 100% 101.0% 101.0% ∆ 16

Theatres: Overall Touch-time Utilisation (UoR) Effective Apr-19 >= 85% 78.6% 78.6% ∆ 17

Theatres: In-Session Touch-time Utilisation (UoR) Effective Apr-19 >= 85% 72.1% ∆ 17

Elective Day Case Activity vs. Plan Responsive Apr-19 >= 0% -1.0% -1.0% ∆ 18

Executive Summary

Target
BG PAT

YTDActualIndicator Direction
PAT 

Rating
Domain

Report 

Month
Page 

Forecast 

Risk
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I M S W

Chief Operating Officer

Elective Day Case Income vs. Plan Responsive Apr-19 >= 0% 1.8% 1.8% ∆ 18

Elective Inpatient Activity vs. Plan Responsive Apr-19 >= 0% -4.6% -4.6% ∆ 19

Elective Inpatient Income vs. Plan Responsive Apr-19 >= 0% -4.2% -4.2% ∆ 19

Outpatient Activity vs. Plan Responsive Apr-19 >= 0% 0.7% 0.7% ∆ 20

Outpatient Income vs. Plan Responsive Apr-19 >= 0% -3.5% -3.5% ∆ 20

Length of Stay: Non-Elective (UoR) Effective Apr-19 <= 9 10.63 10.63 ∆ 21

Length of Stay: Elective (UoR) Effective Apr-19 <= 2.6 2.84 2.84 ∆ 21

Stranded Patient Count (UoR) Effective Apr-19 <= 304 324 ∆ 22

Super-Stranded Patient Count (UoR) Effective Apr-19 <= 144 162 ∆ 22

Delayed Transfers of Care (DTOC) (UoR) Effective Apr-19 <= 3.3% 4.3% 4.3% ∆ 23

Medical Optimised Awaiting Transfer (MOAT) Effective Apr-19 <= 40 100 100 ∆ 23

Discharges by Midday Effective Apr-19 >= 33% 17.6% 17.6% ∆ 24

A&E: Overnight Breaches Effective Apr-19 1124 ∆ 24

Target Actual
BG PAT

YTD

Executive Summary

Indicator Domain Page 
Forecast 

Risk

PAT 

Rating
Direction

Report 

Month
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Print Pages

2

I M S W

Medical Director

A&E: 4hr Standard Responsive Apr-19 >= 78% 73.9% 73.9% ∆ 25

A&E: 12hr Trolley Wait Responsive Apr-19 <= 0 40 40 ∆ 25

Emergency Readmission Rate (UoR) Effective Feb-19 <= 7.9% 8.6% 8.8% ∆ 26

Diabetes Reviews Caring Mar-19 >= 90% 77.8% 79.5% ∆ 26

VTE Risk Assessment Safe Mar-19 >= 95% 96.7% 97.0% ∆ 27

Sepsis: Timely Identification Safe Apr-19 91.9% 91.9% ∆ 27

Sepsis: Timely Treatment Safe Apr-19 >= 90% 44.0% 44.0% ∆ 28

Medication Errors: Rate Safe Apr-19 3.62 ∆ 28

Discharge Summaries Safe Apr-19 >= 95% 92.0% 92.0% ∆ 29

Mortality: Deaths in ED or as Inpatient Effective Apr-19 105 105 ∆ 29

Mortality: Case Note Review Rate Effective Apr-19 33.3% 33.3% ∆ 30

Mortality: Specialist Palliative Care Length of Stay Caring Apr-19 25.58 25.58 ∆ 30

Mortality: HSMR Effective Feb-19 <= 1 1.07 ∆ 31

Executive Summary

Indicator Domain Target Actual
PAT 

Rating
Page 

Forecast 

Risk

Report 

Month

BG PAT
YTDDirection
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I M S W

Medical Director

Mortality: SHMI Effective Dec-18 <= 1 0.96 ∆ 31

Never Event: Incidence Effective Apr-19 <= 0 0 0 ∆ 32

Duty of Candour Breaches Effective Apr-19 1 1 ∆ 32

Serious Incidents: STEIS Reportable Responsive Apr-19 18 18 ∆ 33

∆

∆

∆

∆

∆

∆

∆

∆

∆

Report 

Month
Indicator Domain Target

PAT 

Rating
Actual

Executive Summary

Direction
BG PAT

YTD Page 
Forecast 

Risk
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Print Pages

4

I M S W

Chief Nurse & Director of Quality Governance

C.Diff Infection Rate Safe Mar-19 14.40 10.23 ∆ 33

C.Diff Infection Count Safe Mar-19 3 31 ∆ 34

MRSA Infection Rate Safe Mar-19 0.00 0.49 ∆ 34

MSSA Infection Rate Safe Mar-19 5.58 6.58 ∆ 35

E.Coli Infection Rate Safe Mar-19 17.19 17.12 ∆ 35

E.Coli Infection Count Safe Mar-19 3 37 ∆ 36

Falls: Total Incidence of Inpatient Falls Safe Apr-19 <= 91 * 82 82 ∆ 36

Falls: Causing Moderate Harm and Above Safe Apr-19 <= 2 * 2 2 ∆ 37

Pressure Ulcers: Hospital, Category 2 Safe Mar-19 9 91 ∆ 37

Pressure Ulcers: Hospital, Category 3 Safe Mar-19 0 19 ∆ 38

Pressure Ulcers: Hospital, Category 4 Safe Mar-19 0 5 ∆ 38

Pressure Ulcers: Community, Category 2 Safe Mar-19 13 163 ∆ 39

Pressure Ulcers: Community, Category 3 Safe Mar-19 3 38 ∆ 39

Report 

Month

Executive Summary

Indicator Domain Target Actual
PAT 

Rating
Direction

BG PAT
YTD Page 

Forecast 

Risk
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I M S W

Chief Nurse & Director of Quality Governance

Pressure Ulcers: Community, Category 4 Safe Mar-19 1 11 ∆ 40

Pressure Ulcers: Device Related, Category 2 Safe Mar-19 2 44 ∆ 40

Pressure Ulcers: Device Related, Category 3 Safe Mar-19 0 11 ∆ 41

Pressure Ulcers: Device Related, Category 4 Safe Mar-19 0 1 ∆ 41

Safety Thermometer: Hospital Safe Apr-19 >= 95% 97.3% 97.3% ∆ 42

Safety Thermometer: Community Safe Apr-19 >= 95% 98.7% 98.7% ∆ 42

Patient Safety Incident Rate Effective Apr-19 54.29 ∆ 43

Patient Safety Alerts: Completion Caring Apr-19 >= 100% 100.0% 100.0% ∆ 43

Emergency C-Section Rate Effective Apr-19 <= 15.4% 17.0% 17.0% ∆ 44

Term Babies Admitted to the Neonatal Unit Effective Apr-19 <= 5 6 ∆ 44

Dementia: Finding Question Responsive Mar-19 >= 90% 89.8% 93.2% ∆ 45

Dementia: Assessment Responsive Mar-19 >= 90% 100.0% 100.0% ∆ 45

Dementia: Referral Responsive Mar-19 >= 90% 100.0% 100.0% ∆ 46

Actual
PAT 

Rating

Executive Summary

Indicator Domain Target
Report 

Month
Direction

BG PAT
Page 

Forecast 

Risk
YTD
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I M S W

Chief Nurse & Director of Quality Governance

Friends & Family Test: Response Rate Caring Mar-19 25.3% 25.4% ∆ 46

Friends & Family Test: Inpatient Caring Mar-19 95.5% 94.9% ∆ 47

Friends & Family Test: A&E Caring Mar-19 88.6% 88.0% ∆ 47

Friends & Family Test: Maternity Caring Mar-19 96.6% 95.3% ∆ 48

DSSA (mixed sex) Caring Apr-19 <= 0 0 0 ∆ 48

Learning Disability: Adjusted Care Plans Caring Mar-19 >= 100% 78.9% ∆ 49

Compliments Caring Apr-19 145 145 ∆ 49

Complaints Rate Caring Apr-19 1.0% 1.0% ∆ 50

Complaints: Response Rate 45 Caring Apr-19 >= 95% 69.0% 69.0% ∆ 50

Complaints: Parliamentary &  Health  Service  

Ombudsman Cases
Caring Apr-19 0 0 ∆ 51

Complaints Closed: Overall Caring Apr-19 42 42 ∆ 51

Complaints Closed: Upheld Caring Apr-19 8 8 ∆ 52

Complaints Closed: Partially Upheld Caring Apr-19 14 14 ∆ 52

Indicator Domain Target Actual
PAT 

Rating

Report 

Month

Executive Summary

Page 
Forecast 

Risk

BG PAT
YTDDirection
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I M S W

Chief Nurse & Director of Quality Governance

Complaints Closed: Not Upheld Caring Apr-19 20 20 ∆ 53

Litigation: Claims Opened Responsive Apr-19 8 8 ∆ 53

Litigation: Claims Closed Responsive Apr-19 3 3 ∆ 54

Referral to Treatment: 52 Week Breaches Responsive Apr-19 <= 0 4 4 ∆ 54

∆

∆

∆

∆

∆

∆

∆

∆

∆

Target Actual

Executive Summary

Indicator Domain
BG PAT

YTD
PAT 

Rating
Direction Page 

Forecast 

Risk

Report 

Month
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Print Pages

1

I M S W

Director of Finance

Financial Controls: I&E Position
Well-Led / 

Efficient
Apr-19 >= 0% 1.8% ∆ 55

Cash
Well-Led / 

Efficient
Apr-19 <= 0% 0.0% ∆ 55

Financial Use of Resources
Well-Led / 

Efficient
Apr-19 <= 3 3 ∆ 56

CIP Cumulative Achievement
Well-Led / 

Efficient
Apr-19 >= 0% 63.3% ∆ 56

Capital Expenditure
Well-Led / 

Efficient
Apr-19 +/- 10% -70.9% ∆ 57

∆

∆

∆

∆

∆

∆

∆

∆

Executive Summary

Indicator Domain Target Actual Page 
PAT 

Rating
Direction

BG PAT
YTD

Forecast 

Risk

Report 

Month
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Print Pages

1

I M S W

Director of Workforce & Organisational Development

Staff in Post
Well-Led / 

Efficient
Apr-19 >= 90% 91.7% 91.7% ∆ 57

Sickness Absence Rate (UoR)
Well-Led / 

Efficient
Apr-19 <= 3.5% 4.4% 4.4% ∆ 58

Workforce Turnover (UoR)
Well-Led / 

Efficient
Apr-19 <= 13.94% 13.7% ∆ 58

Staff Friends & Family Test: Recommend for Work
Well-Led / 

Efficient
Mar-19 53.9% 55.1% ∆ 59

Appraisal Rate: Medical
Well-Led / 

Efficient
Apr-19 >= 95% 97.2% 97.2% ∆ 59

Appraisal Rate: Non-medical
Well-Led / 

Efficient
Apr-19 >= 95% 92.2% 92.2% ∆ 60

Statutory & Mandatory Training
Well-Led / 

Efficient
Apr-19 >= 90% 89.4% 89.4% ∆ 60

Bank & Agency Costs Effective Apr-19 <= 5% 10.6% 10.6% ∆ 61

Agency Shifts Above Capped Rates
Well-Led / 

Efficient
Apr-19 <= 0 464 464 ∆ 61

Agency Spend: Distance From Ceiling (UoR)
Well-Led / 

Efficient
Apr-19 <= 3% -15.9% -15.9% ∆ 62

Flu Vacination Uptake Safe Feb-19 >= 75% 75.3% ∆ 62

Staff Friends & Family Test: Recommend for Care Caring Mar-19 71.9% 71.6% ∆ 63

∆

PAT 

Rating
Direction

BG PAT

Domain Summary

Indicator Domain Target Actual YTD
Forecast 

Risk

Report 

Month
Page 
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Indicator Detail Report: 1 Chart Ref Loop Count 103
1 1

2

1.7% 3

4

5

6
7

8

9

1 10
11

83.5% 12

13

14

15
16

17

18

19

The percentage of patients refered for diagnostic tests who have been waiting for less 

than 6 weeks.

The Trust did not achieve the 1% diagnostic standard in month. This was mainly due to 

capacity within Echocardiography, however a small number of breaches occurred due to 

the CT scanner breakdown.

Apr-19

Target

Cancer: 62 Day Standard

The Trust is working with partner Organisations to temporarily increase 

stress echo capacity and reduce the waiting times. A workforce plan to 

support 7 day working is being developed to enable sufficient capacity 

to meet demand.



The Business case for the 3rd and 4th CT scanner has been submitted 

for final approval.

Actions

The Greater Manchester Health & Social Care Partnership is looking for 

GM-wide solutions to reducing waiting times and improving patient 

experience. 



Specialties have been asked for action plans to achieve a maximum 7 

day appointment time for 2ww referrals.



Transformational monies are still awaited; recruitment to key clinical 

posts can then be progressed. 



The Business Case for  additional CT capacity awaits final approval.





Actions
The percentage of patients on a cancer pathway that have received their first treatment 

within 62 days of their GP referral.

Please note: This indicator is measured against an agreed improvement trajectory, not 

the national standard.
The predicted performance for April currently stands at 83.5%, which is above the 

improvement trajectory of  70%.

It is forecast that performance in May will not be maintained at this level and will be 

more in line with the improvement trajectory.

Chart Area 1

Chart Area 2

Diagnostics: 6 Week Standard

<= 1%

Apr-19

>= 70%

Target

0.6% 

1.3% 
1.6% 

0.4% 
0.7% 

0.3% 0.3% 
0.5% 

1.2% 
1.7% 

0.3% 

1.3% 
1.7% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

88.0% 
72.5% 80.4% 80.5% 78.9% 86.1% 

72.2% 69.7% 
85.2% 

70.5% 
80.0% 77.7% 83.5% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail 20
1 21

22

83.3%

23

24

25
26

27

28

292 30

31

24088

32

33

34
35

36

37

38
39

Apr-19

>= 83.7%

<= 24501

Referrals for both Gastroenterology and Orthodontics significantly 

increased last year, the latter as a result of the closure of the service at 

East Cheshire.



The clinical and managerial teams within Gastroenterology are 

validating all new referrals to ensure validity prior to booking in priority 

order, as duplicity has been noted.



Orthodontics have recruited substantively, commenced April.

Target Performance against the 92% Incomplete standard remains fairly static.



In month, Gastroenterology and Orthodontics have seen significant increases in the 

number of patients waiting beyond 18 weeks for treatment.

Chart Area 3

Referral to Treatment: Incomplete Pathways Actions
The percentage of patients on an open pathway, whose  clock period is less than 18 

weeks.

Please note: This indicator is measured against an agreed improvement trajectory, not 

the national standard.

ActionsApr-19 Referral to Treatment: Incomplete Waiting List Size

The total number of patients on an open pathway.



Please note: This indicator is measured against an agreed improvement trajectory.

Notable increases in waiting list size in ENT, Oral Surgery, Respiratory  

and Orthodontics which correlate to activity below plan in these 

specialties.

 

The Respiratory service was further impacted by a significant increased 

number of  GP referrals in month.



Allocation of theatre sessions is being reviewed in ENT to improve 

elective activity in future months.



Substantive appointment in Orthodontics is expected to recoup 

activity.

Target The waiting list size has increased in month, however remains ahead of the 

improvement trajectory.

Chart Area 4

87.8% 87.9% 87.7% 
86.5% 

84.4% 
83.4% 83.5% 84.3% 

82.7% 82.8% 83.5% 83.2% 83.3% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

23170 24077 23843 24550 25274 25364 25002 24424 24243 23821 23813 23894 24088 

#N/A #N/A 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail 40
1 41

42

45.5%

43

44

45
46

47

48

491 50

51

11.5%

52

53

54
55

56

57

58
59

<= 9%

Target

Outsourcing continues and the recommendations of the clinical 

correspondence review for the  medium to long term solutions are being 

enacted.

 

The identified efficiencies, once realised, will support the creation of an 

internal typing hub and will negate the need to outsource. 



Timeline for this work is expected to continue to year end.

Chart Area 5

Performance in April does not reflect the significant improvement in the length of wait for 

letters to be typed. As a result of Outsourcing, the longest length of wait is 14 days.

>= 95%

The percentage of clinical correspondence typed within 7 days.

The Outpatient improvement work will support efficient ways of working 

to minimise cancellations.



Chart Area 6

The hospital cancellation rate increased in April to 11.5%.



Locum personnel both commencing and leaving the Trust resulted in a slightly higher 

than usual cancellation rate.

Target

The percentage of outpatient appointments where the hospital has cancelled the 

appointment.  This indicator combines new and follow-up appointment types.

ActionsOutpatient Hospital Cancellation Rate (UoR)Apr-19

ActionsClinical CorrespondenceApr-19

71.8% 67.6% 60.3% 57.1% 
69.5% 67.7% 58.3% 57.8% 64.7% 63.6% 62.3% 

52.3% 45.5% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

11.5% 
9.8% 10.1% 10.9% 10.4% 

9.0% 9.8% 10.0% 10.8% 10.0% 
11.6% 10.4% 11.5% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail 60
1 61

62

6.6%

63

64

65
66

67

68

691 70

71

83.2%

72

73

74
75

76

77

78
79

The percentage of planned clinic appointment slots that were booked.  Planned slots 

include all appointment slots on clinic templates that went ahead - cancelled clinic 

templates are excluded.

There is a focus on Buxton clinic utilization, and identifying patients 

whom attend the Stepping Hill site who live geographically nearer to the 

Buxton site to redirect.



The Outpatient  improvement work will include further clinic utilisation 

management.







Target Clinic  utilization figures are improving following the  clinic  template reviews that have 

been initiated.

Chart Area 8

The percentage of outpatient appointments where the patient did not attend (DNA).  This 

indicator combines new and follow-up appointment types.

Continue to monitor the impact of the new reminder service and develop 

as required.

Target The DNA rate improved since the introduction of the two-way text reminder service in 

February. 



Performance compares well against the Model Hospital Peer Group average.

Apr-19 Outpatient DNA rate (UoR) Actions

Chart Area 7

<= 7.4%

>= 90%

Apr-19 Outpatient Clinic Utilisation (UoR) Actions

7.6% 8.5% 8.5% 8.8% 8.1% 8.4% 7.8% 7.5% 8.0% 7.4% 
6.2% 6.0% 6.6% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

75.1% 75.7% 
72.9% 72.6% 71.5% 72.8% 74.0% 73.3% 71.6% 72.0% 

75.6% 

80.3% 83.2% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail 80
7 81

82

2.15

83

84

85
86

87

88

891 90

91

101.0%

92

93

94
95

96

97

98
99

The new:follow up ratio remains fairly static.

Chart Area 9

Apr-19 Outpatient New to Follow-up Ratio (UoR) Actions

<= 1.77

The number of outpatient follow-up attendances that took place for every one outpatient 

new attendance.

Patient Initiated Follow-Up (PIFU) is being adopted across the 

specialties, where patients have a period of time to contact the service 

for a follow-up appointment if required, before being discharged.



The impact of this on  follow-up demand will be seen in future months.



The Outpatient improvement work will support alternative mechanisms 

for follow-up.

Target

Apr-19 Theatres: Delivered Sessions vs. Plan Actions
The number of delivered sessions, as a percentage of the required sessions to deliver 

the activity plan.  Excludes emergency/trauma sessions, obstetric and endoscopy 

activity.  Planned session time based on delivered sessions only.

As part of the theatre productivity work, theatre lists to be allocated to 

specialties based on number required to deliver plan.

Target The Trust over-delivered the  number of sessions required to meet the elective plan.



Opthalmology under-delivered in month due to higher than expected levels of annual 

leave.

Chart Area 10

>= 100%

2.12 
2.18 

2.11 2.14 2.16 2.13 
2.24 

2.10 2.10 
2.20 2.15 

1.98 

2.15 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

101.0% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail 100

1

78.6%

1

72.1%

Apr-19 Theatres: Overall Touch-time Utilisation (UoR) Actions

Apr-19 Theatres: In-Session Touch-time Utilisation (UoR) Actions
The overall time spent operating within the planned hours of the session, calculated as a 

percentage of the overall planned session time.  Excludes emergency/trauma sessions, 

obstetric and endoscopy activity.  Planned session time based on delivered sessions 

only.

Target Utilisation deteriorated slightly in month.

Chart Area 12

The overall time spent operating, calculated as a percentage of the overall planned 

session time.  Touch-time will include any case overlap time and session over-run time.  

Excludes emergency/trauma sessions, obstetric and endoscopy activity.  Planned 

session time based on delivered sessions only.

The theatre productivity group, chaired by the COO has requested 

further analysis and understanding of these three areas.



The text reminder service for theatre admissions has recently been 

implemented, so DNA rate and utilization is expected to improve in 

future months.







Target Aprils utilization is noted to be lower than previous months.



A declining trend has been noted within Breast, Oral Surgery and Ophthalmology. 

Chart Area 11

>= 85%

>= 85%

86.2% 
84.1% 

80.8% 
83.6% 

80.8% 
82.8% 

85.4% 
81.4% 80.7% 81.6% 81.0% 82.3% 

78.6% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

75.3% 
73.7% 73.8% 74.6% 

72.5% 
74.7% 

76.5% 

72.3% 
70.2% 

72.6% 73.8% 74.0% 
72.1% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
5

-1.0%

5

1.8%

The percentage variance between planned elective day case activity and actual elective 

day case activity.

As part of the theatre productivity work, theatre lists to be allocated to 

specialties based on number required to deliver plan.



Target Aprils Daycase activity was 25 cases adverse to plan.

This was mainly driven by Endoscopy ( -31 cased due to Outsourcing company unable 

to support 6  weekend lists as planned) ), Ophthalmology (-41) and Oral Surgery (-29).

Chart Area 13

Apr-19 Elective Day Case Activity vs. Plan Actions

>= 0%

Apr-19 Elective Day Case Income vs. Plan Actions
The percentage variance between planned elective day case income and actual elective 

day case income.

Activity v plan is monitored at the start of the week meeting.



Theatre productivity and efficiency is tracked via  the bi-weekly theatre 

meeting.

Target Day-case income for April is £32k favourable.



This is due to over-performance in T&O, Urology and UGI.

Chart Area 14

>= 0%

-1.0% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

1.8% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
5

-4.6%

5

-4.2%

Apr-19 Elective Inpatient Activity vs. Plan Actions

Apr-19 Elective Inpatient Income vs. Plan Actions
The percentage variance between planned elective inpatient income and actual elective 

inpatient income.

Activity v plan is monitored at the start of the week meeting.



Theatre productivity and efficiency is tracked via  the bi-weekly theatre 

meeting.

Target Aprils elective in-patient income was £63k adverse.



Chart Area 16

The percentage variance between planned elective inpatient activity and actual elective 

inpatient activity.

Activity v plan is monitored at the start of the week meeting.



Theatre productivity and efficiency is tracked via  the bi-weekly theatre 

meeting.

Target Aprils elective in-patient activity was 21 cases adverse to plan. This was mainly driven 

by ENT ( -22 cases) , Urology ( -10 cases) and Knees ( -10 cases).



 Over-performing specialties of note:  Paediatrics (+15 cases), LGI (+9 cases), Hips  (+7 

cases)

Chart Area 15

>= 0%

>= 0%

-4.6% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

-4.2% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
5

0.7%

5

-3.5%

The percentage variance between planned outpatient activity and actual outpatient 

activity.

Activity v plan is monitored at the start of the week meeting.



The Outpatient improvement work will support improved clinic 

utilisation.

Target Outpatient activity was 173 attends favourable to plan.



This was mainly due to over-performance in AHP Physio, Anticoagulation, Audiology 

and Knees.

Chart Area 17

Apr-19 Outpatient Activity vs. Plan Actions

>= 0%

Apr-19 Outpatient Income vs. Plan Actions
The percentage variance between planned outpatient income and actual outpatient 

income.

Activity v plan is monitored at the start of the week meeting.



Target Despite total activity being favourable in month, Outpatient income is £97K adverse.

This was driven by under-performance across several specialties, the largest areas of 

deficit being ENT, Chest, Ophthalmology and Elderly.

Chart Area 18

>= 0%

-0.1% 
1.4% 

0.2% 

-1.5% 

-3.3% 
-2.5% 

-1.4% -1.1% -1.3% -1.3% -1.3% -1.2% 

0.7% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

-3.5% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
7

10.63

7

2.84

The average length of a patient spell, from admission to discharge.  Calculated using 

non-elective admissions only.  Excludes Obstetrics/Maternity.  Excludes admissions of 0 

and 1 days length of stay.  Reported by month of discharge.

Non-elective length of stay will be impacted by the actions associated 

with stranded and MOAT patients.

Target Non-elective length of stay is above the peer average of 9 days.

Chart Area 19

<= 9

Apr-19 Length of Stay: Non-Elective (UoR) Actions

Apr-19 Length of Stay: Elective (UoR) Actions
The average length of a patient spell, from admission to discharge.  Calculated using 

elective admissions only.  Excludes day case admissions with length of stay of 0 days.  

Excludes Obstetrics/Maternity.  Reported by month of discharge. 

Target Elective length of stay is above the peer average of 2.6 days.

Chart Area 20

<= 2.6

10.89 10.71 

9.52 
10.19 

10.82 

9.74 

11.26 
10.41 

10.99 11.30 
10.72 10.43 10.63 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

2.76 2.82 2.49 2.82 
2.44 

2.08 
2.71 2.52 2.82 2.54 

3.60 
2.57 2.84 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
2

324

2

162

Apr-19 Super-Stranded Patient Count (UoR) Actions

<= 304

<= 144

Apr-19 ActionsStranded Patient Count (UoR)

The total number of patients with a length of stay of 7 days or more.  Performance 

based on a snapshot taken on the last Monday of the reporting month.



Please note: This indicator is measured against an agreed improvement trajectory.

Improvement actions continue within the ITT. 

Patient case study reviews are being undertaken to understand 

common pathway issues, and a MOAT ward is being considered.



The Medicine & CS Business Group have set an improvement trajectory 

to reduce stranded numbers to <150 by the end of Q1.

Target There was a surge of acutely ill patients in the run up to Easter, but despite 'winter' 

initiatives extending into the Easter weekend and a MADE event, April's stranded patient 

count remained high.

Chart Area 21

The total number of patients with a length of stay of 21 days or more.  Performance 

based on a snapshot taken on the last Monday of the reporting month.



Please note: This indicator is measured against an agreed improvement trajectory.

Actions to support stranded patients and MOAT patients apply.

Target The 2019/20 planning guidance focuses on longer length of stay patients , with  a 

requirement to reduce the number of >21 day stay patients by 40% from the 2018/19 

baseline.

Chart Area 22

284 255 277 298 304 318 307 309 330 342 311 334 324 

#N/A #N/A 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

143 
117 126 134 133 150 156 156 137 

164 
143 134 

162 

#N/A #N/A 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20
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Indicator Detail
1

4.3%

2

100

Apr-19 Delayed Transfers of Care (DTOC) (UoR) Actions
The percentage of patients that have remained in their hospital bed beyond their 

transfer of care date.  This is an average number calculated using daily snapshot data.

<= 3.3%

<= 40

Apr-19 Medical Optimised Awaiting Transfer (MOAT) Actions
Total number of patients each day who have been medically optimised.  This is an 

average number calculated using daily snapshot data.  ‘Medical optimisation’ is the point 

at which care and assessment can safely be continued in a non-acute setting.

The creation of a MOAT ward is being considered for this cohort of 

patients which will focus energy and appropriate skill-mix to progressing 

their care pathway.

Target The number of patients who are medically optimised awaiting transfer remains static.

Chart Area 24

Actions as per stranded and MOAT patients.

Target DTOC numbers remain elevated.

Chart Area 23
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Indicator Detail
1

17.6%

2

1124

ActionsDischarges by Midday

The total number of patients discharged by midday, calculated as a percentage of the 

total number of discharges for the period.

Continue to rollout and embed SAFER throughout the hospital with good 

practice to be shared from those wards achieving.



Continued monitoring of UM action plan via Inpatient Hospital Group.



Encourage early write up of TTOs during white board rounds.



Recruitment is underway in the Transfer Unit which will increase 

capacity and  extend opening hours to enable better utilization.



Target The performance against this indicator remains low, however it should be noted a 

number of Medical wards are meeting or exceeding this target.

Chart Area 25

Apr-19 A&E: Overnight Breaches Actions
The total of patients who were admitted, discharged, or leave A&E over 4 hours after 

their arrival between 20:00 and 07:59.

Steps to decrease ED congestion are bound within the Stockport 

system Urgent Care Recovery Program focusing on attendance and 

admission avoidance as well as early decision making and streaming to 

avoid anyone waiting in ED longer than strictly necessary.



Continue to fill available beds early evening to optimize flow within ED 

and minimize non-admitted breaches.



Continue to recruit substantively and increase the consultant 

workforce.



Target Overnight breaches, between the hours of 8pm and 8am,  are a significant contributor to  

ED performance. Factors contributing to performance include; ED clinical workforce is 

reduced at night; congestion as a result of poor flow due to patients awaiting beds and;  

acuity / demand.

Chart Area 26

>= 33%

Apr-19
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Indicator Detail
1

73.9%

2

40

Actions
Please refer to the actions supporting the A&E 4 hour standard.

Target  There were 40 12hr trolley waits reported in April. These occurred on significantly  high 

demand days.



Patient flow was severely impacted by the high number of patients attending the ED in 

month.

Chart Area 28

Apr-19 A&E: 4hr Standard Actions
The percentage of patients who were admitted, discharged, or leave A&E within 4 hours 

of their arrival.

Please note: This indicator is measured against an agreed improvement trajectory, not 

the national standard.

Total number of patients whose decision to admit from A&E was over 12 hours from 

their actual admission.

An action plan has been pulled together following the recent ECIST 

review and identified improvements underway. 



Work to improve flow across the trust will continue e.g. Safer 

implementation. 



Redesign of Urgent Care footprint will also support improved streaming 

and assessment. This new model is planned to be operational in 

September.



OPEL escalation action cards for the system are being reviewed during 

May.

Target The Trust experienced a surge in the number of acutely ill patients attending the hospital 

in the run up to Easter.  The same was reflected across the whole of GM. The 

deterioration in performance had a direct correlation with an increase in patient acuity. 

Attendances in April were 7.48% above expected growth.

Chart Area 27

Apr-19 A&E: 12hr Trolley Wait

>= 78%

<= 0
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1

8.6%

1

77.8%

Emergency Readmission Rate (UoR)

Indicator Detail

Feb-19 Actions

The percentage of inpatients with known diabetes,  on treatment and with a blood 

glucose  of less than 3mmol/L, that have been reviewed by the diabetes team prior to 

discharge.

Existing consultants taking on additional shifts. 



Actively seeking two locum consultant posts for short term support.  



Recruiting to two additional consultant posts. 



Alternative clinical support strategies under consideration. 



The service continues to be well lead by committed and capable staff. 

Target This metric does serve as a useful barometer of our performance in diabetes care. The 

service is currently under considerable pressure following the resignation of one of our 

consultants. 

Chart Area 30

>= 90%

Mar-19 ActionsDiabetes Reviews

The percentage of emergency re-admissions within 28 days following an inpatient 

discharge.  This indicator  includes admissions for all conditions, and is not restricted to 

re-admissions for the same condition as the original admission.

Target The emergency readmission rate for February was 8.6%.

Chart Area 29

<= 7.9%
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Indicator Detail
1

96.7%

1

91.9%

Mar-19 VTE Risk Assessment Actions
The percentage of eligible admitted patients who have been given a VTE risk 

assessment.

The target has been achieved in month.

Target The target is that >95% of agreed cohorts of patients admitted to the Trust receive an 

assessment relating to their individual risk of developing a venous thrombo-embolism 

(VTE).

Chart Area 31

Apr-19 Sepsis: Timely Identification Actions

>= 95%

The number of patients who are screened for sepsis, as a percentage of all eligible 

patients who meet the criteria .

During April a total of:-



 726 patients triggered on the NEWS2 as a possible sepsis



445 patients were reviewed by the IP&C service team after the 

exclusion criteria was applied



419 patients were escalated by nursing staff to the medical teams for 

review



409 patients were reviewed and screened for sepsis by the medical 

team



25 patients following review were clinically recorded as septic

Target Percentage of inpatients that have undergone a sepsis screening 

Chart Area 32
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97.1% 97.0% 97.2% 97.3% 

97.7% 
97.2% 

97.9% 

96.5% 96.7% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

91.9% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

Page 27 of 6666 of 174



Indicator Detail
1

44.0%

7

3.62

Apr-19 Sepsis: Timely Treatment Actions
The number of patients who received IV antibiotics within 1 hour, as a percentage of all 

eligible patients found to have sepsis.

During April only 11 of the 25 patients were given antibiotics within the 

hour of diagnosis.

Target Percentage of inpatients clinically found to be septic and who received their antibiotics 

within an hour of the diagnosis

Chart Area 33

Apr-19 Medication Errors: Rate Actions
Rate of medication errors, calculated as incidence per 1000 bed days. Medication errors are reviewed each week at the patient safety 

summit.



In April reminders went to all staff regarding the following;

-     Medication risk with duplication of administration

-     Patient Group Directions (PGD) for trained nurses / midwives 

Target In April 2019, the medication error rate was 3.62 errors per 1000 bed days.  This is an 

improved position from last year. 

Chart Area 34

>= 90%

44.0% 
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Indicator Detail
1

92.0%

2

105

Apr-19 Discharge Summaries Actions
The percentage of discharge summaries published within 48hrs of patient discharge. Ongoing challenge remains with the short stay / high turnover areas, 

which remain the subject of considerable focus. 

Target Good improvement in performance seen in month.

Chart Area 35

>= 95%

Apr-19 Mortality: Deaths in ED or as Inpatient Actions
Total number of patient deaths while patient was in the emergency department or as an 

inpatient.

Target

Chart Area 36

85.3% 
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Indicator Detail
1

33.3%

7

25.58

Apr-19 Mortality: Case Note Review Rate Actions
The number of  case note reviews that taking place in month, as a percentage of all 

patient deaths while patient was in the emergency department or as an inpatient.

Key messages from learning from death reviews are:



The word dying must be used in conversations with patients and their 

families when this is what likely to be the outcome. Using phrases such 

as ‘seriously ill’ or ‘not making progress’ etc. avoid the key issue.  

Although it may be clear to clinicians that the patient is dying, patients 

and their families will often not appreciate this unless it is explicitly 

stated.



A normal CT scan does not necessarily exclude serious intra-abdominal 

pathology, particularly when there are abnormal symptoms / signs 

suggesting otherwise. Similarly a normal lactate does not exclude 

severe sepsis (or other serious pathology)



Elderly patients presenting with acute abdominal pain will often have 

serious underlying pathology.  Constipation should not be diagnosed 

solely on the appearances of an abdominal x-ray. A CT scan should 

always be considered.



Target The number of cases reviewed in April 2019, equates to 33.3% of the number of deaths 

in the hospital. Quarterly newsletter published on time. 

Chart Area 37

Apr-19 Mortality: Specialist Palliative Care Length of Stay Actions
The average length of a patient spell, from admission to death.  Includes specialist 

palliative patients who die in hospital only.  Reported by month of discharge/death. 

Target This is a new indicator for 2019/20.

Chart Area 38
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Indicator Detail
4

1.07

4

0.96

Feb-19 Mortality: HSMR Actions
This is the ratio between the actual number of patients who either die while in hospital 

compared to the number of patients that would be expected to die based on whether 

patients are receiving palliative care, and socio-economic deprivation.

Under six monthly review at quality committee. 

Target A non significant reduction to the lowest HSMR in 12 months. 

Chart Area 39

Dec-18 Mortality: SHMI Actions
This is the ratio between the actual number of patients who either die while in hospital or 

within 30 days of discharge compared to the number that would be expected to die on 

the basis of average England figures, given the characteristics of the patients treated.

Target Sustained above average performance. 

Chart Area 40

<= 1
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Indicator Detail
2

0

2

1

Apr-19 Never Event: Incidence Actions
Total number of never events.  Never events are serious, largely preventable patient 

safety incidents that should not occur if the available preventative measures have been 

implemented.

The last never event in the organisation occurred in October 2018.

Target There have been no never event incidents recorded this month.

Chart Area 41

<= 0

Apr-19 Duty of Candour Breaches Actions
Total number of duty of candour breaches of regulation in month. Duty of candour incidents are monitored on a weekly basis  and the 

timeliness has improved.



The one delay in opening duty of candour was due to the complexities 

of the individual case. Target There has been a delay with the opening of  duty of candour for one incident.   

Chart Area 42
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Indicator Detail
2

18

7

14.40

Apr-19 Serious Incidents: STEIS Reportable Actions
The total number of STEIS reportable incidents. The incidents reported to StEIS were:

      10 incidents relating to pressure ulcers. There were 7 cases of 

category 3 pressure ulcers and 3 cases of category 4 pressure ulcers.

       4 incidents where 12 hour breaches occurred

       2 instances where patients had falls that resulted in a fractured 

Neck of Femur

       1 patient with a delayed diagnosis

       1 alleged assault



The investigations into these incidents have commenced and any 

immediate or emerging actions will be taken as required.

Target In April 2019 there were 18 incidents that were reported to the Strategic Executive 

Information System (StEIS). This was an increase of 2, compared to last month.

Chart Area 43

Mar-19 C.Diff Infection Rate Actions
Average number of C.Diff infections for every 100,000 bed days, calculated using a 

rolling 12 month number of Trust-attributable C.Diff infections compared to the rolling 12 

month average number of bed days per 100,000.

During March there were 3 cases of Clostridium difficile.



Full investigations currently in progress for all cases



The target rate is monitored through the infection prevention & Control 

group



Support is being offered from NHS Improvement due to the increase in 

cases over the last few months

Target The average number of Clostridium difficile infections for every 100,000 bed days, 

calculated using a rolling 12month number of Trust –attributable Clostridium difficile 

infections compared to a rolling 12 month average number of bed days per 100,00.

Chart Area 44
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Indicator Detail
2

3

7

0.00

Mar-19 C.Diff Infection Count Actions
Total number of C.Diff infections. Following a Clostridium difficile investigation the case is being 

presented to the harm free care panel.



Business groups have been reminded about outstanding RCA’s and the 

importance of timely investigations



Investigation documentation has been reviewed and changed



The risk 'learning from investigations' has been reviewed and has been 

approved as a 15 and is now on the trust risk register

Target The target for 2018/19 Clostridium difficile cases is set at 16 lapses in care, in March we 

have had no lapses in care as the cases are still under investigation. Four cases during 

July, August, September and October have been deemed to be lapses in care. 

Chart Area 45

Mar-19 MRSA Infection Rate Actions
Average number of MRSA infections for every 100,000 bed days, calculated using a 

rolling 12 month number of Trust-attributable MRSA infections compared to the rolling 

12 month average number of bed days per 100,000.

The MRSA target remains zero for 2018/19, in March there were zero 

cases of MRSA



The target is monitored through the infection prevention & control 

groupTarget Rolling 12-month count of all MRSA  infections as a proportion of the average 12 month 

rolling occupied bed days per 100, 000 population

Chart Area 46
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Indicator Detail
7

5.58

7

17.19

Mar-19 MSSA Infection Rate Actions
Average number of MSSA infections for every 100,000 bed days, calculated using a 

rolling 12 month number of Trust-attributable MSSA infections compared to the rolling 

12 month average number of bed days per 100,000.

The MSSA infection rate is monitored as a whole health economy with 

no target. The figures represented within this report are Trust acquired 

cases



This is monitored through the Infection prevention & control groupTarget Rolling 12-month count of all MSSA infections as a proportion of the average 12 month 

rolling occupied bed days per 100, 000 population

Chart Area 47

Mar-19 E.Coli Infection Rate Actions
Average number of E.Coli infections for every 100,000 bed days, calculated using a 

rolling 12 month number of Trust-attributable E.Coli infections compared to the rolling 12 

month average number of bed days per 100,000.

Nationally there is an aim to reduce healthcare associated gram-

negative blood stream infections by 50% by March 2021, firstly focusing 

on E coli infection as one of the largest groups. The figures represented 

within this report are trust acquired cases



A reduction plan owned by the CCG has been developed collaboratively 

between the Trust, Health protection nurses and CCG. 



This plan is monitored through the infection prevention & control group



Pathology services have commenced a clinical review of the information 



Target Rolling 12-month count of all E. coli infections as a proportion of the average 12 month 

rolling occupied bed days per 100, 000 population

Chart Area 48
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Indicator Detail
2

3

2

82

Mar-19 E.Coli Infection Count Actions
Total number of E.Coli infections. This is monitored through the Infection prevention & control group

Target The E Coli infection count is monitored as a whole health economy with no target. The 

figures represented within this report are trust acquired cases 

Chart Area 49

Apr-19 Falls: Total Incidence of Inpatient Falls Actions
Total number of Inpatient falls There have been a total of 82 in-patient falls during the month. April 19 

continues the trend noted since December 18 with a month on month 

reduction in comparative data from the previous year (April 18- 113 falls; 

April 19- 82 falls).

Target The Trust has set a target of 10% reduction in in-patient falls for 2019/20 in comparison 

to 2018/19. 



This will be < 1100

Chart Area 50
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Indicator Detail
2

2

2

9

Apr-19 Falls: Causing Moderate Harm and Above Actions
Total number of falls causing moderate harm and above. There have been 2 falls in month resulting in Moderate or above harm to 

our patients both of these resulted in a fractured neck of femurs. 



These investigations are currently on-going. 1 is within Integrated Care 

and 1 is within Medicine and Clinical SupportTarget The Trust has set a target of 10% reduction of in-patient falls resulting in moderate or 

above harm level for 2019/20 in comparison to 2018/19. 



This will be <26 falls with harm

Chart Area 51

Mar-19 Pressure Ulcers: Hospital, Category 2 Actions
Total number of category 2 pressure ulcers in a hospital setting. We have now reached the threshold for numbers of avoidable pressure 

ulcers (PU) for the hospital, with the outcome of 29 hospital incidents 

still to be confirmed.  Though we will not see the 50% reduction that we 

hoped for we will still see some reduction, however the actual 

percentage reduction cannot be determined until the outcome of all 

outstanding investigations has been determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced .

 250 electric beds have been purchased and delivered into the Trust in 

March and a programme of toolbox training on the effective use of 

profiling beds from April onwards.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (March  data) there has been a total of  9 

category 2 pressure ulcers reported in the hospital Avoidable = 1, Unavoidable = 0, TBC 

= 8. YTD = There have been 31 avoidable category 2 pressure ulcers reported.

Chart Area 52
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Indicator Detail
2

0

2

0

Mar-19 Pressure Ulcers: Hospital, Category 3 Actions
Total number of category 3 pressure ulcers in a hospital setting. We have now reached the threshold for numbers of avoidable pressure 

ulcers (PU) for the hospital, with the outcome of 29 hospital incidents 

still to be confirmed.  Though we will not see the 50% reduction that we 

hoped for we will still see some reduction, however the actual 

percentage reduction cannot be determined until the outcome of all 

outstanding investigations has been determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced .

 250 electric beds have been purchased and delivered into the Trust in 

March and a programme of toolbox training on the effective use of 

profiling beds from April onwards.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (February data) there have been no category 

3 pressure ulcers reported in the hospital. Avoidable = 0, Unavoidable = 0, TBC =0.  

YTD = There have been 12 avoidable category 3 pressure ulcers reported.

Chart Area 53

Mar-19 Pressure Ulcers: Hospital, Category 4 Actions
Total number of category 4 pressure ulcers in a hospital setting. We have now reached the threshold for numbers of avoidable pressure 

ulcers (PU) for the hospital, with the outcome of 29 hospital incidents 

still to be confirmed.  Though we will not see the 50% reduction that we 

hoped for we will still see some reduction, however the actual 

percentage reduction cannot be determined until the outcome of all 

outstanding investigations has been determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced .

 250 electric beds have been purchased and delivered into the Trust in 

March and a programme of toolbox training on the effective use of 

profiling beds from April onwards.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (February data) there have been no category 

4 pressure ulcer reported in the Hospital. YTD = There have been 4 avoidable category 

4 pressure ulcers reported.

Chart Area 54
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Indicator Detail
2

13

2

3

Mar-19 Pressure Ulcers: Community, Category 2 Actions
Total number of category 2 pressure ulcers in a community setting. We are currently on trajectory for achieving our target for a 50% 

reduction in avoidable pressure ulcers in the community setting, 

although the outcome of 44 incidents is still to be determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (March data) there has been a total of 13 

category 2 pressure ulcers reported in the community. Avoidable = 0, Unavoidable = 0, 

TBC =13. YTD = There have been 15 avoidable category 2 pressure ulcers reported.

Chart Area 55

Mar-19 Pressure Ulcers: Community, Category 3 Actions
Total number of category 3 pressure ulcers in a community setting. We are currently on trajectory for achieving our target for a 50% 

reduction in avoidable pressure ulcers in the community setting, 

although the outcome of 44 incidents is still to be determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (February data) there has been 3  category 3 

pressure ulcer reported in the community Avoidable = 0, Unavoidable = 0, TBC =3. YTD 

= There have been 6 avoidable category 3 pressure ulcers reported.

Chart Area 56
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Indicator Detail
2

1

2

2

Mar-19 Pressure Ulcers: Community, Category 4 Actions
Total number of category 4 pressure ulcers in a community setting. We are currently on trajectory for achieving our target for a 50% 

reduction in avoidable pressure ulcers in the community setting, 

although the outcome of 44 incidents is still to be determined. 

A refreshed 3 hour pressure ulcer prevention update session is on-

going and is evaluating well.

 Purpose T screening and assessment tool has been introduced

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

Medical device tool box training has commenced.

An algorithm has been devised to support clinical decision making on 

how and when to offload heels

Target Pressure ulcers are reported as either avoidable (lapses in care), or unavoidable (no 

lapses in care were identified).This month (February data)   there has been  1 category 

4 pressure ulcers reported in the community.  YTD = There have been 2 avoidable 

category 4 pressure ulcers reported in the community.

Chart Area 57

Mar-19 Pressure Ulcers: Device Related, Category 2 Actions
Total number of device-related category 2 pressure ulcers.  Includes those from both a 

hospital and community setting.

Device related pressure ulcers accounted for almost 30% of all pressure 

ulcers reported in the Hospital during 2018/19. Focusing on this as a 

key area for improvement therefore has the potential to reduce the 

number of hospital acquire pressure ulcers by one third if they could be 

totally eradicated.



A medical device core care plan, and check chart has already been 

introduced.



Toolbox training is now being rolled out across the Trust to raise 

awareness of the key steps and interventions required to minimise the 

harm of pressure damage when the patient has a medical device in 

place.

Target The Trust has set a target to reduce medical device related pressure ulcers by 25% by 

the end of March 2020. This month (March data) there has been a total of two category 

2, medical device related pressure ulcers that have occurred.

Chart Area 58
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Indicator Detail
2

0

2

0

Mar-19 Pressure Ulcers: Device Related, Category 3 Actions
Total number of device-related category 3 pressure ulcers.  Includes those from both a 

hospital and community setting.

Device related pressure ulcers accounted for almost 30% of all pressure 

ulcers reported in the Hospital during 2018/19. Focusing on this as a 

key area for improvement therefore has the potential to reduce the 

number of hospital acquire pressure ulcers by one third if they could be 

totally eradicated.



A medical device core care plan, and check chart has already been 

introduced.



Toolbox training is now being rolled out across the Trust to raise 

awareness of the key steps and interventions required to minimise the 

harm of pressure damage when the patient has a medical device in 

place.

Target The Trust has set a target to reduce medical device related pressure ulcers by 25% by 

the end of March 2020. This month (March data) there has been no category 3, medical 

device related pressure ulcers that have occurred.

Chart Area 59

Mar-19 Pressure Ulcers: Device Related, Category 4 Actions
Total number of device-related category 4 pressure ulcers.  Includes those from both a 

hospital and community setting.

Device related pressure ulcers accounted for almost 30% of all pressure 

ulcers reported in the Hospital during 2018/19. Focusing on this as a 

key area for improvement therefore has the potential to reduce the 

number of hospital acquire pressure ulcers by one third if they could be 

totally eradicated.



A medical device core care plan, and check chart has already been 

introduced.



Toolbox training is now being rolled out across the Trust to raise 

awareness of the key steps and interventions required to minimise the 

harm of pressure damage when the patient has a medical device in 

place.

Target The Trust has set a target to reduce medical device related pressure ulcers by 25% by 

the end of March 2020. This month (March data) there has been no category 4, medical 

device related pressure ulcers that have occurred

Chart Area 60
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Indicator Detail
1

97.3%

1

98.7%

Apr-19 Safety Thermometer: Hospital Actions
The percentage of patients receiving harm-free care, calculated using a point 

prevelance sample based on falls, pressure ulcers, UTIs and VTE assessments.

Weekly validation meetings continue to be undertaken to improve the 

quality of the data.



Target The Trust aim is that >95% of patients receive harm free care as monitored by safety 

thermometer.  Results for April show that we have achieved 97.3%

Chart Area 61

Apr-19 Safety Thermometer: Community Actions

>= 95%

The percentage of patients receiving harm-free care, calculated using a point 

prevelance sample based on falls, pressure ulcers, UTIs and VTE assessments.

No actions required. 

Target The Trust aim is that >95% of patients receive harm free care as monitored by safety 

thermometer. Results for April show that we have achieved 98.7%

Chart Area 62
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Indicator Detail
7

54.29

1

100.0%

Apr-19 Patient Safety Incident Rate Actions
Average number of patient safety incidents for every 1000 bed days, calculated using a 

rolling 6 month number of reported patient safety incidents compared to the rolling 6 

month average number of bed days per 1000.

The top 5 issues reported were 

          Access and admission issues which include 12 hour breaches

          Pressure ulcers

          Patient accidents including falls

          Patient behaviour 

          Documentation 



The patient safety summit update is sent out weekly highlighting the 

issues that have been discussed at the meeting. 

Last month these included

       Correct labelling of blood samples

       Misfiling of patient records

       Providing interpreting services for patients

       Assessing harm when reporting the development of pressure 

damage

       Completing district nurse referrals for discharged patients in a 

timely manner

Target The number of patient safety incidents for every 1000 bed days has slightly reduced this 

month for the 5th month in a row.  

1274 incidents were reported for the month of April 2019.

Chart Area 63

Apr-19 Patient Safety Alerts: Completion Actions
The percentage of Patient Safety Alerts that are completed within their due date. Work continues with business groups to ensure appropriate information 

is returned to the risk team in a timely manner.

Target There were 6 patient safety alerts due for completion. All were completed before the 

deadline. 

Chart Area 64
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Indicator Detail
1

17.0%

2

6

Apr-19 Emergency C-Section Rate Actions
The number of patients having an emergency c-section, as a percentage of all patients 

having registerable births.

The emergency C-section rate needs to be taken into account alongside 

the number of ladies who had their labour induced. For the month of 

April the induction of labour rate was 35.4%. This is monitored through 

the maternity dashboard within the Business Group.

Target The emergency caesarean section target is <15.4%

Chart Area 65

<= 15.4%

Apr-19 Term Babies Admitted to the Neonatal Unit Actions
The total number of babies admitted to the Neonatal Unit (NNU) at 37 weeks or more. In April, there were 3 babies admitted to the neonatal unit. All of these 

admissions are subject to a review. The target was achieved in month.  

Target The number of term babies who are unexpectedly admitted to the neonatal unit following 

birth. The target is 5 babies. 

Chart Area 66
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Indicator Detail
1

89.8%

1

100.0%

Mar-19 Dementia: Finding Question Actions
The percentage of eligible patients who have a diagnosis of dementia or delirium or to 

whom case finding is applied.

This month there is a discrepancy in the national data upload and the 

IPR report as the national data rounds the number up to the nearest 

decimal point. Therefore achieving 90%.

Target The Trust achieved 89.8% against the 90% target in month.

Chart Area 67

Mar-19 Dementia: Assessment Actions

>= 90%

The percentage of eligible patients who, if identified as potentially having dementia or 

delirium, are appropriately assessed.

No Actions required

Target The target has been achieved in month

Chart Area 68
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Indicator Detail
1

100.0%

1

25.3%

Mar-19 Dementia: Referral Actions
The percentage of eligible patients where the outcome was positive or inconclusive, are 

referred on to specialist services.

No Actions required.

Target The target has been achieved in month.

Chart Area 69

Mar-19 Friends & Family Test: Response Rate Actions
The percentage of eligible patients completing an FFT survey. Although there is no national indicator for response rate, Business 

Groups, wards and departments are encouraged to ensure as many 

patients as possible to continue to provide feedback.  This enables us to 

triangulate the information with other patient feedback mechanisms.

Target The percentage of surveyed patients who are extremely likely or unlikely to recommend 

the Trust for care.

Chart Area 70

>= 90%

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

28.3% 25.8% 26.0% 26.8% 25.8% 25.6% 23.5% 25.8% 23.8% 24.8% 24.0% 25.3% 

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20

Page 46 of 66 85 of 174



Indicator Detail
1

95.5%

1

88.6%

Mar-19 Friends & Family Test: Inpatient Actions
The percentage of surveyed inpatients who are extremely likey or likely to recommend 

the Trust for care.

Although there is no national indicator for response rate, Business 

Groups, wards and departments are encouraged to ensure as many 

patients as possible to continue to provide feedback.  This enables us to 

triangulate the information with other patient feedback mechanisms.



The top 3 themes collected by Healthcare Communications for 

Inpatients for FFT in March are:

Positive:

1 .Staff attitude (303)

2. Implementation of care (188)

3. Environment (106)



Negative:

1. Waiting time (7)

2. Patient mood/feeling (5)

3. Staff attitude (5)

Target The percentage of surveyed inpatients who are extremely likely or likely to recommend 

the Trust for care.

Chart Area 71

Mar-19 Friends & Family Test: A&E Actions
The percentage of surveyed A&E patients who are extremely likey or likely to 

recommend the Trust for care.

Although there is no national indicator for response rate, Business 

Groups, wards and departments are encouraged to ensure as many 

patients as possible to continue to provide feedback.  This enables us to 

triangulate the information with other patient feedback mechanisms.



The top 3 themes collected by Healthcare Communications for 

Inpatients for FFT in March are:



Positive:

1. Staff attitude (519)

2. Implementation of care (189)

3. Waiting time (180)



Negative:

1. Waiting time (46)

2. Staff attitude (41)

3. Environment (37)

Target The percentage of surveyed inpatients who are extremely likely or likely to recommend 

the Trust for care.

Chart Area 72
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Indicator Detail
1

96.6%

2

0

Mar-19 Friends & Family Test: Maternity Actions
The percentage of surveyed maternity patients who are extremely likey or likely to 

recommend the Trust for care.

Although there is no national indicator for response rate, Business 

Groups, wards and departments are encouraged to ensure as many 

patients as possible to continue to provide feedback.  This enables us to 

triangulate the information with other patient feedback mechanisms.



The top 3 themes collected by Healthcare Communications for 

Inpatients for FFT in March are:

Positive:

1.Staff attitude (45)

2. Implementation of care (23)

3. Communication (18)



Negative:

There were no negative comments.

Target The percentage of surveyed maternity inpatients who are extremely likely or likely to 

recommend the Trust for care.

Chart Area 73

Apr-19 DSSA (mixed sex) Actions
Total number of occasions sexes were mixed on same sex wards No patients were affected by a mixed sex breach in the month of April. 

Target Total number of occasions that sexes were mixed on same sex wards.

Chart Area 74
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Indicator Detail
6

78.9%

2

145

Mar-19 Learning Disability: Adjusted Care Plans Actions
The number of inpatients with a learning disability who have a reasonable adjustment 

care plan in place, as a percentage of all patients with a learning disability.

To further underpin the leadership and management by the Business 

Groups  in meeting the needs of patients with a learning disability in our 

care:



•	the Adult Safeguarding team established an audit process through the 

Audit Management and Tracking interface



•	Business Group Matrons will provide weekly evidence to the Adult 

Safeguarding Team in relation to the care and management of patients 

in our care with a learning disability. This data will be shared at Safety 

Quality and Leadership Group.



•	Weekly monitoring will be undertaken by the Adult Safeguarding team 

at ward level.





Target The Trust has in place a flagging system to identify people who have learning 

disabilities. 

Adjusted care plans are formulated by referring to the Hospital Passport brought in with 

the patient and talking to the patient and / or their carers. 

Chart Area 75

Apr-19 Compliments Actions
Total number of compliments received. The matron for patient experience and quality improvement continues to 

work with business groups and wards to ensure compliments are being 

captured on the Datix system.  The information is populated on a 

dashboard for each clinical area and their respective business group. 

Themes from the compliments are centred around compassion, caring, 

committed and professional staff.

Target For April 2019, 145 compliments have been received by the Trust. The business groups 

have recorded the following: Integrated Care = 54, Medicine = 36, Surgery = 14 and 

WCDS = 29 

Chart Area 76
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Indicator Detail
1

1.0%

1

69.0%

Apr-19 Complaints Rate Actions
The total number of formal written complaints received compared with the whole time 

equivalent staff.

The Patient and Customer Services Department saw a reduction of 59 

formal complaints processed in 2018-2019 from the previous year. It is 

believed this has been achieved through focusing on resolving concerns 

informally, where appropriate, which has increased by 84. 



However, the Trust saw an increased in the number of formal 

complaints in April 2019.

Apr-19 49 complaints were received in April 2019: Integrated Care = 7, Medicine = 12, Surgery 

= 17, WCDS = 12 and Estates & Facilities 1

Chart Area 77

Apr-19 Complaints: Response Rate 45 Actions
The percentage of formal complaints responded to within 45 days. The patient and customer services team have calculated the response 

rate using the data to support the complaints due out in month and to 

include the number that were sent out on time.  Using this method the 

Trust achieved 85% response rate. The business group figures are as 

follows:



Integrated care: 100%

WCDS: 100%

Surgery:  100%

Medicine: 60%



The patient and customer services team continue to liaise with the 

business groups and the executive team with the aim of improving the 

Trust complaints response rate. 

Target In the month of April 2019, 42 responses were closed in month, 29 were responded to 

on time resulting in a 69% response rate.  The business group response rate is as 

follows: integrated care: 100%, WCDS: 100%, surgery:  78.6% and medicine: 43.8% 

Chart Area 78
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Indicator Detail
2

0

2

42

Apr-19 Complaints: Parliamentary &  Health  Service  Ombudsman Cases Actions
The total number of open Ombudsman cases. The PALS and Complaints Team Lead is responsible for liaising with the 

Ombudsman to ensure continuity and a seamless service. It is hoped 

that by improving the quality of responses, the number of cases upheld 

by the Ombudsman will remain low.

Target In April 2019, there were 0 referrals received from the Parliamentary and Health Service 

Ombudsman and no final reports were received in month.

Chart Area 79

Apr-19 Complaints Closed: Overall Actions
The total number of formal complaints that have been closed. Work continues to ensure responses are sent in the timeframe initially 

agreed on the commencement of the investigation.  

Target In the month of April 2019, 42 responses were closed in month: integrated care closed 

6, medicine closed 16, surgery closed 14 and women, children & diagnostic services 

closed 5.

Chart Area 80
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Indicator Detail2

8

2

14

Apr-19 Complaints Closed: Upheld Actions
The total number of upheld formal complaints that have been closed. The chief nurse & director of quality governance continues to monitor 

the learning from complaints requests that this is always shared with the 

complainant.



Target For April 2019, 8 cases were upheld out of the 42. 



Integrated Care = 0, Medicine = 2, Surgery = 2, WCDS = 4

Chart Area 81

Apr-19 Complaints Closed: Partially Upheld Actions
The total number of partially upheld formal complaints that have been closed. Complaints that have not been upheld may still have learning points for 

staff to reflect on. If this is the case, this will be shared with the 

complainant and fed back to appropriate staff.

Target In April 2019, 14 of the cases were partially upheld of the 42 closed.

Chart Area 82
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Indicator Detail
2

20

2

8

Apr-19 Complaints Closed: Not Upheld Actions
The total number of not upheld formal complaints that have been closed. Complaints that have not been upheld may still have learning points for 

staff to reflect on. If this is the case, this will be shared with the 

complainant and fed back to appropriate staff.

Target In April 2019, 20 of the cases were not upheld of the 42 closed.

Chart Area 83

Apr-19 Litigation: Claims Opened Actions
Total number of claims opened in month. The process for investigating the claims received has commenced in 

line with policies and procedures.

Target In April 2019  8 claims were received against the Trust.

         7  Medical Negligence Claims

         1 Employment Liability Claim

Chart Area 84
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Indicator Detail
2

3

2

4

Apr-19 Litigation: Claims Closed Actions
Total number of claims closed in month. 2 of the claims were as a result of a delay in diagnosis or treatment.

1 claim detailed issues around post-operative management and 

infection.



Target In April 2019, 3 medical negligent claims were settled by NHS Resolution. 

Chart Area 85

Apr-19 Referral to Treatment: 52 Week Breaches Actions
The total number of patients whose pathway is still open and their clock period is greater 

than 52 weeks at month end.

Long waiting patients are tracked at individual level each week via the 

PTL meetings.



Patients waiting > 52 weeks are subject to root cause analysis and 

patient harm review.



Clinical reviews take place for patients wishing to defer their treatment 

to ensure it is clinically safe to do so.

Target The majority of the 52 weeks occurring in April were the result of patient choice, the one 

exception was a patient cancelled by the Trust as a result of a lack of HDU capacity.

Chart Area 86

<= 0
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Indicator Detail
5

1.8%

5

0.0%

Apr-19 Financial Controls: I&E Position Actions
The percentage variance between planned financial position and the actual financial 

position.

The financial position for the month of April is in line with plan; the Trust 

has delivered a deficit against the NHSI control total of £2.7m as 

planned.   



This is a loss of £4.0m excluding external support, which is in line with 

plan, and equal to the loss after one month in last financial year.  

Target In the twelve months to 31st March 2020 the Trust has a planned underlying deficit of 

£24.5m after the planned achievement of a £14.2m CIP.  This excludes non-recurring 

external support of £20.9m which will be received in full if the Trust achieves the agreed 

control total, reducing the overall planned deficit to £3.6m.

Chart Area 87

Apr-19 Cash Actions
The percentage variance between planned borrowing-to-date and the actual borrowing-

to-date.

The Trust borrowed £1.5m in April, increasing the total borrowed to date 

to £26.0m.  



The requirement for a working capital support facility loan is continually 

being reviewed as part of the 13 week rolling cash flow forecast and the 

Trust continues to be in dialogue with NHSI’s cash and capital team 

about requirements for cash.  



Due to the external support agreed for 2019/20 borrowing has reduced 

to a lower level in April, and is expected to peak and trough during the 

year as cash is received in advance and arrears for various elements.



Target Cash in the bank on 30th April 2019 was £8.1m, which is higher than the minimum cash 

balance allowed as the Trust too action to protect working capital for the start of the 

financial year, where borrowing is strictly limited.

Chart Area 88

>= 0%

<= 0%
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Indicator Detail
2

3

5

63.3%

>= 0%

Apr-19 CIP Cumulative Achievement Actions
The percentage variance between planned CIP achievement and the actual CIP 

achievement.

The Trust is £0.3m favourable to the profiled CIP plan to date, however 

this has been delivered through non-recurrent vacancy factor and there 

is a significant risk to the delivery of the total CIP programme in 

2019/20.  At month 1 the Trust has identified £8.3m of schemes, and is 

working to identify schemes in order to bridge the £5.9m gap to the 

£14.2m requirement for 2019/20.  



£1.7m of CIP has been delivered against the £14.2m in year target, 

however there are nearly £1.0m of green schemes which will be 

transacted early in May.



The phasing of the CIP means that the level of savings required 

increases in each quarter of the year.

Target The cost improvement plan (CIP) is £0.3m favourable to date, with £0.8m delivered 

against the £0.5m year to date target, of which £0.6m is non-recurrent vacancy factor. 

The year to date target is less than 4% of the annual requirement.

Chart Area 90

Apr-19 Financial Use of Resources Actions
A calculated score based on capital service capacity, liquidity, income & expenditure 

margin, distance from financial plan, and agency spend.

Individual scores under the Finance & Use of Resources Metrics are 

shown below:

  Capital service cover = 4 (worst)

  Liquidity = 4 (worst)

  I&E margin = 4 (worst)

  Variance from control total = 1 (best)

  Agency spend = 1 (best)



For the Trust’s overall score to improve to a 2 then the Trust cash 

balance and liquidity would need to improve under the financial 

sustainability scores.  As these two metrics score 4 in the operational 

plan for 2019/20, then this triggers an over-ride in the overall Use of 

Resources metric and limits the overall score to a 3.

Target The Trust’s Use of Resources (UOR) draft score under the Single Oversight Framework 

is a 3, which is in line with plan.

Chart Area 89
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Indicator Detail
5

-70.9%

1

91.7%

Apr-19 Capital Expenditure Actions
The percentage variance between planned capital expenditure and the actual capital 

expenditure.  Capital expenditure includes such things as buildings and equipment.

The full funding of Healthier Together schemes is fundamental to the 

delivery of the capital programme in 2019/20 with £10.7m (58%) of the 

Trust’s £18.3m capital programme under this heading.  These costs are 

currently expected to fall towards the end of the financial year, so any 

changes to the forecast will not impact the capital variance for several 

months.

Target Capital costs of £0.2m have been incurred in April against a plan of £0.8m and so is 

£0.6m behind plan.  This relates to both estates capital projects and equipment 

purchases.
+/- 10%

Chart Area 91

Apr-19 Staff in Post Actions
The percentage of whole time equivalent staff in post compared with the current 

establishment.

Integrated Care has the highest percentage vacancy rate at 14.65% 

(177.53 FTE vacancies).  



Medicine & Clinical Support has a vacancy rate of 9.18% (109.16 FTE). 





Registered Nursing and Midwifery have the highest number of 

vacancies at 164.95 FTE.  There were 23 registered nursing and 

midwifery leavers (excluding flexi retirements), and 14 new starters in 

April 2019.

Target The Trust staff in post figure for April 2019 is 91.54% of the establishment, which is a 

decrease of 0.19% from 91.73% the previous month.  

>= 90%

Chart Area 92
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Indicator Detail
1

4.4%

6

13.7%

Apr-19 Sickness Absence Rate (UoR) Actions
The percentage of staff on sickness absence, based on whole time equivalent. The sickness rate for comparison in April 2018 was 4.02%.  The 12-

month rolling sickness percentage for the period May 2018 to April 2019 

is 4.46%. The unadjusted cost of sickness absence in April 2019 is 

£516,738; a decrease of £20,677 from the adjusted figure of £537,415 

in the previous month.  [This does not include the cost to cover the 

absence.] 



The unadjusted short term sickness for May 2018 to April 2019 is 

1.15%.  The long term sickness for the same period is 3.31%.   

The top three reasons for sickness remain as Stress/Anxiety, 

Back/Muscular Skeletal problems including Injury/Fracture, 

CoughCold/Influenza and Gastrointestinal problems respectively.



A review of the attendance management policy is nearing completion; 

this is supported by an increase in wellbeing promotions and activities.

Target The in-month unadjusted sickness absence figure for April 2019 is 4.44%; an increase 

of 0.02% compared to the adjusted previous month’s figure of 4.42%. 

<= 3.5%

Chart Area 93

Apr-19 Workforce Turnover (UoR) Actions
The percentage of employees leaving the Trust and being replaced by new employees. The top adjusted leaving reasons are: Work Life Balance/Dependents 

16.72%, Relocation 15.94%, Retirement 14.71%, and Promotion 

14.55%.



Integrated Care has the highest overall turnover rate at 19.27%, and 

when adjusted is 17.79%.  Of the 200 permanent headcount leavers 

within the last 12-months in this Business Group, 85 (42.5%) are in 

Urgent Response, from which 53 (62%) are Registered Nurses, and the 

two highest known reasons given are relocation and work life balance.  





Of the Trust adjusted permanent headcount leavers from May 2018 to 

April 2019; 38.39% have no further employment, reflective of the 

retirements and work life balance/dependents reasons, and 29.26% 

have moved to other NHS organisations.

Target The rolling 12-month permanent headcount unadjusted turnover figure at the end of 

April 2019 is 13.73%.  The adjusted rolling 12-month permanent headcount turnover 

figure for the same period is 12.78%, both of which fall below the Trust target.
<= 13.94%

Chart Area 94
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Indicator Detail
1

53.9%

1

97.2%

Mar-19 Staff Friends & Family Test: Recommend for Work Actions
The percentage of all surveyed staff who are extremely likely or likely to recommend the 

Trust as a place of work.

The increase is positive although it is still considerably lower than 

quarter one.

There are a number of initiatives generated in response to these results 

including:-

- Cultural Engagement Change Programme.

- Promotion of Health and Wellbeing initiatives

- Schwartz Rounds

- Recruitment and Retention Strategy

- Leadership and Development Programmes 

Target There has been a 1.23% increase since the previous quarter in staff recommending the 

Trust as a place to work and correlates with the response from the Staff Survey.

Chart Area 95

Apr-19 Appraisal Rate: Medical Actions
The percentage of medical staff that have been appraised within the last 15 months. Compliance with the performance indicator in this area is reviewed via 

the performance meetings on a monthly basis.

Target The medical appraisal rate for April 2019 is 97.20%, a decrease on the last month’s 

figure of 98.08% and above the Trust target of 95%. 

>= 95%

Chart Area 96
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Indicator Detail
1

92.2%

1

89.4%

Apr-19 Appraisal Rate: Non-medical Actions
The percentage of non-medical staff that have been appraised within the last 15 

months.

Reminders continue to be sent out mid month to all business group to 

remind them of their outstanding  appraisals.

New  appraisal documentation anticipated from Q2 will be delivered  in 

response to staff survey findings in relation to the 'appraisal experience'. 

The changes to the process has been informed by staff and managers 

via the culture and engagement group.

Target The appraisal rate for  April 2019 has risen this month to 92.16%. This is an increase of  

0.9%

>= 95%

Chart Area 97

Apr-19 Statutory & Mandatory Training Actions
The percentage  of statutory & mandatory training modules showing as compliant. A trajectory for achieving compliance is in development, this will be 

provided to each Business Group in order to support planning for staff to 

complete the required training.

Target Statutory and Mandatory training has not achieved the compliance standard in April ’19 

(89.39%) .  This has been impacted by the change in IG training from bi-annual to 

annual.
>= 90%

Chart Area 98
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Indicator Detail
1

10.6%

2

464

Agency Shifts Above Capped Rates Actions
Number of agency shifts above above the provider spend cap. Medicine have seen the highest number of agency cap breaches with 

an average of 43 shifts per week (a decrease of 47 compared to March).  

This is followed by Surgery with 35 shifts per week (a decrease of 9).  

Integrated Care has seen a decrease from 57 shifts per week in March 

to 24 in April. WC&D have decreased by 9 to a total of 14 shifts per 

week in April.

Target There were a total of 464 shifts paid above the NHSI cap rate during the 4 week period 

from 1st to 28th April 2019.  This equates to an average of 116 shifts per week, a 

decrease of 99 shifts per week compared to March’s figures.  This is also lower than the 

196 shifts per week in April 2018.<= 0

Chart Area 100

Apr-19 Bank & Agency Costs Actions
The total bank & agency cost as percentage of the total pay costs Bank and agency costs in April 2019 account for 10.59% (£1.3M) of the 

£19.58M total pay costs.  This is a £1.05M decrease from the position 

reported in the previous month (£3.12M).



The Medicine & CS Business Group bank and agency spend has 

decreased by £2.4M to £755K in April 2019, but continues to have the 

highest spend on bank and agency equating to 36.42% of the Trust 

overall bank and agency spend and 3.86% of the Trust total paybill.



Actions to address areas of shortage supply continue, alongside the 

oversight and scrutiny arrangements.

Target Total spend on bank staff in April 2019 was £1.3M, which is 6.63% of the total pay 

spend.  Agency spend was 3.96% of total pay expenditure, a figure of £776K,.

<= 5%

Chart Area 99
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Indicator Detail
5

-15.9%

1

75.3%

The percentage of staff receiving the flu vaccination. A review of the success of this year's campaign will be undertaken by 

the Workforce Flu Strategy group and will inform plans and arrangement 

for next seasons approach.

Target Last year’s campaign ended on 73.9% frontline uptake, this year we have achieved 

79.3%. 

>= 75%

Chart Area 102

Apr-19 Agency Spend: Distance From Ceiling (UoR) Actions
The percentage variance between Trusts expenditure on agency and external locums 

across all staff groups and the cap set by NHSi.

There were a total of 131 shifts paid at or above £100 per hour, which 

required Chief Executive approval, which is an average of 33 shifts per 

week, compared to 54 shifts per week in March.

Target The total number of agency shifts worked in this period, including shifts under cap, was 

1,397 – an average of 349 per week.   This is an average decrease of 87 shifts per week 

compared to March.
<= 3%

Chart Area 101

Feb-19 Flu Vacination Uptake Actions
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Indicator Detail
1

71.9%

Mar-19 Staff Friends & Family Test: Recommend for Care Actions
The percentage of all surveyed staff who are extremely likely or likely to recommend the 

Trust for care.

Actions

  -  Agenda item on the Cultural engagement group (CEG)

  -  Cultural ambassadors to promote

  -  Extensive communication plan to commence regarding the staff 

survey in particular

  -  To explore exit interviews and leavers information to make positive 

changes

  -  To support new staff in the trust with initiatives such as preceptor 

ship and buddies

  -  Celebrating Stockport- with staff initiatives such as Celebration of 

achievements

Target The overall trust staff response rate for the Friends and Family test is 64.00%.This data 

was taken from the national staff survey for Qtr 3 where 598 staff responded.

Chart Area 103
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Report to: Board of Directors Date:                     28 May 2019 

 
Subject: Year 2 Quality Improvement Plan 2018-20 

Report of: 
Chief Nurse & Director of Quality 
Governance  Prepared by: 

Chief Nurse & Director of 
Quality Governance  

REPORT FOR APPROVAL  

Board 
Assurance ref 

 

SO2 

 

Summary of the report 

 

The Quality Improvement Plan for Stockport NHS Foundation Trust. The Plan 
was launched in April 2018; at that time the Trust was rated as ‘Requires 
Improvement’ by the Care Quality Commission following inspections in 
March 2017 and June 2017.  
 

In December 2018, the CQC rated the trust as ‘requires improvement’ 

overall, and noted twelve areas of improvement. Our status with NHS 

Improvement as a Trust challenged for quality, performance and finance in 

September 2017, was removed in March 2019 following acknowledgement 

of achievement in a number of key areas by our regulators. 

The Quality Improvement Plan has been refreshed to reflect the changes in 

the Trust as it continues on its improvement journey. 

 

Members are asked to approve the plan.  

Corporate 
objective  

ref: 

2a, 2b 

CQC 
Registration 
Standards ref: 

17 

Equality 
Impact 
Assessment: 

 Completed 

 

 Not required 

 

Attachments:    

 

This subject has previously been 
reported to: 

 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Committee 
 Finance and Performance 

Committee 

 People and Performance 
Committee 

  Charitable Funds Committee 
  Exec Management Group 
 Remuneration Committee 
 Joint Negotiating Council 
   Other  - Safety & Risk Group 
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Foreword 

I am delighted to be introducing the refreshed Quality Improvement Plan for Stockport NHS 
Foundation Trust. The Plan was launched in April 2018; at that time the Trust was rated as 
‘Requires Improvement’ by the Care Quality Commission following inspections in March 
2017 and June 2017.  
 
In the first six months of 2018/2019 Trust staff worked tirelessly to enact the plan.  Staff from 
all areas of the Trust worked together with partners, seeking out areas where improvement 
was needed, and coming up with solutions that people believed in. 
 
We have seen remarkable change happening at pace in many areas. 
 
In the months since we have continued to see tremendous commitment from our staff who, 
no matter where they work in the organisation, have come to work every day to contribute to, 
or deliver, high quality care in order to secure the best outcomes and experience for our 
patients.  
 
When the CQC carried out their unannounced inspections of core services in medicine, 

urgent and emergency care and community services for adults and their Well Led 

inspections in September and October 2018, they noticed a difference.  Our rating remained 

as Requires Improvement, but the CQC noted signiiant improvements across the board.  

Three areas that had been rated as inadequate were now rated as good or requires 

improvement.   

The core services were all rated as Good for Well Led; a significant achievement for us to 

build on in our as recognise that improving quality is essential to us all.  Patients want to feel 

safe and secure when they receive care and treatment in our Trust.  Our patients’ families 

and carers want to know that we are taking the best possible care keeping them safe.  We 

know that staff want to provide the highest quality care and treatment possible, and as a 

Trust we want to be recognised locally as a great place to work and as a health-care 

organisation that we can all be proud of. 

We have recognised this commitment and our second year refresh sets the clear direction 
and approach to continuously improving quality, acknowledging that everyone has a role to 
play and can contribute. 
 
We are going to do this through being innovative and in developing a culture which supports 
continuous learning, improvement and develops compassionate leadership which inspires 
individuals, teams and services to be the best we can be.  
 
Our goal is to be recognised as an outstanding organisation, and we aim to demonstrate that 
the care and treatment delivered by all of our staff is of the best quality possible.  We want to 
make sure that the high quality and safe care we aim to provide is recognised externally by 
our partners and colleagues because it has become business as usual.  This plan describes 
the blueprint for our journey, it makes our objectives clear and sets timescales and 
performance indicators along the way.  
 
Our staff and key stakeholders have helped shape this plan, which is designed to be the 
golden thread in the direction of travel for quality improvement for the next year.  
 

Best wishes 
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Louise Robson, Chief Executive 

1. Introduction to our Quality Improvement Plan 

We want our Quality Improvement Plan to take us from ‘Requires Improvement’ by being 

bold in taking us further on a trajectory to ‘Good’ and ‘Outstanding’.  Of course we must 

address areas of concerns relating to patient safety that have been noted externally by the 

Care Quality Commission (CQC) and NHS Improvement, and those that we have recognised 

ourselves. We all want our patients to receive consistent, high-quality care and our ambition 

is that the pride taken in delivering care to our patients helps us to become the employer of 

choice in the region. 

In December 2018, the CQC rated the trust as ‘requires improvement’ overall, and noted 

twelve areas of improvement. Our status with NHS Improvement as a Trust challenged for 

quality, performance and finance in September 2017, was removed in March 2019 following 

acknowledgement of achievement in a number of key areas by our regulators/ 

The dedication and efforts of all staff led to a series of improvements, and notably we have 

seen:    

Quality Improvements include: 

 The development of our Quality Faculty, with an emerging infrastructure supporting 
quality improvements across the Trust. 

 Consistent approaches to reporting incidents, with a significant and sustained 
increase of 100% in reporting – leading to a greater opportunity to share immediate 
lessons learned and embed safer practice 

 60% improvement in the reporting of ‘no and low harm’ incidents – demonstrating an 

evolving safety culture and a passion to get things right 

 Reduction in the number of complaints received and in those returned where the 

complainant did not feel the complaint was resolved 

 Improvement in the provision of care to avoid harm, achieving a 50% reduction in 

pressure ulcers in the community setting 

 Embedding our ward accreditation scheme – Accreditation for Continuous Excellence 

(ACE), resulting in immediate improvements in a number of standards; 26 wards 

have been accredited through the scheme; 6 wards have GOLD status 

 Quality and Safety Boards in all wards and units across the Trust 

 Introduction of the National Early Warning Score 2 model, leading to earlier 

identification of patients at risk of deterioration 

The continued delivery of our refreshed Quality Improvement Plan, underpinned by good 

governance and staff development, will ensure that the changes made already are 

sustainable, and that those outstanding can be delivered in agreed timeframes.   

The Board of Directors are committed to provide full support, leadership and apply focus and 

rigour to ensure the delivery of the plan. The Board of Directors intend to ensure continuous 

focus on creating the conditions that allow staff to do their job well by removing blocks to 

success and making sure we are managing any risks to delivery.  

Partner agencies continue to offer their support to the Trust and this is warmly welcomed.  

We know that the Clinical Commissioning Group, Greater Manchester Health and Social 

Care Partnership, Local Authority, Health-Watch, NHS Improvement, NHS England and 
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others will play a key role in scrutinising assurance processes to ensure they are sufficiently 

robust. 

A core facet of the Quality Improvement Plan is the engagement of frontline staff in the 

improvement journey, with everyone being able to influence and contribute and feel 

empowered to change and improve.  We know that when our clinical, non-clinical support 

staff and managers work together then our patients get the best care possible.   

We intend to continue to listen to our staff; making the most of their enthusiasm, expertise 

and knowledge and signalling a common purpose and priority for the organisation that is 

owned by everyone whether front-line staff providing direct patient care, human resource 

teams, staff working in information management and technology, estates and facilities, or 

finance and quality governance.  

Delivery at pace 
The Board of Directors is committed to ensuring that the Quality Improvement Plan is 
delivered at pace. During Q4 208/2019, through the CQC’s unannounced inspection of core 
services, we were able to demonstrate our ability to deliver at pace in line with our Quality 
Improvement Plan.  However, we recognise that there is a way to go, and we are in no way 
complacent. 
 
Working with all staff in the Trust and with the support of partner organisations and agencies, 
the Board is confident that the plan will deliver an improved outcome at the next CQC 
inspection.   
 
Furthermore, by developing and embedding a culture of continuous improvement and 
supporting frontline staff to improve services through innovation, we have set our ambition to 
be rated “Good” and “Outstanding” in the future. 
 
Our plan will help us to:  

 improve quality and safety 

 reduce variation and patient harm 

 ensure every member of our staff  has access to and has undertaken core learning and 

appraisal 

 act smart in the way we use our resources and prioritise safety and quality improvement   

to gain maximum impact  

 work in conjunction with partner organisations to improve quality and safety for our most 

vulnerable patients 

 ensure all CQC Must Do and Should Do actions and concerns are fully addressed and 

become the way we provide care for every patient every day 

 

Purpose of the Quality Improvement Plan:  Who benefits? 
 
Patients will benefit from our Quality Improvement Plan 
Successful delivery of our plan will mean that patients will have increased confidence in local 
services, that they have a better experience with better outcomes.  
 
Staff will benefit from our Quality Improvement Plan 
Successful delivery of our plan will mean that staff will have increased pride and job 
satisfaction and knowing they have made a difference.  We will become an employer of 
choice. 
 
The Trust itself will benefit from our Quality Improvement Plan 
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Regulators will see our compliance improve and future inspections will focus on the 

improvements we have made.  Stakeholders will know they are working with an organisation 

which is committed and has a clear plan for improvement.  All of our community will see: 

 Achievement of the Trust strategic objectives 

 Delivery of sustainable, safe, effective, and high quality services for patients 

 Lessons are learned and shared across the trust thus reducing the risk of incidents and 

improving responsiveness, quality of care and experience for patients 

 Robust systems and processes in place thus reducing clinical and reputational risk 

 Compliance with CQC regulations 

 Compliance with NHSI Provider Licence 

 Well trained and valued staff  

 Sustainable trust-wide process and governance arrangements in place to move 

programme work into business as usual at local level when appropriate 

 Senior oversight and scrutiny on progress and any slippage allows executives to re-

prioritise work 

 

2. Trust Values and Behaviours 

Quality and Safety 

 We deliver safe, high quality and compassionate care 

 We ensure a clean and safe environment for better care 

Communication 

 We treat our patients, their families and our staff with dignity and respect 

 We communicate with everyone in a clear and open way 

Service 

 We provide effective, efficient and innovative care 

 We work in partnership with others, to deliver improved care, in the right place at the right 

time 

 

3. Trust Strategy 

The Trust’s vision, mission, priorities, aims and objectives will guide the organisation over 

the medium term and help its decision making. The successful delivery of these priorities, 

and the strategic objectives which support them will be a guide for the success of the 

organisation. The Trust’s strategy is: 

 The Trust will continue to meet the needs of the local population while maintaining 
high quality clinical services and financial sustainability.  

 In practice this means we remain committed to delivering all clinical services 
expected from a DGH, either directly or through collaboration with our partners.  

 We will drive Stepping Hill Hospital as a specialist Healthier Together site providing 
elective and non-elective inpatient surgery & actively support clinical service provision 
links. 

 We are ready and equipped to take a strong role in the South East sector of GM and 
with East Cheshire 
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 We are committed to the integrated agenda of Stockport Neighbourhood Care to 
deliver seamless care services, between primary, secondary, mental health and 
social care to the population of Stockport. 

 
To deliver this strategy the trust has refreshed our enabling strategies, not least provided 
greater clarity on how we will deliver clinical services in the future. Our clinical leaders 
advocate seamless care, alongside partner organisations in our community that wraps 
around the needs of our patients, to enhance the quality of life for individuals.  
 
The Trust recognise that the delivery of the strategy is both critical and challenging. As we 
aspire to excellence throughout the organisation we will support colleagues to make the 
changes that are required. We believe that we can deliver the strategy and implement the 
transformation programme.  

 

4. Trust Profile 
The Trust provides acute hospital and community care for children and adults 

predominantly across Stockport and the High Peak area of Derbyshire.  We employ over 

5,200 staff working across hospital and community premises. Our major hospital is Stepping 

Hill Hospital situated on the A6, south of Stockport town centre. We also provide services 

from the Meadows, Swanbourne Gardens, the Devonshire Centre and in peoples’ homes 

and the community within Stockport. 

 
Services are delivered through our Business Groups which are led by a ‘triumvirate’ 

comprised of a Business Group Director, an Associate Medical Director (AMD) and an 

Associate Director of Nursing (ADN).  Our Business Groups during 2018/19 were: 

 Women’s and Children’s and Diagnostics 

 Integrated Care 

 Medicine and Clinical Support Services 

 Surgery, Gastro-enterology and Critical Care 

 

Our Business Groups are supported by corporate services which include: 

 Finance 

 Workforce and Organisational Development 

 Learning and Education 

 Corporate Quality and Governance (Corporate Nursing) 

Estates and Facilities 

 Information Management and Technology and Communications 

 

Some of our recent successes include:   

 Reconfiguration of the Emergency Department to provide additional assessment and 
majors environment to improve flow through to the hospital 

 Hyper Acute Stroke Service officially rated ‘best in the country’ 

 Stockport ranked in the top seven in the country for cancer care 

 The national Bowel Cancer Audit shows high survival rates for patients who undergo 
surgery and treatment at Stockport NHS Foundation Trust 

 Data from the National Joint Registry shows Stockport NHS Foundation Trust to be 
one of the best places in the country for knee and hip replacement surgery 

 The introduction of the ERAS+ (Enhanced Recovery After Surgery) in major 
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programme has been associated with a reduction in length of stay, low rates of 
complications and high rates of patient satisfaction, with no detriment to re-admission 
rates.   

 For the fifth year running we are the highest vaccinator of pregnant women in England 

 GIRFT re-visit to Trauma and Orthopaedics.  Positive outcome, the team requested to 
highlight the Trust as an exemplar site for other Trust’s to visit.  The team were 
impressed that we had maintained our elective work during winter and had sustained 
protection of the Elective Orthopaedic Unit. 

 GIRFT visit to Radiology in February 2019, positive outcome. 

 ECIST visit in February 2019, report being for checked for factual prior to release, but 
initial feedback is recorded as noting that since the teams last visit the ED is 
transformed positively since their last visit. 

 PHE Antenatal and New-born Screening Quality Assurance visit January 2019 

 4 areas of improvement to implement, with no high risk areas noted 

 PHE Cervical Screening Quality Assurance visit February 2019 

 Overall positive, with one immediate action relating to the environment 

 NHS Stockport CCG Quality Visits to Critical Care, Bluebell and Devonshire in Q1.  
The CCG reported their impressions of the Critical Care Unit:  The overall 
impression was one of a well led, effective and responsive service with a 
professional, dedicated and enthusiastic team.   The CCG considered that the local 
initiatives the Trust has implemented should be shared on a wider footprint, not just 
across the Trust but across GM to celebrate and publicise the great work that is 
being undertaken on the unit. 

 Request to the Trust from Helen Lee, Professional Lead for Patient Experience, NHS 
Improvement to share our Always Events work nationally in recognition of the impact 
our approach is having on patient experience. Always Events relate to mental health 
assessments, pain relief, knowing the name of your nurse, and a range of other 
fundamental aspects of care delivery. 

 Request to the Trust from Mark Radcliffe, Deputy Chief Nursing Office, NHS 
Improvement to speak at the CNO conference in March 2019 about the positive 
impact our quality approach is having on recruitment and retention at the Trust. 

 

5. How did we develop our Quality Improvement Plan? 

Our Quality Improvement Plan was developed with the support/contribution/inputs from our 
key partners and stakeholders and not in isolation. It builds on the foundations and 
achievements from previous strategies; and was developed in collaboration with members of 
staff and local stakeholders.  Staff from all areas of the organisation, along with Governors, 
the Clinical Commissioning Group (CCG) and HealthWatch were invited to provide their 
thoughts on key areas the organisation should focus its quality improvement efforts.   
 

We have listened to feedback from the rich sources of information provided by our patients, 
their families and carers.   
 

 In-patient surveys 

 Staff surveys 

 Complaints themes and trends 

 Incident reports 

 Patient Experience Website platforms 
 
The improvement work-streams in place to support urgent care delivery have been refreshed 
and aligned with GM Urgent Care Strategy.  This has been an iterative process with support 
and engagement from Local Authority, Stockport Neighbourhood Care, CCG’s, and NHSI 
improvement teams working alongside the Trust.   All information and plans have been 
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collated and merged to provide a clear map for our journey, based on the delivery of success 
of seven themes.  
 
 
 
 
 

Stakeholder engagement 
Through a series of engagement events, planned walkabouts, workshops and meetings, we 
listened to our stakeholders to ensure their views helped shape our Quality Improvement 

Plan. 
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6. CQC Report Findings 2018 

The report was published following CQC unannounced inspections of Urgent and 

Emergency Services, Medical Care and Community Adults, and the Well Led inspection 

between 11 September and 4 October 2018.  The report was published on 21 December 

2018.    

 The CQC rated safe, effective and responsive as requires improvement.  They rated 

caring as good. In terms of well-led, although leadership was rated at service level as 

good, the overall trust rating is determined by the trust-wide assessment of well led, 

which was rated as requires improvement. 

 The CQC rated Stepping Hill Hospital as requires improvement. Whilst the overall 

rating was the same as at the last inspection, there was notable improvement in the 

safe and well-led domains. 

 The CQC rated the Devonshire Centre for Neuro-rehabilitation overall as good. 

However, in terms of being effective they rated the centre as requires improvement. 

 The CQC rated Bluebell Ward - The Meadows as good across all domains. 

 The following ratings have been applied for Stockport NHS Foundation Trust: 
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The following ratings have been applied for Stepping Hill Hospital: 
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The following ratings have been applied for community health services for adults 
(please note End of Life Care and Community Health Services for Children, Young People and families 
was not inspected during the 2018 visit)  
 

 
Concerns and key areas for improvement  
A number of persistent concerns have been identified, recognised both by us as a Trust, and 
also by external agencies, which this plan intends to address:  
 
Safeguarding 
The need for a Trust Strategy  
Valuing the fundamentals of care of vulnerable patients, including those with a learning 
disability 
Safe staffing  
The pressure or demand in emergency services and persistent problems with patient flow 
Gaps in governance and risk management 
 

Trust Board Response 
The CQC report of October 2017 made difficult reading for all of us at the Trust.  The Board 
of Directors accepted the findings, acknowledging that the Trust had clearly fallen short in 
some key areas. 
 
As a result the Trust made some significant and important infrastructure changes, including 
strengthening the joint working of our doctors and nurses in the emergency department and 
medical care.  We developed a clear medical leadership structure under the Medical 
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Director. We developed and introduced our Quality Governance Framework and our Risk 
Management Strategy.  
 
The Board of Directors made it clear that a culture of being open and honest, speaking up 
and working together for the good of patients and staff is vital to the success of the Trust.  
 
We have a strong belief in our staff – we know that we have the skills, dedication and 
ambition to address issues raised by the CQC and ensure we give the best possible care we 
can to every patient.  
 
We believe that by ensuring there is clarity of our aim and ambition through a Quality 
Improvement Plan which is deliverable, then our staff will make sure it is delivered. We want 
to celebrate success whilst we deliver the aim and ambition, at the same time as developing 
a culture of continuous improvement.   
 

7. Developing a Culture of Continuous Improvement 
Patients are at the heart of everything we do at Stockport NHS Foundation Trust and we are 
committed to improving quality and achieving excellence in all that we do. Our aim is to be 
one of the most successful NHS trusts.  We are committed to developing a culture of 
continuous learning and supporting continuous Quality Improvement (QI), as advocated 
within NHS Improvement’s ‘Developing People, Improving Care’ document (2016).   
 
For QI to be successfully embedded by all staff at all levels, a culture of improvement that 
spans the organisation is required.  Importantly too, is the knowledge that a clear QI 
approach/methodology which is simple, effective and can be used by everyone.   
 
The Trust has adopted the Advancing Quality Alliance QI methodology as our chosen QI 
approach. It is simple for all staff to use and is a widely understood methodology that has 
been successfully used in many healthcare settings. Furthermore it builds on the existing 
knowledge and skills of many of our staff, and harnessing that enthusiasm and knowledge 
from frontline staff will enable us to make progress faster.  
 
Strong Leadership 
Strong leadership is key to the development of an improvement culture, and organisations 
that have successfully implemented QI strategies have demonstrated improvements in 
standards and outcomes across all aspects of care. QI is distinctly different to quality 
strategies and audit and has been shown to bring about more sustained improvement as it 
enables those with the experiences to explore and co-create the process, resulting in it being 
more likely that the whole organisation will ‘own’ the approach.  
 
Being bold – getting on at pace  
The Quality Improvement Plan brings together all the actions that the Trust believes to be 
the most important. We want to be bold, though, and to deliver our aim and ambition at pace. 
Gaining traction quickly will deliver the improvements necessary to achieve the short-term 
goal of an overall Trust CQC rating of ‘Good’ and beyond in future inspections.  
 
Throughout 2018/19 we embedded and sustained our weekly Patient Safety Summit and bi-
weekly Patient Quality Summits, where all staff are invited and the enthusiasm/attendance is 
growing exponentially. 
 
We have already started our Quality Improvement Initiatives, with nine indicators identified 
projects to commence in April 2019, all set to deliver demonstrable differences in areas 
where we knew we wanted to make changes.  The nine projects align to the Trust Quality 
Account Priorities for 2019/2020 and to the Operational Plan 2019/2020. 
 
The development of our Quality Faculty will support the delivery of the agreed Quality 
Improvement Plan using QI training to build capability and capacity amongst the workforce. 
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The vision of the ‘Quality Faculty’ is to oversee a ‘hub’ of QI Facilitators whose role will be to 
train, mentor and support staff working through QI projects. 
 
 
 
 
We will approach our Quality Improvement Plan through: 

 Board of Directors  leadership, oversight and governance  making quality are core 

aspect of our strategy and everything we do 

 Executive Accountability for delivery of improvement plans 

 Building strong leadership at all levels within the Trust 

 Extensive staff engagement and clinical leadership to drive innovation 

 A rigorous QI ethos and approach throughout the organisation 

 Delivery supported through programme and project management 

 Involving our patients, service users, membership/Governors and the public 

 External support from experts to address capability 

We will be evidence-based and will systematically monitor and test progress as well as look 

to outstanding organisations elsewhere to see how they do things and learn for our own 

development. 
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8. The Seven Themes of our Quality Improvement Plan 

 

 

Underpinned by Trust Strategy and Quality, Finance and Operational Governance 

Frameworks 

 

 

 

 

 

 

 

 

 

 

Trust 
Strategy 

Quality 
Governance 

Financial 
Governance 

Performance 
Governance 

Risk 
Management 
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8.1   High Quality Safe Care Plan 

 

The CQC found that there were improvements across all core services inspected and 

upgraded 3 previous ‘Inadequate’ ratings in Urgent & Emergency Services and Medical Care, 

although the overall rating remained as ‘Requires Improvement’.  The work undertaken 

through our Safe, High Quality Care Improvement Plan and monitoring through a weekly 

Patient Quality Summit resulted in improved ratings for 12 of the services inspected.  Of 

particular note was the improvement in the Well Led domain, where the Trust was rated as 

‘Good’ for the core services.  Additionally, the CQC found that we had completed all of the 

‘Must Do’ actions that had been previously identified in the Community Health Services for 

Adults.   

 

The inspection report, published on 21 December 2018 included requirements under the 

following regulations: 

 

 Regulation 4 Health & Social Care Act (RA) Regulations 2014 – Premises and 

Equipment 

 Regulation 5 Health & Social Care Act (RA) Regulations 2014 - Fit and Proper Persons 

 Regulation 9 Health & Social Care Act (RA) Regulations 2014 - Person Centred 

Treatment 

 Regulation 17 Health & Social Care Act (RA) Regulations 2014 - Good Governance 

 Regulation 18 Health & Social Care Act (RA) Regulations 2014 - Staffing 

 

No patient-safety related issues were identified that required immediate action and the 

improvements found by the CQC were subsequently acknowledged by NHS Improvement with 

a decision taken to step down the Quality Improvement Board in March 2019.  We developed 

and agreed our Safe High Care Quality Plan with the CQC throughout Q4 2018/19, and have 

systems and processes in place to monitor and address our response to Must and Should Do 

actions. 
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8.2 Reducing Unwarranted Variation in Clinical Practice 

 

We aim to improve patient care and increase efficiency by reducing variation in practice 

across the Trust. 

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 

Topic By when Monitoring 
arrangements 

Using local and national benchmarking data 
to demonstrate consistently high quality 
clinical care with no unwarranted variation 
and performance in the top quartiles 

March 2020 Bi-monthly performance 
meetings 
 

Ensuring clinical service needs where 
required are delivered equitably across 7 
days 

March 2020 Bi-monthly performance 
meetings 
 

Introduction of the Accreditation for Continued 
Excellence (ACE) programme 

Launched in April 2018 
for inpatient adult wards 
only.  All wards to have 
undertaken assessment 
in the first 18months. 
 
September 2019 

Monitored roll-out plan 
- Results & Action 

Plans to address 
short falls monitored 
by Business Group 
Quality Boards 

 
- Work has been 

undertaken to 
develop ACE 
standards for 
specialist areas 
including Paediatrics, 
Maternity, 
Community, Theatre, 
ICU & OPD 

Implementing advances in Information 
Technology, centred on a single electronic 
patient record across health and social care, 
which will support our journey of continuous 
improvement 

Date to be confirmed Electronic Patient 
Record Programme 
Board 

Delivering the efficiencies identified through 
the model hospital and reduce unwarranted 
variation across a range of productivity and 
clinical effectiveness measures, including: 
GIRFT programme, NATSIPPs, LOCSIPP’s 
 

March 2020 Monthly performance 
meetings 
Operational 
Management Group 
 

 

 

123 of 174



 

Page 18 of 24 
 

 

 

 

8.3 Urgent Care Delivery 

 

Our system is under pressure and we want to improve the urgent and emergency care 

system so patients get the right care in the right place, whenever they need it.  We are 

working hard with our partners to embed good practice to enable appropriate patient flow, 

including admission avoidance, better and more timely hand-offs between the emergency 

department and clinicians and wards, streamlined continuing healthcare processes, better 

discharge processes and increased community capacity. 

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 
Topic By when Monitoring 

arrangements 

Urgent Care Access: 
All patients to be seen by the most 
appropriate clinician for their needs within 2 
hours and if they do not require inpatient 
specialty care to be discharged within 2 
days. 
  

  
30 June 2019 
(GM Improvement 
Trajectory) 

  
Urgent and Emergency 
Care Delivery Board,  

Patient Flow: 
Reduce to 35% the proportion of General & 
Acute beds occupied by patients staying 
longer than 7 days (Stranded Patients). 
  

  
30 June 2019 
(GM Improvement 
Trajectory) 

  
Urgent and Emergency 
Care Delivery Board,  

Complex Patients:  
To ensure that medically optimised patients 
are discharged home or an alternative 
community facility within 48 hrs. 
  
  

  
30 June 2019 
(GM Improvement 
Trajectory) 

Urgent and Emergency 
Care Delivery Board,  
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8.4 Safety Collaboratives 

 

We want to introduce five Safety Collaboratives through 2018/20, to focus on delivering 

definitive and measurable improvements in specific patient safety issues that have been 

identified through incident reports, complaints, serious incidents or nursing care indicator 

reports.   

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 

Topic By when Monitoring 
arrangements 

Pressure Ulcers: 
25% reduction in device related pressure 
ulcers 
 

31 March 2020 Quality Safety and 
Improvement Group 
Quality Committee 

Falls: 
10% reduction in all in-patient falls to be 
monitored quarterly 
10% reduction in falls with moderate and 
above harm 

31 March 2020 Quality Safety and 
Improvement Group 
Quality Committee 

Deteriorating Patient: 
Deteriorating Patient and NEWS introduction 
(metrics to be determined through AQuA 
program) 
 

30 September 2020 Quality Safety and 
Improvement Group 
Quality Committee 

Blood Transfusion 
Improving safety in blood transfusions 

31 March 2020 Quality Safety and 
Improvement Group 
Quality Committee 
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8.5 Quality Improvement Initiatives 

 

Our information tells us that we must make improvements in the quality of care and 

treatment in some areas. We have agreed our quality improvement methodology.  Our 

ambition is that, across a range of identified areas, improvements are clinically led and 

managerially supported so that they are embedded in practice and focussed on getting the 

best outcomes for our patient, by the right staff and the right time.    

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 

Topic By when Monitoring 
arrangements 

Medicine & Clinical Support QI initiatives: 

 Enhanced therapeutic observations 

 FRIDAY handover tool 

 Reduce OP Follow-up clinics  

31
st
 March 2020 Business Group Quality 

Board 
Friday Club 

Integrated Care QI initiatives: 

 Reduce falls and avoidable admissions 
from extra care schemes OOH 

 Improve flow in ED 

 Reduce ambulance turnaround time 

 Reduce ITT admissions of medically 
optimised patients from ED and CDU 

 Reduce neighbourhood insulin errors 

31
st
 March 2020 Business Group Quality 

Board 
Friday Club 

Surgery, GI & Critical Care QI initiatives: 

 Surgical wound care pathway for bowel 
operations 

 Reduce OP OWL 

 #NOF - improve physiotherapy support and 
BPT compliance 

31
st
 March 2020 Business Group Quality 

Board 
Friday Club 

Women, Children & Diagnostics QI initiatives: 

 Reduce x-ray waiting times 

 Increase self-referrals to school nurse drop 
in clinics 

 Reduce waiting times for children’s (over 
5s) OT 

 Reduce health visiting service DNAs for the 
two year old development assessment 
clinics 

 Improve traceability of blood relating to 
blood transfusions 

 Using the ISO accreditation of laboratory 
services to ensure we deliver a high quality 
service to our patients across all 
specialities 

31
st
 March 2020 

 
 
 
 
 
 
 
 
 
 
 

30 June 2019 
(haematology only) 

31
st
 March 2020 (other 

lab) 

Business Group Quality 
Board 
Friday Club 
 
 
 
 
 
 
 
 
 
Business Group Quality 
Board 

 

Corporate QI initiatives: 

 Health Roster system improvements 

 Introduce a more robust policy for medical 
devices 

 Improve the Trust Hospital Standardised 
Mortality Ratio 

31
st
 March 2020 Business Group Quality 

Board 
Friday Club 
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Quality Improvement Priorities to be monitored through the Annual Quality Report 

Topic By when Monitoring 
arrangements 

Safety 

Pressure Ulcers: 
 25% reduction in device related 

pressure ulcers 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Falls: 
 10% reduction in in-patient falls 
 10% reduction in falls with moderate 

and above harm 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Sepsis: 
 Improvement in recognising and 

treating patients with sepsis 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Effectiveness 

Readmission rates: 
 Improvement in readmission rates 

with the same condition 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Accreditation for Continued Excellence: 
 4 new assessments per quarter 
 Launch of ACE in specialist areas 

 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Improvement in patient transfers: 
 Reduction in internal ward transfers 

after 22:00hrs 
 Reduce unnecessary transfers after 

20:00hrs for patients who live with 
dementia 

 Reduction in the number of inpatient 
transfers per patient stay 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Experience 

Advance care planning (End of Life): 
 Improvement in opportunities for 

Advance Care Planning for patients 
who are at the end of their life 

 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Inpatient survey: 
 Improve 5 worst performing questions 

by Business Group (total 20 
questions) by 5% 

 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 

Nurse staffing: 
 Achieve fewer than 100 registered 

nurse and midwife vacancies 

31 March 2019 Quality Safety and 
Improvement  
Strategy Group 
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8.6 Safe Staffing 

 

We aim to ensure safe staffing and a reduction on reliance on temporary staffing through a 

series of schemes associated with recruitment and retention.  

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 

Topic By when Monitoring 
arrangements 

Recruitment programme – reduce vacancy 
rate 
 

31 March 2020 People and 
Performance 
Committee 

Retention Programme – reduce turnover rate 
by 1.5% 

31 March 2020 People and 
Performance 
Committee 

Improved efficiencies in e-rostering against a 
range of measures 
 

30 November 2020 People and 
Performance 
Committee 

To have fewer than 100 registered nurse 
vacancies 

31 March 2020 People and 
Performance 
Committee 
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8.7 Quality Faculty 

  

We recognise improvement is more likely to succeed and be sustained if it is designed and 
led by the staff doing the job. In order to enable staff to make change happen they will be 
supported by improvement experts with quality improvement methodologies employed. We 
want to develop a hub of quality improvement champions working across the Trust, 
supporting and enabling the delivery of high quality, compassionate and continually 
improving care for all of our patients, their families and carers.  The Faculty will encourage 
the sharing of best practice, improvement methods and approaches as widely as possible 
through the systems we work in. 
 

We will know when we have succeeded by measuring what matters, and by 
monitoring those measures: 

Topic  By when Monitoring 
arrangements 

Level 1 - Trust Leadership 
5 members of the senior team will have undergone 
an AQUA Leadership for Improvement Fellowship. 

31
st
 March 2020 Service Improvement 

Group 

Level 2 - QI Experts 
We will have had staff attend the following: 
2 x Advanced Improvement Practitioner AQUA 
Masterclasses 
1 x Medical Leaders in Practice 
4 x AQUA Human Factors (train the trainer) 
4 x AQUA Appreciative Enquiry 

31
st
 March 2020 Service Improvement 

Group 

Level 3 - QI Practitioners 
We will have had staff attend the following: 
100 x Bitesize QI programme 
50 x AQUA QI Practitioner/EQUIP or similar 
30 x BM/ABM Masterclass 
5 x AQUA Medical Leaders in Practice 
20 x AQUA Introduction to Human Factors 

31
st
 March 2020 Service Improvement 

Group 

Level 4 - QI Champions 
We will have had staff attend the following: 
100 x 1 day QI module as part of  SFT Leadership 
Programme 
250 x ½ day Masterclasses 
200 x Bitesize QI sessions 
50 x Introduction to Human Factors  

31
st
 March 2020 Service Improvement 

Group 

Level 5 – Foundation 
We will have had staff attend the following: 
Online QI e-learning or face to face for staff without 
computer access e-learning 
Bitesize QI programme (attendance optional) 

31
st
 March 2020 Service Improvement 

Group 

Level 6 - All staff 
All staff will have attended the following: 
Online Introduction to QI overview or face to face for 
staff without computer access  
Corporate Induction QI overview 

31
st
 March 2020 Service Improvement 

Group 
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Access to Bitesize QI programme (attendance 
optional) 

 

9. Governance and Assurance 

We want to extend from our emphasis placed on monitoring the Quality Improvement Plan 
and evaluating the impact and outcomes of the quality improvements made.  From both a 
patient and staff perspective we intend that reports and updates about the plan will describe 
and evidence how we are safer, and how the improvements made are maintained and is 
sustainable.   
 
We will use triangulation methods that involve describing how the improvements have made 
a difference for stakeholders or third parties; these will complement the usual range of 
business intelligence through a rigorous reporting programme both internally and to key 
stakeholders is now in place. 
 
The Trust has established a series of groups that meet weekly or monthly to provide 
oversight and seek assurance against operational delivery of improvement plans: 
 
Patient Safety Summit (weekly, chaired by Chief Nurse) 
Patient Quality Summit (bi-weekly, chaired by Deputy Director of Quality Governance) 
Urgent Care Delivery Group (weekly, chaired by Chief Operating Officer) 
Quality Safety and Improvement Strategy Group (chaired by Deputy Chief Nurse)  
Quality Improvement Steering Group (chaired by Deputy Chief Operating Officer) 
 
 
 

10. Reporting arrangements 
 
 
The ability for our organisation to deliver on all aspects of this plan also depends on our 
ability to measure progress against clear timeframes.   
 
We have developed a mechanism for reporting on each of the seven themes to the Board of 
Directors and also to our external partners that will demonstrate delivery of our Quality 
Improvement Plan.  We will do this by developing our Organisational Development 
accountability and compassionate leadership programmes; by improving our communication 
and engagement with staff and stakeholders via our safety bulletins, excellence awards and 
the introduction of our own annual Patient Safety Conference. 
 
It is important to measure performance for improvement purposes as it enables us to fully 
understand the processes we are looking to improve, but also allows us to provide evidence 
that ideas for improvement work in practice and as a result increases the appetite for 
improvement amongst our staff toward helping us to realise successes. 
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Report to: Board of Directors Date: 28 May 2019 

Subject:   
Clinical Negligence Scheme for Trusts Incentive Scheme – Q4 Maternity Safety 
Update Report 

Report of: 
Head of Midwifery and Women’s 
Health 

Prepared by: 
Head of Midwifery and 
Women’s Health 

 

REPORT FOR APPROVAL  

 

Corporate 
objective  
ref: 

2a 
 

Summary of Report 
NHS Resolution has launched the 2019 Clinical Negligence Scheme 

for Trusts (CNST) maternity incentive scheme to continue to support 

the delivery of safer maternity care. 

 

The scheme asks Trusts to demonstrate their progress to date 

against ten defined maternity safety actions in order to qualify for a 

minimum rebate of their contribution to the incentive fund 

(calculated at 10% of the maternity premia). 

 

This potential rebate has a value of £290k to Stockport NHS 

Foundation Trust. 

 

The report that follows clarifies the position of Stockport NHS 

Foundation Trust as of  Q4 2018 in relation to the attainment of the 

ten defined maternity safety actions.  

 

To date assurance can be provided that the Trust can report full 

compliance with the evidential requirements of six (60%) of the ten 

required maternity safety actions as of Q4 2018.   

 

 

 

 

 

 

 
 
 

Board 
Assurance 
Framework ref: 

SO2 

CQC 
Registration 
Standards ref: 

12,17,18 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments:  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds 

Committee 

  Nominations 

Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

 

The report that follows clarifies the position of Stockport NHS Foundation Trust as of Q4 

2018 in relation to the attainment of the ten defined maternity safety actions. 

2. BACKGROUND 

 

2.1 

 

 

 

The Maternity Safety Strategy set out the Department of Health’s ambition to reward those 

who have taken action to improve maternity safety.  

 

NHS Resolution has launched the 2019 Clinical Negligence Scheme for Trusts (CNST) 

maternity incentive scheme to continue to support the delivery of safer maternity care. 

 

The scheme asks Trusts to demonstrate their required progress against ten defined actions 

in order to qualify for a minimum rebate of their contribution to the incentive fund 

(calculated at 10% of the maternity premia). This rebate has a potential value of £290k to 

Stockport NHS Foundation Trust. 

 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

Defined evidential requirements are identified for each of the ten defined actions in order 

to provide assurance that the action has been attained. 

 

A detailed report on progress to date in relation to the attainments of the ten defined 

maternity safety actions is required to be submitted to Trust Board each quarter providing a 

detailed update of progress to date in relation to the attainment of the ten maternity safety 

actions. This report details progress for Q4 2018. 

 

 

Maternity Safety Action 1 - Are you using the National Perinatal Mortality Review Tool 

(PMRT) to review perinatal deaths to the required standard? 

 

We are fully compliant with this indicator. 

 

We can confirm that the Perinatal Mortality Review Tool (PMRT) is used to review all 

deaths of babies that meet the defined criteria. To date since December 2018 we have not 

reported and deaths of babies that fulfil the criteria for analysis using the perinatal 

mortality tool. Experience. No referrals have been made to the Healthcare Safety 

Investigation Branch during this period. 

 

In order to provide evidence of perinatal mortality tool implementation and case review we 

have utilised the tool to review eligible PMRT cases reported from April 2018.  
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Maternity Safety Action 2 – Are you submitting data to the Maternity Services Dataset? 

 

We are fully compliant with this indicator. 

 

We have submitted all required datasets for the six month period from October 2018 to 

March 2019 and are on track to submit data for the first month of MSDSv2 that will 

commence in April 2019.  

 

 

Maternity Safety Action 3 – Can you demonstrate that you have transitional care services 

to support the Avoiding Term Admissions to NEONATAL Units programme? 

 

To date we are partially compliant with this indicator and will be unable to fulfil the 

required evidential requirements and timescales for this indicator by the date of 

submission.  

 

We are currently recruiting to our staffing model in order to deliver our transitional care 

facility and are collating our pathways of care and policies. Due to limitations of our current 

PAS system we do not currently have a consistent data recording process in order to 

produce commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as 

per Neonatal Critical Care Minimum Data set (NCMMDS) version 2. We have collated an 

ATAIN action plan which has been submitted for the initial review to the LMS as required. 

We have also implemented a multi-disciplinary process to review all term admissions to the 

Neonatal Unit.  

 

Outstanding evidential requirements: 

- Pathways of care for admission into and out of transitional care have been jointly 

approved by maternity and neonatal teams with neonatal involvement in decision making 

and planning care for all babies in transitional care by 3 February 2019.  

- A data recording process for transitional care is established, in order to produce 

commissioner returns for Healthcare Resource Groups (HRG) 4/XA04 activity as per 

Neonatal Critical Care Minimum Data Set (NCCMDS) version 2 by 3 February 2019.  

- Progress with the agreed action plans has been shared with your Board and your LMS & 

ODN by 19 May 2019. 

 
 

Maternity Safety Action 4 – Can you demonstrate an effective system of medical 

workforce planning to the required standard? 

 

We are currently partially compliant with this indicator and further work is required prior to 

the timeframe deadline of June 2019. 

 

We can confirm that 38% of obstetric and gynaecology trainees in the Trust 

disagreed/strongly disagreed with the 2018 General Medical Council National Training 

Survey question’ In my current post, educational/training opportunities are rarely lost due 

to gaps in the rota. The Clinical Director has collated an action plan that has been submitted 

to the DME in response. 
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We can confirm that we are currently partially compliant with the ACSA standards. 

 

ACSA 1.2.4.6-  Elective caesarean section lists- dedicated theatre staff. 

 

We are non-compliant. We do not currently have a dedicated team for electives and this 

has been put on the risk register. There are frequent delays for the elective cases due to 

emergency workload on delivery suite and staff shortages.  

 

ACSA 2.6.5.6. A duty anaesthetist for obstetrics should participate in delivery suite ward 

rounds. A copy of the rota to demonstrate duty consultant availability at a time when 

delivery suite ward rounds are taking place. 

 

We are non-compliant. The duty anaesthetist attends handover in the morning and 

evening and will attend any patients that require anaesthetic input but does not attend the 

ward round with the obstetric team. The duty consultant anaesthetist is available for the 

morning ward round but may be unavailable for the evening ward round as they may be 

busy covering CEPOD theatre. 

 

 

Outstanding evidential requirements: 

- Formal record of the proportion of obstetrics and gynaecology trainees in the trust who 

‘disagreed/strongly disagreed’ with the 2018 General Medical Council National Training 

Survey question: ‘In my current post, educational/training opportunities are rarely lost due 

to gaps in the rota.’ In addition, a plan produced by the trust to address lost educational 

opportunities due to rota gaps. 

- An action plan is in place and agreed at Board level to meet Anaesthesia Clinical Services 

Accreditation (ACSA) standards 1.2.4.6, 2.6.5.1 and 2.6.5.6. 

 

 

Maternity Safety Action 5 – Can you demonstrate an effective system of workforce 

planning to the required standard? 

 

We are currently partially compliant with this indicator.  

 

Bi annual safe staffing reports are submitted to Trust Board by the Chief Nurse detailing 

current staffing issues and safety concerns. We use a systematic; evidence based approach 

to calculate the midwifery staffing establishment and commissioned a formal service review 

of staffing levels by Birth Rate Plus in 2017. We have an ongoing business case to address 

the current shortfall in registered midwifery staffing levels. The midwife to birth ratio is in 

accordance with the required standard of 1:29.5 and our specialist midwifery staffing 

establishment does not exceed 9% of the total contracted establishment. We have a record 

of all red flag events and can provide evidence of escalation and monitoring via the key 

issues report submitted to WCD Quality Board.  
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Outstanding evidential requirements: 

- The obstetric unit midwifery labour ward coordinator has supernumerary status (defined 

as having no caseload of their own during that shift) to enable oversight of all birth activity 

in the service – demonstrating 100% compliance with the standard.  

- Women receive one-to-one care in labour (this is the minimum standard that Birthrate+ is 

based on). 

-Number of red flag incidents (associated with midwifery staffing) reported in a 

consecutive six month time period within the last 12 months, how they are collected, 

where/how they are reported/monitored and any actions arising . 

 

 

Maternity Safety Action 6 – Can you demonstrate compliance with all four elements of 

the Saving Babies Lives Care Bundle (v1) ? 

 

We are fully compliant with this indicator. 

 

Outstanding evidential requirements: 

- Board minutes demonstrating that the SBL bundle has been considered in a way that 

supports delivery and implementation of each element of the SBL care bundle or that an 

alternative intervention put in place to deliver against element(s) – Board presentation 

scheduled for May 2019 

 

 

Maternity Safety Action 7 – Can you demonstrate that you have a patient feedback 

mechanism for maternity services and that you regularly act on feedback? 

 

We are fully compliant with this indicator. 

 

 

Maternity Safety Action 8 – Can you evidence that 90% of each maternity unit staff group 

have attended an in house multi professional maternity emergencies training sessions 

within the last year? 

 

We are currently partially compliant with this indicator.  

 

Whilst our training schedule meets the required standards further work is required to 

improve compliance with the emergency skills training compliance in order to meet the 

required evidential requirements of this indicator. 

 

Outstanding evidential requirements: 

- Maternity staff attendees should be 90% of each of the following groups:  

Obstetric anaesthetic consultants  

All other obstetric anaesthetic doctors (staff grades and anaesthetic trainees) 

contributing to the obstetric rota.  

Maternity theatre and maternity critical care staff (Including operating department 

practitioners, anaesthetic nurse practitioners, recovery and high dependency unit 
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nurses providing care on the maternity unit)  

 

 

Maternity Safety Action 9 - Can you demonstrate that the trust safety champions are 

meeting bimonthly with Board level champions to escalated locally identified issues? 

 

We are fully compliant with this indicator.  

 
 

Maternity Safety Action 10 – Have you reported 100% of all qualifying 2018/19 incidents 

under NHS Resolutions Early Notification Scheme? 

 

We are fully compliant with this indicator. 

 

 

 

4. RISK & ASSURANCE 

 

4.1 As the Trust is only unable to demonstrate the required progress against some of the 

actions The National Maternity Safety Champions and Steering group will review the 

submission details and at its absolute discretion, will agree whether any reimbursement of 

CNST contributions is to be made to the Trust.  

 

Any such payments would be at a much lower level than for those trusts able to 

demonstrate the required progress against the 10 actions and the 10% of the maternity 

contribution used to create the fund. If made, any such reimbursement must be used by 

the Trust for making progress against one or more of the 10 actions.  

 

 

 

5. CONCLUSION 

 

5.1 

 

 

 

The report that follows clarifies the progress of Stockport NHS Foundation Trust in relation 

to the attainment of the ten defined actions to date and confirms that as of Q4 2018  we 

are compliant with 6 ( 60%) of the safety actions. An update on progress to date will be 

provided in subsequent quarterly reports prior to the submission of the declaration 

proforma to NHS Resolution in August 2019. 
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Report to: Board of Directors Date: 28 May 2019 

Subject: Freedom to Speak Up Annual Report 

Report of: Freedom to Speak Up Guardian Prepared by: P Gordon 

 

 

REPORT FOR INFORMATION 
 

 

Corporate 
objective  
ref: 

2a,  6b 
 

 

Summary of Report 
 
The purpose of this report is to provide the Board of Directors with: 

 

 An update on Trust progress in development of the 

Freedom to Speak Up agenda 

 Assurance on the approach and activities of the Freedom to 

Speak Up Guardian 

 

Board Assurance 
Framework ref: 

SO6 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments:  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 
 
 
 
 
 
1.2 

The purpose of this annual report is to provide the Board of Directors with: 
 

 An independent perspective on Trust progress in development of the Freedom to Speak Up 
(FTSU) agenda. 

 Assurance on the approach and activities of the Freedom to Speak Up Guardian (FTSUG). 
 
The report covers activity and casework from April 2018 to March 2019. 
 

 

2. 

 

NATIONAL DEVELOPMENTS 

 

2.1 

 

 

 

 

2.2 

 

 

 

 

 

 

2.3 

 

 

 

 

 

 

 

3. 

 

3.1 

 

 

 

3.2 

 

 

 

 

 

 

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 how they respond to 

concerns raised internally.  This is in line with a National Guardian Office (NGO) recommendation to 

monitor and audit the quality of responses to concerns raised internally. 

 

In February 2019 the Department of Health and Social Care published the Kark review1; an 

independent review of the Fit and Proper Persons Test.  The seven recommendations include: 

 

 Creation of a central database of directors, including information on any upheld 

“whistleblowing complaint”. 

 Expanding the definition of serious misconduct to include victimisation of “whistleblowers”. 

 

The term “whistleblowing” is used less frequently by FTSUGs in favour of the term “speaking up”.  

The NGO recommends that Trusts do not focus on whether or not concerns qualify as disclosures 

under the Public Interest Disclosure Act2.  This can only be decided at Employment Tribunal stage: 

the recommendation encourages organisations to foster a culture that is supportive of speaking up 

for all issues raised because resolution of these issues is in the interests of patients, workers and the 

organisation, whether they meet a legal definition or not. 

 

 

BOARD RESPONSIBILITIES 

 

Organisations are required to consider implementing recommendations that arise from NGO surveys, 

guidance documents and case reviews.  The Executive Lead for speaking up is accountable for 

ensuring these are met, overseen by the Non-Executive lead.   

 

The Executive Lead role is part of a post that is currently vacant.  In the meantime the FTSUG will 

provide an independent perspective on Executive-led progress to their interim line manager, the 

Deputy Director of Workforce and OD, with issues escalated to the Interim Director of Workforce and 

OD as required. 

 

 

 

                                                           
1 Available at: https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/787955/kark-review-on-the-fit-and-proper-

persons-test.pdf  
2 Available at: https://www.cqc.org.uk/sites/default/files/20180620_ngo_derbyshirecommunityhealthservices_nhsft-

case_review_speaking_up_processes_policies_culture.pdf  
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3.3 

 

 

 

 

 

 

 

 

 

 

 

 
 

3.4 

 

 

 

 

3.5 

 

 

 

 

 

 

 

 

 

 

3.6 

 

 

3.7 

 

 

3.8 

All Trusts are required to complete a board self-review tool: this was presented to the Board of 

Directors on 31 October 2018.  The dimensions were partly RAG rated, summarised below: 

 

 
 

All Trusts were required to complete a vision and strategy by September 2018 and communicate it to 

the workforce.  An initial draft vision was presented to the Board of directors in April 2018.  It was 

indicated within the October 2018 Board papers that the vision and strategy would be completed on 

29 November 2018, but this did not take place. 

 

All Trusts are expected to consider the recommendations from NGO case reviews and monitor their 

progress towards them.  This was last presented to the Board of Directors in October 2018.  The 

graph below summarises the progress made at this point: 

 

 
 

The FTSUG has reviewed the recommendations arising from NGO case reviews published since 

October 2018, and has not identified any further recommendations to be met by this Trust. 

 

The FTSUG is not aware of any reporting arrangements that provide Board oversight of progress 

towards the self-review tool, vision / strategy, or NGO recommendations. 

 

In March 2018, seven proposals related to training and monitoring were presented to the Executive 

Management Team, mapped against recommendations made by NGO publications and the Freedom 

to Speak Up Review.  The FTSUG provided an update on progress against these proposals in 

December 2018, and it was agreed that further discussion regarding the proposals would take place.  

The FTSUG is unaware of any progress on this, and will discuss with the Deputy Director of 

Workforce how these proposals are to be best taken forwards and their progress overseen. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4 
11 

31 

23 

Dimensions Achieved (October 2018) 

Red

Amber

Green

Not rated

41 
9 

24 

NGO Recommendations Met (October 2018) 

Complete

Actions outstanding

n/a
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4. 

 

4.1 

 

 

 

 

 

 

4.2 

 

 

4.3 

 

 

 

5. 

 

5.1 

 

 

5.2 

 

 

 

 

 

5.3 

IMPLEMENTATION OF THE FTSUG ROLE 

 

The December 2018 CQC report stated “Concerns were also raised to us regarding the Freedom to 

Speak Up process”.  It is not known if this related to: 

 

 The process for raising concerns via internal management. 

 The process for raising concerns via the FTSUG. 

 The implementation of the FTSUG role. 

 

The NGO is collaborating with the CQC to develop its approach to assessing fulfilment of the FTSU 

agenda. 

 

A Universal Job Description for FTSUGs was released by the NGO in March 2018.  The Trust FTSUG 

Job Description is currently being reviewed to ensure it aligns with this. 

 

 

TRUST SUPPORT FOR THE FTSU AGENDA 

 

The NGO recommends that FTSUGs report on levels of engagement with senior leaders.  The FTSUG 

receives regular line management support, and has open access to all senior leaders. 

 

The FTSUG works for two Trusts, and is supported by both Trusts to undertake additional roles as 

North-West network lead, and providing training to all new FTSUGs in the North-West.  This 

demonstrates organisational commitment to further the FTSU agenda beyond organisation walls, 

provides an insight into Trust progress within a regional context, and gives the FTSUG additional 

access to a peer network for support and benchmarking. 

 

The feedback from regional training sessions for new FTSUGs indicates that the backing provided by 

the Trust is having a positive regional influence: 

 

Overall, how would 

you  

rate today’s session? 

How well or poorly 

did  

we meet the aims? 

Very Good 20 Very Well 21 

Good 11 Well 10 

Neutral 0 Neutral 0 

Poor  0 Poorly  0 

Very Poor 0 Very Poorly 0 
 

 

5.4 

 

 

 

 

 

 

 

 

 

 

The Trust has supported the FTSUG to undertake training as a Schwartz round facilitator.  This 

provides an ideal opportunity for the FTSUG to be regularly highly visible to a cross-section of the 

workforce, within a confidential setting where complex, sensitive and emotive issues are openly 

discussed. 
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6. 

 

6.1 

 

 

 

6.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

6.3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FTSU SURVEY 

 

The FTSUG was given the freedom to conduct a Trust-wide survey throughout September.  This 

demonstrates that the Trust is willing to invite open challenge, and commit itself to making 

improvements.  395 responses were received.  

 

The graph below summarises all staff responses for the four questions related to the expected Trust 

response if they raised a concern: 

 

 
 

 

For each business group, the FTSUG compiled all responses to the four questions related to staff 

confidence in the handling of concerns, and took an average.  When plotted against each business 

group’s unadjusted sickness rates, a moderate correlation can be seen (trust average plotted in red): 
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6.4 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6.5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6.6 

 

 

 

 

 

 

 

 

 

 

 

The graph below summarises all staff responses for the first four questions, all relating to 

psychological safety: 

 

 
 

 

An average for each business group was also taken for the four questions related to psychological 

safety.  When plotted against each business group’s adjusted turnover rate, a very strong correlation 

can be seen (trust average plotted in red): 

 

 
 

 

The Leavers’ Exit Questionnaire asks whether staff had raised a concern.  In the twelve months prior 

to the FTSUG survey, 31 respondents reported having raised a concern, and the responses are highly 

consistent with those of the FTSUG survey: 

 

 45% of leavers agreed their concern was handled professionally, thoroughly, consistently and 

fairly. 

 45% of leavers agreed they received feedback on the outcome. 
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Ask questions / admit mistakes
without looking stupid

Ask for feedback without
looking incompetent

Be respectfully critical without
appearing negative
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being seen as disruptive
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Always
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R² = 0.9183 
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6.7 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

6.8 

 

 

 

 

 

 

6.9 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In the NGO Freedom to Speak Up Guardian Survey 20181, FTSUG responses were grouped according 

to the organisation’s CQC rating.  The result for the most comparable question is shown below: 

 

 
 

 

The key findings were: 

 

 Psychological safety and staff confidence in the handling of concerns are linked to sickness 

and turnover rates. 

 The survey results indicate a culture similar to those currently found in organisations with a 

Good / Outstanding CQC rating. 

 

The survey results were presented in more detail to:  

 

 The Executive Management Group in December 2018, including breakdowns by Business 

Group and professional group. 

 People Performance Committee in January 2019. 

 Workforce and OD Directorate Dialogue (monthly meeting) in January 2019. 

 The Board of Directors during a development session in February 2019. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
1 Available at: https://www.cqc.org.uk/sites/default/files/20181101_ngo_survey2018.pdf  
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7. 

 

7.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

7.3 

 

 

 

 

 

TRIANGULATION WITH 2018 NHS STAFF SURVEY RESULTS  

 

Business group results between the NHS staff survey and FTSUG survey were compared to seek 

further correlations.  Moderate correlations were seen between expected dimensions e.g. a positive 

expected response to concerns was moderately linked to immediate managers, quality of care, 

safety culture and staff engagement.  However there was a stand-out strong correlation between 

psychological safety and quality of care:  

 

 
 

The business group results for each dimension of the NHS staff survey and FTSU survey were 

correlated with the sickness and turnover figures for the same period: 

 

 

Unadjusted  
Sickness 

Adjusted  
turnover  

NHS Staff Survey 

ED&I 17% 26% 

Health and Wellbeing 3% 0% 

Immediate Managers 66% 6% 

Morale 13% 16% 

Quality of Appraisals 0% 0% 

Quality of Care 16% 64% 

Bullying & Harassment 29% 1% 

Violence 33% 3% 

Safety Culture 50% 5% 

Staff Engagement 35% 9% 

FTSU Survey 

Psychological Safety 45% 92% 

Response to Concerns 56% 61% 

 

These results suggest that: 

 

 Sickness levels are most strongly linked with relationships with immediate managers, 

followed by elements linked to safety and speaking up. 

 Turnover is very strongly linked to psychological safety, followed by confidence in quality of 

R² = 0.7056 
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7.4 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

7.5 

 

 

 

7.6 

 

 

7.7 

 

 

 

8. 

 

8.1 

 

 

8.2 

 

 

8.3 

care and response to concerns. 

 

The FTSUG compared the Business Group results between all dimensions of the 2018 NHS Staff 

Survey.  The heat map below shows the strongest correlations in red, demonstrating that safety 

culture is most strongly linked with the dimensions that relate to workplace relationships: 
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Safety culture   84 77 52 45 41 37 21 12 1 

Immediate Managers 84   87 80 53 28 73 23 36 19 

Staff Engagement  77 87   84 83 56 75 41 52 27 

B&H 52 80 84   60 32 95 16 55 50 

Morale 45 53 83 60   71 57 69 68 37 

Quality of Appraisals 41 28 56 32 71   21 31 18 11 

Violence 37 73 75 95 57 21   20 70 65 

Quality Care 21 23 41 16 69 31 20   57 13 

ED&I 12 36 52 55 68 18 70 57   71 

H&WB 1 19 27 50 37 11 65 13 71   

 

The FTSUG will liaise with the communications department in order to carry out the NGO 

recommendation that this information is communicated with the workforce, including signposting to 

this report to demonstrate full transparency. 

 

The Trust’s Culture Plan is currently being developed, using an approach that is consistent with the 

information highlighted in the FTSU and NHS Staff surveys.  

 

The FTSUG is a member of the Culture and Engagement group, which provides assurance to the 

People and Performance Committee. 

 

 

EQUALITY, DIVERSITY AND INCLUSION 

 

There are no equality monitoring arrangements for concerns raised within the organisation.  The 

FTSUG will support any initiatives to develop this. 

 

There is not a trend of workers raising concerns via the FTSUG due to less favourable treatment 

based on protected characteristics. 

 

One FTSUG cannot reflect the diversity of the workforce.  To mitigate against this, the FTSUG 

maintains links with cultural ambassadors, BME / LGBT staff networks, and the Equality, Diversity and 
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Inclusion lead.  The FTSUG is also a member of steering groups for the Workforce Race Equality 

Standard and Equality, Diversity and Inclusion. 

 

 

9. 

 

9.1 

 

 

 

 

 

 

9.2 

 

 

 

 

9.3 

 

 

 

 

 

 

 

 

 
9.4 

 

 

 

 

9.5 

 

 

9.6 

 

 

 

 

 

 

 

 

 

 

 

 

FTSUG CASEWORK 

 

Between April 2018 and March 2019, 22 concerns were raised by a total of 32 individuals. Of these: 

 

 1 concern was raised anonymously. 

 14 concerns included a patient safety element. 

 11 concerns included elements of bullying, harassment or unacceptable behaviour. 

 2 individuals reported suffering detriment as a result of having initially spoken up. 

 

The amount of concerns raised via the FTSUG in this Trust is lower than the average for Trusts of a 

similar size.  However, 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. 

 

These figures can be converted to a percentage and benchmarked against the national speaking up 

data for the most recent quarter: 

 

Element of casework Trust (April 2018 

to March 2019) 

National Data (January 

to March 2019) 

Anonymous 5% 15% 

Safety / quality 64% 27% 

Bullying / harassment 50% 39% 

Detriment 9% 5% 

 

It is not unusual for concerns to include an element of safety or unacceptable behaviour, and 

categorisation of these elements may vary due to their subjective nature.  However, the proportion 

of individuals remaining anonymous or reporting detriment provides 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. 

 

Twenty-five concerns were closed between April 2018 and March 2019, with the following 

outcomes: 
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9.7 

 

 

 

 

 

 

9.8 

 

 

 

 

 

 

 

 

 

 

 

 

9.9 

 

 

 

9.10 

 
 

 

The majority of concerns were resolved with the individual(s) agreeing to share their identity with 

management.  A minority of individuals chose not to pursue their concern, usually due to a lack of 

faith that a positive outcome would be achieved.  (The FTSUG would be duty-bound to pursue any 

concerns that related to criminal offences or immediate safety / safeguarding issues.)  The FTSUG 

contacts all individuals to discuss the outcome of the concern, but a minority of individuals chose to 

no longer engage. 

 

Concerns were escalated to every part of the organisation: 

 

 
 

 

FTSUGs in some other organisations report on timescales for resolution of concerns, due to 

unacceptable delays being identified as a possible trend.  At Stockport NHS Foundation Trust, 

concerns raised via the FTSUG have been resolved within reasonable timescales. 

 

The FTSUG was contacted for advice and support by an additional 23 individuals, where the issues 

were signposted as appropriate.  This consisted of: 

 

 8 employment relations issues (e.g. retirement / flexible working / sickness absence) 

 6 operational issues (e.g. rota management / efficiency of patient care) 

 4 organisational change issues1 

 1 governance oversight 

 1 professional support / supervision issue 

 1 staffing incident 

                                                           
1 One case also involved significant employment relations issues. 

0 1 2 3 4 5 6 7

Deal direct with management

Informal management action

Formal management action

Formal investigation

Chose not to pursue

Unknown

Resolution of Concerns 

Known to management Known only to FTSUG Anonymous

0 1 2 3 4 5 6 7 8

Unknown
Trade Unions / HR

Line Manager
Senior Manager

Executive Director
Chief Executive / Non-Executive Director

Maximum Level of Escalation 
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 1 query from a patient’s relative 

 1 freedom of information query 

 1 query regarding FTSUG reporting / accountability arrangements 

 

 

10. FTSUG GOVERNANCE 

 

10.1 
 
10.2 
 
 
 
 
 
 
 
 
 
 
 
10.3 
 
 
 
 
 
 
11. 
 
11.1 
 
 
 
11.2 
 
 
 
 
 
 
 

 
11.3 
 
 
 
 
 
 
 
 
 
 
 

FTSUG governance meets all NGO recommendations. 
 
The FTSUG has identified three areas in which casework governance can be improved: 
 

Improvement Benefit 

Specify the Business 
Group in casework  

Increased triangulation with existing information e.g. NHS 
Staff Survey.  

Increase documentation of 
lessons learned 

Improved demonstration of the influence and impact of FTSU. 

Increase success rate at 
gathering  equality 
monitoring information 

Improved assurance on FTSUG activity and triangulation with 
existing information. 

 
 

The FTSUG meets regularly with colleagues who individuals may approach outside of their line 
management structure, such as the nursing Recruitment and Retention Lead, Equality, Diversity and 
Inclusion Lead, the Head of Organisational Development, Cultural Ambassadors, and trade union 
representatives.  This periodically results in identification of trends which are escalated as 
appropriate. 
 
 
FTSUG-LED TRAINING AND DEVELOPMENT 
 
The Trust is accountable for any training provided.  However, according to the feedback from training 
led by the FTSUG, attendees consider it a positive that the training is provided by an individual who 
has regular contact with senior management in an independent capacity. 
 
The FTSUG provided bespoke training sessions to 93 staff from the following occupational groups: 
 

 27 trainee nurse associates 

 18 clinical directors 

 18 FY1 doctors 

 13 physiotherapists 

 9 clinical trainers (consultants) 

 8 senior nurses 
 
Training is still mostly provided ad-hoc: however, it was provided to 79 staff in the previous year, 
representing a slight increase. 
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11.4 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

11.5 
 
 
11.6 
 
 
 
11.7 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The FTSUG collects feedback from each training session, tailored to the audience.  The feedback 
throughout the year has been aggregated in the graph below (number of respondents in brackets): 
 

 
 
 

Dealing with concerns training, led by the FTSUG, has been included as a half-hour module on the 
Leadership Development Programme. 
 
The training arrangements continue to fall far short of the NGO recommendation that all staff 
receive regular face-to-face training on speaking up.  However, this recommendation is recognised as 
being difficult to achieve. 
 
The FTSUG facilitated a Board development session in partnership with the Head of Equality, 
Diversity and Inclusion in February 2019.  Seven respondents provided the following feedback:  
 

 
 

0% 20% 40% 60% 80% 100%

Organised and
easy to follow (75):

Relevant
content (93):

Slides / handouts
useful (75):

Trainer knowledgeable /
answered questions (93):

Room / facilities
comfortable (75):

Learning useful for role (75):

Time well spent (75):

Increased confidence dealing
with concerns (35):

Increased confidence
raising concerns (93):

Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

Not stated

0% 20% 40% 60% 80% 100%

Equality, Diversity and Inclusion
and its importance

the role of the Freedom
to Speak Up Guardian

the Board's roles and
responsibilities

the Trust position

the issues the Board
wishes to act upon

The session increased my knowledge and awareness of… 

Strongly Agree

Agree

Neutral

Disagree

Strongly Disagree

Not stated
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12. 
 
12.1 
 
 
 
 
 
 

 
13. 
 
13.1 

 

FORWARD VIEW 
 
The FTSUG approach is responsive to a continually developing FTSU agenda.  Whilst considering this, 
the FTSUG aims to: 
 

 Prioritise casework and awareness raising activities, while providing both support and 
challenge for Executive-Led developments. 

 Repeat the independent FTSU survey in September 2019 and report on the findings. 
 
 
RECOMMENDATIONS 
 
The Board of Directors is recommended to: 
 

 Note the independent perspective provided in sections 1-8 and consider any actions that 
may be required in response. 

 Note the positive assurance on the approach and activities of the FTSUG (sections 9-12). 
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Report to: Board of Directors Date: 28 May 2019 

Subject: Year-End Governance Declaration 

Report of: 
Interim Director of Corporate 
Affairs 

Prepared by: Mrs C Parnell 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
 
The purpose of this report is to allow the Board of Directors to 

determine a positive declaration against General Condition 6 and 

Continuity of Services Condition 7 of the NHS Provider Licence or 

identify why such a declaration cannot be made. 

 
Board Assurance 
Framework ref: 

N/A 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments: 

 

Appendix 1 - Condition G6 – Systems for compliance with licence conditions 

                        Condition CoS7 – Availability of Resources 

Appendix 2 – Declarations Template 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

The purpose of this report is to allow the Board of Directors to determine a positive 

declaration against General Condition 6 and Continuity of Services Condition 7 of the NHS 

Provider Licence or identify why such a declaration cannot be made. 

 

2. BACKGROUND 

 

2.1 

 

 

 

 

 

 

 

2.2 

 

 

The requirements of both Conditions are reproduced for reference at Appendix 1 of the 

report and a copy of the required declarations is included at Appendix 2.  Guidance issued 

by NHS Improvement in 2018 advised that, while Boards are still required to complete 

relevant self-certifications, there is no longer a requirement to automatically submit the 

declarations to NHS Improvement.  Instead, an audit process has been introduced whereby 

NHS Improvement will contact a select number of NHS trusts and foundation trusts to ask 

for evidence that they have self-certified. 

 

Boards are required to sign off on self-certification of the G6 and Cos7 Conditions by 31 

May 2019. 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

 

3.2 

 

 

 

 

 

 

 

 

3.3 

 

 

 

3.4 

 

 

 

 

 

 

 

 

General Condition 6 

The form of the declaration is included for reference at Appendix 2 of the report and the 

nature of the declaration is both retrospective, in terms of arrangements in the Financial 

Year just ended, and prospective, in terms of continuation in meeting the relevant criteria. 

 

The systems and processes for identifying and controlling risks are set out in the Annual 

Governance Statement 2018/19.  In reaching a decision on the declaration, the Board of 

Directors will need to consider the arrangements described in the Annual Governance 

Statement and the effectiveness of the Risk Management Policy, Risk Registers and the 

Board Assurance Framework as key components of the risk management system.  The 

Board should note the risk-based Internal Audit programme which was in place throughout 

2018/19, the positive outcome of the Internal Audit assessment of the Board Assurance 

Framework, and the outcome of the Head of Audit Opinion. 

  

The Board should consider whether there have been, or there are planned to be, any 

changes to internal control arrangements that have the potential to impair the Trust’s 

continuation of meeting the criteria for holding a licence.   

 

Continuity of Services 7 

The nature of this self-certification is detailed at Appendix 1 and relates to the availability of 

resources for the delivery of services.  The self-certification is forward-looking as the 

availability of resources, or not, relates to financial year 2019/20.  The Board must select 

one of the three options for certification as detailed at Appendix 2 and provide a statement 

of the factors taken into account in making the relevant declaration. 
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3.5 

 

 

 

 

 

 

 

3.6 

In considering an appropriate declaration, Board members should note that ‘Required 

Resources’ are defined as follows: 

 

 Management Resources 

 Financial Resources and facilities 

 Personnel 

 Physical and Other Assets 

 

Factors to take into account as part of the self-certification should include; the Trust’s 

contract arrangements for 2019/20, the Going Concern assessment agreed by the Board, 

and the External Auditor’s report and opinion on both the financial statements and Going 

Concern.  The likelihood of a requirement for external revenue funding during 2018/19 

should also be taken into account. 

 

The Board should also consider the implications of any planned or potential services 

changes in the context of resource availability to accommodate/service such changes and 

the likelihood of any unplanned changes emerging during financial year 2018/19. 

  

4. LEGAL IMPLICATIONS 

 

4.1 Completion of the relevant declarations is a requirement of the NHS Provider Licence. 

 

5. RECOMMENDATIONS 

 

5.1 The Board of Directors is recommended to: 

 

 Consider the content of the report and agree appropriate declarations against 
General Condition 6 and Continuity of Services Condition 7. 
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Appendix 1 

 

Condition G6 – Systems for compliance with licence conditions and related obligations 

 

 

1. The Licensee shall take all reasonable precautions against the risk of failure to comply with: 
 

a) The Conditions of this Licence, 
b) Any requirements imposed on it under the NHS Acts, and 
c) The requirements to have regard to the NHS Constitution in providing health care 

services for the purpose of the NHS. 
 

2. Without prejudice to the generality of paragraph 1, the steps that the Licensee must take 
pursuant to that paragraph shall include: 

 

a) The establishment and implementation of processes and systems to identify risks 
and guard against their occurrence; and 

b) Regular review of whether those processes and systems have been implemented 
and of their effectiveness. 

 

3. Not later than two months from the end of each Financial Year, the Licensee shall prepare 
and submit to Monitor a certificate to the effect that, following a review for the purpose of 
paragraph 2(b) the Directors of the Licensee are or are not satisfied, as the case may be that, 
in the Financial Year most recently ended, the Licensee took all such precautions as were 
necessary in order to comply with this Condition. 

 

4. The Licensee shall publish each certificate submitted for the purpose of this Condition within 
one month of its submission to Monitor in such manner as is likely to bring it to the 
attention of such persons who reasonably can be expected to have an interest in it. 
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Condition CoS7 – Availability of resources  

 

 

1. The Licensee shall at all times act in a manner calculated to secure that it has, or has access 

to, the Required Resources.  

 

2. The Licensee shall not enter into any agreement or undertake any activity which creates a 

material risk that the Required Resources will not be available to the Licensee.  

 

3. The Licensee, not later than two months from the end of each Financial Year, shall submit to 

Monitor a certificate as to the availability of the Required Resources for the period of 12 

months commencing on the date of the certificate, in one of the following forms:  

 

(a) “After making enquiries the Directors of the Licensee have a reasonable expectation 

that the Licensee will have the Required Resources available to it after taking account 

distributions which might reasonably be expected to be declared or paid for the 

period of 12 months referred to in this certificate.” 

 

(b) “After making enquiries the Directors of the Licensee have a reasonable expectation, 

subject to what is explained below, that the Licensee will have the Required Resources 

available to it after taking into account in particular (but without limitation) any 

distribution which might reasonably be expected to be declared or paid for the period 

of 12 months referred to in this certificate.  However, they would like to draw 

attention to the following factors which may cast doubt on the ability of the Licensee 

to provide Commissioner Requested Services”.  

 

(c) “In the opinion of the Directors of the Licensee, the Licensee will not have the 

Required Resources available to it for the period of 12 months referred to in this 

certificate”.  

 

4. The Licensee shall submit to Monitor with that certificate a statement of the main factors 

which the Directors of the Licensee have taken into account in issuing that certificate. 

 

5. The statement submitted to Monitor in accordance with paragraph 4 shall be approved by a 

resolution of the Board of Directors of the Licensee and signed by a Director of the Licensee 

pursuant to that resolution.  

 

6. The Licensee shall inform Monitor immediately if the Directors of the Licensee become 

aware of any circumstance that causes them to no longer have the reasonable expectation 

referred to in the most recent certificate given under paragraph 3.  

 

7. The Licensee shall publish each certificate provided for in paragraph 3 in such a manner as 

will enable any person having an interest in it to have ready access to it.  
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8. In this Condition:  

 

“distribution” includes the payment of dividends or similar payments on share capital 

and the payment of interest or similar payments on public dividend 

capital and the repayment of capital; 

 

“Financial 

Year” 

means the period of twelve months over which the Licensee normally 

prepares its accounts;  

 

“Required 

Resources” 

means such: 
 

(a) management resources, 
 

(b) financial resources and financial facilities, 
 

(c) personnel, 
 

(d) physical and other assets including rights, licences and consents 

relating to their use, and  
 

(e) working capital  
 

as reasonably would be regarded as sufficient to enable the Licensee at all 

times to provide the Commissioner Requested Services.  
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Self-Certification Template - Conditions G6 and CoS7
Stockport NHS Foundation Trust

1) Save this file to your Local Network or Computer.
2) Enter responses and information into the yellow data-entry cells as appropriate.
3) Once the data has been entered, add signatures to the document.

This template may be used by NHS foundation trusts and NHS trusts to record the self-certifications that must be made under their NHS provider licence.  
You do not need to return your completed template to NHS Improvement unless it is requested for audit purposes.

How to use this template

These self-certifications are set out in this template.

Foundation Trusts and NHS trusts are required to make the following self-certifications to NHS Improvement:

Systems or compliance with licence conditions - in accordance with General condition 6 of the NHS provider licence
Availability of resources and accompanying statement - in accordance with Continuity of Services condition 7 of the NHS provider licence (Foundation Trusts designated CRS providers only)
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Worksheet "G6 & CoS7"

1 & 2 General condition 6 - Systems for compliance with license conditions (FTs and NHS trusts)

1

Please Respond

3 Continuity of services condition 7 - Availability of Resources (FTs designated CRS only)

3a
Please Respond

3b

Please Respond

3c
Please Respond

Signed on behalf of the board of directors, and, in the case of Foundation Trusts, having regard to the views of the governors

Signature Signature

Name Name

Capacity [job title here] Capacity [job title here]

Date Date

A

Further explanatory information should be provided below where the Board has been unable to confirm declarations under G6.

The board are required to respond "Confirmed" or "Not confirmed" to the following statements (please select 'not confirmed' if confirming another 
option).  Explanatory information should be provided where required. 

Following a review for the purpose of paragraph 2(b) of licence condition G6, the Directors of the Licensee are 
satisfied that, in the Financial Year most recently ended, the Licensee took all such precautions as were 
necessary in order to comply with the conditions of the licence, any requirements imposed on it under the NHS 
Acts and have had regard to the NHS Constitution.

OR
After making enquiries the Directors of the Licensee have a reasonable expectation, subject to what is 
explained below, that the Licensee will have the Required Resources available to it after taking into account in 
particular (but without limitation) any distribution which might reasonably be expected to be declared or paid for 
the period of 12 months referred to in this certificate. However, they would like to draw attention to the 
following factors (as described in the text box below) which may cast doubt on the ability of the Licensee to 
provide Commissioner Requested Services.

Declarations required by General condition 6 and Continuity of Service condition 7 of the NHS provider 
licence

In making the above declaration, the main factors which have been taken into account by the Board of 
Directors are as follows:

[e.g. key risks to delivery of CRS, assets or subcontractors required to deliver CRS, etc.]

EITHER:
After making enquiries the Directors of the Licensee have a reasonable expectation that the Licensee will have 
the Required Resources available to it after taking account distributions which might reasonably be expected 
to be declared or paid for the period of 12 months referred to in this certificate.

OR
In the opinion of the Directors of the Licensee, the Licensee will not have the Required Resources available to 
it for the period of 12 months referred to in this certificate.

Statement of main factors taken into account in making the above declaration
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Report to: Board of Directors Date: 28 May 2019 

Subject: Independence of Non-Executive Directors 

Report of: 
Interim Director of Corporate 
Affairs 

Prepared by: Mrs C Parnell 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
The purpose of the report is to facilitate a decision by the Board of 

Directors relating to the independence of Non-Executive Directors. 

 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

Nil 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

The purpose of the report is to facilitate a decision by the Board of Directors relating to the 

independence of Non-Executive Directors. 

 

2. BACKGROUND 

 

2.1 

 

 

 

 

 

 

 

2.2 

 

 

 

Provision B.1.1 of the NHS Foundation Trust Code of Governance requires the Board of 

Directors to identify in the Annual Report each Non-Executive Director that it considers to 

be independent.  The provision states that: 

 

“The Board should determine whether the director is independent in character and 

judgement and whether there are relationships or circumstances which are likely to affect, 

or could appear to affect, the director’s judgement” 

  

The Board of Directors should state its reasons if it determines that a director is 

independent despite the existence of relationships or circumstances which may appear 

relevant to its determination.  The Code of Governance sets out relevant criteria as follows: 

 

 Whether the individual had been an employee of the Trust within the last five 

years 

 Whether the individual has, or has had within the last three years, a material 

business relationship with the Trust either directly or as a partner, shareholder, 

Director or senior employee of a body that has such a relationship with the Trust 

 Whether the individual has received, or receives, remuneration from the Trust in 

addition to a Director’s fee, participates in a performance-related pay scheme or 

is a member of the Trust’s pension scheme 

 Whether the individual has close family ties with any of the Trust’s advisers, 

Directors or senior employees 

 Whether the individual holds cross-directorships or has significant links with 

other Directors through involvement in other companies or bodies 

 Whether the individual has served on the Board of the Trust for more than six 

years from the date of their first appointment 

 Whether the individual is an appointed representative of the Trust’s university, 

medical or dental school. 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

 

 

3.2 

 

 

 

Declarations of Independence, based on the criteria detailed at s2.2 of the report have 

been completed by the Chairman and each Non-Executive Director.  Copies of the 

completed declaration forms are held by the Interim Director of Corporate Affairs.  All Non-

Executive Directors have declared that they do not meet the criteria and therefore would 

consider themselves to be independent.  

 

In reaching a conclusion on Non-Executive Director independence, the Board should take 

into account the outcomes of the declaration process together with the content of the 

Register of Interests and observations on the independent nature of colleagues’ 

performance.  The conclusion of the Board of Directors will support an appropriate 
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statement in the Annual Report 2018/19. 

 

4. LEGAL IMPLICATIONS 

 

4.1 There are no direct legal implications associated with the content of this report. 

 

5. RECOMMENDATIONS 

 

5.1 The Board of Directors is recommended to: 

 

 Confirm that it considers the Chairman and Non-Executive Directors to be 
independent. 
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Report to: Board of Directors Date of Meeting: 28 May 2019  

Subject: Audit Committee  – Committee Effectiveness Report 

Report of: Audit Committee Prepared by:    Director of Finance 

 
REPORT FOR INFORMATION / ASSURANCE 

 

Corporate 
objective  
ref:  

C12, C13 

 
Summary of Report 
 
It is regarded as “best practice” and a demonstration of 
robust, embedded governance structures for the Audit 
Committee to report formally each year to the Board of 
Directors and the wider trust organisation; on how it has 
fulfilled its statutory responsibilities and duties regarding 
effective assurance on matters relating to financial 
performance and operational delivery at Stockport NHS 
Foundation Trust. 

 
This report describes how the statutory responsibilities and 
duties of the Committee have been achieved during the 
period from April 2018 to March 2019.  
 
The Board of Directors are asked to note the progress and 
assurance against the duties and responsibilities that have 
been achieved by the Audit Committee from April 2018 to 
March 2019.  
 

 

 
 

Board 
Assurance 
Framework ref: 

S05 

CQC 
Registration 
Standards ref: 

 
 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

Attachments: 
 
 

This subject has previously been 
reported to: 

 
 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Committee 
 Finance & Performance 

Committee 

 
 People and Performance 

Committee 
 Executive Management 

Group 
 Charitable Funds 

Committee 
 Other  
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1. Purpose of the Report 

 

1.1 It is regarded as “best practice” and a demonstration of robust, embedded governance structures for the 

Audit Committee to report formally each year to the Board of Directors and the wider trust organisation; 

on how it has fulfilled its responsibilities and duties regarding effective assurance on matters relating to 

monitoring and reviewing financial and other risks and associated controls, corporate governance and 

financial assurance at Stockport NHS Foundation Trust. 

 

1.2 This report describes how the responsibilities and duties of the Committee have been achieved during 

the period from April 2018 to May 2019.  

 

1.3 The Board of Directors are asked to note the progress and assurance against the duties and 

responsibilities that have been achieved by the Audit Committee from April 2018 to May 2019.  

 

2. Responsibilities of the Committee 

 

2.1 The Audit Committee has primary responsibility to advise the Board of Directors on the adequacy of 

financial and corporate governance, assurance processes (including the Board Assurance Framework) 

and risk management processes across the whole of the Foundation Trust’s activities (clinical and non-

clinical) both generally.  

 

2.2 Having reviewed and considered the Annual Report, Accounts and Quality Accounts, the Committee is 

responsible for deciding whether these should be recommended to the Board for their approval.  

 

2.3 To discharge these duties, the Committee is authorised to seek any information it requires from any 

member of staff and all members of staff are directed to co-operate with any request made by the Audit 

Committee. 

 

2.4 The Committee is authorised by the Board of Directors to obtain outside legal or other independent 

professional advice and request the attendance of individuals and authorities from outside the 

Foundation Trust with relevant experience and expertise if it considers this necessary or expedient to the 

carrying out of its functions. 

 

3. Membership 

 

3.1 The membership for the April 2018 – May 2019 period comprised of: 

 Non-Executive Director (Chair) 

 Non-Executive Director x 2 

 

In attendance: 

 Director of Corporate Affairs 

 Director of Finance 

 Associate Director of Finance 
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 Representatives of Internal Audit 

 Representatives of Counter Fraud Service 

 Representatives of External Audit 

 

Source of assurance: The Audit Committee Terms of Reference and attendance register 

  

4. Meetings 

 

4.1 The Committee met on 8 occasions during the period of April 2018 – May 2019. This was in accordance 

with the terms of reference. 

 

4.2 Meeting dates were scheduled and held as follows: 

 

 17 May 2018 

 12 July  2018 

 24 September 2018 

 13 November 2018 

 29 January 2019 

 27 March 2019 

 9 May 2019 

 23 May 2019 

 

The Committee has an Annual Work Plan and meetings are structured to reflect the plan and discharge 

the Committee’s responsibilities.  

 

Source of assurance:  Attendance Record of the Audit Committee meetings. 

 

5. Audit Committee Compliance 

 

5.1 The NHS Audit Committee Handbook recommends that Audit Committees complete a Self-Assessment 

Checklist on an annual basis. The outcome of the Self-Assessment provides a baseline assessment of how 

the Committee is operating and informs the preparation of future work plans to address any areas where 

practice can be improved. 

 

5.2 The Audit Committee considered the Self-Assessment in November 2018, the overall outcome of the 

Self-Assessment is very good, with few areas where the Committee has not met the relevant criteria. 

However, there is one area where Committee practice does not currently meet the relevant criteria, 

which is addressed in preparing this review report for the Board of Directors.   
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6. Brief Narrative Summary of Committee Progress in Year 

 

INTERNAL AUDIT 

 

6.1 The Internal Audit Plan has been delivered in accordance with the schedule agreed with the Audit 

Committee at the start of the financial year. This position has been reported within the progress reports 

across the financial year, with the final report concluding completion of the Internal Audit Plan. 

 

6.2 Of the reviews completed in the year, assurance ratings were given in ten cases. Assurance ratings were 

not applicable two reviews, due to the nature of this work. The audit assignment element of the Opinion 

is limited to the scope and objectives of each of the individual reviews.  Detailed information on the 

limitations (including scope and coverage) to the reviews has been provided within the individual audit 

reports and through the Audit Committee Progress Reports throughout the year. 

 

6.3 In May 2019, the Audit Committee considered the Head of Internal Audit Opinion and the Trust was 

given Substantial Assurance based on a good system of internal control designed to meet the 

organisation’s objectives, and that controls are generally being applied consistently.  This assurance was 

an improvement from Moderate Assurance received in 2017/18. 

 

 COUNTER FRAUD 

 

6.4 During 2018/19, the Audit Committee has considered reports from the Counter Fraud Service.  The 

service has undertaken a wide range of work across the four keys areas of activity outlined by the NHS 

CFA and agreed within the Anti-Fraud Workplan by the Audit Committee.  The four key areas being: 

a) Strategic Governance; 

b) Inform and Involve; 

c) Prevent and Deter; and 

d) Hold to Account. 

 

6.5 The Anti-Fraud Workplan has been delivered with minor changes to the original plan. These relate to the 

number of days reallocated between proposed tasks under the Prevent & Deter remit. 

 

6.6 In May 2019, the Audit Committee undertook a self-assessment against the Counter Fraud Standards for 

Providers, which was submitted and approved by the Director of Finance and the Chair of the Audit 

Committee. 

 

 EXTERNAL AUDIT 

 

6.7 External Audit regularly attend Committee meetings.  At the meeting on 23 May 2019 they delivered: 

 

 Report on the 2018/19 Audit 

 Findings and recommendations from their review of the Quality Accounts.  
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7. Terms of Reference 

 

7.1 The Audit Committee has carried out a review of its Terms of Reference which was approved by the 

Board of Directors in November 2018.   

 

7.2 The Committee is able to escalate matters in a timely, effective manner to both the Board of Directors.  

 

8. Recommendations  

 

8.1 The Board of Directors are asked to note the progress and assurance that the Audit Committee has 

fulfilled its duties and responsibilities in line with its Terms of Reference, and to agree the key objectives 

for 2019/2020. 

 
 

174 of 174


	Pack Cover
	Board of Directors bundle - PUBLIC MEETING - 28 May 2019
	Public Board Agenda 28 May 2019
	Item 5 - Public Board Minutes from 25 April 2019 (draft)
	Item 6 - Chair's Report May 2019 FINAL
	Item 7 - CEO Report
	Item 8.1.1 - IPR Summary of Changes
	Item 8.1.2 - IPR Report
	Item 8.3 - Year 2 Quality Improvement Plan 2018-20
	Item 8.3_1 - Attach to Year 2 Quality Improvement Plan 2018-20
	Item 8.4 - CNST Maternity Incentive Scheme Report
	Item 8.5 - FTSU Annual Report
	Item 9.1 - Governance Declarations Report
	Item 9.1_1 - Attach to Governance Declarations
	Cover Sheet
	G6 & CoS7
	Item 9.2 - NED independence report
	Item 10.1 - Audit Committee Annual Report to BoD




