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Board of Directors Meeting 
Thursday, 26 September 2019 

Held at 9.30am in Lecture Theatre A, Pinewood House, Stepping Hill Hospital 

AGENDA 
  

Time   Enc Presenting 
0930 1. Apologies for absence 

 

  

 2. Declaration of Interests 
 

  

 3. Opening Remarks by the Chair  
 

 A Belton 

0935 4. Patient Story 
 

 A Lynch  
 

0950 5. Minutes of Previous Meeting:  31 July 2019 
 

 A Belton    

0955 6. Chair’s Report  
 

 A Belton   

1000 7. Chief Executive’s Report 
 

 L Robson  

 
 

8. FOR ASSURANCE    

1010 8.1 Performance Report  
 

 H Mullen  
 

1040 8.2 Key Issues Reports from Assurance Committees 

 Quality Committee 

 Finance & Performance Committee  

 People Performance Committee  

 Audit Committee  
 

 
 

Committee Chairs 

1050 8.3 Pressure Ulcer Presentation   A Lynch / Tissue 
Viability Nurse 
 

1105 8.4 Winter Plan Review   S Toal  
 

 9. FOR DECISION / APPROVAL 
 

  

1120 9.1 Equality Report  
 

 G Moores  

1130 9.2 Annual Board report on the management of Appraisal and 
Revalidation 
 

 C Wasson / G 
Burrows 

 10. CONSENT AGENDA 
 

  

1140 10.1 EPRR Annual Report   
 

 10.2 Safeguarding Annual Report   
 

 

 10.3 Infection Prevention Annual Report   
 

 

 11. DATE, TIME & VENUE OF NEXT MEETING 
 

  

 11.1 Thursday, 1 November 2019, 9.30am in the Committee Room, Oak 
House, Stepping Hill Hospital. 
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a meeting of the Board of Directors held in public 
on Wednesday, 31 July 2019 

9.30am in Lecture Theatre A, Pinewood House, Stepping Hill Hospital 
 
Present: 
 

Mr A Belton  Chair 
Mrs C Anderson  Non-Executive Director 
Mrs C Barber-Brown  Non-Executive Director 
Dr M Cheshire  Non-Executive Director  
Mr J Graham  Director of Finance  
Mr G Moores  Director of Workforce & OD 
Ms A Lynch   Chief Nurse & Director of Quality Governance 
Mr H Mullen  Director of Strategy, Planning & Partnerships   
Mrs C Parnell  Interim Director of Corporate Affairs  
Mrs L Robson  Chief Executive  
Mr M Sugden  Non-Executive Director 
Ms S Toal  Chief Operating Officer  
Dr C Wasson  Medical Director  
 
In attendance: 
 

Mr A Bailey   Associate Director of Strategy & Planning  
Mr M Beaton   Non-Executive Director Designate  
Ms K Brocklehurst   Patient  
Mrs S Curtis   Membership Services Manager 
Mrs M Logan-Ward  Non-Executive Director Designate 
Mrs E Rogers   Matron for Patient Experience  
Ms A White   Diabetes Specialist Nurse  

 
181/19 Apologies for Absence 
  

An apology for absence was received from Mr D Hopewell.  The Chair advised that Mr 
M Beaton would be joining the meeting slightly later.  
 

182/19 Declaration of Interests  
 

The Chair advised the Board of his appointment as Chair of the Defence Science and 
Technology Laboratory (Dstl) with effect from 1 August 2019.  

 
183/19 Chair’s Opening Remarks 
 

The Chair welcomed all Board members and observers to the meeting, making 
particular reference to Mrs M Logan-Ward and Mr M Beaton, who were due to 
commence their terms of office as Non-Executive Directors on 1 August 2019.  He also 
welcomed Mrs L Murch, newly appointed Executive Assistant to the Chair and the 
Chief Executive, who was observing the meeting.       

 
 Ms K Brocklehurst, Mrs E Rogers and Ms A White joined the meeting.  
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184/19 Patient Story  
 

The Chair reminded the Board that the purpose of patient stories was to bring the 
patient’s voice to the Board, providing real and personal examples of the issues within 
the Trust’s quality and safety agendas.  Dr Wasson introduced the item and advised 
that the patient story related to the management of diabetes. He welcomed Ms 
Brocklehurst, Ms White and Mrs Rogers to the meeting. 
 
Ms Brocklehurst advised the Board that she had been admitted to the hospital in 2018 
due to diabetic complications.  She noted that her insulin pump had been removed on 
admission and she had been unable to self-medicate due to Trust policy. She 
commented that there had been a lack of knowledge amongst the clinical staff 
regarding the management of her diabetes and, as a consequence, her blood glucose 
levels had elevated and she had developed ketosis. Ms Brocklehurst provided an 
overview of her negative patient experience which had been made worse due to the 
inability to self-administer insulin and poor staff attitude.  
 
Ms White delivered a presentation, ‘Kerry’s Story – Self-administration of Insulin’, and 
advised that the Trust had used the story as part of a quality improvement initiative. 
The presentation covered the following subject headings: 
 

 Kerry’s Story 

 Kerry’s Experience 

 Quality Improvement Aim  

 Baseline Data 

 Context within Trust Quality Improvement Plan  

 In Summary.  
  

Ms White advised that Ms Brocklehurst’s formal complaint had highlighted the need to 
improve patient satisfaction in relation to the self-management of diabetes, and 
consequently the Trust Policy had been reviewed to allow patients with diabetes to 
self-administer their insulin, in accordance with NICE guidelines. She advised that, to 
date, 23 patients on a diabetes ward had trialled the new self-administration of insulin 
and the plan was to roll it out Trust-wide by the end of the year.  
 
In response to a question from Mrs Anderson, who queried whether there had been a 
positive effect on the length of stay for the trialled patients, Ms White advised that the 
baseline would be reviewed once 30 patients had been trialled.  In response to a 
question from Dr Cheshire, Ms White advised that Ms Brocklehurst had been an 
inpatient on the Acute Medical Unit, which was not a diabetes ward. In response to a 
further question from Dr Cheshire, Ms White explained the approach for the project, 
noting the importance of staff training.  
 
Ms Lynch apologised to Ms Brocklehurst for her negative experience and thanked her 
for speaking up and for being part of the project to improve the management of 
diabetes.  In response to a question from Mrs Barber-Brown, Ms Lynch and Dr Wasson 
briefed the Board on the ongoing work to improve communication with patients.  
 
Mr Sugden queried whether there could be other key instances where protocols were 
preventing responsiveness to patients, and Dr Wasson confirmed that this was being 
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continually reviewed.  He noted, as an example, that reviews were undertaken at the 
weekly Patient Safety Summits to establish whether issues were aligned to the Trust’s 
protocols. Ms Lynch advised that this incident had been considered at a Patient Safety 
Summit and commented that the Board received assurance on how the Trust dealt 
with evidence-based practice, as described by NICE, through the Quality Committee.  
Dr Cheshire noted the importance of education and training of clinical staff on the 
following of protocols.  
 
The Chair thanked Ms Brocklehurst, Ms White and Mrs Rogers for the patient story.  
 
The Board of Directors: 
 

 Received and noted the Patient Story.  
 
 Ms Brocklehurst, Ms White and Mrs Rogers left the meeting. 
   
185/19 Minutes of the previous meeting  
 

The minutes of the previous meeting held on 27 June 2019 were agreed as a true and 
accurate record of proceedings. The action log was reviewed and annotated 
accordingly.    
 

186/19 Chair’s Report 
 

Mr Belton presented a report informing the Board of recent activities in relation to: 
 

 Values, behaviours and culture 

 Governance 

 Board development  

 External visitors.  
 

Mr Belton commented on the role of Board members in role modelling values and 
behaviours, including encouraging challenge. With regard to governance, Mr Belton 
advised that the Council of Governors had recently approved a number of changes to 
the Trust’s Constitution, which would also require Board approval and would be 
considered later on the agenda. He noted that, as a consequence of some of the 
changes, a number of the Trust’s longer standing Governors would be unable to put 
themselves forward in future elections. He advised that work was ongoing to establish 
how we could continue to benefit from those individuals’ knowledge of our services 
and passion for the Trust.   
 
Mr Belton commented on the improvements made in the Emergency Department 
regarding patient flow but also noted the continuing challenges.  The Board thanked all 
staff for their resilience during the continued pressures. Ms Lynch advised that she, 
along with Ms Toal, would be delivering Proud to Care certificates to Emergency 
Department staff to acknowledge their significant efforts.  
 
Mrs Logan-Ward noted an error in s4 of the report regarding her most recent post.  
 
The Board of Directors: 
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 Received and noted the Report of the Chair.  
 
187/19 Report of the Chief Executive 
 

The Chief Executive presented a report providing an update on national and local 
strategic and operational developments.  She commented that the Trust’s 
improvement journey was crucial in all areas and noted the link with culture and 
values. She briefed the Board on the recent clinical services peer review which had 
been held with the help of external partners to ensure continued focus on doing the 
right thing for patients.    
 
Mrs Robson was pleased to report that the Trust had made such good progress on its 
quality improvement journey that the monthly external monitoring meetings had been 
stood down. Mrs Robson and Mr Graham briefed the Board on the new system-based 
quarterly assurance process, noting that this was a positive move as the meetings now 
focused on the financial position of the Stockport health and care system, emphasising 
the importance of partnership working.  
 
With regard to Breast Services, Mrs Robson reported that a proposal the Trust had 
prepared jointly with Stockport CCG, to provide the service in a different way, had 
been approved by the Adult Social Care & Health Scrutiny Committee on 30 July 2019.  
She then referred the Board to s3 of the report and provided an overview of successful 
events held regarding Frailty, Dementia and End of Life Care; and Public Health.  
 
In response to a comment from Mrs Barber-Brown, the Board congratulated the staff 
involved in the upgrade of the Trust’s PAS and Patient Centre systems. It was 
recognised that there had been minimum disruption due to the highly effective way 
staff had worked together to deliver the upgrade.  
 
The Board of Directors: 
 

 Received and noted the Report of the Chief Executive.  
 
188/19 Performance Report – Month 3 
 

Mr Mullen presented the Trust Performance Report for Month 3 and provided an 
overview of key changes to the indicators as detailed on page 1 of the report.  
 
Chief Operating Officer  
 
Ms Toal outlined the key issues and performance against indicators for July 2019 and 
made reference to the following headlines: 
 

 Six-week diagnostic testing – The Trust was back on track with performance 
against this standard in June, but the situation remained vulnerable due to 
increasing demand.  
 

 Cancer 62-day standard – In June, 77% of all patients were seen within 62 
days, against an improvement target of 72%.  It was noted, however, that the 
situation remained vulnerable due to increasing demand. Ms Toal advised that 
the Finance & Performance Committee had undertaken a ‘deep dive’ 
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regarding the standard at its meeting in July and had received a report 
regarding mitigating actions.  

 

 Cancer 104 day breaches – It was noted that no one should wait for more than 
104 days for cancer treatment, but in May the Trust had had six breaches of 
this national standard.  Ms Toal advised that the breaches were due to the 
complexity of the conditions some patients had, issues with diagnostic testing 
and patient choice.  She confirmed, however, that there was no evidence that 
anyone had been harmed as a result of the delays.  

 

 Clinical Correspondence – The Board was pleased to note a significant 
improvement in performance in this area. In response to a question from Mr 
Mullen, Ms Toal advised that members of the Clinical Correspondence Team 
had received Proud to Care Certificates for their work to improve the position.  
She also reported that Dr Krishnamoorthy was working with Clinical Directors 
to set standards for doctors in this area.  

 

 Outpatients Did Not Attends (DNAs) – Ms Toal advised that the Trust’s 
improved position in June was 6.5% DNAs against a target of 7.4% of patients 
not attending appointments. She advised that the improved position was as a 
result of continued focused work, and Mrs Parnell commented that Governors 
would receive an update about this work at the next Council meeting.  

 

 Theatres – The Board was advised that the Trust had delivered fewer planned 
theatre sessions than required in month, which had partly been as a 
consequence of vacancies and annual leave amongst the Anaesthetic team. 
Mr Mullen advised that a report outlining the way in which the Trust could run 
additional activity to improve the position would be presented to the Finance 
& Performance Committee.    

 

Mr Moores and Mrs Robson also commented on the national pension’s issue, 
which was having an adverse effect on waiting list initiatives.  In response to a 
question from Mr Graham, Ms Toal advised that efficiencies were subject to 
the Theatre Utilisation Group.  She also reported that the Surgical and Critical 
Care Business Group would be providing a presentation on theatre utilisation 
to the September meeting of the Finance & Performance Committee.  

 

 Urgent Care – Ms Toal was pleased to report that in early July, the Trust had 
been amongst the best performers in Greater Manchester for seeing patients 
within four hours of arriving at A&E across a number of days, noting that the 
Trust’s performance was clearly linked to bed occupancy rates. Mrs Robson 
commented that the Trust had received communication from Mr Jon Rouse, 
Chief Officer of the Greater Manchester Health & Social Care Partnership, 
commending the Trust on its performance.  Ms Toal noted that this week’s 
performance had been challenging and raised concerns about the resilience of 
the workforce during the times of relentless pressure.  

 
 Medical Director 
 
 Dr Wasson presented an update regarding the following indicators: 
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 A&E 12-hour trolley waits – Dr Wasson reported that the number of 12-hour 
trolley waits had increased in June which was a cause for concern. He advised 
that the Trust undertook deep dives against each instance to establish any 
evidence of patient harm, and reported that in month one patient had 
unfortunately suffered some tissue harm as a consequence. Work was ongoing 
to establish whether the harm could have been avoidable.  
 

 Diabetes – Dr Wasson was pleased to report that the target had been achieved 
in month. Mrs Barber-Brown made reference to the earlier patient story and 
queried whether the Trust was tracking a broader range of metrics in this area.  
Dr Wasson advised that the Trust took part in a number of mandatory national 
audits, which provided comparative diabetes data that was tracked through 
the Quality Governance Group.  

 

 Sepsis Timely Treatment metric – Dr Wasson advised the Board that this was 
an area of significant focus and provided an overview of mitigating actions.  

 

 Medication Errors – Dr Wasson reported a slight upward trend in the rate and 
advised that the issue continued to be monitored closely at the Patient Safety 
Summits.  

 

 Mortality: HSMR – Dr Wasson noted that, while there had been an 
improvement with regard to this indicator for a third consecutive month, the 
Trust continued to keep a close eye on performance.  

 

 Strategic Executive Information System (StEIS) reportable incidents – Dr 
Wasson briefed the Board on performance in this area, noting that there had 
been 19 StEIS reportable incidents in June 2019.  

 
 Chief Nurse & Director of Quality Governance 
 

 Ms Lynch presented an update regarding the following indicators: 
 

 C Difficile rates – Ms Lynch reported an increase in C Difficile rates, which had 
been a continuing trend over the past few months. She briefed the Board on 
mitigating actions and advised that the Trust was receiving support from NHS 
Improvement in this area. Ms Lynch advised that the Trust would follow a 
composite action plan, which would be presented to the Quality Committee.  
 

 MSSA and E.Coli infection rates – Ms Lynch advised that the Trust was 
proactively addressing the counting of the cases with the Clinical 
Commissioning Group and was awaiting a final agreement on tolerance 
thresholds. She noted that the Board would receive an update in September 
2019.  

 

 Emergency C-Section rate – Ms Lynch advised that the metric would be 
reviewed by the Maternity Transformation Board in October 2019 to establish 
the best approach.  In response to a question from Mr Graham, Ms Lynch 
advised that the target had been nationally prescribed by the network. She 
noted a link with Saving Babies Lives 2, which could potentially lead to an 
increase in C-section rates.  
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 Referral to Treatment 52-day Breaches – Ms Lynch advised that an analysis 
would be presented to the Quality Committee, following which the Board 
would receive an update in September 2019.  

 
 Director of Finance 
 

Mr Graham presented an update regarding the financial position for June and made 
particular reference to the following key points: 
 

 The Board was pleased to note that the Trust had delivered the financial plan 
for Q1 and was on track to achieve the plan in Q2.   
 

 Mr Graham briefed the Board on a number of emerging pressures, including 
breast services, and noted a consequent reduction in income due to reduced 
activity. He advised the Board of an ongoing a piece of work to review non-
elective activity, looking at drivers and mitigations.  

 

 The Trust was receiving external support regarding the Clinical Service 
Efficiency Programme and a resultant report was expected at the end of August 
2019.  

 

 The Trust did not borrow any funds in June 2019.  
 

 Mr Graham noted national pressures regarding capital expenditure and advised 
that the Trust was required to review its capital expenditure and reduce it 
wherever possible.  In response to a question from Mrs Anderson, Mr Graham 
advised that the Trust had been able to re-profile some of its capital 
expenditure but noted that there remained some essential priorities which 
required capital funding. He commented that the Trust, along with other trusts, 
were consistently highlighting the issue and pushing back at the national 
pressure.  

 
Director of Workforce & OD 
 
Mr Moores presented an update regarding the following Workforce indicators: 
 

 Sickness Absence – Mr Moores advised that this remained an area of focus and 
briefed the Board on progress with regard to a new Sickness Absence Policy.  
He advised that the Trust had held a successful Health & Wellbeing Day on 29 
July 2019, which had been attended by over 250 staff.  
 
In response to a question from Mrs Robson, who queried whether there was 
any correlation between work pressures and sickness rates, Mr Moores 
commented that a high proportion of staff sickness related to stress and 
anxiety. He noted that the Health & Wellbeing Programme focused on this 
issue and provided an overview of new initiatives, including mental health first 
aid.  Ms Toal made reference to similar pressures in July 2018, which had 
correlated with increased sickness levels.  
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In response to a question from Ms Toal, Ms Lynch briefed the Board on this 
year’s Flu vaccination programme, which would be commencing earlier than in 
previous years.  
 

 Workforce Turnover – Mr Moores reported an increased turnover figure and 
noted focused work in this area.  He commented on the link with values and 
behaviours work, with the aim to improve staff engagement.  

 

 Appraisal Rates – It was noted that appraisal rates for non-medical staff were 
below trajectory.  Mr Moores commented that the implementation of a new 
appraisal system was anticipated to improve staff experience and performance 
in this area.  

 

 Agency expenditure – Mr Moores advised that the Trust had re-profiled its 
agency expenditure and was pleased to report that performance remained 
below the agency ceiling. He also noted a positive shift from agency to 
increased bank expenditure.  

 
 Safer Staffing  
 

Ms Lynch provided a brief overview of the Safer Staffing Report.  She reported a 
reduced registered nurse fill rate on Ward C3 during the day, noting that the situation 
continued to be closely monitored. She commented that the introduction of e-
rostering and Safe Care Live was anticipated to improve performance, ensuring the 
right staff was at the right place at the right time.  In response to a question from Ms 
Toal, Ms Lynch commented that the staffing issues on Ward C3 had been unusual in 
month.  
 
Ms Lynch also advised that from Q3, each ward would be identified from their ACE 
status, aiding triangulation. The Board noted that quality impact assessments of new 
roles, including nursing associates, would be reported to the People Performance 
Committee in September 2019. 
 

 The Board of Directors: 
 

 Received and noted the Performance Report.  
 
189/19 Key Issues Reports  

 
The Chair welcomed Committee Chairs to raise any key issues that had not been 
covered during consideration of the Performance Report.   
 
Quality Committee 
 
Dr Cheshire referred the Board to the ‘Alert’ section of the Key Issues Report and 
advised the Board that the Committee had been alerted that the Trust was not able to 
fully comply with the NICE Quality Standard “QS175 Eating Disorders”.  The Committee 
had heard that, although elements of the standard relating to the Trust were 
compliant, full compliance was not achievable due to availability of the services in the 
community. Dr Cheshire advised that a meeting was due to be held with 
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commissioners and the providers of the service to address the issues, and the 
Committee would be kept updated on progress.  
 
Dr Wasson advised that commissioners had given assurances for additional funding in 
this area.  He noted, however, that the issue remained an area of concern and 
unfortunately was not in the Trust’s gift to resolve.  
 
Ms Lynch advised the Board that the Committee had been alerted to a risk to the 
delivery of action plans by the Infection Prevention and Control Group and reported 
that she had formally expressed concerns with Business Groups at Performance 
Meetings.  
 
Mr Beaton joined the meeting.  
 
Ms Lynch referred the Board to the final bullet point of the ‘Alert’ section of the report 
and advised that the Safeguarding Group had noted that three areas of the Safe High 
Quality Care Improvement Plan were off track. She reported that plans were in place 
to review the off-track actions and provided a brief overview of mitigating actions in 
this area.  
 
Finance & Performance Committee 
 
Mr Sugden advised that the Committee had highlighted the risk to the delivery of the 
Cost Improvement Programme target, particularly with regard to the recurrent 
element.  
 
Mr Mullen advised that the Committee had received an update on activities 
undertaken to review the use of current IT systems and had approved 
recommendations for a stabilisation and optimisation delivery plan in the interim as 
the Trust considered long-term ambition of delivering an EPR solution.   He advised 
that associated individual business cases would be worked through, as appropriate, by 
the Executive Team.  
 
People Performance Committee 
 
Mrs Barber-Brown referred the Board to the ‘Alert’ section of the report and advised 
that the Committee had considered a report on the potential implications of the court 
appeal decision in the ‘Flowers v East of England Ambulance Trust’ case. It was noted 
that the potential worst case scenario financial impact to the Trust was circa £200,000 
per annum, with a maximum impact of £1.2m if a six year rule was observed.  
 
She then referred the Board to the ‘Assurance’ section of the report and advised that 
the Committee had considered a ‘Learning Lessons to Improve our People Practices’ 
report, which provided an outcome of a review undertaken by an NHS Improvement 
(NHSI) task & finish advisory group established following an independent enquiry into 
the death of Amin Abdullah. Mrs Barber-Brown reported that the Chair of NHSI had 
consequently instructed all trusts to review their investigation and disciplinary cultures 
and practices.   The Committee had reviewed the Trust’s resultant action plan, and had 
taken positive assurance that a full review had been undertaken and the Trust was 
compliant in all relevant areas.  
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Mrs Barber-Brown advised the Board that the Trust was launching an initiative for staff 
to be able to access savings and preferential loans through salaries. She also reported 
that following a review of the Trust’s Car Lease Scheme, the choice of cars would be 
increased which was hoped to make the scheme more attractive to staff and 
consequently offer greater financial benefits to the Trust.  
 
Audit Committee 
 
Mrs Anderson advised that the Committee had taken positive assurance with regard to 
the following areas: 
 

 Submission of Annual Report & Accounts 2018/19 

 Progress regarding a new Conflict of Interests Process 

 Actions to mitigate non-adherence to Standing Financial Instructions and 
Standing Orders 

 Progress against the Internal Audit Plan 2019/20 and audit outcomes from a 
2018/19 review of the Accreditation for Continued Excellence (ACE). 

 MIAA Anti-Fraud Progress Report.  
 

Mrs Anderson reported that, with the exception of risks noted in the Trust Risk 
Register, the Committee had not identified any further risks.  
 
The Board of Directors: 
 

 Received and noted the Key Issues Reports.   
 
190/19 Quality Improvement Plan Update  
 

Ms Lynch presented a report providing an overview of progress made against the 
Quality Improvement Plan.  She advised that the report, which had been considered in 
detail by the Quality Committee, provided assurance against the seven key themes 
that were all on track at the end of Q1.  She commented that, while the report 
provided positive assurance, it could not be taken in isolation and would link in with 
the Clinical Service Review recommendations.  
 
Ms Lynch advised that the Board would receive the next update report at the end of 
Q2. Mr Belton noted good progress made with the Trust’s quality improvement 
journey.  
 
The Board of Directors: 
 

 Received and noted the report.  
 
191/19 Learning from Deaths Report 
 

Dr Wasson presented a report providing an update on progress against National 
Quality Board standards on Learning from Deaths. He commented that, while this was 
a bi-annual update report to the Board, the Quality Committee reviewed the topic 
more regularly. He briefed the Board on the content of the report and noted that, 
overall, good progress was being made against the standards. Dr Wasson made 
particular reference to s3.2, s3.3, s3.4, s3.6 and s3.7 of the report and provided an 
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overview of the following subject headings: Clinical Governance and the Learning from 
Deaths Policy, Morbidity & Mortality Meetings, Learning from Deaths Newsletter, 
Using Learning from Deaths Reviews to investigate areas of excess mortality, and 
Family Involvement.  
 
Dr Wasson advised the Board that Dr McCluskey had undertaken the Learning from 
Deaths lead role since the establishment of the Trust-wide process, but was now 
handing the role over to Dr Collins, Consultant Acute Physician. The Board formally 
recorded its appreciation to Dr McCluskey for his tremendous efforts over the years, 
and it was agreed that the Chair and the Chief Executive would write a letter of thanks 
to Dr McCluskey.  
 
In response to a question from Ms Lynch, Dr Wasson noted the difficult balance in 
deciding how much information should be shared at a public Board, as it was 
important to protect patient confidentiality. It was therefore proposed that, going 
forward, the public Board report would include agreed actions instead of the full 
newsletter. Dr Cheshire agreed that the newsletter was very detailed and medical in its 
content, and the Board did not require that level of detail to gain the necessary 
assurance.  
 
In response to a question from Mr Graham regarding morality alerts, Dr Wasson noted 
links with coding challenges.  He commented that good coding and data, as well as 
good clinical liaison with the coding department, were key to robust mortality 
statistics.   Mrs Anderson was pleased to note that, as well as areas for improvement, 
the learning also included pieces of excellent care that had been picked up through the 
process.  
 
The Board of Directors: 
 

 Received the Learning from Deaths Report and noted the assurance provided 
on progress against national standards.   

 
192/19 Constitution Report  
 

Mrs Parnell presented a report seeking the Board’s approval for a number of proposed 
changes to the Trust’s Constitution. She advised that any changes to the Constitution 
required the approval of the majority of the Council of Governors and the Board of 
Directors, and noted that the Council of Governors had approved all the proposed 
changes at its meeting on 17 July 2019.  Mrs Parnell briefed the Board on the content 
of the report and the Board of Directors consequently approved all of the proposed 
changes detailed in the report. 
 
Mrs Parnell advised that she would update the Constitution accordingly and share it 
with the Board of Directors, Council of Governors and NHS Improvement.   
 
The Board of Directors: 
 

 Approved the proposed changes to the Trust’s Constitution.  
 
 Mr Bailey joined the meeting.  
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193/19 Implementation of NHS Long Term Plan  
 

Mr Mullen introduced this item and advised the Board of a number of developing 
pieces of work, which aligned to the recently published Long Term Plan (LTP) 
Implementation Framework.  The Board welcomed Mr Bailey who delivered a 
presentation titled ‘Implementation of NHS Long Term Plan; Trust Strategy & 
Operational Planning Framework’.  The presentation described the current context and 
set out how the Trust would co-ordinate alignment of each of the areas.  
 
Mr Bailey advised the Board that he had delivered a presentation to the Council of 
Governors on the development of the Trust Strategy and Values & Behaviours. He 
noted that the Board would also receive a further presentation on Values & Behaviours 
later that afternoon.  With regard to Locality Planning & Alignment, Mr Bailey 
commented that it was critical to have an overarching executive summary strategy for 
the Stockport Health System that respective organisational strategies could be aligned 
to.   Mr Bailey concluded the presentation by outlining the next steps of the process 
and advised that the Finance & Performance Committee and the Board of Directors 
would receive regular progress updates.  
 
Mr Graham advised that a locality financial planning meeting had already been set up 
in Stockport with partners, including health partners and the Council, and noted the 
need to clarify governance arrangements.  Mrs Robson commented that there was also 
a need to factor in links with other areas, as a number of patients come from outside 
of the Stockport locality.  
 
In response to a question from Mrs Logan-Ward, Mrs Robson noted that the 
articulation of the Strategy was key to ensure it was easy to understand.  She added 
that the Clinical Services Strategy was critical to make it meaningful to staff.  In 
response to a question from Mr Moores, Ms Lynch noted that it was important to align 
the Values & Behaviours and the Well-Led work.  In response to a question from Dr 
Cheshire, Mrs Robson noted that the Board would consider the CQC Well-Led and 
Values & Behaviours in detail later in the afternoon, which would include 
consideration of staff engagement and behaviours to ensure successful 
implementation of the Strategy.  
 
In response to a question from Mrs Barber-Brown, who queried how Board members 
could help in this area, Mr Bailey noted that the Board could help with role modelling 
values and behaviours and support engagement with clinical services.  
 
The Board of Directors: 
 

 Received and noted the presentation.  
 
Mr Bailey left the meeting.  

 
194/19 Consent Agenda  
  
 The Board of Directors took the following actions with the Consent Agenda items: 
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 Annual Report on Emergency Preparedness, Resilience and Response  
 
The Board received the report and noted continued compliance with statutory 
requirements relating to Emergency Preparedness, Resilience and Response 
(EPRR) requirements.  
 
In response to a question from Mr Belton, Mr Mullen and Mr Graham briefed 
the Board on ongoing Brexit preparations.  

 
195/19 Any Other Business 
 

Mrs Robson reported that the Trust had previously received an enforcement notice 
from the Health & Safety Executive regarding one part of the Trust’s Pathology 
infrastructure. She was pleased to report that, not only had the Trust completed all the 
work required, but had done so before the deadline. She advised that the Health & 
Safety Executive had particularly commended the level of improvement and the speed 
of actions.  

 
196/19 Date, time and venue of next meeting  
 

There being no further business, the Chair closed the meeting and advised that the 
next public meeting of the Board of Directors would be held on Thursday, 26 
September 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 19 – The action would be put on hold until the incoming 
Director of Finance is in a position to review. An update to be provided at 
the June meeting.  
Update 27 Jun 19 – Mr Graham outlined that NHSI and NHSE were 
expected to issue planning guidance later in the day.  He would provide an 
update in July.  
Update 31 Jul 19 – Presentation on agenda.  Action complete.  
 

Mr F Patel  
Mr J Graham 

(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 19 – This would be reviewed at the April Board meeting.  
Update 29 May 19 – Ms Toal advised that this would come through in the 
next meeting.  
Update 27 Jun 19 – Deferred to the July meeting.  
Update 31 Jul 19 – Ms Toal advised that the Winter Plan review had been 
considered by the Finance & Performance Committee and that the 
Committee had requested a further update to be made to the September 
Board. Mr Sugden confirmed that the Committee was happy with the 
progress being made. Mrs Robson noted that the Trust was leading the 
whole system approach to ensure that there was a single plan across the 
whole system.  
 

S Toal  
(Chief Operating 

Officer) 
 
 

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 19 – Action carried forward.  
Update 25 Apr 19 – The action was ongoing with the expectation that this 
would be presented as a patient story in September. 

A Lynch  
(Chief Nurse) 
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 Update 28 Jun 19 – Following the Pressure Ulcer collaborative event, the 
Tissue Viability Nurse had been invited to present in September 2019.  

08/19 27 Jun 19 161/19 
Mortality Data 

Review 

The Mortality Dashboard to be included on the Board Schedule of Business 
as a bi-annual agenda item.  
 

Update 31 Jul 19 – Completed.  Action closed.  
 

 

09/09 27 Jun 19 163/19 
Seven Day Services 

Report 

The Seven Day Services Update to be included on Board Schedule of 
Business in the next six months.  
 

Update 31 Jul 19 – Completed. Action closed.  
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Report to:  Board of Directors Date:  26 September 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: 
 

 Supporting colleagues 

 Governance 

 Board development 

 Out and about 

 Annual members meeting 

 National 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 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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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: 

 Supporting colleagues 

 Governance 

 Board development 

 Out and about 

 Annual members meeting 

 National news 

 

2. SUPPORTING COLLEAGUES 

 

Wherever I go in the Trust I am always struck by the unrelenting nature of the work that many of our 

colleagues do. Their ability to provide the highest possible care for patients despite a seemingly 

unrelenting demand for their services never fails to leave me humbled. 

 

In the past demand for NHS services fluctuated, often in line with the seasons, giving colleagues 

some respite over the summer months. But, those days appear to have gone and our colleagues now 

seem to be under immense pressure, day in and out. 

 

While everyone who works in this Trust should be admired for their dedication to their roles, we 

have a duty to make sure that we understand the pressures they are under, and to do our utmost to 

listen to their concerns and find ways to relieve that pressure. 

 

Across the country the NHS is facing a nation-wide shortage of staff in key specialities as well as tight 

budgets, but Stockport also has its own unique pressures, including a high proportion of the 

population who are ageing and frail and limited alternatives to hospital care. These factors all have a 

major impact on our services. 

 

This month I have been in contact with the Chairs of our partner organisations  to discuss what we 

can do to ensure our respective Boards are aligned in support of the work to address current 

pressures and develop a credible plan to get us through winter.  If we are to minimise the pressures 

on our services and colleagues then partner organisations will need to work in a collaborative way 

that is is truly focused and joined up.  

 

Attracting more staff to work in Stockport is crucial and across the Trust our services are working 

with HR on a range of initiatives to attract new staff, whether that’s working with local universities 

to “grow our own” or looking further afield to international recruitment as a way of filling gaps in 

our rotas.  

 

It’s not just about attracting new colleagues to Stockport, it’s also about keeping them as part of the 

team. We have a number of initiatives to support colleagues at work, and we’re developing many 

more to make this Trust a real employer of choice in the region.  
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Another way we can attract and retain colleagues is by developing a culture in which everyone’s 

opinions matter; a Trust where staff feel able to speak openly about their concerns and are heard by 

the leaders of the organisation. 

 

When I and other Board members visit services across the Trust we are always eager to hear about 

what colleagues really think about working at Stockport, the barriers to making the organisation an 

amazing place to work, and their ideas for how we can attract and retain the best staff. 

 

The work we’re currently doing across the Trust around values and behaviours is highlighting many 

things colleagues are proud of about Stockport, but also spotlighting behaviours they do not want to 

see here. We’ve still got some time to go before we complete this work and I would urge everyone 

to get involved, but we’ve already had over 1,500 comments from staff right across the organisation. 

  

The annual NHS staff survey will be launched again soon, and while it seems to come round more 

quickly each year, I really would urge all colleagues to complete the survey – it’s a simple way for 

them to tell the Board what they really think about working in Stockport, and we are committed to 

addressing the areas that will truly make this Trust an amazing place to work. 

 

3. GOVERNANCE 

 

In my last Board report I highlighted our commitment to carrying out a deep dive into our 

governance. I am delighted that colleagues from NHS Improvement have offered their help,  and 

have now begun working with us to identify  how we track issues from our frontline hospital and 

community services through the organisation and ultimately to the Board, highlighting  areas for 

further improvement, and looking for ways we can refine our current systems and processes. 

 

We have also begun our preparations for the Trust’s regular CQC inspection and Well Led review. To 

support that process we have agreed the following non-executive director leads for key topics and 

themes in the Trust: 

 Emergency preparedness – Catherine Anderson 

 Procurement – Malcolm Sugden 

 Security management – Catherine Barber-Brown 

 Safeguarding – Catherine Barber-Brown 

 Risk – Mike Cheshire 

 Quality – Mike Cheshire 

 End of life care – Mike Cheshire 

 Complaints – Marisa Logan-Ward 

 Falls – Catherine Anderson 

 Hip fractures – Marisa Logan-Ward 

 Doctors’ disciplinary action – David Hopewell 

 Mortality – Mike Cheshire 

 Equality and diversity – Adrian Belton 

 CQC – Mark Beaton 

  

The recent appointment of Marisa Logan-Ward and Mark Beaton as non-executive directors has 

prompted a review of the membership of our Board Committees, and I hope to be able to share the 

outcome of that piece of work next month.  

 

24 of 372



- 5 - 

Non-executive directors have also been focusing on how we can further improve their relationship 

with governors. It is the responsibility of the Council of Governors to hold the Board to account via 

the non-executive directors, so we are very keen to find more opportunities for governors and non-

executive directors to engage with each other. 

Prior to our next Council of Governors meeting we will try out the idea of an information exchange 

to give governors and non-executive directors the opportunity to talk about what they have been 

involved in the Trust, and also share any issues of concerns they may have identified.  

From next month I will also be introducing regular drop-in sessions where governors will have the 

opportunity to call in to meet with me and other non-executive directors to discuss any issues they 

would like to raise or ideas they would like to share.  

4. BOARD DEVELOPMENT 

 

After a nationwide search and rigorous interview process I am delighted to formally announce that 

Caroline Parnell has been appointed to the role of Director of Communications & Corporate Affairs, 

which will include the responsibilities of Trust Secretary. Caroline, who has been working with us on 

an interim basis since March, has a wealth of experience drawn from working in large NHS 

organisations over the last 20 years.  

Her appointment concludes the changes to the Board and Executive Director Team that we agreed 

earlier in the year. 

 

5. OUT AND ABOUT 

 

It is always a pleasure to visit our hospital and community services and talk to staff about their work. 

However, this month my visits have focused on another group of people who play such an important 

part in the life of the Trust – our volunteers. 

 
I was very pleased to join a number of our volunteers for afternoon tea and have the opportunity to 

present long service awards to mark their years of commitment to the Trust. We are very fortunate 

to have so many volunteers giving freely of their time to support our patients, colleagues and 

services, and I was really interested to learn that our top five most popular volunteer roles are ward 

helper/dining companion, breast feeding support, site guides, chaplaincy, and supporting patient 

surveys.  

Together with the Chief Executive I also had the pleasure of meeting some of the volunteers who 

keep our hospital radio running. The hospital radio station has been entertaining our hospital 

patients for over 40 years, and its volunteers are another example of local people doing so much to 

support their local NHS services. 

6. ANNUAL MEMBERS MEETING 

The annual members meeting will be held on Thursday, 3 October in Pinewood House. From 3-4pm 

there will be a marketplace event with stalls showcasing a number of the Trust’s services and 

initiatives. The formal meeting will start at 4pm and is scheduled to finish at 5.15pm. 

 

 

7. NATIONAL NEWS 
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 Personal development budgets – the Treasury recently announced that it would be 

allocating £1,000 for every nurse, midwives and allied health professional as personal 

development budgets. This allocation will be part of a £210m funding boost for frontline 

NHS staff in 2020-21. 

 Hospital food – the Department of Health has announced that it plans to carry out a formal 

review of hospital food to improve quality and make hospital food safer, healthier and more 

sustainable. 

 Performance – NHS Improvement/NHS England performance figures for July highlighted 

that attendance at accident and emergency departments across the country increased by 

four per cent compared to the same period in 2018. The national performance against the 

four hour A&E standard has been around 86.5% for the last three months, and the list of 

patients waiting for treatment was 4.4m in July, an increase of 10,000 on the previous 

month. 

 

8. RECOMMENDATIONS 

 

      The Board of Directors is recommended to receive this report. 
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Subject: Chief Executive’s Report 

Report of: Chief Executive Prepared by: Mrs C Parnell 
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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 

It is nine months since I took on the role of Chief Executive and we are now starting to see positive 

outcomes from the foundations we laid as an organisation earlier in the year, both in terms of 

developments within the Trust and with the wider health and care system. 

We have been working closely with system partners on a re-fresh of a locality plan for Stockport. 

That work closely aligns with the re-fresh of our own strategy for the future of the Trust, which is 

underpinned by the engagement programme we launched last month around our values and 

behaviours. While that initiative is not due to conclude until next month we have already had over 

1,500 comments from staff on what they value about working in the Trust. 

The development of our overarching strategy for the organisation is only one part of planning for 

the future, the other key element is the development of clinical service strategies and we are about 

to begin working with our clinical teams on shaping their plans for the future of individual services. 

The Greater Manchester Elective Care Programme will undoubtedly have an influence on many of 

those service strategies, which is why I was delighted to be asked to chair the programme along 

with Dr Cath Briggs, chair of Stockport Clinical Commissioning Group. We recently launched the 

programme with an event that attracted senior executive and clinical representation from local 

provider organisations, as well as colleagues from commissioning, primary care and the GM Health 

and Social Care Partnership. The programme is bringing together international, national and 

regional best practice around a number of defined priorities for the future and Stockport will have 

the exciting opportunity to be an early adopter. 

Engaging our clinicians in both system and Trust initiatives is crucial to achieving our aspirations for 

the future and with my director colleagues I have really welcomed the opportunity to take part in a 

rolling programme of meetings with the clinicians working in our business groups. We have now 

met with each group and they have given us valuable insights into some of the challenges our 

clinicians are facing, as well as the work they are most proud of.  

The feedback from those sessions was shared at the first meeting of our Senior Leadership Group 

last month. This group, which meets bi-monthly, brings together all the senior leaders in the 

organisation from both the business groups and corporate services to ensure strategic alignment of 

our efforts, and it also responds to a number of the issues raised in the Board’s recent 360 degree 

feedback. 

These developments, both within the Trust and the wider system, are the results of months of 

planning and discussion so it is good to see them start to come to fruition. Sometimes it can take 

much longer for plans to come together, such as those for an emergency care campus. A couple of 

years ago our teams put a huge amount of effort into a business case for the development of such 

a campus at Stepping Hill Hospital, but at the time we were not successful in securing central 

funding for the scheme. 
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So we were delighted last month to be contacted by the Department of Health to be told that it 

was to be one of 20 schemes to receive national funding to upgrade NHS estates and support 

service transformation.  The announcement was great news for the Trust and attracted a huge 

amount of positive local and national media coverage. 

 

Health minister Chris Skidmore visited the hospital along with local MPs William Wragg and Mary 

Robinson to see some of the challenges facing our current emergency department. They also heard 

about how we will spend the £30.5m of funding on the development of an emergency care campus 

that will include an urgent care treatment centre, GP assessment unit and planned investigation 

unit. We know that it will take some time to become a reality but this development will radically 

change the way we provide emergency care in Stockport. 

 

While this is great news for the future of the Trust, on a daily basis we are faced with the 

challenges of trying to manage a rising demand for services at a time when there are national 

shortages of staff in key specialities. That has been the challenge for our breast diagnostic services 

for a considerable period of time, and earlier this year, due to ongoing staffing issues, we took the 

difficult decision to temporarily suspend our breast diagnostic service. 

 

Since then people referred to us for tests and other diagnostic procedures have been cared for by 

neighbouring trusts, with support from our staff. We have now agreed with Stockport Clinical 

Commissioning group, and with the support of the local scrutiny of health committee, that these 

services should be commissioned on a permanent basis from other trusts. This means that from the 

end of September all new and follow-up patients will have their appointments at Wythenshawe 

Hospital. 

 

We may still care for patients requiring surgery if their procedure does not require input from a 

radiologist, and the change will not impact on patients currently receiving breast cancer treatment 

at Stepping Hill Hospital or the regular breast screening programme. 

 

Our staff have worked extremely hard over the last few months in partnership with colleagues 

from neighbouring trusts to ensure patients get the support they need in a timely manner. As a 

result of the commissioning change many of our colleagues will be transferring to neighbouring 

trusts on a permanent basis, and they leave with our sincere thanks for all they have done for 

patients and with our best wishes for their future.  

 

3. REGULATORY NEWS 

 

Stockport System Escalation Meeting – earlier this month the Trust and other partner 

organisations from Stockport met with representatives of NHS England/NHS Improvement and 

Greater Manchester Health and Social Care Partnership to review the system challenges in 

delivering the four hour emergency performance standard. 

All attendees agreed that a continued focus on improving and sustaining urgent and emergency 

care performance was critically important for local patients, as was ensuring sufficient capacity and 

service resilience ahead of winter. 
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The meeting discussed the key issues affecting the system including staffing, Stockport having a 

high proportion of frail and elderly patients, an increase in emergency department attendances, 

opportunities to improve streaming of patients, the management of stranded patients, and out of 

hospital capacity. System representatives also discussed the need to consider the requirement of 

extra bed capacity ahead of winter to provide an additional buffer for services at times of peak 

demand. 

It was agreed to develop a short term recovery plan, including three to four priorities for the Trust 

to address and three to four priorities for the Stockport system to action, alongside the system’s 

winter plan. Regular teleconferences will be held to follow up on agreed actions and review 

progress against the priorities set out in the recovery plan. 

NHS Oversight Framework - NHS England/NHS Improvement have published the new NHS 

Oversight Framework for 2019-20, outlining the joint approach the two organisations will take to 

oversee organisational performance and identify where providers and commissioners may need 

support. The framework has replaced the NHS single oversight framework for providers. 

 The new framework highlights that 2019-20 will be a transitional year with NHSE/I regional teams 

coming together to support local systems. Regional directors and their teams will lead on system 

oversight, and determine the level of oversight that best meets local assurance needs. 

The framework’s dataset broadly reflects existing oversight and assessment priorities and are 

aligned to the NHS Long Term Plan. Four new staff metrics have been added based on the annual 

NHS staff survey and covering bullying and harassment, teamwork and inclusivity. Regional teams 

will use information from the datasets and local insight to identify where support is required, and 

there will be a greater emphasis on system performance and working through system leaders to 

address problems. 

4. EVENTS 

 

 Flu campaign – next week sees the start of our annual campaign encouraging staff to be 

immunised against flu to protect themselves, their families and our patients. Last year we 

were amongst the highest performing trusts in the country for the number of staff taking 

up the vaccination offer. This year every NHS organisation has been set the challenge of 

vaccinating 100% of their staff, and we will be offering colleagues in both hospital and 

community settings a range of opportunities to be immunised. 

 Fracture free August – in August we had the lowest ever recorded number of patients 

falling while in hospital, and as a result no-one suffered a fracture in month. This is 

excellent news for our patients and I would like to congratulate all our staff who 

contributed to this important patient safety outcome. 

 Stroke services – colleagues working in our stroke services have been congratulated by 

Greater Manchester Stroke Operational Delivery Network for once again achieving 

impressive results in the Sentinel Stroke National Audit Programme. 

 World Sepsis Day – sepsis is a potentially life threatening complication of an infection, and 

it requires prompt diagnosis and treatment. To mark World Sepsis Day Trust staff organised 

a week of activities to raise awareness of the condition, its symptoms and how to treat it. 

Thank you to everyone who contributed to this busy week of events. 

 Armed Forces – The Trust has been awarded a silver award from the Ministry of Defence’s 

Employer Recognition Scheme, one of just three NHS trusts and nine organisations in the 

NW to receive the award. It recognises the Trust’s commitment to the Armed Force 
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community, and our work to support veterans has also been chosen to be showcased at 

the NHS Providers conference in Manchester next month. 

 Organ Donation Week – to mark this important national event a group of hardy cyclists 

from the Trust, including Medical Director Dr Colin Wasson, took part in a marathon ride. 

Some cycled from Stepping Hill Hospital to the local transplant centre at Wythenshaw 

Hospital, while others carried on to Leeds. They joined cyclists from other NHS 

organisations in the event to raise awareness of the importance of organ donations. Well 

done to everyone who took part. 

 Manchester Pride – staff from across the Trust represented the organisation at the annual 

Manchester Pride event showing their support for equality, diversity and inclusiveness. 

 AHP Day – our allied health professionals are busy organising an event on 14 October to 

raise awareness of the varied roles of AHPs and celebrate the contribution they make to 

high quality patient care. The event will be held in the Pinewood Centre from 1-2.30pm. 

 Stockport 10k – Congratulations to all the Trust staff, including directors Alison Lynch and 

Hugh Mullen, who took part in the recent Stockport 10k run. 

 

5. RECOMMENDATION 

The Board of Directors is recommended to receive this report. 

 

 

 

  

 

 

 

32 of 372



Attachments:
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Summary of Report

This subject has previously been 

reported to:

Trust Board 26 Sep 2019Date:Report To:

Subject: Integrated Performance Report

REPORT FOR ASSURANCE

The Board is asked to note the performance against the reported 

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

month.

The Board are also asked to note the addition of the Qtr 1 CQUIN 

summary at the end of the report.
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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

1 0 # 0 0

# 0 1 0 1
# 0 # 1 0

# 1 # 0 0

# 1 # 0
1 # 1

#

#

#

#
  

  

Sickness Absence: 
Monthly Rate (UoR) 

Workforce Turnover 
(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:  
- Length of Stay: Elective 
- PUs Community: Category 4 
 
Metrics changing from red to green 
in month: 
- +7 days LLoS (Standed)  Count 
- Emergency Readmission Rate 
- Falls: Mod Harm and Above 
- Staff Suspensions 
 
 
 

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 7 10 3 13 5 13 2 3 5 13 7 7 5 14 

Performance 

Indicators 
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3

I M S W

Chief Operating Officer
 

Diagnostics: 6 Week Standard Responsive Aug-19 <= 1% 4.6% 2.2% ∆ 14

Cancer: 62 Day Standard Responsive Aug-19 >= 78.3% 70.6% 75.6% ∆ 14

Cancer: 104 Day Breaches Responsive Jul-19 <= 0 3.0 14.0 ∆ 15

Referral to Treatment: Incomplete Pathways Responsive Aug-19 >= 87.5% 81.3% 83.4% ∆ 15

Referral to Treatment: Incomplete Waiting List Size Responsive Aug-19 <= 24093 24541 ∆ 16

Clinical Correspondence Safe Aug-19 >= 95% 98.7% 77.9% ∆ 16

Outpatient Hospital Cancellation Rate (UoR) Responsive Aug-19 <= 9% 10.1% 10.5% ∆ 17

Outpatient DNA rate (UoR) Effective Aug-19 <= 7.4% 7.3% 6.8% ∆ 17

Outpatient Clinic Utilisation (UoR) Effective Aug-19 >= 90% 84.9% 83.8% ∆ 18

Outpatient New to Follow-up Ratio (UoR) Effective Aug-19 <= 1.77 2.20 2.19 ∆ 18

Theatres: Delivered Sessions vs. Plan Effective Aug-19 >= 100% 89.8% 93.6% ∆ 19

Theatres: Overall Touch-time Utilisation (UoR) Effective Aug-19 >= 85% 82.5% 81.3% ∆ 19

Theatres: In-Session Touch-time Utilisation (UoR) Effective Aug-19 >= 85% 75.4% ∆ 20

Forecast 

Risk
Page 

Report 

Month

Executive Summary

Target
BG PAT

YTDActualIndicator Direction
PAT 

Rating
Domain
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Chief Operating Officer

Elective Day Case Activity vs. Plan Responsive Aug-19 >= 0% 0.1% 0.1% ∆ 20

Elective Day Case Income vs. Plan Responsive Aug-19 >= 0% 0.6% 0.6% ∆ 21

Elective Inpatient Activity vs. Plan Responsive Aug-19 >= 0% -2.5% -2.5% ∆ 21

Elective Inpatient Income vs. Plan Responsive Aug-19 >= 0% -5.9% -5.9% ∆ 22

Outpatient Activity vs. Plan Responsive Aug-19 >= 0% -2.9% -2.9% ∆ 22

Outpatient Income vs. Plan Responsive Aug-19 >= 0% -6.5% -6.5% ∆ 23

Length of Stay: Non-Elective (UoR) Effective Aug-19 <= 9 10.81 10.89 ∆ 23

Length of Stay: Elective (UoR) Effective Aug-19 <= 2.6 3.50 2.62 ∆ 24

Stranded Patient Count (UoR) Effective Aug-19 <= 297 297 ∆ 24

Super-Stranded Patient Count (UoR) Effective Aug-19 <= 131 146 ∆ 25

Delayed Transfers of Care (DTOC) (UoR) Effective Aug-19 <= 3.3% 3.2% 3.7% ∆ 25

Medical Optimised Awaiting Transfer (MOAT) Effective Aug-19 <= 40 52 393 ∆ 26

Discharges by Midday Effective Aug-19 >= 33% 15.3% 15.6% ∆ 26

Forecast 

Risk

PAT 

Rating
Direction

Report 

Month
Page 

BG PAT
YTD

Executive Summary

Indicator Domain Target Actual
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I M S W

Chief Operating Officer

A&E: Overnight Breaches Effective Aug-19 1303 ∆ 27

A&E: 4hr Standard Responsive Aug-19 >= 81% 67.8% 73.5% ∆ 27

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Forecast 

Risk

Report 

Month
Actual

PAT 

Rating
Direction

BG PAT
YTD Page Indicator Domain Target

Executive Summary
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Print Pages

2

I M S W

Medical Director

A&E: 12hr Trolley Wait Responsive Aug-19 <= 0 22 107 ∆ 28

Emergency Readmission Rate (UoR) Effective Jun-19 <= 7.9% 7.9% 8.4% ∆ 28

Diabetes Reviews Caring Jun-19 >= 90% 95.5% 90.0% ∆ 29

VTE Risk Assessment Safe May-19 >= 95% 97.0% 97.1% ∆ 29

Sepsis: Timely Identification Safe Aug-19 77.1% 81.4% ∆ 30

Sepsis: Timely Treatment Safe Aug-19 >= 90% 34.6% 41.7% ∆ 30

Medication Errors: Rate Safe Aug-19 5.55 ∆ 31

Discharge Summaries Safe Aug-19 >= 95% 90.0% 90.9% ∆ 31

Mortality: Deaths in ED or as Inpatient Effective Aug-19 114 599 ∆ 32

Mortality: Case Note Review Rate Effective Aug-19 25.4% 31.1% ∆ 32

Mortality: Specialist Palliative Care Length of Stay Caring Aug-19 18.68 29.38 ∆ 33

Mortality: HSMR Effective Jun-19 <= 1 1.06 ∆ 33

Mortality: SHMI Effective Jan-19 <= 1 0.98 ∆ 34

Direction
Forecast 

Risk

Report 

Month

BG PAT
YTD Page 

Executive Summary

Indicator Domain Target Actual
PAT 

Rating
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I M S W

Medical Director

Never Event: Incidence Effective Aug-19 <= 0 0 0 ∆ 34

Duty of Candour Breaches Effective Aug-19 0 1 ∆ 35

Serious Incidents: STEIS Reportable Responsive Aug-19 13 78 ∆ 35

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Page 
Forecast 

Risk
Direction

BG PAT
YTD

Report 

Month
Indicator Domain Target

PAT 

Rating
Actual

Executive Summary
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Print Pages

4

I M S W

Chief Nurse & Director of Quality Governance

C.Diff Infection Rate Safe Jul-19 21.92 19.43 ∆ 36

C.Diff Infection Count Safe Jul-19 <= 51 * 6 20 ∆ 36

MRSA Infection Rate Safe Jul-19 0.00 0.00 ∆ 37

MSSA Infection Rate Safe Jul-19 6.53 5.47 ∆ 37

E.Coli Infection Rate Safe Jul-19 20.52 18.97 ∆ 38

E.Coli Infection Count Safe Jul-19 6 15 ∆ 38

Falls: Total Incidence of Inpatient Falls Safe Aug-19 <= 458 * 74 410 ∆ 39

Falls: Causing Moderate Harm and Above Safe Aug-19 <= 10 * 0 10 ∆ 39

Pressure Ulcers: Hospital, Category 2 Safe Jul-19 <= 31 * 12 37 ∆ 40

Pressure Ulcers: Hospital, Category 3 Safe Jul-19 <= 7 * 2 5 ∆ 40

Pressure Ulcers: Hospital, Category 4 Safe Jul-19 <= 1 * 0 0 ∆ 41

Pressure Ulcers: Community, Category 2 Safe Jul-19 <= 64 * 6 46 ∆ 41

Pressure Ulcers: Community, Category 3 Safe Jul-19 <= 15 * 1 10 ∆ 42

Page 
Forecast 

Risk
Actual

PAT 

Rating
Direction

BG PAT
YTD

Report 

Month

Executive Summary

Indicator Domain Target
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I M S W

Chief Nurse & Director of Quality Governance

Pressure Ulcers: Community, Category 4 Safe Jul-19 <= 3 * 1 5 ∆ 42

Pressure Ulcers: Device Related, Category 2 Safe Jul-19 <= 11 * 5 14 ∆ 43

Pressure Ulcers: Device Related, Category 3 Safe Jul-19 <= 2 * 0 0 ∆ 43

Pressure Ulcers: Device Related, Category 4 Safe Jul-19 <= 0 * 0 0 ∆ 44

Safety Thermometer: Hospital Safe Aug-19 >= 95% 95.5% 96.6% ∆ 44

Safety Thermometer: Community Safe Aug-19 >= 95% 96.7% 97.3% ∆ 45

Patient Safety Incident Rate Effective Aug-19 57.59 ∆ 45

Patient Safety Alerts: Completion Caring Aug-19 >= 100% 100.0% 93.9% ∆ 46

Emergency C-Section Rate Effective Aug-19 <= 15.4% 16.7% 17.0% ∆ 46

Term Babies Admitted to the Neonatal Unit Effective Aug-19 <= 5 4 ∆ 47

Dementia: Finding Question Responsive Jul-19 >= 90% 92.5% 93.1% ∆ 47

Dementia: Assessment Responsive Jul-19 >= 90% 100.0% 100.0% ∆ 48

Dementia: Referral Responsive Jul-19 >= 90% 100.0% 100.0% ∆ 48

Page 
Forecast 

Risk
YTDDirection

BG PAT

Executive Summary

Indicator Domain Target
Report 

Month
Actual

PAT 

Rating
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I M S W

Chief Nurse & Director of Quality Governance

Friends & Family Test: Response Rate Caring Jul-19 21.7% 21.4% ∆ 49

Friends & Family Test: Inpatient Caring Jul-19 94.4% 95.0% ∆ 49

Friends & Family Test: A&E Caring Jul-19 88.0% 88.0% ∆ 50

Friends & Family Test: Maternity Caring Jul-19 97.0% 95.5% ∆ 50

DSSA (mixed sex) Caring Aug-19 <= 0 0 0 ∆ 51

Learning Disability: Adjusted Care Plans Caring Jun-19 >= 100% 83.3% ∆ 51

Compliments Caring Aug-19 181 824 ∆ 52

Complaints Rate Caring Aug-19 0.7% 0.8% ∆ 52

Complaints: Response Rate 45 Caring Aug-19 >= 95% 57.5% 76.2% ∆ 53

Complaints: Parliamentary &  Health  Service  

Ombudsman Cases
Caring Aug-19 0 1 ∆ 53

Complaints Closed: Overall Caring Aug-19 40 202 ∆ 54

Complaints Closed: Upheld Caring Aug-19 8 44 ∆ 54

Complaints Closed: Partially Upheld Caring Aug-19 21 86 ∆ 55

Page 
Forecast 

Risk

BG PAT
YTDDirection

Report 

Month

Executive Summary

Indicator Domain Target Actual
PAT 

Rating
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I M S W

Chief Nurse & Director of Quality Governance

Complaints Closed: Not Upheld Caring Aug-19 11 73 ∆ 55

Litigation: Claims Opened Responsive Aug-19 10 37 ∆ 56

Litigation: Claims Closed Responsive Aug-19 5 20 ∆ 56

Referral to Treatment: 52 Week Breaches Responsive Aug-19 <= 0 4 23 ∆ 57

∆

∆

∆

∆

∆

∆

∆

∆

∆

Page 
Forecast 

Risk

Report 

Month

PAT 

Rating
Direction

BG PAT
YTD

Executive Summary

Indicator Domain Target Actual
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Print Pages

1

I M S W

Director of Finance

Financial Controls: I&E Position
Well-Led / 

Efficient
Aug-19 >= 0% 0.0% ∆ 57

Cash
Well-Led / 

Efficient
Aug-19 <= 0% -22.2% ∆ 58

CIP Cumulative Achievement
Well-Led / 

Efficient
Aug-19 >= 0% 37.8% ∆ 58

Capital Expenditure
Well-Led / 

Efficient
Aug-19 +/- 10% -15.7% ∆ 59

Financial Use of Resources
Well-Led / 

Efficient
Aug-19 <= 3 3 ∆ 59

∆

∆

∆

∆

∆

∆

∆

∆

Page 
PAT 

Rating
Direction

BG PAT
YTD

Forecast 

Risk

Report 

Month
Actual

Executive Summary

Indicator Domain Target
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Print Pages

2

I M S W

Director of Workforce & Organisational Development

Substantive Staff-in-Post
Well-Led / 

Efficient
Aug-19 >= 90% 90.9% 91.2% ∆ 60

Sickness Absence: Monthly Rate (UoR)
Well-Led / 

Efficient
Aug-19 <= 3.5% 4.3% 4.5% ∆ 60

Sickness Absence: Rolling 12-Month Rate (UoR)
Well-Led / 

Efficient
Aug-19 <= 3.5% 4.6% ∆ 61

Sickness Absence: Long-term
Well-Led / 

Efficient
Aug-19 <= 0 0 ∆ 61

Workforce Turnover (UoR)
Well-Led / 

Efficient
Aug-19 <= 13.94% 14.3% ∆ 62

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

Efficient
Jun-19 51.3% 51.3% ∆ 62

Staff Friends & Family Test: Recommend for Care Caring Jun-19 71.2% 71.2% ∆ 63

Appraisal Rate: Medical
Well-Led / 

Efficient
Aug-19 >= 95% 96.1% 96.5% ∆ 63

Appraisal Rate: Non-medical
Well-Led / 

Efficient
Aug-19 >= 95% 92.6% 92.1% ∆ 64

Statutory & Mandatory Training
Well-Led / 

Efficient
Aug-19 >= 90% 91.9% 90.8% ∆ 64

Bank & Agency Costs Effective Aug-19 <= 5% 12.0% 11.2% ∆ 65

Agency Shifts Above Capped Rates
Well-Led / 

Efficient
Aug-19 <= 0 1007 3590 ∆ 65

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

Efficient
Aug-19 <= 3% -14.0% -14.0% ∆ 66

Page YTD
Forecast 

Risk

Report 

Month

Domain Summary

Indicator Domain Target Actual
PAT 

Rating
Direction

BG PAT
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I M S W

Director of Workforce & Organisational Development

Staff Suspensions
Well-Led / 

Efficient
Aug-19 <= 0 0 ∆ 66

Recruitment Lead Time
Well-Led / 

Efficient
Aug-19 <= 20 20.60 ∆ 67

Flu Vacination Uptake Safe Feb-19 >= 75% 75.3% ∆ 67

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Forecast 

Risk

Report 

Month
Actual

PAT 

Rating
Direction

BG PAT
YTD

Domain Summary

Indicator Domain Target Page 
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Indicator Detail Report: 1 Chart Ref Loop Count 108
1 1

2

4.6% 3

4

5

6
7

8

9

1 10
11

70.6% 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 diagnostic standard was not achieved in August as a result of on-going  work to 

address the backlog of planned Endoscopy patients becoming overdue identified earlier 

in the year. 

Aug-19

Target

Cancer: 62 Day Standard

Unplanned sickness and short notice leave has impacted on the 

services plans to address the Endoscopy backlog.  The service is now  

predicting compliance by December.



Delays for patients requiring ECGs or Stress Echos are now resolved 

and the Medicine & Clinical Support BG is not anticipating any breaches 

of the standard in September.



Overall compliance is anticipated in December 2019.



Actions

Actions are focussed on the reduction of the patient pathway in some of 

the major tumour groups.



- Transformational monies from GM Cancer have now been secured to 

support the Prostrate pathway (in addition to that already reported for 

Lung and Colorectal pathways) 



- Recruitment to key CNS and navigator posts are underway as a result.  





- Positive early signs are being noted following the recent pilot of a 

Prostate 'Straight to Test' pathway.



The impact of these improvement will not be seen until the end of Q3. 

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.
Data is still subject to final validation but issues contributing to the failure to meet this 

standard in month include, waits for diagnostics, complex pathways, cross tumour sites 

and patient compliance. 

The closure of the Breast service has resulted in the cancer denominator being 

comparatively lower.

Chart Area 1

Chart Area 2

Diagnostics: 6 Week Standard

<= 1%

Aug-19

>= 78.3%

Target

0.4% 0.7% 0.3% 0.3% 0.5% 
1.2% 1.7% 

0.3% 
1.3% 1.7% 1.2% 

0.6% 

3.0% 

4.6% 

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

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

80.5% 78.9% 86.1% 
72.2% 69.7% 

85.2% 
70.5% 

80.0% 77.7% 86.5% 73.1% 77.4% 70.0% 70.6% 

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

Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20 Q2 2019/20
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Indicator Detail 20
3 21

22

3.0

23

24

25
26

27

28

291 30

31

81.3%

32

33

34
35

36

37

38
39

Cancer: 104 Day Breaches Actions
The number of patients that have pathway length of 104 days or more at the point of 

treatment.

ActionsAug-19 Referral to Treatment: Incomplete Pathways

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.

ENT are continuing to revise clinic templates to increase OP activity. 



Additional capacity for new patients is also being introduced within 

Gastro by flipping follow up templates to new. 



Gynae are undertaking some WLIs to release capacity for new patients.  





Paediatrics are out to recruit to a locum consultant for 6 months to see 

long waiting ADHD patients



Respiratory successfully recruited to 2 vacancies early in September. 



Business Groups have been asked to provide specialty level 

improvement trajectories by 27/9/19.

Target RTT performance fell to 81.3% in August despite several large specialties meeting the 

90% trajectory and T&O achieving the national 92% standard.



Number of patients waiting longer than 18 weeks particularly increased in ENT, Oral 

Surgery and Gynaecology

Chart Area 4

Jul-19

<= 0

>= 87.5%

Actions: learning from 104 days continue to be shared across BGs and 

pathways. Root Cause Analysis undertaken are to be shared at the 

Trust's Quality Governance Group.



All cancer patients are tracked and pathway delays are escalated to 

ensure patients are treated as soon as possible. 

Target 3 patients commenced treatment beyond day 104 of their pathway in July.

1 x Unknown primary; 1 x Urology; 1 x General surgery (UGI) 

Themes included complex patients with comorbidities requiring multiple diagnostics; 

delay to diagnostics both within and external to the trust and patient cancellations.

Chart Area 3

3.0 

1.0 
0.0 

6.0 

4.0 
3.0 

6.0 

1.0 

7.0 

1.0 

6.0 

4.0 
3.0 

#N/A #N/A 

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

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

86.5% 
84.4% 83.4% 83.5% 84.3% 

82.7% 82.8% 83.5% 83.2% 83.3% 
84.7% 84.2% 83.5% 

81.3% 

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

Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20 Q2 2019/20
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Indicator Detail 40
2 41

42

24541

43

44

45
46

47

48

491 50

51

98.7%

52

53

54
55

56

57

58
59

ActionsReferral to Treatment: Incomplete Waiting List SizeAug-19

Consultant reviews and chasing of results letters is underway to 

facilitate timely closing of open patient pathways. 



Business Groups have been asked to provide specialty level exception 

reports including trajectories indicating timescales for recovery of 

activity not delivered in August/year to date. 



Chart Area 5

A continued increase in referrals for Gynaecology & Rheumatology combined with a 

reduction in activity in August has had a negative impact on waiting list size in month.

<= 24093

The total number of patients on an open pathway.



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

There is an on-going review of each component of the typing pathway 

with a view to reporting from clinic to letter dispatch in the future.

Chart Area 6

Target achieved in month Target

The percentage of clinical correspondence typed within 7 days.

ActionsClinical CorrespondenceAug-19

>= 95%

Target

24550 25274 25364 25002 24424 24243 23821 23813 23894 24088 24049 24154 24389 24541 

#N/A 

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

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

57.1% 69.5% 67.7% 58.3% 57.8% 64.7% 63.6% 62.3% 52.3% 45.5% 
65.0% 

88.5% 95.1% 98.7% 

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

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

62

10.1%

63

64

65
66

67

68

691 70

71

7.3%

72

73

74
75

76

77

78
79

Aug-19 Outpatient DNA rate (UoR) Actions

Aug-19 Outpatient Hospital Cancellation Rate (UoR) Actions

Chart Area 7

<= 9%

<= 7.4%

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

indicator combines new and follow-up appointment types.

Appointment reminder systems continue to be rolled out as required.

Target Performance remains below peer group average.

Chart Area 8

The percentage of outpatient appointments where the hospital has cancelled the 

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

A review of the reporting dataset is to understand the impact of 

operational changes to clinic templates is being undertaken. In addition 

the Trust need to understand what is included in the UoR denominator 

that may be affected by RAS & CAS 'dummy' appointments.

Target A slight deterioration in performance occurred in August.  

10.9% 10.4% 
9.0% 9.8% 10.0% 10.8% 10.0% 

11.6% 10.4% 11.5% 10.9% 10.7% 9.4% 10.1% 

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

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

8.8% 8.1% 8.4% 7.8% 7.5% 8.0% 7.4% 
6.2% 6.0% 6.6% 6.5% 6.5% 7.2% 7.3% 

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

Q2 2018/19 Q3 2018/19 Q4 2018/19 Q1 2019/20 Q2 2019/20
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Indicator Detail 80
1 81

82

84.9%

83

84

85
86

87

88

897 90

91

2.20

92

93

94
95

96

97

98
99

Aug-19 Outpatient New to Follow-up Ratio (UoR) Actions
The number of outpatient follow-up attendances that took place for every one outpatient 

new attendance.

Work within some specialties to reduce the Outpatient Waiting List 

(OWL) is having a disproportionate impact on the new to follow up ratio. 





A benchmark review of the target is underway. Target The new to follow-up date increased slightly in month. 

Chart Area 10

<= 1.77

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.

The Outpatient improvement work continues to focus on clinic templates 

and utilisation.



- Utilisation of cancelled appointments (success of the text reminder 

service)

- Wider roll out of the two way text reminder service

- Better use of the 'Bookwise' (clinic room booking system)

Target Although slightly down on the July high, clinic utilisation remains at a higher level than 

reported last year. 

Chart Area 9

Aug-19 Outpatient Clinic Utilisation (UoR) Actions

>= 90%

72.3% 71.0% 72.7% 74.0% 73.4% 71.6% 71.9% 75.7% 80.3% 83.2% 82.6% 82.9% 85.6% 84.9% 

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

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

2.14 2.16 2.13 
2.24 

2.10 2.10 
2.20 2.15 

1.98 

2.15 2.18 
2.25 

2.17 2.20 

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

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

1

89.8%

1

82.5%

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.

Monthly meetings specific to theatres are in place where theatre 

efficiency and elective activity is closely monitored.



Clarity over the specifics of this indicator and whether it aligns to the 

that used in other GM trusts is being reviewed. 



The new theatre management information system that is being procured 

will support better list planning and therefore theatre utilisation. 

Target Utilisation dipped slightly in month but is still reflective of an improved Q2 performance. 

Chart Area 12

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.

This metric is monitored closely via a monthly Theatre meeting. 



Exception reports, with recovery plans, by specialty, for all the theatre 

metrics are required by 27/9/19.

Target The Trust delivered fewer theatre sessions than planned in month. 



Vacancies within the Anaesthetic team and annual leave continue to impact on 

performance for this indicator.

Chart Area 11

>= 100%

>= 85%

Aug-19 Theatres: Delivered Sessions vs. Plan Actions

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

100.4% 

93.0% 93.8% 91.8% 89.8% 

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

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

83.6% 
81.1% 

82.9% 83.9% 
81.4% 80.8% 80.7% 81.0% 

82.5% 

78.9% 

82.3% 

78.5% 

84.0% 82.5% 

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

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

75.4%

5

0.1%

Aug-19 Elective Day Case Activity vs. Plan Actions
The percentage variance between planned elective day case activity and actual elective 

day case activity.

Weekly monitoring via the 'Performance Wall' at 'Start of the week' 

continues

Target Day case activity remains just above plan (+14) at the end of month 5.

Chart Area 14

>= 0%

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.

Monitoring of elective activity and theatre efficiency is undertaken via 

monthly theatre meetings. 



Ambiguity between some job plans and theatre start times is currently 

being investigated. 



The new theatre management information system that is being procured 

will support better list planning and therefore theatre utilisation. 

Target Utilisation improved slightly in month.

Chart Area 13

Aug-19 Theatres: In-Session Touch-time Utilisation (UoR) Actions

>= 85%

74.7% 
72.8% 

74.6% 
76.5% 

72.3% 
70.3% 

72.6% 73.8% 74.2% 
72.3% 73.2% 

70.0% 

74.3% 75.4% 

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

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

0.0% 

1.0% 0.9% 

1.7% 

0.1% 

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

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

0.6%

5

-2.5%

Aug-19 Elective Day Case Income vs. Plan Actions

Aug-19 Elective Inpatient Activity vs. Plan Actions
The percentage variance between planned elective inpatient activity and actual elective 

inpatient activity.

Weekly monitoring via the 'Performance Wall' at 'Start of the week' 

continues

Target Elective activity remains behind plan at the end of month 5 but in month the plan was 

exceeded by 19 cases reducing the year to date deficit. 

Chart Area 16

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

day case income.

Weekly monitoring at the Executive start of the week meeting continues.

Target Day-case income remains ahead of plan in line with activity delivered.

Chart Area 15

>= 0%

>= 0%

3.5% 
4.1% 

2.6% 2.5% 

0.6% 

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

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

-3.8% 
-4.8% 

-3.9% -4.1% 

-2.5% 

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

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

Page 21 of 7456 of 372



Indicator Detail
5

-5.9%

5

-2.9%

The percentage variance between planned elective inpatient income and actual elective 

inpatient income.

Continue weekly monitoring of activity at the Executive start of the week 

meeting.



Business Groups have provided recovery predictions for the remainder 

of the year and action plans are in place for those specialties where 

there are concerns regarding recovery. 

Target Elective income is behind plan in-line with the adverse year to date activity position. The 

variance between income and activity is disproportionate as a result of case-mix 

changes. 

Chart Area 17

Aug-19 Elective Inpatient Income vs. Plan Actions

>= 0%

Aug-19 Outpatient Activity vs. Plan Actions
The percentage variance between planned outpatient activity and actual outpatient 

activity.

Continue weekly monitoring of activity at the Executive start of the week 

meeting.



Business Groups have been asked to provide specialty level trajectories 

indicating where recovery is expected and where deficits will remain.Target At the end of month 5 Outpatient activity was 3944 spells behind plan, 3288 of these 

attributed to August alone. 



However, circa 1400 of the deficit relate to the cessation of the Breast service. 

Chart Area 18

>= 0%

-2.4% 

-4.7% 
-5.5% 

-7.2% 
-5.9% 
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Indicator Detail
5

-6.5%

7

10.81

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

Improvement actions related to the programme of work on reducing the 

numbers of longer length of stay patients continue to be worked 

through. 

Target The average length of patient spell decreased slightly in August and is reflective of the 

reduction in length of stay reported for +7 day longer length of stay patients. 

Chart Area 20

<= 9

The percentage variance between planned outpatient income and actual outpatient 

income.

Business Groups have been asked to provide specialty exception 

reports including actions and level trajectories indicating what activity, 

and therefore income, can be recovered and by when.

Target Outpatient income is almost £1.0m behind plan to the end of month 5. A proportion 

(circa 28%) is related to the cessation of the Breast service, along with 

underperformance in ENT, Chest and Elderly Medicine.

Chart Area 19

>= 0%

Aug-19 Outpatient Income vs. Plan Actions
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Indicator Detail
7

3.50

2

297

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. 

The Surgery, GI & CC Business Group are focussing on improving 

compliance with the SAFER metrics



- Work continues focusing on discharging patients by mid-day and 

improving use of the discharge lounge.



Target Elective length of stay increased again in August and is now above target.

Chart Area 21

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 with a weekly meeting with 

ITT Manager/Clinical Nurse Lead for CSC and the Delivery Director. 



The Trust is engaged in a GM/ECIST LLOS collaboration with the focus 

being on red to green across all wards. 



The first cohort of trackers commenced in post across seven wards at 

the end of August. This to be expanded once all ten trackers are in post.

Target In August performance improved and the Trust met the improvement target for Longer 

Length of Stay patients set at the beginning of the year. However, performance was 

below that agreed at the Urgent Care Operational Group. 

Chart Area 22

Aug-19 Stranded Patient Count (UoR) Actions

<= 2.6

<= 297

Aug-19 ActionsLength of Stay: Elective (UoR)
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Indicator Detail
2

146

1

3.2%

Aug-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.

The actions being implemented to reduce longer lengths of stay have 

had a positive impact on DToC rates. 



A risk to maintaining this level of performance as a result any increase 

in the number of longer length of stay patients remains.Target The target was met again in month. 

Chart Area 24

Improvement actions and remedial work continue within the ITT. 



A weekly meeting to identify and address issues is held with ITT 

Manager/Clinical Nurse Lead for CSC and the Delivery Director. 

Target The number of longer length of stay patients (+21 days) increased in August and failed 

to meet the Trust's trajectory.

Chart Area 23

Aug-19 Super-Stranded Patient Count (UoR) Actions
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.
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Indicator Detail
2

52

1

15.3%

<= 40

>= 33%

Aug-19

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.

Actions within the LLoS work stream continue to have a positive impact 

on the number of MOAT patients. 



The MADE event held in the week prior to the August Bank holiday had 

a positive impact on the month end position.



A pilot of a dedicated ward for MOAT patients, focussing on facilitated 

discharge,  commenced 1st August. An additional MOAT ward, for 

patients with dementia awaiting placements, is planned to open mid-

October and a further 'off-site' facility is being explored for non-dementia 

MOAT patients awaiting placement.



Plans are in place to expedite the opening of Bluebell as a Transfer to 

Assess Unit thus enabling earlier discharge from an acute bed.

Target The number of MOAT patients reduced in month to the lowest level seen in over a year. 

This is aligned with the overall reduction in the numbers of longer length of stay (LLoS) 

patients.

Chart Area 25

Aug-19 Discharges by Midday Actions
The total number of patients discharged by midday, calculated as a percentage of the 

total number of discharges for the period.  Includes SAFER wards only.

A focus on reporting and promoting the 'New World Metrics', which 

includes the discharged by 10 am and mid-day indicators, has seen the 

dashboard added to the agenda at the BG monthly performance review 

meetings and is reviewed weekly at the 'Start of the Week Performance 

Wall'. 



Actions within the Medicine & CS Business Group have seen many of 

the wards achieving circa 30% discharges by midday.



The LLoS collaborative supported by UM utilisation team will be 

focussing on 4 key wards commencing September 2019.

Target Performance in August was minimally up on that in July but remains significantly below 

the Trust's aspirational standard. 

Chart Area 26

Medical Optimised Awaiting Transfer (MOAT) Actions

100 92 94 103 97 103 106 108 100 100 
80 87 74 

52 

#N/A 
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Indicator Detail
2

1303

1

67.8%

>= 81%

Aug-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.

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.

Actions continuing include: - 

- A renewed focus on red rigour

- Earlier discharges from AMU 

- Having a consultant presence in ED until midnight 

- Having a sub 1.5hr wait to be seen in ED at evening handover 

- Waiting room Doctor 

- Navigator at the front door

- Expediting winter ward schemes

Target Overnight breaches increased substantially during August in part as a result of  

challenged staffing and a lack of flow out of ED. There were many nights in the month 

when the department were lodging 20 + patients awaiting beds.

Chart Area 27

Aug-19 A&E: 4hr Standard Actions
Short–term action plans continue to be enacted including -

- A renewed focus on red rigour

- Reduction in overnight non-admitted breaches 

- ED Consultant presence until midnight 

- A ‘waiting room’ doctor

- Reviewing ACU operating model to avoid early closure. 

- Expediting winter ward schemes

Target Performance against the 4hr standard deteriorated further in August and the 81% 

improvement trajectory was not met. The dip in performance is aligned to the increase in 

non-admitted and overnight breaches. 

Chart Area 28

#N/A #N/A #N/A #N/A #N/A #N/A #N/A #N/A #N/A 
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2

22

1

7.9%

<= 0

Jun-19 ActionsEmergency Readmission Rate (UoR)

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

their actual admission.

Reviewing all measures to expand nurse staffing. 

Rolling forward the opening of our 'winter' ward. 

Prioritising the frailty work. 

Invigorating our SAFER initiative. 

Target Our ED performance has continued to be severely challenged through august and 

September. This has become an area of primary focus. 

Chart Area 29

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.

Current relook at those cases 'classed as readmission' that are actually 

a planned return for treatment. 

Target Trending towards our target performance. 

Chart Area 30

<= 7.9%

A&E: 12hr Trolley Wait

Indicator Detail

Aug-19 Actions
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Indicator Detail
1

95.5%

1

97.0%

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 32

>= 95%

Jun-19 Diabetes Reviews 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.

It is important that reviewers are aware that this metric highlights only 

that patients have been reviewed, and does not indicate the conclusion 

of this review. 



In undertaking these reviews, areas requiring improvement in practice 

have been identified. These cases have been reported to the National 

‘NADIA harms audit’. A separate paper has been submitted via the 

quality governance group to capture actions that are required to reduce 

future harm. 



A report to the quality governance group also describes how to embed a 

sustainable process to achieve consistent review above 90% threshold. 





It is recognised that staffing amongst the diabetes team remains 

challenged, and so an amber rather than green forecast is given.  To 

ensure sufficient time to complete reviews at this time, the reporting 

timescale has been extended by a month. 

Target It is recognised by the Diabetes specialist team that this metric is important as provides 

assurance that clinically significant hypoglycaemia is being reviewed and we have a 

process of care in place. 







Chart Area 31

May-19 VTE Risk Assessment Actions

>= 90%
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Indicator Detail
1

77.1%

1

34.6%

The number of patients who received IV antibiotics within 1 hour, as a percentage of all 

eligible patients found to have sepsis.

During August:-

9 of the 26 patients were given antibiotics within the hour of diagnosis.

19 of the 26 patients were reviewed within the hour of diagnosis

Only 7 of the 26 patients were reviewed and given antibiotics within an 

hour of diagnosis



Business Groups are presenting findings of case reviews where sepsis 

was identified and where antibiotics were not given with one hour to the 

sepsis steering group. Any themes will then be presented to the IP&C 

group

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

within an hour of the diagnosis

Chart Area 34

>= 90%

Aug-19 Sepsis: Timely Identification Actions
The number of patients who are screened for sepsis, as a percentage of all eligible 

patients who meet the criteria .

During August a total of:-

674 patients triggered on the NEWS2 as a possible sepsis

332 patients (out of the 674) were reviewed by the IP&C service team 

after the exclusion criteria was applied

256 patients (out of the 332) were escalated by nursing staff to the 

medical teams for review

256 patients (out of the 332) were reviewed and screened for sepsis by 

the medical team

26 patients (out of the 332) following review were recording as having 

sepsis



Sepsis awareness week 9-13 September

During this week the team will be launching the updated Sepsis review 

tool; there will be education, support and competitions 

There will be a trial of live sepsis data collection from patient track to 

develop a more responsive approach to sepsis rather than 

retrospective.



Target Percentage of inpatients that have undergone a sepsis screening 

Chart Area 33

Aug-19 Sepsis: Timely Treatment Actions

92.1% 75.3% 81.1% 76.7% 77.1% 
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Indicator Detail
7

5.55

1

90.0%

The percentage of discharge summaries published within 48hrs of patient discharge. Each business group continues to be challenged in their performance 

meetings. 



ED flow is under close scrutiny. 

Target General trend of improvement seen in the business groups. Integrated care 

performance is lagging, a reflection on the current acute medical workload caused by 

poor flow through the ED and AMU. 

Chart Area 36

>= 95%

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

meeting.



There were no trends or themes identified this month.

Target In August the medication incident rate had increased from  4.74 to 5.5. This is the fourth  

month in a row were there has been an increase. There were no moderate incidents 

reported for the month of August.

Chart Area 35

Aug-19 Discharge Summaries Actions
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Indicator Detail
2

114

1

25.4%

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.

Further work is being undertaken to increase the number of reviewers to 

maintain the expected level of reviews. 

Target 29 learning from death reviews were completed in August.  This is slightly below the 

expected completion rate.

Chart Area 38

Aug-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 37

Aug-19 Mortality: Case Note Review Rate Actions
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Indicator Detail
7

18.68

4

1.06

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.

Mortality dashboard in development. 

Target sustained improvement over past five months 

Chart Area 40

<= 1

Aug-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. 

Palliative care team are reviewing further data on those patients with a 

long length of stay, to further understand how best to use this metric. 

Target The SPCS are crudely monitoring the length of stay. 

Chart Area 39

Jun-19 Mortality: HSMR Actions
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Indicator Detail
4

0.98

2

0

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 were no never events recorded in August.

Chart Area 42

<= 0

Jan-19 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 average mortality index. 

Chart Area 41

<= 1

Aug-19 Never Event: Incidence Actions
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Indicator Detail
2

0

2

13

The total number of STEIS reportable incidents. The  StEIS incidents reported in August :

- There were 4 pressure ulcers that were categorised as category 3.

- There were 5 instances where patients waited more than 12 hours in 

the emergency department and met the criteria for a 12 hour trolley 

wait.

- There was 1 incident where a patient had a fall that resulted in a 

fracture.

- There was 1 incident where a patient’s cancer diagnosis was delayed.

- There was 1 incident where the wrong formulation was administered 

through a syringe driver. 

- There was 1 incident where a patient had a cardiac arrest , where the 

medical review was delayed.

Target In August, there were 13 incidents that were reported on the Strategic Executive 

Information System (StEIS). This was a decrease of 2, compared to last month. This is 

the second month in a row where there has been a decrease.

Chart Area 44

Aug-19 Duty of Candour Breaches Actions
Total number of duty of candour breaches of regulation in month. Opening of Duty of Candour is monitored on a weekly basis. Timeliness 

of the opening conversation and the written apology has improved.

Target In August, there were no Duty of Candour breaches.

Chart Area 43

Aug-19 Serious Incidents: STEIS Reportable Actions
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Indicator Detail
7

21.92

2

6

Total number of C.Diff infections. During July there were 6 cases of Clostridium difficile



Each CDI case is listed for the Healthcare Acquired Infections (HCAI’s) 

panel chaired by the Director of Infection Prevention & Control (DIPC) 

immediately the case is confirmed.



Each CDI case is being investigated and presented to the HCAI panel 

within 4 weeks at present, with the aim of reducing this to 2 weeks by 

the end of September



A composite action plan is being developed to address the increase in 

CDI cases.

Target The 2019-20 target set by the Department of Health for hospital acquired Clostridium 

difficile toxin positive cases is 51 

Chart Area 46

<= 51 *

Jul-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.

The target rate is monitored through the infection prevention & Control 

group



NHS improvement have been invited on 17th October 2019, they will be 

attending the IP&C group, meeting the IP&C team as well as the site 

coordinator team. 

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 45

Jul-19 C.Diff Infection Count Actions
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Indicator Detail
7

0.00

7

6.53

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. The 

figures represented within this report are Trust acquired cases



This is monitored through the Infection prevention & control group



Following consultation, the CCG have agreed a target tolerance of 12 

for the Trust in relation to MSSA infections. To meet this target the Trust 

needs = 3 per quarter; during quarter one there were 4 MSSA 

infections



Concurrent to this agreement is the development of a pro-forma to 

undertake concise investigations which will be heard during the bi-

weekly HCAI Panels from Q3.  

Target 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 48

Jul-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 set by the Department of Health is zero for2019-20. In 

June 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 47

Jul-19 MSSA Infection Rate Actions
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Indicator Detail
7

20.52

2

6

Total number of E.Coli infections. This is monitored through the Infection prevention & control group



Following consultation, the CCG have agreed a target tolerance of 36 

for the Trust in relation to E-coli infections. To meet this target the Trust 

needs = 9 per quarter; during quarter one there were 9 E-coli 

infections



The development of a pro-forma to undertake concise investigations will 

be heard during the bi-weekly HCAI Panels from Q3.  



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 50

Jul-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

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 49

Jul-19 E.Coli Infection Count Actions
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Indicator Detail
2

74

2

0

Total number of falls causing moderate harm and above. There has been 0 falls in month resulting in moderate or above harm. 

This is the first month on record where there have been no falls with 

harm. 



Running total for the year to date is 10Target 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 52

<= 458 *

<= 10 *

Aug-19 Falls: Total Incidence of Inpatient Falls Actions
Total number of Inpatient falls There have been a total of 74 in-patient falls during the month. August  

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

month reduction in comparative data from the previous year (August 18- 

85 falls; August 19- 74 falls equating to a 14% reduction).

Running total for the year to date is 410

New falls risk assessment devised and approved, awaiting publication 

and delivery to wards which will be in Sept 19

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 51

Aug-19 Falls: Causing Moderate Harm and Above Actions
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Indicator Detail
2

12

2

2

Total number of category 3 pressure ulcers in a hospital setting. We are currently on track with this target 

Target The Trust has set a target to reduce the overall number of Hospital acquired pressure 

ulcers by 10% over the next 12 months. This month (July data) we have had 2 Category 

3 PU reported 

Chart Area 54

<= 7 *

Jul-19 Pressure Ulcers: Hospital, Category 2 Actions
Total number of category 2 pressure ulcers in a hospital setting. We are over trajectory for this target. One of the main trends and 

lessons for learning relate to pressure relieving equipment supply and 

provision



The first Equipment T&F group was held on the 28/8/19 where it was 

agreed to establish 3 subgroups Community, Integrated Care Acute and 

Discharge equipment related issues, each headed by a matron/clinical 

lead who will process map the specific areas of concern within the 

identified pathway. This is so we can breakdown problems into bite size 

pieces that we can action plan, and report progress against





Target The Trust has set a target to reduce the overall number of Hospital acquired pressure 

ulcers by 10% over the next 12 months. This month (July data) we have had 12 

Category 2 PU reported  

Chart Area 53

<= 31 *

Jul-19 Pressure Ulcers: Hospital, Category 3 Actions
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Indicator Detail
2

0

2

6

Total number of category 2 pressure ulcers in a community setting. We are currently on target to meet this target

Target The Trust has set a target to reduce the overall number of community acquired pressure 

ulcers  by 10% over the next 12 months. This month (July data) we have had 6 Category 

2 pressure ulcers reported 

Chart Area 56

<= 64 *

Jul-19 Pressure Ulcers: Hospital, Category 4 Actions
Total number of category 4 pressure ulcers in a hospital setting. We are currently on track with this target 

Target The Trust has set a target to reduce the overall number of Hospital acquired pressure 

ulcers by 10% over the next 12 months. This month (July data) we have had no 

Category 4 pressure ulcers  reported 

Chart Area 55

Jul-19 Pressure Ulcers: Community, Category 2 Actions

<= 1 *
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Indicator Detail
2

1

2

1

Total number of category 4 pressure ulcers in a community setting. We are currently over trajectory for category 4 pressure ulcers in the 

community. The main trends and lessons for learning relate to pressure 

relieving equipment supply and provision



The first Equipment T&F group was held on the 28/8/19 where it was 

agreed to establish 3 subgroups Community, Integrated Care Acute and 

Discharge equipment related issues, each headed by a matron/clinical 

lead who will process map the specific areas of concern within the 

identified pathway. This is so we can breakdown problems into bite size 

pieces that we can action plan, and report progress against

Target The Trust has set a target to reduce the overall number of community acquired pressure 

ulcers  by 10% over the next 12 months. This month (July data) we have had one 

Category 4  pressure ulcer reported

Chart Area 58

<= 15 *

<= 3 *

Jul-19 Pressure Ulcers: Community, Category 3 Actions
Total number of category 3 pressure ulcers in a community setting. We are currently on target to meet this target

Target The Trust has set a target to reduce the overall number of community acquired pressure 

ulcers  by 10% over the next 12 months. This month (July data) we have had one 

Category 3  pressure ulcer reported

Chart Area 57

Jul-19 Pressure Ulcers: Community, Category 4 Actions
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Indicator Detail
2

5

2

0

Total number of device-related category 3 pressure ulcers.  Includes those from both a 

hospital and community setting.

see MDRPU category 2 actions

Target The Trust has set a target to reduce medical device related pressure ulcers (MDRPU) by 

25% by the end of March 2020. This month (July data) there have been no  category  

medical device related pressure ulcer that have occurred

Chart Area 60

<= 2 *

Jul-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.

Both Integrated Care and Medicine Business Groups are above their 

target threshold for this key performance indicator.

Four of this Month’s incidents were attributed to hospital following the 

application of 3 Aircast walkers, and the application of a POP. The 

community incident related to a patient who was on long term oxygen 

therapy whereby the oxygen tubing had caused pressure damage to a 

patient’s ear. These incidents will be presented at HFC panel but initial 

findings indicate that these devices may not always be being applied by 

staff with appropriate training, therefore through the medical device T&F 

group we are looking at devising a specific training/competency 

package relating to application of the air cast walkers

Medical device tool box training for ward and community nursing across 

the Trust is on-going.

Target The Trust has set a target to reduce medical device related pressure ulcers (MDRPU) by 

25% by the end of March 2020. This month (July data) there have been 5 category 2 

medical device related pressure ulcer that have occurred. 

Chart Area 59

<= 11 *

Jul-19 Pressure Ulcers: Device Related, Category 3 Actions
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Indicator Detail
2

0

1

95.5%

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 August show that we have achieved 95.5%.

Chart Area 62

>= 95%

Jul-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.

see MDRPU Category 2

Target The Trust has set a target to reduce medical device related pressure ulcers (MDRPU) by 

25% by the end of March 2020. This month (July data) there have been no category 4  

medical device related pressure ulcer that have occurred

Chart Area 61

Aug-19 Safety Thermometer: Hospital Actions

<= 0 *
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Indicator Detail
1

96.7%

7

57.59

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.

Each week, following the patient safety summit, an update is circulated 

to all staff. Key themes this month have been;

- Water damage and leaks

- Latex allergies

- Adult safeguarding and cause for concern

- Misfiled records

- Datix incidents reporting

- Mixed same sex accommodation (MSSA) breaches

- Importance of having the correct patient address

- Care of Patients in Radiology / CT Departments

- Re-launch of the Blood Transfusion policy

- Information Governance – Locking computers

- Stool Charts

- Myth busting – District nurse referrals

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

this month from 56.06 to 57.59.  This is the third month where the rate has increased.

Chart Area 64

>= 95%

Aug-19 Safety Thermometer: Community Actions
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 greater than 95% of patients receive harm free care as monitored 

by safety thermometer. Results for August show we have achieved 96.7%

Chart Area 63

Aug-19 Patient Safety Incident Rate Actions
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Indicator Detail
1

100.0%

1

16.7%

The number of patients having an emergency c-section, as a percentage of all patients 

having registerable births.

The emergency caesarean section rate needs to be taken into account 

alongside the increased complexities of women giving birth e.g. raised 

BMI and over aged 40 years compared to a few years ago as these 

women have a higher risk of emergency caesarean section and 

therefore as our percentage of these women increases, so will our 

emergency caesarean section rate.



The emergency caesarean section rate is monitored closely within the 

business group and also at the Greater Manchester and East Cheshire 

strategic clinical network.

Target A decrease in the percentage of women undergoing emergency caesarean section was 

noted in August to 16.7%. 

Chart Area 66

<= 15.4%

Aug-19 Patient Safety Alerts: Completion Actions
The percentage of Patient Safety Alerts that are completed within their due date. - 1 Drug (EL) Alert

- 1 Medical device (MDA) Alert

- 1 Chief Medical Officer (CMO) Alert

- 1 Manufacturer Letter for correction of Promotional Mailing



Alerts still outstanding for May 2019 NHS/PSA/RE/2018/007 

Management Of Life Threatening Bleeds From Arteriovenous Fistulae 

And Grafts. Information is available on the microsite and topic has been 

discussed at huddles. Currently awaiting further information from the 

regional transplant unit to incorporate as they are updating their policy 

and guidance

Target All the alerts that were due in August were completed prior to the deadline

Chart Area 65

>= 100%

Aug-19 Emergency C-Section Rate Actions
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Indicator Detail
2

4

1

92.5%

The percentage of eligible patients who have a diagnosis of dementia or delirium or to 

whom case finding is applied.

No actions required.

Target The target has been achieved in month.

Chart Area 68

>= 90%

Aug-19 Term Babies Admitted to the Neonatal Unit Actions
Number of term babies (greater than or equal to 37 weeks) admitted to SCBU/NICU, at 

birth, unexpectedly. 

No  actions required, however the business group will monitor the 

number of unexpected admissions of babies  to the neonatal unit.

Target In August, there were 4 babies admitted to the neonatal unit , in line with the target.

Chart Area 67

Jul-19 Dementia: Finding Question Actions
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Indicator Detail
1

100.0%

1

100.0%

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 70

>= 90%

>= 90%

Jul-19 Dementia: Assessment Actions
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 69

Jul-19 Dementia: Referral Actions
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Indicator Detail
1

21.7%

1

94.4%

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 August are: 



Positive: Staff attitude, Care, Clinical treatment 



Negative: Waiting time, Staff attitude , Clinical treatment 



The Patient Experience Group and Patient Experience Action Group 

monitor results on a monthly basis.

Target The percentage of patients in who are extremely likely or likely to recommend the Trust 

for care.

Chart Area 72

Jul-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 overall trust response rate for August is 21.7%.

Chart Area 71

Jul-19 Friends & Family Test: Inpatient Actions
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Indicator Detail
1

88.0%

1

97.0%

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.

Target The percentage of surveyed patients in the Maternity Department who are extremely 

likely or likely to recommend the Trust for care.

Chart Area 74

Jul-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 Patient Experience Group and Patient Experience Action Group 

monitor results on a monthly basis.

Target The percentage of surveyed patients in the Emergency Department who are extremely 

likely or likely to recommend the Trust for care.

Chart Area 73

Jul-19 Friends & Family Test: Maternity Actions
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Indicator Detail
2

0

6

83.3%

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.

The compliance target has been altered from 75% to 100% from May 

2019



From notes available to audit we have achieved 83.3%, meaning there 

were 5 patients missed in the quarter. 



In June the safeguarding team worked with Clinical Audit to set up an 

AMaT audit to be used by Matrons to demonstrate their checks. This 

was completed for 4 patients. The safeguarding team continue to collate 

the information from Advantis to alert business group leads of admitted 

patients with Learning Disabilities. 



AMaT will be used to monitor this indicator going forward.

Target Compliance for Qtr 1 was 83.3%

Chart Area 76

<= 0

>= 100%

Aug-19 DSSA (mixed sex) Actions
Total number of occasions sexes were mixed on same sex wards Mixed Sex breaches are monitored by the Matron for Patient 

Experience. In the event of a possible breach the reporting form is 

completed by the area as per trust SOP and investigated by the matron 

for Patient Experience and the Business Group.

Target There were no mixed sex breaches reported in month.

Chart Area 75

Jun-19 Learning Disability: Adjusted Care Plans Actions
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Indicator Detail
2

181

1

0.7%

Aug-19 Compliments Actions
Total number of compliments received. Any compliments received by the patient and customers services team 

are shared with the chief nurse & director of quality governance who 

acknowledges them in writing. If a member of staff is identified, the chief 

nurse & director of quality governance will present them with a Proud to 

Care Certificate in recognition of their hard work. 



Business groups continue to work with staff and wards to ensure 

compliments are being captured on the Datix system. This will enable us 

to capture a wealth of information from thank you cards, letters, gifts 

and verbal feedback from service users and members of staff. 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.

Aug-19 For August 2019, 181 compliments have been received by the Trust.

Chart Area 77

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

equivalent staff.

The Patient and Customer Services continue to focus on resolving 

concerns informally where appropriate with the hope to reduce the 

number of formal complaints. 

Target 34 complaints were received in August 2019: Integrated Care = 6, Medicine = 10, 

Surgery = 10, WCDS = 6 and Estates & Facilities = 2

Chart Area 78
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Indicator Detail
1

57.5%

2

0

Aug-19 Complaints: Response Rate 45 Actions
The percentage of formal complaints responded to within 45 days. 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. 



Complainants are kept informed of any delays that occur resulting in the 

Trust not being to respond in the agreed timeframe

Target Of the 40 closed in August 2019, 23 were responded to on time resulting in a 57.5% 

response rate.  The business group response rate is as follows: integrated care: 80%, 

medicine: 70%, surgery:  42.8% and WCDS: 54.5% 

Chart Area 79

Aug-19 Complaints: Parliamentary &  Health  Service  Ombudsman Cases Actions

>= 95%

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 August 2019, there were 0 referrals received from the Parliamentary and Health 

Service Ombudsman and no final reports were received in month.

Chart Area 80
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Indicator Detail2

40

2

8

Aug-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 August 2019, 40 responses were closed in month: integrated care 

closed 5, medicine closed 10, surgery closed 14 and women, children & diagnostic 

services closed 11.

Chart Area 81

Aug-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 August 2019, 8 cases were upheld out of the 40 closed.

Chart Area 82
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Indicator Detail
2

21

2

11

Aug-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 August 2019, 21 of the cases were partially upheld of the 40 closed.

Chart Area 83

Aug-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 August 2019, 11 of the cases were not upheld of the 40 closed.

Chart Area 84
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Indicator Detail
2

10

2

5

Aug-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. 



A significant piece of work in being undertaken associated with Getting 

It Right First Time (GIRFT) and NHS Resolution. 269 cases are being 

reviewed to ensure that the lessons learnt from them and any actions to 

be taken, have been appropriately completed. The work is still on-going.

Target There were 10 claims opened in Aug 2019 

- 8  Medical Negligence claims  

- 1   Employment Liability claim    

- 1   Public Liability claim 

Chart Area 85

Aug-19 Litigation: Claims Closed Actions
Total number of claims closed in month. All claims were closed with the help of NHSR. 

They involved:

Delayed diagnosis of intussusception

Failure to liaise with cardiologist by an endoscopist  for a patient with 

complicated medical history resulting multiple embolisms developing

A patient sustained perforated ascending colon when they had a 

surgical procedure for lumbar degenerative scoliosis.

Delay in diagnosis of sinus lesion for 10 years in a patient who 

presented with weakness and neurological symptoms. 

Missed  diagnosis of a sinus lesion calcification and hyperostosis.



Target There were 5 claims closed in the month of August.

Chart Area 86
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Indicator Detail
2

4

5

0.0%

Aug-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.

Daily tracking of patients within each specialty to ensure treatment plans 

are expedited with escalation when any blockages are identified. 



Executive oversight of all patients waiting >38 weeks at 'Start of the 

Week Performance Wall'.Target There were 4 patients waiting beyond 52 weeks for treatment at the end of August. 

Patient cancellations / patient choice exacerbated by initial long waits for first 

appointment and delays to diagnostics were the cause. 

Chart Area 87

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

position.

After five months of the financial year the Trust has reported to NHS 

Improvement (NHSI) a loss of £7.3m, which is in line with the planned 

overall deficit and control total.  



However in achieving this the Trust has delivered less activity and 

income than plan by £1.9m, but also spent less than plan so the 

expenditure underspend has been removed to CIP.  As costs have not 

reduced in line with income, the Trust has had to release balance sheet 

items totalling £0.7m to deliver the financial position.  

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 88
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Indicator Detail
5

-22.2%

5

37.8%

Aug-19 CIP Cumulative Achievement Actions
The percentage variance between planned CIP achievement and the actual CIP 

achievement.

The Trust is £1.3m favourable to the profiled CIP plan to date, however 

this has been delivered through non-recurrent vacancy factor and there 

remains a significant risk to the delivery of the total CIP programme in 

2019/20. 



The Trust has identified £12.1m of schemes, which has remained static 

for several months as new schemes have been used to replace red 

rated schemes that have been removed.  Work continues to identify 

schemes in order to bridge the £2.1m gap.  £7.7m of CIP has been 

delivered against the £14.2m in year target, only £4.0m of which is 

recurrent. 



The Trust has engaged external support to review the savings 

programme, A review of their progress will be presented to the Trust 

Executive Team in August and discussed with NHSI at the next

Target The cost improvement plan (CIP) is £1.3m favourable to date after five months of the 

financial year, with £4.6m delivered against the £3.3m year to date target. Of the CIP 

delivered in the first five months, £1.9m (41%) is non-recurrent vacancy factor.

Chart Area 90

Aug-19 Cash Actions
The percentage variance between planned borrowing-to-date and the actual borrowing-

to-date.

The Trust did not borrow any funds in August 2019, but has borrowed a 

total of £30.1m since September 2018.   No cash has yet been received 

for either the financial recovery fund (FRF) or provider sustainability 

fund (PSF), and guidance to all Trusts is that this will not now be 

received until November at the earliest.   NHS England has therefore 

badged specific loan requests as “cash advances” in relation to these 

outstanding payments, which is not technically treated as a loan.



If the Trust mitigates the year end forecast out-turn position with 

technical items from the balance sheet rather than reducing the run-rate 

of expenditure, then this will adversely impact the Trust’s cash position.  

Any additional borrowing required will be treated as distressed funding, 

which is not guaranteed and will incur additional financing costs. 

Target Cash in the bank on 31st August 2019 was £7.9m.  This is linked to capital underspends 

against the profiled plan and the Trust’s continued efforts to maintain a balance higher 

than the minimum cash balance allowed to protect working capital.

Chart Area 89
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Indicator Detail
5

-15.7%

2

3

Aug-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.

<= 3

Chart Area 92

Aug-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.

Target Capital costs of £2.8m have been incurred in the five month to the end of August against 

a plan of £3.3m and so is £0.5m behind plan.  This relates to the early termination of a 

finance lease (£0.5m); this expenditure will now fall later in the year for IT system 

stabilisation and the data warehouse.+/- 10%

Chart Area 91
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Indicator Detail
1

90.9%

1

4.3%

Aug-19 Sickness Absence: Monthly Rate (UoR) Actions
The total number of staff on sickness absence, calculated as a percentage of all staff-in-

post whole time equivalent.

The unadjusted cost of sickness absence in August 2019 is £484,553; a 

decrease of £45,349 from the adjusted figure of £529,902 in the 

previous month.  This does not include the cost to cover the absence. 



The top three reasons for sickness are Stress/Anxiety (32.45%), 

Back/Muscular Skeletal problems including Injury/Fracture (22.86%), 

Gastrointestinal Problems (8.39%).



All Business Groups have seen a decrease on the previous month apart 

from Integrated Care (with an increase of 0.32%).



Target The in-month unadjusted sickness absence figure for August 2019 is 4.25%; a decrease 

of 0.31% compared to the adjusted previous month’s figure of 4.56%. 

<= 3.5%

Chart Area 94

Aug-19 Substantive Staff-in-Post Actions
The percentage of whole time equivalent staff in post compared with the current 

establishment.

Integrated Care has the highest variance from budgeted establishment 

rate at 145.03 FTE (12.18% variance), followed by Medicine & CS with 

113.05 FTE (9.48% variance).  Estates & Facilities has a variance from 

budgeted establishment rate of 52.05 FTE.



Registered Nursing staff have the highest percentage variance from 

budget at 12.77% (207.61 FTE), followed by Estates % Ancillary at 

11.87% (45.54 FTE), and Medical & Dental at 11.72% (64.96 FTE). 

Target The Trust staff in post figure for August 2019 is 90.93% of the total establishment 

including re-charges (5,192.57 WTE).  The variance from establishment percentage has 

decreased slightly in comparison to July but the actual FTE has increased by 0.83 to 

4,509.89 FTE.  >= 90%

Chart Area 93
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Indicator Detail
1

4.6%

2

0

Aug-19 Sickness Absence: Long-term Actions
Number of staff who have been absent from work on sick leave for 365 days or more. No Action required.

Target There are no staff who have been absent from work on sick leave for 365 days or more.

<= 0

Chart Area 96

Aug-19 Sickness Absence: Rolling 12-Month Rate (UoR) Actions
The total number of staff on sickness absence, as a percentage of all staff-in-post whole 

time equivalent.  Calculated as a 12-month rolling average.

Ongoing dedicated HR support is provided to assist managers with the 

management of attendance.

Target The 12-month rolling sickness percentage for the period September 2018 to August 

2019 is 4.57%.

<= 3.5%

Chart Area 95
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Indicator Detail
6

14.3%

1

51.3%

Jun-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.

Target

Chart Area 98

Aug-19 Workforce Turnover (UoR) Actions
The percentage of employees leaving the Trust and being replaced by new employees. The top adjusted known leaving reasons are: Work Life Balance 

together with Dependents 17.04%, Relocation 16.89%, Retirement 

15.55%, and Promotion 13.90%.



Integrated Care has the highest overall turnover rate at 18.79%, and 

when adjusted is 17.16%.  Of the 669 permanent headcount leavers 

within the last 12-months in the Trust, 196 (29%) worked in Integrated 

Care; 166 (25%) were from Medicine; 112 (17%) were from Surgery, 

and 92 (14%) were from WC&D.



Of the Trust adjusted permanent headcount leavers from September 

2018 to August 2019; 41.41% have no employment and 28.25% have 

joined other NHS organisations.

Target The rolling 12-month permanent headcount unadjusted turnover figure at the end of 

August 2019 is 14.34%, which is 0.41% above the Trust target.  The adjusted rolling 12-

month permanent headcount turnover figure for the same period is 13.19%.
<= 13.94%

Chart Area 97
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Indicator Detail
1

71.2%

1

96.1%

Appraisal Rate: Medical Actions
The percentage of medical staff that have been appraised within the last 15 months. No Action required.

Target The medical appraisal rate for August 2019 is 96.14%, an increase on the last month’s 

figure of 95.82% and is above the Trust target of 95%.

>= 95%

Chart Area 100

Jun-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.

Target

Chart Area 99
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Indicator Detail
1

92.6%

1

91.9%

Aug-19 Statutory & Mandatory Training Actions
The percentage  of statutory & mandatory training modules showing as compliant. No Action required.

Target Statutory and Mandatory training has increased in August 2019 to 91.93% and is above 

the Trust compliance target.  

>= 90%

Chart Area 102

Aug-19 Appraisal Rate: Non-medical Actions
The percentage of non-medical staff that have been appraised within the last 15 

months.

Estates & Facilities have the highest appraisal rate at 95.62% and are 

above the Trust target, but all other business groups are below the 

target of 95%.



Allied Health Professionals Estates & Ancillary and Medical staff are the 

only staff groups that have achieved the Trust target with compliance 

rates of 97.38%, 95.81% and 96.14% respectively.



Target The Trust’s total appraisal compliance for August 2019 is 92.60%, an increase from the 

previous month’s data which was 90.97%, and is 2.40% below target.

>= 95%

Chart Area 101
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Indicator Detail
1

12.0%

2

1007

Aug-19 Agency Shifts Above Capped Rates Actions
Number of agency shifts above above the provider spend cap. This, however, is a decrease compared to the 220 shifts per week in 

August 2018.  Surgery continue to have highest number of agency cap 

breaches with an average of 75 shifts per week, which is mainly 

attributed to medical shifts (38 per week), followed by nursing shifts (26 

per week).  This is followed by Medicine with 65 shifts per week who 

have an average of 53 medical shifts per week but no nursing agency 

cap breaches.

Target There were a total of 1,007 shifts paid above the NHSI cap rate during the 5 week 

period from 29th July to 1st Sep 2019.  This equates to an average of 201 shifts per 

week, which is an increase of32 shifts per week compared to July’s figures.  
<= 0

Chart Area 104

Aug-19 Bank & Agency Costs Actions
The total bank & agency cost as percentage of the total pay costs The Medicine & CS Business Group bank and agency spend has 

increased by £125K to £768K in August 2019, and continues to have 

the highest spend on bank and agency equating to 33.35% of the Trust 

overall bank and agency spend.

Target Bank and agency costs in August 2019 account for 12% (£2.30M) of the £19.20M total 

pay costs.  This is a £144K increase from the position reported in the previous month 

(£2.16M).
<= 5%

Chart Area 103
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Indicator Detail
5

-14.0%

2

0

Aug-19 Staff Suspensions Actions
Number of staff who have been suspended from work for 90 days or more. No Action required.

Target There were no staff suspended for 90 days or more this month.

<= 0

Chart Area 106

Aug-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.

This is an average increase of 20 shifts per week compared to July.   

There were a total of 158 shifts paid at or above £100 per hour, which 

required Chief Executive approval, which is an average of 32 shifts per 

week, compared to 36 shifts per week in July.

Aug-19 The total number of agency shifts worked in this period, including shifts under cap, was 

1,911 – an average of 382 per week.  

<= 3%

Chart Area 105
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Indicator Detail
4

20.60

1

75.3%

Feb-19 Flu Vacination Uptake Actions
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 to inform plans and arrangements for 

this season's approach.

Target Last year’s campaign ended on 73.9% frontline uptake, this year we have achieved 

79.3%. 

>= 75%

Chart Area 108

Aug-19 Recruitment Lead Time Actions
Average waiting time between issuing of a conditional offer to issuing an unconditional 

offer across all staff groups

 The average time to hire within the following clinical staff groups is as 

follows, Nursing & Midwifery Registered – 12.40 weeks; Allied Health 

Professionals – 13.9 weeks; Additional Clinical Services – 13.35 weeks; 

Medics – 16.27 weeks. The number of qualified nurses who started in 

August is 8.  



Our new recruitment system, Trac was introduced from 1st October 

2018; therefore the data we have is only from a 11 month period and is 

not cumulative of a 12 month period, as previously reported. The data 

recorded above is from vacancy creation on Trac to unconditional offer 

made.



Target The Trust average time to hire is currently 13.13 weeks.

<= 20
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Safer Staffing Report J:\Safe Staffing\HoN_SafeStaffingStatement_1819.xlsx

Aug-19 ACE Status

Ward Name

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

AMU 4092 3336 3348 3438 3720 2911 3069 3279 81.50% 102.70% 78.30% 106.80% 1677 3.7 4 7.7 1 0 0 0

CDU 372 372 372 372 341 341 341 341 100.00% 100.00% 100.00% 100.00% 208 3.4 3.4 6.9 0 0 0 0

D4 1162.5 922.5 790.5 760.5 682 660 682 671 79.40% 96.20% 96.80% 98.40% 487 3.2 2.9 6.2 0 0 0 0

A3 1441.5 1284 976.5 984 1023 869 682 649 89.10% 100.80% 84.90% 95.20% 744 2.9 2.2 5.1 0 0 0 0

A10 2880 1994.5 2046 2406 2046 1672 1364 1540 69.30% 117.60% 81.70% 112.90% 815 4.5 4.8 9.3 0 0 0 0

A11 1581 1446 1627.5 1567.5 682 616 682 660 91.50% 96.30% 90.30% 96.80% 863 2.4 2.6 5 0 1 0 0

B4 1209 731 604.5 1006.5 682 693 682 715 60.50% 166.50% 101.60% 104.80% 490 2.9 3.5 6.4 0 0 0 0

B6 1441.5 1359 1302 1293 682 671 1023 1155 94.30% 99.30% 98.40% 112.90% 662 3.1 3.7 6.8 0 0 0 0

Bluebell 1209 1173 2077 2203 682 682 682 1366 97.00% 106.10% 100.00% 200.30% 762 2.4 4.7 7.1 2 0 0 0

C3 1674 1501.5 868 961.5 682 682 682 737 89.70% 110.80% 100.00% 108.10% 433 5 3.9 9 0 0 0 0

C4 1209 886.5 604.5 1041.5 682 693 682 682 73.30% 172.30% 101.60% 100.00% 491 3.2 3.5 6.7 0 0 0 1

CCU 837 837 465 330.75 682 682 341 331 100.00% 71.10% 100.00% 97.10% 156 9.7 4.2 14 0 0 0 1

Devonshire 1069.5 1056.5 1999.5 1973.5 682 682 682 1023 98.80% 98.70% 100.00% 150.00% 467 3.7 6.4 10.1 2 0 0 1

E1 1945.5 1405.5 2309.5 2173 1023 928.75 1364 1595 72.20% 94.10% 90.80% 116.90% 951 2.5 4 6.4 2 0 0 0

E2 2278.5 2264 1581 2015 1023 1001 1023 1364 99.40% 127.50% 97.80% 133.30% 1022 3.2 3.3 6.5 0 0 0 0

E3 2278.5 2278.5 1581 1767 1023 946 1023 1705 100.00% 111.80% 92.50% 166.70% 1079 3 3.2 6.2 1 0 0 0

A1 1395 1162.5 1209 1163 1023 913 682 682 83.30% 96.20% 89.20% 100.00% 796 2.6 2.3 4.9 1 0 0 0

C6 927 1011 1104 1254 682 760 682 804 109.10% 113.60% 111.40% 117.90% 542 3.3 3.8 7.1 0 0 0 0

D1 1671 1384.5 1348.5 1475.5 682 682 1023 1023 82.90% 109.40% 100.00% 100.00% 761 2.7 3.3 6 0 0 0 0

Night Care Hours Per Patient Per Day (CHPPD)Day Night Day

Status

Cumulative count over 

the month of patients 

at 23:59 each day

RNs / mid-

wives
Care Staff Over-all

Average fill 

rate - RNs/ mid-

wives (%)

Average fill 

rate - care 

staff (%)

RNs / midwives Care Staff RNs / midwives Care Staff

Average fill 
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P
re

s
s
u

re
 U

lc
e

r 
(n

e
w

)

F
a

lls
 w

it
h

 H
a

rm

C
a

th
e

te
rs

 &
 

U
T

Is
(n

e
w

)

N
e

w
 V

T
E

s

Safety Thermometer

103 of 372

../../../../Departments/Departments/Information/Safe Staffing/HoN_SafeStaffingStatement_1819.xlsx


Aug-19 ACE Status

Ward Name

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

Total 

monthly 

planned 

staff 

hours

Total 

monthly 

actual 

staff 

hours

D2 1619 1128.25 1441.5 1225.5 682 594 682 748 69.70% 85.00% 87.10% 109.70% 594 2.9 3.3 6.2 1 0 0 1

D5 1299 1142 1036.5 997.5 682 484 682 748 87.90% 96.20% 71.00% 109.70% 662 2.5 2.6 5.1 0 0 0 0

D7/SSSU 1902 1560 792 709 869 758.25 682 663 82.00% 89.50% 87.30% 97.20% 720 3.2 1.9 5.1 1 0 0 0

M4 1228.5 1023.5 976.5 907.5 682 682 583 572 83.30% 92.90% 100.00% 98.10% 460 3.7 3.2 6.9 0 0 0 0

SAU 1836 1711 728.5 716.5 1023 957 682 638 93.20% 98.40% 93.50% 93.50% 515 5.2 2.6 7.8 0 0 0 0

ICU/HDU 4681.5 3941.5 372 168 4092 3558 341 176 84.20% 45.20% 87.00% 51.60% 280 26.8 1.2 28 0 0 0 0

Birth Centre 930 615 465 465 620 510 310 288 66.10% 100.00% 82.30% 92.90% 41 27.4 18.4 45.8

Delivery Suite 2790 2610 465 412.5 1860 1739 310 310 93.50% 88.70% 93.50% 100.00% 146 29.8 4.9 34.7

Maternity 2 1627.5 1560 930 915 682 682 341 308 95.90% 98.40% 100.00% 90.30% 425 5.3 2.9 8.2

Jasmine 930 930 465 497.5 620 609 0 38.5 100.00% 107.00% 98.20% na 238 6.5 2.3 8.7 0 0 0 0

Neonatal Unit 2325 1818 0 0 1627.5 1278.5 0 0 78.20% na 78.60% na 229 13.5 0 13.5 0 0 0 0

Tree House 2790 2444.5 465 480 1860 1677 0 60 87.60% 103.20% 90.20% na 407 10.1 1.3 11.5 0 0 0 0

Trust Total 54632 46889.25 34351 35679.25 34023.5 30613.5 22004 24871.5 85.80% 103.90% 90.00% 113.00% 18123 4.3 3.3 7.6 11 1 0 4
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Safer Staffing Report

TRENDAGGREGATE POSITION
August    85.8%

July         87.8%

June        88.4%

85.8% of expected RN hours were achieved for 

day shifts.  This is the 12th month that staffing 

has been below the 90% benchmark.  

Any RN numbers that fall below 85% are required 

to have a business group review & an update of 

actions provided to the Chief Nurse & Deputy 

Chief Nurse. 

17 areas indicate below 90% RN levels in month.

Non-registered staff:

Monthly expected hours by shift 

versus actual monthly hours per shift.

Day time shifts only.

Registered Nurses:

Monthly expected hours by shift 

versus actual monthly hours per shift.

Night time shifts only.

Registered Nurses: 

Monthly expected hours by shift 

versus actual monthly hours per shift.  

Day time shifts only.

The lowest RN staffing levels during the day were on Ward B4 at 60.5%.  The ward is supported by 

166.5% non-registered.  The Associate Nurse Director is reviewing establishment levels to consider a 

nurse associate establishment to support adverts have been placed .  Harm free care metrics optimal 

in month. The Associate nurse Director has also a plan for  a review of  NHSP personalized pay rates 

for  staff with NIPPV training   to support safe staffing levels .

The lowest RN night staffing levels are reported on D5  with 71.0% RN levels.   The Associate Nurse 

Director is reviewing the staffing levels. Harm free care metrics in month are optimal. Never less than 

2 RNs on duty . Non registered  levels increased to 109.7% to support safe care.

The lowest non registered staffing levels for day duty is  on the intensive  care at 45.2% supported by 

84.2% registered staff  .The unit has  low established  numbers of non- registered staff and therefore 

when there is sickness the %age  unfilled reports as a high percent .   The unit maintains 1:1 care for 

level 3 patients and 2:1 care for level 2 patients at all times. Close support by Matron to assure safe 

staffing. Harm free care metrics optimal in month . 

August   103.9%

July         101.7%

June        102.1% 

103.9% of expected non-registered hours were 

achieved for day shifts. 

3 areas report below 90% levels in month. 

August    90.0%

July          93.2%

June         94.3%

90.0% of expected RN hours were achieved for 

night shifts.

9 areas report below 90% RN levels in month 

which is an increase from 4 areas in the  previous 

month .

BOARD PAPERS – Quality, Safety & Experience Section : August 2019
DESCRIPTION PERFORMANCE AGAINST PREVIOUS MONTH
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BOARD PAPERS – Quality, Safety & Experience Section : August 2019

Non-registered safe staffing levels are 

supported by temporary staff (NHSP 

Bank).

This is reported as demand versus NHSP and 

agency fills compared to substantive vacancies.

August Non 

registered  rates 

indicate 149 WTE 

filled

Of the non-registered  149 WTE (Demand 171 WTE) the fill rate is 86%. Nhsp . No agency usage .  The 

variance from  establishment in month  established is 23.9WTE 

TREND PERFORMANCE AGAINST PREVIOUS MONTH

RN safe staffing levels are supported 

by temporary staff (NHSP Bank and 

agency).

This is reported as demand versus NHSP and 

agency fill compared to substantive vacancies. 

August RN rates 

indicate 157.5 WTE 

filled

Of the RN 157.7 WTE  (demand 220.4 WTE) The fill rate overall is 71% of the shifts requested. 44.5% 

are NHSP and agency 26.5%

The substantive RN/RM vacancies in month are  168 WTE.

The lowest non registered staffing levels for night  duty is  on the intensive  care at  51.6% supported 

by 84.2% registered staff  .The unit has  low numbers of non- registered staff and therefore when 

there is sickness the %age  unfilled reports as a high percent.  The unit maintains 1:1 care for level 3 

patients and 2:1 care for level 2 patients at all times. Close support by Matron to assure safe staffing.  

Harm free care metrics optimal in month.

Non-registered staff:

Monthly expected hours by shift 

versus actual monthly hours per shift.

Night time shifts only.

DESCRIPTION
113.0 % of expected Non-registered hours    were 

achieved for night shifts.  For areas with over 

100% staffing levels for non-registered staff this is 

reviewed by matrons.  It is predominately due to 

wards requiring 1:1 support for patients following 

a risk 

assessment, or to support RN staffing numbers 

when there are unfilled shifts. 

1 area reports below 90% levels in month.  

August     113.0%

July          114.1%

June        111.5%

AGGREGATE POSITION
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Board of Directors’ Key Issues Report 

Report Date: 
27/08/19 

Report of:  Quality Committee 

Date of last meeting:  
20/08/19 

Membership Numbers: Quorate 
 

1. Agenda The Quality Committee met on 20 July 2019 and considered an agenda which 
included the following items: 
 

 Integrated Performance Report – Quality Metrics 

 Quality Improvement Plan  

 CQC Safe High Quality Care Improvement Plan  

 Clinical Governance Report 

 Learning from Experience Report 

 Infection Prevention and Control 

o CDiff Position 

o Annual Report 

o Effectiveness Report 

 Key Issues Reports from subgroups 

o Medicines Optimisation Group 

o Patient Experience Group 

 Trust Risk Register  

 Alert  The Committee were alerted that a Prevent Future Deaths report was received 
following an inquest held in June into the death of a baby.in respect of a death 
of a baby. 

 Assurance  The Committee were assured that there was no back log in respect of C Diff 
investigations. 
 

 Advise  The Committee were advised of the 8 areas off track in respect of the quality 

metrics and advised that teams were in place to address along with target dates 

for each area to achieve by the next meeting. 

 

 The Trust Risk Register was presented to the Committee. 
 

2. Risks Identified Nil 

3. Report Compiled 
by 

Mike Cheshire, Chair Minutes available from: Committee Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
19/09/19 

Report of:  Quality Committee 

Date of last meeting:  
17/09/19 

Membership Numbers: Quorate 
 

1. Agenda The Quality Committee met on 17 September 2019 and considered an agenda 
which included the following items: 
 

 Integrated Performance Report – Quality Metrics 

 CQC Safe High Quality Care Improvement Plan  

 C-Section Update  

 Quarterly Clinical Audit Report  

 Clinical Governance Report 

 Annual Safeguarding Report  

 Nasogastric Tube Alert Update  

 Research and Innovation Annual Report  

 Key Issues Reports from subgroups 

o Quality Governance Group  

o Infection Prevention and Control Group 

o Safeguarding Group 

 Trust Risk Register 

 Consent Agenda – Policy Ratification 

o Health & Safety Policy  

o Blood Product & Transfusion Policy  

o Transfusion Training Policy  

 Alert  The Committee was alerted of an emerging issue raised at the Patient Quality 
Summit relating to the temperature probes in the refrigerators. It was noted that 
the delays were associated with resources and cost implication.  
 

 The Committee heard concerns relating to performance within the Emergency 
Department. These related to an increase in patients waiting for beds in the 
department, 4-hour target performance, and the pressures felt by the Urgent 
Care teams in maintaining safety in a challenging environment.  The Trust has 
proactively shared concerns with regulators as well as commissioners who 
continue to be supportive as the Trust enacts plans to aid recovery and improve 
both patient and staff experience.  

 

 Assurance  The Committee took assurance from the presentation delivered by the Deputy 
Director of Quality Governance on the operational review of the risk 
management strategy and framework. The presentation outlined 
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recommendations and proposed changes to the Governance Structure and 
groups reporting to the Quality Committee. 

 

 The Committee received assurance from the Caesarean Section Update which 
outlined that whilst there was an increase in caesarean section for both elective 
and emergency births, the Trust was in line with the nine maternity providers 
within the Greater Manchester and East Cheshire (GMEC) strategic clinical 
network. 
 

 The Committee took assurance from the Safeguarding Children and Adults at 
Risk Annual Report. The report outlined the Trust’s continuous development 
and improvement work aimed at promoting the safety, protection and welfare of 
children, young people and adults.  

 

  The Committee received the Key Issues Reports from the Quality Governance 
Group, Infection, Prevention and Control Group, and the Safeguarding which 
continued to provide a key source of assurance for the Committee. 

 

 Advise  The Committee discussed the Integrated Performance Report that outlined 
performance against the reported metrics and welcomed the inclusion of the 
summary of CQUIN position for Quarter.1 for the financial year. The Committee 
agreed to consider a wider suite of metrics affecting delivery of Quality to the 
Committee. A suite of mortality metrics would also be discussed quarterly to 
facilitate discussion about about delivery of quality care. 
 

 The Committee received an update from the Deputy Director of Quality 
Governance on the progress against actions required to address the must 
do and should do areas identified in the December 2018 CQC report. The 
Committee was assured by the continued monitoring of the actions at the 
Patient Quality Summit. 

 

 The Committee received the Research and Innovation Annual Report 
which provided an annual review on KPIs for study set-up, delivery targets, 
participant recruitment and experience, staffing and engagement for 
2018/19.   

 

 The Committee received the Clinical Audit Report which provided an overview 

of the level of clinical audit activity undertaken, and the outcomes of the 

completed audits. 

 

 The Committee received and approved the Terms of Reference the Infection 

Prevention and Control Group. 

 

 Following a recommendation for approval from the Quality Governance Group, 

the following policies were ratified: 

o Health and Safety  Policy  

o Blood Product and Transfusion Policy  

o Trust Transfusion Training Policy    

 

 

110 of 372



3 
 

2. Risks Identified Nil 

3. Report Compiled 
by 

Mike Cheshire, Chair Minutes available from: Committee Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
26/09/19 

Report of:  Finance & Performance Committee 

Date of last meeting:  
19/09/19 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Financial Performance Report  

 Service Efficiency Programme Update 

 Trust Forecast 2019/20   

 Financial Long Term Plan  

 Overview of 2018/19 National Cost Collection Submission and Patient Level 

and Service Line Results 

 Agency Utilisation Report  

 Operational Performance Report 

 Theatre Utilisation Presentation 

 Clinical Correspondence Update Presentation 

 Performance Review Meetings – Key Issues Reports 

 Locality Plan Update 

 Stockport Health Partnership Board Update 

 Update on Breast Services 

 Pharmacy Services Updates 

 Finance and Performance Risks 

 Annual Health Accounts 2018/19 

 Alert  The Committee received the report detailing the operational position and key 
performance issues for the Trust as at the end of August 2019. The Committee 
noted progress and the operational challenges during the reporting period. 
 

 The Committee discussed the Trust Forecast for 2019/20 and the Financial 
Long Term Plan and agreed to discuss this further at the Board of Directors 
meeting. 

 

 Assurance  The Committee reviewed the Finance Performance Report for Month5 which 
set out progress and assurance against the financial objectives of the Trust. 
The Committee noted the assurance on the delivery of Q2 and took a low level 
of assurance on the delivery of the full year figures. 
   

 The Committee received assurance from the National Cost Collection 
Submission for 2018/19, which provided an overview of the submission to NHS 
Improvement and detailed the validation process undertaken in confirming 
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compliance with NHSI costing standards. 
 

 The Committee took assurance from the Operational Performance Group, Key 
issues report which outlined progress against the performance objectives for 
the Trust as at the end of August 2019.  

 

 The Committee received a presentation from the Outpatients Improvements 
Manager and took assurance in relation to progress made on Clinical 
Correspondence. 

 

 The Committee received the Key Issues Reports from Executive Performance 
Review meetings held by all four Business Groups in August. These reports 
and the Operational Performance Group Key Issues Report continued to 
provide a key source of assurance for the Committee.  

 

 Advise  The Committee received a progress update on the delivery of the Clinical 
Service Efficiency Programme, 2019/20. The Committee noted the delivery to 
date and the improvements in month. It was noted that there was still a 
significant gap to the target. The Committee requested the current year delivery 
figures for both the recurrent and non-recurrent positions  and also the level of 
recurrent impact expected for 2020/21. 
 

 The Deputy Director of Finance provided an overview of the out-turn position in 
relation to patient level costs (PLICS) and their aggregation to Service Line 
Reports including a comparison with 2017/18. The report demonstrated the 
position across the four business groups.  

 

 The Committee received an update on Stockport Health Partnership Board 
Update noting the financial and service risks of continuing to provide assurance 
and growing concern. 
 

 The Committee received the report which detailed the Trust’s agency usage 
and expenditure as of August 2019. The report highlighted that Month 5 
performance was within the NHSI monthly ceiling value.  

 

 The Surgical, Gastroenterology and Critical Care Business Group delivered a 
presentation on Theatre Productivity and Efficiency. The presentation provided 
an overview of the Elective Income against Plan as well as Delivered Sessions 
against Plan. The Committee noted the level of clinical engagement within the 
Business Group and welcomed the establishment of the Theatre Quality 
Improvement Team (TQUIT) which focussed maximising efficiencies regarding 
theatre utilisation. 
 

2. Risks Identified  Risk to the delivery of the CIP target. 

 Gaps in the long term financial plan. 

 Risk to the delivery of a number of key operational metrics and associated 
improvement trajectories. 

3. Report Compiled 
by 

Malcolm Sugden, 
Non-Executive Director 

Minutes available from: Committee Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
26/09/19 

Report of:  People Performance Committee 

Date of last meeting:  
19/09/19 

Membership Numbers: Non-Quorate 

 
As the meeting was not quorate, the Committee discussed and made a number of 

recommendations about items which required Committee approval.  These 

recommendations would be shared virtually for Committee approval.   
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Sub-Assurance Committee Governance Proposal  

 Committee Terms of Reference  

 Agency Expenditure 

 Trainee Doctors – Historical Banding Claims 

 DBS Update  

 Roll out of Electronic Rostering 

 Equality, Diversity & Inclusion: 

- EDI Update  

- WRES & WDES Action Plans 

 Nursing Associate Report  

 Staff Survey  

 Workforce Flash Results  

 Annual Appraisal & Revalidation Report and Statement of Compliance  

 Trust Risk Register  

 Key Issues Reports: 

- Educational Governance Group  

- Joint Local Negotiating Committee  

 Consent Agenda:  

- Medical Engagement Scale Survey Update.  

 Alert  The Committee heard concerns relating to performance within the Emergency 
Department. These related to an increase in patients waiting for beds in the 
department, 4-hour target performance, and the pressures felt by the Urgent 
Care teams in maintaining safety in a challenging environment.  The Trust has 
proactively shared concerns with regulators as well as commissioners who 
continue to be supportive as the Trust enacts plans to aid recovery and improve 
both patient and staff experience. 
 

 The Committee considered a report detailing potential implications to the Trust 
following a recent ruling in the case of Hallett v Derby Hospitals NHS 
Foundation Trust.  Should the current ruling stand, trainee doctors would be 
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able to make claims with regard to monitoring exercises that had taken place 
within the last six years, and the Committee was advised of potential financial 
risks to the Trust. It was noted that the Trust had not received any historical 
claims to date as a result of the ruling. The Committee was advised that Derby 
Hospitals NHS Trust had applied to appeal to the Supreme Court, but it was not 
known whether an appeal had been granted.  

 

 Assurance  The Committee considered the Agency Expenditure report, which at Month 5 
was within the monthly agency ceiling. Whilst the expenditure had increased 
slightly from last month’s spend, the Committee took positive assurance from 
the number of initiatives in place to reduce agency expenditure.   
 

 The Committee noted progress and took assurance from a report detailing 
ongoing actions to ensure robust, Trust-wide compliance with regard to 
Disclosure and Barring Service (DBS) checks.    

 

 Advise  The Committee considered a report providing an update on the roll-out of 
electronic rostering across the Trust. The Committee heard that, as a result of 
successful recruitment to the rostering team, a full roll-out was anticipated within 
12 months of the team being in post. It was noted that this timescale could be 
further reduced if the Trust was successful in obtaining external support in this 
area.   
 

 The Committee received a presentation on the 2019 Staff Survey, which would 
be launched on 7 October 2019. It was noted that all staff would be invited to 
complete the survey and the Committee heard about a number of planned 
actions to improve the response rate, including incentives for staff.  
 

2. Risks Identified  Emergency Department staffing levels  

 Potential impact of the ‘Hallett v Derby Hospitals NHS Foundation Trust’ case 
 

3. Actions to be 
considered at the 
(insert appropriate 
place for actions to 
be considered) 

 

4. Report Compiled 
by 

Catherine Barber-Brown, 
Chair 

Minutes available from: Soile Curtis, Membership 
Services Manager  
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Board of Directors’ Key Issues Report 

Report Date: 
19/09/19 

Report of:  Audit and Risk Committee 

Date of last meeting:  
05/09/19 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Internal Audit Progress Report 

o Review of progress against plan 

o Reports issued since the previous meeting 

o Internal Audit Follow Up Tracker 

 Anti-Fraud Progress Report 

 External Audit Update 

 Declarations of Interest Progress Report 

 Report on e-Rostering 

 Alert Nil 
 

 Assurance  The Committee received significant assurance from the Clinical Coding 
Accuracy Review that had been finalised since the previous meeting. The 
review had achieved Substantial Assurance with six medium and one low level 
recommendation. 
 

 The Committee received the Annual Security Report which provided an 
overview of the Trust’s security arrangements, and the management of 
incidents relating to both security and violence or aggression against staff 
during 2018/19. The Committee noted that there were robust systems and 
processes in place for reporting and reviewing security incidents. 
 

  The Committee took assurance from the update to the Safeguarding Patient 
Property Policy which took into account the Mersey Internal Audit Agency 
(MIAA) recommendations. 

 Advise  The Committee took assurance from the Security Strategy which outlined the 
overarching vision for tackling crime within the Trust.  
 

 The MIAA Engagement Lead presented the Revised Internal Audit Workplan for 
2019/20 which included a 3 Year Strategic Audit Plan. 

 

 The Committee received an update on the roll out of the eRostering system, 
and expressed concern at the ongoing delays in implementation. The 
Committee concluded that a review/stocktake was urgently required. 

2. Risks Identified With the exception of risks noted in the Trust Risk Register, no further risks were 
identified. 
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3. Actions to be 
considered at 
other Committees 

Nil 

4. Report Compiled 
by 

David Hopewell, Chair Minutes available from: Committee Secretary 
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Report to: Board of Directors Date:  26th September2019 

Subject: Winter Plan 2019/20 

Report of: Chief Operating Officer Prepared by: Delivery Director 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the report 
content. 
 

 

This paper is to inform the Board of: 

 The proposed whole system plans for Winter 
2019/20  

 Progress and process to be completed before final 
ratification of the plan 

 

 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

         Annex                          Annex B                    

 

Winter Analysis 
2018.19.docx

    

Winter Plan_Delivery 
Tool 20190917 V16xlsm.xlsm
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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 

  Exec Management Group 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

 

The aim of this paper is to provide the group with the overall proposals for Winter Schemes 

2019/20.  These schemes have been agreed by the Whole System Winter Planning Group, 

SFT Senior Management Team Group (SFT) and the Urgent Care Operational Group. 

2. BACKGROUND 

 

2.1 

 

 

 

In May 2019 a full review of Winter 2018/19 (Annex A) involving all system partners, was 

undertaken and the results shared at SFT Finance and Performance Board in July 2019.  The 

output of this review was to inform the start of the winter planning process. 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.2 

 

 

 

 

 

3.3 

 

 

 

 Weekly planning meetings have taken place since July 2019 with all system partners 

involved.  Once a list of potential schemes had been established the representative for each 

area were asked to complete a template which would describe the scheme and indicate 

what the benefits in relation to support our patients through winter would be.  The 

templates also required declaration of ‘funding need’ if appropriate. 

 

To ensure that the system continued working within the agreed Urgent and Emergency 

Care Structure of the Programme Delivery Group, each of the proposed schemes fit within 

the four quadrants: 

 

 Stay Well 

 Home First 

 Patient Flow  

 Discharge 

 

The Stockport FT elements of the plan were signed off at SFT Senior Management Team 

Meeting and also at the Urgent Care Operational Group before being presented for sign off 

at Urgent Care Delivery Board. 

 

The system has also been informed by GM that there is to be Winter Preparation Peer 

Review visit on 23rd September 2019 at the Trust.  The aim of this is to allow localities to 

share their winter plans and their areas of focus/concern.  Data packs have been sent into 

the system to support these Peer Reviews. Learning from these peer reviews will further 

inform the plan 

 

The final Stockport Winter Plan will be submitted to NHSI/GM H&SC partnership by 11th 

October for evaluation and scrutiny. 
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4. RISK & ASSURANCE 

 

4.1 Risk Mitigation 

Insufficient capacity outside of the hospital SFT to explore commissioning additional 

community beds from a Private Provider 

Insufficient staff to safely operate the 

“Winter Wards” 

An incentive scheme has been approved by 

the Executive Team. 

Insufficient funding to deliver all the 

schemes listed in the “long list” of the plan. 

Should a second wave of Winter funding be 

made available schemes have been 

prioritised accordingly. 

Delays to the opening of the “Winter 

Wards” due to Estates work required. 

Multiple Wards are being prepared for 

winter as it is anticipated they will be 

required to meet demand. 
 

 

5. 

 

 

CONCLUSION 

 

5.1 

 

 

 

Attached within this paper is the completed delivery tool for consideration which includes: 

 

 Action Log  

 

 Project Plan -  this identifies all schemes put forward 

 

 Project Plan Phase 1 – this describes all of the schemes that we have agreed will go 

ahead and these schemes are either fully funded or do not require funding. It 

should be noted that there is still approximately £492,800 of SFT funding that we 

await clinical prioritization before allocating remaining funds to scheme. 

 

 Project Plan Phase 2 – this describes the schemes put forward but not able to 

implement at this time due to no allocated funding.   

 Proformas – these are individual templates that are linked to the schemes and give 

a description of the scheme and the costs and benefits of the scheme. 

 

 Risk Register – describes any risks that have been considered  

 

6. RECOMMENDATION 

 

6.1 It is requested that the Board note the risks associated with the winter plan in its current 

state and the inequity in system contribution 

 

 

  

Sue Toal 

Chief Operating Officer  
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Report to: Executive Team Meeting Date: 1 July 2019 

Subject: System Wide- Winter Analysis 2018/19 

Report of: Delivery Director Prepared by: Delivery Director 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the 
report content. 
 

The purpose of this report is to provide the Urgent Care 
Delivery Board with a System Wide Analysis of Winter 
2018/19. 
 
The report will focus on the schemes that were successful 
and identifies schemes that did not bring any value to 
improving flow and the lessons learnt. 
 
This will form the basis of winter planning for 2019/20. 
 

Board Assurance 
Framework ref: 

----- 

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 Performance    

       Committee 

  Charitable Funds Committee 

  Exec Management Group 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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- THIS PAGE IS INTENTIONALLY BLANK - 
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 INTRODUCTION: 

 

 

 

 

 

 

 

 

 

Winter is traditionally defined as the period between 1st October 2018 and 31st March 

2019. A review of data on performance within the Stockport system was carried out and 

revealed that winter had the most impact between 1st December 2018 and 31st March 

2019. Therefore for the purposes of the original plan, specific winter schemes that were 

approved and required funding covered the December to end of March period. 

 

The previous winter 2017/18 was an extremely challenging period for the NHS. This was 

driven by various factors, in particular the increase in the proportion of older people 

attending ED and the proportion of people who needed to be admitted to a hospital bed as 

an emergency. Increasing numbers of patients with severe illnesses and complex health 

conditions were key factors behind rising pressures, especially on ED and patient flow. The 

Stockport System struggled over this period and has been working hard ever since to 

improve patient flow through the Urgent and Emergency Care Delivery Plan and day-to-day 

operational delivery whilst preparing for winter and developed the winter plan for 2018/19 

 

 BACKGROUND: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The winter plan set out schemes to be implemented across the Stockport Health and Social 

Care System to ensure that appropriate arrangements were in place to provide high quality, 

responsive services for the 2018/19 winter period. The plan was based on best practice 

guidance and recommendations from NHSI and also takes learning from planning and 

actions from winter 2017/18. It was developed using the following principles: 

 

 To provide the safest and highest quality of care to our patients when they can be                      

at their most vulnerable 

 To have the largest operational benefit at a time when our operational teams are at 

their most stretched over an extended period 

 For activities to be cost neutral within existing financial envelope where possible 

 All initiatives to be measurable through a dashboard and their effectiveness 

evaluated regularly by the UECDB 

 

It was intended that the UEC Improvement Programme (supported by NECs) and the winter 

plan work in tandem to meet the national and GM requirements of reducing stranded 

patients and Delayed Transfers of Care (DTOC), introduction of deflection schemes, 

streaming in ED, flow through the hospital and prompt, effective and timely discharge. 

 

The plan was developed and grouped across 4 key themes: 

 

1. Stay Well 

2. Home first 

3. Patient Flow  

4. Discharge and recovery 
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The following Providers were involved in the plan: 

 

 Stockport NHS Foundation Trust 

 Stockport CCG 

 Stockport Metropolitan Borough Council 

 MasterCall 

 Viaduct 

 Pennine Care 

 

 

 

CURRENT SITUATION: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Winter period for 2018/19 has now come to an end, as a System an analysis has 
been carried out on how we performed and what we can learn so we can start to 
plan for Winter 2019/20ay Well 
 

A template was sent to each provider and it was asked of them to complete the following 

information in order that we can complete a full review: 

 

 Scheme description 

 Planned implementation date 

 Actual implementation date 

 Planned Cost 

 Actual cost 

 Planned Target 

 Actual Target. 

 

This information was then collated into a further template (Appendix 1) and split in to the 4 

themes. 

 Stay Well 

 Home First 

 Patient Flow 

 Discharge 

 

Appendix 1.xlsx

 
 

A Winter Data Dashboard (Appendix 2) was developed to focus on the metrics that were 

set in the original plan and aligned with the 4 themes. 

 

Winter Dashboard 
Metrics Appendix 2.xlsx
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SYSTEM WIDE ANALYSIS: 

 

An initial virtual system wide analysis was carried out by all providers and each Scheme was 

RAG rated based on Finance, Performance and Quality.  The matrix below shows the results 

of this RAG rating.  However it was felt that a further in-depth analysis needed to be taken 

whereby all system partners would agree on which schemes were actually successful. 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

REVIEW WORKSHOP: 
 
A Root Cause Analysis was undertaken using Quality Improvement Methodology a system 

wide workshop was held utilising the completed template to establish the following: 

 

 Which schemes were successful or partially successful 

 Which schemes were business as usual 

 Which schemes were not deemed to be a success and the rationale behind this  

 
Appendix 3 shows the cleansed data which has removed the any scheme that was agreed 
to be Business as Usual 
 
 

Appendix 3.xlsx

 
 
Appendix 4 identifies the schemes which were deemed not to be successful but felt by the 
group that with a different approach could have had a positive impact.  These schemes will 
be put into the round for discussion when deciding the winter schemes for 2019/20. 
 

Appendix 4.xlsx

 
 
 

 

Stay Well 

 

Home First 

Discharge Patient Flow 

Finance Performance 
and Quality 
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Appendix 5 identifies the schemes that were rated to be successful or partially successful 
that the workshop would like to put forward as possible repeat schemes for 2019/20.  
 

 

Appendix 5.xlsx

 
  

 NEXT STEPS: 

 

 Weekly system wide winter planning meetings start from mid July 2019 through to 

the end of August 2019 when these will then increase to weekly operational 

meetings from September 2019 

 Confirm available system wide funding to cover the costs of any proposed schemes 

 Once a proposal is in draft then this will be taken to appropriate Groups for sign off 

and approval 

 

The plan will be for formal sign off to take place at the Urgent and Emergency Care Board 

on 27th August 2019 with the plan being taken to the following groups beforehand: 

 

 Senior Management Team Meeting 

 Urgent Care Operational Group 

 Executive Team Meeting 

 Executive Meetings Group 

 

RECOMMENDATION: 

 

The request is that the Executive Team agree with the approach proposed within this 

document and that this can then be shared with senior system executives. 

 

 

 

Dawn Forrest 

Delivery Director 
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Meeting Schedule and Reporting
Project Name Winter Planning 2019/20
Project SRO/Manager Dawn Forrest

Meeting Schedule
Deadline for updated Project Delivery 
Tool Deadline for Highlight Reports

Name Organisation

Dawn Forrest SFT

Kate Gascoyne SFT

Winter Planning- Strategy weekly Every Tuesday to ET Alison Jobling SFT

Winter Planning-Operational weekly Once a month to UCDB Anite Rolfe CCG
Cathy Lloyd ITT
Claire Warhurst Pennine
Claire Woodford SFT
Suzanne Curtis MasterCall
Dilraj Sandher SFT
Frances Marshall SFT
Gillian Burrows SFT
Gwenda Mayers
Helen Bennett SFT
Jen Harrop SFT
Jen Linde SFT
Karen hatchell SFT
Karl Bonici SFT
Kay Bottrell Viaduct
Leinard Fell Age uk
Lisa Lainton
Liz Elliot Viaduct
Mahu Reddy SFT
Margaret Malkin SFT
Mark Fitton SMBC
Matt Griffths NWAS
Michelle Connaughton SFT
Nadine Armitage SFT
Ngai Kong SFT
Rachel Whittington SFT
Rebecca Mayers SFT
Sarah Ingleby SFT
Sarah Williamson CCG/CHC
Simon Goff SFT
Sue Toal SFT
Susan Plummer SFT
Tim Davison MasterCall

Group Members
Meetings are taking place on the following dates:
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Date 
Logged Ref No Subject Action Lead Due date Status details

New/
Open

15/08/2019 1508_01 Viaduct Schemes A.Khan to speak to Viaduct regarding winter schemes and funding A.Khan 20/08/2019 New
15/08/2019 1508_02 Costing's of Surgery Beds M.Connaughton to liaise with A.Tunnicliffe surrounding feedback from 

SMT and the costing's of opening the additional beds
M.Connuaghton 20/08/2019 New

15/08/2019 1508_03 Site visit of proposed ward areas D.Benjamin to visit wards to see if any additional Estates work is 
required

D.Benjamin 22/08/2019 New

15/08/2019 1508_04 Social Care Incentives for flu 
vaccinations

J.Ankett to liaise with S.Turner to find out more information 
surrounding the incentive scheme

J.Ankrett 22/08/2019 New

22/08/2019 2208_01 Allocation of funding M.Malkin to discuss with her team surrounding the allocation of the 
 

M.Malkin 23/08/2019
22/08/2019 2208_02 East Cheshire/Derbyshire Winter 

Plans
A.Khan to request East Cheshire and Derbyshire Winter Plans so the 
group can have sight.

A.Khan 23/08/2019

Winter Planning 2019/20 action tracker

130 of 372



ID Task Owner Cost £££ Metric Date from Date to

%
 C

om
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ed
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g

Version 0.2d 01/10/2019 20/04/2019

1 Home First

1.1 CHC Implementation of Home first Pathway S.Williamson Existing budget
Reduction in LOS

Reduction in stranded numbers
Reduction in care home admissions

01/10/2019 31/12/2019

1.2 Mcall Digital Enhance living- telehealth monitoring of patients with chronic diseases T.Davision
£112, 387- 120 GP slots
£219,976- 240 GP slots
£318, 698- 400 GP slots

Admission avoidance 01/10/2019 30/04/2019

1.3 Mcall Hospital at home- Virtual wards with pathways of care to prevent admissions
T.Davision No costing 01/12/2019 31/03/2019

2 Stay Well

2.0.1 CCG Implementation and Utilisation of the NART tool A.Khan £100 per C.Home
Reduction in LOS

Reduction in stranded numbers
Reduction in care home admissions

01/10/2019 31/11/2019

2.0.2 Mcall Expansion of ATT to all nursing homes to support hospital admissions avoidance. T.Davision

£250,993 only 7-10 care 
homes

£198,517 only 5-7 care 
homes

£142,796 only 2-5 care 
home

Reduction of non-elective admissions from Care Homes 01/10/2019 30/04/2019

2.2 SMBC Flu Strategy
2.2.1 SMBC Purchase replacement POCT consumables for the prompt testing of suspected influenza in care home outlets S.Turner £2,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020

2.2.2 SMBC Purchase POCT equipment and consumables for Mastercall and commission them to provide a flu testing service out of 
normal working hours

S.Turner £30,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020

2.2.3 SMBC Commission a pharmacy to provide onsite flu vaccinations service to care homes S.Turner £5,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020
2.2.4 SMBC Invite social car staff to mass immunisation programme S.Turner £500 Reduction in the circulating of influenza 01/10/2019 31/03/2020

2.2.5 SMBC Provide an incentive to individual social care staff who have the flu vaccination
S.Turner £7,000 Reduction in the circulating of influenza

Increase uptake of flu vaccinations 01/10/2019 31/03/2020
2.2.6 SMBC Roll out of the 'Stockport Pledge' funds required for postage, laminating and printing S.Turner £1,000 Increase uptake of flu vaccinations 01/10/2019 31/03/2020

2.3 Viaduct Schemes

2.3.1 Viaduct Provide an additional 45 GP Clinic appointments per day Monday- Friday K.Bottrell £178,000 for 6 months
£89,000 for 3 months

Appointments offered
Apoointments attended

DNAs
01/10/2019 31/03/2019

2.3.2 Viaduct To provide 1 WTE GP Monday- Friday 09:00-18:00 to have presence in ED/ACU K.Bottrell £130,000 Increase in early discharges 01/10/2019 31/03/2019
3 Patient Flow

3.0.1 CHC Implementation of End of life Care Pathway S.Williamson Existing budget Reduction in LOS 01/10/2019 31/03/2020
3.0.2 MCall Pro-active response to OPEL 3 and 4 by providing clinical support. T.Davision Existing budget 01/12/2019 31/03/2020
3.0.3 Mcall Deflections from ED to MasterCall T.Davision Existing budget 01/12/2019 31/03/2020

3.0.4 Mcall NWAS deflection service direct to MasterCall avoiding conveyance to hospital T.Davision £131,357
Treatment Centre CAS appointment Stockport

Home visit CAS appointment Stockport
%NEL recutions of CAR 3/4 ambulances to SFT

01/10/2019 30/04/2019

3.2 SFT Escalation Beds
3.2.1 SFT Opening of 3 additional trolley spaces in SAU K.Hatchell Existing budget Occupancy of additional beds 01/10/2019 31/03/2020
3.2.2 SFT Opening of 6 escalation beds on ward C6 annex for medical patients K.Hatchell £265,726 Occupancy of additional beds 01/10/2019 31/03/2020
3.2.3 SFT Opening of 4 additional beds on the inpatient surgical ward K.Hatchell £265,726 Occupancy of additional beds 01/10/2019 31/03/2020

3.2.4 SFT Opening of B3 additional 16 beds J.Cartner £753,700 Improve discharge rates
Reduce LOS 01/11/2019 20/04/2020

3.3 SFT Additional Staffing
3.3.1 SFT ANP's rostered on shift at weekend to support early discharges K.Hatchell £11,126 Increase in early discharges 01/10/2019 31/03/2020
3.3.2 SFT Additional cover for FRESH team of 2x Band 6 8:00-21:00, 7 days a week A.Gabbidon £143,400 Improve 4 hour target 01/10/2019 31/03/2020
3.3.3 SFT Additional Band 6 Navigator 8:00-20:00 for 7 days a week S.Plummer £88,200 Improve 4 hour target 01/10/2019 31/03/2020
3.3.4 SFT Additional Band 5 escalation nurse x 2 16:00-02:00 7 days a week S.Plummer £109,400 Improve 4 hour target 01/10/2019 31/03/2020
3.3.5 SFT Additional Band 3- Outstanding actions 10:00-22:00 7 days a week S.Plummer £45,800 Improve 4 hour target 01/10/2019 31/03/2020
3.3.6 SFT Extend Tracker Hours from 20:00-22:00 J.Harrop £6,400 Decrease in non-admitted breaches 01/10/2019 31/03/2020
3.3.7 SFT Additional Band 7 Urgent Care Pharmacist P.Buckley £39,400 Improve 4 hour target 01/10/2019 31/03/2020
3.3.8 SFT Additional Band 5  ED Pharmacy Technician P.Buckley £36,600 Improve 4 hour target 01/10/2019 31/03/2020

3.3.9 SFT Additional Consultants on weekends- 2 additional consultants supported by junior staff J.Cartner £57,800
Improve discharge rates

Reduce LOS
01/11/2019 20/04/2020

3.3.10 SFT Additional consultants on bank holiday over festive period- 2 additional cold consultants J.Cartner £4,300
Improve discharge rates

Reduce LOS
25/12/2019 02/01/2020

3.3.11 SFT Recruitment of a Stranded Nurse- 8a N.Armitage £24,500 Improve discharge rates
Reduce LOS

01/11/2019 20/04/2020

3.3.12 SFT AMU in-reach from medical specialties for bank holiday periods N.Armitage £24,100
Improve discharge rates

Reduce LOS
25/12/2019 02/01/2020

3.3.13 SFT Outlier Consultant post- including C6 cover J.Cartner £140,800
Improve discharge rates

Reduce LOS
01/11/2019 20/04/2019

3.3.14 SFT Additional Band 2 ambulance booking clerk 08:45-17:15 C.Gidley £4,400 Reduce number of aborted journeys 01/10/2019 31/03/2020
3.3.15 SFT Recruitment a Band 5 and Band 2 (fixed term contract) to support Discharge Lounge at weekends C.Gidley £18,250 Increase in early discharges 01/09/2019 01/12/2019
3.3.16 SFT Additional Band 5 Community staff nurses J.Allen £39,900 01/11/2019 31/03/2020
3.3.17 SFT Pharmacist in the Discharge Lounge P.Buckley £27,000 Increase in early discharges 01/11/2019 31/03/2020
3.3.18 Pennine Continue BAU with developments inline with CORE 24 implementation C.Warhurst Existing budget 01/11/2019 31/03/2020
3.3.19 SFT ED Consultant additonal weekend cover 11:00-19:00 Sat and Sun J.Harrop £64,200 Improve 4 hour target 01/10/2019 31/03/2020
3.3.20 SFT ED Senior Decision Maker- 18:00-02:00 for 7 days (checking HT funding) J.Harrop £224,800 Improve 4 hour target 01/10/2019 31/03/2020
3.3.21 SFT Acute Consultant 09:00-17:00 7 days a week J.Harrop £178,900 Improve 4 hour target 01/11/2019 31/03/2020
3.3.22 SFT Acute registrar 09:00-17:00 for 7 days- Discharge Reg on AMU J.Harrop £162,500 Improve 4 hour target 01/11/2019 31/03/2020
3.3.23 SFT Acute SHO 09:00-17:00 for 7 days POD extra cover support J.Harrop £89,900 Improve 4 hour target 01/11/2019 31/03/2020
3.3.24 SFT Acute SHO- 18:00-02:00 for 7 days Twilight ED Medical cover J.Harrop £89,900 Improve 4 hour target 01/11/2019 31/03/2020
3.3.25 SFT Geriatricians- 1 session per day 7 days a week J.Harrop £89,500 Improve 4 hour target 01/11/2019 31/03/2020
3.3.26 SFT GP- Additional primary care support 12:00-20:00 Monday to Friday J.Harrop £122,800 Improve 4 hour target 01/11/2019 31/03/2020
3.3.27 SFT Provision of inpatient CT at weekends and bank holidays through Dec, Jan and Feb C.Hoosen £26,880 Improve flow 30/11/2019 29/02/2020
3.3.28 SFT Uplift all RN00 to next point on the scale across the Trust FYE P.Enstone £132,000 30/11/2019 29/02/2020

3.3.29 SFT Allow RN’s with competencies to work at the AMU higher rate of pay FYE P.Enstone £121,000 30/11/2019 29/02/2020
4 Discharge

4.0.1 SMBC 1 WTE admin worker to work over 7 days C.Lloyd £8,826 Reduce LOS and DTOC 31/10/2019 31/05/2019
4.0.2 SMBC 1 WTE social worker and 1 WTE tracker over 7 days C.Lloyd £30,000 Reduce LOS and DTOC 31/10/2019 31/05/2019
4.0.3 SFT Additional support workers Band 3 for CRT L.Lainton £25,800 Increase in number of patients maintained at home 31/10/2019 31/05/2019
4.2 MCall Additional IV slots

4.2.1 MCall Enhancing IV team- IV fluids and IV antibiotics T.Davision £494,006 Volumes of patients being treated at home vs LOS per 
patient in hospital- cost of admissions avoidance

01/10/2019 30/04/2020

4.2.2 MCall IV In-reach to wards to identify patients suitable for discharge T.Davision 01/10/2019 30/04/2020
4.2.3 MCall Training patients to self administer IV antibiotics T.Davision 01/10/2019 30/04/2020
4.2.4 MCall To increase GPs/HCPs to refer to IV in community T.Davision 01/10/2019 30/04/2020

4.3 MCall Enhanced support discharges
4.3.1 MCall Access to enhanced management plans within the community teams T.Davision Existing budget 01/12/2019 31/03/2019
4.4 Community Capacity

4.4.1 SMBC 6 Transitional support flats utilising REACH and home care capacity V.Fraga £90,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020
4.4.2 SMBC Staffing capacity to support providers in escalation periods or during restrictions in individual care home V.Fraga £85,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.4.3 SMBC Incentives/retainers to care providers in escalation periods for instance a nominal payment to homes to ring-fence 
capacity and expedite admissions

V.Fraga £100,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.4.4 SMBC Re-focused approach for BAH and WIRE schemes to directly support defections from ED V.Fraga £160,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020
4.5 Ageuk Back home support

4.5.1 Ageuk To have presence on site between the hours of 06:00-09:00 L.Fell £21,375 01/01/2020 30/03/2020
4.5.2 Ageuk To have presence on site Saturday and Sunday between the hours of 06:00-09:00 L.Fell £8,550 04/01/2020 30/03/2020
4.5.3 Ageuk To have presence on site Saturday and Sunday between the hours of 06:00-14:00 L.Fell £9,975 04/01/2020 04/01/2020

System Winter Plan 2019/20

Volumes of referrals from PCN's or SFT£74,861
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Version 0.2d 01/10/2019 20/04/2019

1 Home First -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

1.1 CHC Implementation of Home first Pathway
S.William

son
Existing budget

Reduction in LOS
Reduction in stranded numbers

Reduction in care home admissions
01/10/2019 31/12/2019

1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2 Stay Well -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1
3.0.1 CHC Implementation of End of life Care Pathway S.Williamso Existing budget Reduction in LOS 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.0.2 MCall Pro-active response to OPEL 3 and 4 by providing clinical support. T.Davision Existing budget 01/12/2019 31/03/2020 -1 -1 -1 -1 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.0.3 Mcall Deflections from ED to MasterCall T.Davision Existing budget 01/12/2019 31/03/2020 -1 -1 -1 -1 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2 SFT Escalation Beds -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2.1 SFT Opening of 3 additional trolley spaces in SAU K.Hatchell Existing budget Occupancy of additional beds 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2.4 SFT Opening of B3 additional 16 beds J.Cartner £753,700 Improve discharge rates
Reduce LOS 01/11/2019 20/04/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1

3.3 SFT Additional Staffing -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.9 SFT Additional Consultants on weekends- 2 additional consultants supported by junior 
staff

J.Cartner £57,800
Improve discharge rates

Reduce LOS
01/11/2019 20/04/2020

-1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1

3.3.10 SFT Additional consultants on bank holiday over festive period- 2 additional cold 
consultants

J.Cartner £4,300
Improve discharge rates

Reduce LOS
25/12/2019 02/01/2020

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.12 SFT AMU in-reach from medical specialties for bank holiday periods N.Armitage £24,100
Improve discharge rates

Reduce LOS
25/12/2019 02/01/2020

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.13 SFT Outlier Consultant post- including C6 cover J.Cartner £140,800
Improve discharge rates

Reduce LOS
01/11/2019 20/04/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.18PennineContinue BAU with developments inline with CORE 24 implementation C.Warhurs Existing budget 01/11/2019 31/03/2020
3.3.28 SFT Uplift all RN00 to next point on the scale across the Trust FYE P.Enstone £132,000 30/11/2019 29/02/2020

3.3.29 SFT

Allow RN’s with competencies to work at the AMU higher rate of pay FYE
P.Enstone £121,000

30/11/2019 29/02/2020
4.3 MCall Enhanced support discharges -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.3.1 MCall Access to enhanced management plans within the community teams T.Davision Existing budget 01/12/2019 31/03/2019 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1
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Version 0.2d 01/10/2019 20/04/2019

1 Home First -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

1.2 Mcall Digital Enhance living- telehealth monitoring of patients with chronic diseases T.Davision

£112, 387- 120 GP 
slots

£219,976- 240 GP 
slots

£318, 698- 400 GP 
slots

Admission avoidance 01/10/2019 30/04/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

1.3 Mcall Hospital at home- Virtual wards with pathways of care to prevent admissions
T.Davision No costing 01/12/2019 31/03/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2 Stay Well -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.0.1 CCG Implementation and Utilisation of the NART tool A.Khan £100 per C.Home
Reduction in LOS

Reduction in stranded numbers
Reduction in care home admissions

01/10/2019 31/11/2019
-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.0.2 Mcall Expansion of ATT to all nursing homes to support hospital admissions avoidance. T.Davision

£250,993 only 7-
10 care homes

£198,517 only 5-7 
care homes

£142,796 only 2-5 
care home

Reduction of non-elective admissions from 
Care Homes

01/10/2019 30/04/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2 SMBC Flu Strategy -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.1 SMBC Purchase replacement POCT consumables for the prompt testing of suspected influenza 
in care home outlets

S.Turner £2,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.2 SMBC Purchase POCT equipment and consumables for Mastercall and commission them to 
provide a flu testing service out of normal working hours

S.Turner £30,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.3 SMBC Commission a pharmacy to provide onsite flu vaccinations service to care homes S.Turner £5,000 Reduction in the circulating of influenza 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.4 SMBC Invite social car staff to mass immunisation programme S.Turner £500 Reduction in the circulating of influenza 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.5 SMBC Provide an incentive to individual social care staff who have the flu vaccination
S.Turner £7,000 Reduction in the circulating of influenza

Increase uptake of flu vaccinations 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.2.6 SMBC Roll out of the 'Stockport Pledge' funds required for postage, laminating and printing
S.Turner £1,000 Increase uptake of flu vaccinations

01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.3 Viaduct Schemes -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.3.1 Viaduct Provide an additional 45 GP Clinic appointments per day Monday- Friday K.Bottrell

£178,000 for 6 
months

£89,000 for 3 
months

Appointments offered
Apoointments attended

DNAs
01/10/2019 31/03/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

2.3.2 Viaduct To provide 1 WTE GP Monday- Friday 09:00-18:00 to have presence in ED/ACU K.Bottrell £130,000 Increase in early discharges 01/10/2019 31/03/2019 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3 Patient Flow -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.0.4 Mcall NWAS deflection service direct to MasterCall avoiding conveyance to hospital T.Davision £131,357

Treatment Centre CAS appointment 
Stockport

Home visit CAS appointment Stockport
%NEL recutions of CAR 3/4 ambulances to 

SFT

01/10/2019 30/04/2019

-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2 SFT Escalation Beds -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2.2 SFT Opening of 6 escalation beds on ward C6 annex for medical patients K.Hatchell £265,726 Occupancy of additional beds 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.2.3 SFT Opening of 4 additional beds on the inpatient surgical ward K.Hatchell £265,726 Occupancy of additional beds 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3 SFT Additional Staffing -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.1 SFT ANP's rostered on shift at weekend to support early discharges K.Hatchell £11,126 Increase in early discharges 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.2 SFT Additional cover for FRESH team of 2x Band 6 8:00-21:00, 7 days a week A.Gabbidon £143,400 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.3 SFT Additional Band 6 Navigator 8:00-20:00 for 7 days a week S.Plummer £88,200 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.4 SFT Additional Band 5 escalation nurse x 2 16:00-02:00 7 days a week S.Plummer £109,400 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.5 SFT Additional Band 3- Outstanding actions 10:00-22:00 7 days a week S.Plummer £45,800 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.6 SFT Extend Tracker Hours from 20:00-22:00 J.Harrop £6,400 Decrease in non-admitted breaches 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.7 SFT Additional Band 7 Urgent Care Pharmacist P.Buckley £39,400 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.8 SFT Additional Band 5  ED Pharmacy Technician P.Buckley £36,600 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.11 SFT Recruitment of a Stranded Nurse- 8a N.Armitage £24,500 Improve discharge rates
Reduce LOS

01/11/2019 20/04/2020
-1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1

3.3.14 SFT Additional Band 2 ambulance booking clerk 08:45-17:15 C.Gidley £4,400 Reduce number of aborted journeys 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.15 SFT Recruitment a Band 5 and Band 2 (fixed term contract) to support Discharge Lounge at 
weekends

C.Gidley £18,250 Increase in early discharges
01/09/2019 01/12/2019 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.16 SFT Additional Band 5 Community staff nurses J.Allen £39,900 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.17 SFT Pharmacist in the Discharge Lounge P.Buckley £27,000 Increase in early discharges 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.19 SFT ED Consultant additonal weekend cover 11:00-19:00 Sat and Sun J.Harrop £64,200 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.20 SFT ED Senior Decision Maker- 18:00-02:00 for 7 days J.Harrop £224,800 Improve 4 hour target 01/10/2019 31/03/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.21 SFT Acute Consultant 09:00-17:00 7 days a week J.Harrop £178,900 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.22 SFT Acute registrar 09:00-17:00 for 7 days- Discharge Reg on AMU J.Harrop £162,500 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.23 SFT Acute SHO 09:00-17:00 for 7 days POD extra cover support J.Harrop £89,900 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.24 SFT Acute SHO- 18:00-02:00 for 7 days Twilight ED Medical cover J.Harrop £89,900 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.25 SFT Geriatricians- 1 session per day 7 days a week J.Harrop £89,500 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.26 SFT GP- Additional primary care support 12:00-20:00 Monday to Friday J.Harrop £122,800 Improve 4 hour target 01/11/2019 31/03/2020 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1

3.3.27 SFT Provision of inpatient CT at weekends and bank holidays through Dec, Jan and Feb C.Hoosen £26,880 Improve flow 30/11/2019 29/02/2020 -1 -1 -1 -1 -1 -1 -1 -1 -1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4 Discharge -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.0.1 SMBC 1 WTE admin worker to work over 7 days C.Lloyd £8,826 Reduce LOS and DTOC 31/10/2019 31/05/2019 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.0.2 SMBC 1 WTE social worker and 1 WTE tracker over 7 days C.Lloyd £30,000 Reduce LOS and DTOC 31/10/2019 31/05/2019 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.0.3 SFT Additional support workers Band 3 for CRT L.Lainton £25,800 Increase in number of patients maintained 
at home

31/10/2019 31/05/2019
-1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.2 MCall Additional IV slots -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1 -1

4.2.1 MCall Enhancing IV team- IV fluids and IV antibiotics T.Davision £494,006
Volumes of patients being treated at home 

vs LOS per patient in hospital- cost of 
admissions avoidance

01/10/2019 30/04/2020
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1

4.2.2 MCall IV In-reach to wards to identify patients suitable for discharge T.Davision 01/10/2019 30/04/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1

4.2.3 MCall Training patients to self administer IV antibiotics T.Davision 01/10/2019 30/04/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1

4.2.4 MCall To increase GPs/HCPs to refer to IV in community T.Davision 01/10/2019 30/04/2020 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 -1 -1 -1 -1 -1

4.4 Community Capacity
4.4.1 SMBC 6 Transitional support flats utilising REACH and home care capacity V.Fraga £90,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.4.2 SMBC Staffing capacity to support providers in escalation periods or during restrictions in 
individual care home

V.Fraga £85,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.4.3 SMBC Incentives/retainers to care providers in escalation periods for instance a nominal 
payment to homes to ring-fence capacity and expedite admissions

V.Fraga £100,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.4.4 SMBC Re-focused approach for BAH and WIRE schemes to directly support defections from ED V.Fraga £160,000 Reduce DTOC, improve patient flow 01/11/2019 01/05/2020

4.5 Ageuk Back home support
4.5.1 Ageuk To have presence on site between the hours of 06:00-09:00 L.Fell £21,375 01/01/2020 30/03/2020
4.5.2 Ageuk To have presence on site Saturday and Sunday between the hours of 06:00-09:00 L.Fell £8,550 04/01/2020 30/03/2020
4.5.3 Ageuk To have presence on site Saturday and Sunday between the hours of 06:00-14:00 L.Fell £9,975 04/01/2020 04/01/2020
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Business Group Scheme 
number

Description Costing Ref. Cost 2019/20 Approved 
Y/N

Approved Cost From To No. 
Weeks

Substantive or 
Agency?

Finance Assumption Notes

Surgery 3.2.2 Opening of 6 escalation beds on ward C6 annex for medical patients C278-20 £265,726 - 01-Oct-19 31-Mar-20 26 Agency Additional 1 registered and 1 unregistered nurse per shift. 
Would reduce to £229.5k is substantively staffed.

Surgery 3.2.3 Opening of 4 additional beds on the inpatient surgical ward C278-20 £265,726 - 01-Oct-19 31-Mar-20 26 Agency Additional 1 registered and 1 unregistered nurse per shift. 
Would reduce to £229.5k is substantively staffed.

Surgery 3.3.1 ANP's rostered on shift at weekend to support early discharges C278-20 £11,126 - 01-Oct-19 31-Mar-20 26 Substantive Assume every other weekend (13 weekends)
Sub-Total Surgery £542,578 -

Medicine 3.2.4 Opening of B3 additional 16 beds C283-20 £753,700 Y £753,700 01-Dec-19 20-Apr-20 20 Agency Ward costs based on Ward B2 nursing, ward clerk, clinical 
supplies & drugs
1x 40 hrs per week consultant at £120/hr
2x 40 hrs per week JCF at £56/hr
Estates & facilities costs included in Other below.
No additional pharmacy or therapy support included.

Medicine 3.3.9 Additional Consultants on weekends- 2 additional consultants supported by junior staff C283-20 £57,800 Y £57,800 01-Dec-19 20-Apr-20 20 WLI/ Locum Additional 2 x cold consultants on shift Saturday and Sunday (3 
hours per WLI) and supported by 2 x JCF's on Sat and 2 x JCF's 
on Sunday (working 5hrs)

Medicine 3.3.10 Additional consultants on bank holiday over festive period- 2 additional cold consultants C283-20 £4,300 Y £4,300 25-Dec-19 01-Jan-20 WLI/ Locum Additional 2 x cold consultants and 2 x JCF on 3 bank holidays
Medicine 3.3.11 Recruitment of a Stranded Nurse- 8a C283-20 £24,500 - 01-Dec-19 20-Apr-20 20 Substantive
Medicine 3.3.12 AMU in-reach from medical specialties for bank holiday periods C283-20 £24,100 Y £24,100 01-Dec-19 20-Apr-20 20 WLI Cost based on having 2 hours per day (1/2 PA) consultant cover in 

AMU for both Cardiology and Respiratory specialties
Medicine 3.3.17 Pharmacist in the Discharge Lounge C283-20 £27,000 - 01-Dec-19 20-Apr-20 20 Agency Based on agency rates £41.38 per hour including commission & 

VAT
Medicine 3.3.13 Outlier Consultant post- including C6 cover C283-20 £140,800 Y £140,800 01-Dec-19 20-Apr-20 20 Agency 40 hrs per week consultant at £120/hr 

40 hrs per week JCF at £56/hr
Sub-Total Medicine £1,032,200 £980,700

Integrated Care 3.3.2 Additional cover for FRESH team of 2x Band 6 8:00-21:00, 7 days a week C282-20(a) £143,400 - 01-Oct-19 31-Mar-20 26 Agency/ 
substantive

Bank/ Substantive 8am to 4pm Monday to Friday 
Agency - 4pm to 9pm Monday to Friday, plus 8am to 9pm Saturday 
& Sunday

Integrated Care 3.3.3 Additional Band 6 Navigator 8:00-20:00 for 7 days a week C282-20(a) £88,200 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.4 Additional Band 5 escalation nurse x 2 16:00-02:00 7 days a week C282-20(a) £109,400 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.5 Additional Band 3- Outstanding actions 10:00-22:00 7 days a week C282-20(a) £45,800 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.7 Additional Band 7 Urgent Care Pharmacist C282-20(a) £39,400 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.8 Additional Band 5  ED Pharmacy Technician C282-20(a) £36,600 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.6 Extend Tracker Hours from 20:00-22:00 C282-20(a) £6,400 - 01-Oct-19 31-Mar-20 26 Substantive
Integrated Care 3.3.16 Additional Band 5 Community staff nurses C282-20(a) £39,900 - 01-Oct-19 31-Mar-20 26 Bank/ 

Substantive
Bank/ Substantive 8am to 6pm for 7 days

Integrated Care 3.3.19 ED Consultant additonal weekend cover 11:00-19:00 Sat and Sun C282-20(a) £64,200 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.20 ED Senior Decision Maker- 18:00-02:00 for 7 days C282-20(a) £224,800 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.21 Acute Consultant 09:00-17:00 7 days a week C282-20(a) £178,900 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.22 Acute registrar 09:00-17:00 for 7 days- Discharge Reg on AMU C282-20(a) £162,500 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.23 Acute SHO 09:00-17:00 for 7 days POD extra cover support C282-20(a) £89,900 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.24 Acute SHO- 18:00-02:00 for 7 days Twilight ED Medical cover C282-20(a) £89,900 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.25 Geriatricians- 1 session per day 7 days a week C282-20(a) £89,500 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 3.3.26 GP- Additional primary care support 12:00-20:00 Monday to Friday C282-20(a) £122,800 - 01-Oct-19 31-Mar-20 26 Agency
Integrated Care 4.0.3 CRT 2.0 wte Band 3 Senior Support Worker C282-20(a) £25,800 - 01-Oct-19 31-Mar-20 26 Bank/ 

Substantive
Not on master list but Lisa Lainton asked for costing?

Sub-Total Integrated Care £1,557,400 -

Other 3.3.14 Additional Band 2 ambulance booking clerk 08:45-17:15 C289-20 £4,400 - 01-Oct-19 31-Mar-20 26 Substantive 15 hours per week
Other 3.3.15 Recruitment a Band 5 and Band 2 (fixed term contract) to support Discharge Lounge at week C289-20 £18,250 - 01-Oct-19 31-Mar-20 26 Substantive Based on 1 reg plus 1 unreg each day at 7.5hrs each day
Other Estates & facilities costs of additional beds across Trust £93,300 - 01-Oct-19 31-Mar-20 26 n/a Domestics, portering, laundry, meals, utilities etc
Other 3.3.27 WC&D additional CT van hire and reporting at weekends and bank holidays £26,880 - 01-Dec-19 29-Feb-20 13 n/a 6 CT van hire days at £2,700, plus same day turnaround reporting 

at £89 for 4 patients per day x 30 days 

Sub-Total Other £142,830 -

TOTAL £3,275,008 £980,700

Budget available £1,594,000 £1,594,000
Shortfall £1,681,008 -£613,300

Value updated or added based on validation and consistency check by finance
Value not costed by finance, awaiting information on basis for calculation

Value on original version £3,131,664
Movement £143,344
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Project Risk Register- The risk of being unable to implement the scheme

Risk Identifier Risk Category Date raised Risk owner Risk description (cause, risk event 
and impact)

Li
ke

lih
oo

d 
 

B
A

SE
LI

N
E

C
on

se
qu

e
nc

e 
- 

B
A

SE
LI

N
E

Risk Score - 
BASELINE 

1.1.1

Service/ business 
interruption 

Environmental 
impact 

6th August S.Williamson Could have an impact on stranded and 
patient flow if not implemented

2 2 4

3.1.1

Human resources/ 
organisational 
development/ 

staffing/ 
competence 

6th August M.Malkin Limited resource to support the scheme 3 3 9

4.1.2

Human resources/ 
organisational 
development/ 

staffing/ 
competence 

6th August S.Williamson
Change in culture and the guarantee that 

within the winter period the beds are 
used for the right purpose

3 3 9

4.1.4

Service/ business 
interruption 

Environmental 
impact 

6th August S.Williamson
Contract in place with Marberry, 

dependant on what the can provide
Capacity within Edinburgh close

3 3 9

4.2.1

Service/ business 
interruption 

Environmental 
impact 

7th august C. Lloyd Requires multiple stakeholders to 
support new initiative 3 3 9

4.2.2

Service/ business 
interruption 

Environmental 
impact 

7th august C. Lloyd Service not being utilised 3 3 9

4.2.3

Human resources/ 
organisational 
development/ 

staffing/ 
competence 

7th august C. Lloyd Relevant medics need to attend 3 3 9

4.5

Impact on the 
safety of patients, 

staff or public 
(physical/ 

psychological 
harm) 

13-Aug-19 V.Fraga

Capacity streteched at times of 
escalation

Excessive MOAT/DTOC levels
Unnessary permanent admissions into 

care homes

3 3 9

4.6

Impact on the 
safety of patients, 

staff or public 
(physical/ 

psychological 
harm) 

13-Aug-19 S.Turner

Increase in number of flu outbreaks in 
care homes

Increase in hospital admissions to 
hopsital from social care sector

Increase in time taken to diagose flu 
outbreaks

3 3 9

3.4 Quality/ complaints/ 
audit 14-Aug-19 S.Plummer

Increase  waits to be seen in ED
Increase wait for treatmetns/procedures

Patients may experience a delay in 
discharge impacting further flow

Safety of patients

3 3 9

3.4.1 Quality/ complaints/ 
audit 14-Aug-19 K.Hatchell

Cancelation of elective surgical activity
Impact of 4hr target

Impact on 62 day cancer standard
3 3 9

3.4.2

Human resources/ 
organisational 
development/ 

staffing/ 
competence 

14-Aug-19 A.Gabbidon Risk of being unable to recruit 
particularly 3 3 9

3.4.7 Quality/ complaints/ 
audit 14-Aug-19 P.Buckley Delays in receiving critical and regular 

medicine 3 3 9

3.4.6 Quality/ complaints/ 
audit 14-Aug-19 J.Harrop Risk of avoidable breach of the 4hr 

target during handover periods 3 3 9

3.4.9-13 Quality/ complaints/ 
audit 14-Aug-19 N.Armitage Insufficient Bed capacity for demand on 

ED 3 3 9

3.4.15

Human resources/ 
organisational 
development/ 

staffing/ 
competence 

14-Aug-19 C.Gidley Risk of being unable to recruit 
particularly 3 3 9

3.4.16 Quality/ complaints/ 
audit 14-Aug-19 J.Allen

May lead to lack of service capacity to 
meet demand and impact on urgent 

discharges
3 3 9

1.2 Quality/ complaints/ 
audit 22-Aug-19 T.Davision

Increase in Acute Visits or Urgent Home 
Visits OOH (or ED attendance if no 

capacity in the former). 3 3 9

2.3

Impact on the 
safety of patients, 

staff or public 
(physical/ 

psychological 
harm) 

22-Aug-19 T.Davision

Admissions from Care Homes this winter 
(specifically with a forewarning of 

severe Flu this Winter) could prove to 
overload to the Acute leading to high 

admissions, long LOS and DTOC 
issues.

3 3 9

4.2.2

Impact on the 
safety of patients, 

staff or public 
(physical/ 

psychological 
harm) 

22-Aug-19 T.Davision

Delayed discharges from hospital by 
patients having to remain in hospital 
when otherwise conditions could be 

managed at home. 3 3 9

Risk Categories

Impact on the safety of patients, staff or public (physical/ psychological harm) 

2 3 4 5 Quality/ complaints/ audit 

Unlikely Possible Likely Almost 
Certain

Human resources/ organisational development/ staffing/ competence 

5 Catastrophic 10 15 20 25 Statutory duty/ inspections 
4 Major 8 12 16 20 Adverse publicity/ reputation 
3 Moderate 6 9 12 15 Business objectives/ projects 
2 Minor 4 6 8 10 Finance including claims 
1 Negligible 2 3 4 5 Service/ business interruption Environmental impact 

Green Low
Yellow Moderate
Amber High

Red Extreme

Active 1 Y
Closed 2 N

3
4
5

C. Lloyd

Raised By

S.Williamson

S.Williamson

S.Williamson

S.Williamson

C. Lloyd

P.Buckley

T.Davision

Consequence 
score

Likelihood score

C. Lloyd

V.Fraga

S.Turner

S.Pluumer

K.Hatchell

A.Gabbidon

N.Armitage

J.Harrop

C.Gidley

J.Allen

T.Davision

T.Davision

137 of 372



Stockport NHS FT
WINTER MEDICAL BEDS

Week Beginning

Ward Action
System 

Beds 
Impact

Medical 
Beds 

Impact

Total 
Medical 

Beds 
Impact

Effective Date

01
-O

ct

08
-O

ct

15
-O

ct

22
-O

ct

29
-O

ct

05
-N

ov

12
-N

ov

19
-N

ov

26
-N

ov

03
-D

ec

10
-D

ec

17
-D

ec

24
-D

ec

31
-D

ec

07
-J

an

14
-J

an

21
-J

an

28
-J

an

C6 Open 6 additional beds for winter only + 6 + 6 + 6 01-Oct-19
B3 Open additonal 16 beds for winter only + 16 + 16 + 22 01-Dec-19
SAU Open additional 3 beds on SAU + 3 + 3 01-Oct-19
C3 Open 4 additional beds on inpatient days + 4 + 4 + 29 01-Oct-19

+ 29

TOTAL ADDITIONAL WINTER BEDS + 29 - - - - - - - - - - - - - - - - - -

The linked image cannot be displayed.  The file may ha                 
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Lessons Learned 

ID What worked well ? Why? Who did you share this with? ID What were your challenges? what actions did you take? How could you improve for next time?
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No. Decision Description Decision agreed by - name, designation and organisation Date
1
2
3
4
5
6
7
8
9
10
11

Project Decision Log

140 of 372



 
 

-  1 of 9 - 

 

 

Report to: Trust Board Date: 26 September 2019  

Subject: Equality Diversity & Inclusion Update Report   

Report of: Deputy Director of Workforce 
Prepared 
by: 

EDI Manager 

 

REPORT FOR INFORMATION  

Corporate 
objective  

ref: 

Quality 

Collaboration 

Efficiency 

 

Summary of Report 

The purpose of this report is to provide the Trust Board with 
an update on the progress of  Equality, Diversity & Inclusion 
work in the Trust  

The Trust Board is requested to note the contents of this 
report: 

 
There is a positive impact on all Protected characteristics as 
a result of this work being delivered. 
 

 

 

 

 

 

 

 

 

 

 

The EIA shows positive impacts on all Equality groups as a 
result of undertaking this  work  

Board 
Assurance 
Framework 
ref: 

SO6 

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 Assurance 
Committee 

 FSI Committee 

 People and Performance 
Committee (Formally WOD) 

  BaSF Committee 
  Charitable Funds Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
  Other 
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- THIS PAGE IS INTENTIONALLY BLANK - 
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1. Introduction 

 

The purpose of this report is to provide the People Performance Committee with an update on 
progress of the Equality, Diversity & Inclusion work.  

 
       A brief update of each work stream is presented below 

 
2. Background 

Equality, Diversity and Inclusion initiatives are regularly monitored at the EDI steering Group and 

People and Performance Committee. The Equality, Diversity and Inclusion Annual report was 

presented to PPC in March 2019.  This latest report details progress over the last six months.  It 

should be noted that the new EDI Lead took up post at the beginning of August 2019. 

 

 
3. Governance  

 
The Equality, Diversity & Inclusion Steering Group has been established and has been meeting 

since January 2018. This group reports into the People Performance Committee and provides 

strategic direction for promoting and maintaining EDI across the Trust in both workforce and 

service delivery. This includes meeting legislative, contractual and policy requirements, as well as 

adopting and embedding good practice across all the Trust’s functions.  

 
Figure 1 – ED&I Governance Arrangements 
 
 

 
 
 
 
 

 

People Performance 
Committee 

Equality, Diversity & 
Inclusion Steering Group 

Staff Networks 

LGBT 

BME 

Disability 

AGE 

Carers 

ED&I Co-ordinators 
Group 

WRES/WDES steering 
group  

Equality Advocates 
Group 
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4. Workforce Race Equality Standard (WRES) & Workforce Disability Equality Standard 
(WDES) 
 
A Workforce Race Equality Standard (WRES) steering group was established to oversee 

compliance with the WRES this meets bi monthly.  In light of the introduction of the Workforce 

Disability Equality Standard (WDES) which came into force on 1 April 2019 it is recommended 

that the WRES and WDES run as a combined steering group and continue to meet bi-monthly.  

The WRES/WDES steering group have had virtual oversight of the new 2018/19 data and have 

agreed an action plan to help make improvements in the Trust.  The WRES/WDES data and 

action plan will also presented to PPC and the Trust Board this month for approval prior to 

external publication at the end of September 2019. 

 
5. Equality Delivery System 2 (EDS) 

 
A number of workshops have been delivered by NHS England discussing the amendments to 

EDS2 forming what will be EDS3, which is a much simpler and streamlined version.  Many 

recommendations and suggestions were shared by EDI practitioners/Leads.  A pilot EDS3 was 

devised from the workshop discussions.  No formal EDS3 guidance will be sent out until the pilots 

have been completed as the goals or outcomes could still alter once the pilots have been 

completed.   

For purposes of continuity, we will continue with EDS 2 until we have been notified otherwise, 

The EDI Lead will continue to attend EDS3 workshops for updates. Once guidance has been 

received the EDI Lead will communicate the changes and enhancements made and explain the 

new goals. 

 
6. Staff Networks 

 
The LBGT and BAME staff networks have been up and running since June 2018, the Disability 

network meeting was launched in January 2019. All three networks have produced action plans 

of work going forward, the WRES/WDES action plan will be signed off at the September 2019 

EDI Steering group meeting and approved by PPC as described above.   

Staff networks still maintain minimal attendance by regular attendees.  It has been identified that 

although senior leadership commitment to the agenda is significant, resistance from managers in 

releasing staff still arises.  This is largely due to the lack of clear articulation of the expectations of 

both the staff networks and the Trust in relation to work plans, activities and support including 

roles and responsibilities.  

To address this the EDI Lead is to produce staff network guidance which will promote wider 

understanding about the purpose of networks and time commitments expected from members.  

Engagement with staff, managers and the trade unions will be undertaken to develop this 

guidance. This guidance will be approved via the EDI Steering Group and Workforce Efficiency 

Group before introduction and once approved widely communicated. 
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An executive sponsor has been identified for the BAME Network; we are in the process of 

appointing board members for the remaining two networks. 

The staff networks are taking forward many of the actions identified in the WDES/WRES action 

plans.  

A budget of £500 has been identified collectively for the staff networks to support awareness 

raising events, publicity, training, festival’s e.g. Ramadan (Iftar event).  The staff networks will 

also apply for funding via charitable funds and the staff lottery where appropriate e.g. to help 

provide a new multi-faith centre. 

Staff Networks for Age and Carers will be established in the next few months.                                                                                                        

 
6. Widening Participation 

 

The Supported Internship is a three way partnership between Stockport NHS, Pure Innovations 

Ltd and Cheadle & Marple College Network. The provision is aimed at young people aged 16-24 

who have a statement of special educational needs, a learning difficulty assessment or an 

education health care plan and they want to move into paid employment and need extra support 

to do so. The year long course features classroom based learning onsite at Stepping Hill Hospital 

alongside individually tailored work placements within either the hospital or other local employers. 

The aim is that students will gain essential work skills, a work based qualification and paid 

employment by the end of the course either internally or with external employers. The Internship 

is in its third full year) and successes include paid outcomes within the hospital restaurant, 

maternity shop, Stockport pharmaceuticals and external employers such as Gusto Restaurant. 

This year a cohort of 10 interns are currently onsite doing placements across areas such as 

Portering, Medico-Legal, Finance, Wards, Estates and Health Records. 

 

7. Accessible Information Standard(AIS) 
 
From 1st August 2016 onwards, all organisations that provide NHS care and / or publicly-funded 

adult social care are legally required to follow the Accessible Information Standard. The Standard 

sets out a specific, consistent approach to identifying, recording, flagging, sharing and meeting 

the information and communication support needs of patients, service users, carers and parents 

with a disability, impairment or sensory loss. As a Trust we are currently non-compliant, the CQC 

have also noted this.   

The EDI Lead devised a pilot with the EPR Team from good practice shared by other Trusts.  

The pilot for AIS took place in September 2018 on a process that Pennine Acute have 

implemented. The pilot was conducted in Outpatients A from Weds 5th Sept to Tues 11th Sept 

inclusive. Clinic areas included ENT, Fracture Clinic, T&O, Surgical, and Gastro.  1373 patients 

attended appointments during the pilot.  Only 3 patients completed an Accessible Information 

Standard form, 0.22% of patients.  OPA have continued with the pilot and still maintain a very 

small minority completing the AIS form.  

AIS is a Trust wide project which needs to be integrated also with primary care to ensure the 

correct information is passed through to enable the Trust to be able to provide timely and 

accessible information for our patients.  The project is being led by patient experience with 
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members from EDI, Information Governance, the PAS team, patient representation, business 

managers, booking team, transformation team and community organisations such as Walthew 

House.  It was identified that a PMO is required to help map the process and manage the 

process using the QI methodology. 

 
8. Mainstreaming EDI  

 
8.1 Capital Bid Application  
 
The Trust has been awarded £30.6m to build an ambitious emergency care campus at Stepping 

Hill Hospital. The new development is earmarked to be built on a temporary car park opposite the 

current emergency department. It will be subject to public consultation and will require planning 

permission from the local authority, but it is anticipated that it will take two to three years to build 

the campus.  The EDI Lead will work with the project team to ensure engagement with key 

stakeholders is carried out.  

This would be an opportune time to include a purpose built multi-faith/spiritual centre within the 

new development. 

 
8.2 EDI Co-ordinators and Advocates 
 
E&D co-ordinators & Advocates have been established, the EDI Lead will liaise with the Head of 

Learning & Development to see how the roles can be incorporated with the cultural ambassadors 

role.  

 
8.3 Staff Network Guidance Packs 
 
The development of the Staff Network guidance and new starter induction packs will embed EDI 

as an organisational commitment and further raise awareness of the agenda with colleagues 

working at the Trust. A roadshow event will be arranged to launch the packs.   

The Cultural Engagement Group have devised an Equality logo as part of their publicity, this 

Equality and Diversity logo will be replicated to support Trust continuity.     

 
8.4 Equality Impact Assessment  
 
There has been an increase in the number of request for support in completing the Equality 

Impact Assessments.  Clarification around the purpose of why EIA’s are completed and the 

information required when completing EIA’s continues to be shared by the EDI Lead. 

 
9. Communications and Branding  

 
The Diversity newsletters are being produced and distributed widely on a quarterly basis.  The 

EDI twitter account is live and activities are continuously promoted via Twitter and the Intranet 

News.  This includes the recent nomination for the HPMA Award for ‘Most effective use of 

diversity’.   
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To further reinforce the branding and consistency an email address has been set up for equality 

queries and suggestions equality@stockport.nhs.uk. 

The EDI Lead attends Corporate Induction to deliver the Vision and Values sessions within the 
context of Equality and Diversity being at the heart of services.   
 
 

10.  Awards & Recognition 
  

11.1 Stockport NHS wins Silver Award for services to Armed Forces 

Stockport NHS Trust has received a Silver Award under the Employer Recognition Scheme 

(ERS) for its work supporting the Armed Forces.  

The Employer Recognition Scheme was launched to reward employers who support Defence 

People objectives and encourage others to do the same. This includes employing serving and 

former members of the Armed Forces community, and demonstrating flexibility towards training 

and mobilisation commitments for Reservists and Cadet Force Adult Volunteers.  

The Trust already held the Bronze Award for its commitment to the Armed Forces Covenant and 

will receive the Silver Award on 23rd October 2019. 

The Veterans Staff Network has also been established but due to low attendance the Network 

will run jointly with the Armed Forces Network which is currently open to patients. 

 
11.2 HPMA Award  

 

The Trust was shortlisted for the HPMA Awards: Mills & Reeve award for most effective use of 

diversity.  The HPMA award is a national award and to reach the finals of these prestigious 

awards is a massive achievement.  Adrian, Safina and Richard travelled to London to be 

interviewed by a panel and were successful in being shortlisted to the final 3.  The Trust were 

proud to receive their finalist award for “Most effective use of diversity”. 

11. Training and Development  
 

A series of EDI training and development programmes have been developed and delivered to the 

Board and Executive Group. These are facilitated by external consultants (e.g. Transgender 

Awareness training) as well as internal staff and include topics such as Unconscious Bias, 

Equality & Diversity and understanding inequalities. EDI training is incorporated in training 

provided by the Learning and Development Team e.g. recruitment & selection, corporate 

induction, care certificate etc. Mandatory training includes an eLearning module.  

The EDI Lead will be working with the Director of Medical Education to ensure that all medical 

staff are trained systematically on Equality, Diversity and Inclusion and the impact on health 

inequalities.   To further support staff and patients with a Disability the EDI Lead will identify the 

best delivery method for Disability Awareness Training,  
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12. Stakeholders 
 
 

Engagement with local stakeholders is in progress.  Links have been forged with the Disability 

Stockport Forum, Walthew House, Disabled Veterans Scheme and Cheadle Mosque.  

Stakeholder consultation and involvement is important for the long-term effectiveness of the 

organisation, it will support a more informed, reflective organisation, responsive to the needs of 

the community and in tune with prevailing perceptions.  Stakeholders are key in providing 

specialist knowledge and training. 

 

13. Risk & Assurance 
 
 

This report highlights the wide range of activities and strategies to demonstrate our commitment 

to EDI and to ensure our staff, patients and visitors are treated fairly and with respect. Failure to 

comply with our statutory and contractual requirements will put the Trust at risk of not complying 

with our public sector equality duty under the Equality Act 2010 and non-compliance with the 

NHS standard contract.  

Assurance offered is that from the current governance structure there is a clear and appropriate 

route for escalation on any issues identified. 

 
14. Recommendations 
 

The Trust Board is requested to note the contents of this report: 
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Report to: Trust Board Date: 26 September 2019  

Subject: 
Workforce Race Equality Standard (WRES)Action Plan  
Workforce Disability Equality Standard (WDES)Action Plan 

Report of: 
Equality, Diversity and Inclusion 
Manager 

Prepared by: Equality, Diversity and Inclusion Manager 

 

 

REPORT FOR APPROVAL 
 

 

Corporate 
objective  
ref: 

Quality 
Collaboration 
Efficiency 
 

 

The purpose of this report is to  

 present the Workforce Race Equality Standard (WRES) and Workforce 
Disability Equality Standard (WDES) action plans for 2019 in response 
to the WRES and WDES data, for Trust Board approval. This will 
enable publication of the WRES and WDES action plan as per 
legislative requirement. 

 
The actions detailed in this report are high level actions with a view to more 
focused tasks and timelines being agreed at the WRES and WDES steering 
group. There are also aspirational targets provided of what we would like to 
achieve as a measure of success. 
 
The Board is asked to: 
 

 approve the contents of this report to allow the action plan to be 
published as per legislative requirement. 
 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

Appendix 1 WRES Action Plan 2019/2020 

Appendix 2 WDES Action Plan 2019/ 2020 
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This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance 

Committee 

 FSI Committee 

 

 Trust Board (Formally WOD) 

  BaSF Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  People and Performance Committee 
 EDI Steering Group  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

152 of 372



- 3 - 

1. INTRODUCTION 

 

1.1 

 

 

The purpose of this report is to:  

 present the Workforce Race Equality Standard (WRES) and Workforce Disability Equality Standard 
(WDES) action plans for 2019 in response to the WRES and WDES data, for the Trust Board 
approval.  This will enable publication of the WRES and WDES action plan as per legislative 
requirement 

 

2. BACKGROUND 

 

2.1 In July 2015, the NHS Equality and Diversity Council confirmed the introduction of a Workforce Race Equality 

Standard (WRES) & The Workforce Disability Equality Standard (WDES) came into force on 1 April 2019. The 

WRES and WDES provide Workforce Indicators and associated metrics, against which NHS organisations must 

collect and analyse data. This analysis must then inform appropriate action and intervention to address any 

differences between the relative treatment and experience of White and Black and Minority Ethnic (BME) 

staff and Disabled staff and non-Disabled staff. 

 

3. POSITION SUMMARY  

 

 
 
 
 
 
 
 
 
 
 
 
 

 Appendix 1 shows the Trust position against the 9 WRES indicators, which highlights areas for action.  

 Appendix 2 is the action plan developed to help improve the WRES data for the Trust and improve the 

experiences for BME staff. The actions are high level actions with a view to more focused tasks and 

timelines being agreed at the first WRES and WDES steering group in October 2019. 

 Appendix 3 shows the Trust position against the 9 WDES indicators, which in summary highlights 

areas for action.  

 Appendix 4 is the action plan developed to help improve the WDES data for the trust and improve the 

experiences for Disabled staff. The actions are high level actions with a view to more focused tasks 

and timelines being agreed at the first WRES and WDES steering group in October 2019. 

4. WRES AND WDES STEERING GROUP  

 

The EDI Lead and the Trust Chairman, in his role as Board EDI champion, recently met to discuss the WRES 

steering group in light of the launch WDES.   It was agreed that as several of the Metrics for both standards 

addressed the same indicators e.g. recruitment, bullying and harassment, career progression, promotion and 

staff engagement that it would be practical to have one steering group covering both standards.   

 

5. RISK AND ASSURANCE 

 

5.1 This report provides action to help improve the WRES and WDES scores and reduce differences in experience 

for BAME and Disabled staff.  The monitoring and delivering of the actions will be overseen by the WRES and 

WDES steering group.  

 

6. RECOMMENDATIONS 

 

6.1 The Trust Board  is requested to approve the contents of the action plan to enable publication of the WRES 

and WDES action plan as per legislative requirement.  Progress will be monitored at the EDI steering group 

and reported to the Workforce Efficiency Group and the Peoples Performance Committee via the Key Issue 

report. 
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Organisation: Stockport NHS Foundation Trust 

Lead Officer: Annela Hussain 

Position: EDI Lead 

Tel: 01614194784 

Email: Annela.hussain@stockport.nhs.uk 

Address:  

Version Date 

App1 August 19 

  

  

Status Key 
1 Not complete / no progress reported/ timescales not met by more than 6 months/ no evidence provided 

2 Actions partly or mostly achieved / timescales not met by 3- 6 months / some evidence outstanding 

3 All actions complete but awaiting evidence / timescales within 3 months 

4 All actions completed and good supporting evidence provided 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

Indicator 1: Percentage of staff in each of the AfC Bands 1-9 and VSM (including executive Board members) compared with the percentage of staff in the overall 

workforce. 

Trust Position 2018/19 - Percentage of BAME staff is currently 14.64% % this is an increase of 0.68% on the 2017/18 Trust position of 13.96% 

1.1 1

.

1 

Indicator 1 Re-launch and promote the reverse 

mentoring scheme – guidelines and 

biography’s to be provided. 

EDI Lead December 2019 Board members to be identified and 

provide a Bio. EDI Lead to promote to 

staff Networks.  

Gill Clarke 

 

1.2 1

.

2 

Indicator 1 Further break down the WRES workforce 

data to highlight representation of BAME 

staff at each band, to identify barriers to 

progression 

Workforce 

Analyst 

October 2019 BAME Staff Network  

1.3 1

.

3 

Indicator 1 Develop WRES workforce data at a Business 

Group Level and share with Business Group 

Directors in order for them to take local 

actions 

Workforce 

Analyst  

October 2019 BGD  

1.4 1

.

4 

Indicator 1 Continue to explore and promote  internal 

and external Leadership Programmes for 

BAME staff at Band 4-6 

EDI Lead Continuous 2019 Stepping up Programme has been 

promoted to Business Managers and 

BAME Network.  

NHS Leadership Academy/Gill Clarke 

 

Action Plan – WRES Action Plan                                                           Appendix 1 WRES data 2018/2019 
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1.5  Indicator 1 Ensure the Trust Talent  Management 

strategy incorporates diversity and Inclusion  

Head of OD and 

Learning. 

TBC EDI Lead 

Gill Clarke 
 

1.6  Indicator 1 Encourage participation of BAME staff in 

leadership development programmes with a 

view to preparing BAME staff for roles in 

Bands 8-9  

Head of OD and 

Learning 

TBC EDI Lead 

BAME Staff Network 
 

1.7  Indicator 1 Ensure the Trust recruitment and retention 
strategy highlights the WRES data and issues 
of promotion for BAME staff.   
 

HRBM Continuous   EDI Lead 

Assistant Chief Nurse Recruitment and 

Retention 

 

1.8  Indicator 1 Encourage applications from BAME 

communities to all roles including new roles 

such as Physician Associates.  

Recruitment 

Manager  

Continuous  Mentoring circles DWP workshop  

17.10.2019 

EDI Lead 

BAME Staff Network 

Local Stakeholders   

 

1.9  Indicator 1 Recruitment workshop for career 

progression to be held to support with 

application and interview process. 

Recruitment 

Manager 

September 2019 To be delivered on a rolling programme. 

Joint event with WDES/ WRES. 

EDI Lead 

BAME Staff Network 

 

Target: Increase the numbers of staff from BAME backgrounds at all bands by 5% including bands 8-9/ VSM to reflect the overall workforce by 2021 
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Indicator 2: Relative likelihood of staff being appointed from shortlisting across all posts. 

Trust Position 2018/19 - 1.04 
Relative likelihood of White and BAME staff being appointed from shortlisting is the same 
  2017/18 – 0.98    

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

2.1 Indicator 2 Continue to use diversity statement on Trust 

website to promote the Trust  as an inclusive 

employer  

Recruitment 

Manager  

Continuous   

2.2 Indicator 2 Ensure the EDI and Unconscious bias 

element of recruitment and selection 

training is up to date  

Gill Clarke Continuous To add short exercise/slide /video. 

Develop guide for less experienced 

interviewers. 

EDI Lead/Recruitment Lead 

 

2.3 Indicator 2 Improve the mediums of attraction to reach 

a more diverse audience for roles Band 8a 

and above 

HR Recruitment  April 

2020 

Mapping Exercise to identify local 

stakeholders. 

EDI Lead 

 

2.4 Indicator 2 Introduce diverse interview panels for all 

jobs at band 8 Band 8a and above.  

Recruitment  

Manager  

April 2020 To recruit and train colleagues as part of 

a diverse bank panel members.   

EDI Lead 

 

Target: Maintain the likelihood being the same for BAME and white staff being appointed from shortlisting across all posts.  
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Indicator 3: Relative likelihood of staff entering the formal disciplinary process, as measured by entry into a formal disciplinary investigation. 

 

Trust Position 2018/19: 1.06% 
 
Relative likelihood of BAME staff entering the formal disciplinary process, is higher than white staff, though this likelihood has reduced over the past year.  (A figure of 1 
and above indicates BAME staff are more likely than white staff enter the formal disability process ) 
 
2017/18 – 1.26% 

 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

3.1 Indicator 3 Ensure that there is a consistent approach to 

identifying which cases enter into a formal 

process and challenge where appropriate. 

Senior HR 

Advisor  

October 2019 EDI Lead  

Target: the likelihood of staff entering the formal disciplinary process, as measured by entry into a formal disciplinary investigation to be the same for BAME and white 

staff  
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Indicator 4: Relative likelihood of white and BAME staff accessing non-mandatory training and CPD is the same    

Trust Position 2018/19:   The Relative likelihood of  white and BAME  staff accessing non-mandatory training and CPD is 0.93. (A figure below would indicate that white 

staff members are less likely to access non mandatory training and CPD).    

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting 

evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

4.1 Indicator 4 Ensure EDI monitoring across all key 

programmes  

Head of OD and 

Learning 

Continuous EDI Lead  

4.2 Indicator 4 Continue to monitor internal leadership 

courses to ensure diverse number of staff 

attending  

Head of OD and 

Learning 

Continuous EDI Lead  

4.3 Indicator 4 Explore opportunities with the NHS 

Leadership Academy of having bespoke 

leadership programmes for BAME staff at 

Bands 5-7 to help with career progression  

EDI Lead November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

 

Target:  Likelihood of white and BAME staff accessing non-mandatory training and CPD is the same. 
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Indicator 5: KF 25. Percentage of staff experiencing harassment, bullying or abuse from patients, relatives or the public in last 12 months  

 

Trust Position 2018/19      White: 21.40%   / BAME: 21.43% 
BAME and white are equally as likely to staff experience harassment, bullying or abuse from patients, relatives or the public in the last 12 months compared to white 
staff.  Overall there is a reduction in the percentage.  

2017/18   White: 23.6%   / BAME: 23.4% 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

5.1 Indicator 5 Results for specific staff survey Key Findings 

broken down by Business Group /service 

areas to underpin local actions. 

 

Head of OD and 

Learning 

Continuous This links to current plans of Business 

Group Action plans developed following 

staff survey results 

 

5.2 Indicator 5 Work with partners including GMP to look at 

hate crime in the area  

EDI Lead November 2019   

5.3 Indicator 5 Launch zero tolerance bullying campaign 

  

EDI Lead  November 2019 Staff networks to develop campaign 

Union/BAME Staff Network 
 

5.4 Indicator 5 Ensure that staff are being supported by 

managers if they are perceived to be being 

harassed, bullied or abused by patients/ 

service users, their relatives or other 

member of the public. 

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

EDI Lead/Union 

 

5.5 Indicator 5 Promote or increase awareness that NHS 

Stockport Trust is a zero tolerance 

organisation through the NHS website, 

patient waiting rooms, reception and within 

the hospital wards.   

 

EDI Lead November 2019 BAME Staff Network  
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5.6 

 

Indicator 5 Ensure that employees are aware of the 

communication line that needs to be taken 

to report any bullying or abuse to secure 

their safety.  

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

 

 

5.7 Indicator 5 Refresh manager’s knowledge of the 

wellbeing or bullying policy that the Trust 

have created and ensure that managers 

abided by the policies and procedure in 

placed.  

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

 

Target: A year on year reduction from previous year for all staff, experiencing harassment, bullying or abuse from patients, relatives or the public in last 12 months. 
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Indicators 6 
KF 26. Percentage of staff experiencing harassment, bullying or abuse from staff in last 12 months 

 

Trust Position 2018/2019 White: 22.66%  BAME: 25.71% 

 BAME staff are more likely to experience harassment, bullying or abuse from staff compared to white staff, there has been a reduction in the percentage of 
BAME staff experiencing harassment, bullying or abuse over the last year but an increase in percentage for white staff. 

 

Trust position 2017/2018 White: 21.6%  /  BAME: 27.2 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting 

evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

6.1  Indicators 6 Ensure the Trust  Values and behaviours are 

promoted across the Trust   

 

EDI Lead Ongoing  HR/OD & LD  

6.2  Indicators 6 Results for specific Key Findings broken 

down by Business Group /service areas and 

shared across all areas to underpin local 

actions. 

Head  

of OD and 

Learning 

Ongoing  Via Business Group  Staff Survey 

Action plans  

 

6.3  Indicators 6 Launch zero tolerance to bullying campaign  EDI Lead November 2019 Promoting Harassment and Bullying 

policy in campaign Joint event with 

WDES/ WRES. 

Union 

 

Target: A year on year reduction of staff experiencing harassment, bullying or abuse from staff.   
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Indicator 7: KF 21. Percentage believing that trust provides equal opportunities for career progression or promotion   

Trust Position 2017/19      White: 84.7%  /  BAME: 77.78% 

Less BAME staff believe the Trust provides equal opportunities for career progression or promotion compared to white staff. 

Trust Position: White: 84.7%  /  BAME: 73.9% 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

7.1 Indicator 7 Engagement with BAME staff to identify 

key issues in barriers to career progression 

thorough workshop with the BAME staff 

Network. 

EDI Lead December 2020   

7.2 Indicator 7 Acting up and secondment opportunities 

are promoted to BAME staff through 

positive action  

Recruitment 

Manager 

December 2020   

7.3 Indicator 7 Career Progression workshops for BAME 

staff 

EDI Lead January 2020   

7.4 Indicator 7 Encourage participation of BAME staff in 

leadership development programmes with 

a view to preparing BAME staff for roles in 

Bands 8-9 

Head of OD and 

Learning 

TBC EDI Lead/BAME Staff Network  

7.5 Indicator 7 Re-launch and promote  the reverse  

mentoring scheme  

EDI Lead December 2019  Board members to be identified and 

provide a Bio. EDI Lead to promote to 

staff Networks. 

Gill Clarke 

 

Target:  A year on year increase of BAME staff who believe that the Trust provides equal; opportunities for career progression or promotion, where BAME percentage is 

equal to the white percentage. 
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Indicator 8: Q17. In the last 12 months have you personally experienced discrimination at work from any of the following?  

b) Manager/team leader or other colleagues. 

Trust Position 2018/2019   White: 4.33% /  BAME: 8.70% 
BAME Staff are  3 x more likely to experience discrimination at work compared to White staff  

2017/2018 – White:5.6%  /  BAME: 15.5% 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

8.1 Indicator 8 Results for specific Key Findings broken 

down by Business Group /service areas and 

shared across all areas to underpin local 

actions. 

Business Groups  Via Business Group Staff Survey Action 

plans  

 

8.2 Indicator 8 Ensure that where allegations of 

discrimination are identified the terms of 

reference of the investigation are clear and 

that, regardless of the outcome, lessons are 

learnt and fed back into the organisation 

where appropriate 

HRBM’s On-going HR Team  

8.3 Indicator 8 Zero tolerance to bullying campaign  EDI lead  November 

2019 

Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

Unions 

 

8.4 Indicator 8 Staff training on how to report/manage 

bullying and harassment  

 

EDI Lead November 

2019 
Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 
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Target: A year on year reduction in BAME staff experiencing discrimination at work from their manager, team leader or colleagues.   BAME percentage to be equal to 

the white percentage. 
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Indicator 9 : Percentage difference between the organisations’ Board voting membership and its overall  

Trust Position 2018/2019 BAME population (8%) 

 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting 

evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

9.1 Indicators 9 Continue to monitor the diversity of the 

Board  

Director of 

WandOD 

Ongoing    

9.2 Indicators 9 Continue to ensure that any Board 

recruitment draws a diverse set of 

candidates  

Director of 

WandOD 

Ongoing    

Target: Voting membership to represent the current BAME diversity of the workforce which is 14.64%. 

 

Action Plan Sign Off 

 

Name: … …………………………  Date: ……………………………. 
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Organisation: Stockport NHS Foundation Trust 

Lead Officer: Annela Hussain 

Position: EDI Lead 

Tel: 01614194784 

Email: Annela.hussain@stockport.nhs.uk 

Address:  

Status Key 
1 Not complete / no progress reported/ timescales not met by more than 6 months/ no evidence provided 

2 Actions partly or mostly achieved / timescales not met by 3- 6 months / some evidence outstanding 

3 All actions complete but awaiting evidence / timescales within 3 months 

4 All actions completed and good supporting evidence provided 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

Indicator 1: Metric 1 – Percentage of staff in AfC pay bands or medical and dental subgroups and very senior managers (including Executive Board members) compared 

with the percentage of staff in the overall workforce. 

Trust Position 2018/19 - Percentage of non-clinical Disabled staff in every pay band is  lower  than the Trust Disabled staff average apart from entry level bands 1 - 3  

and bands 8a and 8b.  Disabled VSM staff - 0 

 Percentage of clinical staff Disabled staff in every band is lower than the Trust Disabled staff average apart from band 4. 

1.1 Indicator 1 Increase and encourage the number of staff 

self-reporting their disability and recording it 

on the ESR system to reduce the numbers of 

staff who have not declared. 

EDI Lead Continuous    

1.2 Indicator 1 Communicate the case for self-reporting e.g. 

intranet, weekly newsletter, Twitter.  

EDI Lead Continuous   

1.3 Indicator 1 Increase the visibility of our Disabled staff 

within the organisation by providing 

organisational support to the Disabled staff 

network.  Promote staff declaration through 

the all staff networks (not just the disability 

staff network) 

EDI Lead February 2020 EDI Steering Group  

Action Plan – WDES Action Plan                                                            Appendix 3 WDES data 2018/2019 
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1.4 Indicator 1 Launch an awareness campaign to highlight 

what constitutes a disability in law and how 

we can make reasonable adjustments. Raise 

awareness of hidden disabilities or long term 

illnesses such as diabetes, epilepsy, chronic 

fatigue syndrome, learning disabilities, etc. 

all recordable on ESR. 

EDI Lead Completed July 2019 Disability Awareness Week 

OH/Stakeholders  
 

1.5 Indicator 1 Identify a Board member to promote 

disability issues in the Trust to show 

commitment that our workplace is free from 

discrimination and to positively demonstrate 

their own commitment to disability equality 

in the workplace 

EDI Lead September 2019 Greg Moores  

1.6 Indicator 1 Incorporating educational programmes such 

as workshop, presentation or focus groups 

that focus on disabilities in the Trust and 

ensure that these interventions are utilised 

correctly to raise further awareness.  

Head of OD and 

Learning 

March 2020 EDI Lead/Disability Staff Network  

Target: Increase the numbers of staff self-reporting a disability to 5% by 2021 
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Indicator 2: Relative likelihood of staff being appointed from shortlisting across all posts. 
 

Trust Position 2018/19: 1.00 
Relative likelihood of Disabled staff being appointed from shortlisting is the same  2018/19 – 1.00 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

2.1 Indicator 2 Consider using positive action for 

recruitment at band 7 and above as it has 

the potential to encourage Disabled people 

to apply for positions.  

Recruitment     

2.2 Indicator 2 To gain the Disability Confident Leader 

standard. 

 

 

Recruitment  June 2020 To add short exercise/slide /video. 

Develop guide for less experienced 

interviewers. 

EDI Lead/Recruitment Lead 

 

2.3 Indicator 2 Ensure the EDI and Unconscious bias 

element of recruitment and selection 

training is up to date  

OD/LD Continuous Mapping Exercise to identify local 

stakeholders. 

EDI Lead 

 

2.4 Indicator 2 Continue to promote the guaranteed 

interview scheme and monitor the 

outcomes. 

Recruitment Continuous To recruit and train colleagues as part of 

a diverse bank panel members.   

EDI Lead 

 

2.5 Indicator 2 Ensure the Disability Confident Employers 

logo is used on all recruitment 

documentation including adverts. 

Recruitment Continuous   

2.6 Indicator 2 Improve the mediums of attraction to reach 

a more diverse audience for roles Band 7 

and above 

Recruitment  April 2020   
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2.7 Indicator 2 Introduce diverse interview panels for all 

jobs at band 7 and above.  

EDI Lead April 2020   

2.8 Indicator 2 Ensure the Trust Talent  Management 

strategy incorporates diversity and Inclusion  

Recruitment February 2020   

2.9 Indicator 2 Providing a recruitment workshop to 

support with application and interview 

process.  

Recruitment  September2019   

Target: Maintain the Likelihood being the same for Disabled and none disabled staff. 
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Indicator 3: Relative likelihood of staff entering the formal disciplinary process, as measured by entry into a formal disciplinary investigation. 

Trust Position 2018/19: Relative likelihood of Disabled staff entering the formal disciplinary process, compared to that of none Disabled staff is more likely.  
Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

3.1  Indicator 3 Ensure that there is a consistent approach to 

identifying which cases enter into a formal process 

and challenge where appropriate. 

Senior HR 

Advisor 

October 2019 EDI Lead  

3.2  Indicator 3 Managers need to ensure that the initial phased 

return to work process is to help employees with 

long-term conditions to reflect on support in the 

Trust that enables employees to do their job again 

and get back to normal as quickly as possible. 

Senior HR 

Advisor 

Continuous EDI Lead/OH  

3.3  Indicator 3 A further analysis of the data whether staff are 

entering the disciplinary process due to a capability 

issue or misconduct issue. 

Senior HR 

Advisor 

October 2019 EDI Lead  

3.4  Indicator 3 Taking advantage of the Occupational Health 

Service, this will assist an employee who has long-

term illness or disability to monitor possible 

strategy that can save the Trust resources in terms 

of time and money.   

Occupatio

nal Health 

Continuous EDI Lead  

3.5  Indicator 3 Make sure that employees are aware of ‘Unseen 

Disability’, this covers diabetes, epilepsy, chronic 

illnesses, fibrosis, pain conditions, dyslexia etc.   

EDI Lead July 2020 Event completed July 2019. 

Disability Staff Network/OH 
 

Target: The likelihood of staff entering the formal disciplinary process, be the same for Disabled and none Disabled staff. 
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Indicator 4:  
a) Percentage of Disabled staff compared to non-disabled staff experiencing harassment, bullying or abuse from: 
i. Patients/service users, their relatives or other members of the public 
ii. Managers 
iii. Other colleagues 

b) Percentage of Disabled staff compared to non-disabled staff saying that the last time they experienced harassment, bullying or abuse at work, they or a 
colleague reported it. The data for this Metric should be a snapshot as at 31 March 2019 

Trust Position 2018/19   **Although there has been a reduction year on year 
Disabled staff are more likely to experience harassment, bullying or abuse from patients, relatives or the public in the last 12 months compared to non-Disabled staff.  
 

Disabled staff are more likely to report experiencing harassment, bullying or abuse from patients, relatives or the public in the last 12 months compared 
to non Disabled staff. 

 Disabled Non Disabled 

a)i. Patients/service users, their relatives or other 
members of the public  

26.5% 20.3% 

ii. Managers 22.8% 13.2% 

iii. Other colleagues 18.8% 14.8% 

b) reporting harassment, bullying or abuse at work.  48.8% 44.5% 

 

Ref  Standard Key Actions Lead Officer Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

4.1 Indicator 4 Results for specific staff survey Key Findings 

broken down by Business Group /service 

areas to underpin local actions. 

Head  

of OD and 

Learning 

   

4.2 Indicator 4 Launch zero tolerance bullying campaign EDI Lead November 2019   

4.3 Indicator 4 Ensure that staff are being supported by 

managers if they are perceived to be being 

harassed, bullied or abused by patients/ 

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 
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service users, their relatives or other 

member of the public. 

Joint event with WDES/ WRES. 

4.4 Indicator 4 Promote or increase awareness that NHS 

Stockport Trust is a zero tolerance 

organisation through the NHS website, 

patient waiting rooms, reception and within 

the hospital wards.   

EDI Lead November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

Disability Staff Network 

 

4.5 Indicator 4 Ensure that employees are aware of the 

communication line that needs to be taken 

to report any bullying or abuse to secure 

their safety.  

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

EDI Lead 

 

4.6 Indicator 4 Refresh manager’s knowledge of the 

wellbeing or bullying policy that the Trust 

have created and ensure that managers 

abided by the policies and procedure in 

placed.  

HR November 2019 Promoting Harassment and Bullying 

policy in campaign 

Joint event with WDES/ WRES. 

EDI Lead 

 

Target:  Reduce the number of Disabled staff experiencing bullying and/or harassment year on year. 

173 of 372



 
 

Indicator 5: Percentage of Disabled staff compared to non Disabled staff believing that trust provides equal opportunities for career progression or 
promotion   
Trust Position 2018/19: 76.2% Disabled staff /85.4% non Disabled staff. 

 Less Disabled staff believe the Trust does provide equal opportunities for career progression or promotion compared to non-Disabled staff, confidence 
has decreased year on year. 

Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

5.1  Indicator 5 Enhance the awareness of any further training, 

coaching, in house/external education and learning 

that employees can be involved in in order to 

develop their skills and understanding for career 

progression. 

EDI Lead May 2020 Head of OD and Learning  

5.2  Indicator 5 Engagement with Disabled staff to identify key 

issues in barriers to career progression thorough 

workshop with the Disabled staff Network. 

EDI Lead December 2019 Disability Staff Network  

5.3  Indicator 5 Acting up and secondment opportunities are 

promoted to Disabled staff through positive action.  

EDI Lead February 2020 Head of OD and Learning  

5.4  Indicator 5 Career Progression workshops for Disabled staff. Recruitm

ent 

February 2020 Joint event with WRES/WDES. 

EDI Lead 
 

5.5  Indicator 5 To implement the attendance to the Disability 

Network Meetings, events and activities as part of 

individual PDR. 

EDI Lead December 2019 EDI Steering Group  

5.6  Indicator 5 Ensure the Trust  recruitment and retention  
strategy highlights the WDES data and issues of 

promotion of Disabled staff  

HRBM Continuous Ensure the Trust recruitment and 
retention  
strategy highlights the WDES data and 

issues of promotion of Disabled staff 
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EDI Lead 

Assistant Chief Nurse Recruitment and 

Retention 

5.7  Indicator 5 Encourage applications from Disabled communities 

to all roles including new roles such as Physician 

Associates  

Recruitm

ent 

Manager  

Continuous EDI Lead 

Disability Staff Network 

 

 

5.8 Indicator 5 Explore internal and external Leadership 

Programmes for Disabled staff and promote 

engagement 

Head of 

OD and 

Learning 

TBC EDI Lead 

BAME Staff Network 

 

 

Target: A year on year reduction from previous year for all staff. Where Disabled percentage is equal to non-Disabled percentage. 
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Indicators 6 
KF 26. Percentage of Disabled compared to non-Disabled staff experiencing pressure from their manager to come to work despite feeling not well enough to perform 
their duties. 

Trust Position 2018/18: Disabled staff 46.5%/ non Disabled staff 23.2% 
Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

6.1  Indicators 6 Incorporate a wellness programs to change or 

better employee behaviour. In return it could help 

reinforce desirable lifestyle behaviours. This could 

build resilience in the Trust. 

Occupatio

nal Health 

Continuous 

 

EDI Lead 

Health and Wellbeing event held August 

2019. Roadshows to be planned to 

reach staff working shifts. 

 

6.2  Indicators 6 Ensure that the attendance management policy is 

understood by management and staff throughout 

the organisation.  Highlight the negative impact of 

presenteeism on staff morale and performance.  

Promote the  Health and Wellbeing initiatives, 

support training and awareness initiatives which 

will identify staff health issues before they 

progress to a level where they are only present at 

work and not performing e.g mental health first 

aid. 

HR Continuous 

 

EDI Lead/Business Managers/EDI 

Steering Group 

 

6.3  Indicators 6 Making managers, employees and other 

stakeholders aware of presenteeism and its 

potential impact to the Trust. 

Business 

Managers 

 EDI Lead  

6.4  Indicators 6 Design questionnaires that focus on presenteeism 

which demonstrate an understanding of the trust 

presenteeism. This may minimise mental health 

Senior HR 

Lead 

OD/LD 

TBC EDI Lead  
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issues and protects employee from further stress.   

Target: Reduce the percentage year on year of Disabled staff experiencing pressure from their line manager to come to work despite not feeling well enough to 

perform their duties 
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Indicator 7: KF 21. Percentage of Disabled staff compared to non Disabled staff saying that they are satisfied with the extent that their organisation values their work. 

Trust Position 2018/19: Disabled 34.3% / non-Disabled 43.6% 
Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

7.1  Indicator 7 Facilitating Disabled staff to attend the Disability 

staff network. The staff network to enable 

participation in awareness raising events.  

EDI 

Steering 

Group 

December 2019 Proposal for EDI networks to be drafted 

and agreed. 

Consultation with all colleagues via 

Survey Monkey. 

EDI Lead 

 

7.2  Indicator 7 Ensuring that managers and line managers are 

aware of their employees with long-term illness 

and disability and to make reasonable adjustments 

in order to cater for their needs. Investing in 

equipment that could make lives easier for 

disabled staff and show that they are being valued. 

Senior HR 

Advisor 

Continuous Make links with Capital projects in 

regard to reasonable adjustments 

rejected. 

EDI Lead 

 

7.3  Indicator 7 Promoting a clear communication where 

employees with disability could voice their 

opinions and raise any concern that may prevent 

them to complete their duties. 

EDI Lead Continuous Embed staff networks organisationally.  

7.4  Indicator 7 Ensuring Disabled staff complete regular appraisals 

including PDR. 

HR Continuous Proposal for EDI networks to be drafted 

and agreed. 

Consultation with all colleagues via 

Survey Monkey. 

EDI Lead 

 

Target:  Increase in the number of Disabled staff declaring they are satisfied that their organisation values their work. 
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Indicator 8: Percentage of Disabled staff saying that their employer has made adequate adjustments to enable them to carry out their work.     

 

Trust Position 2018/2019:    53.8% of Disabled staff feel adequate adjustments have been carried out.  
Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

8.1  Indicator 8 Embed all reasonable adjustments to remove or 

minimise disadvantages experiences by disabled 

staff. Always ensure that policies and practices do 

not put disabled people at a disadvantage.  

EDI Lead Continuous OH/Capital Projects/Business Managers  

8.2  Indicator 8 Ensuring that management are fully aware of the 

adjustment needed to accommodate staffs that 

either have a short or long-term disability.  

EDI Lead Continuous Promote in Diversity Matters HR 

update. 
 

8.3  Indicator 8 The senior management or leaders in the trust 

need to assure that managers in different 

department of the Trust will have the resources 

and materials to make adjustments to enable staff 

to carry out work.   

HR Continuous EDI Lead  

8.4  Indicator 8 Ensure all Capital and service developments have a 

full quality impact assessment prior to 

implementation. 

EDI Lead December 2019   

8.5  Indicator 8 Review the Reasonable Adjustment policy and 

promote. 

HR December 2019 EDI Lead/Disability Staff Network  

Target: Aim to ensure 100% of Disabled staff feel adequate adjustments have been carried out. 
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Indicator 9a: The staff engagement score for Disabled staff, compared to non-disabled staff and the overall engagement score for the organisation. 

Trust Position 2018/2019: Disabled staff  6.6%  / non Disabled staff 6.9% the overall engagement score for the organisation is 6.8%, this is below the 
national 

Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

9a.1  Indicator 

9a:  

Encourage Disabled staff to part-take in the staff 

survey to create a better understanding of how to 

engage them whilst at work. 

Head of OD  

and 

Learning 

 Roadshows/promotion/ 

Champions 

EDI Lead/Disability Staff Network 

 

9a.2  Indicator 

9a:  

Promote the Disability staff network as an 

engagement forum.  Ensure Disabled employees 

are aware of the importance of their involvement 

and assure that their feedback is being considered 

and acted on.   

EDI Lead Continuous Proposal for EDI networks to be drafted 

and agreed. 

Consultation with all colleagues via 

Survey Monkey. 

Business Managers 

 

9a.3  Indicator 

9a:  

Develop wider engagement with local stakeholders 

including Stockport Disability Forum.  

EDI Lead Continuous Disability Stockport Forum/Walthew 

House on board 
 

9a.4  Indicator 

9a:  

Facilitating Disabled staff to attend the Disability 

staff network. The staff network to enable 

participation in awareness raising events. 

EDI 

Steering 

Group/HR 

December 2019 EDI Lead  

Target: Aim to ensure 100% of Disabled staff feel adequate adjustments have been carried out. 

180 of 372



- 31 - 

 
 

Indicator 9b: b) Has your Trust taken action to facilitate the voices of Disabled staff in your organisation to be heard? (yes) or (no) 

Trust Position 2018/2019:   Yes the Trust has developed a Disability Staff Network. 
 

Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

9b.1  Indicator 

9b  

Facilitating Disabled staff to attend the Disability 

staff network. The staff network to enable 

participation in awareness raising events. 

EDI 

Steering 

Group/HR 

December 2019 Agreed proposal to be incorporated in 

recruitment packs. 

EDI Lead 

 

9b.2  Indicator 

9b 

To enable Disabled staff to co-deliver Disability 

Awareness Training sessions.  

EDI Lead March 2020 OD/LD  

9b.3  Indicator 

9b 

To empower staff attending the Disability Staff 

Network to take ownership and give direction to 

the group. 

EDI Lead March 2020 EDI Steering Group  

9b.4  Indicator 

9b 

Recruit a board member as the Disability Staff 

Network representative.  

EDI Lead December 2019 Marisa Longward and Mark Beeton 

suggested once in post. 
 

9b.5  Indicator 

9b 

Involve the staff disability network in developing 

the WDES action plan 

EDI Lead Continuous   

9b.6  Indicator 

9b 

Enable staff Disability network to partake in 

disability training and awareness events for other 

staff. 

EDI Lead Continuous Business Managers  

9b.7  Indicator 

9b 

WDES Metrics and Action Plan to be discussed and 

agreed with the staff network.   

EDI Lead    

9b.8  Indicator 

9b 

The Disability Staff Network to support with the 

increase of the Disability self-reporting rate. 

EDI Lead    

Target: To provide a safe place for Disabled staff to share their concerns and be listened to in a meaningful and sustained way.  To provide the opportunity for Disabled 

staff to suggest and make changes to staff and patient experience using knowledge, support and first-hand experience   
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Indicator 10: Percentage difference between the organisation’s Board voting membership and its organisation’s overall workforce, disaggregated  
 

Trust Position 2018 : Disabled – 0 Non-Disabled 87% Unknown/not declared 13% 
The trust currently had no declared Disabled voting member. There are no declared disabled non – exec directors 

 
Ref  Standard Key Actions Lead 

Officer 

Deadline 

for action 

Progress Update 

 

Please provide supporting evidence 

(document or hyperlink)  

Current 

Status 

1 2 3 4 

 

10.1  Indicator 

10 

Continue to monitor the diversity of the Board  Director of 

W and OD 

Continuous  CEO  

10.2  Indicator 

10 

Continue to ensure that any Board recruitment 

draws a diverse set of candidates  

Director of 

W and OD 

Continuous  CEO  

10.3  Indicator 

10 

Encourage Board Members to self-report.  Director of 

W and OD 

Continuous  CEO  

Target: to increase percentage difference between the organisation’s Board voting membership and its organisation’s overall workforce, disaggregated. 

Action Plan Sign Off 

 

Name: … …………………………  Date: ……………………………. 
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- END OF REPORT- 
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OFFICIAL 
 

Report to: Board of Directors Date: 26 September 2019 

Subject: 
 
Annual Board Report and Statement of Compliance 

Report of: Deputy Medical Director 
Prepared 
by: 

Deputy Medical Director 

 

 

REPORT FOR APPROVAL 
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
The purpose of this report is to provide the Board of Directors with an annual 
Board report on the management of Appraisal and Revalidation in Stockport 
NHSFT. There is also a requirement for the Board to sign the annual 
‘Statement of Compliance’ for NHSE. 
 
The Board is asked to approve the report. Board 

Assurance 
Framework ref: 

----- 

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 Assurance 

Committee 

 FSI Committee 

 

 People Performance Committee 

  BaSF Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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Designated Body Annual Board Report 
Section 1 – General:  
 

The board / executive management team – of Stockport NHS FT can confirm that: 

 

1. The Annual Organisational Audit (AOA) for this year has been submitted. 

Date of AOA submission:26th April 2019 

Action from last year: AOA attached (Appendix 1) 

Comments: The AOA identifies 2 ongoing issues: 

a) The number of doctors who have not had their appraisal in the reporting period, and 
are not considered by the RO to have an adequate reason (category 3) 

b) The number of doctors who fail to have a completed, signed off appraisal within 12 
months of their previous appraisal (although the appraisal does occur within 15 
months) 

  

Action for next year: We have responded to NHSE specifically about the 8 doctors in 

Category 3.  There have also been discussions between the RO and the GMC EMA about 

when to escalate non engagement with appraisal to the GMC.  

We are also reminding all doctors that the appraisal ‘birthday’ is the date when the 

appraisal should be fully completed. The Medical Appraisal Lead and the A&R coordinator 

meet weekly to review outstanding appraisals  

2. An appropriately trained licensed medical practitioner is nominated or appointed as a 
responsible officer.  

Action from last year: The RO is Dr Gill Burrows; who has been trained and attends the 

regular RO update meetings run by NHSE 

Comments: 

Action for next year: To continue 

3. The designated body provides sufficient funds, capacity and other resources for the 
responsible officer to carry out the responsibilities of the role. 

Action from last year: We have an RO/Deputy Medical Director (6PAs); a Medical Appraisal 

Lead (1PA) and an A&R coordinator (0.8 Band 4) 

Comments: Peer review with Christie and Macclesfield suggested that the A&R coordinator 

role is at a lower band than elsewhere; otherwise the support for A&R is similar to other 

organisations 

Action for next year: To continue 

4. An accurate record of all licensed medical practitioners with a prescribed connection to the 
designated body is always maintained.  

Action from last year: The record is held in the automated A&R system – currently PreP 

Comments: The contract with PreP concludes in Autumn 2020 
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Action for next year:To work with procurement to identify the most appropriate system for 

the future 

5. All policies in place to support medical revalidation are actively monitored and 
regularly reviewed. 

Action from last year: The Appraisal and Revalidation Policy is attached. This is regularly 

updated (see Appendix 2) 

Comments: 

Action for next year: 

 

 

6. A peer review has been undertaken of this organisation’s appraisal and revalidation 
processes.   

Action from last year: A formal Peer Review process was completed and reported in last 

year’s report. Further shared learning between ourselves, East Cheshire and Christie is 

planned for November 2019 

Comments: The Peer review process resulted in the development of an action plan 

(appendix 3) 

Action for next year: To share best practice and challenges with our partner organisations 

in Nov 2019 

 

7.   A process is in place to ensure locum or short-term placement doctors working in the 

organisation, including those with a prescribed connection to another organisation, are 

supported in their continuing professional development, appraisal, revalidation, and 

governance. 

Action from last year: Following an NHSE meeting, an action plan to improve the 

engagement of, and support for, short-term placement doctors was developed (appendix 

4) 

Comments: A significant change is the introduction of ‘priming’ appraisals for doctors new 

to the NHS or the UK. These are done by the Medical Appraisal Lead soon after the doctor 

starts in the organisation, and are an opportunity to discuss the requirements of Good 

Medical Practice, the principles of Appraisal and Revalidation, the evidence which is 

expected, and how to use the IT system. The feedback from these has been very positive 

Action for next year: To continue with the ‘priming’ appraisals 

 
Section 2 – Effective Appraisal 

1. All doctors in this organisation have an annual appraisal that covers a doctor’s whole practice, 
which takes account of all relevant information relating to the doctor’s fitness to practice (for 
their work carried out in the organisation and for work carried out for any other body in the 
appraisal period), including information about complaints, significant events and outlying 
clinical outcomes.    

Action from last year: All doctors had an annual appraisal (see AOA, appendix 1) 
188 of 372



page 4 
 

Comments: The information about SIs, complaints etc is automatically uploaded into the 

PreP system by the A&R coordinator. The comparator report demonstrates that we are 

performing better than the average for similar Trusts in England (appendix 5) 

Action for next year: To further improve the timeliness of appraisals 

 

2. Where in Question 1 this does not occur, there is full understanding of the reasons why and 
suitable action is taken.  

Action from last year: All ‘late’ appraisals have been looked at individually to identify 

whether individual action needs to be taken; or whether there are themes/trends 

Comments: 

Action for next year: To reduce the number of ‘late’ appraisals 

 

3. There is a medical appraisal policy in place that is compliant with national policy and has 
received the Board’s approval (or by an equivalent governance or executive group).  

Action from last year: See Appendix 2 

Comments: 

Action for next year: 

 

 

4. The designated body has the necessary number of trained appraisers to carry out timely 
annual medical appraisals for all its licensed medical practitioners.  

Action from last year: We currently have 22 appraisers doing 5-8 appraisals per year and 11  

appraisers doing 10-15 appraisals per year (currently  340 doctors requiring appraisal) 

Comments: A new cohort of 5 appraisers were appointed and trained last year; we are 

currently advertising for a further 4-6 appraisers 

Action for next year: Action for next year: To appoint and train 4-6 appraisers in Autumn 

2019 

5. Medical appraisers participate in ongoing performance review and training/ development 
activities, to include attendance at appraisal network/development events, peer review and 
calibration of professional judgements (Quality Assurance of Medical Appraisers1 or 
equivalent).  

Action from last year: The RO attended all  RO Network meetings (April 2018-April 2019; the 

MAL attended all MAL meetings in the same period 

Comments: Appraisers are expected to attend at least 1 Appraisal Support Group meeting 

each 12 months; the meetings are an opportunity for ongoing training and peer support 

                                                           
1
 http://www.england.nhs.uk/revalidation/ro/app-syst/ 

2 
Doctors with a prescribed connection to the designated body on the date of reporting. 
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Action for next year: In 2019 we are dividing the meetings into Appraisal Support Groups and 

formal retraining opportunities; with the requirement that all appraisers attend retraining at 

least once every 3 years 

6. The appraisal system in place for the doctors in your organisation is subject to 
a quality assurance process and the findings are reported to the Board or 
equivalent governance group.   

Action from last year: There are 3 ways in which we QA the appraisal process: 

a) The RO reviews all Output forms and PDPs and ‘scores’ the appraiser (appendix 6) 
b) The appraises feedback on the appraisal process (appendix 7) 
c) There is a formal QA process using the Excellence tool (appendix 8) 

Comments: There has been an improvement in the RO scores between 17/18 and 18/19. 

Individual appraisers are offered 1:1 meetings with the Medical Appraisal Lead who gives 

feedback on their performance as an appraiser. The MAL has met with 12 appraisers in the 

past year. The outcomes from the QA process were discussed at the Appraisal Support 

Group 

Action for next year: To continue with the current process, and for the MAL to try to meet all 

appraisers on a 1:1 basis.   

To use the new ASPAT tool during the QA feedback as this mirrors our current appraisal 

system. 

 
Section 3 – Recommendations to the GMC 

1. Timely recommendations are made to the GMC about the fitness to practise of all doctors 
with a prescribed connection to the designated body, in accordance with the GMC 
requirements and responsible officer protocol.  

Action from last year: The RO completes RO-RO communications when required; and 

responds to requests from the GMC. All doctors with a connection to this Trust where there 

are concerns are discussed with the Employers Liaison Advisor (ELA). There have been 2 

formal referrals to the GMC by the RO this year 

Comments: 

Action for next year: 

2. Revalidation recommendations made to the GMC are confirmed promptly to the 
doctor and the reasons for the recommendations, particularly if the 
recommendation is one of deferral or non-engagement, are discussed with the 
doctor before the recommendation is submitted. 

Action from last year: There have been no late recommendations this year; and all potential 

deferrals are discussed with the doctor 

Comments: See appendix 9 for the GMC data about revalidation decisions 

Action for next year:  To continue 

Section 4 – Medical governance 
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1. This organisation creates an environment which delivers effective clinical governance for 
doctors.   

Action from last year: Stockport NHS FT completed a self assessment of the Governance 

handbook (appendix 11) 

Comments:  

Action for next year: To regularly review the Governance handbook, to identify any areas 

for improvement 

 

2. Effective systems are in place for monitoring the conduct and performance of all doctors 
working in our organisation and all relevant information is provided for doctors to include at 
their appraisal.  

Action from last year: the appraisal documentation requires all doctors to declare their 

‘whole scope of practice’ and appraisers are reminded at ASGs that there must be 

supporting evidence from all the areas of practice discussed.  

Comments: The RO has been in discussion with 1 of the private hospitals which employs 

some of our consultants; and have agreed that, if the appraisal output form does not 

specifically refer to the supporting evidence supplied by that organisation, then a further 

meeting between the appraiser and apprise is required of the practising privileges at that 

organisation will be removed 

Action for next year: The RO is to meet other major private providers to implement the 

same practice for all 

 
3. There is a process established for responding to concerns about any licensed 

medical practitioner’s1 fitness to practise, which is supported by an approved 
responding to concerns policy that includes arrangements for investigation and 
intervention for capability, conduct, health and fitness to practise concerns.  

Action from last year: The Policy and Procedure for handling concerns about the conduct, 

performance and health of medical and dental staff’ is attached in Appendix 10 

Comments: The RO has implemented a checklist for responding to concerns; and has 

introduced the use of the Just Culture Guide for all DMGs 

Action for next year: To monitor the timeliness of each stage of the responding to concerns 

process 

 

4. The system for responding to concerns about a doctor in our organisation is subject to a 
quality assurance process and the findings are reported to the Board or equivalent 
governance group.   Analysis includes numbers, type and outcome of concerns, as well as 
aspects such as consideration of protected characteristics of the doctors2.   

Action from last year: All concerns are dealt with by a Decision making group (the MD, RO 

and Director of HR as a minimum). There is a monthly group looking at all ‘Doctors in 

Difficulty’ with the RO, Director of HR, Head of Workforce Delivery and the DME. 

                                                           
4
This question sets out the expectation that an organisation gathers high level data on the 

management of concerns about doctors. It is envisaged information in this important area may be 
requested in future AOA exercises so that the results can be reported on at a regional and national 
level. 191 of 372
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Comments: 

Action for next year: To formally review the protected characteristics of the doctors about 

whom concerns are raised to identify any bias  

5. There is a process for transferring information and concerns quickly and effectively between 
the responsible officer in our organisation and other responsible officers (or persons with 
appropriate governance responsibility) about a) doctors connected to your organisation and 
who also work in other places, and b) doctors connected elsewhere but who also work in our 
organisation3.  

Action from last year: RO-RO communications completed in a timely manner 

Comments: 

Action for next year: 

6. Safeguards are in place to ensure clinical governance arrangements for doctors including 
processes for responding to concerns about a doctor’s practice, are fair and free from bias 
and discrimination (Ref GMC governance handbook). 

Action from last year: We have completed the Self-Assessment using the GMC governance 

handbook (Appendix 11) 

Comments: 

Action for next year: . To formally review the protected characteristics of the doctors about 

whom concerns are raised to identify any bias  

 
Section 5 – Employment Checks  

1. A system is in place to ensure the appropriate pre-employment background checks are 
undertaken to confirm all doctors, including locum and short-term doctors, have 
qualifications and are suitably skilled and knowledgeable to undertake their professional 
duties. 

Action from last year: 

Comments: Qualifications and experience are assessed at the interview stage and also 

through the application form, and or CV. 

All pre-employment checks are carried out within the recruitment department.  All 

external locum/agency doctors will be validated by their individual agency. 

Action for next year: 

 
Section 6 – Summary of comments, and overall conclusion  
 

Please use the Comments Box to detail the following:  

 

- General review of last year’s actions: There are robust systems in place for the 
management of Appraisal and Revalidation, and for dealing with concerns raised 

                                                           
3
 The Medical Profession (Responsible Officers) Regulations 2011, regulation 11: 

http://www.legislation.gov.uk/ukdsi/2010/9780111500286/contents 192 of 372
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about the conduct or performance of doctors in the Trust 

- Actions still outstanding 

- Current Issues: There are still too many doctors failing to complete the appraisal 
process in a timely way 

- New Actions: To improve the timeliness of all appraisals 

- To improve the appraisal process for short term contract doctors 

- To formally review our processes to ensure that they are free from bias and 
discrimination 

 

Overall conclusion: The Board can take assurance that Appraisal and Revalidation is 
managed well within the organisation 

 

 

Section 7 – Statement of Compliance:  
 

The Board / executive management team –] of Stockport FT has reviewed the content of this report 

and can confirm the organisation is compliant with The Medical Profession (Responsible Officers) 

Regulations 2010 (as amended in 2013). 

 

 

Signed on behalf of the designated body 

[(Chief executive or chairman (or executive if no board exists)]  

 

Official name of designated body: _ _Stockport NHS FT _ _ _ _ _ _ _ _ _ 

 

Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 

Role: _ _ _ _ _ _ _ _ _ _ _ 

Date: _ _ _ _ _ _ _ _ _ _ 
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Appendix 1 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prescribed 

Connections

1A 

Completed 

Appraisal

1B 

Completed 

Appraisal

2 Approved 

Incomplete or Missed 

Appraisal

3 Unapproved 

Incomplete or 

Missed Appraisal

Consultants 194 66 118 3 7

Doctors on performers list 0 0 0 0 0

Doctors with practicing privileges 0 0 0 0 0

Other doctors with a prescribed connection to this DB 15 5 9 1 0

Staff grade, Associate Specialist, Specialty doctors 90 29 58 3 0

Temporary or short team contract holders 32 12 18 1 1

Total 331 112 203 8 8
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Appendix 2 

Consultants and Doctors Appraisal and Revalidation Policy – see attachment 1 
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Appendix 3 

Three-way Peer Review - Appraisal and Revalidation 
 

Summary report August 2018 
 

This report provides an overview and summary of a peer review exercise to appraise processes for 
medical appraisal and revalidation undertaken June - August 2018 across three NHS Designated 
Bodies: East Cheshire NHS Trust, Stockport NHS Foundation Trust and The Christie NHS Foundation 
Trust. 
 
 
Objectives 

- A developmental and learning opportunity, with reviews undertaken by those who 
understand the issues and constraints. 

 
- To provide an independent appraisal of how each organisation undertakes appraisal and 

revalidation of the doctors connected to them. 
 

- To allow sharing of good practice. 
 

- To move towards a consistent model of the recommendation process any concerns or areas 
to review and improve. 

 
- To provide assurance to Responsible Officers of the systems they have in place 

 
- To share learning and if appropriate, to identify areas for future collaboration. 

 
 
Process 
The Responsible Officers at three NHS trusts within a reasonable geographical locality and of fairly 
comparable size had discussed and agreed to participate; three participants avoided reciprocal 
arrangements and broadened the potential for shared learning. The process would involve the 
Responsible Officers, appraisal leads and appraisal and revalidation coordinators at each 
organisation. 
 
The peer review followed the suggested framework from NHS England; the joint medical director of 
NHS England North was briefed and there was commitment to compile a summary report and share 
learning at a future RO/Lead Appraiser Network event. 
 
A start up meeting was used to agree the arrangements, time scale and a minimum data set of 
information from each team to be shared prior to the peer review on-site visits. 
 
The 3 way process entailed: 
 
The Christie to review East Cheshire 
 
East Cheshire to review Stockport 
 
Stockport to review The Christie 
 
 
The information shared in advance of the visits included:  

 Appraisal and revalidation policies 

 Team structure  
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 The last completed annual report to Board of Directors and AOA 

 Revalidation process; submissions and deferrals with reasons 

 Description of QA processes and outcomes 

 Any issues encountered  or significant learning events in the past year 
 

Each on site visit comprised a 2 hour meeting’ team to team’, allowing time for the reviewers   to 
pull together preliminary feedback that was shared at the visit, and subsequently written up as a 
report for each organisation. 
 
The process ended with a joint meeting of the three participating teams, the conclusions from which 
are described in this report. This enabled reflection on the process and learning for each 
organisation, discussion of the key findings and also identified some areas where the teams agreed 
to work together. 
 
 
Outcomes 
1. All teams found the exercise to be extremely interesting and valuable to all organisations; each 

learned from the other two. Practice was reviewed and questioned in some detail but in a 
format that promoted open discussion and reflection. 
 

2. The reviews provided significant assurance for each designated body: there were no concerns 
identified. 

 
3. Areas that were picked up for individual teams to consider included: 

 Need to review policy where current practice has changed from that described 

 Clarity on timeframe in which reciprocal appraisal arrangements are avoided  

 How appraisal for ‘fellows’ / specialty doctors might incorporate an educational appraisal 
approach 

 How refresher training for appraisers might be offered and how often 

 Ensure clear Trust policy for  how each revalidation recommendation is considered and 
reached, and documented ( particularly where doctors are new to trust and/or UK) 

 
4. Examples of good practice included 

 RO visits to doctors working at sites away from main trust so familiar with individuals and 
their working environment 

 Appraisal – revalidation newsletter to all doctors  

 RO reviews all  patient feedback then sends  to individual doctors with a personal 
comment and recognition for good care 

 Formal refresh/update training for  appraisers  

 RO looks at and scores each appraisal output (see QA below) 
 

5. The following areas promoted further discussion in the whole group in the final meeting 

 Pros and cons of different electronic systems:  two trusts were about to change or had 
changed in year, and the third not happy with present system. Interestingly, the co-
coordinators tended to maintain independent Excel spreadsheets alongside the 
electronic systems for peace of mind. Capture of scope of practice was discussed: at 
present none of the teams maintain a database with updated details for each doctor but 
it was felt to be a good idea given diversifying of portfolios.  

 There were examples of a shared RO-lead appraiser role: this was feasible with a smaller 
organisation and here the medical director role was separate - however worked closely 
with the RO. None had formal provision for a named ‘deputy’ RO in event of extended 
absence of the RO: options might be to RO train another individual or consider a 
reciprocal arrangement between trusts, but this would need to be formally approved by 
Board. 
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 QA of appraisals: all had struggled to arrive at a consistent but not excessively labour 
intensive process. All felt that the ASPAT was not practical and even the Excellence tool 
required some adaptation. One team had adopted a simple overall scoring for every 
appraisal on 5 point scale from inadequate through poor, adequate, good and excellent 
and the other two teams liked the approach adopted. This was a two part process and 
then the lower scored could be reviewed in detail using the Excellence tool for structured 
feedback to appraiser. 

 Feedback to appraisers: variable rates of appraise feedback although usually positive and 
alerts the team to a concern. Sharing examples of good v poor summaries was valuable 
and welcomed by appraisers, but it was difficult to fully anonymise within the group. 
There was potential to share anonymised  examples between the teams across Trust  for 
future appraiser discussions. 

 Revalidation decision-making: one RO had a fixed approach that doctors working less 
than 12 months in the trust were deferred. Others were more flexible depending on 
robustness of information available to them: so if recently transferred but satisfactory 
MPIT and evidence including a recent appraisal (last 3 months) would recommend.  If 
new to UK and NHS would defer for a year to ensure robust appraisal and assurance no 
concerns. Documentation of decision- making varied but needs to be in place in case of 
future challenge. 
 
  

Areas for further collaboration 
It was agreed that the three teams would work together on the following: 

 Collaborate on a standardised QA process for appraisal summaries and PDP 

 Share anonymised examples of good and poor outputs 

 To set out how decisions to recommend or defer are made in different circumstances and 
the documentation to capture this 

 Explore joint refresher training opportunities for appraisers and also case investigators/case 
managers to reduce costs  

 Consider reciprocal arrangements for a named  reserve RO  in case of unforeseen 
circumstances at a Trust 
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Appendix 4 

Notes from the RO meeting 
Prompting participation in Annual Medical Appraisal, Challenge of Agile Doctors 
16th January 2019 
 
 
The meeting was to explore how we could improve appraisal rates in short term contract 
holders including bank doctors, trust locums and agency locums.  Although there has been a 
significant improvement in appraisal rates across the board, foundation trusts still have 
variability between 79% and 99% of doctors engaged in appraisal. 
 
There were presentations from Barnsley and Pennine, discussing their approach to 
improving engagement, which included priming appraisals for all new doctors, appraisal 
leads, who manage their appraisers and regular workshops for appraisees as well as 
appraisers.  
 
Actions: 
 

1. To complete the self-assessment for the revised governance handbook and compile a 
report for PPC.  
 

2. A publication last year has become available “Supporting Locums and Doctors in 
Short Term Placements”.  To ensure that we let our entire short term contract holders 
know about this publication. To review the document for employers and ensure we 
are following best practice   
 

3. To routinely checking GMC Connect for connections   
 

4. To pilot reviewing every patient 360 with feedback to clinician for a period of 12 
months  
 

5. To update our appraisal policy document to ensure consistency in the management of  
short term contract doctors  
 

6. To establish a practice of a priming appraisal for all new doctors, (starting with all new 
short term contract holders).  This ideally will be within one month of the start date 
and would formulate a draft appraisal plan, being clear about the requirements for 
revalidation.  To be conducted initially by the MAL 
 

7. To review whether short term contract holders have access to training opportunities.   
 

8. To expand the shared agreement across GM which covers mandatory training to also 
include the appraisal output form, appraisal date and revalidation date for all doctors   
 

9. To offer a study day specifically for SAS doctors and short term contract holders 
about appraisal and revalidation. 
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Appendix 5 

 
 

 
 

 
 

 

  

Your 

organisation's 

response

Same sector:       

DB's in sector 96

All sectors:              

Total DB's 862

2.1

Number of doctors with whom the designated body has a 

prescribed connection on 31 March 2019 who had a completed 

annual appraisal between 1 April 2018 - 31 March 2019

Your organisation's 

response and (%) 

calculated appraisal 

rate

Same sector 

appraisal rate

ALL sectors 

appraisal rate

2.1.1 Consultants 184 (94.8%) 93.5% 93.7%

2.1.2 Staff Grade, associate specialist, speciality doctor 87 (96.7%) 88.8% 88.2%

2.1.3 Doctors on Performers Lists N/A 91.4% 95.2%

2.1.4 Doctors with Practising privileges N/A 100.0% 92.7%

2.1.5 Temporary or short-term contract holders 30 (93.8%) 77.8% 81.8%

2.1.6 Other doctors with a prescribed connection to this desiganted body 14 (93.3%) 72.1% 87.9%

2.1.7 Total number of doctors who had a completed annual appraisal 315 (95.2%) 89.3% 91.5%

Completed appraisals (Measure 1a & 1b)

Your 

organisation's 

response

Same sector:       

DB's in sector 96

All sectors:              

Total DB's 862

2.1

Number of doctors with whom the designated body has a 

prescribed connection on 31 March 2019 who had a completed 

annual appraisal between 1 April 2018 - 31 March 2019

Your organisation's 

response and (%) 

calculated appraisal 

rate

Same sector 

appraisal rate

ALL sectors 

appraisal rate

2.1.1 Consultants 3 (1.5%) 4.4% 4.2%

2.1.2 Staff Grade, associate specialist, speciality doctor 3 (3.3%) 8.8% 8.6%

2.1.3 Doctors on Performers Lists N/A 0.0% 4.2%

2.1.4 Doctors with Practising privileges N/A 0.0% 5.1%

2.1.5 Temporary or short-term contract holders 1 (3.1%) 17.1% 13.6%

2.1.6 Other doctors with a prescribed connection to this desiganted body 1 (6.7%) 22.5% 10.5%

2.1.7

Total number of doctors who had an approved incomplete or 

missed appraisal
8 (2.4%) 7.9% 6.4%

Approved Incomplete or missed appraisal (Measure 2)

Your 

organisation's 

response

Same sector:       

DB's in sector 96

All sectors:              

Total DB's 862

2.1

Number of doctors with whom the designated body has a 

prescribed connection on 31 March 2019 who had a completed 

annual appraisal between 1 April 2018 - 31 March 2019

Your organisation's 

response and (%) 

calculated appraisal 

rate

Same sector 

appraisal rate

ALL sectors 

appraisal rate

2.1.1 Consultants 7 (3.6%) 2.1% 2.2%

2.1.2 Staff Grade, associate specialist, speciality doctor 0 (0%) 2.4% 3.2%

2.1.3 Doctors on Performers Lists N/A 8.6% 0.6%

2.1.4 Doctors with Practising privileges N/A 0.0% 2.2%

2.1.5 Temporary or short-term contract holders 1 (3.1%) 5.1% 4.6%

2.1.6 Other doctors with a prescribed connection to this desiganted body 0 (0%) 5.4% 1.6%

2.1.7
Total number of doctors who had an unapproved incomplete or 

missed annual appraisal 8 (2.4%) 2.8% 2.1%

Unapproved Incomplete or missed appraisal (Measure 3)
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Appendix 6 

 

Excellent Good Moderate Poor Unacceptable 

Appraiser 

     1 

     2 

     3 xxx xxxxx 

   4 

 

xxxxxxx xxx 

  5 

 

xxxx xxxx 

  6 

 

xxxx xx 

  7 

     8 x xxxxxxx 

   9 

     10 

     11 xxxxxxxxxx 

   12 

     13 x xx xx 

  14 

 

xxx xx 

  15 x xxx 

   16 

 

xxxx 

   17 xxxxxxx 

    18 

 

xxxxx xxxxx 

  19 

 

xxxxx xxxxxxx 

  20 

     21 

 

xxx xxx 

  22 

     23 x 

    24 

 

xxx xx 

  25 xx x 

   26 xxxx xx 

   27 xx xxx 

   28 

 

xxx xxx 

  29 

     30 

 

x x 

  31 xxx x 

   32 xxxxx 

    33 x x 

   34 

 

xx x 

  35 

 

xx xxx 

  36 

     37 xxx xxx 

   38 

     39 

 

xxxxx 

   40 xx 

    41 xx 

    42 
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43 xxxxxx 

    44 

 

xxx x 

  45 xx xx 

   46 x xxxx 

   47 

 

xxxx xx 

  48 xxx xx 

   49 

 

x xx x 

 50 

 

xxx 

   51 

 

xx xxx 

  52 

 

x x 

  53 

 

x x 
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Appendix 7 

 

Appraisee Feedback from Appraisal Meetings 
The Organisation 

 

 I don’t find the appraisal software user friendly, but this is partly because I only use it annually. 

 Although this was my first time to use this system, I found the system easy to navigate and there 
were lots of explanatory videos as how to complete the appraisal. 

 Mandatory training record that was uploaded was from April and was out of date. 

 Stepping Hill Hospital has a good appraisal system and has very good access to resources in line 
with preparation for the appraisal. There is a good system in place to remind well in advance in 
preparation of appraisal. Practical guidance and online resources are provided to prepare.  

 I found the process clear and straightforward with easy access to all required documentation. 

 The online system makes it easier to see all information in one place. 

 Dr **** took time to prepare fpr my appraisal and therefore the process was well organised  

 need to have a date for meeting agreed before appraisal at least 6 weeks in advance as to find 
time on a short notice of 2 weeks can be quite inconvenient and challenging as the meeting time 
has to be mutually convenient. 

 My understanding to the system was better as compare to last year. I had a good support and 
reminders from medical HR officer as well as from RO for preparing this appraisal in time. 

 Still finding it difficult to enter the data and linking all the documents appropriately. 

 Not Sure Of the utility of the CHKS Data to my practice  

 the organisation should provide a robust list of complaints and datix and seroious incisdemnts 
and duty of candour as a matter of course along with the outcomes of any invstuigation, trust 
response and  copies of the statements made by the doctor. 

 well organised 

 It is very difficult to contact anyone in the trust to ask questions about the system. I also received 
an automated email today telling me my appraisal was overdue despite the fact it was completed 
on the registered date 20/06/2019.  

 I'm unsure whether I'm giving feedback to the appraiser or the system here. The appraiser was 
very good and could navigate the system well. The system however is clunky and inefficient. It is 
very difficult to upload things as you go along through-out the year without having to then edit 
and re-do work for the form. 

 I am satisfied with the arrangement of the appraisal by the trust and my appraiser who was very 
patient and helpful. 

 Easy to use this time as the relevant information was already there for me, like CHKS report for 
example. 

 Very good organisation of appraisal system with repeated and timely email notification of dates, 
deadlines and responsibilities. Comprehensive yet well focused and target appraisal discussion: 
open & supportive. Supporting information supplied was reasonable but somewhat automated 
eg CHKS 

 Well organised , as ever, by Dr ****.  

 Have issues with out of hours access to prep 10:00 to 05:00 AM 

 Clear structure with regular email prompts .  and guideline attached very useful 

 the software company still  hasn't made the interface user friendly, and the system is very slow to 
respond. 

 Information sent to me in advance and seemed more comprehensive than last year 

 Meeting with appraiser v good and easy to organise 
Support from trust v poor - lack of supporting info from trust appraisal dept.   

 I find the supporting information uploaded automatically byt the trust is not very helpful, eg the 
incident nevers actually refer to me, and i separately upload the list of one that do. 
It would be helpful if attendance register for medical meetings in the post graduate centre were 
automatically uploaded (I do always sign in for these and it makes me wonder why I bother). 
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 Again poor information provided by the Trust prior to appraisal, with some missing. Datix 
information provision has however improved. The CHKS data report is of very little value and I 
would encourage the Trust to take part in one of the early NCIP trials that I am championing from 
the point of view of knee surgery, which will contain a much richer more clinically useful data set. 

 Repeated automatic emails about the appraisal date are annoying. I did try to keep to the date 
arranged. We met on the date planned, although I had tried to arrange a brief pre-appraisal 
meeting with my appraiser about a month in advance.  

 The system is still new for me but after guidence from Dr **** was able to access to supporting 
information more easily, perhaps training session for system would be appropriate. 

 It would be nice to have a teaching session for appraisals and how to use PREP.  

 The Prep Form had not uploaded all documents although it appeared to be doing it at the time. 
Most documents were present as unassigned. This caused delay with the appraisal itself as tried 
to retrieve documents a different way and also delay in going back and re-loading the documents 
again. When re-loading the documents it was a much slower process than before. Had to wait a 
few seconds till the document appeared. Not sure why? The document sizes were not big. 

 

The Appraiser 

 

 Very supportive, helped me understand my development needs and how to achieve them.  

 The appraisal meeting was well conducted by Dr ****. 

 It has been a very constructive positive appraisal  which I have learned a lot from specially how to 
do a good reflective notes. 

 Dr **** was excellent 

 thank you for the input and advice, I have gained a lot during the last 3 appraisal meetings 

 Stephen was organised, thorough, supportive and gave sensible advice that is achievable. 

 Mr Brown showed genuine interest in developments and issues that have arisen since my 
previous appraisal an year ago. I felt encouraged and able to openly discuss both positive and 
negative experiences, reflect further and draw useful conclusions as to the progress of my 
practice and my role in service optimisation. 

 Steve had reviewed my supporting information which made the appraisal run smoothly. 

 Dr **** has been extremely thorough with my appraisal and gave me a number of positive 
feedback.  

 Mr. **** was very well prepared for conducting the appraisal having gone through all the data I 
had presented before hand. He was very objective in finding out details which had to be 
elaborated and took time for  very constructive feed backs to help me in achieving my PDP goals 
and to attain a sensible work -life blanace.  

 Very well organised appraisal process. 

 I have had a good discussion, and feel that the appraisal was well prepared for, slightly delayed 
due to sickness. 

 Very prepared 

 I found my Appraiser very  professional, flexible, knowledgable and easy to talk to. He never 
rushed and gave me all the time to discuss my appraisal documents.  

 good and supportive 

 My appraiser has been thorough and have been very encouraging helping  me with pitfalls on my 
form and guiding me  

 Dr **** has a warm and open approach and encourages  discussion 

 keen listener though in reviewing my submissions 

 I understand the need for an independent appraiser but would be of more benefit to have 
someone appraise me who either works in or more closely with my specialty (i.e. and ED or acute 
medic doctor) as I think they could potentially provide more useful feedback. in saying that, Dr 
**** is very pleasant and goes through the process thoroughly 
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 Mr **** is an excellent appraiser.  I have had previous experience of being an appraiser and I 
know how much time, effort and skill are required to ensure a good understanding of the 
appraisee and to properly assess where the appraisee is up to and where they need to go next.  
With this knowledge, I am more than satisfied with the conduct of my appraisal.  Mr **** is 
knowledgeable, insightful and sensible in his approach.  He has an excellent "bedside" manner.  I 
am sure he will be an excellent source of advice and guidance to more newly appointed 
consultants he appraises. 

 Very good. Also beneficial to have a surgical colleague as understands the specific requirements 
for professional development in surgical specialities. 

 Dr **** is very thorough and hard working. He made sure that all areas were covered during the 
appraisal process. His preparation was excellent and I learnt a great deal from him. 

 Dr **** is polite and is very good in understanding concerns and reassuring. He was very 
thorough in my assessment which has helped me to reflect better . 

 Really impressed. 

 Dr. **** is clearly a very experienced appraiser. He took time to review my PReP form way before 
our meeting and everything was in place for a quick and easy appraisal. I am very grateful for his 
efficiency. 

 This was my first appraisal and hence the appraiser did not have last year's PDP. I agreed my 
future PDP which I will carry into my GP training in August 2019. 

 Pleasant, supportive appraiser who conducted an appropriately comprehensive yet focused 
appraisal. 

 **** had clearly taken a considerable amount of time to review my appraisal and had some 
relevant questions that I had not fully considered. 

 Very comprehensive review by my appraiser. He was well prepared and guided me very well 
through the process 

 had prepared for appraisal , clear understating of what I had put in input form . structured 
appraisal 

 I found my appraiser Dr **** very helpful. She had prepared well for my appraisal and had 
reviewed all my supporting documentations. She was able to offer insightful and helpful feedback 
on my current and future PDPs. 

 Very useful appraisal process. It was encouraging to discuss my career aims and aspirations. It 
was also useful to discuss how to keep on top of my record keeping during this period of my 
career. 

 Dr. **** is an excellent and very supportive appraiser. He explained me all the domains in great 
detail and especially guided me well as it was my appraisal. 

 A helpful and useful appraisal 

 Dr **** analysed my PDP very efficiently and advised appropriately. He was well prepared on the 
day of the appraisal, although I sent my input form only few days prior to my appraisal. He has a 
good overall knowledge about the contents of the appraisal form and able to guide how to 
complete it to reflect my practice. 

 Appraiser has put a lot of time and effort into my appraisal and I am extremely grateful for his 
input 

 Excellent overall understanding of my practice clearly made ahead of the appraisal. 

 The appraisal meeting was much more useful than I expected. I had been concerned beforehand 
because I had not met my appraiser and he works in another department.I was very pleased that 
we could finish the appraisal in one meeting. 

 Dr ****spend fair amount of time on my supporting document and went throw all of my 
evidences, his feedback and guidance for further development was extremely appreciated, he 
was guiding me toward the development on other important skills which would lead me to 
consultant level.Dr **** organise 2 meetings for me and during this sessions he gave multiple 
constructive feedbacks.Also he helped me to be able to use the system more efficiently.He shows 
interest on my work and helped me to choose PDP appropriate for my development.At the end of 
appraisal I didn’t feel it was just a form to sign, for me it was a meeting essential for my 
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development by constructive feedbacks and guidance.Dr **** has great communication skills 
which make the process of appraisal very effective and efficient.  

 

The Discussion 

 

 I felt encouraged to expand on my personal development plan with a better focus on achievable 
goals and aspirations.  

 **** covers areas outside the scope of appraisal forms such as aspirations for the unit and the 
trust. He also makes useful suggestions such as collaboration with urology. I find this particularly 
useful and feel that my appraisal takes all aspects of my work in to account.  

 Relevant appraisal discussion. Dr **** showed knowledge of my whole appraisal document and 
was able to discuss relevant details and we were able to review my previous PDP and formulate 
an appropriate PDP for next year. 

  I feel that I have had a fair opportunity to discuss my aims and practice with good advice for the 
future 

 Thorough appraisal process 

 I find the appraisal process very uselful,in reflection, improvement and preparing PDP 

 I have had a productive discussion about my PDP and in preparation of the revalidation. I am 
pleased with my appraisers encouragement to achieve my goals for my personal development 
plan. 

 Useful discussion, detailed chat about clinical and non clinical roles, useful recommendations 

 I found the discussion very relevant and helpful 

 This appraisal meeting was very interactive and has helped me to reflect on my progress in last 2 
years and focus on coming year 

 Nothing to add there, our meeting was very useful indeed. 

 I wish to thank Dr **** for undertaking review of my work during my time in Trust and 
supporting me in my future endeavours 

 As I am nearing retirement (2020), I am mainly focused on maintaining my current clinical and 
SPA activities, rather than undertaking major new projects.  Hence, my appraisal discussion 
reflected this and was appropriately limited with respect to formative assessment, rather the 
emphasis was on maintaining good medical practice with regard to my current professional 
standards and commitments.  I feel this was entirely appropriate and in accordance with my 
requirements for Revalidation. 

 Very useful advice and practical plans for future given. 

 Just wanted to record my sincere thanks to Dr **** for taking time to meet to have appraisal 
discussion & Supporting me in developing new personal development plan.   

 Explored my goals and achievement well. Open ended questions to help develop PDP 

 Dr **** has been a great support, he has focused on my skills and strengths and encouraged me 
to challenge myself in newer roles, both in education and management.  Over the last two weeks 
we had multiple discussions over the appraisal evidence and process which ensured a smooth 
conduct of the actual appraisal – in a very relaxed and non-judgemental manner.  Much 
appreciated. 

 A very comprehensive appraisal which I am very satisfied with.  Thanks. 

 Extremely productive and helpful appraisal 

 A good discussion covering pertinent issues to my practice 

 As I comment earlier this appraisal like last year was not just to seat and have chat, it was 
professional meeting aimed and focussed on my progress and it was extremely essential and 
important toward my development plan.  On discussion with Dr **** my new PDOP designed in 
way for my needs, the need for this PDP has been highlighted to me in appraisal and I was not 
aware of importance and possibility of this PDP.  For example on review of my progress he 
identify im keen for teaching and he advised me to attend courses to improve my ability for 
teaching and encourage me to develop further experience on this filed. 
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Appendix 8 

EXCELLENCE QA Tool: Improving and quality assuring appraisal output documentation 
Appraiser:                                Quality Assured by: Date: 

 

Score 
0=No (absent from summary) 

1=Partially (room for improvement) 
2=Yes (well done) 

Do the summary of appraisal, sign 

off statements and the Personal 

Development Plan (PDP): 

Score 
 

Comments 

O
vera

ll 

 Encompass all? DOES THE 

SUMMARY COMMENT ON 

CONTEXT, INCLUDING STAGE OF 

REVALIDATION CYCLE, AND 

REFLECTION ON THE WHOLE OF 

THE SCOPE OF WORK? 

 

 

Exclude bias and 

prejudice? ARE ALL 

STATEMENTS OBJECTIVE, FREE 

FROM BIAS AND PREJUDICE AND 

BASED ON EVIDENCE? IS IT A 

TYPED, PROFESSIONAL 

DOCUMENT? 

 

 

Challenge, support and 

encourage? DOES THE 

SUMMARY DEMONSTRATE THAT 

THE APPRAISAL WAS 

CHALLENGING, SUPPORTIVE AND 

FOCUSSED ON THE NEEDS OF 

THE DOCTOR? 
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Explain why any 

statements (including 
health and probity) have 
not been agreed? DOES 

APPROPRIATE COMMENTARY 

EXPLAIN ANY ‘NO’ OR 

‘DISAGREE’ ANSWERS?  

 

 

R
eview

in
g

 

Look at supporting 

information, lessons 
learned and changes 
made? DOES THE SUMMARY 

DRIVE QUALITY 

IMPROVEMENTS BY 

REFLECTING WHAT HAS BEEN 

LEARNED AND WHAT NEEDS 

TO BE CHANGED AS A RESULT?   

 

 

 Look at last year’s PDP 

and reflect on each 
objective?  IF ANY 

OBJECTIVES HAVE NOT BEEN 

ACHIEVED, HAVE THE 

REASONS BEEN DISCUSSED 

AND DOCUMENTED? 

 

 

Encourage excellence, 

celebrate 
accomplishments and 
record aspirations? DOES 

THE SUMMARY CAPTURE 

EXAMPLES OF GOOD PRACTICE 

AND RECORD ASPIRATIONS 

(SOME OF WHICH MAY HAVE A 

TIMESCALE OVER ONE YEAR)? 
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P
la

n
n

in
g

 a
h

ea
d

 

Note any gaps/no gaps 

in the requirements for 
revalidation and how 
they will be addressed? 
WHAT SUPPORTING 

INFORMATION IS OUTSTANDING 

FOR EACH ROLE? 

 

 

Contain SMART PDP 

Objectives?  Are they 
SPECIFIC, MEASURABLE, 
ACHIEVABLE, RELEVANT AND 

TIMELY? DO THEY CHALLENGE 

THE DOCTOR TO MAKE QUALITY 

IMPROVEMENTS? 

 

 

Explain the new PDP 

items?  DOES THE SUMMARY 

SHOW HOW THE PDP 

OBJECTIVES ARE RELEVANT AND 

DERIVE FROM THE SUPPORTING 

INFORMATION AND APPRAISAL 

DISCUSSION? 

 

 

Overall Comments                                                             

Total 
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Appendix 9 

 
 

  

Require Recommendation 63

Within 1 month of due date 35

Within 2 months of due date 14

Within 3 months of due date 6

Within 4 months of due date 4

Deferral 4
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Appendix 10 

 

 

 POLICY AND PROCEDURE FOR HANDLING CONCERNS ABOUT THE 
CONDUCT, PERFORMANCE AND HEALTH OF MEDICAL & DENTAL 
STAFF  - see attachment  2 
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Appendix 11  

 

Governance Handbook Self Assessment – see attachment 3 
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Issue Date :   Nov 2017  Version No: 3 
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2 
Appraisal and Revalidation Policy (Consultants and Non-Training Doctors) 
Issue Date :   Nov 2017  Version No: 3 

 

 

 

Appraisal and Revalidation Policy 
(Consultants and Doctors) 

State whether the document is:  

 
     Business Group 
     Local 

State Document Type: 
 

   Standard Operating Procedure 
   Guideline 
   Protocol 
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1 INTRODUCTION 

1.1. Statement of Intent 

It is the responsibility of each individual doctor to ensure that they undergo appraisal 
each year and that they are able to present the adequate evidence from all areas of 
practice to ensure revalidation at the end of each cycle. The Trust is required to 
provide data relating to activity, incidents and complaints and also support for 
professional development. There should also be a means of supporting the few 
doctors with whom some remedial action towards agreed goals is required.   

1.2. Equality Impact Assessment 

As part of its development, this policy was analysed to consider its effect on different 
groups protected from discrimination by the Equality Act 2010. The requirement is to 
consider if there any unintended consequences for some groups, and to consider if 
the policy will be fully effective for all target groups.  

1.3. Purpose 

This policy outlines the requirements and arrangements for conducting the 
revalidation and appraisal process of medical staff at Stockport NHS Foundation 
Trust, following the direction of the GMC and other relevant bodies. 
 
The aim of this policy, is to ensure that, through an effective appraisal mechanism, all 
medical staff are fit to practise and provide the highest standards of safe care to 
patients. 

1.4. Scope 

The content of this policy applies to all Medical Staff in non-training grades, 
(Consultant staff, Specialty Doctors and Associate Specialists, Trust Grades and long 
term locum appointments >6/12) and Consultants who work across more than one 
Trust where the main body of their work is contracted with SNHSFT.  
 

2 DUTIES 

2.1. Board of Directors 

The Board of Directors will have overall responsibility for the ratification of this policy.  

2.2. Chief Executive 

The Chief Executive has overall responsibility for ensuring that the organisation 
adheres to the standards set out in this policy. This duty may be delegated to an 
Executive/Senior Manager but accountability to the Board remains with the Chief 
Executive.  
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2.3. Responsible Officer 

2.3.1 The Responsible Officer has overall responsibility to ensure that the 
Trust process is in place for all non-training grade doctors to undergo annual 
appraisal and that this complies with national guidance and requirements.  

2.3.2 The Responsible Officer will make a recommendation to the GMC on 
a doctor’s fitness for revalidation based on an assessment of their annual 
appraisal. 

2.4. Medical Workforce 

2.4.1 Medical Workforce will oversee the appraisal and revalidation process 
and ensure that related procedures and practices are regularly reviewed in 
line with changes in legislation. 

 
2.4.2 Medical Workforce will maintain the records and electronic data systems and 
ensure that these are held securely.  A robust quality assurance process will ensure 
appraisal documentation meets the required standards. This will take the form of: 

 Review of all appraisals by the RO; with a grade from Excellent to 
Unsatisfactory, based on the output form and the PDP. 

 Appraisee feedback. 

 Formal review of a selection of appraisals by a small group of ‘super’ 
appraisers. The review will use the validated Excellence tool. 
 

The information from the QA system will be reviewed by the appraisal lead and RO; 

and appraisers who are not meeting the standards will be offered additional support 

and training. If performance does not improve, then they will not continue as 

appraisers. 

2.5. Clinical Directors  

Clinical Directors will be responsible for ensuring that all non-training grade doctors 
within their management have an annual appraisal. 

2.6. Appraisers 

All appraisers will adhere to the Appraisal and Revalidation Policy for medical staff.  
They will: 
 

 Ensure all supporting information is reviewed as required on completion and 
electronic sign off of the appraisal, including PDP. 

 Undertake appraisal training and attend periodic updates (Appraisal Support 
Group meetings). 

 Incorporate information in their own appraisal about the number of appraisals 
they have completed; along with feedback from appraisees and include 
reflections on their performance. 

 Ensure their statutory and essential training is up to date. 

2.7. Appraisees 

Appraisees are responsible for ensuring they participate in the annual appraisal cycle 
to meet requirements of revalidation.  They are required to maintain a professional 
portfolio including feedback from each of their employers (whole practice review) 
including the independent sector, records of their training, reflective practice and 
additional documentation as specified by the GMC.  This evidence must be available 
to their appraiser at least 2 weeks before date of their appraisal. 
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2.8 Information Services 

The Trust recognises the importance of providing good quality data and utilising 
CHKS as a benchmark will provide pertinent information to clinicians as appropriate 

2.9 Risk and Complaints Department 

This department will be responsible for providing information of complaints, SAE’s, 
SUI’s, never events and litigation that are related to the appraise and to be used for 
supportive information and/or reflective practice. 
 
 

3 DEFINITIONS 

Term Meaning 

ARC Appraisal and Revalidation Co-ordinator 

RO Responsible Officer 

MSF Multi Source Feed Back 

360 Degree The tool used for Multi Source Feed back 

PDP Personal Development Plan 

CDP Continued Personal Development 

CD Clinical Director 

MDT Multi-Disciplinary Team 

PA Programmed Activity 

NCAS National Clinical Assessment Service 

GMP Good Medical Practice 

GMC General Medical Council 

Clinical Supervisor A medical consultant, who following training, is  
responsible for the overall supervision and 
management and educational progress for all non-
consultant grade medical staff.   

4. APPRAISAL AND REVALIDATION 

4.1   Background  

4.1.1 Since 2012, all practicing doctors are regulated through a continuous five 
year cycle for revalidation with the General Medical Council (GMC).  

4.1.2 Revalidation will require a continuous process, with 5 yearly cycles leading to 
a personal recommendation of fitness to practice of the individual medical practitioner 
by the Responsible Officer of the organisation. This will be based on a summation of 
five consecutive annual appraisals, and supporting portfolio of evidence. The doctor 
must demonstrate fitness to practice in relation to each of the four domains of GMP 
as defined by the GMC (see box below and section 11) 

4.1.3 The Responsible Officer will need to satisfy himself or herself that each doctor 
is suitable to be revalidated, and will provide this recommendation to the General 
Medical Council. Where there are concerns about a doctor’s fitness to practice, the 
Responsible Officer will ensure these are investigated and action taken, including 
referral to the GMC if appropriate. The arrangements for the Responsible Officers 
were put in place in January 2011. The role of the Responsible Officer is described in 
section 7.  
4.1.4 It is essential that the appraisal of each doctor is based upon sufficient and 
comprehensive information, with data that can be independently validated within the 
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organisation. It should objectively monitor personal effectiveness, and support the 
performance and development of all doctors in a fair and meaningful way. 

4.1.5 This will fit into an annual cycle that begins with appraisal which is used to 
inform the process of Job Planning and which fulfils eligibility for consideration of 
clinical excellence awards and pay progression for consultants. The process must 
also be part of the Trust clinical governance system.  
 
4.1.6 The GMC expects every doctor to ensure that he or she has complied with 
this process and revalidation should be a positive reaffirmation of the individual on a 
regular basis. This provides assurance to patients, employing organisations and the 
public that all doctors are safe and fit to practice.  

 
4.1.7 The Responsible Officer is required to continuously update doctors list that 
have prescribed connection to the Trust.  Doctors employed by the Trust that have 
been granted a sabbatical may be required to have their prescribed connection 
disconnected.  This would be at the discretion of the RO and dependent on the 
duration and location of the sabbatical. 
 

GMC Requirements for Fitness to Practice 
  
Evidence should relate to each of the following domains: 
 
 Knowledge, Skills and Performance 
 Maintain professional performance 
 Apply knowledge and experience to practice 
 Keep clear, accurate and legible records 
 
Safety and Quality 
 Put into effect systems to protect patients and improve care 
 Respond to risks to safety 
 Protect patients and colleagues from any risk posed by your health 
 
 Communication, Partnership and Teamwork 
 Communicate effectively 
 Work constructively with colleagues and delegate effectively 
 Establish and maintain partnerships with patients 
 
Maintaining Trust 
 Show respect for patients 
 Treat patients and colleagues fairly and without discrimination 
 Act with honesty and integrity 

 

5. APPRAISAL PROCESS 

5.1 Appraisal 

The aim of the appraisal is to help doctors to consolidate and improve on good 
performance, aiming towards excellence.  Appraisal is essential in identifying the 
developmental and educational needs of individuals.  The aim is to: 

 Set out personal and professional development needs and agree plans for 
these to be met. 
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 Consider doctor’s contribution to the quality and improvement of services and 
priorities delivered locally. 

 Utilise annual appraisal process and associated documentation to meet the 
requirements of the GMP and Trust’s values and behaviours. 

 Identify the need for adequate resources to enable any service objectives in 
the agreed job plan review to be met 

5.1.1 All doctors must ensure that they undergo appraisal within every 12 month 
cycle and are responsible for ensuring the continuous collection of their portfolio 
evidence that will include achieving the agreed professional development plan (PDP), 
mandatory training and CPD requirements.  All those requiring appraisal will be 
allocated a date - their Appraisal Birthday – and the appraisal meeting will take place 
in this calendar month,  with the process then completed in accordance with the 
specified time course. 

5.1.2 The Appraisal and Revalidation Co-ordinator (ARC), attached to Medical 
Workforce, is the individual who will support the process and maintain an accurate 
database managed through Premier IT (PReP). 
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Table 1- The annual process for Medical Appraisal is summarised below:  
 

 Action Responsibility Timeframe 

Pre-appraisal 1.  Reminder to doctor 
that appraisal is due 
 
2.  Agree appraisal 
meeting date with 
appraiser 
NB may require joint 
appraisal  
 
3.  ARC send Trust-
derived data  
 
 
4.  Appraisee collects  
organises evidence 
including any needed 
from external 
organisations and makes 
available to appraiser 

ARC 
 
 
Appraisee agrees with 
appraiser 
 
 
 
 
ARC 
 
 
 
Appraisee 

Within 3 months of 
due date 
 
Within 4 weeks of 
appraisal 
 
 
 
 
Should be available 
within 4 weeks of 
appraisal date if not 
supplied earlier 
 
Folder made available 
to appraiser within 2 
weeks of appraisal 
date 

At appraisal 1.  Review last year’s 
PDP 
 
2.  Review and discuss 
portfolio, identifying  
actions for coming year 
 
3.  Notify ARC office if 
appraisal not held, 
reason,  and plans for 
new date 
 

Appraiser and 
appraisee 
 
Appraiser 
 
 
 
Appraisee 

 
 
 
 
 
 
 
Within 1 week of 
cancelled appraisal 

Post appraisal 1. Sign off appraisal by 
completing appraisal 
summary 
 
2. Accept or return 
appraisal summary 
 
3. Complete feedback 
questionnaire 
  
 

Appraiser 
 
 
 
Appraisee 
 
 
Appraisee 
 
 

Within 4 weeks of 
appraisal (maximum) 
 
Within 4 weeks of 
appraisal (maximum) 
 
Within 1 week of 
accepting appraisal 
summary 
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5.2 Appraisers 

5.2.1 The Responsible Officer must be confident that each appraisal is 
undertaken fairly and that the evidence presented has been reviewed. This 
should both encourage reflection but also provide challenge.  

5.2.2 SNHSFT has a group of appraisers who: 

 

 Must have undertaken approved training either delivered by Stockport NHS 
FT or by an accredited body. Ongoing training is required. This can be 
achieved by attendance at the Appraisal Support Group (a minimum of 
attendance at least once every year) 

 Will be supported by the Responsible Officer/nominated lead for appraisal 
and revalidation, meeting as a group twice each year.  

5.2.3 The doctors who undertake consultant and non-training grade 
appraisals will be senior medical staff with a minimum of 3 years’ experience, 
who have good interpersonal and communication skills (see appendix 1). New 
appraisers will be approved by the Associate Medical Directors and Deputy 
Medical Director. They should each undertake at least 4 appraisals each year 
and a maximum of 12. New appraisers will be mentored in the role for the first 6 
months by a nominated established appraiser and their first 3 appraisals will be 
included in the QA Feedback on every appraisal will be requested from all 
appraisees and available to appraisers for reflection. 

5.2.4 The responsibility of being an appraiser should be documented in the 
respective job plan against supporting professional activities. The time 
resources for appraisal lie within those allocated for SPAs 

5.2.5  Identification of appraiser 

The ARC will allocate an appraiser for all connected doctors.  This will usually 
be an appraiser from a different specialty to the appraisee. Appraisal checklists 
are available to support out of specialty appraisal.  Doctors who hold academic 
appointments, educational roles, management roles or work for other 
organisations need to have supporting evidence of their work in those areas.  
Those with sessions outside SNHSFT will be appraised by the Trust where the 
majority of time is spent, supported by statements from the other organisations. 
It should be noted that: 
 
(i) A doctor should not be appraised by the same appraiser for more than 3 
consecutive years 
(ii) Reciprocal arrangements (one doctor appraising another) are not 
permitted 
(iii) Any possible conflict of interest should be avoided (such as personal 
or business relationships) 
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5.3 Arrangements Where Doctors Have Joint Job Plans 

 
Consultants who work across more than one Trust 
 
The responsibility for organisation of the appraisal and its completion lies with the 
individual consultant and the Trust that holds the majority portion of his/her contract. 
This will also apply to the formal recommendation of revalidation by the Responsible 
Officer of that Trust.  
 
Evidence of attendance at local MDTs should be provided, if applicable. If there are 

additional clinical PAs spent at another site, then appraiser should ensure that there 

is confirmation of satisfactory performance at the hospital where sessions are 

provided and if there are any concerns these are brought to the appraisal process 

each year. The Medical Directors of both Trusts will receive a copy of the signed-off 

Appraisal Form in due course.   

The individual consultant must write to the respective Medical Director of the 

independent organisation at least four weeks before the annual appraisal is due, to 

request a letter of  confirmation that there are no concerns in relation to his/her 

professional practice. This response must be included in the appraisee’s supporting 

information.   

 
Private Practice  
 
Each doctor is now responsible for obtaining their data from the areas in which they 
work, so that work undertaken on behalf of other sectors can also be considered at 
the time of their NHS appraisal.  This includes all sectors in which doctors work i.e. 
all private establishments/hospitals/voluntary sectors/CCGs etc.  This information 
must be included in the folder at the time of submitting it to the appraiser 2 weeks 
prior to the appraisal.  In October 2004 BMA and Independent Health Care Forum 
issued the document ‘Guide to Independent Sector Appraisal by Doctors Employed 
by the NHS and who have Prescribing Privileges at Independent Hospitals – Whole 
Practice Appraisal’. 
 
The individual consultant must write to the respective Medical Director of the 
independent organisation at least four weeks before the annual appraisal is due, to 
request a letter of  confirmation that there are no concerns in relation to his/her 
professional practice. This response must be kept within the individual’s portfolio. 

 

5.4 Collection of Evidence  

5.4.1 It is the individual doctors’ responsibility to list all the areas in which they work 
(clinical and non-clinical, e.g. management roles) and to provide appropriate 
information about each area. This must relate to activities at all the Trusts and 
independent organisations where the individual works, and also academic sessions. 

5.4.2 The evidence that is presented at appraisal should meet at least the minimum 
requirements of the doctor’s own specialty.  

5.4.3 The individual doctor has responsibility for collecting relevant information 
throughout the year and for presenting this within an organised portfolio prior to the 
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appraisal. This will include evidence provided through MSF from colleagues and 
patients (at least once within 5 years).Reference Table 2 

5.4.4 The Trust will support this process by timely provision of information relating 
to the clinical activities undertaken by the doctor/team, and also the provision 
of clinical outcome data agreed with each Business Group.  A summary of 
significant incidents and complaints relating to the individual or team’s 
practice will also be generated annually. All doctors are encouraged to 
provide evidence of reflection and learning from these in their folders: the 
RCP tool is a suggested example. The Trust will facilitate an approved 360 
feedback process. 

 
5.4.5 The Trust will support this process by providing information about Serious 

Incidents; complaints and CHKS data. 

5.4.6 The following documents must be prepared by the appraisee in readiness for 
the appraisal and submitted with the folder: 

 
1. Annual updating of responsibilities and job plan.  Evidence in folder 

should support all clinical and non-clinical responsibilities. 
2. The proposed personal development plan (PDP) for the forthcoming 

year, for discussion with appraiser. 
3. CPD record 
4. Evidence relating to external organisations (joint job plans) 
5. Individuals who undertake private work will need to request a 

statement of satisfactory practice from the respective Medical 
Director.  

6. Review of Previous PDP. 

5.5 Multisource (360 degree) Feedback 

5.5.1 Patient and colleague 360 should be undertaken by all doctors at least once in 
every 5 year cycle. Doctors will be reminded of the need for this 2 years before their 
revalidation date. Colleague 360 will require the individual to nominate a specified 
number of staff (medical and non-medical).  The process will be administered 
electronically and a summary of responses will be constructed, and forwarded 
directly to the relevant appraisee. This will be managed through Edgecumbe Doctor 
360. 

5.5.2 The patient 360 will require the individual doctor ask for feedback forms to be 
given to consecutive patients by another health care professional, who will also 
collect the responses. These should be sent to Edgecumbe Doctor 360 without the 
involvement of the doctor. Edgecumbe Doctor 360 will collate the responses and 
compile a report. 
 

5.5.3 The patient and colleague 360 reports should be fed back to the appraisee at 
the main appraisal meeting wherever possible and discussions documented 
in the appropriate section of the summary form.  When this is not possible the 
appraiser should arrange a short meeting to discuss the report and the 
summary form should be completed, with a copy given to the appraisee, who 
should be advised to include the full report and summary in the next appraisal 
folder. Reflection on the reports is an essential criteria for revalidation. 
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5.5.4 The Appraisal & Revalidation Coordinator will maintain a record of MSF 
completion and prompt individual doctors to arrange this on a rolling schedule.  If any 
serious concerns are identified, which will require formal action, the appraiser does 
have a responsibility to make the Medical Director aware of these, following 
discussion with the individual. 

5.6 Essential Training 

5.6.1 Essential training applies to a number of areas which have relevance to 
clinical practice and risk management. They also enable the Trust to demonstrate 
compliance with the requirements of NHSLA, CQC and other external bodies.   
Priority topics are covered on induction for newly appointed staff and all medical 
staff must attend regular updates at the required intervals or by making use of e-
learning facilities, to ensure individual compliance with the Trust’s requirements. 

 
The individual doctor has responsibility to demonstrate that he/she is fully compliant 
with these. This will be reviewed at the annual appraisal. 
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5.7  Table 2 - SUPPORTING EVIDENCE FOR MEDICAL APPRAISAL 
 

What is needed How to obtain it 

GMC license to practice All registered practitioners should hold 
a license to practice with the GMC.  
Further information is available from 
the GMC www.gmc.co.uk 

CPD record: logbook, certificates of 
validation by College : will link to 
requirements of own 
specialty/College 

Appraisee 
College Links 
Medical Education Centre 

Trust essential training record  Own check list plus record provided 
by the ARC   

Activity data for yourself/service: 
personal log books with verified 
evidence provided by Trust .(relates 
to national specialty requirements for 
revalidation) 
NB need to identify own practice 
within team/disease group data 

Appraisee 
Information Department 
CHKS 

Clinical audit data to include all audits 
in past 12 months; clinical outcome 
measures; others where relevant eg 
30 day mortality 
Outcome of any peer review process 
in year 

Disease group/clinical audit dept 
 
 
 
Network peer review  

Record of attendance at MDT 
meetings 

MDT co-ordinators 

360 feedback (at least one in 5 
Years) 

Arranged through the  ARC 

Samples of anonymised letters/ 
procedural notes/ demonstration of 
communication 

Appraisee 

Attendance at morbidity and mortality 
meetings  

Record of attendance /certificate 

Clinical governance: personal record 
of complaints/SUIs linked to self/team 
with evidence of response to these; 
any claims/litigation in relation to 
practice 

Risk and Complaints Department, 
summary via ARC 

Reflective practice (desirable, not 
obligatory) –  personal response to a 
complex case or dealing with a 
complaint, teamwork challenges 

Appraisee 

Evidence of support to Divisional and 
Trust objectives; service 
development/improvement and 
governance eg. role in committees, 
working groups 

Evidence of involvement plus specific 
outcomes as a result of these 

Educational activities : as teacher, 
supervisor; presentations (with 
feedback/evaluation) 

Appraisee 

Record of sickness, professional and 
study leave taken in past year 

ESR, ARC and Medical Education 
Department 

Research activity, achievements and  Appraisee 
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publications 

Probity: record of any 
charitable/research fund for which the 
individual is responsible and 
evidence of how this is used 
Copy of annual declaration of 
individual consultation work or 
sponsored activities 

Fund statement from Finance Dept 
 
 
Copy of declaration sent to CEO 
office each year 

Statement of own health and 
confirmation of registration with a 
general practitioner 

Appraisee 

5.8 The Appraisal Interview 

5.8.1 This must cover: 

 Discussion of  previous year’s PDP and achievements against this; 
documentation of reasons if not achieved 

 Review of supporting information in the portfolio: detail and whether 
adequate 

 Discussion of appraisees personal response to complaints and incidents 

 Mapping of  evidence against GMC domains to identify areas where 
information is needed for progress towards revalidation 

 Agreement of  actions and formulate priority objectives for PDP in the coming 
year 

5.8.2 Appraisal should inform and support the individual doctor’s development (and 
in turn support the Trust’s objectives and developments) and lead to 
revalidation of medical staff.  

5.9    The Personal Development Plan 

5.9.1 The appraisal process should identify areas where there may be 
requirements for training, and these should be wider than the specialist role – 
for example, communication skills, development in educational or 
management roles. It should also highlight areas where more evidence will be 
needed to support revalidation, such as a specific audits and outcome data, in 
the remainder of the 5 year cycle. 

5.9.2 Beyond the immediate appraisal requirements, this should be an opportunity 
to reflect on career development and achievements to date and to recognise 
what the doctor wishes to achieve in the future. 

5.9.3 The PDP must reflect personal professional development, and is not an 
expectation of resource provision for the service - this should be addressed at 
the time of job plan reviews with the Clinical Director and Service Manager. 
The PDP should contain goals for the individual in the coming year, based 
upon learning or development needs. These in turn may relate to CPD 
requirements, results of audit, new service initiatives requiring developed 
skills and expertise and also to any professional issues that have arisen.  

5.9.4 Between 3 and 5 ‘smart’ objectives may be agreed for the coming year which 
should :  

 

 Be clear and explicit 

 Be relevant to individual practice and his/her service 
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 Address priority needs/concerns discussed at appraisal 

 Be measurable and demonstrable when achieved 

 Be achievable within stated time frame – ie within the coming 12 months  

5.10   The Process 

 
5.10.1 All medical staff have an ‘appraisal month’ allocated to them by the Appraisal 

& Revalidation Coordinator which will remain constant for all appraisals. 
 

5.10.2 All new medical staff will have an appraisal within the first 12 months of their 
appointment. 
 

5.10.3 All locums employed by the Trust for 6 months or more should be included in 
the appraisal process.  If they are employed through an agency then the 
appraisal would usually be done through the agency.  Trust staff may be 
asked to contribute supporting information. 
 

5.10.4 The appraisal system will issue an email 3 months before the appraisal due 
date to inform the appraisee of requirements to organise and complete the 
annual appraisal in the next 3 months. 
 

5.10.5 The appraisee should update PReP with the agreed meeting date to 
demonstrate engagement in the process.  
 

5.10.6 The appraisal system will issue another email reminder one week before the 
appraisal due date. 
 

5.10.7 The appraisal system will issue a further email 10 days post the second 
reminder.  
  

5.10.8 An email will be issues at 13 months post previous appraisal if the appraisal 
has not been fully completed. This email will inform appraise that the 
appraisal process may not be complete within 15 months of previous 
appraisal.  This would jeopardise the requirement of an annual appraisal with 
potential consequences for revalidation, pay progression and eligibility for 
employee based clinical excellence awards. 
 

5.10.9 To qualify as an ‘annual’ appraisal, the appraisal must be completed between 
9 – 15 months from previous appraisal. 
 

5.10.10 In very few circumstances an appraisal meeting may be postponed 
e.g. if doctor is on sick leave/maternity leave for more than 6 months in a 
year.  Before an appraisal is postponed for any reason to the following year 
advice must be taken from the RO to confirm it is appropriate, otherwise any 
omission of an appraisal in the year would affect progress to revalidation. 
 

5.10.11 Appraisers must declare conflicts of interest with their appraise e.g. 
 

 Personal or family relationship 

 An appraiser receiving direct payment from an appraisee for 
performing the appraisal 
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5.11  Process for non-consultant staff 

5.11.1 Non-consultant staff are required to comply with the process of appraisal as 
described for consultants. 

5.11.2 Non-consultant staff include associate specialists, staff grades, trust grade 
doctors e.g. clinical fellows. 
 

5.11.3 Non-consultant staff will be required to have an annual appraisal by clinical 
director of the relevant department or a nominated appraiser. 
 

5.11.4 Non-consultant staff could also be appraised by the SAS tutor who also has a 
role in providing support and mentorship. 
 

5.11.5 Non-consultant staff are required to agree to a PDP as part of their appraisal, 
the PDP should be forwarded to the SAS tutor who has responsibility for the 
Deanery sponsored training budget for SAS doctors. 

 

5.12 Dealing with Difficulties 

5.12.1 The appraiser with concerns about the individual appraisee, including 
compliance with the process, should discuss these first with the Clinical 
Director/Associate Medical Director. The Clinical Director may then seek 
advice from the Medical Director and, where appropriate, Human Resources.  
Where it becomes apparent during the appraisal that there is a serious 
performance, health or conduct issue (not previously identified) that requires 
further discussion or investigation, the appraisal meeting must be stopped.  
The matter must be referred to the Medical Director immediately to take 
appropriate action.  

5.12.2 The individual appraisee with concerns about the conduct of the appraisal 
should follow the same pathway as above.  

 
 
5.13  Procedure for Non-Participation 
 
5.13.1 All doctors with a licence to practice are required to participate in annual 

appraisal in accordance with the GMC revalidation regulations.  In the 

majority of cases most doctors participate actively in the process.  For a small 

minority who do not participate, clear processes are required to handle such 

non-participation under: 

 

 The General Medical Council (Licence to Practise & Revalidation) 

regulations 2012. 

 The doctor’s contractual requirements and their terms of employment 

at Stockport NHS Foundation Trust. 

 

Doctors who fail to follow the policy will be contacted by the ARC and then by the 

RO. Lack of engagement will result in the completion of the REV6 form which is sent 

to the GMC to request them to send a non-engagement concern letter to a doctor. 
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The procedure detailed below:  
 

 Identifies the sequence of actions which will be taken to support 

participation with the appraisal process when there is apparent non-

participation by a doctor. 

 Reminds doctors of their professional responsibilities. 

 Advises doctors as to the potential implications: 

o In terms of the contractual responsibilities to the Trust. 

o Regarding revalidation and their license to practice. 

 

5.13.2 The following procedure describes how Stockport NHS Foundation Trust 

operates in relation to apparent non-participation with medical appraisal.  (All 

emails are attached at Appendix 5) 

 

 Each year, each doctor will be made aware of the requirement to have 

their annual appraisal, by the last day of their agreed appraisal month 

(appraisal deadline).  A doctor will therefore receive a reminder (email 

1) of the need to arrange their appraisal at least 3 months prior to the 

last day of the doctor’s appraisal month. 

 

 On the last day of the appraisal month, the local systems will be 

checked to verify if an appraisal has occurred or scheduled.  If no 

verification is available a second email (email 2) will be issued. 

 

 If a response is received within 10 working days to the second 

reminder email and the doctor has either requested or has booked 

their appraisal within 28 days the standard process is resumed.  A new 

appraisal date will be set and the standard process resumed. 

 

 If no response is received to the second reminder-mail, or a response 

is received advising that no appraisal has been booked, a third 

reminder e-mail will be sent to the doctor 10 working days after the 

date of the second reminder e-mail (or as soon as the response is 

received).  This will remind the doctor of their responsibilities, the 

potential consequences of failing to participate in the appraisal system, 

and the steps the Responsible Officer will take should the doctor 

continue to fail to engage.   

 

 If a response is received to the third reminder e-mail and the doctor 

has either requested or has booked their appraisal within 28 days, the 

standard process is resumed.   

 

 If no response is received to the third reminder e-mail or a response is 

received advising that no appraisal has been booked, a fourth and final e-

mail (final reminder 4) will be sent to the doctor 10 working days after the 

date of the third reminder e-mail (or as soon as the response is received).  

It will advise that notification of non-participation to the GMC is being 

considered and the RO will ask to meet with the doctor.  
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6 QUALITY ASSURANCE 

6.1   Administration: the Appraisal and Revalidation Co-ordinator 

6.1.1 This individual will support the Deputy Medical Director and Medical 
Managers to ensure compliance with this process by the Trust and all medical 
staff. 

6.1.2 Responsibilities will include: 

 

 Maintaining an up to date database of doctors with prescribed connection to 
the Trust. 

 Maintaining an up-to-date database of the annual appraisal schedule, record 
of appraisals undertaken and by appraiser; the summaries of the appraisal 
and job. 

 Maintaining  a list of trained appraisers 

 Providing an alert system when an appraisal is due/overdue 

 Collection of  appraisee feedback 

 Administer the 360 degree and patient feedback processes 

 Maintain records of appraiser and 360 facilitator training 

 Assisting the Medical Director with preparation of reports and preparation of 
information as required 

 Administrative  support to the Responsible Officer duties 

 Support in organising Appraisal Support Group meetings. 

 Ensure compliance with requirements for annual organisational audit. 

6.1.3 An exception audit will be undertaken annually to identify the reasons for 
missed or incomplete appraisals. Information on number of completed and 
missed appraisals will be reported annually through the AOA process, but will 
also be reported quarterly to the People Performance Committee. 

6.2 Quality of Appraisal 

6.2.1 Confidence in the revalidation process for the medical staff employed by the 
Trust depends upon the quality and consistency of the annual medical 
appraisals. 

6.2.2 An annual audit will be undertaken via the ARC of missed or incomplete 
appraisals (Appendix 3) 

6.2.3 The quality assurance of the appraisal interviews being undertaken is 
described in section 2.3 above. These include appointment of appraisers, 
initial mentoring and observation, routine feedback from all appraisees and 
observation of all appraisers with individual feedback once every 3 years. 

6.2.4 The Medical Director should meet with all appraisers on a regular basis (up to 
4 times each year) to discuss difficulties or issues and the anonymised 
feedback from appraisees. 

6.3 Quality of Evidence 

6.3.1 The appraisee is responsible for collection of evidence and the appraiser 
must be satisfied that this is adequate and comprehensive to support the 

233 of 372



 

22 
Appraisal and Revalidation Policy (Consultants and Non-Training Doctors) 
Issue Date :   Nov 2017  Version No: 3 

 

appraisal. The Trust should support provision of data relating to activity and 
outcomes relating to practice of the individual and team. 

 

 All data on complaints and untoward incidents in relation to the individual 
must be discussed at appraisal.  
 

 Every year a selection  of the portfolios and documentation will be selected at 
random for quality assurance audit and feedback presented at the Appraisal 
Support Group. 

6.4 External Review 

The Deputy Medical Director will arrange for review of the Trust process for appraisal 
every 5 years. 

6.5 Relationship between Appraisal and Organisational Governance and 
Objectives 

6.5.1 Information from clinical governance and performance relating to medical 
practice should be made available for review at individual appraisals. 

6.5.2 Via directorate and business groupings, collated personal development plans 
should link to Trust activities and educational strategy. 

6.6 Reports to CEO/Board of Directors   

The Deputy Medical Director is responsible for producing reports as required, 
including a summary to be submitted to the People and Performance Committee. 
 

7 GMC REVALIDATION 

 
Note that this covers all aspects of the individual’s professional practice including 
academic and private, and all doctors are responsible for complying with the GMC 
requirements to achieve revalidation. The expectation is that failure to achieve these 
requirements will be exceptional, but the RO recommendation has to be made with 
confidence that a robust system underpins this. 

7.1 Role of the Responsible Officer 

7.1.1 The Responsible Officer ensures that the Trust process is in place for all 
doctors to undergo annual appraisal and that this complies with national 
guidance and requirements. He/she also monitors the general performance 
and quality information held by the Trust including audits, complaints and 
untoward incidents. 

7.1.2 The Responsible officer will need to ensure: 

 

 Those doctors who provide care will continue to do so safely 

 All doctors are properly supported and managed in sustaining, and 
where necessary, raising their professional standards 

 There is a  process that can identify the small  minority of doctors who 
fall short of the expected high professional standards 

 That, such doctors are managed fairly with appropriate remedial, 
performance or regulatory action to safeguard patients. 
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7.1.3 The Responsible Officer will make a recommendation to the GMC about a 
doctor’s fitness to practice, as a positive statement of assurance and not 
simply an absence of concerns.  

7.1.4 He /she is supported in this role through individual training and GMC 
Employer Liaison advisors in each locality. 

7.2 An Overview of the Evidence 

7.2.1 Supporting information must relate to all areas of a doctor’s practice, including 
that resulting from any investigations already completed. There should be 
sufficient evidence that the performance meets the requirements of specialist 
standards and the performance of the individual in relation to peers. 

7.3 Dealing with Inadequate Evidence and Poor Performance 

7.3.1 The Responsible Officer will make a recommendation to the GMC on a 
doctor’s fitness for revalidation based on an assessment of their practice 
through annual appraisals.  Where evidence is insufficient to make a 
recommendation, the RO will seek advice from the GMC Liaison Officer prior 
to opting for deferment of recommendation. 

7.3.2 Circumstances involving an individual who demonstrates sustained non-
compliance with the required annual process will be dealt with by the Clinical 
Director and referred to the Medical Director if there is no improvement in 
compliance. This may invoke a disciplinary process. Any doctor who has not 
completed an annual appraisal for reasons within their control will not be 
considered eligible for a clinical excellence award and pay progression. 

7.3.3 Poor performance will be managed depending upon the underlying causes. 
The Responsible Officer will establish procedures to investigate concerns 
about the conduct, performance or fitness to practice of a doctor and will keep 
a record of such proceedings and their outcomes. Any doctor under 
investigation will be able to access support where this is needed. In serious 
situations this will follow national guidance and processes. 

7.3.4 The Responsible Officer, following appropriate consultation (including 
NCAS/GMC advisor) decide whether the necessary standards are met and if 
not will refer the doctor to the GMC on fitness to practice grounds. If the 
concerns do not merit referral to the GMC, the Responsible Officer will also 
consider whether local remediation is appropriate. 

 
7.3.5 The Responsible Officer will ensure that there is provision for alternative RO 

where there is, or perceived to be, conflict of interest when executing the RO 
role. 

 

8 CONSULTATION, APPROVAL AND RATIFICATION PROCESS  

The Appraisal and Revalidation Policy has been developed in consultation with the 
Medical Director, Director of Workforce and Organisational Development and Clinical 
Directors. 
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9 DISSEMINATION & IMPLEMENTATION  

9.1 Dissemination 

The Appraisal and Revalidation policy will be available on the Trust’s intranet site and 
will be circulated to all members of the ratifying committee. 

9.2 Implementation 

The Policy will be distributed to Business Group Directors, Associate Medical 
Directors and Clinical Directors. 

9.3 Training/Awareness 

Appraiser’s  
 

 All appraisers are given the appropriate training   
 
Responsible Offers 

 

 He /she is supported in this role through individual training and GMC 
Employer Liaison advisors in each locality. 

 

10 PROCESS FOR MONITORING EFFECTIVE IMPLEMENTATION  

 The Medical Director is responsible for producing reports as required, 
including a summary to be submitted to the Board of Directors annually. 

 

 All appraisers will conduct an appraisal under observation, and be provided 
with feedback every 3 years. 

 

 Feedback on every appraisal will be requested from all appraisees  
 

 An annual audit will be undertaken via the ARC of missed or incomplete 
appraisals 

 

 At intervals a sample of portfolios will be requested for audit by the Medical 
Director. 

 

 The Responsible Officer ensures that the Trust process is in place for all 
doctors to undergo annual appraisal and that this complies with national 
guidance and requirements. He/she also monitors the general performance 
and quality information held by the Trust including audits, complaints and 
untoward incidents. 
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Roles and Responsibilities 

Appendix 1 

Appraiser person specification/job description 

 
Medical appraisers for consultants and non-training doctors 

 
1. Role of the medical appraiser 
 

To support the Medical Director and team of medical managers and Human 
Resources to ensure that 
 

 All consultants and non-training medical staff undertake  annual appraisal 
via a rigorous quality assured process that will provide assurance to the 
Responsible Officer regarding recommendations for revalidation of that 
doctor 
 

 The appraisal constructively supports the development of the individual 
Appraisee 
 

 The appraisal is based upon a review of the relevant evidence for all 
domains of practice, including clinical governance, and is able to identify        
any areas of concern for action by the individual, Clinical Director and 
Medical Director if necessary. 

 
Accountable to the Deputy Medical Director and Medical Director for the 
satisfactory conduct of medical appraisals of Stockport NHS Foundation Trust 
medical staff. 

 
2. Person specification 
 

i) Senior medical staff with a minimum of 3 years experience.  
ii) Approved by the consultant’s own Clinical Director and Medical 

Director/Deputy Medical Director 
iii) No unresolved serious disciplinary issues against the individual 
iv) Demonstrates good skills in communication including interpersonal 

skills with colleagues, ability to challenge constructively and manage 
conflict 

v) Has undertaken approved appraiser training and is committed to 
maintaining and updating skills as required  

vi) Demonstrates qualities of organization, completion of tasks  in 
required time frame  and attention to detail 

vii) Fully compliant with Trust’s mandatory training and annual appraisal 
requirements. 

 
3. Responsibilities 
 
3.1  To undertake individual appraisals as agreed with the relevant Clinical 

Director.  These will usually be for staff within the same specialty as the 
appraiser where possible.  An appraiser should undertake a minimum of 4 
appraisals /year but not be asked to do more than 12. Those in academic 
appointments will be undertaken jointly with a University representative. 
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3.2  To liaise with the Clinical Director before the appraisal to ensure that any 
concerns, such as those relating to complaints or other aspects of practice, 
are addressed at appraisal. 

 
3.3 To review with the appraisee, the personal development plan of the previous 

year and to agree and record which items have been achieved. 
 
3.4 To review the evidence presented at appraisal and agree with the appraisee 

where this related to the four domains; to also identify where further evidence 
is needed to support requirements for revalidation. This will be confirmed by 
signing off the annual evidence checklist. The appraiser will expect the 
appraisee to present evidence in an organized way to facilitate the 5 year 
revalidation cycle. 

 
3.5 To review the ‘Essential training checklist’ with the appraisee and agree 

actions to be taken in specific time frame so that Trust requirements will be 
met. 

 
3.6  To help the appraisee to identify relevant, realistic and important objectives 

for his/her personal development plan for the coming year: which may include 
identifying ways to produce more evidence in relation to his/her practice. 

 
3.7  To produce a summary of the appraisal discussion and further actions and 

agree this with the appraisee within a maximum of four weeks from the date 
of the appraisal session. 

 
3.8  To ask the appraisee to complete a feedback form of the appraisal process: 

this should be returned to the Appraisal and Revalidation Coordinators’ office. 
 
3.9  To make the Clinical Director aware of any significant issues or concerns 

arising from the appraisal.  
 
Such concerns may include one or more of the following: 
 

 Non-compliance with the appraisal process 

 Failure  to provide adequate evidence against the requirements for all 
domains 

 Concerns about safe practice 

 Concerns about probity or health of the appraisee 
 
 
3.10 To liaise with the Appraisal and Revalidation Co-ordinator so that an up to 

date database is maintained for planned and completed appraisals. 
 
4. Training of appraisers, support and quality assurance 

 The appraiser should have undertaken the approved training session as 
arranged at intervals by the Trust, including refresher training at intervals. 

 

 All appraisers will meet as a group (Appraisal Support Group meeting) with 
the Medical Director at least 4 times a year to review feedback, discuss any 
difficulties and ensure the process is working efficiently. 

 
In addition the Medical Director may arrange to observe occasional appraisal 
sessions and review portfolios of evidence. 
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Appendix 2 

Exception audit to identify reasons for all missed or incomplete appraisals 

  

Results of exception audit to identify reasons for all missed or incomplete appraisals Numbers 

1 Appraisee factors:  

a Absence of appraisee at the end of the appraisal year [so not possible to rearrange within year] e.g. maternity/sickness 

leave 

 

b Incomplete portfolio or supporting information [GMC Guidance will be available in 2011]  

c PDP/Summary not signed by appraisee within 28 days of the appraisal meeting  

d Factors relating to lack of time of appraisee   

e Lack of engagement of appraisee  

f Other appraisee factors [description]  

2 Appraiser factors:  

a Unforeseen absence of appraiser at the end of the appraisal year [so not possible to rearrange within year]  

b PDP/Summary not signed by appraiser within 28 days of the appraisal meeting  

c Factors relating to lack of time of appraiser  

d Other appraiser factors [description]  

3 Organisational factors:  

a Administrative/management factors  

b Factors relating to function or failure of electronic portfolio or information system   

c Insufficient numbers of trained appraisers   

d Other organisational factors [description]  

4 Recommendations: 
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Appendix 3 

Appraisal Evidence Guide 2011/12 

Evidence Required Produced 

Essential  

Licence to Practice Letter from GMC  

Current Job Plan  

Clinical Activity DATA  

Private practice information including incidents, complaints and activity 
reports 

 

Evidence of audit since last appraisal  

Report and outcomes of investigated formal complaints since your last 
appraisal.  Record of how the outcomes have resulted in changes to 
practice 

 

Record of claims/litigation  

Clinical incident reports/SUI reports  

Evidence of participation in Morbidity and Mortality Meetings or 
equivalent 

 

Reflective notes on complex cases x 2  

Record of annual, professional and study leave  

CPD records  

MDT attendance record/equivalent clinical Governance sessions  

Mandatory training record  

360 MSF (within last 5 years)  

Evidence of teaching and training and feedback  

Evidence of progression for previous year’s PDP  

Appropriate future PDP aims  

Declaration on probity  

Declaration on Health  

Desirable  

Any business case/guidelines that you may have written  

Outcome Data e.g. clinical outcomes compared to your relevant 
speciality association recommendations 

 

Any publications/presentations  

Hospital acquired infection – reflective notes on cases under your care  

Speciality requirements of your faculty/college  

Outcome of external reviews (peer or otherwise)  

Clinical guidelines developed or reviewed  and how these have affected 
practice (e.g. NICE) 

 

Evidence of any resource shortfalls which may have compromised 
outcomes 

 

Record of how results shortfalls which may have compromised 
outcomes 

 

Record of how results of audit have changed practice  

Anonymised examples of written notes and typed letters  

Letters of thanks from colleagues  

Letters of thanks from patients  

Work diary if applicable  

‘Train the Trainer’: Evidence that you have completed this course if you 
are an Educational Supervisor 

 

SIGNED:  ……………………………………………………………………… 
 
DATE:  ……………………………………………………………………… 
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Appendix 4: Reminder Letters 
 
Reminder letter 1 sent at 12 weeks before appraisal due date 
 
Dear Dr xxxxxx 
 
Reminder: Your Appraisal Is Due On xxxxxxx 
 
This is to remind you that you are due to have your appraisal at the latest by xxxxx. 
For your appraisal to be considered complete, your post appraisal output form and 
feedback questionnaire needs to be completed on PReP by xxxxxxxxx + 28 days. 
 
Before your appraisal takes place you will need to ensure that you have: 
• checked and updated (if necessary) your qualifications and full scope 
of work (General Information) 
• entered and reflected on your Supporting Information for the year 
• scheduled your appraisal meeting date with your appraiser and entered 
it on the system 
• submitted your Input form (you should send this at least two weeks 
before your appraisal meeting date to give your appraiser time to prepare) 
 
If you have yet to finish the above actions, you can log into your 
revalidation management system to complete your appraisal using the 
following link – https://stockport.preprevalidation.com 
 
If you have any queries on how to use the system, please refer to the Help 
tab on the right hand side of each screen. 
 
If you have mitigating circumstances, please advise Medical HR by emailing 
Medical.Appraisal@stockport.nhs.uk so that we can consider invoking the 
formal process to postpone your appraisal. Should you have any queries 
please do not hesitate to contact me. 
 
Yours sincerely 
Medical HR 
If you have mitigating circumstances, please advise Medical HR so that we can 
consider invoking the formal process to postpone your appraisal.  Should you have 
any queries please do not hesitate to contact me. 
 
Yours sincerely 
Medical HR  
 
 
Reminder letter 2 (sent 11 days before appraisal due date) 

 

Dear Dr xxxxxx 

 

Reminder: Your Appraisal is due 

 

This is a reminder that your annual appraisal is due by xxxxxxxxx. 

 

Please can you inform me if your appraisal has been scheduled or been 

undertaken. If so please enter the date and appraiser onto PReP and submit the 

Input form. 
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If you have not had your appraisal, or there is no scheduled date, please 

inform me of the reason for this by emailing 

Medical.Appraisal@stockport.nhs.uk within the next 10 working days. 

As your Responsible Officer, I have to inform you that participation in the 

appraisal system provided by Stockport NHS Foundation Trust is a regulatory 

and contractual requirement for all doctors with a prescribed connection to 

Stockport NHS Foundation Trust. 

 

Annual appraisal is viewed by Stockport NHS Foundation Trust as a valuable 

component of a doctors professional development. In addition a satisfactory 

annual appraisal is now a GMC requirement for revalidation and 

non-participation places you at risk of the matter being referred to the GMC. 

 

Before your appraisal takes place you will need to ensure that you have: 

• checked and updated (if necessary) your qualifications and full scope of 

work (General Information) 

• entered and reflected on your Supporting Information for the year 

• scheduled your appraisal meeting date with your appraiser and entered it 

on the system 

• submitted your Input form (you should send this at least two weeks before 

your appraisal meeting date to give your appraiser time to prepare) 

 

If you have yet to finish the above actions, you can log into your 

revalidation management system to complete your appraisal using the following 

link – <https://stockport.preprevalidation.com> 

 

If you have any queries on how to use the system, please refer to the Help tab 

on the right hand side of each screen. 

 

Yours sincerely 

Responsible Officer 

 
 
 
Reminder Letter 3 (sent 2 weeks after appraisal due date) 
 
Dear Dr xxxxxx 
 
Failure to Participate in the NHS England Appraisal System 
 
Your annual appraisal was due by xxxxxx. You have exceeded this date and 
your appraisal is now overdue; A situation which could impede your 
revalidation and GMC registration. 
 
Further to the letter sent 10 days ago, I am writing to express concern that 
you have failed to respond and participate in the annual appraisal process. 
 
I would like to remind you that it is a GMC requirement that you participate 
in the appraisal system provided by Stockport NHS Foundation Trust. You will  
also be aware that with the introduction of revalidation, I will be required 
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as your Responsible Officer to make a recommendation on your fitness to be 
re-licensed. One of the questions I am obliged to answer will be in relation 
to your participation with the appraisal process. 
 
I therefore urge you to book your appraisal within 7 working days of the date 
of this letter and to make the necessary arrangements for your appraisal to be 
carried out as a matter of urgency. If there are any practical problems in 
arranging your appraisal please email Medical.Appraisal@stockport.nhs.uk 
without delay. I have requested Medical HR to advise me should you fail to do 
so. 
 
If I do not receive confirmation from you that you are taking urgent steps to 
arrange your appraisal, your failure to participate will be recorded on PReP 
and I will begin discussions with the local GMC Employer Liaison Advisor about 
your non-participation with the appraisal system. As annual appraisal is a GMC 
requirement, I have to inform you that you are at risk of a formal referral to 
the GMC in respect of your revalidation. 
 
I look forward to being advised that you have taken the appropriate steps to 
remedy the situation. 
 
Please ensure that you have done the following before your appraisal takes 
place: 
• checked and updated (if necessary) your qualifications and full scope of 
work (General Information) 
• entered and reflected on your Supporting Information for the year 
• scheduled your appraisal meeting date with your appraiser and entered it 
on the system 
• submitted your Input form (you should send this at least two weeks before 
your appraisal meeting date to give your appraiser time to prepare) 
 
If you have yet to finish the above actions, please log into your revalidation 
management system to complete your appraisal using the following link – 
<https://stockport.preprevalidation.com> 
 
If you have any queries on how to use the system, please refer to the Help tab 
on the right hand side of each screen. 
 
Yours sincerely 
Responsible Officer 
 
 
 
Final Reminder Letter 4 (to be sent 4 weeks after appraisal due date) 
 

Dear Dr xxxxxx 
 
Failure to Participate in the Medical Appraisal System 
 
Your annual appraisal was due by 06/09/2017. You have exceeded this date and 
your appraisal is now overdue; A SITUATION WHICH COULD IMPEDE YOUR 
REVALIDATION AND GMC REGISTRATION. 
 
Further to my letter sent 10 days ago, I have been advised that you have still 
failed to comply with your contractual and GMC requirement to engage in the 
annual appraisal system provided by Stockport NHS Foundation Trust in 
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accordance with the GMC Revalidation Regulations 2012. 
 
Your failure to participate will be recorded in PReP. As annual appraisal is a 
GMC requirement, I have to inform you that I will now discuss your case with 
the local GMC Employer Liaison Adviser, and that you are at risk of a formal 
referral to the GMC in respect of your revalidation. 
 
I urge you to make immediate contact with me so that this matter can be 
resolved. 
 
Please schedule your appraisal meeting with your appraiser now. 
 
You will then need to ensure that you have done the following before your 
appraisal meeting: 
• checked and updated (if necessary) your qualifications and full scope of 
work (General Information) 
• entered and reflected on your Supporting Information for the year 
• submitted your Input form (this should be sent at least two weeks before 
your appraisal meeting date to give your appraiser time to prepare, so please 
send yours as soon as possible) 
 
Please log into your revalidation management system and complete your 
appraisal using the following link -https://stockport.preprevalidation.com 
 
If you have any queries on how to use the system, please refer to the Help tab 
on the right hand side of each screen. 
 
Yours sincerely 
Responsible Officer 
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If you would like this document in a different format, e.g.  in large print, or on audiotape, or 
for people with learning disabilities, please contact PCS. 

Your local contact for more information is Patient and Customer Services at Poplar Suite, 
SHH, Tel: 0161 419 5678 or 

 

www.stockport.nhs.uk 
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1  INTRODUCTION 
 
1.1  This is an agreement between Stockport NHS Foundation Trust (the Trust) and the Joint Local 

Negotiating Committee (JLNC) outlining the employer’s procedure for handling concerns about 
doctors’ conduct, performance and health.  It implements the framework set out in ‘Maintaining 
High Professional Standards in the Modern NHS’, issued under the direction of the Secretary of 
State for Health on 11 February 2005. This agreement replaces the Trust’s policy entitled 
Disciplinary Policy and Procedure for Hospital Medical & dental Staff. 

 
1.2  The framework covers the following procedures: 
 

 action to be taken when a concern about a practitioner first arises; 
 

 considering the need to place restrictions on a practitioner’s practice or exclusion from work; 
 

 conduct of hearings and disciplinary matters;  
 

 dealing with capability issues; 
 

 handling concerns about a practitioner’s health. 
 

1.3  These procedures recognise the importance of dealing with performance issues through training or 
other remedial/informal action rather than solely through disciplinary action. The framework also 
advocates the involvement of National Clinical Assessment Service (NCAS) at an early stage. The 
principal framework for reference is the GMC’s Good Medical Practice and NHS England have also 
recently published a guide for Responsible Officers called Protecting patients, supporting 
professionalism, improving quality: addressing concerns about medical practice. These guides 
serve to address the issue of proportionate response and systemic versus individual accountability. 

 
1.4  Practitioners who are subject to any stage in the process are likely to be distressed and in need of 

emotional support and practical advice on the options open to them. In such cases, a resource 
pack is available through the BMA via http://www.bma.org.uk/ doctors_ 
health/d4dresourcesfordoctorsindifficulty.jsp.  BMA have also provided further information via 
http://www.bma.org.uk/doctors_health/index.jsp. For doctors involved in a GMC process (whether 
or not they are members of the BMA) there is a confidential helpline available (02073836707). 
Similarly, confidential staff support services are available through Occupational Health on 0161 
419 5491. 

 
1.5  All concerns about the conduct or capability of practitioners in training will be considered initially as 

training issues and the appropriate Postgraduate Dean will be involved from the outset. Where 
there are concerns relating to any doctors in training, the Postgraduate Tutor at the Host Trust 
should also be informed. A set of procedures specifically relating to doctors in training has been 
produced by the Local Negotiating Committee (LNC) in the North West Region. These procedures 
highlight the responsibilities of the Lead Employer Trust, and Host Trusts and place a significant 
emphasis on joint working. F1 and F2 doctors are employees of the Trust and will be covered by 
this Policy. 

 
1.6  It is the policy of the Trust that no one will be discriminated against on grounds of age, disability, 

gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or 
belief, sex or sexual orientation. The Trust will provide interpretation services or documentation in 
other mediums as requested and necessary to ensure natural justice and equality of access. 

  
1.7  The aim of this policy is to ensure that all conduct, performance and health matters are recorded 

and dealt with in accordance with the framework set out in ‘Maintaining High Professional 
Standards in the Modern NHS’. 
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1.8  This document is designed to inform all staff of the Trust’s policy and procedures, and their rights 
and responsibilities in relation to such matters. 

   
1.9  Policy Statement 
 The Trust is committed to ensuring that all conduct, performance and health matters are dealt with 

in a fair and consistent manner. This policy and procedure provides a framework to ensure that this 
happens. 

 
 
2  GENERAL DOCUMENT PRINCIPLES 
 
2.1 ACTION WHEN A CONCERN ARISES 
 
 INTRODUCTION 
 
2.1.1  The management of performance is a continuous process which is intended to identify problems. 

Numerous ways now exist in which concerns about a practitioner's performance can be identified; 
through which remedial and supportive action can be quickly taken before problems become 
serious or patients harmed; and which need not necessarily require formal investigation or the 
resort to disciplinary procedures. 

 
2.1.2  Concerns about a practitioner’s conduct or capability can come to light in a wide variety of ways, 

for example: 
 

 Concerns expressed by other NHS professionals, health care managers, students and non-
clinical staff; 

 

 Review of performance against job plans, annual appraisal, revalidation; 
 

 Monitoring of data on performance and quality of care; 
 

 Clinical governance, clinical audit and other quality improvement activities; 
 

 Complaints about care by patients or relatives of patients; 
 

 Information from the regulatory bodies; 
 

 Litigation following allegations of negligence; 
 

 Information from the police or coroner; 
 

 Court judgements. 
 

2.1.3  Unfounded and malicious allegations can cause lasting damage to a practitioner's reputation and 
career prospects. Therefore all allegations, including those made by relatives of patients, or 
concerns raised by colleagues, must be properly investigated to verify the facts so that the 
allegations can be shown to be true or false. 

 
2.1.4  Concerns about the capability of practitioners in training should be considered initially as training 

issues and the postgraduate dean should be involved from the outset. 
 
2.1.5  Any potentially serious concerns, i.e. those which have or may adversely affect patient care, must 

be registered with the Chief Executive and he or she must ensure that a Case Manager is 
appointed.  The Chairman of the Board must designate a Non-Executive Director "the Designated 
Board Member" to monitor the case during the investigation process and ensure that momentum is 
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maintained. From this point he/she will receive reports, review any continued exclusion and/or 
restriction from work, consider any representations from the practitioner about his/her exclusion 
and/or restriction, and consider any representations about the investigation. All concerns should be 
investigated quickly and appropriately. A clear audit route must be established for initiating and 
tracking progress of the investigation, its costs and resulting action.  However the issue is raised, 
the Medical Director will need to work with the Director of Workforce and Organisational 
Development and NCAS to decide the appropriate course of action in each case. The  Responsible 
Officer will act as the Case Manager in cases involving Associate Medical Directors, Clinical 
Directors and consultants and may delegate this role to a senior manager to oversee the case on 
his or her behalf in other cases. The Case Manager is responsible for appointing a Case 
Investigator. 
 
EXCLUSION 
 

2.1.6  When serious concerns are raised about a practitioner, the Trust will urgently consider 
whether it is necessary to place temporary restrictions on their practice. This might be to 
amend or restrict their clinical duties, obtain undertakings from them or provide for the 
exclusion of the practitioner from the workplace. Section 2.2 of this document sets out the 
procedures for this action. 

 
2.1.7  At any point in the process where the Case Manager has reached the clear judgment that a 

practitioner is considered to be a serious potential danger to patients or staff, that practitioner must 
be referred to the GMC/GDC, whether or not the case has been referred to the NCAS. 
Consideration should also be given to whether the issue of an alert letter should be requested. 

 
 IDENTIFYING IF THERE IS A PROBLEM 
 
2.1.8  The first task of the Case Manager is to identify the nature of the problem or concern and to 

assess the seriousness of the issue on the information available and the likelihood that it can be 
resolved without resort to formal disciplinary procedures. This is a difficult decision and should not 
be taken alone but in consultation with the Director of Workforce and Organisational Development, 
the Medical Director and National Clinical Assessment Service (NCAS). The first approach to 
NCAS should be made by the Chief Executive, the Medical Director/Responsible Officer.  

2.1.9  The Case Manager should explore the potential problem with NCAS to consider different ways of 
tackling, possibly recognising the problem as being attributable to work systems rather than 
practitioner performance, or a wider problem needing the involvement of an outside body other 
than the NCAS. 

  
2.1.10  The Case Manager should not automatically attribute an incident to the actions, failings or acts of 

an individual alone. Root-cause analyses of adverse events should be conducted as these 
frequently show that causes are more broadly based and can be attributed to systems or 
organisational failures, or demonstrate that they are untoward outcomes which could not have 
been predicted and are not the result of any individual or systems failure. Each will require 
appropriate investigation and remedial actions. Our Trust supports an open and fair culture, which 
encourages practitioners and other NHS staff to report adverse incidents and other near misses 
and the Case Manager should consider the systems or potential organisational failures as part of 
the decision making. 

 
2.1.11  Having discussed the case with NCAS, the Case Manager must decide whether an informal 

approach can be taken to address the problem, or whether a formal investigation will be needed. 
Where an informal route is chosen NCAS should still be involved until the problem is resolved. This 
may include a formal clinical performance assessment where all parties agree that this could be 
helpful in identifying the underlying cause of the problem and possible remedial steps. 

 
  
 

252 of 372



POLICY AND PROCEDURE FOR HANDLING CONCERNS ABOUT THE CONDUCT, PERFORMANCE AND HEALTH OF MEDICAL STAFF 
 

   7 / 35   

Issued October 2014           Version 4                                  

 

THE INVESTIGATION 
 
2.1.12  Where it is decided that a more formal route needs to be followed (perhaps leading to conduct or 

capability proceedings) the Responsible Officer must, after discussion between the Chief 
Executive and Director of Workforce and Organisational Development, appoint an appropriately 
experienced or trained person as Case Investigator. The seniority of the Case Investigator will 
differ depending on the grade of practitioner involved in the allegation. Several senior clinicians 
and senior managers will be appropriately trained, to enable them to carry out this role when 
required.  

 
2.1.13  THE CASE INVESTIGATOR: 
 

 Is responsible for leading the investigation into any allegations or concerns about a 
practitioner, establishing the facts and reporting the findings; 
 

 May wish to appoint a member of staff to provide administrative support to the investigative 
process; 

 

 Must formally involve a senior member of the medical & dental staff nominated by the Chair 
of Staff Side Local Negotiating Committee where a question of clinical judgment is raised 
during the investigation process. (Where no other suitable senior practitioner is employed by 
the Trust a senior practitioner from another NHS body should be approached); 

 

 Must ensure that safeguards are in place throughout the investigation so that breaches of 
confidentiality are avoided as far as possible. Patient confidentiality needs to be maintained 
but any disciplinary panel will need to know the details of the allegations. It is the 
responsibility of the Case Investigator to judge what information needs to be gathered and 
how - within the boundaries of the law - that information should be gathered. The investigator 
will approach the practitioner concerned to seek views on information that should be 
collected; 

 

 Must ensure that there are sufficient written statements collected to establish a case prior to 
a decision to convene any disciplinary panel, and on aspects of the case not covered by a 
written statement, ensure that oral evidence is given sufficient weight in the investigation 
report; 

 

 Must ensure that a written record is kept of the investigation, the conclusions reached and  
the course of action agreed by the Director of Workforce and Organisational Development 
with the Medical Director; 

 

 Must assist the Designated Board Member in reviewing the progress of the case; 
 

 Must ensure that the investigation is conducted in a way that does not discriminate on the 
grounds of race, gender, disability or any other grounds; 

 

 Will be trained to be able to investigate appropriately, including training in equal 
opportunities. A list of appropriately trained individuals will be held and maintained by the 
Head of Medical Workforce and is available upon request. 

 
2.1.14  The Case Investigator does not make the decision on what action should be taken nor whether 

the employee should be excluded from work and may not be a member of any disciplinary or 
appeal panel relating to the case. 

 
2.1.15  The practitioner concerned must be informed in writing by the Case Manager, as soon as it has 

been decided, that an investigation is to be undertaken, the name of the Case Investigator and 
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made aware of the specific allegations or concerns that have been raised. The practitioner must be 
given the opportunity to see all correspondence relating to the case together with a list of the 
people that the Case Investigator will interview. The practitioner must also be afforded the 
opportunity to put their view of events to the Case Investigator and given the opportunity to be 
accompanied. 

 
2.1.16  At any stage of this process - or subsequent disciplinary action – the practitioner may be 

accompanied in any interview or hearing by a companion. In addition to statutory rights under the 
Employment Act 1999, the companion may be another employee of the Trust; an official or 
representative of the British Medical Association, (or any other recognised trade union) or a 
defence organisation; or a friend, partner or spouse. 

 
2.1.17  The Case Investigator has discretion on how the investigation is carried out but in all cases the 

purpose of the investigation is to ascertain the facts in an unbiased manner. Investigations are not 
intended simply to secure evidence against the practitioner as information gathered in the course 
of an investigation may clearly exonerate the practitioner or provide a sound basis for effective 
resolution of the matter. 

 
2.1.18 If during the course of the investigation it transpires that the case involves more complex clinical 

issues than first anticipated, the Case Manager should arrange for a practitioner in the same 
specialty and same grade from another NHS body to assist. 

 
2.1.19  The Case Investigator should aim to complete the investigation within 4 weeks of appointment 

and then aim to submit their report to the Case Manager within a further 5 working days. The 
report of the investigation should give the Case Manager sufficient information to make a decision 
whether: 

 

 There is a case of misconduct that should be put to a conduct panel; 
 

 There are concerns about the practitioner’s health that should be considered by the 
Occupational Health Department; 

 

 There are concerns about the practitioner’s performance that should be further explored by 
the NCAS; 

 

 Restrictions on practice or exclusion from work should be considered; 
 

 There are serious concerns that should be referred to the GMC, after discussion with the 
Medical Director, Responsible Officer or Director of Workforce and Organisational 
Development; 

 

 There are intractable problems and the matter should be put before a capability panel; 
 

 No further action is needed. 
 

When a report of the Trust investigation has been received, the Case Manager must give the 
practitioner the opportunity to comment in writing on the factual content of the report produced by 
the Case Investigator. Comments in writing from the practitioner, including any mitigation, must 
normally be submitted to the Case Manager within 10 working days of the date of receipt of the 
request for comments. In exceptional circumstances, for example in complex cases or due to 
annual leave, it can be agreed that the deadline for comments from the practitioner is extended. 
The Case Manager will convene a Decision Making Group (DMG) to decide what, if any, further 
action is necessary; taking into account the findings of the report, any comments that the 
practitioner has made and the advice of the NCAS.  The Case Manager, with the assistance of the 
DMG, will need to consider urgently: 
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 Whether action is required, in accordance with this procedure to exclude the practitioner; or 

 To place temporary restrictions on their clinical duties. 
 

The case investigator will attend the DMG to answer any questions relating to the investigation but 
will not play any role in the decision of the group, which will be final. 

 
 INVOLVEMENT OF NCAS FOLLOWING LOCAL INVESTIGATION 
 
2.1.20  Medical & dental under-performance can be due to health problems, difficulties in the work 

environment, behaviour or a lack of clinical capability. These may occur in isolation or in a 
combination. NCAS's processes are aimed at addressing all of these, particularly where local 
action has not been able to take matters forward successfully. NCAS's methods of working 
therefore assume commitment by all parties to take part constructively in a referral to NCAS. For 
example, its assessors work to formal terms of reference, decided on after input from the 
practitioner and the referring body. 

 
2.1.21  The focus of NCAS’s work is therefore likely to involve performance difficulties which are serious 

and/or repetitive. That means: 
 

 Performance falling well short of what practitioners could be expected to do in similar 
circumstances and which, if repeated, would put patients seriously at risk; 
 

 Alternatively or additionally, problems that are on-going or (depending on severity) have 
been encountered on at least two occasions. 

 
In cases where it becomes clear that the matters at issue focus on fraud, specific patient 
complaints or organisational governance, their further management may warrant a different local 
process. NCAS may advise on this. 

 
2.1.22  Where the Trust is considering excluding a practitioner (whether or not his or her performance is 

under discussion with NCAS), the Trust will inform NCAS of this at an early stage, so that 
alternatives to exclusion are considered. Procedures for exclusion are covered in Section 3.2 of the 
procedure. It is particularly desirable to find an alternative when NCAS is likely to be involved, 
because it is much more difficult to assess a practitioner who is excluded from practice than one 
who is working.  

 
2.1.23  A practitioner undergoing assessment by NCAS must cooperate with any request to give an 

undertaking not to practice in the NHS or private sector other than their main place of NHS 
employment until the NCAS assessment is complete. 

 
2.1.24  Failure to co-operate with a referral to NCAS may be seen as evidence of a lack of willingness on 

the part of the practitioner to work with the employer on resolving performance difficulties. If the 
practitioner chooses not to co-operate with such a referral, that may limit the options open to the 
parties and may necessitate disciplinary action and consideration of referral to the GMC or GDC.  
 
CONFIDENTIALITY 
 

2.1.25  The Trust and its employees will maintain confidentiality at all times. No press notice will be issued, 
nor the name of the practitioner released, in regard to any investigation or hearing into disciplinary 
matters. The employer will only confirm publicly that an investigation or disciplinary hearing is 
underway. 

 
2.1.26  Personal data released to the Case Investigator for the purposes of the investigation must be fit 

for the purpose, and proportionate to the seriousness of the matter under investigation. The trust 
will operate consistently with the guiding principles of the Data Protection Act. 
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2.2  RESTRICTION OF PRACTICE & EXCLUSION FROM WORK 
 

INTRODUCTION 
 

2.2.1 In this part of the procedure, the phrase "exclusion from work" has been used to replace the word 
"suspension" which can be confused with action taken by the GMC or GDC to suspend the 
practitioner from the register pending a hearing of their case or as an outcome of a fitness to 
practice hearing. 

 
2.2.2 The Trust will ensure that: 
 

•  Exclusion from work is used only as an interim measure whilst action to resolve a problem is 
being considered; 

 
•  Where a practitioner is excluded, it is for the minimum necessary period of time: this can be 

up to but no more than four weeks at a time; 
 
•  All extensions of exclusion are reviewed by the Case Manager and a brief report provided to 

the Chief Executive and the Board of Directors; 
 
•  A detailed report is provided by the Case Manager when requested to a single non-executive 

member of the Board of Directors (the "Designated Board Member") who will be 
responsible for monitoring the situation until the exclusion has been lifted. 

 
The Case Manager will use the same time frames to review any restrictions that have been placed 
on a practitioner, although the requirement to report to the Designated Board Member do not 
apply in these circumstances. 
 
MANAGING THE RISK TO PATIENTS 
 

2.2.3  When serious concerns are raised about a practitioner, the Trust will urgently consider whether it is 
necessary to place temporary restrictions on their practice. This might be to amend or restrict their 
clinical duties, obtain undertakings or provide for the exclusion of the practitioner from the 
workplace.  Exclusion will be considered as a last resort if alternative courses of action are not 
feasible. The Case Manager will seek telephone advice from the NCAS when considering 
restriction of practice or exclusion. 

 
2.2.4  The Case Manager should inform the outcome of the consideration to exclude with the 

Designated Board Member. 
 
2.2.5  Where the matter involves a doctor in training the appropriate Postgraduate Dean will be involved 

in the decision. 
 
2.2.6  Exclusion of clinical staff from the workplace is a temporary expedient and a precautionary 

measure. It is not a disciplinary sanction. As such, exclusion from work will be reserved for only the 
most exceptional circumstances. 

 
2.2.7  Exclusion will only be used: 
 

• To protect the interests of patients or other staff; and/or 
 

• To assist the investigative process when there is a clear risk that the practitioner's presence 
would impede the gathering of evidence. 
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It is imperative that exclusion from work is not misused or seen as the only course of action that 
could be taken. The degree of action must depend on the nature and seriousness on the concerns 
and on the need to protect patients, the practitioner concerned and/or their colleagues. 
 

2.2.8  Alternative ways to manage risks, avoiding exclusion, include: 
 

•  Supervision of normal contractual clinical duties by the Medical Director, Deputy Medical 
Director, Associate Medical Director or their agreed deputy; 

 
•  Restricting the practitioner to certain forms of clinical duties; 
 
•  Restricting activities to administrative, research/audit, teaching and other educational duties. 

By mutual agreement the latter might include some formal retraining or re-skilling; 
 
•  Sick leave for the investigation of specific health problems. 
 

2.2.9 For cases relating to the capability of a practitioner, Section 3.4 provides detailed procedures that 
should be followed. 

 
 THE EXCLUSION PROCESS 
 
2.2.10  The Trust will not exclude a practitioner for more than four weeks at a time.  The justification for 

continued exclusion must be reviewed on a regular basis and before any further four-week period 
of exclusion is imposed. The Designated Board Member is responsible for assisting the Board of 
Directors in ensuring that the process is carried out quickly and fairly, kept under review and that 
the total period of exclusion is not prolonged. 

 
 ROLES OF OFFICERS 
 
2.2.11  The Trust Chief Executive has overall responsibility for managing exclusion procedures and for 

ensuring that cases are properly managed. The decision to exclude a practitioner must be taken 
only by persons nominated under paragraph 3.2.11. The case will be discussed fully with the Chief 
Executive, the Medical Director, the Responsible Officer, the Director of Workforce and 
Organisational Development, the NCAS and other interested parties (such as the police where 
there are serious criminal allegations or the Counter Fraud & Security Management Service) prior 
to the decision to exclude a practitioner. In the rare cases where immediate exclusion is required, 
the above parties must discuss the case at the earliest opportunity following exclusion, preferably 
at a DMG.  

 
2.2.12  The authority to exclude a member of staff is vested in the Chief Executive and the Medical 

Director with advice from the Director of Workforce and Organisational Development. 
 
2.2.13 The Responsible Officer will act as the Case Manager in the case of Associate Medical 

Directors, Clinical Directors and consultant staff, but may delegate this role to a senior clinical or 
senior manager to oversee cases involving other grades of medical & dental staff. The Case 
Manager will appoint a Case Investigator to explore and report on the circumstances that have 
led to the need to exclude the staff member.    

 
2.1.5 Provide factual information to assist the Case Manager in reviewing the need for exclusion and 

making progress reports to the Chief Executive and Designated Board Member. 
 
 ROLE OF DESIGNATED BOARD MEMBER 
 
2.2.14  At any stage in the process, the practitioner may make representations to the Designated Board 

Member in regard to exclusion, or investigation of a case.  This is in addition to any right the 
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practitioner may have to appeal against the suspension under the Trust’s appeal procedure (see 
paragraph 2.2.40). 

 
 The Designated Board Member must also ensure, among other matters, that time frames for 

investigation or exclusion are consistent with the principles of Article 6 of the European Convention 
on Human Rights. 

 
 IMMEDIATE EXCLUSION 
 
2.2.15  In exceptional circumstances, an immediate time-limited exclusion may be necessary for the 

purposes identified in paragraph 2.2.3 above following: 
 

•  A critical incident when serious allegations have been made; or 
 
•  There has been a break down in relationships between a colleague and the rest of the team; 

or 
 
•  The presence of the practitioner is likely to hinder the investigation. 

 
 Such exclusion will allow a more measured consideration to be undertaken and the NCAS should 

be contacted before the immediate exclusion takes place. This period should be used to carry out 
a preliminary situation analysis, to seek further advice from the NCAS and to convene a case 
conference. The manager making the exclusion must explain why the exclusion is being made in 
broad terms (there may be no formal allegation at this stage) and agree a date up to a maximum of 
two weeks away at which the practitioner should return to the workplace for a further meeting. The 
Case Manager must advise the practitioner of their rights, including rights of representation.  

 
 FORMAL EXCLUSION 
 
2.2.16  A formal exclusion may only take place after the Case Manager has first considered whether there 

is a case to answer and then considered, at a DMG whether there is reasonable and proper cause 
to exclude. The NCAS must be consulted where formal exclusion is being considered. If a Case 
Investigator has been appointed he or she must produce a preliminary report as soon as is 
possible to be available for the DMG .This preliminary report is advisory to enable the Case 
Manager to decide on the next steps as appropriate. 

 
2.2.17  The report should provide sufficient information for a decision to be made as to whether: 
 

•  The allegation appears unfounded; or 
 
•  There is a potential misconduct issue; or 
 
•  There is a concern about the practitioner's capability; or 
 
•  The complexity of the case warrants further detailed investigation before advice can be given 

on the way forward and what needs to be inquired into. 
 

2.2.18 Formal exclusion of one or more clinicians must only be used where: 
 

(a)  There is a need to protect the interests of patients or other staff pending the outcome of a full 
investigation of: 

 
•  Allegations of misconduct; 
 
•  concerns about serious dysfunctions in the operation of a clinical service; 
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•  concerns about lack of capability or poor performance of sufficient seriousness that it is 
warranted to protect patients; or 

 
(b)  The presence of the practitioner in the workplace is likely to hinder the investigation. 
 

2.2.19  Full consideration should be given to whether the practitioner could continue in or (in cases of an 
immediate exclusion) return to work in a limited capacity or in an alternative, possibly non-clinical 
role, pending the resolution of the case. 

 
2.2.20  When the practitioner is informed of the exclusion, there should be a witness present and the 

nature of the allegations or areas of concern should be conveyed to the practitioner. The 
practitioner should be told of the reason(s) why formal exclusion is regarded as the only way to 
deal with the case. At this stage the practitioner should be given the opportunity to state their case 
and propose alternatives to exclusion (e.g. further training, referral to occupational health, referral 
to the NCAS with voluntary restriction). 

 
2.2.21  The formal exclusion must be confirmed in writing as soon as is reasonably practicable. The letter 

should state the effective date and time, duration (up to 4 weeks), the content of the allegations, 
the terms of the exclusion (e.g. exclusion from the premises, see paragraph 2.2.25, and the need 
to remain available for work paragraph 2.2.27) and that a full investigation or what other action will 
follow. The practitioner and their companion should be advised that they may make 
representations about the exclusion to the Designated Board Member at any time after receipt of 
the letter confirming the exclusion. 

 
2.2.22 In cases when disciplinary procedures are being followed, exclusion may be extended for four-

week renewable periods until the completion of disciplinary procedures if a return to work is 
considered inappropriate. The exclusion will still only last for four weeks at a time and be subject to 
review. The exclusion will usually be lifted and the practitioner allowed back to work, with or without 
conditions placed upon the employment, as soon as the original reasons for exclusion no longer 
apply.  

 
2.2.23  If the Case Manager considers that the exclusion will need to be extended over a prolonged 

period outside of his or her control (for example because of a police investigation), the case must 
be referred to the NCAS for advice as to whether the case is being handled in the most effective 
way and suggestions as to possible ways forward. However, even during this prolonged period the 
principle of four-week "renewability" must be adhered to. 

 
2.2.24  If at any time after the practitioner has been excluded from work, investigation reveals that either 

the allegations are without foundation or that further investigation can continue with the practitioner 
working normally or with restrictions, the Case Manager must lift the exclusion, and make 
arrangements for the practitioner to return to work with any appropriate support as soon as 
practicable. 

 
 EXCLUSION FROM PREMISES 
 
2.2.25  Practitioners will not be automatically barred from the premises upon exclusion from work. The 

Case Manager must always consider whether a bar from the premises is absolutely necessary. 
There are certain circumstances, however, where the practitioner should be excluded from the 
premises. This could be, for example, where there may be a danger of tampering with evidence, or 
where the practitioner may be a serious potential danger to patients or other staff. In other 
circumstances, however, there may be no reason to exclude the practitioner from the premises. 

 
 KEEPING IN CONTACT AND AVAILABILITY FOR WORK 
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2.2.26  The practitioner should, where appropriate and dependent upon the issues of the case, be allowed 
to retain contact with colleagues, take part in clinical audit and to remain up to date with 
developments in their field of practice or to undertake research or training. 

 
2.2.27  Exclusion under this procedure will be on full pay, therefore the practitioner must remain available 

for work with their employer during their normal hours. The practitioner must inform the Case 
Manager of any other organisation(s) with whom they undertake either voluntary or paid work and 
seek their Case Manager's consent to continuing to undertake such work or to take annual leave 
or study leave. The practitioner should be reminded of these contractual obligations but would be 
given 24 hours’ notice to return to work.  

 
2.2.28  The Case Manager should make arrangements to ensure that the practitioner can keep in contact 

with colleagues on professional developments, and take part in Continuing Professional 
Development (CPD) and clinical audit activities with the same level of support as other 
practitioners in their employment. A mentor may be appointed for this purpose if a colleague is 
willing to undertake this role. 

 
 INFORMING OTHER ORGANISATIONS 
 
2.2.29 In cases where there is concern that the practitioner may be a danger to patients, the Trust may 

consider that it has an obligation to inform such other organisations including the private sector, of 
any restriction on practice or exclusion and provide a summary of the reasons for it. Details of 
other employers (NHS and non-NHS) may be readily available from job plans, but where it is not 
the practitioner should supply them. Failure to do so may result in further disciplinary action or 
referral to the relevant regulatory body, as the paramount interest is the safety of patients. Where a 
NHS employer has placed restrictions on practice, the practitioner should agree not to undertake 
any work in that area of practice with any other employer. 

 
2.2.30  Where the Case Manager believes that the practitioner is practising in other parts of the NHS or in 

the private sector in breach or defiance of an undertaking not to do so, he or she should contact 
the professional regulatory body and NCAS to consider the issue of an alert letter. 

 
 INFORMAL EXCLUSION 
 
2.2.31  No practitioner will be excluded from work other than through this procedure. The Trust will not use 

"gardening leave" or other informal arrangements as a means of resolving a problem covered by 
this procedure. 

 
 KEEPING EXCLUSIONS UNDER REVIEW: INFORMING THE BOARD OF DIRECTORS 
 
2.2.32  The Chief Executive will be responsible for informing the Board of Directors about the exclusion at 

the earliest opportunity. The Designated Board Member will assist the Board of Directors in 
ensuring that the correct procedures are being followed. The Board should therefore: 

 
•  be provided with a summary of the progress of each case at the end of each period of 

exclusion, demonstrating that procedures are being correctly followed and that all reasonable 
efforts are being made to bring the situation to an end as quickly as possible. This will be 
provided by the Case Manager. 

 
 REGULAR REVIEW 
 
2.2.33  The Case Manager must review the exclusion before the end of each four week period and report 

the outcome to the Chief Executive and the Board of Directors. This report is advisory and it would 
be for the Case Manager to decide on the next steps as appropriate. The exclusion should usually 
be lifted and the practitioner allowed back to work, with or without conditions placed upon the 
employment, immediately the original reasons for exclusion no longer apply and there are no other 
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reasons for exclusion. The exclusion will lapse and the practitioner will be entitled to return to work 
at the end of the four-week period if the exclusion is not actively reviewed. It is important to 
recognise that Board members might be required to sit as members of a future disciplinary or 
appeal panel. Therefore, information to the Board of Directors should only be sufficient to enable 
the Board to satisfy itself that the procedures are being followed. Only the Designated Board 
Member should be involved to any significant degree in each review. Careful consideration must 
be given as to whether the interests of patients, other staff, the practitioner, and/or the needs of the 
investigative process continue to necessitate exclusion and give full consideration to the option of 
the practitioner returning to limited or alternative duties where practicable. 

 
2.2.34  The Trust must take review action before the end of each 4-week period. After three exclusions, 

referral to the NCAS is mandatory. The information below outlines the activities that must be 
undertaken at different stages of exclusion.  

 
2.2.35  The Trust will use the same timeframes to review any restrictions on practice that have been 

placed on a practitioner, although the requirements for reporting to the Board do not apply in these 
circumstances.  

 
 FIRST AND SECOND REVIEWS (AND REVIEWS AFTER THE THIRD REVIEW) 
 
2.2.36  Before the end of each period of exclusion (of up to 4 weeks) the Case Manager must review the 

position. 
 

 The Case Manager decides on next steps as appropriate, taking into account the views of 
the practitioner. Further renewal may be for up to 4 weeks; 

 

 The Case Manager submits an advisory report of outcome to Chief Executive and the 
Designated Board Member; 

 

 Each renewal is a formal matter and must be documented as such; 
 

 The practitioner must be sent written notification on each occasion. 
 

 THIRD REVIEW 
 

2.2.37 If the practitioner has been excluded for three periods: 
 

 A report must be made to the Chief Executive outlining the reasons for the continued 
exclusion, why restrictions on practice would not be an appropriate alternative, and if the 
investigation has not been completed, a timetable for completion of the investigation; 
 

 The Chief Executive must report to the Designated Board Member (see paragraphs 2.2.41-
2.2.43); 

 

 The case must formally be referred to the NCAS explaining why continued exclusion is 
appropriate and what steps are being taken to conclude the exclusion, at the earliest 
opportunity; 

 

 The NCAS will review the case and advise the Trust on the handling of the case until it is 
concluded. 

 
6 MONTHS REVIEW 
 

2.2.38  If the exclusion has been extended over six months: 
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 A further position report must be made by the Chief Executive to the Board of Directors 
indicating the reason for continuing the exclusion, the anticipated time scale for completing 
the process and the actual and anticipated costs of exclusion. 

 
2.2.39  There will be a normal maximum limit of 6 months exclusion, except for those cases involving 

criminal investigations of the practitioner concerned. The employer and the NCAS will actively 
review such cases at least every six months. 

 
 APPEAL 
 
2.2.40  At any stage when a practitioner is excluded or has restrictions placed on their practice, they may 

appeal against the decision. They must appeal in writing to the Director of Workforce and 
Organisational Development, stating their grounds for appeal, within 10 working days of the letter 
confirming the exclusion. Once an appeal has been heard, the practitioner will not be allowed to 
appeal again for a period of 3 months. The panel will be convened by the Trust and will consist of a 
Trust Executive Director appointed by the Medical Director (to chair the panel), a consultant 
appointed by the Chair of Staff Side Local Negotiating Committee and a third member from the 
same specialty and grade as the excluded practitioner from outside the Trust. The panel will 
recommend to the Chief Executive whether the exclusion or restriction should continue or be lifted. 
An appeal may be made on the grounds that:  

 
i. There was a serious procedural error that resulted in a significant detriment to the 

practitioner; 
 
ii. The decision to exclude or restrict practice was unfair and unreasonable in the 

circumstances having due regard to the severity of the allegations and any mitigating 
circumstances; 

 
iii. Further information has come to light, which had it been known at the time may have affected 

the decision to exclude. 
 

THE ROLE OF THE BOARD OF DIRECTORS AND DESIGNATED BOARD MEMBER 
 
2.2.41  Board members may be required to sit as members of a disciplinary or appeal panel. Therefore, 

information given to the Board of Directors should only be sufficient to enable the Board to satisfy 
itself that the procedures are being followed. Only the Designated Board Member should be 
involved to any significant degree in each review. 

 
2.2.42 The Chair of the Board of Directors is responsible for designating one of its non-executive 

members as a Designated Board Member under these procedures. The Designated Board 
Member is the person who oversees the Case Manager and Case Investigator during the 
investigation process and maintains momentum of the process. 

 
2.2.43  This member's responsibilities include: 
 

 Receiving reports and reviewing the continued exclusion from work; 
 

 Considering representations from the practitioner about his or her exclusion; 
 

 Considering any representations about the investigation. 
 
 RETURN TO WORK 
 
2.2.44 If it is decided that the exclusion should come to an end, there must be formal arrangements for 

the return to work of the practitioner. It must be clear whether clinical and other responsibilities are 
to remain unchanged or what the duties and restrictions are to be and any monitoring 
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arrangements to ensure patient safety. Written confirmation of these arrangements must be issued 
before the practitioner returns to work. 

 
2.3  CONDUCT AND DISCIPLINARY MATTERS 
 
 INTRODUCTION 
 
2.3.1  Misconduct matters for practitioners, as for all other staff groups, are dealt with under the Trust’s 

Disciplinary Procedure. Insert link …..However, where any concerns cover both conduct and 
capability, this policy would apply. 

 
2.3.2  Where the alleged misconduct being investigated under the Trust’s Disciplinary Procedure relates 

to matters of a professional nature, or where an investigation identifies issues of professional 
conduct, the Case Investigator must obtain appropriate independent professional advice. Similarly 
where a case involving issues of professional conduct proceeds to a hearing under the Trust’s 
procedures the panel must include a member who is medically qualified (in the case of doctors) 
and who is not currently employed by the organisation. 

 
2.3.3  Any allegation of misconduct against a practitioner in a recognised training grade will be 

considered initially as a training issue and dealt with via the educational supervisor and college or 
clinical tutor with close involvement of the appropriate Postgraduate Dean from the outset. 

 
2.3.4  The Trust’s Disciplinary Procedure sets out acceptable standards of conduct and behaviour 

expected of all its employees. Breaches of these rules are considered to be “misconduct” and 
examples are set out in the procedure.  Examples of issues that should be investigated under the 
Trust’s Capability Procedure are set out in paragraph 2.4.4 below. 

 
2.3.5  Although it is for the Trust to decide upon the most appropriate way forward, the Trust will also 

consult with a representative of the Local Negotiating Committee to determine which procedure, if 
any, should be followed, in the event of a dispute.  

 
2.3.6  If a practitioner considers that the case has been wrongly classified as misconduct, he or she (or 

his/her representative) is entitled to use the Trust’s grievance procedure. Alternatively or in addition 
he or she may make representations to the Designated Board Member. 

 
 ACTION WHEN INVESTIGATIONS IDENTIFY POSSIBLE CRIMINAL ACTS 
 
2.3.7  Where an investigation establishes a suspected criminal action in the UK or abroad, this will be 

reported to the police. The Trust investigation (under either its Disciplinary or Capability Procedure) 
will only proceed in respect of those aspects of the case which are not directly related to the police 
investigation underway. The Trust will consult the police to establish whether an investigation into 
any other matters would impede their investigation. In cases of fraud, the Counter Fraud & Security 
Management Service will be contacted. 

 
 CASES WHERE CRIMINAL CHARGES ARE BROUGHT NOT CONNECTED WITH AN 

INVESTIGATION BY THE TRUST 
 
2.3.8  There are some criminal offences that, if proven, could render a practitioner unsuitable for 

employment. In all cases, the Trust, having considered the facts, will need to consider whether the 
employee poses a risk to patients or colleagues and whether their conduct warrants instigating an 
investigation and whether exclusion of the practitioner is required. The Trust will have to give 
serious consideration to whether the employee can continue in their job once criminal charges 
have been made. Bearing in mind the presumption of innocence, the Trust will consider whether 
the offence, if proven, is one that makes the practitioner unsuitable for their type of work and 
whether, pending the trial, the employee can continue in their present job, should be allocated to 
other duties or should be excluded from work. This will depend on the nature of the offence and 
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advice will be sought from the Trust’s legal adviser. The Trust will explain the reasons for taking 
any such action to the practitioner concerned. 

 
 DROPPING OF CHARGES OR NO COURT CONVICTION 
 
2.3.9  When the Trust has refrained from taking action pending the outcome of a court case, if the 

practitioner is acquitted but the employer feels there is enough evidence to suggest a potential 
danger to patients, then the Trust has a public duty to take action to ensure that the individual 
concerned does not pose a risk to patient safety. Similarly where there are insufficient grounds for 
bringing charges or the court case is withdrawn there may be grounds for considering police 
evidence where the allegations would, if proved, constitute misconduct, bearing in mind that the 
evidence has not been tested in court. It must be made clear to the police that any evidence they 
provide and is used in the Trust’s case will have to be made available to the practitioner 
concerned. Where charges are dropped, the presumption is that the employee will be reinstated. 

 
TERMS OF SETTLEMENT ON TERMINATION OF EMPLOYMENT 

 
2.3.10 In exceptional circumstances, terms of settlement may be agreed with a practitioner if their 

employment is to be terminated. The following principles will be used by the Trust in such 
circumstances: 

 

 Settlement agreements must not be to the detriment of patient safety. 
 

 It is not acceptable to agree any settlement that precludes either appropriate investigations 
being carried out and reports made or referral to the appropriate regulatory body. 

 

 Payment will not normally be made when a member of staff’s employment is terminated on 
disciplinary grounds or following the resignation of the member of staff. 
 

 Expenditure on termination payments must represent value for money. For example, the 
Trust should be able to defend the settlement on the basis that it could conclude the matter 
at less cost than other options. A clear record must be kept, setting out the calculations, 
assumptions and rationale of all decisions taken, to show that the Trust has taken into 
account all relevant factors, including legal advice. The audit trail must also show that the 
matter has been considered and approved by the remuneration committee and the Board of 
Directors. It must also be able to stand up to district auditor and public scrutiny. 

 

 Offers of compensation, as an inducement to secure the voluntary resignation of an 
individual, must not be used as an alternative to the disciplinary process. 
 

 All job references must be accurate, realistic and comprehensive and under no circumstance 
may they be misleading. 

 

 Any settlement figure should be approved in accordance with the Guidance for employers 
within the NHS on the process for making severance payments 2013 

 

 Any settlement agreement should be made in accordance with NHS Employers guidance 
The use of settlement agreements and confidentiality clauses 2013 

 
 
2.4  ISSUES OF CAPABILITY 
 
 INTRODUCTION AND GENERAL PRINCIPLES 
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2.4.1  There will be occasions where the Trust considers that there has been a clear failure by an 
individual to deliver an adequate standard of care, or standard of management, through lack of 
knowledge, ability or consistently poor performance. These are described as capability issues. 
Matters that should be described and dealt with as misconduct issues are covered under 2.3 of this 
procedure.  
 

2.4.2  Concerns about the capability of a practitioner may arise from a single incident or a series of 
events, reports or poor clinical outcomes. Advice from the NCAS will help the Trust to come to a 
decision on whether the matter raises questions about the practitioner’s capability as an individual 
(health problems, behavioural difficulties or lack of clinical competence) or whether there are other 
matters that need to be addressed. If the concerns about capability cannot be resolved routinely by 
management, the matter must be referred to the NCAS before the matter can be considered by a 
capability panel (unless the practitioner refuses to have his or her case referred). The Trust will 
also involve the NCAS in all other potential disciplinary cases. 

 
2.4.3  Any concerns relating to a practitioner in a recognised training grade will be considered initially as 

a training issue and dealt with via the educational supervisor and college or clinical tutor, with close 
involvement of the appropriate Postgraduate Dean from the outset. 

 
2.4.4  Matters which fall under the Trust’s capability procedures include: 
 

 Out of date clinical practice; 
 

 Inappropriate clinical practice arising from a lack of knowledge or skills that puts patients at 
risk; 

 

 Incompetent clinical practice; 
 

 Inability to communicate effectively with colleagues and/or patients; 
 

 Inappropriate delegation of clinical responsibility; 
 

 Inadequate supervision of delegated clinical tasks; 
 

 Ineffective clinical team working skills. 
 

 This list is to be regarded as neither exclusive nor exhaustive. 
 
2.4.5 Wherever possible, the Trust will aim to resolve issues of capability (including clinical competence 

and health) through on-going assessment and support.  Early identification of problems is essential 
to reduce the risk of serious harm to patients. The NCAS will be consulted for advice to support the 
remediation of a practitioner. A web-based toolkit has been developed for this purpose and is 
available at www.ncas-resource.npsa.nhs.uk. 

 
 HOW TO PROCEED WHERE CONDUCT AND CAPABILITY ISSUES INVOLVED 
 
2.4.6  It is inevitable that some cases will cover conduct and capability issues. It is recognised that these 

cases can be complex and difficult to manage. If a case covers more than one category of 
problem, they should usually be combined under a capability hearing although there may be 
occasions where it is necessary to pursue a conduct issue separately, although it is for the Trust to 
decide upon the most appropriate way forward having consulted the NCAS and our own 
employment law specialist. The Trust also has a Remediation Policy for Medical and Dental staff 
which may be appropriate to consider. 

 
DUTIES OF EMPLOYERS 
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2.4.7  The procedures set out below are designed to cover issues where a practitioner’s capability to 

practise is in question. Prior to instigating these procedures, the employer will consider the scope 
for resolving the issue through counselling or retraining and will take advice from the NCAS. 

 
2.4.8  Capability may be affected by ill health and this will be considered in any investigation. 

Arrangements for handling concerns about a practitioner’s health are described under 3.5 of this 
procedure.  

 
2.4.9  The Trust will ensure that investigations and capability procedures are conducted in a way that 

does not discriminate on the grounds of race, gender, disability or indeed on other grounds. 
 
2.4.10  The Trust will ensure that managers and Case Investigators receive appropriate and effective 

training in the operation of this procedure. Those undertaking investigations or sitting on capability 
or appeals panels must have had formal equal opportunities training before undertaking such 
duties. The Board of Directors will agree what training staff and Board members must have 
completed before they can take a part in these proceedings. 

 
2.4.11  The Case Manager will need to consider with the Medical Director if appropriate and the Director 

of Workforce and Organisational Development whether the issues of capability can be resolved 
through local action (such as retraining, counselling, performance review). If this action is not 
practicable for any reason the matter must be referred to the NCAS for it to consider whether an 
assessment should be carried out and to provide assistance in drawing up an action plan. The 
Case Manager will inform the practitioner concerned of the decision immediately and normally 
within 10 working days of receiving the practitioner’s comments. 

 
2.4.12  The NCAS will assist the Trust in drawing up an action plan designed to enable the practitioner to 

remedy any lack of capability that has been identified during the assessment. The Trust must 
facilitate the agreed action plan (which has to be agreed by the Trust and the practitioner before it 
can be actioned). There may be occasions when a case has been considered by the NCAS, but 
the advice of the NCAS assessment panel is that the practitioner’s performance is so 
fundamentally flawed that no educational and/or organisational action plan has a realistic chance 
of success. In these circumstances, the Case Manager must make a decision, based upon the 
completed investigation report and informed by the NCAS advice, whether the case should be 
determined under the capability procedure. If so, a panel hearing will be necessary. 

 
2.4.13 If the practitioner does not agree to the case being referred to the NCAS, a panel hearing will 

normally be necessary.  
 
2.4.14  If a capability hearing is to be held, the following procedure will be followed beforehand: 
 

 The Case Manager must notify the practitioner in writing of the decision to arrange a 
capability hearing. This notification should be made at least 20 working days before the 
hearing and include details of the allegations and the arrangements for proceeding including 
the practitioner’s rights to be accompanied and copies of all documentation and/or evidence 
that will be made available to the capability panel. This period will give the practitioner 
sufficient notice to allow them to arrange for a companion to accompany them to the hearing 
if they so choose; 
 

  All parties must exchange all documentation, including witness statements, on which they 
wish to rely in the proceedings no later than 10 working days before the hearing. In the event 
of late evidence being presented, the employer should consider whether a new date should 
be set for the hearing;  

 

  Should either party request a postponement to the hearing the Case Manager is responsible 
for ensuring that a reasonable response is made and that time extensions to the process are 
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kept to a minimum. The Trust retains the right, after a reasonable period (not less than 30 
working days), to proceed with the hearing in the practitioner’s absence, although the Trust 
will act reasonably in deciding to do so, taking into account any comments made by the 
practitioner; 
 

 Should the practitioner’s ill health prevent the hearing taking place the Trust will implement 
its usual absence procedures and involve the Occupational Health Department as 
necessary; 

 

 Witnesses who have made written statements at the inquiry stage may, but will not 
necessarily, be required to attend the capability hearing. Following representations from 
either side contesting a witness statement which is to be relied upon in the hearing, the 
Chairman will invite the witness to attend. The Chairman cannot require anyone other than 
an employee to attend. However, if evidence is contested and the witness is unable or 
unwilling to attend, the panel will reduce the weight given to the evidence as there will not be 
the opportunity to challenge it properly. A final list of witnesses to be called must be given to 
both parties not less than two working days in advance of the hearing; 

 

 If witnesses who are required to attend the hearing choose to be accompanied, the 
accompanying person cannot participate in the hearing. 

 
 THE HEARING FRAMEWORK 
 
2.4.15  The capability hearing will be chaired by an Executive Director of the Trust. The panel will 

comprise a total of 3 members, normally 2 members of the Board of Directors, or senior staff 
appointed by the Board for the purpose of the hearing. At least one member of the panel must be a 
medical & dental practitioner who is not employed by the Trust.  

 
2.4.16 As far as is practicable, no member of the panel or advisers to the panel should have been 

previously involved in carrying out the investigation. 
 
2.4.17  Arrangements must be made for the panel to be advised by: 
 

 A senior member of staff from Human Resources; and 
 

 A senior clinician from the same or similar clinical specialty as the practitioner concerned, but 
from another NHS employer; 

 
It is important that the panel is aware of the typical standard of competence required of the grade 
of practitioner in question. If for any reason the senior clinician is unable to advise on the 
appropriate level of competence, a practitioner from another NHS employer in the same grade as 
the practitioner in question will be asked to provide advice. 

 
2.4.18 It is for the Trust to decide on membership of the panel. The practitioner may raise an objection to 

the choice of any panel member within 5 working days of notification. The Trust will review the 
situation and take reasonable measures to ensure that the membership of the panel is acceptable 
to the practitioner. It may be necessary to postpone the hearing while this matter is resolved. The 
Trust must provide the practitioner with the reasons for reaching its decision in writing before the 
hearing can take place. 

 
 

REPRESENTATION AT CAPABILITY HEARINGS 
 

2.4.19  The practitioner will be given every reasonable opportunity to present his or her case, although the 
hearing should not be conducted in a legalistic or excessively formal manner. 
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2.4.20  The practitioner may be accompanied in the process by a companion.  The companion may be a 
workplace colleague or an official representative of a trade union or defence organisation. The 
representative will be entitled to present a case on behalf of the practitioner, address the panel               
and question the management case and any witness evidence. 

 
CONDUCT OF THE CAPABILITY HEARING 

 
2.4.21  The hearing should be conducted as follows: 
 

 The panel and its advisers (see paragraph 2.4.17), the practitioner, his or her representative 
and the Case Manager will be present at all times during the hearing. Witnesses will be 
admitted only to give their evidence and answer questions and will then retire; 
 

 The Chairman of the panel will be responsible for the proper conduct of the proceedings. The 
Chairman should introduce all persons present and announce which witnesses are available 
to attend the hearing; 

 

 The procedure for dealing with any witnesses attending the hearing shall be the same and 
shall reflect the following: 

 
o  The witness to confirm any written statement and give any supplementary evidence; 
 
o  The side calling the witness can question the witness; 
 
o  The other side can then question the witness; 
 
o  The panel may question the witness; 
 
o  The side which called the witness may seek to clarify any points which have arisen 

during questioning but may not at this point raise new evidence. 
 

2.4.22  The order of presentation shall be: 
 

  The Case Manager presents the management case including calling any witnesses. The 
above procedure for dealing with witnesses shall be undertaken for each witness in turn, at 
the end of which each witness shall be allowed to leave; 
 

 The Chairman shall invite the Case Manager to clarify any matters arising from the 
management case on which the panel requires further clarification. 

 

 The practitioner and/or their representative shall present the practitioner’s case, calling any 
witnesses. The above procedure for dealing with witnesses shall be undertaken for each 
witness in turn, at the end of which each witness shall be allowed to leave; 

 

 The Chairman shall invite the practitioner and/or representative to clarify any matters arising 
from the practitioner’s case on which the panel requires further clarification; 

 

 The Chairman shall invite the Case Manager to make a brief closing statement summarising 
the key points of the case; 

 

 The Chairman shall invite the practitioner and/or representative to make a brief closing 
statement summarising the key points of the practitioner’s case.  Where appropriate this 
statement may also introduce any grounds for mitigation; 

 

 The panel shall then retire to consider its decision. 
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 DECISIONS 
 
2.4.23  The panel will have the power to make a range of decisions including the following: 
 

 No action required; 
 

 Oral agreement that there must be an improvement in clinical performance within a specified 
time scale with a written statement of what is required and how it might be achieved [stays 
on the employee’s record for 6 months]; 

 

 Written warning that there must be an improvement in clinical performance within a specified 
time scale with a statement of what is required and how it might be achieved [stays on the 
employees’ record for 1 year]; 
 

 Final written warning that there must be an improvement in clinical performance within a 
specified time scale with a statement of what is required and how it might be achieved [stays 
on the employee’s record for 1 year]; 

 

 Termination of Contract. 
 

It is also reasonable for the panel to make comments and recommendations on issues other than 
the competence of the practitioner, where these issues are relevant to the case. For example, 
there may be matters around the systems and procedures operated by the employer that the panel 
wishes to comment upon. 
 

2.4.24  A record of oral agreements and written warnings should be kept on the practitioner’s personnel 
file but will be removed following the specified period. 

 
2.4.25  The decision of the panel will be communicated to the parties as soon as possible and normally 

within 5 working days of the hearing. Because of the complexities of the issues under deliberation 
and the need for detailed consideration, the parties should not necessarily expect a decision on the 
day of the hearing. 

 
2.4.26  The decision must be confirmed in writing to the practitioner. This notification must include reasons 

for the decision, clarification of the practitioner’s right of appeal and notification of any intent to 
make a referral to the GMC/GDC or any other external/professional body. 
 
APPEALS IN CAPABILITY CASES 

 
2.4.27  The appeals procedure provides a mechanism for practitioners who disagree with the outcome of a 

decision to have an opportunity for the case to be reviewed. The appeal panel will need to 
establish whether the Trust’s procedures have been adhered to and that the panel in arriving at 
their decision acted fairly and reasonably based on: 

 

 A fair and thorough investigation of the issue; 
 

 Sufficient evidence arising from the investigation or assessment on which to base the 
decision; 

 

 Whether in the circumstances the decision was fair and reasonable, and commensurate with 
the evidence heard. 
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It can also hear new evidence submitted by the practitioner and consider whether it might have 
significantly altered the decision of the original hearing. The appeal panel, however, should not 
rehear the case in its entirety (but in certain circumstances it may order a new hearing see 2.4.38). 

 
2.4.28  A dismissed practitioner will potentially be able to take their case to an Employment Tribunal where 

the reasonableness of the Trust’s actions can be tested. 
 

THE APPEAL PROCESS 
 
2.4.29  The predominant purpose of the appeal is to ensure that a fair hearing was given to the original 

case and a fair and reasonable decision reached by the hearing panel. The appeal panel has the 
power to confirm or vary the decision made at the capability hearing, or order that the case is 
reheard. Where it is clear in the course of the appeal hearing that the proper procedures have not 
been followed and the appeal panel determines that the case needs to be fully re-heard, the 
Chairman of the panel shall have the power to instruct a new capability hearing. 

 
2.4.30  Where the appeal is against dismissal, the practitioner should not be paid during the appeal, if it is 

heard after the date of termination of employment. Should the appeal be upheld, the practitioner 
should be reinstated and must be paid backdated to the date of termination of employment. Where 
the decision is to rehear the case, the practitioner should also be reinstated, subject to any 
conditions or restrictions in place at the time of the original hearing, and paid backdated to the date 
of termination of employment. 

 
THE APPEAL PANEL 
 

2.4.31  The panel will consist of three members. The members of appeal panel must not have had any 
previous direct involvement in the matters that are the subject of the appeal, for example they must 
not have acted as the Designated Board Member. These members will be: 

 

 An independent member (trained in legal aspects of appeals) from an approved pool. This 
person will be appointed from the national list held by NHS Employers for this purpose (see 
Annex A to ‘Maintaining High Professional Standards in the Modern NHS’). This person is 
designated Chairman; 
 

 The Chairman (or other non-executive director) of the employing organisation who must have 
the appropriate training for hearing an appeal; 

 

 A medically qualified member who is not employed by the Trust who must also have the 
appropriate training for hearing an appeal. 

 
The panel should call on others to provide specialist advice. This will include: 
 

 A consultant from the same specialty or subspecialty as the appellant, but from another NHS 
employer. 

 

 A Senior Human Resource Specialist who may be from another NHS organisation. 
 

It is important that the panel is aware of the typical standard of competence required of the grade 
of practitioner in question. If for any reason the senior clinician is unable to advise on the 
appropriate level of competence, a practitioner from another NHS employer in the same grade as 
the practitioner in question will be asked to provide advice. 

 
2.4.33  The Trust should make the arrangements for the panel and notify the appellant as soon as 

possible and in any event within the recommended timetable in paragraph 2.4.34. Every effort 
should be made to ensure panel members are acceptable to the appellant. Where, in rare cases, 
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agreement cannot be reached upon the constitution of the panel, the appellant objections should 
be noted carefully. The Trust will act reasonably at all stages of the procedure. 

 
2.4.34  It is in the interests of all concerned that appeals are heard speedily and as soon as possible after 

the original capability hearing. The following timetable will apply in all cases: 
 

 Appeal by written statement to be submitted to the designated appeal point (normally the 
Director of Workforce & Organisational Development) within 25 working days of the date of 
the written confirmation of the original decision; 

 

 Hearing to take place within 25 working days of date of lodging appeal; 
 

 Decision reported to the appellant and the Trust within 5 working days of the conclusion of 
the hearing of the conclusion of the hearing. 

 
2.4.35  The timetable will be agreed between the Trust and the appellant and thereafter varied only by 

mutual agreement. The Case Manager should be informed and is responsible for ensuring that 
extensions are absolutely necessary and kept to a minimum. 

 
POWERS OF THE APPEAL PANEL 

 
2.4.36  The appeal panel has the right to call witnesses of its own volition, but must notify both parties at 

least 10 working days in advance of the hearing and provide them with a written statement from 
any such witness at the same time. 

 
2.4.37  Exceptionally, where during the course of the hearing the appeal panel determines that it needs to 

hear the evidence of a witness not called by either party, then it shall have the power to adjourn 
the hearing to allow for a written statement to be obtained from the witness and made available to 
both parties before the hearing reassembles. 

 
2.4.38  If, during the course of the hearing, the appeal panel determines that new evidence needs to be 

presented, it should consider whether an adjournment is appropriate. Much will depend on the 
weight of the new evidence and its relevance. The appeal panel has the power to determine 
whether to consider the new evidence as relevant to the appeal, or whether the case should be 
reheard, on the basis of the new evidence, by a capability hearing panel. 

 
CONDUCT OF APPEAL HEARING 

 
2.4.39  All parties should have all documents, including witness statements, from the previous capability 

hearing together with any new evidence.  
 
2.4.40  The practitioner may be represented in the process by a companion as set out in paragraph 2.4.20. 

The representative will be entitled to present a case on behalf of the practitioner, address the panel 
and question the management case and any written evidence. 

 
2.4.41  Both parties will present full statements of fact to the appeal panel and will be subject to 

questioning by either party, as well as the panel. When all the evidence has been presented, both 
parties shall briefly sum up. At this stage, no new information can be introduced. The appellant (or 
his/her companion) can at this stage make a statement in mitigation. 

 
2.4.42  The panel, after receiving the views of both parties, shall consider and make its decision in private. 
 
 

DECISION  
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2.4.43  The decision of the appeal panel shall be made in writing to the appellant and shall be copied to 
the Trust’s Case Manager such that it is received within 5 working days of the conclusion of the 
hearing. The decision of the appeal panel is final and binding. There shall be no correspondence 
on the decision of the panel, except and unless clarification is required on what has been decided 
(but not on the merits of the case), in which case it should be sought in writing from the Chairman 
of the appeal panel. 

 
ACTION FOLLOWING HEARING 

 
2.4.44 Records must be kept, including a report detailing the capability issues, the practitioner’s defence 

or mitigation, the action taken and the reasons for it. These records must be kept confidential and 
retained in accordance with the capability procedure and the Data Protection Act 1998. These 
records need to be made available to those with a legitimate call upon them, such as the 
practitioner, the Regulatory Body, or in response to a Direction from an Employment Tribunal. 

 
TERMINATION OF EMPLOYMENT WITH PERFORMANCE ISSUE UNRESOLVED 

 
2.4.45  Where an employee leaves employment before disciplinary procedures have been completed, the 

investigation must be taken to a final conclusion in all cases and capability proceedings will be 
completed where possible, whatever the personal circumstances of the employee concerned. 

 
2.4.46 Where employment ends before investigation or proceedings have been concluded, every 

reasonable effort will be made to ensure the former employee remains involved in the process. If 
contact with the employee has been lost, the Trust will invite them to attend any hearing by writing 
to both their last known home address and their registered address (the two will often be the 
same). The Trust will make a judgement, based on the evidence available, as to whether the 
allegations about the practitioner’s capability are upheld. If the allegations are upheld, the Trust will 
take appropriate action, such as requesting the issue of an alert letter and referral to the 
professional regulatory body, referral to the police, or the Protection of Children Act List (held by 
the Department for Education and Skills). 

 
2.4.47  If an excluded employee or an employee facing capability proceedings becomes ill, they will be 

subject to the Trust’s Attendance Management Policy. The Attendance Management Policy takes 
precedence over the capability procedures and the Trust will take reasonable steps to give the 
employee time to recover and attend any hearing. Where the employee's illness exceeds 3 weeks 
they must be referred to the Occupational Health Service. The Occupational Health Service will 
advise the Trust on the expected duration of the illness and any consequences it may have for the 
capability process and will also be able to advise on the employee's capacity for future work, as a 
result of which the Trust may wish to consider retirement on health grounds. Should employment 
be terminated as a result of ill health, the investigation should still be taken to a conclusion and the 
Trust form a judgement as to whether the allegations are upheld. 

 
2.4.48  If, in exceptional circumstances, a hearing proceeds in the absence of the practitioner, for reasons 

of ill-health, the practitioner will have the opportunity to submit written submissions and/or have a 
representative attend in his or her absence. 

 
2.4.49  Where a case involves allegations of abuse against a child, the guidance issued to the NHS in 

September 2000, called “The Protection of Children Act 1999 – A Practical Guide to the Act for all 
Organisations Working with Children” gives more detailed information. A copy can be found on the 
Department of Health website http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/ 
PublicationsPolicyAndGuidance/DH_4006939. 
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2.5  HANDLING CONCERNS ABOUT A PRACTITIONER’S HEALTH 
 

INTRODUCTION 
 
2.5.1  A wide variety of health problems can have an impact on an individual’s clinical performance. 

These conditions may arise spontaneously or be as a consequence of work place factors such as 
stress.  

 
2.5.2  The Trust’s key principle for dealing with individuals with health problems is that, wherever possible 

and consistent with reasonable public protection, they should be treated, rehabilitated or re-trained 
(for example if they cannot undertake exposure prone procedures) and kept in employment, rather 
than be lost from the NHS. 

 
2.5.3  Any concerns regarding a practitioner in training will be dealt with via the educational supervisor 

and college or clinical tutor with close involvement of the appropriate Postgraduate Dean from the 
outset. 

 
RETAINING THE SERVICES OF INDIVIDUALS WITH HEALTH PROBLEMS 

 
2.5.4  Wherever possible the Trust will attempt to continue to employ individuals provided this does not 

place patients or colleagues at risk. In particular, the Trust will consider the following actions for 
staff with ill-health problems: 

 

 Sick leave for the practitioner (the practitioner to be contacted frequently on a pastoral basis 
to stop them feeling isolated); 
 

 Remove the practitioner from certain duties; 
 

 Reassign them to a different area of work; 
 

 Arrange re-training or adjustments to their working environment, with appropriate advice from 
the National Clinical Assessment Service and/or deanery, under the reasonable adjustment 
provisions in the Disability Discrimination Act 1995 (DDA). 

 
This list is not intended to be exhaustive 

 
REASONABLE ADJUSTMENT 

 
2.5.5  At all times the practitioner will be supported by the Trust and the Occupational Health Service 

(OHS) which will ensure that the practitioner is offered every available resource to get back to 
practice where appropriate. The Trust will consider what reasonable adjustments could be made to 
their workplace or other arrangements, in line with the DDA. In particular, it will consider: 

 

 Making adjustments to the premises; 
 

 Re-allocating some of a disabled person’s duties to another; 
 

 Transferring an employee to an existing vacancy; 
 

 Altering an employee’s working hours or pattern of work; 
 

 Assigning the employee to a different workplace; 
 

 Allowing absence for rehabilitation, assessment or treatment; 
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 Providing additional training or retraining; 
 

 Acquiring/modifying equipment; 
 

 Modifying procedures for testing or assessment; 
 

 Providing a reader or interpreter; 
 

 Establishing mentoring arrangements. 
 
2.5.6  In some cases retirement due to ill health may be necessary. Ill health retirement should be 

approached in a reasonable and considerate manner, in line with NHS Pensions Agency advice. 
However, any issues relating to conduct or capability that have arisen will be resolved, using the 
appropriate agreed procedures. 

 
HANDLING HEALTH ISSUES 

 
2.5.7  Where there is an incident that points to a problem with the practitioner’s health, the incident may 

need to be investigated to determine a health problem. If the report recommends Occupational 
Health Service involvement, the nominated manager must immediately refer the practitioner to a 
qualified Occupational Physician (usually a consultant) with the Occupational Health Service. 

 
2.5.8  The NCAS should be approached to offer advice on any situation and at any point where the 

employer is concerned about a practitioner. Even apparently simple or early concerns should be 
referred as these are easier to deal with before they escalate. 

 
2.5.9  The Occupational Physician should agree a course of action with the practitioner and send his/her 

recommendations to the Medical Director and a meeting should be convened with the Director of 
Workforce & Organisational Development, the Medical Director or Case Manager, the practitioner 
and a case worker from the Occupational Health Service to agree a timetable of action and 
rehabilitation (where appropriate). The practitioner may wish to bring a support companion to these 
meetings. This could be a family member, a colleague or a trade union or defence association 
representative. Confidentiality must be maintained by all parties at all times. 

 
2.5.10  If a practitioner’s ill health makes them a danger to patients and they do not recognise that, or are 

not prepared to co-operate with measures to protect patients, then exclusion from work and referral 
to the professional regulatory body must be considered, irrespective of whether or not they have 
retired on the grounds of ill health. 

 
2.5.11 In those cases where there is impairment of performance solely due to ill health, disciplinary 

procedures will be considered only in the most exceptional of circumstances, for example if the 
individual concerned refuses to co-operate with the employer to resolve the underlying situation 
e.g. by repeatedly refusing a referral to the Occupational Health Service or the NCAS. In these 
circumstances the procedures under 2.3 should be followed. 

 
2.5.12  There will be circumstances where an employee who is subject to disciplinary proceedings puts 

forward a case, on health grounds, that the proceedings should be delayed, modified or 
terminated. In such cases the Trust will refer the practitioner to the Occupational Health Service for 
assessment as soon as possible. Unreasonable refusal to accept a referral to, or to co-operate 
with, the Occupational Health Service under these circumstances, may give separate grounds for 
pursuing disciplinary action. 
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3  DEFINITIONS 
 
 The Trust – Stockport NHS Foundation Trust. 

 
 Practitioner - for ease of reference, the term practitioner refers to all gender of medical & dental 

staff. 
 
 Specialty Doctors & Associate Specialist Doctor - Career Grade Doctors working under the job 

title of Staff Doctor or Associate Specialist. 
 
 NCAS - National Clinical Advisory Service. 
 
 
4 ASSOCIATED DOCUMENTS 
 
 The Trust’s Disciplinary Policy & Procedure. 

Remediation Policy for Medical and Dental Staff 
 
 
5  DUTIES 
 
5.1  The Trust’s Medical Director, Associate Medical Directors and Clinical Directors, Business Group 

Directors, Clinical Leads, Consultants, SAS Doctors, Director of Workforce & Organisational 
Development, Deputy Director of Workforce, Head of Medical Workforce, HR Business Managers 
and the Board of Directors all have a duty in implementing and managing this policy. Specific 
duties are outlined below: 

 
5.2  DUTIES WITHIN THE ORGANISATION 
 
5.3  THE BOARD OF DIRECTORS 
 
 The Board of Directors is responsible for compliance under Care Quality Commission (CQC), 

National Health Service Litigation Authority (NHSLA) standards and all relevant legislation. 
 
5.4  CHIEF EXECUTIVE 
 
 The main responsibility for the implementation of this policy lies with the Chief Executive of the 

Trust.  
 
 The Chief Executive is ultimately accountable for ensuring compliance with Maintaining High 

Professional Standards in the Modern NHS. 
 
 Whilst responsibility cannot be assigned to any other individual, the day to day running of this 

policy will be delegated to others. 
 
 
5.5  ASSOCIATE MEDICAL DIRECTORS/ CLINICAL DIRECTORS AND CLINICAL LEADS 
 
 Managers will contribute to ensuring that the Trust’s policy and procedure is well known and 

understood by medical and dental staff.  
 
 In the first instance, to ensure that all conduct, performance and health matters are dealt with in a 

fair and consistent manner. 
 
5.6  BUSINESS GROUP DIRECTOR 
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 To provide support to the Business Group Clinical Director and Clinical Lead in the application of 
the policy. 

 
5.7  DIRECTOR OF WORKFORCE & ORGANISATIONAL DEVELOPMENT , DEPUTY DIRECTOR 

OF WORKFORCE & HR BUSINESS MANAGERS. 
 
 To provide support and advice to Trust staff on all matters relating to the policy. 
 
5.8  MEDICAL & DENTAL STAFF EMPLOYED BY SNHSFT 
 
 Employees will ensure that they are aware of the Trust’s minimum standards of conduct and 

performance and that they have read and understand this Policy and Procedure. 
 
6  CONSULTATION AND COMMUNICATION WITH STAKEHOLDERS 
 
 Consultation is done through JLNC. 

 
7  IMPLEMENTATION 
 
7.1  The policy will be sent via email to all the Trust’s Medical & dental staff. It will also be available on 

the Intranet. 
 
8  EDUCATION AND TRAINING 
 
8.1  The workforce team will: 
 

-  provide advice and support to line managers in all aspects of the policy. Training will be 
provided in all matters relating to this policy and procedure; 

 
-  identify any education and training that is required in order for staff to follow this document. 
 

8.2  No specific training requirements have been identified by the review of this Policy. The revised 
policy will be circulated to all Consultants and SAS Doctors. 

 
9 MONITORING AND REVIEW 
 
9.1  This policy will be subject to on-going monitoring locally by line managers and any will be 

addressed through the Business Group Management Teams. Where deficiencies are identified, an 
action plan will be co-ordinated by the author of the policy and agreed and overseen by the Joint 
Local Negotiating Committee (JLNC).   

 
 

If you would like this document in a different format, e.g. in large print, or on audiotape, or for people with 
learning disabilities, please contact PCS. 

Your local contact for more information is Patient and Customer Services at Poplar Suite, SHH, Tel: 0161 
419 5678 or 

www.stockport.nhs.uk 
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9.2  The Stockport NHS Foundation Trust Gap Analysis/Action Plan will be used to demonstrate 

effective monitoring. This can be found on the intranet in frequently used forms. 
 
9.3  AUDIT PROFORMA 
 
 The Stockport NHS Foundation Trust audit proforma will be used to demonstrate effective 

monitoring of planned actions. This can be found on the intranet in frequently used forms. 
 
 
10  REFERENCES / BIBLIOGRAPHY 
 
 Maintaining High Professional Standards in the Modern NHS; 
 
 A Framework for the initial handling of concerns about doctors in the NHS. Department of Health 

2005; 
 
 Terms and Conditions of Service; 
 
 Handling concerns about a practitioner behaviour and conduct: NCAS 2012. 
  
 Good Medical Practice 
 
 
11.  APPENDICES 
 
 Appendix A – Training Needs Analysis 
 Appendix B – Equality Impact Screening Assessment 
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APPENDIX A - Policy and Procedure for Handling Concerns about the Conduct, Performance and 
Health of Medical and Dental Staff - Decision Making Group 

 

TERMS OF REFERENCE 

 
1. Constitution 
 
1.1  The purpose of the Decision Making Group (DMG) is to act as a mechanism of formal assurance 

and support to Case Managers to decide what, if any, further action is required following 
investigation undertaken in accordance with the Trusts Policy and Procedure for Handling Concerns 
about the Conduct, Performance and Health of Medical and Dental Staff  

 
2. Remit and functions of the COMMITTEE 
 
2.1 To ensure an appropriate, consistent and proportionate response to concerns raised about the 

conduct, performance and heath of medical and dental staff. 
 
2.2 The main functions of the Committee are to: 

i. Consider and discuss investigation reports in accordance with the Trusts Policy and 

Procedure for Handling Concerns about the Conduct, Performance and Health of 

Medical and Dental Staff 

ii. Support the Case Manager in determining whether action is required, in accordance with 

the Policy, or   

iii. To review case outcomes and identify learning 

 

3. Composition and conduct of the COMMITTEE 

 
3.1 The Committee shall comprise the following membership: 

 Responsible Officer 

 Case Manager (if this is different to RO/MD) 

 Medical Director (MD) 

 Director of Workforce and OD  

 Business Group Director from different Business Group to the individual under consideration (if 

required) 

 
The Case Investigator, and HR support if appropriate, will be asked to attend the DMG to provide an 
overview of the investigation and answer any questions on their report, but they will not have any role in the 
decision of the Group. The decision of the DMG will be final. 
 
3.2 Notice of meeting.  Before each meeting, a notice of the meeting specifying the business proposed 

to be transacted shall be sent by electronic mail to the usual place of business. 
 
3.3 Frequency of meetings.   

 As required 
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3.4 Minutes.   

 Notes will be taken of each meeting. 

 
3.5 Administration.   

 Meetings will be arranged by the PA to the MD 

 
4 REVIEW 
 
4.1 Any changes to these terms of reference will be considered as part of the review of the Policy and 

Procedure for Handling Concerns about the Conduct, Performance and Health of Medical and 
Dental Staff. 
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APPENDIX B – TRAINING NEEDS ANALYSIS 

 

 
COMMUNICATION/TRAINING PLAN (for all new / reviewed documents) 

 

 
Goal/purpose of the 
communication/training plan 
 

 
To ensure managers are aware of updated policy and 
procedure and to support improved management of informal 
and formal disciplinary issues. 
 
To update Consultant and SAS Doctors in the revision of the 
policy and Trust process. 

 
Target groups for the 
communication/training plan 

 
Consultant Medical & dental Staff and SAS Doctors 

 
Target numbers 
 

 
200 

 
Methodology – how will the 
communication or training be 
carried out? 

 
A copy of this policy will be circulated to Consultants and SAS 
Doctors.  It will also be available on the Trust Intranet. 

 
Communication/training delivery 
 

 
Email/Intranet 

 
Funding 
 

 
Neutral 

 
Measurement of success.  
Learning outcomes and/or 
objectives 

 
Appropriate handling of concerns about the conduct, 
performance and health of medical & dental staff. 

 
Review effectiveness – learning 
outputs 
 

 
Audit of appeals 

 
Issue date of Document 
 

 
October 2014  

 
Start and completion date of 
communication/training plan 

 
December 2014  

 
Support from Learning & 
Development Services 

 
None 

 
For assistance in completing the Communication / Training Plan, please contact the Stockport NHS 

Foundation Trust Learning and Development Services. 
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APPENDIX C - EQUALITY IMPACT SCREENING ASSESSMENT 

 
Please read the Guide to Equality Impact Assessment before completing this form. To be completed and 
form part of the policy or other document appendices when submitted to LNC for consideration and 
approval or to be completed and form part of the appendices for proposals/business cases to amend, 
introduce or discontinue services. 
 
Policy & Procedure for Handling Concerns about the Conduct, Performance and Health of Medical & 
dental Staff 
 

   
Yes/ 
No 

 

 
Justification and Data Sources 

A 
 

Does the document, proposal or service 
affect one group less or more favourably 
than another on the basis of: 

  

1 
Race, ethnic origins (including gypsies and 
travellers) or nationality 

 
No 

 
No concerns identified 

2 Sex No  

3 Transgender No No concerns 

4 Pregnancy or maternity No  

5 Marriage or civil partnership No  

6 
Sexual orientation including lesbian, gay 
and bisexual people 

No No concerns 

7 Religion or belief No No concerns 

8 Age No  

9 
Disability – learning disabilities, physical 
disability, sensory impairment and mental 
health problems 

No 
Reasonable adjustments would be made as 
necessary 

10 Economic/social background No No concerns 

B 
 

Human Rights – are there any issues 
which may affect human rights 

  

1 Right to Life No  

2 Freedom from Degrading Treatment No  

3 Right to Privacy or Family Life No  

4 Other Human Rights (see guidance note) No  

 
 
Date:  October 2014  Name:  Jayne Shaw 
 
Signature:     Job Title: Director of Workforce and Organisational Development 
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The four principles of effective clinical governance 

 

Organisations create an environment which delivers  
effective clinical governance for doctors 

Clinical governance processes for doctors are managed and monitored  
with a view to continuous improvement 

Safeguards are in place to make sure clinical governance processes  
for doctors are fair and free from discrimination and bias 

Organisations deliver processes required to support medical revalidation  
and the evaluation of doctors’ fitness to practise 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 

 

Organisations create an environment which delivers  
effective clinical governance for doctors 

 
Principle 1 outcomes: 
 

a. Your organisation’s board has the knowledge, skills, competences and access to 
relevant information to enable it to exercise its responsibilities effectively with 
respect to clinical governance for doctors. 

b. Your organisation’s board provides leadership on promoting the importance of 
clinical governance for doctors. 

c. Your organisation’s board actively encourages a culture of honesty, learning and 
improvement. 

d. Your organisation’s board monitors risks associated with clinical governance systems 
for doctors.   
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
 

Outcome 1a – Your organisation’s board has the knowledge, skills, competences and 
access to relevant information to enable it to exercise its responsibilities effectively with 
respect to clinical governance for doctors. 

Description 
Your organisation’s board receives training and development opportunities necessary to effectively discharge their 
responsibilities around clinical governance for doctors, and to understand their accountability for the quality of care 
provided by doctors. 

Your organisation’s board has access to summary information and data from clinical governance processes for 
doctors (including complaints, incident reporting, medical appraisal, management of concerns about doctors and 
clinical indicators) and the ability to interpret and scrutinise the information appropriately.  

Clinical/medical leaders including responsible officers are given access to your organisation’s board and provide input 
on matters relating to clinical governance for doctors. 

A suitably qualified and trained non-executive director has a specific role in providing support and challenge to the 
board on clinical governance systems for doctors including revalidation and management of concerns. 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
Outcome 1a – Your notes 
Your organisation’s board has the knowledge, skills, competences and access to relevant information to enable it to 
exercise its responsibilities effectively with respect to clinical governance for doctors. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation ensure the 
board (including non-executive 
directors) has the right training and 
development opportunities to support 
the effective oversight of clinical 
governance arrangements for doctors?  

 How does your organisation identify the 
clinical governance information about 
doctors it needs to undertake its role 
effectively? 

 How does your organisation ensure the 
board is kept up dated on changes to 
clinical governance processes for 
doctors and the impact of those 
changes? 

 How does your organisation’s board 
engage with clinical/medical leaders? 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
 

 

Outcome 1b – Your organisation’s board provides leadership on promoting the 
importance of clinical governance for doctors. 

Description 
Your organisation actively promotes the benefits of effective clinical governance processes for doctors (including 
those that support access to supporting information for appraisal and medical revalidation). This includes the positive 
contribution those processes make to the professional development of individuals and ultimately safe and effective 
patient care.  

Your organisation works with local patient groups to publicise and promote awareness of  the revalidation processes 
it has in place to make sure doctors are up to date and fit to practise, including an understanding of how concerns 
about doctors are dealt with. 

Your organisation ensures all doctors working within the organisation including locum doctors, doctors in training and 
clinical academics, for example, have access to clinical governance information about their practice.   
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
Outcome 1b – Your notes 
Your organisation’s board provides leadership on promoting the importance of clinical governance for doctors. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation 
demonstrate its commitment to the 
delivery of effective governance 
processes for doctors? 

 How does your organisation ensure 
doctors (including locum doctors, 
doctors in training and clinical 
academics, for example) have access to 
information about their practice and are 
encouraged to use it as part of their 
professional development? 

 How does your organisation work with 
local patient groups to promote 
awareness of revalidation processes 
and how they are applied locally? 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
 
Outcome 1c – Your organisation’s board actively encourages a culture of honesty, 
learning and improvement. 

Description 
Your organisation makes sure systems are in place to give early warning of any failure, or potential failure, in the clinical 
performance of individuals or teams. These may include systems for conducting audits and considering patient feedback 
and making sure any concerns about the performance of an individual or team are investigated and, if appropriate, 
addressed quickly and effectively. 

Your organisation ensures there are readily available and accessible policies and processes in place which encourage 
doctors to speak up which ensure doctors are not at risk of detrimental treatment as a result of doing so.  This includes 
ensuring your organisation can demonstrate how decisions made about the issues raised by doctors speaking up are fair. 

Doctors have a professional duty of candour. Your organisation puts in place processes to support them in reporting 
adverse incidents, and near misses, and in being open and honest with patients if something goes wrong with their care.  

Your organisation puts systems in place to monitor, review, 
and improve patient care by: 

 Collecting and sharing information on patient experience 
and outcome 

 Training staff in patient safety and supporting them to 
report adverse incidents 

And makes sure systems or processes are  
in place so that:  

 lessons are learnt from analysing adverse incidents and 
near misses 

 lessons are shared with the healthcare team  

 concrete action follows on from learning 

 practice is changed where needed. 

Doctors are supported in giving honest and open feedback on their colleagues, and there are systems and processes in 
place to make sure that any workplace issues raised are addressed fairly. 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
Outcome 1c – Your notes 
Your organisation’s board actively encourages a culture of honesty, learning and improvement. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation make sure 
it responds quickly when things go 
wrong? 

 How does your organisation evaluate 
whether its policies for speaking up are 
effective? For example, do they result 
in creating unintended barriers to those 
who wish to speak up?   

 Does your organisation  offer sufficient 
assurance to those raising concerns 
that they will not suffer as a result of 
speaking up and that there is a zero 
tolerance approach to victimising staff 
who speak up? 

 What steps does your organisation 
have in place to support doctors who 
have spoken up? 

 How does your organisation make sure 
that decisions made about doctors that 
speak up are fair and transparent, and 
this can be demonstrated if necessary? 

(Continued overleaf) 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
Outcome 1c – Your notes (continued) 
Your organisation’s board actively encourages a culture of honesty, learning and improvement. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

(Continued from previous page) 

 

 How does your organisation make sure 
challenges made about clinical 
governance processes are recorded, 
acted on, and the outcomes fed back to 
those who raised concerns? 

 How does your organisation identify 
opportunities for learning and 
improvement from matters raised by 
workers speaking up? 

 How does your organisation support 
and encourage staff in being open and 
honest with patients when things go 
wrong? 

 How does your organisation support 
doctors to provide honest and open 
feedback about their colleagues? 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
 

 

Outcome 1d – Your organisation’s board monitors risks associated with clinical 
governance systems for doctors.   

Description 
Your organisation’s board plays a proactive role in identifying, monitoring and manging risks to clinical governance 
systems for doctors.  

Your organisation makes use of available information to inform their clinical governance arrangements for doctors, 
such as the GMC’s organisational dashboard for revalidation and fitness to practise. 
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Principle 1 – Organisations create an environment which delivers effective clinical governance for doctors 
 
 
Outcome 1d – Your notes 
Your organisation’s board monitors risks associated with clinical governance systems for doctors. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation ensure it 
has a clear view of risks associated with 
clinical governance systems for 
doctors? 

 How does your organisation assure 
itself that the risks are being reviewed 
and managed appropriately? 

 How could the reporting systems for 
your organisation’s board on risks 
associated with clinical governance 
systems for doctors be improved? 
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Principle 2 – Clinical governance processes are managed and monitored with a view to continuous improvement 
 
 
 

 

Clinical governance processes for doctors are managed and monitored with a 
view to continuous improvement  

 

Principle 2 outcomes: 
 

a. Your organisation’s board ensures internal and external quality assurance is 
undertaken to ensure the robustness of clinical governance processes for doctors. 

b. Your organisation’s board ensures learning is used to continually improve clinical 
governance processes for doctors.  
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Principle 2 – Clinical governance processes are managed and monitored with a view to continuous improvement 
 
 
 

Outcome 2a – Your organisation’s board ensures internal and external quality assurance 
is undertaken to ensure the robustness of clinical governance processes for doctors. 

Description 
Your organisation seeks internal and external assurance that clinical governance systems for doctors are operating 
effectively. 

Your organisation ensures recommendations from quality assurance exercises are taken forward and reviewed on a 
regular basis. 

Your organisation encourages lay involvement in their quality assurance processes, to provide independent 
scrutiny and challenge, and to increase public confidence that local governance is robust. 

Local medical education providers meet the requirements within the GMC’s Promoting Excellence guidance. 
This includes making sure: 

 That education and training for doctors is a valued part of the organisational culture  

 Doctors are actively supported to participate in education and training.  
 
That the environment and culture with your organisation meets learners’ and educators’ needs, is safe, open, and 
provides a good standard of care and experience for patients. 
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Principle 2 – Clinical governance processes are managed and monitored with a view to continuous improvement 
 
 
Outcome 2a – Your notes 
Your organisation’s board ensures internal and external quality assurance is undertaken to ensure the robustness of 
clinical governance processes for doctors. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 What quality assurance activity does 
your organisation undertake to assess 
the robustness of its clinical governance 
processes for doctors? 

 How does your organisation assure 
itself clinical governance processes 
generate accurate, timely and reliable 
data to be support continuous 
monitoring? 

 In what ways does your organisation 
use lay representation to support and 
improve clinical governance for 
doctors? 

 How does your organisation measure 
whether quality improvement activities 
undertaken have improved patient 
care? 
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Principle 2 – Clinical governance processes are managed and monitored with a view to continuous improvement 
 
 
 

 

Outcome 2b – Your organisation’s board ensures learning is used to continually improve 
clinical governance processes for doctors. 

Description 
Your organisation demonstrates a commitment to making clinical governance processes for doctors more robust, by 
overseeing their continuous improvement. 

Your organisation encourages learning drawn from your own organisation’s systems and experience, as well as from 
good practice in other organisations and feedback from patients and patient groups. 
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Principle 2 – Clinical governance processes are managed and monitored with a view to continuous improvement 
 
 
Outcome 2b – Your notes 
Your organisation’s board ensures learning is used to continually improve clinical governance processes for doctors. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How is the continuous improvement of 
clinical governance for doctors planned, 
delivered and reviewed within your 
organisation? 

 What examples can you provide of 
incorporating learning from good 
practice in other organisations and 
patients and patient groups into your 
organisation’s clinical governance 
systems for doctors? 
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Principle 3 – Safeguards make sure clinical governance processes are fair and free from discrimination and bias 
 
 
 

 

Safeguards are in place to make sure clinical governance processes for doctors 
are fair and free from discrimination and bias  

 

Principle 3 outcomes: 
 

a. Your organisation’s board provides leadership on equality, diversity and inclusivity 
(EDI) by overseeing and scrutinising development and implementation of EDI 
strategies.   

b. Your organisation’s board ensures decision-making processes are fair and free from 
bias and discrimination.   
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Principle 3 – Safeguards make sure clinical governance processes are fair and free from discrimination and bias 
 
 
 

Outcome 3a – Your organisation’s board provides leadership on equality, diversity and 
inclusivity (EDI) by overseeing and scrutinising development and implementation of EDI 
strategies.   

Description 
Your organisation’s board members act as role models and ambassadors for EDI issues. 

Your organisation ensures clinical governance policies for doctors are fair and free from bias and discrimination by 
ensuring they: 

 Remove or minimise disadvantages experienced by doctors who share protected characteristics. For example by 
making reasonable adjustments to processes underpinning clinical governance for disabled doctors. 

 Identify barriers different groups of doctors and patients may face in engaging with the systems supporting clinical 
governance, and put steps in place to remove these barriers. 

 
Your organisation encourages consultation with and involves people who share personal characteristics in developing 
clinical governance processes for doctors whenever it is appropriate and relevant to do so. 

Your organisation ensures emerging EDI challenges and risks associated with clinical governance for doctors’ policies 
and practices are actively monitored and regularly reviewed. 
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Principle 3 – Safeguards make sure clinical governance processes are fair and free from discrimination and bias 
 
 
Outcome 3a – Your notes 
Your organisation’s board provides leadership on equality, diversity and inclusivity (EDI) by overseeing and 
scrutinising development and implementation of EDI strategies.   

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation make sure 
its policies and practices which support 
clinical governance for doctors are fair, 
non-discriminatory, and comply with 
legal requirements? 

 How does your organisation ensure 
barriers to accessing the systems 
supporting clinical governance for 
doctors and identified and addressed? 

 How does your organisation engage 
with EDI issues, and what benefits does 
this bring? 
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Principle 3 – Safeguards make sure clinical governance processes are fair and free from discrimination and bias 
 
 
 

 

Outcome 3b – Your organisation’s board ensures decision-making processes are fair and 
free from bias and discrimination. 

Description 
Your organisation puts in place principles and criteria to ensure decisions made in support of clinical governance for 
doctors are fair, impartial and evidenced based, and these principles and criteria are applied consistently.   

Decisions are internally monitored and audited to ensure the quality, fairness and consistency of decisions, and to 
review the procedures put in place to support decision making. 

Mechanisms exist for doctors to appeal, or request a review of, decisions made in relation to them. 
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Principle 3 – Safeguards make sure clinical governance processes are fair and free from discrimination and bias 
 
 
Outcome 3b – Your notes 
Your organisation’s board ensures decision-making processes are fair and free from bias and discrimination. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 What are your organisation’s principles 
of fair decision making, and how do 
these ensure your decisions are free 
from bias and discrimination? 

 What changes has your organisation 
made to its procedures in relation to 
supporting fair decision making based 
on learning from the monitoring and 
audit of decisions?  

 What training does your organisation 
provide to its staff to ensure decisions 
are fair, free from bias, and meet the 
requirements of equality legislation? 

 How does your organisation make sure 
that doctors are aware of processes to 
appeal or review a decision? And what 
safeguards are put in place to ensure 
these appeals and reviews are handled 
consistently and fairly? 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
 

 

Organisations deliver processes required to support  
medical revalidation and the evaluation of doctors’ fitness to practise  

Principle 4 outcomes: 
 
a. Your organisation’s board appoints a responsible officer. 

b. Your organisation’s board ensures medical appraisal is delivered in line with GMC 
and other national and local requirements.  

c. Your organisation’s board ensures revalidation recommendations are made in line 
with GMC requirements. 

d. Your organisation’s board ensures processes for responding to and managing 
concerns including monitoring the ongoing fitness to practise of doctors are in place. 

e. Your organisation’s board ensures there are processes are in place to handle and 
share information relating to clinical governance systems for doctors appropriately. 

f. Your organisation’s board ensures the necessary checks are in place for doctors 
before they start work.  
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
 

 

Outcome 4a – Your organisation’s board appoints a responsible officer. 

Description 
If your organisation is a designated body it must: 

 Appoint or nominate a responsible officer and appoint a replacement as soon as manageable when necessary (for 
example where your RO leaves, is under investigation, or absent from work due to ill-health)  

 provide its RO with sufficient funding and resources, to enable them to effectively carry out their statutory 
responsibilities.  

 
Your organisation ensures its RO is appropriately trained to undertake their responsibilities, and is given support to 
regularly participate in local RO network activities that provide shared learning opportunities and support consistency 
of approach. 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4a – Your notes 
Your organisation’s board appoints a responsible officer. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation ensure its 
RO is able to deliver all aspects of their 
statutory functions as defined in the RO 
regulations? 

 How do you make sure your 
organisation’s RO has sufficient 
resources to undertake their statutory 
role? 

 How does your organisation ensure its 
RO has the quality of information they 
need to carry out their statutory duties 
(including to inform revalidation 
recommendations to the GMC)? 

 How has learning from your RO’s 
participation in local RO network 
activities improved local processes and 
provided assurance on the consistency 
of their approach? 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4b – Your organisation’s board ensures medical appraisal is delivered in line 
with GMC and other national and local requirements. 

Description 
Your organisation ensures all doctors requiring an annual appraisal receive one and it covers the whole of a doctor’s 
practice including any work undertaken outside of your organisation during the appraisal period.   

Your organisation ensures doctors are clear which appraisal requirements are prescribed by the GMC for the purpose 
of revalidation: 

 Guidance on supporting information for appraisal and revalidation  

 GMP framework for appraisal and revalidation 
 
Your organisation ensures doctors are supported to collect the required supporting information by being given access 
to relevant data and systems* and sufficient time to participate in annual appraisal† effectively. This includes locum 
doctors, doctors in training and clinical academics, for example.   

Your organisation ensures doctors taking breaks in practice due to maternity/paternity or sick leave, for example, are 
supported through appraisal and revalidation.  

Your organisation’s appraisal system is subject to quality assurance, including monitoring of appraisers’ performance.  

Your organisation ensures doctors have the opportunity to feedback on the quality of the appraisal process and 
discussion 

Your organisation ensures outputs from the appraisal system are integrated into wider clinical governance systems. 

 

* For example, quality data, performance data, audits, compliments, complaints and significant events. 
† ARCP in the case of doctors in training. 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4b – Your notes 
Your organisation’s board ensures medical appraisal is delivered in line with GMC and other national and local 
requirements. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation monitor 
whether all doctors requiring annual 
appraisal have been appraised? 

 How does your organisation identify 
barriers to participation in appraisals and 
the steps taken to remove those barriers? 

 What policies and processes does your 
organisation have in place to manage 
doctors who are not engaging in appraisal 
and other clinical governance processes? 

 How does your organisation make sure 
information relating to a doctor’s practice 
from other organisations informs their 
whole practice appraisal?  

 How do you assess whether doctors have 
adequate resources to support their 
appraisal (such as sufficient time and 
access to the information needed) 
including educational and development 
activities? 

(Continued overleaf) 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4b – Your notes (continued) 
Your organisation’s board ensures medical appraisal is delivered in line with GMC and other national and local 
requirements. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

(continued from previous page) 

 How does your organisation quality 
assure its appraisal process to identify 
opportunities for reducing the burden 
on doctors in terms of preparing for 
appraisal and collecting supporting 
information? 

 How does your organisation manage 
and monitor the performance of 
appraisers and the resources needed to 
support them? 

 Does your organisation’s guidance for 
appraisers include how to appropriately 
escalate patient safety concerns 
(including concerns about colleagues) 
that may as part of the appraisal 
discussion? 

 How does your organisation ensure 
there are no unintended barriers for 
doctors participating in learning and 
education activities? 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
 

 

Outcome 4c – Your organisation’s board ensures revalidation recommendations are 
made in line with GMC requirements. 

Description 
Your organisation ensures revalidation recommendations for doctors are made in accordance with the GMC’s 
protocol for making recommendations. 

Doctors are told promptly about the revalidation recommendation made to the GMC about them. The reasons for 
recommendations are discussed before they are submitted, particularly where the recommendation is to defer or for 
non-engagement. 

Your organisation ensures revalidation continues to deliver benefits by considering how to best to track its impact 
over time. 
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https://www.gmc-uk.org/-/media/documents/rt---responsible-officer-protocol---dc7510_pdf-61097107.pdf
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4c – Your notes 
Your organisation’s board ensures revalidation recommendations are made in line with GMC requirements. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How does your organisation monitor 
revalidation recommendations to 
ensure they are made in accordance 
with the appropriate guidance? 

 Does your organisation compare 
recommendation rates, for example, 
deferral rates with similar organisations 
to identify whether there are any 
differences and if there are differences 
explore why? 

 Does your organisation monitor the 
number of late recommendations? 

 How has your organisation improved 
the revalidation recommendation 
process? For example, how does it 
learn from revalidation decisions to 
defer and for non-engagement?  

 What steps does your organisation take 
to make sure revalidation 
recommendations are fair, transparent, 
based on all the relevant evidence, and 
have been discussed with the doctors 
concerned in a timely manner? 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4d – Your organisation’s board ensures processes for responding to and 
managing concerns including monitoring the ongoing fitness to practise of doctors are 
in place. 

Description 
Your organisation has systems in place to monitor the conduct and performance of doctors including locum doctors, 
doctors in training and clinical academics, for example.  

Your organisation ensures performance information about doctors (including clinical indicators relating to outcomes 
for patients) is regularly reviewed and issues identified (such as variations in individual performance, and between 
clinical teams). It also ensures steps are taken to address any issues identified.  

Your organisation proactively responds to concerns locally, with referrals to the GMC made by the RO where 
and when appropriate. Speciality or other central or local advice is taken where appropriate from, for example: 

 Medical Royal Colleges and Faculties  

 GMC’s Employer Liaison Service (ELS)   

 National Clinical Assessment Service (NCAS)  
 
Your organisation’s investigations into concerns about doctors take into account, where appropriate, the GMC’s 
principles of a good investigation. These key principles help to ensure investigations into concerns about doctors 
are objective and effective. They are intended to supplement and complement existing requirements and guidance in 
place at a national level.  

Your organisation ensures doctors’ compliance with any GMC or local conditions imposed on them or undertakings 
agreed with GMC is monitored. 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4d – Your notes 
Your organisation’s board ensures processes for responding to and managing concerns including monitoring the 
ongoing fitness to practise of doctors are in place. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 What processes does your organisation 
have in place to address issues identified 
relating to the conduct and performance of 
doctors, including, locums, doctors in 
training and clinical academics for 
example? 

 How does your organisation make sure 
information derived from complaints and 
significant events other performance data 
held by the organisation, is regularly 
reviewed and feeds into the monitoring of 
the conduct and performance of doctors?  

 How does your organisation ensure advice 
from external sources is considered early 
when responding to emerging concerns? 

 What areas for learning and improvement 
has your organisation identified from the 
triangulation of outputs from different 
clinical governance processes? 

 Questions relating to the GMC’s 
principles of a good investigation 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
 

Outcome 4e – Your organisation’s board ensures there are processes are in place to 
handle and share information relating to clinical governance systems for doctors 
appropriately. 

Description 
Your organisation makes sure records are accurately and securely maintained in line with all relevant data protection 
legislation and the Caldicott principles. This includes: 

 records relating to pre-employment checks, medical revalidation, and appraisal, and systems supporting these 
processes.  

 local investigations and management of concerns. 
 
Timely sharing of information is an essential component of robust clinical governance. Any organisation using the 
services of a doctor must inform that doctor’s responsible officer of any concerns that could impact on patient safety 
or public confidence as soon as they arise. This should be done in line with the GMC’s information sharing 
principles. 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4e – Your notes 
Your organisation’s board ensures there are processes are in place to handle and share information relating to clinical 
governance systems for doctors appropriately. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How do you make sure that records are 
accurately and securely maintained in 
line with relevant data protection 
legislation and guidance? 

 How does your organisation make it is 
complying with information sharing 
principles?  

 How does your organisation monitor 
the effectiveness of its information 
sharing processes (for example, sharing 
information with other organisations in 
which your doctors work)? 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
 

Outcome 4f – Your organisation’s board ensures the necessary checks are in place for 
doctors before they start work. 

Description 
Your organisation ensures the following arrangements are in place across the medical workforce (whether they are 
employed, contracted, in training, working with practising privileges, hired or volunteering): 

• Making sure doctors working in your organisation have the appropriate registration, and a licence to 
practise, for their type of post or practice.  

• Verifying identity and language checks have taken place, and undertaking these checks if it can’t be verified.  
• Ensure appropriate references are obtained and checked 
• Granting and monitoring of practising privileges is undertaken where necessary.  

Your organisation should not rely on registration and licence checks undertaken for previous employment or by 
another organisation, as a doctor’s registration and licence status can change. 

It’s important doctors working in your organisation have appropriate insurance or indemnity.  

Your organisation ensures there are induction arrangements (particularly those to support doctors new to the UK - 
the GMC holds regular Welcome to UK Practice events, for example) in place for all doctors including locum 
doctors and doctors in training. 
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Principle 4 – Organisations deliver processes to support revalidation and the evaluation of fitness to practise 
 
 
Outcome 4f – Your notes 
Your organisation’s board ensures the necessary checks are in place for doctors before they start work. 

Prompts  How are we meeting this outcome?  How can we improve what we do?  

 How do you make sure that pre-
employment, and other pre-contract 
checks undertaken for your medical 
workforce (including locums) are 
comprehensive, accurate, and in 
keeping with statutory and other 
requirements? 

 How do you make sure that 
arrangements to grant and monitor 
practising privileges where relevant are 
robust? 

 What induction arrangements does 
your organisation have in place and 
how does it monitor their effectiveness? 

 How do you know doctors working in 
your organisation have the 
appropriate insurance or 
indemnity? 

  

 
318 of 372

https://www.gmc-uk.org/registration-and-licensing/managing-your-registration/information-for-doctors-on-the-register/insurance-indemnity-and-medico-legal-support
https://www.gmc-uk.org/registration-and-licensing/managing-your-registration/information-for-doctors-on-the-register/insurance-indemnity-and-medico-legal-support


 
 
 

-  1 of 5 - 

 

 

Report to: Board of Directors Date: 26th September 2019 

Subject: Annual report on Emergency Preparedness, Resilience and Response 

Report of: Accountable Emergency Officer Prepared by: 
Emergency Preparedness 
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Manager 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the report 
content. 
 
To provide the Trust Board with an overview of the management of 

Emergency Preparedness, Resilience & Response (EPRR) within the 

Trust during 2018/2019 (specifically the period 1
st

 July 2018 - 30
th

 

June 2019). 

 

EPRR is a statutory responsibility under the Civil Contingencies Act 

(2004) and is integral to the Care Quality Commissions Safety 

Domain. 

 

 

Board Assurance 
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CQC Registration 
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1. INTRODUCTION 

 

1.1 

 

 

This report provides the necessary assurance to the Board that Stockport NHS FT fulfils its 

statutory duties outlined both within the Civil Contingencies Act (CCA) 2004 and within the 

Emergency Preparedness Resilience & Response (EPRR) “Core Standards” set by NHS England. 

  

2. BACKGROUND 

 

2.1 

 

 

 

 

 

 

 

 

 

 

 

 

2.2 

 

Stockport NHS FT is a ‘Category One Responder’ as defined in the 

Civil Contingencies Act (CCA, 2004) and therefore the Trust must fulfil four principle legal duties, 

simply stated these are as follows: 

 

 To risk assess the emergencies we may have to deal with and use this to inform 

contingency planning 

 To have effective business continuity management in place 

 To have emergency plans in place; and 

 To have suitable arrangements in place to warn and inform the public as appropriate 

 

Under the CCA the Trust also has an obligation to share information and to co-operate with other 

local responders to enhance co-ordination and efficiency. 

 

In support of the CCA NHS England have developed “EPRR Core Standards”.  These are the 

Standards which NHS England expects each NHS organisation to maintain in relation to their EPRR 

preparedness and an annual self-assessment is required to be undertaken. 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

 

3.2 

 

 

 

3.3 

 

 

 

3.4 

 

 

 

 

 

 

3.5 

NHS organisations are required to participate in an annual Emergency Preparedness, Resilience & 

Response (EPRR) assurance process.  In October 2018 the Trust undertook a self assessment 

against the 2018/19 EPRR Core Standards and measured ‘Substantially Compliant’ against these.  A 

statement of compliance was submitted to the October 2018 Board meeting. 

 

Future threats to the Trust include Capacity issues, staffing issues (e.g. industrial action), Extreme 

Weather, Infectious Diseases (e.g. Pandemic Flu & Viral Haemorrhagic Fever), terrorist acts, EU 

Preparedness and restructuring of the NHS. 

 

The Trust has numerous EPRR policies; procedures and guidance in place to mitigate the impact of 

these potential risks, many of these documents are due for review/update to ensure they remain 

current and where applicable continue to reflect national standards/guidance.   

 

The Trust EPRR Group meets quarterly and is chaired by the Accountable Emergency Officer (AEO).  

The group has good representation across all business groups and benefits from Non-Executive 

input & attendance.  The frequency of these meetings increased in the lead up to the original date 

for EU Exit (29th March 2019) from quarterly to monthly and even weekly when required to ensure 

the Trust was engaging in the necessary preparedness and meeting national and regional reporting 

requests. 

 

In line with national EU Exit preparedness for health; the Trust appointed an SRO (F. Patel) to lead 
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3.6 

 

 

 

3.7 

 

 

 

 

 

 

 

 

 
 

 

3.7 

 

 
 

 

3.8 

 

 

 

 

3.9 

 
 

3.10 
 

 

 

 

 

 
 

 

 

 

the Trust’s preparations and identified key individuals within the Trust aligned to the following 

workstreams; 
 

 Supply of Medical Devices and Consumable Goods 

 Supply of Non-Clinical Consumables, Goods & Services 

 Workforce 

 Reporting Assurance & Information 

 Data Sharing, Processing & Access 

 Communication & Escalation 

 Research & Clinical Trials 

 Reciprocal Healthcare & Overseas Charging 
 

The Trust engaged (and continues to do so as we approach 31st October 2019) with partner 

organisations via Stockport MBC’s ‘Brexit Advisory Group’ to ensure a co-ordinated approach to 

local preparedness arrangements.   

 

All NHS organisations are required to ensure training for all staff with a role in incident response.  
Annual EPRR Training for 1090 bleep holders, Senior Managers on call and Execs On-Call, was 
offered at various points throughout 2018/19.  The training objectives were as follows;  
 

• Understand the term EPRR. 
• Understand types of Incidents & NHS Incident Classifications 
• Understand ‘Command & Control’ and its application to the Trust response. 
• Understand your role within an EPRR response.  
• To be aware of locations of designated Incident Control Centres (ICCs) within the Trust 
• To familiarise yourself with ICC resources (including the Loggist Function) 
• To have an awareness of the Civil Contingencies Act (2004), the non-statutory NHS 

Emergency Planning Guidance and the Trust’s obligations within each. 
 
In addition, Trust representatives participated in Exercise Socrates 3.  The scenario for all three 
Socrates exercises held to date has been a mass casualty scenario; Socrates 3 focused on the 
recovery phase of a major incident, whereas exercises 1&2 had dealt with the immediate 
response.   
 
During 2018/19 a number of ED staff received specific Chemical, Biological, Radiological, Nuclear 
(CBRN)/Hazardous Materials (HazMat) training, which included donning and doffing of Powered 
Respirator Protection (PRPS) Suits.  Plans are in place for this training to be cascaded to further ED 
staff to ensure the Trust could respond to a “Salisbury Incident” (CBRN Incident) or the accidental 
release of a hazardous material (HazMat Incident). 
 
Specific training was provided for incident “Loggists” and Switchboard Operators (relating to the 
MAJAX Cascade procedure). 
 
On Saturday 18th May 2019 one of the Trust’s CT scanners (scanner A) failed.  Following attendance 
by the maintenance provider it was identified that a part was required for repair, the part was 
subsequently ordered from Italy, leaving the Trust with one functioning scanner.  On Monday 20th 
May 2019 the second scanner (scanner B) failed resulting in the Trust having no CT scanning 
capacity.  Command and Control was established within the Trust to coordinate the incident 
response which included; a three hour emergency divert being activated resulting in patients being 
diverted to other GM acute hospitals and arrangements were made to transfer patients requiring 
CT scans overnight to Macclesfield District General Hospital.  A mobile scanner arrived on site on 
Tuesday 21st May 2019 which enabled the Trust to undertake CT scans (albeit in limited numbers).  
Both scanners were fixed and CT scans resumed on Wednesday 22nd May, the mobile scanner was 
kept on site for a period of time to clear the backlog of scans arising from the incident.   
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3.11 

 
 

 

 

 

 

 

3.12 

 
An incident de-brief was held on 6th June 2019, facilitated by colleagues from Greater Manchester 
Health & Social Care Partnership and attended by representatives from Trust’s impacted by the 
incident.  The aim of the de-brief was to establish and share key learning from this critical incident; 
it was recognised there is a need to look at reciprocal arrangements and mutual aid options and 
how to create a shared awareness across GM (and beyond as relevant) during an incident.  These 
recommendations are to be picked up for action by the Stockport Health Economy Resilience 
Group (HERG) and Greater Manchester Local Health Resilience Partnership (LHRP). 
 

The Trust continues to work with the Greater Manchester Local Health Resilience Partnership 

(LHRP) and actively participates in Stockport’s Health Economy Resilience Group (HERG); a multi-

agency group with representation from Stockport MBC (Public Health, Social Care & Civil 

Resilience), Stockport CCG, Mastercall & Pennine Care.   

 

4. RISK & ASSURANCE 

 

4.1 

 

The Board should be assured that the existing Trust resilience arrangements are in place.   

 

5. CONCLUSION 

 

5.1 

 

 

Resilience is “everyone’s business” and appropriate reaction to incidents/events is essential; it is 

therefore vital that the Trust continues to participate in the resilience “agenda” to embed a 

positive, pro-active culture across the Trust, this can be achieved via continued commitment and 

support of EPRR workstreams such as Training & Exercising / Business Continuity. 

 

6. RECOMMENDATIONS 

 

6.1 

 

 

That the content of this report be noted. 
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FOREWORD 
 

 
I am delighted to present the Annual Report for the period of April 2018 to March 2019.  

The report reflects the Trusts commitment to promoting the safety and protection and welfare of 

children, young people and adults. In addition it shows the investment of work required to support 

professional practice and the partnerships’ required to promote healthy behaviours and the person 

centred approach in care.  This report shows the continuous developments and improvements 

made in safeguarding and learning from adverse incidents. 

  

I would like to take this opportunity to thank all those who have contributed to the work completed 

over the last year. We look forward to addressing those challenges and developments for the 

forthcoming year.  

 

Alison Lynch 

Chief Nurse and Director of Quality Governance 
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Introduction 
 
The safeguarding of all our patients, both adults and children remains a high priority for the Trust. 

Safeguarding and ‘Think Family’ is a fundamental component of the care provided. The purpose of 

the report is to provide an update of Safeguarding activity across the Trust. This report sets out the 

work of the Trust in relation to safeguarding and the necessary safeguarding frameworks in place 

to continue to develop the service. The Trust continues to work in partnership with statutory and 

voluntary partners across Stockport and bordering localities to discharge its responsibilities in 

relation to safeguarding the unborn baby, new born, children and adults. Over the last twelve 

months the service has continued to deliver services reflecting the complexity and breadth of 

responsibilities and assurances required in the protection of vulnerable people in our care. 

 

Achievements 

 

Following the establishment of the safeguarding strategy for the Trust, a number of achievements 

have been identified: 

 

Children’s, Midwifery and LAC: 

 

 A comprehensive review of all safeguarding policies, procedures and pathways within the 

organisation which support Trust staff in their safeguarding responsibilities has been 

completed.  

 The Safeguarding Team has been effective in responding to the updated ‘National Rapid 

Review’ process. To support this function a case review meeting has been established in 

order to effectively monitor the Serious Case Reviews (SCR) action plans and to provide 

assurance that the learning has been embedded into practice.  

 The Safeguarding Children’s Team have developed an effective process to review and 

triage all attendance records for all children and young people with a specific emphasis on 

16 and 17 year olds that present to the Emergency Department (ED). The teams have 

continued to raise awareness of the vulnerability of this age group throughout adult service 

provision trust wide.  

 There has been a considerable development in embedding the ‘Think Family’ approach 

throughout the organisation, placing emphasis upon patients who may have caring 

responsibilities and acknowledging the ‘child behind the adult’.   

 The Safeguarding Team has worked in partnership with the neonatal service in developing 

and improving systems and processes in the protection of the new-born and highlighting the 

vulnerabilities of the neonate.  

 A robust safeguarding training programme has been developed which is underpinned by the 

Trust Safeguarding Children’s Training Strategy.  

 A Safeguarding Children’s audit programme has been developed to seek assurance from 

policies, procedures and processes to identify any gaps/ areas for development.  

 The Women’s Children’s and Diagnostic Business Group have adopted the newly revised 

safeguarding supervision model developed and enhanced by the safeguarding team.  

 A key area of development in relation to safeguarding champions in maternity services is the 

increase in number of trained supervisors which enhances the supervision offer. 
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 There have been significant developments within the Perinatal Mental Health Service as a 

result of Stockport NHS FT and Stockport Family working in partnership with the GM mental 

health service. This has resulted in an improvement in service provision for women with 

significant mental health issues.  

 There has been a noted improvement in the development of robust communication 

pathways between the safeguarding teams and clinical community services, inclusive of our 

primary care partners. 

 The Looked After Children’s (LAC) Team have developed a KPI dashboard which has 

enabled closer monitoring and evidence to increase service provision.  

 The safeguarding service has contributed to the successful bid and recruitment of a 

maternity/ hospital based Independent Domestic Violence Advocate. 

 

Adults safeguarding: 

 

 There have been noted improvements in the patient experience for those who have a 

diagnosed learning disability, specifically in ensuring that all patients have a reasonable 

adjustment care plan in place.  

 Trust representatives in collaboration with multi-agencies partners are seen as exemplary at 

both local and national Learning from Death Reviews (LeDeR).   

 The Trust has developed the use of best interest meetings for those patients who do not 

have capacity and the adoption of all professional meetings for all those patients who are 

deemed to have capacity.   

 Throughout 2018-2019 the Trust has prioritised staff understanding the use of the Mental 

Capacity Act (MCA) in practice, which is now well established.   

 The Adult Safeguarding Team have established a programme of learning which has 

improved understanding as to what constitutes deprivation of liberties, effective assessment 

of decision making, and required best interest review in accordance with National guidance 

for all clinical staff.  

 A Memorandum of Understanding has been established with mental health providers in 

ensuring the effective care provision of those people presenting with mental ill health.  

 From the learning as a consequence of Domestic Homicide Reviews (DHR), Serious Adult 

Reviews (SAR), learning reviews and security incident management. The Trust has 

established a robust action plan of improvements, developments and leadership across all 

business groups. The action plan is underpinned by key meetings established to review 

incidents, complex cases and effective management of disturbed behaviour.  

 The Trust has developed a programme of safe holding as part of any direct intervention with 

patients presenting with acute agitation, behaviour disturbance and violence. This has 

therefore removed the use of any restraint techniques. 

 An audit programme has been developed to demonstrate assurances from clinical practice 

governed by policies and procedures.  

 The Trust is seen as exemplary in its training, promotion, awareness and intervention under 

the National PREVENT strategy in the protection of vulnerable children and adults from 

radicalisation and extremism.  
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Team Structure 

 

During the year of 2018/19 the safeguarding structure was subject to review to address the needs 

of the organisation and to assess whether the structure was ‘fit for purpose’  in relation to ensuring 

compliance and assurance against national best practice in the protection of vulnerable people in 

our care. The adoption of this new structure is currently being assessed through the submission of 

a business case.  

 

Training Provision. 

 

All health staff must be competent to recognise abuse and to take effective action as appropriate 

for their role. They must clearly understand their responsibilities and should be fully supported by 

the organisation to fulfil their duties. They have a vital role in ensuring effective recording, 

communication and sharing of information to help improve identification and ensure appropriate 

support for children, young people and adults  in need or at risk of harm.  

 

Level 1 safeguarding training is required for all staff, clinical and non-clinical. For clinical staff this 

is a once only requirement. 

 Safeguarding level 1 training is delivered to all staff as part of the corporate Induction and 

e-learning. 

 Safeguarding level 1 is undertaken via e-learning or group facilitation for non-Clinical staff 

inclusive of volunteers, estates and facilities staff. 

 

Level 2 safeguarding training is for all clinical staff across the trust – those within dedicated areas 

that have regular access to case holding responsibilities are required to progress to Level 3. There 

are various requirements for this. For all other clinical staff this is a once only requirement as part 

of a progression to level 3 and helps to provide the underpinning knowledge ready for level 3.   

 

Level 3 safeguarding training has been developed internally for staff requiring annual training at 

this level due to the limitations of accessing external training resources.  

 

Looked After Children Training Competencies - Level 3 training is available for all staff working 

with Looked After Children, to meet the requirements expected in the intercollegiate competency 

framework.  Alongside a formal training programme LAC updates are provided as requested. This 

has been provided at team meetings or on a one to one basis. Messages from research and 

learning from serious case reviews are integrated into development days and service updates.  

This year the trust will be mapping the LAC competencies against individual profiles to provide 

further evidence and ensure all staff is trained appropriately. 

 

Stockport Safeguarding Partnerships provide a range of multi-agency courses. Courses are 

particularly promoted for staff working in Children’s services.  A pathway has been developed in 

conjunction with the Partnership to identify relevant training for staff roles and avoid courses that 

may not be applicable.  (It is important to note that the safeguarding children’s team and Named 

Midwife for safeguarding are part of the training pool and also support the training for multi-agency 

partners).   

 

Level 4 training is for Safeguarding Leads to undertake via the Safeguarding Partnership or other 

external resources such as conferences in addition to their level 3 training. 
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Safeguarding Supervision 

 

There has been a review and implementation of a revised model of safeguarding children’s 

supervision completed to promote teams to spend longer on those cases that are presenting the 

most difficult for practitioners. This enables quality reflection, learning and development which are 

transferable skills to other caseloads. The necessity for quality safeguarding supervision was a 

theme to emerge from local and national SCR’s and this has been effectively embedded within 

practice.  Safeguarding supervision has been offered widely across the organisation following the 

implementation of the newly revised Safeguarding Children’s Supervision Guideline. 

 

All staff working with Looked After Children access supervision in line with the organisations 

supervision policy. The Looked After Children’s health team have formalised group supervision for 

the team.  In addition to the normal safeguarding supervision, School Nurses are offered LAC 

group supervision. This not only helps to influence and develop safeguarding practice, but also 

increases the use of ideas, options and innovations to improve outcomes.  Peer supervision has 

been set up to include Named and Designated professionals across LAC and safeguarding within 

the trust. The decision to cross disciplines is intended to widen the scope and enhance learning. 

 

Following the adoption of the intercollegiate guidelines for adult safeguarding the trust will develop 

a supervision model using the principals already established within the Women’s, Children’s & 

Diagnostics Business Group.   

 

Adult Activity reports 

 

The Trust has established a robust process of the implementation of the key standards required.   

 

Stockport patients who are known to have a learning disability, have an alert set on the Trust 

electronic patient record system (Advantis).  Patient data provided by Stockport GP’s, LD registers 

or CHC funded care registers has enabled the Trust to add the alert against patients. This alert 

generates automatic IT server notifications of all Learning Disability admissions and emergency 

department attendances. This also generates a visual symbol on ward whiteboards and ED 

whiteboard of a ‘Blue Butterfly' – to denote to staff that the person has a learning disability.  

 

There is a Key Performance Indicator (KPI) in place for compliance with use of reasonable 

adjustment care plans. The results are shown in the table below: 

 

Operational Standards 

 

Qtr1 

 

Qtr2 

 

Qtr3 

 

Qtr4  

Percentage of LD patients who have a 

reasonable adjustment care plan in place 

75% 75% 75% 75% 

69.2% 73.0% 81% 78% 

 

Whilst the Key Performance Indicator is 75%, the Trust has made the decision to demonstrate 

100% compliance which currently stands at 85.71%.  
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LeDeR (Learning from Deaths Review) report 

 

The report for Stockport has recently been published and whilst there has been significant 

improvement the report shows the need for further training, development and learning in these key 

areas, in caring for people with LD: 

 

 Targeted strategies to reduce inequalities improve screening update and reduce 

preventable disease. 

 Recognition and management of pain. 

 Recognition and management of sepsis and infection. 

 Recognition and management of dementia/delirium. 

 Recognition and management of end of life. 

 Nutrition, hydration and swallowing issues in LD patients. 

 Managing challenging behaviour. 

 Mental Capacity Assessment and Best Interest Decision best practice processes. 

 Communicating with patients and relatives of patients with LD and improving access. 

 Identifying and implementing Reasonable Adjustments, including accessible information 

standards. 

 Promoting use of LD passports to improve coordination of care for LD patients. 

 On-going training with primary care staff to improve uptake and effectiveness of LD health 

check. 

 

Mental Capacity Assessments (Mental Capacity Act 2005) 

 

There has been evidence of good practice and adherence to national guidance, evidenced via 

direct reviews completed by the Safeguarding team and submitted as part of application made in 

relation to Deprivation of Liberty. The trust will continue to develop the understanding of the mental 

capacity act and in particular has established a training programme for all new staff recruited into 

the organisation.   

 

Deprivation of Liberty Applications April 2018-March 2019 

 

The Trust continues to manage patients under best interest arrangements due to the supervisory 

body having a back log of applications requiring a Best Interest Assessment which reflects the 

national position against all services.  The figures in Table 1 illustrate the activity over the year and 

show significant trends of applications related to ‘spikes’ in admissions of vulnerable people 

related to the time of year being the winter months and high summer 
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Table 1. 

 

 
People in our care with mental ill health 

 

The Trust has improved the shared care arrangements and effective partnership working with local 

mental health providers. This is compliant with the national Core 24 standards and the required 

shared cared requirements identified in the national enquiry into the care of people with mental Ill 

health in a general hospital setting. In conjunction with our partners in care, Pennine Care NHS 

Foundation Trust, a Memorandum of Understanding has been agreed to underpin the required 

care delivery and the implementation of the mental health liaison team intervention over a 24 hour 

period.  

 

Safeguarding and Security management  

 

As a consequence of learning reviews and security incident management, the Trust has 

established a robust action plan of improvements, developments and leadership across all 

business groups. The actions are underpinned by key meetings established to review incidents, 

complex cases and the effective management of disturbed behaviour.  

 

The Trust has developed a programme of safe holding as part of the direct intervention of patients 

presenting with acute agitation, behaviour disturbance and violence. This has therefore removed 

the use of any restraint techniques. 

 

Safeguarding Adult Review (SAR) and Learning reviews 

 

Action plans demonstrate achievement of outcomes and are subject to review by the Trust 

Safeguarding Group. The Trust is represented at each SAR meeting where cases are presented 

and reviewed and the learning brought back to each partner organisation. Key learning is shared 

through operational and clinical lines of communication by the Trust Safeguarding Adults 

Operational Group. Significant safeguarding changes to practice or policy are incorporated into 

training programmes that are delivered by the Trust. 
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Children’s Activity Reports: 

 

The organisation is required to demonstrate robust processes and coordinated care and treatment 

of those patients admitted into the organisation when there is reasonable cause to suspect that a 

child or young person is at risk of significant harm, neglect or abuse.  This may be part of the child 

or young person’s presentation but also that of our adult patients who have caring responsibilities.  

As part of our on-going developments in demonstrating our response to the protection of these 

vulnerable groups, key systems and processes have been implemented to enhance the safe 

practice essential to patients in our care. 

 

There is a robust reporting structure in the Trust to enable all staff to escalate any safeguarding 

concerns to the Safeguarding Children’s Team or directly to Children’s Social Care. The referral 

processes changed in January 2019 to move away from a paper system to an electronic referral 

format.   

 

All referrals received by the safeguarding team are triaged, reviewed and a variety of follow up 

actions completed to ensure the right professionals involved with the child and family have the 

right information to inform their risk assessments and safeguard the unborn child, children and 

young people that present to our organisation and access our services.  This is an essential safety 

net within the organisation to ensure the right actions are completed as soon as possible to 

safeguard children and young people but also to ensure that the family are in receipt of the right 

support package.   

 

Local pathways have been developed to support staff in making contact with the right team.  This 

is supported by Trust policies and guidelines which reflect local and national guidance and 

essential resources being available on the safeguarding children’s microsite.   

 

Children, Young People and Family Social Care Referrals. 

 

The process to complete a referral through to Stockport Children’s Social Care changed in January 

2019 due to changes in the referral process from a paper based system to an electronic format.  

The Safeguarding Children’s Team reviews all Child safeguarding referrals to provide an element 

of quality assurance oversight to ensure all appropriate information is shared and actions have 

been taken.  The table below provides a breakdown of the total the total number of direct referrals 

to Children’s Social Care completed within 2018 / 2019 from teams throughout the Trust.   
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Table 2. 

 

 
 

From review of the data the referral rate remains high in correlation to previous years despite the 

change of processes which were embedded during January 2019 for Stockport Children, Young 

People and Families. The collation of data requires further refinement once the new electronic 

referral system has been embedded into the next financial year so additional detail can be 

extracted.   

 

Emergency Department Attendances – 16 -17year olds.                                        

 

From April 2019 the safeguarding children’s team expanded their emergency department 

attendance liaison role to encompass the 16-17year old attendance cohort.  In the table below it 

demonstrates the detail regarding the number of young people who have presented to the ED and 

the attendances that have required admission.  Each case is triaged daily by the team and 

safeguarding actions considered.  This has been a significant development within the team and is 

an essential safety precaution within the organisation to ensure the right actions are completed at 

the right time to ensure the family are in receipt of the right support package.   
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Table 3. 

 

 
 

The Safeguarding children’s team have been able to increase their visibility within adult service 

areas to raise awareness regarding this vulnerable cohort of patients as well as provide support, 

advice and guidance to the effective safeguarding management of cases.  Further work is to be 

completed regarding the collation of data to review the nature of the young person’s presentation 

and additional services required to meet the needs of young people entering the organisation.  

Further analysis and trends will be able to be secured following the development of IT support 

systems.     

 

Child Protection Medical Reports (Section 47). 

 

The Local Authority has a duty under section 47 of the Children Act 1989 to investigate if there is 

reasonable cause to suspect that a child who lives, or is found, in the area is suffering, or is likely 

to suffer, significant harm.  As part of this duty the Local Authority makes enquiries when they 

consider necessary to enable them to decide whether they should take any action to safeguard or 

promote the child’s welfare.  In cases of suspected physical abuse the Local Authority request a 

child protection medical by the Paediatrician which is supported by the Safeguarding Children 

Team. This service is provided by Stockport Foundation Trust and the clinic is situated within the 

‘Tree house’ children’s unit.  Presented below is the data for 2018 / 2019. 
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Table 4. 

 

 
 

This year has seen a decrease of 22 Section 47 Child Protection Medicals compared to last year.  

Over the year it is noted that on average the department receives around 8 requests per month but 

can be extremely varied dependent upon the social care request for children and additional sibling 

groups. Further audit opportunities regarding the appropriateness of referrals, the quality of Child 

Protection reports and the outcomes for the child / young person will continue into 2019 / 2020.  

The Named Doctor for Safeguarding Children plans to review the outcomes and formulate 

developments work streams accordingly.  

 

Child Sexual Exploitation – Multi-Agency Sexual Exploitation (MASE). 

 

The MASE process in Stockport is led by the Safeguarding Children`s Partnership who coordinate 

the care planning for young people at risk or involved in CSE.  The MASE process provides multi-

agency information sharing point and an alert for those agencies that may not be immediately 

involved with the child but may come into contact with young people for example Emergency 

Department referrals.  MASE meetings take place monthly with identified leads representing each 

agency. 

 

The table below demonstrates the number of MASE meetings which have taken place over the last 

2 years.  On review there is a noted significant drop in cases heard from the previous year.   The 

current process is being reviewed by the Safeguarding Children’s Partnership and Local Authority 

to ensure there is an effective response for this cohort of young people.  It is imperative to note 

that work is still continuing with these children and young people and services accessed via 

Stockport family and mainly school nursing services.   
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Table 5. 

 

 
 

The Aspire Team is a multiagency co located team who provide direct work with the children, 

young people and families affected by CSE and other areas of complex safeguarding.  The health 

practitioner allocated to “The Aspire team” has supported staff throughout the organisation with 

training and raising awareness.  Learning from SCR’s have highlighted the impact of childhood 

trauma as a result of experiencing CSE and the mental health impact into adulthood and parenting 

impacting on adverse childhood experiences.    

 

A number of training sessions have been offered throughout the organisation for staff which have 

included presentations for the midwifery practitioners at public health study days, and bespoke 

packages for community practitioners.   

 

Serious Case Reviews 

 

Throughout 2018 there has been a noted increase in the number of commissioned Serious Case 

Review activity which has continued into 2019.  Within the last financial year the safeguarding 

team have contributed to a total of 6 Serious Case Reviews which all have had active health 

involvement including midwifery, health visiting, school nursing and the acute services inclusive of 

the neonatal unit.   

 

The Safeguarding children’s Team have contributed to a total of 3 external reviews within 

neighbouring local authority areas covering Manchester, Oldham and Tameside.  Two of the cases 

were in relation to young people who were attending schools within the borough and received 

services from the school nursing team.  The other review had minimal involvement and contact 

from our maternity services.  These cases are still in progress and the teams have continued to 

attend and contribute to the process and develop action plans around the learning points identified.   

 

Of note 3 of the reviews involved babies less than one year.  This replicates themes which have 

emerged from the analysis of national serious case reviews.  It has been a consistent feature of 
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national serious case reviews that a large proportion of those conducted relate to infants and 

babies under one year old, reflecting the particular vulnerability of babies.  This has been 

expanded into further work streams which have placed a focus on the vulnerabilities of the 

neonate and instigating a review of our safe sleep practice and advice.   

 

The reviews have been conducted by independent authors supported by a panel of senior 

representatives from each organisation. Practitioners involved in each case have been given the 

opportunity to take part; being offered to attend the Serious Case Review practitioner events so 

they can share their perspective and be part of the development journey.  

  

Work over the 2018-2019 has seen the development of a Children’s Case Review Meeting Panel 

to closely monitor the actions and recommendations following the large amount of reviews in 

progress. There has been a need to formalise the monitoring of the action plans in a separate 

forum to allow the service leads to review and seek assurance accordingly.  This has ensured that 

a clear focus has been maintained on ensuring actions within the plans are implemented & active 

dissemination of learning through a variety of means within the Trust and in multi-agency settings 

with Stockport Family colleagues. This forum in addition to the Safeguarding children’s Operational 

Group has shown to be the ideal platform to share key themes and findings from reviews being 

held across Greater Manchester and where appropriate applying changes to practice as points of 

development.   

 

Looked After Children Activity Report: 

 

The Trust is commissioned to provide a dedicated resource for Looked After Children which sit 

alongside universal services. Together these fulfil the aim of reducing inequalities and ensuring 

Looked After Children’s health needs are met, in accordance with statutory guidance. 

 

The vision across Stockport is that Looked After Children will access universal health services in 

the same way as other children and young people. Additional needs will be met through targeted 

interventions and specialist services. Furthermore, children and young people who are cared for by 

any Local Authority, but living in Stockport, will receive the same opportunities to access health 

services within the borough irrespective of their originating CCG. It should however be 

acknowledged that this can cause difficulties due to commissioning arrangements for these 

children within some services. 

 

Stockport is able to provide care to Looked After Children from outside the local authority due in 

part to the high number of private residential provisions. Placements here from other local 

authorities have a significant impact on the whole health economy. It should be noted that the 

health assessment is only one part of the service provided. With the focus for reporting being 

purely based on this statutory element the complexity in working with these young people is often 

missed. There are large numbers of children and young people for which our services support who 

never have a health assessment in part due to placement moves and changes in legal status. 

 

Placements 

 

In addition to Stockport’s 138 mainstream foster carers there are over 30 family and friend carers 

for Stockport children living in Stockport. The large number of children placed here by other areas 

is accommodated in a variety of settings, including private agency foster carers, residential homes, 
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and therapeutic placements and specialists provisions. Currently Stockport has 43 homes 

providing approximately 190 places. Some of these placements provide accommodation for some 

of the most complex and vulnerable young people in Stockport, who access a variety of provision 

across the health economy. The Specialist Looked After Children’s health team ensure that 

information is shared timely and appropriately to support access to services while here in 

Stockport.  

 

Looked After Children placed here from outside the Greater Manchester (GM) area face further 

challenges as they are not provided with any on-going therapy they may require. The current 

commissioning arrangements would mean that following assessment it would be up to the placing 

CCG to find and commission something privately.  634 Children from other local authorities were 

placed in Stockport during the year with 480 children residing here at the time of reporting. For 

Stockport Local authority there were 512 LAC over the year with 366 at the time of reporting.  The 

diagram below illustrates the significant number of other local authorities placing children in 

Stockport.  

 

 

 
 

Information including safeguarding information, placement moves and requests for health 

assessments for all 1,146 comes through the specialist Looked After Children’s team, with the 

numbers highlighting that the 373 review health assessments completed is only part of the picture 

in terms of capacity and need.   

 

Emotional Health and Wellbeing 

 

There is a significant challenge for Looked After Children to access appropriate mental health 

provision. With the reduction of tier 2 services, LAC young people are required to meet the 

threshold for tier 3 to receive support. The new health and wellbeing team commissioned by the 

council are providing consultation to Social Workers and supporting carers and schools with 

interventions. There is hope in the future that they will be able to offer 1:1 work with young people. 
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Breakdown of Completed Health Assessments 

 

01/04/18-31/03/19 Stockport OLA Total 

IHA 116 64 180 

RHA 211 162 373(10% increase) 

 

Key Performance Indicators (KPI)  

 

Initial Health Assessments 

 

The Foundation Trust is currently commissioned to deliver 36 clinics annually. This year they 

provided 52 clinics equating to 199 slots. Despite this additional flexibility and activity, the KPI was 

not met, with the trust achieving 42% over the year. This will remain a challenge until the current 

commissioned resource is reviewed to match continued demand. 

 

Review Health Assessments 

 

Review Health Assessments are completed by the caseload holder. In Stockport the Health Visitor 

completes the under 5’s and the School Nurse would complete any 5-16’s in mainstream 

education. Any 16-18 year olds or young people in specialist educational provision would be 

completed by the specialist Looked After Children’s team. 

 

The challenges in meeting these KPI’s are now monitored within a LAC dashboard. This is 

providing greater oversight from managers and will feed in to service review. 

 

Table 6. 

 

 
 

 

Missing from Home 

 

Looked After Children make up a significant proportion of all children that go missing in Stockport. 

Ensuring that they have a multiagency plan for support is key when considering their safeguarding 

needs. For Stockport children there is a weekly Tier 1 risk management panel for which there is 
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health input too. A process is in place to ensure that the health professional is informed and future 

support can be planned appropriately. 

 

For Out of area children living in Stockport a process has been developed, following learning from 

a Serious Case Review, to ensure that the health professional is also notified. Last year 101 

individual children placed here went missing on 463 occasions. This has a significant impact on 

the work of both the specialist LAC team alongside the wider health economy. 

 

Domestic Abuse/ MARAC ( Multi Agency Risk Assessment Conference) referrals 

 

MARAC is a Multi-Agency Risk Assessment Conference.  

 

Only high risk domestic violence victims can be referred to MARAC, high risk of homicide or 

serious harm, a risk that is life threatening and or traumatic and from which recovery whether 

physical or psychological can be expected to be difficult or impossible (Home Office, 2002; 

OASYS, 2006). 

 

It is victim led/ partnership approach – MARAC is led by Stockport Constabulary, but it is a shared 

responsibility of all partnering agencies, and each is equally responsible for the success. The 

victim and their co-operation with services are key to reducing the risk of harm and homicide. 

Independent Domestic Violence Advocates and other agency staff work hard to win the trust of 

victims and work with them over time to reduce the risk to themselves and their families. 

 

The core objective is to share information, to share accurate, proportionate information to best 

asses the risk so that appropriate support can be provided. 

 

No single agency can meet a victim’s needs, the continued success of MARAC has been the fact 

all agencies proactively volunteer the actions that would best suit the individual needs of a given 

victim. 

 

An independent domestic abuse advisor has been employed by Stockport without Abuse and is 

based within the Trust. The role is primarily based in maternity services and is to support staff and 

case hold high risk victims of domestic abuse who are pregnant and/ or have children. This role is 

funded for one year and will be reviewed at the end of this period. There is a training element to 

this role which is available to all staff in the Trust. Specific training will be delivered to maternity 

services and the emergency department.  

 

Frequency of Multi Agency Risk Assessment Conference (MARAC).  

 

Stockport has a MARAC meeting every two weeks attended by a Safeguarding Children and an 

Independent Domestic Violence Advisor (IDVA). 

 

Number of cases. 

 

The number of cases discussed at Stockport MARAC between 01 April 2018 and 31 March 2019 - 

863 cases 
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Child Sexual Exploitation (CSE). 

 

Following on from national and local investigations Child Sexual Exploitation (CSE) remains a high 

priority for Stockport Safeguarding Partnership. Each area has considered this from a slightly 

different focus. In April a Child Sexual Exploitation, Children Missing from Home, Care or 

Education was the focus of a ‘Deep Dive’ in Stockport. This resulted in an Action Plan that has 

been fully engaged with. 

 

Procedures are in place to support front line staff in relation to CSE. There has been recent 

approval of guidelines to support practitioners in the identification and response when dealing with 

victims.   

 

The work continues to be monitored via the Safeguarding Children Operational Group. Electronic 

data will be recorded to ensure data collection around CSE is in place for provision to 

Commissioners when required. 

 

It is recognised that Unaccompanied Asylum Seeking Children are at higher risk of being trafficked 

for CSE or modern slavery. These children are at a high risk also of going missing. All of these 

safeguarding issues are considered at the Initial Health Assessment or at any other health contact 

and will be highly pertinent to the Services. 

 

Female Gentile Mutilation (FGM) 

 

The FGM Enhanced Dataset requires organisations to record collect and return detailed 

information about FGM within the patient population, as treated by the NHS in England. 

NHS Digital collects data on FGM within the NHS in England on behalf of the Department of 

Health (DH). 

 

The data collected is used to produce information that helps to: 

 improve how the NHS supports women and girls who have had or who are at risk of FGM 

 plan the local NHS services needed both now and in the future 

 help other organisations e.g. local authorities to develop plans to stop FGM happening in 

local communities 

 

Reports are published as an official statistic every quarter. 

 

The Female Genital Mutilation Information Sharing (FGM-IS) system is a national IT system which 

supports the early intervention and on-going safeguarding of girls under the age of 18, who have a 

family history of Female Genital Mutilation. 

 

Within the organisation a number of actions have been undertaken to ensure that staff are 

equipped and confident to deal with FGM cases: 

 The FGM policy has been reviewed and embedded into practice which is available via the 

intranet site to support and guide staff. 

 The FGM-IS is now live in the Trust. The system will be updated at the point of birth when a 

baby is born into a family where FGM has been performed.  
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Workforce.  

 

We continue to ensure our workforce is competent and that staff understand safeguarding 

pathways, policies and procedures and their role in implementing them, to develop our workforce 

by ensuring the delivery and attendance of both internal and multi-agency wide training and 

development programmes and from the findings and actions of local and National Serious Case 

Reviews, Homicide Reviews, Learning Reviews and internal Serious Untoward Incidents in order 

to improve practice and achieve best outcomes for adults children and their families. Safeguarding 

champions are embedded into the midwifery setting to support Midwives, assistant practitioners 

and maternity care assistants in providing additional support with safeguarding concerns under the 

leadership of the Named Midwife for Safeguarding and Vulnerable Groups.  We have due 

diligence in according with the Lampard Review (2015) in recruiting safe staff who do not pose a 

risk to children and adults at risk and effective, prompt management to ensure minimisation of risk 

if a member of the workforce or volunteer at any level of the organisation appears to pose a risk to 

others. The capacity of the workforce continues to be monitored and analysis of risk/impact in line 

with issues of resources is undertaken to ensure safe and effective practice.  

 

There have been a number of risks relating to the capacity of staff, in the context of management 

of patients who may have disturbed behaviour in 2017/18. The work led by the Trust Safeguarding 

Group has moved the organisation toward having a non-violent and safe handling culture applying 

best practice standards and proactively addressing the needs of vulnerable people likely to be 

disturbed. Plans are in place internally and reports submitted to the Trust Quality Assurance 

Committee. The Safeguarding team and Business Groups have worked well together to provide 

support and resilience for staff throughout the organisation.  

 

Leadership.  

 

The leadership teams across the organisation have: 

 

 Been visible and available to support and advise staff and to facilitate a culture of mentoring 

and support to be adopted and embedded in delivering better safeguarding outcomes for 

families, the teams are engaging staff via team meetings, multidisciplinary team meetings, 

supervision and training. 

 Ensured effective working arrangements between the Safeguarding Partnerships, the Trust and 

key partners as identified within the safeguarding work plans by ensuring these systems and 

structures are in place. 

 Ensured a clear and effective governance structure and quality assurance framework that 

confirms evidence of leadership of Safeguarding via the Safeguarding Operational Groups and 

the Trust Safeguarding Group. 

 Developed and embedded a clear system for communicating with Practitioners at all levels 

within the Trust and with partners that is open, honest and reliable. The teams aim is to 

empower staff and ensure a just culture. 

 Developed with teams an effective framework to ensure the voices and views of the adult, child, 

young people and their families are listened to and acted on. Similarly, leaders are required to 

listen to and value the workforce. 

 Engaged with any transformational projects to ensure that safeguarding is a fundamental part of 

delivery and planning of services. 
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 Discharged responsibilities within Section 11 of the Children Act, SAAF, and CQC. This ensures 

effective scrutiny and respectful challenge of safeguarding practice within the organisation.  

 Interpret and ensure operationalization of Local and National Policy Guidance and Legislation. 

 Ensured and provided evidence of their own professional development in order to be compliant 

with the ‘Roles & Competences for Healthcare Staff, Intercollegiate Document, 2018’ whilst 

identifying and developing talent in order to identify future Safeguarding professionals and 

leaders. 

 

Performance Management and Quality Assurance. 

 

Over the year, the Safeguarding Team has ensured consistent interpretation and implementation 

of lessons learnt, recommendations, guidance, policies and procedures across the Trust, to 

improve the quality of safeguarding practice by all staff. Audits provide evidence of and evaluate 

continued improvement of clinical practice; a comprehensive yearly audit plan is on-going. The 

learning and recommendations from audits will inform the training needs analysis and deliver of 

the Trust training programme. To improve the quality of practice the Trust has also captured 

patient feedback and involvement in order to capture and embed the voice of adult, children, 

young people and their families and carers. The evidence of what is captured and collated will be 

used and embedded into services in line with the Patient Experience Strategy.  

 

Performance management relates to the reporting systems and data by which the Trust can 

ensure the quality and effectiveness of safeguarding within the organisation. Quality assurance 

has been consistently provided to the Trust, the Safeguarding Partnership, Commissioners and 

regulatory bodies to ensure that our services are delivered to the highest possible standard for 

adult, children, young people and their families. Data is collated and evidence provided to assure 

the above of the quality of our services. IM&T and a solution are being developed. Assurance 

internally within the Trust has been provided through the Safeguarding Operational Groups.  This 

reflects the evidence of the delivery of the various action plans from Serious Adult Reviews, 

Serious Case Reviews, and DHR’s.  Analysis of the themes and issues arising from the advice 

system and safeguarding referrals serve to inform training, policy, guidance and professional 

development. Decision making processes, thresholds and the need for escalation of cases has 

been monitored via the above channels to ensure that the organisation is part of the multi-agency 

quality framework and feeds into the Safeguarding Partnership quality assurance processes, 

providing assurance that performance indicator in relation to Safeguarding have been met. 

 

Greater Manchester Safeguarding Assurance Assessment Framework.  

 

The Trust provided an informative overview of how it endeavours to balance the implementation of 

safeguarding against other competing demands. 

 

The Safeguarding Leads have completed and submitted a well written and comprehensive 

Safeguarding Accountability and Assurance Framework (SAAF) and have also provided a wealth 

of supporting evidence, including the gaps in provision for Looked After Children and emerging 

issues related to both mental health care in a general hospital setting and the Prevent agenda. 

 

It was explained the operational, referral procedure, and how this ensures that safeguarding 

activity is sited. This also allows an opportunity to have an involvement and overview of more 
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complex cases. The referral process loop is closed by giving staff feedback on referrals when 

outcomes are forthcoming from the local authorities.   

 

The adult safeguarding reports describe how the Trust’s work plan will provide structure to the 

demands of adult safeguarding work, incorporating the use of audit. This therefore provides on 

going assurance to the Trust Safeguarding Group that the Trust is meeting its statutory obligations 

to prevent abuse and neglect and to report where there are found to be concerns. 

 

The Safeguarding Adults policy, submitted as part of this process, was noted to this reflected 

statutory requirements detailed within Section 8 of the Care Act 2015 including the ‘Making 

Safeguarding Personal’ mandates.  All other relevant policies were also noted to be updated in 

accordance with local and national drivers.   

 

Whilst a number of the core competencies are part of the mandatory training programme the Trust 

has adopted the use of focused learning in support of the Business groups. The hard work of the 

organisation was acknowledged, particularly with PREVENT and at LeDeR. 

 

Objectives 2019 / 2020. 

 

 There are challenges in establishing the role and function of the Named Doctor for 

Safeguarding across all services.  The Head of Safeguarding is currently working with the 

medical Director to secure this important role.    

 The Trust is required to review the establishment of the Named Doctor function within both 

Looked After Children services and adult’s services in line with intercollegiate guidelines.   

 The Safeguarding Teams will work collaboratively to integrate safeguarding level 3 training 

across children’s and adults.   

 The Safeguarding Teams plan to continue to prioritise the profile of domestic abuse 

throughout the organisation and embedding the role of the IDVA into practice.   

 The Looked After Children’s training requirements and competencies will be aligned within 

the Trust.  

 The safeguarding teams will work collaboratively with the Learning and Development team 

to develop and enhance the reporting framework for safeguarding training incorporating all 

specialities.   

 The safeguarding teams plan to further analyse ED presentations of 16-17year olds.  This 

will highlight the key themes and prevalence’s to support future planning.      

 Following recognition that investment is required, the CCG and the trust will work in 

partnership to commission a LAC service that meet the needs of Stockport’s LAC cohort. 

There needs to be some consideration and scoping of the service, to develop a specification 

and appropriate models to deliver the statutory requirements.  

 The midwifery services have identified a significant risk associated to women with complex 

needs and as such there requires to be targeted work in addressing the needs of this 

vulnerable group.   

 The Safeguarding Teams plan to support the Trust with the implementation of the electronic 

records, ensuring that safeguarding is firmly embedded as part of individual care plans.    

 The Safeguarding Team will develop an effective electronic reporting system to support the 

development of an interactive safeguarding dashboard.     
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Report to: Quality Committee  Date: 20 August 2019 

Subject: Infection Prevention & Control  Annual Report 

Report of: Alison Lynch, Chief Nurse & DIPC  Prepared by: N Featherstone, Matron for the 
IP service 

 

REPORT FOR APPROVAL  
 

Corporate objective  
ref: 2a, 2b 

 
 

 
The annual infection prevention & control report summaries results of 
the previous year. Of particular note: 
 

• There have been no Trust apportioned MRSA bacteremia cases 
• There has been an increase in clostridium difficile against a plan 

of 16 cases by having 31 cases 
• Blood culture contamination rates are above national average 
• Influenza vaccine uptake amongst frontline staff was 79.3% 

which is above national figure 
• ANTT is a focus for all staff who undertake invasive procedure  
• There has been a decrease in the number of confirmed 

Influenza cases   
• Cleanliness standards have improved across the organisation  
• The CQUIN target for antibiotic consumption was exceeded by 

16% 
  

The report is provided for approval. 
 
 

 
 

 
 

 ----- 

CQC Registration 
Standards ref: 4, 5, 
6, 7, 8, 9, 10, 11, 12, 
15, 16, 17, 20, 

 

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 Assurance Committee 
 FSI Committee 

 
 Workforce & OD Committee 
  BaSF Committee 
  Charitable Funds Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 

 IP Group 
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Foreword 
I am delighted to introduce Stockport NHS Foundation Trust’s Annual Infection Prevention 

and Control Service Report for the period 2018-19. 

The report demonstrates that the Trust is committed to providing a high quality infection 

prevention and control service in order to reduce the risk of infection to service 

users/patients, staff and visitors. 

In a diverse and multifaceted organisation, our Infection Prevention and Control 

practitioners work together to provide strong leadership to not only ensure business groups 

comply with the requirements of the Health and Social Care Act 2008 (updated 2010 and 

2015) but to also ensure we can demonstrate learning across the whole Trust through 

training, education and responding to incident reporting. 

This year, the report follows the format the Health and Social Care Act 2008 (updated 2010 

and 2015) demonstrating progress with the requirements associated with the criteria of the 

act. 

Finally, the report outlines the key objectives for 2019-20. 

 
Alison Lynch 

Chief Nurse and Director of Quality Governance  

DIPC 
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Introduction 
This report outlines the Infection Prevention & Control Service Team activities over the past 

12 months. The Trust is committed to the prevention of the spread of infection, improving 

sepsis outcomes and management of vascular access devices. The Trust recognises it is 

essential that all staff in all departments and at all levels of management support a high 

standard of Infection Prevention practice, understand early recognition of sepsis and 

maintain vascular access devices throughout the Trust. 

 

Key Achievements 2018-19 
The following is a summary of the key achievements over the last twelve months: 

• There were no trust apportioned MRSA Bacteraemia cases reported against a national 

ceiling of zero. 

• The mandatory surgical site surveillance of knee replacements showed that of the 93 

operations undertaken the infection rate was 0% 

• The overall uptake of the influenza vaccine amongst frontline staff was 79.3%, which 

exceeds the national figure of 70.3% 

 

Compliance with the Health and Social Care Act  
Criterion 1: Systems to manage and monitor the prevention and control of infection. These 

systems use risk assessments and consider the susceptibility of service users and any 

risks that their environment and other users pose to them. 

 

a. Organisational accountability for Infection Prevention and Control (IP&C) 

 

Roles and responsibilities 

IP&C is the responsibility of everyone in the organisation. Key roles and arrangements are 

detailed below: 

 

Chief Executive 

The Chief executive has overall responsibility for ensuring that there are effective 

management and monitoring arrangements provided for IP&C to meet all statutory 

requirements.  
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Director of Infection Prevention and Control  

The Director of Infection Prevention and Control (DIPC) role is responsibility of the Chief 

Nurse. The DIPC is responsible for ensuring that systems and processes are in place in 

response to external and internal requirements to minimise risk to staff, service users and 

visitors and ensure compliance with the code. The DIPC is the chair of the Infection 

Prevention and Control group 

 

Infection Prevention and Control Group 

The Infection Prevention and Control (IP&C) group is a mandatory requirement. It is the 

key forum for providing assurance that the Trust has in place structures and arrangements 

to meet all statutory requirements for IP&C 

 

The chart below demonstrates the IP&C reporting arrangements: 

 

 

 

 

 

 

 

 

 

 

 

Infection Prevention and Control service 

During 2018-19, the Infection Prevention & Control Service Team covered Stepping Hill 

Hospital and other Specialist centres, as well as Community Health Service across 

Stockport. During 2018-19 the Infection Prevention & Control Service Team were 

recognised by the organisation for its diverse work and supported a business case 

increasing the service team which will come into effect during 2019-20.  

 

To meet the requirements of the Health and Social Care Act 2008: Code of Practice for the 

prevention of healthcare-associated infections (updated 2010 and 2015), related guidance 

in addition to other requirements such as the core standards of the Care Quality 
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Commission (CQC). The Infection Prevention & Control Service Team for Stockport NHS 

Foundation Trust in the period of 2018-19 which has 778 beds and over 5,000 staff 

consisted of: 

 

DIPC  

Matron IP Service  1.0 WTE 

Infection Prevention Service Operational lead 1.0 WTE 

Infection Prevention Service Nurses 1.20 WTE  

Assistant Practitioner 1.0 WTE 

IP Team Secretary 0.82 WTE 

1 Consultant Microbiologists  1.0 WTE  

IP Information Analyst 0.40 WTE 

Antibiotic Pharmacist 0.80 WTE (consisting of 2 PT staff)  
 

All of the above is supported by a CPA accredited Microbiology Laboratory. 

 

Infection Prevention and Control Doctor/Microbiology Consultant 

This role is essential for compliance with criterion 1 of the Health and Social Care Act. 

During 2018-19 this continued to be a challenge, as the Trust was unsuccessful in 

recruiting a Consultant Microbiologists. However, at the end of quarter four 2018/19, the 

Trust appointed a Consultant Microbiologist to commence in April 2019. 

 

Prevention of Infection Practitioners (PIPs) 

These roles support the function of the IP&C team and are an important and effective 

means of disseminating information and good practice guidance. PIPs act as visible role 

models and local IP&C leaders and advocate high standards of IP&C. 

They provide a link between their colleagues and the IP&C team in order to facilitate good 

practice and improve standards within their team.  

 

b. Monitoring the Prevention and Control of Infection 
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Surveillance of Alert Organisms & Mandatory Reporting 

In accordance with Department of Health guidelines, Infection Prevention & Control Teams 

carry out mandatory reporting of MRSA, MSSA, E.coli bacteraemia, Pseudomonas 

aeruginosa, Klebsiella pneumoniae and clostridium difficile. 
 

MRSA Bacteraemia 

The national ceiling for MRSA bacteraemia cases continues to be zero avoidable cases and 

the attributed cases for Stockport NHS Foundation Trust (SNHSFT) was 0 for 2018/19.   

 
 

 

 

 

 

 

 

 

Methicillin Sensitive Staphylococcus Aureus (MSSA) Bacteraemia 

During the period April 2018- March 2019 there were 12 hospital attributed cases, 6 cases 

less than the previous year.  

 

 
 

The average age of the patients developing an MSSA bacteraemia during this year was 70 

years old. The average acquisition day was 6 ranging from 3 to 9 days which has 

significantly reduced from the previous year. 
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Action: - To agree a quarterly target tolerance for the Trust  

 

Escherichia coli (E.coli) Bacteraemia  

E.coli data collection continued with the predominant cases being community acquired.  

During the period April 2018- March 2019 there were 37 hospital attributed cases.  

 

The average age of the patients developing an E.coli bacteraemia was 74 years old. The 

average acquisition day was 19, however this ranged from 2 to 192 days. 

 

 

 

 

 

 

 

 

A plan developed during 2018-19 will be implemented during 2019-20 supporting the CCG 

with the target of reducing E.coli bacteraemia by 50% by 2021. 

 

Action: - To agree a target tolerance for the Trust 

 

Pseudomonas aeruginosa 

During the period April 2018- March 2019 there were 4 hospital attributed cases. The 

average age of the patients developing pseudomonas aeruginosa was 72 years old and the 

average acquisition day was 29, however this ranged from 7 to 54 days. 

 

 

 

 

Action: - To reduce the acquisition day 
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Klebsiella pneumoniae 

During the period April 2018- March 2019 there were 11 hospital attributed cases. The 

average age of the patients developing klebsiella pneumonia was 79 years old and the 

average acquisition day was 10, however this ranged from 0 to 25 days which has 

significantly reduced from the previous year. 

 

Action: - To reduce the acquisition day 

Clostridium difficile 

The Trust ceiling for 2018-2019 was to meet the national target of 16 hospital acquired 

clostridium difficile cases which the trust exceeded, as a total of 31 cases were recorded.  

 

 
 

All trust attributed cases undergo an investigation to determine any lapses in care and 

associated action plans are developed. 
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The top 3 learning points for this year are noted below 

 

Top 3 most commonly occurring 

learning points 

Antibiotics prescribed inappropriately  

Inappropriate use of antibiotics  

Course length of antibiotics 

 

There have been 3 ‘cluster’ cases across the year where in total 8 specimens have been 

sent for typing to ascertain whether there is evidence of cross infection. In all cases there 

did not appear to be any evidence showing cross infection. 

Action: - To reduce the number of clostridium difficile cases  

Carbapenemase Producing Enterobacteriaceae (CPE)  

Early identification of patients colonised or infected with CPE is key to control. Screening of 

any patients with risk factors for CPE carriage on admission is recommended in national 

Guidance. Risk factors include:- 

• Hospitalisation in a hospital abroad in the last 12 months 

• Hospitalisation in a UK hospital which has problems with spread of CPE  

• Previously known to have been infected, colonised or contact with CPE 

 

During 2018-19, of the patients screened using the above criteria, 16 were identified as 

being colonised with CPE, of these, 2 patients had an admission to SHH in the previous 

year and 4 patients were identified as previously colonised.  

 

During 2018-19 there were 9 occasions when patients were not promptly isolated resulting 

in a total of 37 patients now being classed as contacts and requiring screening on future 

admissions to the trust. 

 

During this year we were also advised of 10 positive CPE results from other Trusts resulting 

in 8 contacts requiring screening on future admissions to the trust. 
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There is currently no national target around CPE or mandatory surveillance however; 

during 2019-20 the national CPE guidance toolkit is being reviewed. 

 

Action: - To review CPE screening in line against the updated CPE guidance toolkit 

 

Blood Culture Contaminants 

The average rate of blood culture contaminant for the Trust as a whole was 3.12%. 

 

 

 

 

 

 

 

 

 

 

 

The average rate of blood culture 

contaminant for patients within the 

emergency department was 4.28% against 

our trust aspirational target of 3%. 

  

The average rate of blood culture 

contaminant for patients across the Trust 

(Excluding ED) is 2.38% against the trust 

aspirational target of 2%. 

Action: - Each business group to review contaminants on a monthly basis and take 

appropriate action 

Mandatory Orthopaedic Surgical Site Surveillance Infection (SSSI) 

The mandatory requirement of Public Health England (PHE) is to survey one orthopaedic 

procedure for a period of 3 months.  This year our surveillance targeted knee replacements 

over a period of the statutory 3 months (July to September 2018). 

 
Report Quarter No of Operations No of Surgical Site 

Infections 

% Infection Rate 

July- September 93 0 0% 
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Outbreak reports 

Influenza 

During 2018/19, there was a decrease in confirmed cases of influenza virus compared with 

the previous year; of these cases the majority being confirmed positive cases of Influenza 

A.  

This year saw no wards affected with outbreaks associated with confirmed influenza across 

the trust.  

 

 
 

 

 

 

 

 

 

Norovirus 

This year saw two wards affected with outbreaks associated with diarrhoea and vomiting 

across the Trust which is 66% less than the previous year.  

 

 

 

 

 

 

 

 

 

Action: - Each outbreak saw a DIPC led outbreak meeting occur daily until outbreak 

ceased 
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Criterion 2: Provide and maintain a clean environment in managed premises that 

facilitates the prevention and control of infections. 

 

Estates 

The estates teams have continued working closely with clinical colleagues to improve the 

patient, staff and visitor environment. The main focus has been on flooring, decoration and 

poor lighting within patient and general circulation areas which will continue throughout 

2019/20.  

 

Capital procedures are now in place where key stakeholders and Infection Prevention are 

involved throughout the design and build process from inception to final completion. The 

change in culture towards a closer working relationship which ensures the requirements 

and needs of the various departments are considered and implemented where possible. 

  

Estates continue to work closely with Infection Prevention with any positive results or 

changes to working practices discussed with the Infection Prevention team.  

 

Decontamination Services  

Endoscopy Decontamination Services (EDS) 

 

Both HSDU and EDU were successful in passing there accreditation by the British Standards 

Institute to transition from their current quality system ISO13485:2003 to the new revised 

international standard ISO13485:2016, which is ahead of the international deadline of 

February 2019.  

 

A significant capital plan to upgrade equipment and extend HSDU during 2018/19 

commenced and is due for completion in the summer of 2019. 

 

EBME 

EBME continue to work closely with Infection Prevention and the Decontamination Services 

Department raising awareness and reporting any non-conformity issues in relation to the 

decontamination of medical equipment. Changes in any working practices are agreed with 
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Infection Prevention as well as any other modifications required due to changes in 

products. 

Cleaning Services 

During 2018/19 the Trust in house cleaning team continued to ensure our patients were 

cared for in an environment that was clean and safe. Monitoring the cleanliness of our 

wards/departments against the national guidance continued, however, during 2018 we 

upgraded our monitoring software which was the first upgrade since the original installation 

over 10 years ago, the new system is a tablet based monitoring tool which provides much 

more accurate and meaningful data than the previous paper based system. To coincide 

with this upgrade a more robust monitoring protocol is being introduced which is in the 

process of being formalised and distributed.  In addition to the upgrade of the monitoring 

system a Training and Monitoring Officer has been employed. This will ensure a robust 

monitoring of standards, with updated processes and staff trained as required. 

 

There have been significant challenges during this period in ensuring all areas receive the 

appropriate cleaning service. A gap analysis was undertaken which illustrated the service 

requirements; as a result additional financial investment has been provided for the cleaning 

service.  

 

During 2018/19 the overall cleanliness standards in all risk categories have improved. The 

table below illustrates the monthly average overall scores for 2018 /19 and performance in 

each risk rating category for each month.  

A total of 71 audits were completed in March 2019. 

Averages Apr 
2018 

May 
2018 

Jun 
2018 

July 
2018 

Aug 
2018 

Sept 
2018 

Oct 
2018 

Nov 
2018 

Dec 
2018 

Jan 
2019 

Feb 
2019 

Mar 
2019  

Very High  

Risk (98%) 

97.89 97.93 97.63 
 

97.95 
 
 

 
98.12 

  
98.21 

 
98.18 
 

 
97.95 

 
98.32 

 

 
98.29 

   
98.49 
         

 
97.72 

High  

Risk (95%) 

96.55 96.92 97.39 
 

97.35 
 
96.99 

 
97.57 

 
96.92 
 

 
97.13 

 
97.26 

 
97.89 
 

 
97.15 

 
97.83 
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Significant 

Risk (85%) 

94.18 95.33 92.56 93.68 
 
95.06 

 
97.87 

 
93.03 

 
94.35 

 
94.61 

 
98.96 

 
93.56 

 
96.88 

Low  

Risk (80%) 

96.15 90.35 N/A 96.57 
 

 
98.23 

 
88.26 

 
90.63 

 
92.74 

 
93.94 

 
87.80 

 
99.31 
 

 
94.90 
 

 
 

Infection Prevention training for domestic staff 

Infection prevention training is provided for all domestic staff as part of their mandatory 

training. On the job training is also provided which supports and underpins the Infection 

prevention training covering topics such as the use of colour coded mops and cleaning from 

clean to dirty, to prevent cross contamination and infection. 

 

PLACE  

During 2018 changes were introduced to the PLACE inspection, the food domain was split 

into 3 categories, with a new domain of disability being introduction. 

 

Comparison data for the previous year for all our sites can be shown in the tables below 

and continues to show an improvement 

 
Devonshire  
(Cherry Tree) 

Cleanliness Food Organisational 
Food 

Ward 
Food 

Privacy, 
Dignity 
and 
Wellbeing 

Condition, 
Appearance 
and 
Maintenance 

Dementia Disability 

 
2017 

 
96.77% 

 
96.66% 

 
98.86% 

 
93.55% 

 
86.36% 

 
93.93% 

 
75.52% 

 
84.14% 
 

 
2018 

 
97.51% 

 
96.77% 

 
94.31% 

 
100% 

 
95.45% 

 
88.04% 

 
63.58% 

 
84.19% 

         
 
National 
Average 

 
98.47% 

 
90.17% 

 
89.97% 

 
90.52% 

 
84.16% 

 
94.33% 

 
78.89% 

 
84.19% 

 
 

The Meadows Cleanliness Food Organisational 
Food 

Ward 
Food 

Privacy, 
Dignity 
and 
Wellbeing 

Condition, 
Appearance 
and 
Maintenance 

Dementia Disability 

 
2017 

 
100% 

 
87.09% 

 
79.79% 

 
97.04% 

 
83.93% 

 
97.46% 

 
82.42% 

 
88.42% 
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2018 98.78% 79.66% 81.38% 76.54% 66.67% 93.41% 71.72% 85.62% 
         
 
National 
Average 

 
98.47% 

 
90.17% 

 
89.97% 

 
90.52% 

 
84.16% 

 
94.33% 

 
78.89% 

 
84.19% 

 
SHH Cleanliness Food Organisational 

Food 
Ward 
Food 

Privacy, 
Dignity 
and 
Wellbeing 

Condition, 
Appearance 
and 
Maintenance 

Dementia Disability 

 
2017 

 
98.24% 

 
92.20% 

 
97.89% 

 
90.75% 

 
81.24% 

 
94.63% 

 
69.14% 

 
82.65% 
 

 
2018 

 
97.52% 

 
87.51% 

 
94.21% 

 
85.77% 

 
83.58% 

 
92.72% 

 
64.46% 

 
97.87% 

         
 
National 
Average 

 
98.47% 

 
90.17% 

 
89.97% 

 
90.52% 

 
84.16% 

 
94.33% 

 
78.89% 

 
84.19% 

 

 

In comparison with the national average for all sites we underachieved in Ward food, 

condition, appearance and maintenance, dementia and disability. An action plan has been 

developed and compliance monitored through the PLACE meeting.  

 

The PLACE inspection is changing again for 2019, a National PLACE Steering Group was set 

up which our Trust was represented on. The group assessed and reviewed the inspection 

questionnaire and undertook a pilot inspection in seven hospitals across the United 

Kingdom. This pilot is currently being reviewed to ensure all questions are weighted 

correctly, following which training will be provided for the Trust around the new questions 

in preparation for the Infection at the end of the year. 

 

Criterion 3: Ensure appropriate Antimicrobial use to optimise patient outcome and 

to reduce the risk of adverse events and antimicrobial resistance. 

 

Antibiotic Stewardship 

2018-19 has continued to be a challenging year, following the unsuccessful recruitment of 

Consultant Microbiologists. While the trusts have had intermittent locum cover, it has not 

been possible to undertake antibiotic stewardship.  Our antibiotic CQUIN targets have not 

been achieved this year, with consumption at around 16% above target and antibiotic 

review at around 30% overall There have been delays with some IT systems which 

have impeded opportunities to better manage the workload.   
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An audit on course lengths of antibiotics showed the average to be around 13 days, 

significantly above the 5-7 days recommended. (NB conditions requiring long courses, e.g. 

endocarditis, were omitted from this).  We have piloted a system of RAG rating for 

wards (scoring Red, Amber or Green dependent on the review of antibiotics, based on 

CQUIN criteria) and this will be rolled out to all wards during 2019-20. 

  

Following a successful recruitment programme it is anticipated that 2019-20 will see 

improved antibiotic stewardship with improved reviewing compliance and reduction in 

antibiotic consumption. 

 
Criterion 4: provide suitable and accurate information on Infections to service 

users, their visitors and any person concerned with providing further support or 

nursing/medical care in a timely fashion.  

 

A variety of methods are used to communicate the IPC message to service users, staff and 

other providers. The IP&C team are able to signpost enquirers to validated websites via 

trust communication publications to ensure that the most relevant information is used for 

giving information. 

 

The IP&C annual report and other relevant documents are available on the Trust website. 

 

IP&C notice boards are prominent is all areas and updated regularly to promote key 

messages using the PIPs. 

 

Criterion 5: Ensure that people who have or developed an infection are identified 

promptly and receive the appropriate treatment and care to reduce the risk of 

passing infection to other people 

 

Catheter Associated Urinary Tract Infections (CAUTI) 

The NHS safety thermometer is an improvement tool for measuring, monitoring and 

analysing patient harms and harm free care. 

One element of the data collection relates to urinary catheters and UTI and allows the Trust 

to monitor point prevalence rates of CAUTI.  
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Data is collected on every inpatient ward by the ward Matron applying clear definitions of 

CAUTI. Each confirmed CAUTI is reviewed by Infection Prevention & Control Service Team 

and a full investigation is then undertaken by the Business Group. 

During 2018-19 the Trust had 1 CAUTI device related bacteraemia case. 

 

Criterion 6: Systems to ensure that all care workers (including contractors and 

volunteers) are aware of and discharge their responsibilities in the process of 

preventing and controlling infection. 

 

Part of the recognised role of the Infection prevention & control team is training and 

education. This takes the form of face to face sessions on practical updates alongside the 

facilitation of statutory and mandatory infection prevention E-learning.  

 

Our IP week was 30th April 2018, during this week there were a number of activities across 

the trust and community. There was excellent engagement from all areas, staff made 

pledges on our pledge tree to infection prevention.     

 

This year also saw the re-launch of the IP&C service newsletter, each quarterly edition 

combines education about new issues arising within the IP&C service. Additionally, the 

team also joined twitter to spread news and achievements. 
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The Trust training compliance for IP&C for 2018-19 was 91.30%. The IP&C team support 

the frontline staff in delivering a proactive service which includes taking training to the 

wards, departments and community delivering toolbox sessions. During 2018-19 165 

toolbox training sessions were undertaken by the IP&C team across all business groups and 

community. 

Criterion 7: Provide or secure adequate isolation facilities 

Isolation facilities remain a challenge across the organisation 

Criterion 8: Secure adequate access to laboratory support as appropriate 

The IP&C team work closely with the laboratory team. There is 24 hour microbiology advice 

available  

Criterion 9: Have and adhere to policies designated for the individual’s care and 

provider organisation that will help to prevent and control infections. 

Policies and procedures are essential to ensure all staff has access to evidence- based 

information, aimed at ensuring high standards of Infection Prevention.  The Health and 

Social Care Act (updated 2010 and 2015) sets out requirements for specific policies and 

procedures to be in place.   

 

During 2018/2019 policies, SOP’s and guidelines have been revised on an ongoing and 

scheduled process to reflect national guidance. The Infection prevention & control service 

team has also commented and contributed to a number of other Trust policies either being 

developed or reviewed. 

 

All Infection prevention policies, SOP’s, guidelines and related documents have been 

uploaded on the infection prevention & control page on the Trust intranet. 

 

Audit Activity 

Aseptic Non Touch Technique (ANTT) 

ANTT is a central component in safeguarding our patients who undergo procedures which 

breech their skins natural defence system, including the insertion of, removal of, and or 

manipulation of indwelling devices from avoidable Health care acquired infections. 
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During 2018-19 our focus has been on achieving full ANTT compliance for all the medical 

and nursing staff within Stockport Foundation Trust. This has proven to be a challenge as 

our current data base system only captures the staff who have been assessed and not the 

number of staff across the organisation that require clinical assessment which is presenting 

a false percentage.  

 

During 2019-20 a new electronic system will be developed which will capture all staff 

across the organisation, business groups will have full access to enable them to enter data 

ensuring a robust live data system. 

 

Hand Hygiene audits 

Monthly auditing of hand hygiene practices has continued in inpatient settings during the 

year using an observational audit tool based on the ‘5 moments of hand hygiene’. During 

this year the Matrons have taken on the audit role providing assurance to the trust that 

correct practice is being undertaken and challenged. These results are reported to a 

number of groups with an expectation on month on month improvement. 

 

Based on information gathered from audits undertaken the average hand hygiene score for 

2018-19 was 92% 

 

 

 

 

 

 

 

High Impact Intervention (HII) Audits 

HII’s are based on the care bundle model and published by the Department of Health as 

part of the saving lives: reducing infection, delivering clean & safe care programme. The 

HII’s are specifically aimed at reducing the risks of acquitting HCAI. The audit results below 

demonstrate that the overall compliance of high impact interventions currently undertaken 

around Intravenous care and catheter care have remained on average above 85% during 

2018-19.  
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During 2018-19 the average for intravenous care based on information gathered from 

audits undertaken was 98% 

 

 
 

During 2018-19 the average for catheter care based on information gathered from audits 

undertaken was 99.6%. 

 

IP Mini Audits 

Infection Prevention annual audits changed to IP Mini Audits in 2018-19 with a total of 111 
areas being audited. 

The table below shows the overall percentages for first audits in 2018-19 
 

 

Business Group PPE Weekly 

Cleaning & 

Flushing 

Hand 

Hygiene 

Safety & 

Quality 

ANTT 

Medicine & CS 85% 61% 90% 76% 78% 

Surgery, GI & CC 80% 61% 90% 81% 84% 

Women, Children & D 87% 60% 90% 78% 82% 

Integrated Care 83% 69% 78% 81% 73% 
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Following the introduction of Accreditation for Continued Excellence (ACE) across the acute 

trust during 2018-19 a full review of all Infection Prevention & Control audits including quality 

matrix will be undertaken during 2019-20 to streamline the Infection Prevention & Control audit 

process avoiding duplication.   
 

Sharps Audit 

In October 2018 across the acute trust a sharps audit was undertaken by the trusts 

supplier of sharps containers across most of the Trust. 

 

During the audit they raised sharps awareness, reviewed practice and advised on 

compliance to current legislation. 

 

The company focused on 6 main areas of compliance as shown below in the table. 

 Incorrectly 
assembled 

Items 
above 
fill line 

On floor 
or 
unsuitable 
height 

Unlabelled 
whilst in 
use 

Had 
significant 
inappropriate 
contents 

Temporary 
closure not in 
use when left 
unattended or 
during 
movement 

Percentage 
achieved 
2017-18 

0.59% 0.00% 0.00% 4.75% 11.29% 2.97% 

Percentage 
achieved 
2018-19 

2.02% 0.78% 0.00% 10.28% 11.99% 3.12% 

Direction 
 

      

 

The number of areas audited has increased from the previous year resulting in an overall 

percentage compliance of 91.62% which is a decrease of 5.78% on the previous year. 

The results were disappointing as the Trust showed an increase in non-compliance across 

5/6 areas. 

 

Action: - To work with the supplier to improve compliance  

 

Criterion 10: Ensure, so far as is reasonably practicable, that care workers are 

free of and are protected from exposure to infections that can be caught at work 

and that all staff are suitably educated in the prevention and control of infections 

associated with the provision of health and social care. 
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Trust employees come into contact with a number of infectious agents which may 

theoretically be passed from patients/service users i.e. Hepatitis B, Tuberculosis, measles 

and Mumps. 

New employees attend as occupational health for an immunity check; a vaccination 

programme is then commenced as necessary. 

Occupational health team provide support and advice to trust employees and managers on 

specific additional measures that might be required following an incident where exposure to 

an infected individual, pathogen or contaminated instrument occurs. 

Flu Vaccination 
 
National data collection of staff uptake of the seasonal flu vaccine for 2018/19 flu season 

for Stockport NHS Foundation Trust was 79.3% for frontline staff (an increase from the 

previous year 73.9%). This uptake is above the national average of 70.3%. We achieved 

the CQUIN & Department of Health (DOH) target set at 75% for 2018/19; however the 

CQUIN & DOH target is set at 80% for Frontline Healthcare workers for 2019/20.  

 

The uptake of flu vaccine by the whole of the Trust staff (front line and supporting staff) 

was 76% (last year we achieved 70%). Nationally, the uptake varied from trusts reporting 

only 38.9% up to trusts reporting 92.3%. 

We aim to continually increase the uptake of flu vaccine by staff and to get the message 

across about the importance of staff having an annual flu vaccination so protecting 

themselves they are protecting patients. This year we continued to collect information 

regarding why the vaccination is declined, UK studies have shown that the seasonal 

influenza vaccination lowers the risk of influenza infection in young adults and, when 

healthcare workers are vaccinated, lowers rates of influenza-like illness, hospitalisation, 

and mortality in vulnerable patients in long-term healthcare settings are observed. We will 

therefore continue working with colleagues for 2019-20 to eliminate the myths and 

increase uptake. 

 

The challenge for the forthcoming flu season 2019/20 is to achieve 80% uptake for 

frontline healthcare workers in order to meet the CQUIN and Department of Health targets. 
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Innoculation Injuries  

The recording of innoculation injuries is undertaken with Occupational Health (OH) software 

and the numbers for the whole year to end March 2019 were reported to the Infection 

Prevention & Control Group. Entries are made to the Datix system via each area.  

The number of innoculation injuries to staff (including bites, scratches and splashes) was 

195 which is a slight increase from previous years. 

Sharps related incidents remain one of the commonest types of injury to staff, with 

between 10 and 21 incidents per month. As in previous years, the majority of the incidents 

involved trained and untrained nurses. We continue to encourage the prompt reporting of 

sharp incidents in order to ensure that they are managed appropriately, with additional aim 

of further prevention. 

 

Despite safety blood collection sets being used widely across the Trust, during 2019-20 

there has been an increase in these incidents related to this product showing the need for 

continual training around use and activation of these devices.  We also continue to see a 

number of domestic and portering staff being injured showing the need for reiteration on 

safe disposal of sharps. 

 

Needle stick awareness day was unable to occur during 2018-19 due to lack of external 

representation support.  

   

The Trust is reviewing to see if there is a way of reducing the number of incidents occurring 

within certain groups of staff in order to demonstrate compliance with Health and Safety 

(Sharp Instruments in Healthcare) Regulations 2013 and reducing the number of incidents 

occurring around safety collections sets and insulin injections. 

  

Key Objectives for 2019-20 

• To reduce the number of clostridium difficile cases  

• To develop a nurse led central vascular access insertion device service 

• To improve the antibiotics stewardship program within the hospital 

• To develop an Infection Prevention & Control Strategy 

• To agree quarterly target tolerance on relation to MSSA and E.coli infections 
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	f102: 
	f121: Our Risk Management system is primarily based on our Datix reporting system.  We now have a robust process in place for following up any Datix involving a doctor (provided there is sufficient information in the Datix, and the doctor has requested feedback).  When the Datix is resolved and an action identified, this is fed back to the trainee through their ES and CS and may also involve the DME.  We also provide a detailed Datix analysis report to PPC where there are senior trust Executives and the Deputy Medical Director present: the same report is provided to the Joint Medical Education Board. As part of the SI process; if a staff member is implicated; the 'Just Culture' guide is used 
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	f151: Quality assurance of appraisal process:    Review of all appraisal output documentation by RO   Appraisee feedback   Formal review of a subset of appraisals using the EXCELLENCE tool Formal Peer review of appraisal and revalidation processes and managing concerns with doctors conducted with Christie and East Cheshire. Report discussed at People Performance Committee - a sub committee of the Board    The majority of clinical audits that are undertaken are done to improve patient care; managed by the clinical audit leadsUse of  re-audit to demonstrate improvements since the original audit. Feedback through Business Group Quality BoardsIntroduction of a newsletter to share outcomes from audit/quality Improvement with a;; doctors Medical Education have established a close and effective  working relationship with the HEE NW 'Patch Dean'.  he has 1:1 meetings with the DME and attends the majority of our Joint Medical Education and Foundation Boards.  Medical Education also work very closely with the HEE NW QA Manager who is closely involved with Quality Governance at HEE NW. As previously mentioned, clinical governance is a key component of our supervisor workshops which we run for our trainers throughout the year. 
	f152: 
	f171:   The Quality Governance Group (with membership including the EMD, DMD and AMDs) monitors compliance with National standards and audits   Formal Peer review of appraisal and revalidation processes and managing concerns with doctors conducted with Christie and East Cheshire. Report discussed at PPC  Attendance of RO at RO Network meetingsAttendance of Audit Lead at Network meetings  We undertake our FY ARCP validation jointly with University Hospital of South Manchester, and the panel always includes a representative from HEE NW (usually the Patch Dean) and a lay person.     
	f172: Consider improved engagement/input with patient groups
	f201: WRES Chaired by organisation's Chair Policy for Managing Concerns in doctors - based on 'Maintaining High Professional Standards'Use of a Decision Making Group for managing ConcernsAdoption of guidance on 'Protecting patients, supporting professionalism, improving quality:addressing concerns about medical practice'Involvement of NCASNED involvement in all Case Investigations involving doctors Regular report to PPC from E&D lead, which include information on doctors  All decisions undergo an Equality Impact assessment to ensure that there are no negative impacts on different protected characteristics. This is reviewed by the Trust EDI lead  
	f202: Work with the EDI lead to embed EDI into local induction programmesContinue engagement with the clinical leadership team around EDIDoctors to sign up to become equality advocatesTo encourage doctors to engage with staff networks          To ensure the robustness of Equality Impact assessments and remove any potential negative impacts
	f221: 'Just Culture' process embedded in SI validation meetings  All decisions undergo an Equality Impact assessment to ensure that there are no negative impacts on different protected characteristics. This is reviewed by the Trust EDI lead  Use of a Decision Making Group as part of the 'Responding to Concerns' Policy Clear governance for all decision making through operational groups to sub Board Committees to the Board       Mandatory E&D training for all staff
	f222:             To embed EDI into local induction programmes
	f251: RO has dedicated time to fulfill role RO has Admin support RO attends all RO Network meetingsRO appraised by 'Higher level' ROBoard report produced by RO annuallyRegular attendance of RO at PPC; with quarterly A&R reports Support from Clinical Appraisal lead and A&R coordinator         Regular feedback for RO to implement change in line with learning from RO events Peer review process with E Cheshire and Christie re Appraisal and Revalidation processes    
	f252: Continue to work with colleagues for Peer Review process to implement Best practice
	f271: All doctors connected to Stockport NHSFT have a PreP account with weekly monitoring by the A&R coordinator, Appraisal Lead and RO of complianceTrainee doctors are managed through the DeaneryWe have trained appraisers; and train new appraisers when requiredWe have ongoing training through Appraisal Support GroupsThe Clinical lead will meet all appraisers over a 12 month periodThe RO will manage doctors not engaging in appraisal through the GMC processRequirement in appraisal for whole scope of practice to be declared, and evidence submitted from other employers  All consultants and SAS doctors have 'core' SPA time for appraisal   
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	f281: A&R coordinator ensures uploading of evidence of patient and colleague 360 feedback, DATIX and CHKS data into the individual's PreP account prior to the appraisal meeting    Quality assurance of appraisal process:    Review of all appraisal output documentation by RO, appraisee feedback and formal review of a subset of appraisals using the EXCELLENCE toolAppraiser training; Appraisal support Group (3x pa); 1:1 meetings for appraisers with Appraisal Lead Yes - to RO    Study leave opportunities from Post GradIn house training programmes The Trust process for Consultant appraisal includes a review of domain 7 evidence for all trainers by the Medical Education Department. FY1 and FY2 trainees who are all employed by the Trust have a start and end of placement review (ie an appraisal) for each four month placement on their two year programme: this involves both their Clinical and Educational Supervisors.  For FY trainees, Medical Education monitor their attendance at mandatory teaching and inappropriately missed teaching sessions are discussed with the CS / ES or specialty CD. For other trainees we would rely on the TPD advising Medical Education where training is being missed. In the DME QA Questionnaire, which is administered to trainees, attendance at teaching is discussed. Where training is missed because all teaching is cancelled when the Trust enters 'OPEL 4', missed training is repaid to the trainees as study leave.
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