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Board of Directors Meeting 
Thursday, 28 March 2019 

Held at 9.30am in Lecture Theatre B, 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 
 

 S Toal 

 5. Minutes of Previous Meeting:  28 February 2019 
 

 A Belton  

0950 6. Chair’s Report 
 

 A Belton 

0955 7. Chief Executive’s Report 
 

 L Robson  

 
 

8. QUALITY AND PERFORMANCE   

1005 8.1 Performance Report  
 

 H Mullen  
 

1035 8.2 Key Issues Reports from Assurance Committees 

 Quality Committee 

 Finance & Performance Committee 

 People Performance Committee 
 

 Committee Chairs 

1045 8.3 Quality Improvement Priorities – Presentation   A Lynch / H 
Howard 
 

1055 8.4 People Strategy – Quarterly Update  
 

 H Brearley  

1105 8.5 Staff Survey Results  H Brearley  
 

1115 8.6 Estates Strategy Progress Report  
 

 H Mullen /  
J Killeen 
 

1125 8.7 Operational Plan   H Mullen  
 

1140 8.8 2019/20 Annual Budget  F Patel  
 

1150 8.9 Capital Plan 2019/20  H Mullen  
 

1200 8.10 Going Concern Declaration    F Patel  
 

 9. GOVERNANCE 
 

  

1210 9.1 Committee Annual Reports and Review of Terms of Reference   A Lynch / H 
Brearley  
 

1220 9.2 Trust Risk Register  A Lynch 
 

 10. DATE, TIME & VENUE OF NEXT MEETING 
 

  

 10.1 Thursday, 25 April 2019, 9.30am in Lecture Theatre A, Pinewood House, 
Stepping Hill Hospital. 
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a meeting of the Board of Directors held in public 
on Thursday, 28 February 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 
Ms H Brearley  Interim Director of Workforce & OD  
Dr M Cheshire  Non-Executive Director  
Ms A Lynch   Chief Nurse & Director of Quality Governance 
Mr H Mullen  Director of Strategy, Planning & Partnerships   
Mr F Patel  Director of Finance  
Mrs L Robson  Chief Executive  
Ms A Smith  Non-Executive Director 
Mr M Sugden  Non-Executive Director 
Ms S Toal  Chief Operating Officer  
Dr C Wasson  Medical Director  
 
In attendance: 
 

Mrs S Curtis   Membership Services Manager 
Mrs H Howard   Deputy Chief Nurse  
Ms J Etches   Service Lead for Crisis Team  
Mrs E Rogers   Matron for Patient Experience  

 
23/19 Apologies for Absence 
  

An apology for absence was received from Mr D Hopewell and the Chair advised that 
Ms A Smith may be arriving slightly late.  The Chair welcomed Board members and 
observers to the meeting.  
 

24/19 Declaration of Interests  
 

There were no interests declared.  
 
25/19 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.  The Chief Nurse introduced the Patient Story 
which related to safeguarding and, in particular, how the Trust was making 
safeguarding personal.   She provided a brief overview of the story of Mr and Mrs 
Franks and the lack of safeguarding alerts raised during their care.  Board members 
were provided with the Trust’s Mental Capacity Act leaflets for information.  
 
Ms J Etches, Service Lead for Crisis Team, then delivered a presentation detailing the 
story of Mr and Mrs Franks, which included initial findings of the case, Crisis Response 
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Team actions and consequent learning.  She noted the importance of making 
safeguarding personal and Mental Capacity Act education.  The Board then watched a 
short educational video on Safeguarding which was used by the Trust to share learning 
in this area.  
 
Ms A Smith joined the meeting.  
 
In response to a question from Dr M Cheshire, the Service Lead for Crisis Team and the 
Chief Nurse briefed the Board on lessons learned and consequent improvements made 
to safeguarding processes. The Deputy Chief Nurse noted that the Trust recognised the 
missed opportunities and the lack of professional curiosity in the patient story. The 
Medical Director noted that it was inspiring to see the learning response triggered as a 
consequence of the story.  
 
The Board of Directors: 
 

 Received and noted the Patient Story.  
 
 (19 minutes) 

 
Ms J Etches, Mrs H Howard and Mrs E Rogers left the meeting. 

   
26/19 Minutes of the previous meeting  
 

The minutes of the previous meeting held on 31 January 2019 were agreed as a true 
and accurate record of proceedings. The action log was reviewed and annotated 
accordingly.    
 
(6 minutes) 

 
27/19 Chair’s Report 
 

The Chair presented a report which included information with regard to notable 
events, matters concerning the development of the Board, Chair engagements, any 
significant regulatory developments that the Chair had been involved in and a forward 
look to significant events or possible developments. He referred the Board to s5.2 of 
the report and recommended that Board members familiarised themselves with the 
Kark Review recommendations in respect of competence of health provider 
organisation Board Directors.  He also briefed the Board on the outcomes of an interim 
oversight update meeting held with the Regulators on 27 February 2019.   
 
The Interim Director of Workforce then referred the Board to s3.1 of the report and 
advised that Mr J Graham, Director of Finance, would be commencing in post on 20 
May 2019 and Mr G Moores, Director of Workforce & OD, would be starting on 3 June 
2019.  
 
The Board of Directors: 
 

 Received and noted the Report of the Chair.  
 

(2 minutes) 
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28/19 Report of the Chief Executive 
 

The Chief Executive presented a report which provided an update on national and local 
strategic and operational developments.  She briefed the Board on the content of the 
report and made particular reference to the following subject areas: 
 

 Focus on delivery of high quality, safe and efficient services 

 Work on ensuring “flow” 

 Health Service Journal Awards – judging a category    

 The stepping down of support from external organisations 

 Visit by the Emergency Care Intensive Support Team (ECIST) 

 Nurse Recruitment Event held on 27 February 2019 

 Quality Committee – Pressure Ulcer Presentation  

 Development of Strategic Plan, including alignment with developing strategies 
of our partners.  

 
The Board of Directors: 
 

 Received and noted the Report of the Chief Executive.  
 

(8 minutes) 
 
29/19 Trust Performance Report – Month 10 
 

The Director of Strategy, Planning & Partnerships presented the Trust Performance 
Report for Month 10 and provided an overview of key changes to the indicators as 
detailed in the Executive Summary.  The Chief Nurse and Medical Director briefed the 
Board on the Quality section of the report and provided an overview of the following 
subject areas: 
 

 Emergency C-Section Rate 

 Medication Errors  

 Compliments  

 Strategic Executive Information System (STEIS) reported incidents 

 Falls  

 Mortality Rates  

 Diabetes Reviews  

 Duty of Candour  
 
In response to a question from Mrs C Barber-Brown, the Chief Nurse briefed the Board 
on Dementia performance and noted that oversight had increased in this area 
following the appointment of a new Dementia Matron.  In response to a question from 
Ms A Smith, the Chief Nurse briefed the Board on learning with regard to Serious 
Incidents.  In response to a question from Chair, who queried whether the changes in 
performance had been anticipated, the Director of Strategy, Planning & Partnerships 
briefed the Board on changes in metrics and advised that the intention was for any 
changes to be correlated with the Executive Summary.  Dr M Cheshire made reference 
to the Emergency C-Section rate and noted a possible correlation with the number of 
inductions of labour. He noted that the Quality Committee had requested the 
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Maternity Team to undertake further triangulation of the C-Section rates, which would 
take the induction rates into account.  
 
The Interim Director of Workforce briefed the Board on Workforce key issues and 
provided an overview of performance against the following indicators: 
 

 Flu Vaccination Uptake  

 Sickness Absence  

 Appraisal  

 Mandatory Training  

 Workforce Turnover  

 Agency Expenditure  

 Staffing Levels 
 
The Chief Executive commended the Trust’s performance with regard to Flu 
Vaccination Uptake, particularly in Maternity Services, and noted that the Stockport 
System’s performance was the best in country for the fifth year running.  The Chief 
Executive then made reference to the ongoing workforce challenges, noting the link to 
the NHS Long Term Plan, and advised that the Trust had received invitations to be 
represented at a newly established National Workforce Group led by the Chair of NHS 
Improvement and the Chief Executive of Leeds Teaching Hospitals NHS Trust.  In 
response to a question from the Chair, the Interim Director of Workforce briefed the 
Board on actions in place regarding personal resilience and staff health & wellbeing. 
The Chair suggested that consideration should be given to whether there would be 
merit in having Board members as Wellbeing Champions.  He also made reference to 
musculoskeletal issues and noted that he understood the additional training required 
in this area as he had recently undertaken some portering duties around the hospital.  
 
The Director of Finance then briefed the Board on Finance key issues and provided an 
overview of performance against the following indicators:  
 

 Financial Efficiency: Income & Expenditure (I&E) Margin  

 Financial Controls: I&E Position  

 Cost Improvement Programme  

 Cash  
 
The Director of Finance reported significant assurance regarding delivery of the 
Financial Plan 2018/19.  He then briefed the Board on mitigating actions with regard to 
Elective Activity, noting that year to date performance remained behind plan. The 
Medical Director commented that, while elective performance in Trauma & 
Orthopaedics (T&O) was a particular area of concern, the Trust had managed to 
sustain activity over the winter months.  He noted that this was a positive 
development compared to last winter when the Trust had not undertaken any T&O 
work. In response to a question from the Chair, the Director of Finance provided 
further clarity regarding the Cash RAG rating.  The Chief Executive commented that the 
same question could be raised about the RAG rating for a number of other indicators 
and suggested that the ratings would benefit from further review. In response to a 
question from Mrs C Anderson, the Director of Finance and Director of Strategy, 
Planning & Partnerships provided further clarity regarding the Capital Expenditure 
figures.  
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The Chief Operating Officer briefed the Board on key issues relating to Operational 
Performance, making particular reference to Urgent and Elective Care.  She noted 
some improvement regarding the numbers of ‘stranded’ patients, 12-hour trolley 
breaches, discharges and ambulance handovers.  She also reported an improvement 
with the overall Emergency Department performance, whilst noting that performance 
still varied significantly.  With regard to Elective Care, the Chief Operating Officer 
noted an improvement in Cancer performance.   
 
On a less positive note, she advised that Clinical Correspondence remained a critical 
issue and advised the Board of an ongoing external review in this area. In response to a 
question from the Chair, the Chief Operating Officer advised that the report of the 
external review was due to be completed on 23 March 2019, outcomes of which would 
be presented to the Finance & Performance Committee.  In response to a comment 
from Mr M Sugden, who noted that the report would not be available in time for the 
Finance & Performance Committee meeting in March 2019, the Chief Operating 
Officer agreed to check whether the report could be finalised any earlier.  If this was 
not possible, it was noted that the outcomes of the Clinical Correspondence review 
would be reported to the Finance & Performance Committee in April 2019.  
 
The Chief Operating Officer advised that the Finance & Performance Committee had 
considered Key Performance Indicators for 2019/20 and noted that the current focus 
was to ensure Business Groups were signed up to delivery against the plan. Mr M 
Sugden noted that the Committee had considered trajectories for operational 
performance metrics and the Chief Operating Officer advised that a proposal regarding 
trajectories for the main drivers for each of the metrics would be presented to the 
Finance & Performance Committee in March 2019.  In response to a question from Mrs 
C Barber-Brown, regarding 12-hour trolley waits, the Chief Operating Officer noted 
that the improved position had been as a consequence of improved flow and that the 
position would be sustained as long as the improvement to flow continued.  The Chief 
Executive briefed the Board on actions to improve Urgent Care performance, including 
the trialling of a new approach, ‘Performance Wall’, at the beginning of each week to 
ensure clarity of expectations for business groups and corporate teams. She advised 
that the new approach was due to go live from April 2019.  
 
The Board of Directors: 
 

 Received and noted the Trust Performance Report for Month 10.  
 

(42 minutes) 
 
30/19 Key Issues Reports  

 
The Chair invited Committee Chairs to raise any key issues that had not been covered 
during consideration of the Performance Report.     
 
Quality Committee 
 
Dr M Cheshire referred the Board to the ‘Alert’ section of the Key Issues Report and 
briefed the Board on work relating to Sepsis and an issue with regard to Duty of 
Candour Regulations.  He then referred the Board to the ‘Assurance’ section of the 
report and advised that the Matron of Tissue Viability had delivered an informative 

9 of 230



 
 

- 6 - 

presentation on Pressure Ulcers.  In response to a question from the Chair, Dr M 
Cheshire and the Chief Nurse noted that the improvements would take time to embed 
but that the safety collaborative approach provided assurance that the improvements 
would continue. 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 presentation at a future Board meeting.   
 
(5 minutes) 

 
Finance & Performance Committee 
 
Mr M Sugden noted that the following subject areas considered by the Finance & 
Performance Committee had not been covered during the consideration of the 
Performance Report:  
 

 Clinical Services Efficiency Programme 2019/20 

 The risk relating to the deliverability of the 2019/20 Operational Plan  
 

The Director of Finance briefed the Board on the Clinical Services Efficiency 
Programme 2019/20 and on the work to ensure enhanced budget management in 
business groups.  It was noted that Quality Impact Assessments would be signed off by 
the Executive Team on 5 March 2019.  The Director of Strategy, Planning & 
Partnerships commented that the Trust would note an expectation during contract 
negotiations with the Clinical Commissioning Group (CCG) for the CCG to fund a 
number of developments as they were important clinically.  This comment was 
endorsed by the Chief Executive.  
 
(6 minutes) 
 
People Performance Committee 
 
Dr M Cheshire referred the Board to the ‘Alert’ section of the Key Issues Report and 
advised that the Guardian of Safe Working had highlighted concerns about a lack of 
engagement from Clinical Supervisors in acting upon exception reports.  In response to 
a comment from Mrs C Anderson, who noted that this had been a long standing issue, 
the Medical Director advised that the Guardian of Safe Working had been invited to 
the next Clinical Directors’ Forum to re-energise focus in this area and noted the need 
for consequences for non-compliance.  He also advised that a new Guardian of Safe 
Working would commence in post in April 2019.  In response to a question from Mrs C 
Barber-Brown, the Membership Services Manager advised the Board of an error in s3 
of the Key Issues Report and noted that the action should have stated that the Critical 
Incident Feedback Report would be reviewed by key Board members.   
 
Dr M Cheshire then referred the Board to the ‘Assurance’ and ‘Advise’ sections of the 
report and briefed the Board on the following subject areas considered by the 
Committee: 
 

 Transforming Palliative and End of Life Care Presentation  

 Equality, Diversity and Inclusion Presentation  

 Agency Expenditure.   
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(3 minutes) 
 
The Board of Directors: 
 

 Received and noted the Key Issues Reports.   
 
31/19 Strategic Planning Approach    
 

The Director of Strategy, Planning & Partnerships presented a report which provided 
an update on progress of the Trust Strategy based on amendments made following 
staff consultations. He briefed the Board on the content of the report and provided an 
overview of feedback received as detailed in s3.2 of the report. He then referred the 
Board to s4.2 of the report and advised that, in addition to the feedback sessions with 
staff groups, the next phase would be the development of a vision for our clinical 
services, ensuring that it was clinically led and that our services were aligned with the 
developing strategies of our partners. He also noted that the Strategy would need to 
be cognisant with the NHS Long Term Plan.  The Director of Strategy, Planning & 
Partnership concluded his report by advising the Board of the completed consultation 
sessions which were detailed in Annex A of the report.  
 
The Chief Executive noted that this was a good opportunity to take stock and look to 
the future and to ensure that the Trust’s vision was crystallised.  She also noted that, 
once the vision had been agreed and refined, it was important to communicate it to 
staff and stakeholders. Mrs C Anderson noted the link between the Trust Strategy and 
the Estates Strategy, noting the iterative process for both.  
 
The Board of Directors: 
 

 Received and noted the Trust Strategy Progress Report  

 Noted the progress to date and approved the feedback sessions to staff.    
 

(5 minutes) 
 
32/19 Seven Day Service – Board Assurance Submission     
 

The Medical Director presented a report which outlined new Board level reporting 
requirements for progress against the Seven Day national standards, with particular 
reference to the four priority clinical standards (CS 2, 5, 6 and 8).  He advised that the 
report had also been considered by the Quality Committee.  He briefed the Board on 
the content of the report and advised that the revised process required Boards to 
consider a standard template, twice a year, regarding performance against national 
standards.  The Medical Director noted that, while the template was nationally 
prescribed and therefore could not be altered, he suggested that an Executive 
Summary would be useful for future reports.  This suggestion was endorsed by the 
Board of Directors.   
 
The Medical Director also noted that the Seven Day standards were still aspirational 
and, while they were the right thing to do for our patients, enacting them would take 
time.  In response to a question from Mrs C Anderson, the Medical Director and Chief 
Nurse provided clarity of the acuity levels of patients treated in the Acute Medical 
Unit. Mr M Sugden questioned how the Trust was prioritising Seven Day priorities 
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alongside other pressures, in terms of progressing with the Trust’s Operational Plan 
and whether any of the Seven Day actions would improve performance on a cost 
neutral basis. The Medical Director estimated that an approx. £3m investment would 
be required to shift to full compliance of the Seven Day standards.  He noted, however, 
that the Trust needed to review and challenge the priorities to ensure the best return 
for investment. The Director of Finance noted that, as well as finances, resourcing was 
an issue that needed to be considered in this area.  The Interim Director of Workforce 
acknowledged this comment and made reference to the work undertaken by the 
National Workforce Group regarding implications of the NHS Long Term Plan, as 
referred to by the Chief Executive earlier in the meeting.  
 
In response to a question from Dr M Cheshire, the Medical Director agreed to review 
the ‘red boxes’ in the report to ensure the information included in them was correct. In 
response to a further question from Dr M Cheshire, the Medical Director reiterated the 
challenge to prioritise the Seven Day agenda with other pressures to ensure the best 
return for investment.  He also wished to note that the Trust was not “standing still” in 
this regard and that a cultural shift was already evident with regard to expectations.  
 
The Board of Directors: 
 

 Received and noted the report 

 Approved the Seven Day Service – Board Assurance Submission subject to 
clarification of the information in the ‘red boxes’.   

 
 (13 minutes) 
   
33/19 Trust Risk Register  
 

The Chief Nurse presented the Trust Risk Register and briefed the Board on its content, 
noting that the Register had also been considered by all of the Board Committees.  She 
noted an overall number of 363 live risks with 38 risks having a risk score of 15 or 
above. The Chief Nurse advised the Board of a review of the Risk Register, supported 
by Mrs C Parnell, which would take into account comments received from Board 
members.  There followed a discussion during which comments were raised about the 
number of risks on the Register; the need for it to be more forward looking; and the 
importance of adding a risk start date as well as review and due dates to the Register.  
The Chair suggested that further discussion should be taken off line with regard to the 
content and presentation of the Risk Register.   
 

 The Board of Directors: 
 

 Received and noted the Trust Risk Register.   
 
 (8 minutes) 
 
34/19 Registration Authority Annual Report   
 

The Director of Strategy, Planning & Partnerships presented the Registration Authority 
Annual Report which, he noted, had also been considered by the Finance & 
Performance Committee.  He briefed the Board on the content of the report and noted 
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that the Trust’s detailed approach to the management of Registration Authority met 
the requirements of national standards.   
 
The Board of Directors: 
 

 Received and noted the Registration Authority Annual Report.   
 
 (1 minute) 
 
35/19 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, 28 March 
2019, commencing at 9.30am in Lecture Theatre B, Pinewood House.   
 
   
 
Signed:______________________________Date:______________________________ 
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BOARD OF DIRECTORS: ACTION TRACKING LOG 
 

Ref. Meeting 
Minute 

Ref 
Subject Action Responsible 

30/18 31 Oct 18 245/18 

Patient Story – 
Fractured Neck of 

Femur Presentation  

It was agreed that the Chief Operating Officer would lead on responding to 
actions set out in the presentation. 
 

Update 29 Nov 18 – The Chief Operating Officer advised the Board that 
she was meeting with Mr D Johnson in December 2018 to consider the 
actions and anticipated that the action would be closed by January 2019.  
Update 31 Jan 19 – The Chief Operating Officer briefed the Board on the 
status of this action and noted that he had met with Mr D Johnson.  She 
advised that a further meeting had been scheduled and that the action 
would be closed by the February Board meeting.  
Update 28 Feb 19 – The Chief Operating Officer noted good progress made 
with the actions set out in Mr D Johnson’s presentation.  The Board agreed 
to close this action.  
 

S Toal  
(Chief Operating 

Officer) 

33/18 31 Oct 18 251/18 

 

 
Stockport 

Neighbourhood 
Care  

In response to a comment from Ms A Smith, the SNC Programme Director 
agreed to provide the Board with a follow up report, which would 
summarise key themes from neighbourhoods.   
 

Update 29 Nov 18 – The Chief Operating Officer advised the Board that the 
Stockport Neighbourhood Care (SNC) Programme Director had left the 
position earlier than anticipated.  A number of Board members raised 
concerns regarding the consequent lack of leadership and the impact on 
the SNC work.  The Chief Operating Officer acknowledged the concerns 
and briefed the Board on initial interim arrangements.   
 

The Deputy Chief Executive agreed to prepare a briefing for Board 
members on SNC management arrangements by 14 December 2018.  
 

Update 31 Jan 19 – The Chief Executive advised the Board of meetings 
held with senior leaders of Stockport Together partners to prepare a 
‘single view’ document which would pull together information on 
Stockport Together, including areas such as resources and impact. She 
noted that this was still work in progress and the Board would receive an 
update at the February meeting.  

S Ferguson  
(SNC Programme 
Director) / S Toal 
(Chief Operating 

Officer) 
 
 
 
 
 

H Mullen  
(Deputy Chief 

Executive) 
 

L Robson  
(Chief Executive) 
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 Update 28 Feb 19 – The Chief Executive briefed the Board on progress in 
this area and advised that the Stockport Together health partners were 
collectively undertaking an evaluation process against each service against 
the following three themes: Level 1 – Capacity (resources in place?); Level 
2 – Effectiveness (service delivery as planned?); and Level 3 – Benefits 
Realisation (cashable benefits released?).  It was agreed to close the action 
but to provide regular progress updates to the Board as part of Board 
business.  
 

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.  
 

Mr F Patel  
(Director of Finance) 

01/19 31 Jan 19 09/19 

 

Trust Performance 
Report – Month 9 

In response to a comment from the Chair, it was agreed that Urgent & 
Emergency Care system resilience should be incorporated in the Winter 
Plan review in April 2019. 

S Toal (Chief 
Operating Officer) 

 
 

02/19 31 Jan 19 10/19 

 

Trust Strategy 
Update  

The Board supported Next Steps set out at s4 of the report and agreed that 
a version of the Strategy document would be presented to the Board on 28 
February 2019.  
 

Update 28 Feb 19 – Report on agenda.  Action complete.  
 

H Mullen  
(Director of 

Strategy, Planning & 
Partnerships) 

03/19 31 Jan 19 18/19 

 

Charitable Funds 
Annual Accounts 

and Report 2017/18 

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

F Patel  
(Director of Finance) 

04/19 28 Feb 19 30/19 

 

Quality Committee 
Key Issues Report 

In response to comments from a number of Board members, who 
endorsed and commended the safety collaborative method, it was agreed 
to invite the Matron of Tissue Viability to deliver the Pressure Ulcer 
presentation at a future Board meeting.   
 

A Lynch 
(Chief Nurse) 
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Report to: Board of Directors Date: 28 March 2019 

Subject: Chair’s Report 

Report of: Chair Prepared by: Mrs C Parnell 

 

 

REPORT FOR NOTING  
 

 

Corporate 
objective  
ref: 

 

 

Summary of Report 
 
The purpose of this report is to advise the Board of Directors of the 

Chair’s recent and planned activities 

 

 

Board Assurance 
Framework ref: 

 

CQC Registration 
Standards ref: 

N/A 

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 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

  Joint Negotiating Council 

  Other 
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1. PURPOSE OF THE REPORT 
 

1.1 

 

 

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

planned activities.  As previously, the report provides brief information since the previous 

Board meeting in relation to: 

 

 Notable events 

 Matters concerning the development of the Board itself 

 Engagements and visits on behalf of the Trust 

 Any significant regulatory developments that as Chair has been involved in 

 A forward look to significant events or possible developments.  

  

2. NOTABLE EVENTS 
 

 

 

 

 

 

 

As the Chief Executive references in her report we have seen some good improvement to 

our A&E performance, and while we know we have more to do to sustain a consistent 

performance against the four hour target I wanted to take this opportunity to offer my 

thanks to everyone who has contributed to this and the improved flow through the 

hospital, which has made such a big difference. I was at an event attended by Simon 

Stevens, Chief Executive of NHS England, last week and he asked Trust Chairs to convey his 

thanks and appreciation to all colleagues for a better winter performance compared to last 

year. 

 

Research and innovation is so important to the future of the NHS and this Trust that I was 

delighted to attend our recent clinical research open day to officially open new facilities for 

our research team. The work I heard about at the event and the enthusiasm of our 

colleagues involved in research was truly impressive. 

 

Recently the Board of Directors approved our Estates Strategy, so it has been good to see 

early steps in its implementation with the demolition of wards A12 and A15, which will 

make such a difference to the site. 

 

As part of our efforts to embrace digital innovation I am pleased to see that patients will 

start to get outpatients letters direct to their mobile telephones from 1 April 2019. We 

currently mail about 100,000 letters a year, and during 2017-18 8.2% of appointments were 

missed at an average cost of £160 per appointment. It is hoped the electronic patient 

letters will help to reduce missed appointments and save costs. Any patient who prefers to 

receive letters by post can opt out. 

 

3. BOARD DEVELOPMENT 

 

Angela Smith is stepping down as a Non-Executive Director at the end of the month. She 

has made a major contribution to the Board of Directors and the Trust during the time she 

has been with us and she will be missed by everyone who has worked with her. As Chair of 

the People Performance Committee, Angela has focused its efforts on key on strategic 

issues, as well as taking an active role in determining a more efficient and effective 

triangulation of the work of her Committee with the other Committees. She has been an 

active member of Audit Committee and has worked with the Interim Director of Workforce 
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& Organisational Development on devising a Board development programme that is 

appreciated by her Board colleagues. We wish her well for the future, and our Nominations 

Committee has agreed a process to find her successor. 

 

 

 

 

 

 

 

 

 

Following their appointments Mr Greg Moores and Mr John Graham have now confirmed 

their start dates in their respective roles of Director of Workforce and Director of Finance, 

and we look forward to having them both in post full-time by the beginning of June. Mr 

Graham will already be familiar to the Board as he has begun to spend some time in the 

Trust helping with our medium to long term financial planning. 

 

Last week Non-Executive Directors spent some time together with a training session on 

serious incidents, as well as discussing the outcomes of the reviews of corporate 

governance, communication and corporate administration support undertaken by Mrs 

Caroline Parnell. 

 

Following Mr Buckingham’s retirement Mrs Parnell has agreed to provide some interim 

support managing the Director of Corporate Affairs’ functions while we decide how to take 

forward the review recommendations. 

 

4. CHAIR ENGAGEMENTS 

 

4.1 

 

 

 

 

 

A summary of the Chair’s recent activities is as follows: 

 

26 February 2019 Half day shadowing and supporting porters in the hospital 

 Meeting with NHS Improvement finance leads to discuss their 

interim report 

7 March 2019 Opened the new research team facilities 

 Meeting with MPs Mary Robinson and William Wragg 

 Half day shadowing and supporting domestic cleaning staff in 

the hospital 

9 March 2019 Greater Manchester Health and Care Board 

14 March 2019 Chaired the Council of Governors Nominations Committee 

 NHSI Finance Enhanced Oversight meeting 

19 March 2019 NHS Providers Chairs and CEO Network Event 
 

 

5. 

 

REGULATORY DEVELOPMENTS 

 

 

 

 

 

 

 

 

As the Board of Directors is aware we have had valuable engagement with, and support 

from, NHS Improvement on our current financial position and plans for the future. It is 

important that we get off to a good start in 2019-20 in terms of achieving our financial plan, 

and as a result I look forward to reducing financial oversight meetings from monthly to 

quarterly. 

 

There are significant changes happening at NHS Improvement and NHS England as they 

work together to create a new organisation focused on working with providers to deliver 

the ambitions and vision of the NHS 10 Year Plan. There will inevitably be changes to posts 

and the people we have worked with in both organisations, and we will need to establish 

effective relationships with individuals in the new body as it develops. 
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6 

6. FORWARD LOOK 

 

 

 

 

 

We are about to begin a new financial year and it is important that we go into 2019-20 with 

high levels of assurance that our plans for quality, finance, performance and workforce are 

both realistic and achievable. I know that there has been a great deal of engagement with 

Business Groups to develop our financial and operational plan for 2019-20, and ensure they 

understand their key role in delivering the standards we have signed up to. 

 

Our next Council of Governors meeting will be on 8 April 2019 and a key agenda item will 

be the appointment of a new lead governor following the decision by Mr Les Jenkins to step 

down from the role. Mr Jenkins has been an excellent lead governor and the Council will 

choose his successor from two candidates who have put themselves forward for the role – 

Mrs Eve Brown and Mr Roy Greenwood.     

 

7. RECOMMENDATIONS 
 

 The Board of Directors is recommended to: 

 

 Receive and note the content of the report. 
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1. PURPOSE OF THE REPORT 
 

1.1 

 

 

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

and operational developments. 

 

2. GENERAL SUMMARY 
 

 

 

 

 

 

 

 

        

 

My first three months in the Trust have gone incredibly quickly, and as we reach the end of 

the financial year it is good to both look back on all we have achieved, and ahead at some 

of the challenges and opportunities that await us in 2019-20. I believe we have made some 

real strides forward, and while undoubtedly we will have many challenges to face in 2019-

20, I am looking forward to the coming financial year with confidence, as I believe we are 

laying the building blocks for a successful future for the Trust. 

 

I do not think I am alone in the Trust in being optimistic about the future, as wherever I go 

in the organisation, I am meeting people with great ideas and passion for improving our 

services and transforming what we do for the benefit of the local people we serve. 

 

Over the few last months, we have seen some real signs of progress in addressing our 

performance against the four hour A&E target, with our average performance rising from 

58% to around 85% and on a number of occasions we have even been above 90%. This has 

been as a result of sustained focus on flow throughout the hospital, and working in 

partnership across the Stockport system to help patients get home from hospital or be 

cared for as close to home as possible when they no longer need acute care. 

 

One of the real pleasures of my role is visiting services across the Trust, meeting staff and 

seeing the care we provide. Over the last month, I have enjoyed visits to both community 

and hospital services, and seen many examples of highly committed staff providing 

excellent care, even though the environments they are working in some cases are not 

always ideal. Our estate issues are something that will be on our agenda over the coming 

months, and it is good to see the demolition of wards A12 and A15 at Stepping Hill Hospital. 

 

At the last Board of Directors meeting we received an update on our long-term strategy for 

the future.  Further developing this will be a key focus in the coming months. In the light of 

the publication of the Long Term Plan for the NHS, this presents a real opportunity to set 

out our ambitions for the Trust and to further develop our partnership working. I am 

particularly keen for us to do more work on considering how we fully engage our clinicians 

in further developing and delivering our strategy, as well as thinking about how we 

continue to develop our place based partnerships in Stockport, and across Greater 

Manchester, East Cheshire and North Derbyshire. 

 

While we focus on our strategic aims for the future, it is important that we also continue to 

make and sustain improvements to the quality of our services. I know that last week the 

Quality Committee had a presentation on the great work we have done during 2018-19 to 

deliver our quality priorities and make significant improvements to aspects of care that are 

important to our patients and staff. Increasingly we are getting external recognition for our 

sustained improvements and this was highlighted by NHS Improvement at our regular 

meeting earlier this month. We have also had independent assurance about the 

improvements we have made at Devonshire, Bluebell Court and in our Critical Care services. 
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Additionally we have received positive feedback following assessment of our services in 

Antenatal and Newborn screening by Public Health England. 

 

Over the recent months, we have also had a number of staff recognised by national awards. 

This is great validation for our staff, who work so hard to provide the best possible care for 

patients.  

 

This external recognition is making a real difference to how our Trust is viewed, and I am 

sure it has a part to play in our successful efforts to recruit to a range of key posts, including 

consultants and the 88 nurses who have been appointed to the Trust since January. We 

must make sure that we not only continue to recruit staff with the skills we need, but that 

we also make the Trust a great place to work, so they want to stay with us.  We are pleased 

to note improvements in retention of registered nurses. 

 

Part of helping to retain staff is through the opportunities we provide for them to develop, 

personally and professionally, as well as the culture we create that makes the organisation 

somewhere people are able to achieve their best. I am particularly keen to see us build the 

capacity and capability of our leaders throughout the Trust, ensuring they have the skills to 

lead our teams and services, as well as demonstrate the behaviours that are truly focused 

on doing the best for our patients and the communities we serve. We are starting to do this 

through the NHSI Culture Programme and the Talent Management pilot, as well as other 

training and development opportunities that will roll out across the Trust over the next 12 

months. 

 

It is important to our future success that we get off to a good start in 2019-20, in terms of 

meeting both our performance and financial targets, whilst at the same time retaining our 

consistent focus on the quality of care. We have had strong engagement from the Business 

Groups in developing our plans for the coming year, and we have been clear that we are 

looking to them to achieve the activity, cost improvement and performance standards they 

have signed up to. 

 

As well working on our plans for 2019-20, I have spent a considerable amount of my time 

on building and strengthening relationships with our external partners, including 

commissioners, Viaduct, Mastercall, and neighbouring Trusts. I have also begun to jointly 

chair the Greater Manchester Elective Care Reform Programme with Dr Cath Briggs, Chair 

of Stockport CCG. We will be early adopters of the programme and I am excited about what 

this work will open up for the Trust and our partners. It will be a great opportunity for our 

clinical leaders and individuals from across the system to help shape cutting edge 

transformation of local services for the benefit of local people. 

 

We submitted the Safe High Quality Care Improvement Plan to the CQC in January 2019, 
this has been agreed with the CQC as at the Trust’s CQC Engagement Meeting on 7 March 
2019.  The plan, which has been approved by the Quality Committee includes agreed 
actions to address the 12 must do and 42 should do actions.   
 

 

3. 

 

 

AWARDS, EVENTS AND NEWS 

 

 Student Nursing Times Awards - Sarah Booth, practice education facilitor, has been 
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shortlisted for Mentor of the Year and Educator of the Year, while Zoe Ashworth, who 

is now working as a community nurse in Stockport, has been shortlisted for Adult 

Student Nurse of the Year. The winners will be announced on 26 April. 

 HPMA Awards – the Trust has been shortlisted in the Effective Use of Diversity 

category of these national awards. Staff will present their work to a panel of judges 

next month. 

 Veterans Passport – to raise awareness of the work the Trust is doing around the 

Veterans Passport, which was recently presented to the Board of Directors as part of a 

patients story, our staff have held a roadshow in Stepping Hospital and also took part 

in a recent local GP masterclass. 

 Safer Sleep Week – our staff have been out and about in Stepping Hill Hospital and the 

local community sharing information about how to keep babies safe while they are 

asleep as part of this national campaign week. 

 Making Smoking History – to mark national No Smoking Day the Greater Manchester 

Health and Social Care Partnership launched the Making Smoking History campaign 

featuring the stories of ex-smokers from across the region, including Stockport. 

Television advertisements are being shown locally and the Trust is supporting the 

campaign by sharing materials across the Trust and through our social media sites. 

 Masterchef – Panisha Patel, a children’s nurse at Stepping Hill Hospital, is flying the 

flag for the Trust in the popular BBC cookery competition having reached the semi-

finals at the time of writing this report. 

 

VISITS OF INSPECTION / ACCREDITATION / EXTERNAL REQUESTS 
 

 NHS Stockport CCG Quality team have made visits to Bluebell and Devonshire 

throughout February and March.  We received the report from their visit to Critical Care 

in December 2018, the CCG reported their impressions of the Critical Care Unit as being 

a well led, effective and responsive service with a professional, dedicated and 

enthusiastic team.   The CCG considered that the local initiatives we have implemented 

should be shared on a wider footprint, not just across the Trust but across GM to 

celebrate and publicise the great work that is being undertaken on the unit.  The visits 

to Bluebell and Devonshire in February were equally positive, although the final reports 

are awaited. 

 We had a request from Helen Lee, Professional Lead for Patient Experience at NHS 

Improvement to share our Always Events work nationally in recognition of the impact 

our approach is having on patient experience. 

 We received a request to the Trust from Mark Radcliffe, Deputy Chief Nursing Office, 

NHS Improvement to speak at the CNO conference in March 2019 about the positive 

impact our quality approach is having on recruitment and retention at the Trust. 

 GIRFT re-visit to Trauma and Orthopaedics.  The GIRFT team have requested to use us 

as an exemplar site for other Trust’s to visit.  The team were impressed that we had 

maintained our elective work during winter and had sustained protection of the 

Elective Orthopaedic Unit 

 ECIST visit in February 2019, report being for checked for factual prior to release, but 

initial feedback is recorded as noting that since the teams last visit the ED is 

transformed positively since their last visit. 

 PHE Antenatal and Newborn Screening Quality Assurance visit January 2019 

o 4 areas of improvement to implement, with no high risk areas noted 
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 PHE Cervical Screening Quality Assurance visit February 2019 

o Overall positive, with one immediate action relating to the environment 

 

5. RECOMMENDATION  

  
The Board is asked to note the contents of this report 
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The Trust Board is asked to note the performance against the reported 
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The Board report layout consists of three sections:

Executive 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.

Domain 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.
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Chart Summary 
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Executive Summary
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Metrics changing from green to 
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- E.Coli Infection rate  
- Emergency Readmission Rate 
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- Dementia: Finding Question      
 - Emergency C Section Rate  
- Flu vacination rate  
- Diagnostic 6 week standard 
 
 
 
 Areas of notable improvement:  
- Number of STEiS reportabe 
incidents decreased for second 
month in succession  
- Number of medication errors 
reported decreased for 4th 
month in succession, with none 
causing moderate harm or 
above.  
- Elective Income v Plan  
- Agency Spend: distance from 
ceiling.  

Key Changes to the indicators in 
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Print Pages

2

I M S W

Safe
 

C.Diff Infection Rate CN&DQG Jan-19 12.86 9.51 ∆ 11

C.Diff Infection Count (lapses in care) CN&DQG Jan-19 <= 13 * 0 3 ∆ 11

MRSA Infection Rate CN&DQG Jan-19 0.00 0.59 ∆ 12

MSSA Infection Rate CN&DQG Jan-19 5.05 6.73 ∆ 12

E.Coli Infection Rate CN&DQG Jan-19 17.92 17.01 ∆ 13

E.Coli Infection Count CN&DQG Jan-19 <= 31 * 5 32 ∆ 13

Falls: Total Incidence of Inpatient Falls CN&DQG Feb-19 <= 1263 1176 7248 ∆ 14

Falls: Causing Moderate Harm and Above CN&DQG Feb-19 <= 28 26 141 ∆ 14

Pressure Ulcers: Hospital, Avoidable Category 2 CN&DQG Jan-19 <= 11 * 0 12 ∆ 15

Pressure Ulcers: Hospital, Avoidable Category 3 CN&DQG Jan-19 <= 5 * 0 9 ∆ 15

Pressure Ulcers: Hospital, Avoidable Category 4 CN&DQG Jan-19 <= 1 * 0 3 ∆ 16

Pressure Ulcers: Community, Avoidable Category 2 CN&DQG Jan-19 <= 34 * 0 10 ∆ 16

Pressure Ulcers: Community, Avoidable Category 3 CN&DQG Jan-19 <= 9 * 0 5 ∆ 17

Forecast 

Risk
Page 

Report 

Month

Domain Summary

Target
BG PAT

YTDActualIndicator Direction
PAT 

Rating
Exec

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 233 of 230



I M S W

Safe

Pressure Ulcers: Community, Avoidable Category 4 CN&DQG Jan-19 <= 3 * 0 1 ∆ 17

Safety Thermometer: Hospital CN&DQG Feb-19 >= 95% 97.3% 95.8% ∆ 18

Safety Thermometer: Community CN&DQG Feb-19 >= 95% 97.4% 96.2% ∆ 18

Medication Errors: Overall CN&DQG Feb-19 83 1010 ∆ 19

Medication Errors: Moderate Harm and Above CN&DQG Feb-19 <= 4% 0.0% 3.8% ∆ 19

VTE Risk Assessment CN&DQG Jan-19 >= 95% 97.9% 97.1% ∆ 20

Clinical Correspondence COO Feb-19 >= 95% 62.3% 63.5% ∆ 20

Flu Vacination Uptake DoW&OD Feb-19 >= 75% 75.3% ∆ 21

Discharge Summaries MD Feb-19 >= 95% 89.9% 89.7% ∆ 21

∆

∆

∆

∆

Forecast 

Risk

PAT 

Rating
Direction

Report 

Month
Page 

BG PAT
YTD

Domain Summary

Indicator Exec Target Actual

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 334 of 230



Print Pages

1

I M S W

Effective

Patient Safety Incident Rate CN&DQG Feb-19 58.10 ∆ 22

Emergency C-Section Rate CN&DQG Feb-19 <= 15.4% 13.2% 17.1% ∆ 22

Never Event: Incidence CN&DQG Feb-19 <= 0 0 1 ∆ 23

Duty of Candour Breaches CN&DQG Feb-19 4 33 ∆ 23

Stranded Patients COO Feb-19 <= 35% 52.8% 50.4% ∆ 24

Delayed Transfers of Care (DTOC) COO Feb-19 <= 3.3% 4.1% 3.9% ∆ 24

Medical Optimised Awaiting Transfer (MOAT) COO Feb-19 <= 40 93 1067 ∆ 25

Bank & Agency Costs DoW&OD Feb-19 <= 5% 13.0% 11.9% ∆ 25

Mortality: HSMR MD Dec-18 <= 1 1.09 ∆ 26

Mortality: SHMI MD Mar-18 <= 1 0.97 ∆ 26

Mortality: Deaths in ED or as Inpatient MD Feb-19 131 1336 ∆ 27

Mortality: Case Note Reviews MD Feb-19 62 458 ∆ 27

Emergency Readmission Rate MD Dec-18 <= 7.9% 8.0% 8.9% ∆ 28

Direction
Forecast 

Risk

Report 

Month

BG PAT
YTD Page 

Domain Summary

Indicator Exec Target Actual
PAT 

Rating

* Target calculated against Cumulative/YTD performance
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Print Pages

2

I M S W

Caring

Patient Safety Alerts: Completion CN&DQG Feb-19 >= 100% 100.0% 78.9% ∆ 28

DSSA (mixed sex) CN&DQG Feb-19 <= 0 0 4 ∆ 29

Complaints Rate CN&DQG Feb-19 0.8% 0.7% ∆ 29

Complaints: Response Rate 45 CN&DQG Feb-19 >= 95% 57.5% 41.7% ∆ 30

Complaints: Parliamentary &  Health  Service  

Ombudsman Cases
CN&DQG Feb-19 0 10 ∆ 30

Complaints Closed: Overall CN&DQG Feb-19 40 410 ∆ 31

Complaints Closed: Upheld CN&DQG Feb-19 5 98 ∆ 31

Complaints Closed: Partially Upheld CN&DQG Feb-19 23 205 ∆ 32

Complaints Closed: Not Upheld CN&DQG Feb-19 12 107 ∆ 32

Compliments CN&DQG Feb-19 158 582 ∆ 33

Friends & Family Test: Response Rate CN&DQG Jan-19 24.8% 25.6% ∆ 33

Friends & Family Test: Inpatient CN&DQG Jan-19 94.9% 94.8% ∆ 34

Friends & Family Test: A&E CN&DQG Jan-19 86.3% 87.9% ∆ 34
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Rating
Direction
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Caring

Friends & Family Test: Maternity CN&DQG Jan-19 77.3% 94.9% ∆ 35

Staff Friends & Family Test CN&DQG Dec-18 64.2% 71.5% ∆ 35

Diabetes Reviews MD Feb-19 >= 90% 80.0% 79.6% ∆ 36

∆
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∆

∆
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∆

∆
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Print Pages

2

I M S W

Responsive

Dementia: Finding Question CN&DQG Jan-19 >= 90% 91.0% 93.7% ∆ 36

Dementia: Assessment CN&DQG Jan-19 >= 90% 100.0% 100.0% ∆ 37

Dementia: Referral CN&DQG Jan-19 >= 90% 100.0% 100.0% ∆ 37

Serious Incidents: STEIS Reportable CN&DQG Feb-19 12 184 ∆ 38

Litigation: Claims CN&DQG Feb-19 7 68 ∆ 38

Litigation: Key Risk Claims Rate CN&DQG Feb-19 100.0% 100.0% ∆ 39

A&E: 4hr Standard COO Feb-19 >= 95% 71.7% 76.3% ∆ 39

A&E: 12hr Trolley Wait COO Feb-19 <= 0 3 66 ∆ 40

Cancer: 62 Day Standard COO Feb-19 >= 85% 77.6% 78.1% ∆ 40

Referral to Treatment: Incomplete Pathways COO Feb-19 >= 92% 83.5% 84.9% ∆ 41

Referral to Treatment: Incomplete Waiting List Size COO Feb-19 <= 22346 23815 ∆ 41

Diagnostics: 6 Week Standard COO Feb-19 >= 99% 99.7% 99.2% ∆ 42

Elective Activity vs. Plan COO Feb-19 >= -1% -3.2% -3.2% ∆ 42
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Responsive

Elective Income vs. Plan COO Feb-19 >= -1% -1.1% -1.1% ∆ 43

Outpatient Activity vs. Plan COO Feb-19 >= -1% -1.4% -1.4% ∆ 43
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Print Pages

2

I M S W

Efficient / Well Led

Financial Efficiency: I&E Margin DoF Feb-19 <= 2 4 ∆ 44

Financial Controls: I&E Position DoF Feb-19 >= 0% 2.1% ∆ 44

Cash DoF Feb-19 +/- 1% -12.6% ∆ 45

Financial Use of Resources DoF Feb-19 <= 3 3 ∆ 45

CIP Cumulative Achievement DoF Feb-19 >= 0% -14.3% ∆ 46

Capital Expenditure DoF Feb-19 +/- 10% -13.9% ∆ 46

Financial Sustainability DoF Feb-19 <= 2 4 ∆ 47

Sickness Absence Rate DoW&OD Feb-19 <= 3.5% 4.7% 4.4% ∆ 47

Appraisal Rate: Non-medical DoW&OD Feb-19 >= 95% 89.7% 93.2% ∆ 48

Appraisal Rate: Medical DoW&OD Feb-19 >= 95% 98.7% 97.6% ∆ 48

Statutory & Mandatory Training DoW&OD Feb-19 >= 90% 91.3% 90.4% ∆ 49

Workforce Turnover DoW&OD Feb-19 <= 13.94% 13.3% ∆ 49

Staff in Post DoW&OD Feb-19 >= 90% 91.5% 90.4% ∆ 50
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Efficient / Well Led

Agency Shifts Above Capped Rates DoW&OD Feb-19 <= 0 836 10173 ∆ 50

Agency Spend: Distance From Ceiling DoW&OD Feb-19 <= 3% 7.3% 7.3% ∆ 51
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Indicator Detail Report: (All) Chart Ref Loop Count 81
7 1

2

12.86 3

4

5

6
7

8

9

8 10
11

0 12

13

14

15
16

17

18

19

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 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.

Jan-19

Target

C.Diff Infection Count (lapses in care)

During January there was 1 case of Clostridium difficile



Full investigations currently in progress for all cases



The target rate is monitored through the infection prevention & Control 

group



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

cases over the last few months

Actions

Work is continuing with the site coordinator team around isolation of 

patients and updating of the side room database



Following a Clostridium difficile investigation the case is being 

presented to the harm free care panel.



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

importance of timely investigations



Investigation documentation has been reviewed and changed

Actions
Total number of C.Diff infections due to lapses in care.

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

we have had no lapses in care as the cases are still under investigation. Three cases 

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

Chart Area 1

Chart Area 2

C.Diff Infection Rate

Jan-19

<= 13 *

Target

10.19 9.33 9.35 
7.60 6.74 6.77 7.71 

9.11 8.69 
10.54 

11.93 13.32 12.86 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

1 

0 0 0 0 0 0 

1 1 1 

0 0 0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail 20
7 21

22

0.00

23

24

25
26

27

28

297 30

31

5.05

32

33

34
35

36

37

38
39

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.

ActionsJan-19 MSSA Infection Rate

Average number of MSSA infections for every 100,000 bed days, calculated using a 

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

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

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

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

cases



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

rolling occupied bed days per 100, 000 population

Chart Area 4

Jan-19

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

cases of MRSA



The target is monitored through the infection prevention group





Target 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 3

0.89 0.89 0.89 0.89 0.90 0.90 0.91 

0.46 0.46 0.46 0.46 0.46 

0.00 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

8.42 7.55 8.46 8.94 9.43 8.12 7.25 6.83 5.95 
5.04 5.05 5.51 5.05 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail 40
7 41

42

17.92

43

44

45
46

47

48

498 50

51

5

52

53

54
55

56

57

58
59

ActionsE.Coli Infection RateJan-19

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



Following discussions with pathology services a plan has been decided 

on how the clinical review of each case will be achieved prior to 

becoming mandatory in April 2019

Chart Area 5

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

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.

This is monitored through the Infection prevention & control group

Chart Area 6

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 
Target

Total number of E.Coli infections.

ActionsE.Coli Infection CountJan-19

<= 31 *

Target

20.38 18.65 20.03 20.12 19.31 
16.24 15.86 15.48 15.10 16.04 16.52 17.46 17.92 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

4 

2 

5 

1 

3 

1 

3 

1 

4 
3 

4 

7 
5 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail 60
2 61

62

1176

63

64

65
66

67

68

692 70

71

26

72

73

74
75

76

77

78
79

Feb-19 Falls: Causing Moderate Harm and Above Actions

Feb-19 Falls: Total Incidence of Inpatient Falls Actions

Chart Area 7

<= 1263

<= 28

Total number of falls causing moderate harm and above. There have been 2 falls in month resulting in Moderate or above harm to 

the patient. 



Both of these falls are currently under investigation within the Medicine 

and clinical Support BGTarget The Trust has set a target of 25% reduction of in-patient falls resulting in moderate or 

above harm level for 2018/19 in comparison to the previous year. Currently this target is 

on track

Chart Area 8

Total number of Inpatient falls The Trust continues on track to exceed the 10% total reduction target 

set.



February 19 continues the trend noted in December 18 and January 19 

with a month on month reduction in comparative data from the previous 

year (Feb 18- 127 falls; Feb 19- 94 falls).

Target The Trust has set a target of 10% reduction in in-patient falls for 2018/19 in comparison 

to the previous year. Currently this target is being exceeded

265 402 542 

125 242 329 449 547 674 771 878 975 1082 1176 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

9 
14 

19 

1 2 4 5 
10 12 

17 19 21 
24 26 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail 80
9 81

82

0

83

84

85
86

87

88

899 90

91

0

92

93

94
95

96

97

98
99

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

pressure ulcers (PU), with the outcome of 40 hospital incidents still to be 

confirmed.  Although we will not see the 50% reduction that we hoped 

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

reduction cannot be determined until the outcome of all outstanding 

investigations is known. 



A refreshed 3 hour pressure ulcer prevention update session is ongoing 

and is evaluating well.  

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection.

A new categorisation resource and competency package has been 

distributed to all clinical areas.

Medical device tool box training has commenced and a tissue viability 

operational group has been established.

An additional 250 electric profiling beds have been purchased and are 

to be delivered into the Trust by the end of March.

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

lapses in care were identified).This month (January data) there have been 1 category 3 

pressure ulcers reported in the hospital. Avoidable = 0, Unavoidable = 0, TBC =1 . YTD 

= There have been  9 avoidable category 3 pressure ulcers reported.

Chart Area 10

<= 5 *

Total number of avoidable category 2 pressure ulcers in a hospital setting. We have now reached the threshold for numbers of hospital avoidable 

pressure ulcers (PU), with the outcome of 40 hospital incidents still to be 

confirmed.  Although we will not see the 50% reduction that we hoped 

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

reduction cannot be determined until the outcome of all outstanding 

investigations is known. 



A refreshed 3 hour pressure ulcer prevention update session is ongoing 

and is evaluating well.  

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection.

A new categorisation resource and competency package has been 

distributed to all clinical areas.

Medical device tool box training has commenced and a tissue viability 

operational group has been established.

An additional 250 electric profiling beds have been purchased and are 

to be delivered into the Trust by the end of March.

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

lapses in care were identified). This month (January data) there has been a total of 11 

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

= 11 YTD = There have been 12 avoidable category 2 pressure ulcers reported.

Chart Area 9

Jan-19 Pressure Ulcers: Hospital, Avoidable Category 2 Actions

<= 11 *

2 

4 

5 
3 

2 
1 

2 

2 
2 0 

0 
0 

0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed

0 0 

1 0 3 

0 

2 

1 

0 2 1 

0 

0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed
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Indicator Detail 100

9

0

9

0

Total number of avoidable category 2 pressure ulcers in a community setting. We are currently on trajectory to achieve our target for a 50% reduction 

in avoidable pressure ulcers in the community setting, although the 

outcome of 61 incidents is still to be determined. 



- A refreshed 3 hour pressure ulcer prevention update session is 

ongoing and is evaluating well.

- Purpose T screening assessment is now being completed by all 

Podiatry and Specialist palliative care team members.

- Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

- A new categorisation resource and competency package has been 

distributed to all clinical areas.

- Medical device tool box training has commenced and a tissue viability 

operational group has been established

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

lapses in care were identified).This month (January data) there has been a total of 16 

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

TBC =16. YTD = There have been 10 avoidable category 2 pressure ulcers reported.

Chart Area 12

Total number of avoidable category 4 pressure ulcers in a hospital setting. We have now reached the threshold for numbers of hospital avoidable 

pressure ulcers (PU), with the outcome of 40 hospital incidents still to be 

confirmed.  Although we will not see the 50% reduction that we hoped 

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

reduction cannot be determined until the outcome of all outstanding 

investigations is known. 



A refreshed 3 hour pressure ulcer prevention update session is ongoing 

and is evaluating well.  

Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection.

A new categorisation resource and competency package has been 

distributed to all clinical areas.

Medical device tool box training has commenced and a tissue viability 

operational group has been established.

An additional 250 electric profiling beds have been purchased and are 

to be delivered into the Trust by the end of March.

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

lapses in care were identified).This month (January data) there has been no category 4 

pressure ulcers reported in the Hospital. YTD = There have been 3 avoidable category 4 

pressure ulcers reported.

Chart Area 11

<= 1 *

<= 34 *

Jan-19 Pressure Ulcers: Hospital, Avoidable Category 4 Actions

Jan-19 Pressure Ulcers: Community, Avoidable Category 2 Actions

0 

2 0 1 1 1 

0 

0 0 0 0 0 0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed

5 

4 4 

3 
3 

1 2 1 0 
0 

0 

0 
0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed
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Indicator Detail
9

0

9

0

Jan-19 Pressure Ulcers: Community, Avoidable Category 4 Actions
Total number of avoidable category 4 pressure ulcers in a community setting. We are currently on trajectory to achieve our target for a 50% reduction 

in avoidable pressure ulcers in the community setting, although the 

outcome of 61 incidents is still to be determined. 



- A refreshed 3 hour pressure ulcer prevention update session is 

ongoing and is evaluating well.

- Purpose T screening assessment is now being completed by all 

Podiatry and Specialist palliative care team members.

- Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

- A new categorisation resource and competency package has been 

distributed to all clinical areas.

- Medical device tool box training has commenced and a tissue viability 

operational group has been established

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

lapses in care were identified).This month (January data)   there has been one category 

4 pressure ulcers reported in the community.  Avoidable = 0, Unavoidable = 0, TBC =1 

YTD = There have been 1 avoidable category 4 pressure ulcers reported in the 

community.

Chart Area 14

<= 3 *

Total number of avoidable category 3 pressure ulcers in a community setting. We are currently on trajectory to achieve our target for a 50% reduction 

in avoidable pressure ulcers in the community setting, although the 

outcome of 61 incidents is still to be determined. 



- A refreshed 3 hour pressure ulcer prevention update session is 

ongoing and is evaluating well.

- Purpose T screening assessment is now being completed by all 

Podiatry and Specialist palliative care team members.

- Skin inspection mirror with prompts provided to nursing staff to support 

skin inspection 

- A new categorisation resource and competency package has been 

distributed to all clinical areas.

- Medical device tool box training has commenced and a tissue viability 

operational group has been established

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

lapses in care were identified).This month (January data)  there has been one category 

3 pressure ulcer reported in the community Avoidable = 0, Unavoidable = 0, TBC =1 

.YTD = There have been  5 avoidable category 3 pressure ulcers reported.

Chart Area 13

Jan-19 Pressure Ulcers: Community, Avoidable Category 3 Actions

<= 9 *

4 2 

1 
0 

3 

1 
0 

0 1 

0 

0 

0 0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed

3 0 

0 0 0 

0 0 

0 

0 

0 0 

1 

0 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Avoidable

Unavoidable

To Be Confirmed
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Indicator Detail
1

97.3%

1

97.4%

Feb-19 Safety Thermometer: Hospital Actions

Feb-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.

The target has been achieved in month.



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

thermometer. Results for February show that we have achieved 97.4%.

Chart Area 16

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

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

Training presentations were delivered in February and March to the 

ward managers within the business groups and a PowerPoint training 

tool was circulated.



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 February show that we have achieved 97.3%.

Chart Area 15

>= 95%

>= 95%

96.1% 96.5% 

94.8% 95.3% 
94.3% 

96.3% 
95.6% 

94.9% 

96.5% 

95.0% 
95.8% 

97.3% 
96.1% 

97.3% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

96.2% 
97.2% 96.5% 97.0% 

94.2% 
95.1% 95.2% 

96.2% 
97.1% 

95.6% 95.3% 

98.1% 
97.3% 97.4% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
2

83

1

0.0%

Total number of Medication Errors. All medication incidents are reviewed weekly by a trust executive at the 

patient safety summit. 



Medication issues continue to be highlighted in the weekly patient safety 

summit update, which is sent out to staff on a weekly basis.

In the February  staff were reminded about  

             Verbal instruction to a practitioner to administer a previously un-

prescribed medication is not acceptable.

             Security of medicines on the wards

Target Medication errors have reduced for the fifth consecutive month. 

Chart Area 17

Feb-19 Medication Errors: Overall Actions

Feb-19 Medication Errors: Moderate Harm and Above Actions
The percentage of medication errors causing moderate harm and above. The trust is on track to meet the improvement trajectory set, to reduce 

the percentage of medication incidents causing moderate harm or 

above to below 4%.

Target There has been no medication incident causing moderate harm or above, for the second 

consecutive month. 

Chart Area 18

<= 4%

84 84 
68 64 

98 
121 

101 93 
74 

106 97 87 86 83 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

0.0% 

4.8% 

1.5% 
3.1% 

5.1% 5.0% 
6.9% 

3.2% 
4.1% 4.7% 5.2% 

2.3% 

0.0% 0.0% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
1

97.9%

1

62.3%

Feb-19 Clinical Correspondence Actions
The percentage of clinical correspondence typed within 7 days. The Trust wide review of clinical correspondence will  conclude next 

month and an options appraisal will be considered. 

Approval  has been given to outsource a proportion of  letters for typing 

for the specialties that have the longest delays. 

Target The Trust achieved 62.3% against the 95% standard in February.

Chart Area 20

>= 95%

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 19

>= 95%

Jan-19 VTE Risk Assessment Actions

97.2% 
96.8% 96.5% 

97.0% 

96.1% 96.4% 
97.1% 97.0% 97.2% 97.3% 

97.7% 
97.2% 

97.9% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

66.4% 72.6% 71.1% 71.8% 67.6% 60.3% 57.1% 
69.5% 67.7% 58.3% 57.8% 64.7% 63.6% 62.3% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
1

75.3%

1

89.9%

The percentage of staff receiving the flu vaccination. A review of the success of this year's campaign will be undertaken by 

the Workforce Flu Strategy group and will inform plans and arrangement 

for next seasons approach.

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

79.3%.

Chart Area 21

The percentage of discharge summaries published within 48hrs of patient discharge. Discussion at performance reviews. 

Target Step change to consistent achievement at the 90% level, but further work required for 

consistent 95% delivery. 

Chart Area 22

Feb-19 Discharge Summaries Actions

>= 75%

>= 95%

Feb-19 ActionsFlu Vacination Uptake

77.1% 78.5% 78.6% 
64.9% 69.8% 71.7% 74.1% 75.3% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

83.5% 
77.3% 79.5% 

85.3% 
89.0% 88.3% 88.5% 89.6% 90.8% 92.5% 91.0% 89.5% 92.1% 89.9% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
7

58.10

1

13.2%

Feb-19 Emergency C-Section Rate Actions
The percentage of births where the mother was admitted as an emergency and had a c-

section.

The target has been achieved in month. 

Target The emergency caesarean section target is <15.4%

Chart Area 24

Pressure ulcers and falls are the highest category of patient incidents 

reported. 

Actions to address these have been outlined in the report above.

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

month. 

However the rate remains in a range that signifies a good reporting culture

Chart Area 23

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

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

month average number of bed days per 1000.

<= 15.4%

47.21 47.19 47.75 47.64 49.21 50.71 53.44 55.36 57.92 60.28 60.93 60.81 59.76 58.10 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

17.1% 15.6% 17.8% 16.6% 
22.8% 

19.2% 
16.4% 13.8% 

18.3% 16.9% 
19.8% 

12.6% 
17.9% 

13.2% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
2

0

2

4

<= 0

Feb-19

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 occurred in October 2018.

Target There have not been any never events reported in February.

Chart Area 25

Feb-19 Duty of Candour Breaches Actions
Total number of Duty of Candour breaches in month. All patients that have been involved in an incident causing moderate 

harm or above, have had Duty of Candour opened. 



Duty of Candour status is monitored weekly with the Business Groups.  





The incident reporting system has been changed to ensure that staff are 

reminded to open Duty of Candour when an incident has been assessed 

as causing moderate harm or above. 

Target Four  incidents had a delay of opening Duty of Candour which occurred outside the 

internal timeframes. 

Chart Area 26

Never Event: Incidence Actions

0 0 0 0 0 0 0 0 0 

1 

0 0 0 0 #N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

1 
0 

2 

0 
1 

4 4 4 
3 3 3 3 

4 4 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
1

52.8%

1

4.1%

<= 35%

<= 3.3%

Feb-19 Stranded Patients Actions
The percentage of patient that have had a length of stay of 7 days or more.  This is an 

average number calculated using daily snapshot data.

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 Stranded patient numbers have reduced to 25% below the same 

point in time in 2018.



The actions being taken to further improve this position include:



- The Complex Case panel aimed at expediting the transfer or discharge 

of our longest staying patients.

- The focus on "Internal Professional Standards" within the hospital for 

services such as diagnostics, specialty reviews or therapy input.

- The further development of closer working relationship with 

neighbouring Local Authorities and CCGs to help expedite the discharge 

or transfer of non-Stockport based patients.

Target There are early indications of a reduction in the number of stranded patients and, more 

significantly that total bed days associated with this cohort has also reduced.

Chart Area 27

Feb-19 Delayed Transfers of Care (DTOC) Actions
To ensure the number of DToC patients continues to reduce, the 

Integrated Transfer Team have been working closely on the following 

actions:



- The development of a daily DToC dashboard to ensure the position is 

visible.

- The daily patient-level review of DToC patients led by senior members 

of the team to ensure there are plans in place for each and their 

discharge or transfer are being enacted in a timely manner.

- A balancing measure of Length of Stay within the Crisis and Active 

Recovery Teams is being monitored to ensure that delays have not 

been transferred on to these intermediate tier services 

Target The number of DToCs has reduced for the second month in succession and is now at 

4.1% against a target of less than 3.3%

Chart Area 28

50.0% 49.9% 56.5% 45.2% 40.3% 43.3% 47.1% 52.1% 55.0% 51.3% 55.1% 57.1% 56.9% 52.8% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

2.4% 2.6% 
1.8% 2.1% 1.9% 1.7% 

4.9% 4.3% 3.6% 
4.5% 5.2% 

6.1% 
5.2% 

4.1% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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2

93

1

13.0%

<= 40

Feb-19 ActionsBank & Agency Costs

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.

To ensure the number of MOAT patients continues to reduce, the 

Integrated Transfer Team have been working closely on the following 

actions:



- The development of a daily MOAT dashboard to ensure the position is 

visible.

- The daily patient-level review of MOAT patients led by senior members 

of the team to ensure there are plans in place for each and their 

discharge or transfer are being enacted in a timely manner.

Target The number of patients classified as MOAT remains significantly above the Trusts target 

position (less than 40) but has reduced in February.

Chart Area 29

The total bank & agency cost as percentage of the total pay costs The Medicine & CS Business Group bank and agency spend has 

decreased by £39.08K to £823K in February 2019, but continues to 

have the highest spend on bank and agency equating to 35% of the 

Trust overall bank and agency spend and 4.55% of the Trust total 

paybill.



Action continues  to support the growth of the medical bank to reduce 

the reliance on agencies and avoid the commission payments. This is 

supported by on-going increased senior challenge of locum rates and 

requirements at ECP.

Target Bank and agency costs in February 2019 accounted for 12.97% (£2.34M) of the 

£18.08M total pay costs.  This is a £59.2K decrease from the position reported in 

January 2019 (£2.40M).

Chart Area 30

<= 5%

Medical Optimised Awaiting Transfer (MOAT)

Indicator Detail

Feb-19 Actions
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Indicator Detail
4

1.09

4

0.97

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.

Actions as for HSMR

Target SHMI continues to remain just 'below average'. 

Chart Area 32

<= 1

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

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

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

Projects currently under development;

Coding depth 

Palliative care coding review 

Facilitation of patients dying in their preferred place of death. Reviewing 

our pneumonia coding  

Improving clinical outcomes; 

   NEWS 2 

   Sepsis 

   Falls and pressure ulcer management 

   7 day working program. 

   ED flow through winter. 

   Reducing length of stay 

   Learning from deaths. 

Target Deep dive into HSMR undertaken in december. Ratio maintained at static level. 

Chart Area 31

Mar-18 Mortality: SHMI Actions

<= 1

1.04 
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Indicator Detail
2

131

2

62

The total number of case note reviews undertaken of each death in ED or as inpatient Medical Director and Chief nurse now LFD reviewers



10 nurse reviewers now being trained. 

Target Good progress in establishing this process. 

Chart Area 34

Feb-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 Unseasonably warm weather probably contributed to fewer deaths than usual. 

Chart Area 33

Feb-19 Mortality: Case Note Reviews Actions
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Indicator Detail
1

8.0%

1

100.0%

The percentage of Patient Safety Alerts that are completed within their due date. An additional safeguard has been implemented in the quality 

governance team to chase responses in a timely manner to ensure 

compliance with expected timescales.

Target All Safety alerts that were due to be closed within February have been closed within the 

timescale. 

Chart Area 36

>= 100%

Dec-18 Emergency Readmission Rate Actions
The percentage of emergency re-admissions within 28 days following an inpatient 

discharge.

Target 4 consecutive points of improvement, not yet statistically significant but suggests a trend 

in the right direction. 

Chart Area 35

<= 7.9%

Feb-19 Patient Safety Alerts: Completion Actions
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Indicator Detail
2

0

1

0.8%

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 36 complaints were received in February 2019: Integrated Care = 6, Medicine = 13, 

Surgery = 11, WCDS = 5 and Estates & Facilities 1

Chart Area 38

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

February

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

Chart Area 37

Feb-19 Complaints Rate Actions

<= 0

0 0 0 0 0 

4 

0 0 0 0 0 0 0 0 #N/A 
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Indicator Detail
1

57.5%

2

0

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 February 2019, no new referrals were received from the Parliamentary and Health 

Service Ombudsman and no final reports were received in month.

Chart Area 40

>= 95%

Feb-19 Complaints: Response Rate 45 Actions
The percentage of formal complaints responded to within 45 days. 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 timeframeTarget In the month of February 2019, 31 responses were due out in month, 19 of which were 

sent on time resulting in a 61.3% response rate. The business group response rate is as 

follows: Integrated Care: 100%, Surgery: 77.8%, Medicine: 11.1% and WCDS: 60%

Chart Area 39

Feb-19 Complaints: Parliamentary &  Health  Service  Ombudsman Cases Actions
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Indicator Detail
2

40

2

5

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 and requests that this is always shared 

with the complainant.

Target For February 2019, 5 cases were upheld out of the 40.

Chart Area 42

Feb-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 February 2019 40 cases were closed overall. Integrated care = 10, Medicine = 5, 

Surgery = 17, WCDS = 7, Estates & Facilities = 1

Chart Area 41

Feb-19 Complaints Closed: Upheld Actions
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Indicator Detail
2

23

2

12

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 February 2019, 12 of the cases were not upheld of the 40 closed.

Chart Area 44

Feb-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 February 2019, 23 of the cases were partially upheld of the 40 closed.

Chart Area 43

Feb-19 Complaints Closed: Not Upheld Actions
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Indicator Detail
2

158

1

24.8%

The percentage of eligible patients completing an FFT survey. Although there is no national indicator for response rate, Business 

Groups, wards and departments are encouraged to ensure as many 

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

triangulate the information with other patient feedback mechanisms.

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

the Trust for care.

Chart Area 46

Feb-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. 



The matron for patient experience and quality improvement continues to 

work with business groups and wards to ensure compliments are being 

captured on the Datix system. 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.

Target For February 2019, 158 compliments have been received by the Trust.

Chart Area 45

Jan-19 Friends & Family Test: Response Rate Actions
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Indicator Detail
1

94.9%

1

86.3%

The percentage of surveyed A&E patients who are extremely likey or likely to 

recommend the Trust for care.

The top 3 themes collected (number of responses in brackets) by 

Healthcare Communications for ED patients for FFT in January are:



Positive: 

1. staff attitude (555)

2. Implementation of care (207)

3. Waiting time (194)



Negative:

1. Waiting time (81)

2. Staff Attitude (67)

3. Environment (52)





The Patient Experience Group and Patient Experience Action Group 

monitor results on a monthly basis.

Target The percentage of surveyed patients attending ED who are extremely likely or likely to 

recommend the Trust for care.

Chart Area 48

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

the Trust for care.

The top 3 themes (number of responses in brackets)collected by 

Healthcare Communications for Inpatients for FFT in January are:



Positive:

1. Staff attitude (532)

2. Implementation of care (285)

3. Environment (161)



Negative:

1. Staff attitude (8)

2.  Implementation of care (7)

3. Communication (6)



The Patient Experience Group and Patient Experience Action Group 

monitor results on a monthly basis.

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

the Trust for care.

Chart Area 47

Jan-19 Friends & Family Test: A&E Actions
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Indicator Detail
1

77.3%

1

64.2%

The percentage of all surveyed staff who are extremely likely or likely to recommend the 

Trust for care.

Actions

  -  Agenda item on the Cultural engagement group (CEG)

  -  Cultural ambassadors to promote

  -  Extensive communication plan to commence regarding the staff 

survey in particular

  -  To explore exit interviews and leavers information to make positive 

changes

  -  To support new staff in the trust with initiatives such as preceptor 

ship and buddies

  -  Celebrating Stockport- with staff initiatives such as Celebration of 

achievements

Target The overall trust staff response rate for the Friends and Family test is 64.00%.This data 

was taken from the national staff survey for Qtr 3 where 598 staff responded.

Chart Area 50

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

recommend the Trust for care.

The top 3 themes (number of responses in brackets) collected by 

Healthcare Communications for Maternity  for FFT in January are:



Positive:

1. staff attitude (88)

2. Implementation of care (52)

3. Communication (34)



Negative:

There were zero negative responses



The Patient Experience Group and Patient Experience Action Group 

monitor results on a monthly basis.

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

recommend the Trust for care.

Chart Area 49

Dec-18 Staff Friends & Family Test Actions
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Indicator Detail
1

80.0%

1

91.0%

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

whom case finding is applied.

No actions required. 

Target Target achieved in this month.

Chart Area 52

>= 90%

>= 90%

Feb-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.

Diabetes team currently developing medium term plan following 

resignation of one of our three consultants. Support and restructure of 

the team is planned, with close monitoring of all diabetes metrics / 

performance. 

Target A marginal improvement on last month, but short of the 90% standard.

Chart Area 51

Jan-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 as the target has been reached. 

Target Required target for this month has been met.

Chart Area 54

>= 90%

Jan-19 Dementia: Assessment Actions
The percentage of eligible patients who, if identified as potentially having dementia or 

delirium, are appropriately assessed.

No actions required as the target was met. 

Target Target reached for this month.

Chart Area 53

>= 90%

Jan-19 Dementia: Referral Actions
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Indicator Detail
2

12

2

7

Total number of claims opened in month. The process for investigating the claims received has commenced in 

line with policies and procedures.

Target There were seven claims opened in February. 

       4 medical negligence claims    

       2 employment liability claims    

       1 public liability claim   

Chart Area 56

Feb-19 Serious Incidents: STEIS Reportable Actions
The total number of STEIS reportable incidents. Investigations are underway in accordance with trust policy.



6 cases related to the development of pressure ulcers;  

           4  were category 3 pressure ulcers

           2 were category 4 pressure ulcers.

3 cases related to  the divert of maternity services  due to increased 

activity and reduced staffing levels

2 cases related to patients meeting  the criteria of a 12 hour breach.

1 cases related to a power outage.

Target There were 12  Incidents reported to StEIS in February .

All serious incidents have been reviewed by the Chief Nurses & Director of Quality 

Governance and the Medical Director

Chart Area 55

Feb-19 Litigation: Claims Actions
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Indicator Detail
1

100.0%

1

71.7%

The percentage of patients who were admitted, discharged, or leave A&E within 4 hours 

of their arrival.

The Urgent Care Delivery Board continues to monitor progress against 

the 4 work streams; Stay well; Home first; Patient Flow & Discharge. 



The ED capital scheme is progressing with hand over of the front end 

changes complete. The 4 new majors cubicles are scheduled to come 

on line on 25th April 2019.



Local transformation in Urgent Care will be presented as a draft paper to 

EMG in March and in final form on April 2nd.

Target Performance against the 4hr standard improved slightly in February. Early indication is 

that further improvement will be seen in March.

Chart Area 58

>= 95%

Feb-19 Litigation: Key Risk Claims Rate Actions
The percentage of claims opened in month that are related to key risk areas. Key risk claims include

      Obstetrics

      Slips, trips and falls

      Failure tor delay in diagnosis

      Failure or delay in treatment



The claims settled this month included 

       A delay in diagnosis

       A delay in treatment

       A fall

Target In February, three claims were settled. 

Chart Area 57

Feb-19 A&E: 4hr Standard Actions
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Indicator Detail
2

3

1

77.6%

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

within 62 days of their GP referral.

 The cancer action plan continues to be enacted. An update paper was 

received by the Finance and Performance Committee, noting the 

progress and trajectory for improvement in 2019/20



The Trust is working closely with GM Cancer colleagues who recently 

visited the Trust to discuss transformational funding and available 

support once new project managers are in post.

Target The Trust performance showed an improvement from the January position.



Referrals continue to be significantly greater than last year.

Chart Area 60

>= 85%

Feb-19 A&E: 12hr Trolley Wait Actions
Total number of patients whose decision to admit from A&E was over 12 hours from 

their actual admission.

Escalation and process protocols have been approved and are in place. 

To date no 12 hour waits have occurred in March



Each breach is subject to a Serious Incident Investigation. Early 

indications suggests no harm to the patients.Target There were 3 breaches of the 12 hour standard reported in February. 

Chart Area 59

<= 0

Feb-19 Cancer: 62 Day Standard Actions

51 

25 

78 

7 0 0 0 2 7 
18 13 

3 
13 

3 #N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

83.5% 86.2% 93.8% 88.0% 
72.5% 80.4% 80.5% 78.9% 86.1% 

72.2% 69.7% 
85.2% 

70.5% 77.6% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

4071 of 230



Indicator Detail
1

83.5%

2

23815

The total number of patients on an open pathway. The roll-out of referral vetting , Advice & Guidance and Patient Initiated 

Follow-up continues across the specialties



Masterclass training sessions are being created and will be rolled out to 

all relevant staff to consolidate knowledge and understanding of 

pathway management.



The improvement trajectory for 2019/20 has been approved by NHSI 

which will see compliance by the end of Q3 

Target The waiting list size reduced slightly between January and February.

Chart Area 62

<= 22346

Feb-19 Referral to Treatment: Incomplete Pathways Actions
The percentage of patients on an open pathway, whose  clock period is less than 18 

weeks.

The improvement trajectory for next year has been agreed which sees a 

90% achievement by the end of Q3.



The roll-out of referral vetting , Advice & Guidance and Patient Initiated 

Follow-up continues across the specialties



Masterclass training sessions are being created and will be rolled out to 

all relevant staff to consolidate knowledge and understanding of 

pathway management.



Target Performance against the Incomplete standard improved slightly in February.

Chart Area 61

Feb-19 Referral to Treatment: Incomplete Waiting List Size Actions

>= 92%
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Indicator Detail
1

99.7%

5

-3.2%

The percentage variance between planned elective activity and actual elective activity. The Business Groups have provided detailed elective activity plans for 

2019/20 . They will be monitored against delivery on a weekly basis 

through the performance wall and monthly via performance reviews. To 

date the business groups are predicting delivery of Month 1 2019/20

Target Elective activity was above plan in month but remains behind for the full year to date.

Chart Area 64

>= 99%

>= -1%

Feb-19 Diagnostics: 6 Week Standard Actions
The percentage of patients refered for diagnostic tests who have been waiting for less 

than 6 weeks.

Options to increase capacity in Echocardiography are being explored to 

off-set acute sickness absence and maternity leave.



The Trust has previously recognised the difficulties recruiting to this 

workforce and is looking to explore new approaches to delivery. This will 

be considered by the executive team in April

Target The diagnostic standard was met in February, however, a significant risk has been 

identified that March will not be achieved due to the high number of Echocardiograms 

waiting appointments.

Chart Area 63

Feb-19 Elective Activity vs. Plan Actions

99.9% 99.8% 

98.7% 
99.4% 

98.7% 98.4% 

99.6% 99.3% 
99.7% 99.7% 99.5% 

98.8% 
98.3% 

99.7% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

-7.5% 
-8.4% -8.8% 

-3.3% 
-2.4% 

-3.4% 
-4.5% -4.8% -5.6% -5.0% 

-4.1% -4.1% -3.7% -3.2% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
5

-1.1%

5

-1.4%

The percentage variance between planned outpatient activity and actual outpatient 

activity.

The two-way text reminder has commenced and in the first month there 

has been a positive impact on DNAs.

Target With the exclusion of Anti-coagulation,  Outpatient activity exceeded plan in February 

and would be ahead of the year to date plan. 

Chart Area 66

>= -1%

Feb-19 Elective Income vs. Plan Actions
The percentage variance between planned elective income and the actual elective 

income.

Business Group performance continues to be closely monitored via the 

Executive Performance Review meetings and weekly performance wall.

Target Income variance has improved in month and is now only just outside the 1% variance 

target at -1.1%.

Chart Area 65

>= -1%

Feb-19 Outpatient Activity vs. Plan Actions

-7.3% 
-9.2% -10.1% -9.8% 

-1.3% -3.4% 
-5.0% 

-3.0% 
-4.4% -4.7% -4.0% -3.5% -3.2% -1.1% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

-1.4% 
-2.2% 

-3.2% 

-0.1% 
1.4% 

0.2% 

-1.5% 

-3.3% 
-2.5% 

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

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

4374 of 230



Indicator Detail
2

4

5

2.1%

The percentage variance between planned financial position and the actual financial 

position.

As the Trust is favourable against the financial plan at this stage of the 

financial year, the Trust is scoring a 1 (best) under the NHSI use of 

resources (UoR) metric within the Single Oversight Framework. 



The mitigated forecast out-turn for the Trust has improved in line with 

the planned deficit, and there continues to be significant assurance that 

the operational plan will be delivered at the end of 2018/19.  The grip 

and control actions undertaken across the business groups are having a 

positive impact and forecast winter spend remains within the expected 

envelope, and the Trust feels secure in confirming the forecast out-turn 

position for the financial year.  This has been further supported through 

non recurrent mitigations and one off accounting provisions which will 

not be available in 2019/20.



Target The Trust has lost of £31.5m with one month to go in the financial year, an average loss 

of £94,000 per day. The planned deficit was £22.2m so this is £0.7m favourable to the 

profiled plan. The Trust is reporting significant assurance on the delivery of this metric.

Chart Area 68

>= 0%

Feb-19 Financial Efficiency: I&E Margin Actions
A calculated score based on the Income & Expenditure surplus or deficit against total 

revenue.

The financial outlook for the Trust remains difficult; in the twelve months 

to 31st March 2019 the Trust is planning a loss of £34m (£93,000 per 

day) even after the achievement of a £15.0m CIP. 



The Trust has delivered a deficit of £31.5m with one month to go in the 

2018/19 financial year. This is slightly favourable to plan; however it 

does not represent a sustainable financial position for the Trust. 



The underlying position continues to be monitored by NHSI through the 

Enhanced Financial Oversight and Use of Resources processes, and is 

working closely with colleagues to improve the underlying run-rate. The 

Trust has accepted a control total offer for 2019/20 from NHS 

Improvement to support the journey to break even, and as part of 

planning for the year ahead.

Target The Trust's 2018/19 Operational Plan does not deliver the target of a score of a 2 or 

better, as the planned deficit of £34m is a deficit of 12%.  To improve from a 4 to a 3 the 

planned deficit would need to be within 1% of planned operating income. 

Chart Area 67

Feb-19 Financial Controls: I&E Position Actions

<= 2

4 4 4 4 4 4 4 4 4 4 4 4 4 4 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

3.4% 5.0% 

19.9% 

2.3% 1.6% 1.9% 2.3% 3.3% 0.9% 0.9% 2.2% 2.5% 2.2% 2.1% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
5

-12.6%

2

3

A calculated score based on capital service capacity, liquidity, income & expenditure 

margin, distance from financial plan, and agency spend.

For the three metrics on financial sustainability and financial efficiency 

the Trust scores a 4 (worst). This is not expected to change. The Trust 

remains in breach of the agency ceiling so this score is a 2 (second 

best).

Target The Trust’s overall Use of Resources (UOR) score under the Single Oversight 

Framework is a 3, classified by NHSI as triggering significant concerns.

Chart Area 70

+/- 1%

<= 3

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

to-date.

Cash in the bank on 28th February was £8.1m, which is £1.4m more 

than last month. Although the Trust is in a revenue financing situation 

this is higher than the present minimum cash balance to be maintained. 





The Trust borrowed £3.3m in February, increasing the total borrowed to 

date to £18.9m. A further £5.5m has been requested for March, which 

will make the total borrowed for the financial year to 31st March 2018 

£24.4m.  Cash borrowing is £2.0m less than the £26.4m anticipated 

borrowing in financial year to 31st March 2019. 



The cash action group continues to monitor a series of actions which 

maximises the cash position of the Trust and these are enhanced during 

March in order to agree as many debtor and creditor positions as 

possible for the financial year end.

Target Cash in the bank on 28th February 2019 was £8.1m. The graph shows that the Trust 

has accessed borrowing each month since September 2018. The forward risk is 

forecasted as a green, as the Trust has applied and received confirmation of revenue 

support.

Chart Area 69

Feb-19 Financial Use of Resources Actions

-100.0% -100.0% -100.0% 

0.0% 0.0% 0.0% 

-100.0% -100.0% 
-75.7% 

-55.5% 
-15.7% -16.7% -13.5% -12.6% 
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Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

3 3 3 3 3 3 3 3 3 3 3 3 3 3 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
5

-14.3%

5

-13.9%

The percentage variance between planned capital expenditure and the actual capital 

expenditure.  Capital expenditure includes such things as buildings and equipment.

The major variance for equipment is £0.7m for the gamma camera 

project which has been reforecast to complete in March 2019. Building 

work to modify the room for the equipment has commenced and the 

service has been temporarily diverted to other hospitals. Estates 

projects are also behind plan but the Trust is confident that these 

projects will deliver within £0.2m of plan by the end of the financial year. 



The full funding of Healthier Together schemes is fundamental to the 

delivery of the capital programme, but these will not be incurred in the 

current financial year, so as a result the Trust’s capital plan will show a 

variance for the Healthier Together schemes later in the year. The 

Trust’s overall capital plan will reduce to £10.1m for 2018/19.

Target Capital costs of £7.2m have been incurred to date against a plan of £8.6m so is £1.4m 

behind plan. 

This relates to equipment which is £0.8m behind plan and estates schemes which are 

£0.8m underspent.

Chart Area 72

+/- 10%

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

achievement.

The challenge to deliver recurrent CIP remains paramount for the Trust.  

Continued reliance on non-recurrent measures to achieve financial 

positions in the current and previous years mean that the financial 

outlook for 2019-20 and beyond remains extremely challenging.  



The CIP required in 2019/20 is £14.2m, and expenditure needs to 

reduce from 1st April 2019.  Achieving the full value of the planned cost 

reduction is vital to the Trust reaching the control total and associated 

£24.5m of external support funding in 2019/20.  This will be a significant 

challenge for the organisation in reducing the underlying deficit level, 

and the cash position of the Trust.



Business groups plans are in various stages of development and are 

being overseen at the weekly Clinical Services Efficiency group.

Target The Cost Improvement Programme (CIP) is £1.9m behind the profiled plan to date with 

£11.1m delivered to date. £11.9m of CIP has been delivered against the £15.0m in year 

target. The unidentified gap remains at £2.3m.

Chart Area 71

>= 0%

Feb-19 Capital Expenditure Actions

-10.9% -14.3% -19.9% 

-53.2% 

-17.9% 
-2.5% -0.9% -4.1% -0.6% 11.8% 1.5% -0.1% -6.3% 

-14.3% 
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Indicator Detail
2

4

1

4.7%

The percentage of staff on sickness absence, based on whole time equivalent. The unadjusted cost of sickness absence in February 2019 is £498,977; 

a decrease of £133,376 from the adjusted figure of £632,353 in the 

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



The unadjusted short term sickness for March 2018 to February 2019 is 

1.48%.  The long term sickness for the same period is 3.21%.   



The top three reasons remain stress/anxiety, back/muscular skeletal 

problems including injury/fracture, and cough/cold/influenza 

respectively.



Estates & Facilities Business Group has seen the highest increase 

(0.43%) on the previous month.  Corporate Services has seen the 

highest decrease (1.44%).  



Estates & Ancillary staff group has the highest sickness increase on the 

previous month (0.40%).  A detailed case review and deep dive has 

been conducted to ensure appropriate support is in place. Urgent and 

Emergency Care have a dedicated HR support focussing on supporting 

Target The in-month unadjusted sickness absence figure for February 2019 is 4.69%; a 

decrease of 0.69% compared to the adjusted January 2019 figure of 5.38%. 

The sickness rate for comparison in February 2018 was 4.46%.  The 12-month rolling 

sickness percentage for the period March 2018 to February 2019 is 4.40%.

Chart Area 74

<= 3.5%

Feb-19 Financial Sustainability Actions
A calculated score based on the Capital Service Capacity (the degree to which the 

Trust's generated income covers its financial obligations) and Liquidity in days (the 

number of days of operating costs held in cash or cash-equivalent).

Target For the two metrics on financial sustainability the Trust scores a 4 (worst). This is not 

expected to change.

Chart Area 73

Feb-19 Sickness Absence Rate Actions

<= 2

4 4 4 4 4 4 4 4 4 4 4 4 4 4 

#N/A 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

4.5% 4.5% 4.2% 4.0% 4.0% 4.0% 4.4% 4.5% 4.4% 4.3% 4.3% 4.7% 5.4% 4.7% 

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

Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19
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Indicator Detail
1

89.7%

1

98.7%

The percentage of medical staff that have been appraised within the last 15 months. Medical appraisal rate continues to be above Trust target.

Target The medical appraisal rate for February 2019 is 98.74%, an increase on the last month’s 

figure of 98.07% and above the Trust target of 95%. 

Chart Area 76

>= 95%

>= 95%

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

months.

Mid month  reports continue to be provided to give staff & managers 

time to address compliance issues. 



A task and finish group has been established to review the appraisal 

process, ensuring an improved staff experience and a reporting 

mechanisms.  

Target The appraisal rate has decreased this month to 87.7% despite repeated reminders mid 

month to the business group Directors  to highlight staff that are non compliant.

Chart Area 75

Feb-19 Appraisal Rate: Medical Actions

93.4% 93.7% 94.4% 95.1% 95.0% 94.5% 94.7% 94.5% 93.3% 92.7% 
94.3% 

90.8% 90.2% 89.7% 
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Indicator Detail
1

91.3%

6

13.3%

Feb-19 Statutory & Mandatory Training Actions
The percentage  of statutory & mandatory training modules showing as compliant. This is due the commitment of staff to complete the core skills and 

learning and development offering diverse ways of completing the 

training.

Feb-19 Statutory and Mandatory training has again achieved the compliance standard in 

February 2019 (91.32%). 

Chart Area 77

>= 90%

Feb-19 Workforce Turnover Actions
The percentage of employees leaving the Trust and being replaced by new employees. The top adjusted leaving reasons are: Relocation 15.95%, Work Life 

Balance/Dependents 15.31%, Retirement 14.51%, and Promotion 

14.51%.



Integrated Care has the highest overall turnover rate at 19.01%, and 

when adjusted is 17.58%.  Of the 201 permanent headcount leavers 

within the last 12-months in this Business Group, 84 (42%) are in Urgent 

Response, from which 50 (60%) are Registered Nurses, and the two 

highest reasons given are relocation and other.  Work with the Business 

Group to identify the 'other' reasons will be undertaken and focus on the 

proportion of staff leaving within the first 2 years to improve retention.



Of the Trust adjusted permanent headcount leavers from March 2018 to 

February 2019; 37.06% have no further employment, reflective of the 

retirements and work life balance/dependents reasons, and 31.10% 

have moved to other NHS organisations.

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

February 2019 is 13.30%.  The adjusted rolling 12-month permanent headcount 

turnover figure for the period to February 2019 is 12.38%, both of which fall below the 

Trust target.

Chart Area 78

<= 13.94%
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Indicator Detail
1

91.5%

2

836

<= 0

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

establishment.

Integrated Care has the highest percentage vacancy rate at 13.50% 

(160.91 FTE vacancies).  Medicine & Clinical Support has a vacancy 

rate of 8.42% (100.25 FTE). 



The staff in post, compared to establishment equates to a Registered 

Nursing and Midwifery vacancy position of 158.41 FTE.  There were 18 

registered nursing and midwifery leavers (excluding flexi retirements), 

and 14 new starters in February 2019. A review of the reporting of 

vacancies has commenced in March, with a view to changing the way in 

which this is reported from April; in that we will provide the vacancy 

figure (as detailed above) but will off set this with the recruitment 

activity; thus providing a wider view of the vacancy position.

Target The Trust staff in post figure for February 2019 is 91.86% of the establishment, which is 

an increase of 0.39% from 91.47% the previous month.  

Chart Area 79

Feb-19 Agency Shifts Above Capped Rates Actions

>= 90%

Number of agency shifts above above the provider spend cap. Medicine & Clinical Support had the highest number of agency cap 

breaches with an average of 86 shifts per week; however, this is a 

decrease of 9 shifts per week compared to January.  Integrated Care 

saw an increase from 59 shifts per week in January to 66 in February.  

WC&D saw an increase since January from 7 shifts per week to 18 

driven by an increase of medical locums in O&G and Pathology.



The total number of agency shifts worked in this period, including shifts 

under cap, was 1,665 – an average of 416 per week.  This is an 

average increase of 31 shifts per week compared to January.   There 

were a total of 186 shifts paid at or above £100 per hour, which required 

Chief Executive approval, which is an average of 46 shifts per week, 

compared to 35 shifts per week in January.



A paper was approved at WEG in February to use NHSP for booking 

bank and agency workers for admin roles. Preliminary work will begin in 

March with a view to go live in June/July 2019.

Target A total of 836 shifts were paid above the NHSI cap rate during the 4 week period from 

28th January to 24th February 2019.; equating to an average of 209 shifts per week - an 

increase of 14 shifts per week compared to January’s position; but a decrease of 25 

shifts per week compared to February 2018.  

Chart Area 80
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Indicator Detail5

7.3%

Feb-19 Agency Spend: Distance From Ceiling Actions
The percentage variance between Trusts expenditure on agency and external locums 

across all staff groups and the cap set by NHSi.

Actions remain in place to reduce the level of spend and the current 

forecast for the end of the year is £11.2M, exceeding the agency ceiling 

of £10,534,000 for 2018/2019.



Specialties that are unable to attract substantive candidates, which are 

significantly staffed by agency workers, to be considered in the context 

of the service review and CSEP processes to understand if changes to 

the service model should be made. 



Additional scrutiny through ECP and CEO approval processes have 

resulted in  number of improved rates being agreed.

Target Agency spend was 4.46% of total pay expenditure, a figure of £806K. In month 11 the 

Trust spent £806,000 in total, £481,000 on medical agency and £292,000 on non-

medical, clinical agency. This is a further month of reduced spend, under forecast, 

reflecting the collective effort to contain agency spend within the ceiling. 

Chart Area 81

<= 3%
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2.4% 

-1.3% 
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9.0% 7.0% 8.6% 
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AMU 4,092 3,282 3,348 3,138 3,720 2,752 3,069 2,872 80.2% 93.7% 74.0% 93.6% 1530 3.9 3.9 7.9 0 0 0 0

Clinical Decisions Unit 372 372 372 372 341 341 341 341 100.0% 100.0% 100.0% 100.0% 139 5.1 5.1 10.3 0 0 0 0

D4 1,163 1,020 791 708 682 671 682 682 87.7% 89.6% 98.4% 100.0% 465 3.6 3.0 6.6 0 0 0 0

A3 1,442 1,255 977 917 1,023 880 682 671 87.1% 93.9% 86.0% 98.4% 740 2.9 2.1 5.0 0 0 0 0

A10 2,888 2,318 2,046 2,136 2,046 1,738 1,364 1,353 80.3% 104.4% 84.9% 99.2% 770 5.3 4.5 9.8 0 0 0 0

A11 1,581 1,361 1,628 1,448 682 637 682 638 86.1% 88.9% 93.4% 93.5% 812 2.5 2.6 5.0 0 0 0 0

A12 1,907 1,865 1,442 1,495 682 682 1,023 1,177 97.8% 103.7% 100.0% 115.1% 539 4.7 5.0 9.7 0 0 0 0

B4 1,209 1,190 713 668 682 682 682 770 98.4% 93.6% 100.0% 112.9% 467 4.0 3.1 7.1 0 0 0 0

B2 1,209 894 605 791 682 682 682 682 73.9% 130.8% 100.0% 100.0% 497 3.2 3.0 6.1 0 0 0 0

B6 1,442 1,217 1,302 1,271 682 715 1,023 1,034 84.4% 97.6% 104.8% 101.1% 655 2.9 3.5 6.5 1 0 0 0

Bluebell Ward 1,209 1,167 2,077 2,029 682 652 682 580 96.5% 97.7% 95.6% 85.0% 686 2.7 3.8 6.5 0 0 0 0

C4 1,209 887 605 1,079 682 693 682 814 73.3% 178.4% 101.6% 119.4% 480 3.3 3.9 7.2 3 0 0 1

Coronary Care Unit 837 844 465 410 682 737 341 308 100.9% 88.2% 108.1% 90.3% 149 10.6 4.8 15.4 0 0 0 0

Devonshire Centre for 

Neuro-Rehabilitation
1,070 1,070 2,000 1,934 682 682 682 759 100.0% 96.7% 100.0% 111.3% 493 3.6 5.5 9.0 0 0 0 0

E1 1,940 1,460 2,310 2,235 1,023 847 1,364 1,375 75.3% 96.8% 82.8% 100.8% 968 2.4 3.7 6.1 0 0 0 0

E2 2,279 2,243 1,581 1,972 1,023 989 1,023 1,364 98.4% 124.8% 96.7% 133.3% 1028 3.1 3.2 6.4 0 0 0 0

E3 2,279 2,272 1,581 1,581 1,023 990 1,023 1,331 99.7% 100.0% 96.8% 130.1% 1064 3.1 2.7 5.8 0 0 0 0

Safety Thermometer
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midwives/nurses
Non-registered

Registered 

midwives/nurses
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A1 1,395 1,328 1,209 1,157 1,023 979 682 675 95.2% 95.7% 95.7% 98.9% 774 3.0 2.4 5.3 0 0 0 2

B3 935 941 837 885 682 693 682 814 100.6% 105.7% 101.6% 119.4% 518 3.2 3.3 6.4 0 0 0 0

C6 935 1,139 1,104 1,176 682 924 682 1,100 121.8% 106.5% 135.5% 161.3% 624 3.3 3.6 7.0 0 0 0 0

D1 1,679 1,379 1,349 1,355 682 671 1,023 1,078 82.2% 100.4% 98.4% 105.4% 684 3.0 3.6 6.6 0 0 0 0

D2 1,619 1,366 1,442 1,720 682 616 682 1,188 84.4% 119.3% 90.2% 174.2% 589 3.4 4.9 8.3 0 0 0 0

D6 1,307 1,236 1,044 760 682 638 682 671 94.6% 72.8% 93.5% 98.3% 631 3.0 2.3 5.2 0 0 0 0

M4 1,224 1,068 977 833 682 682 572 473 87.3% 85.3% 100.0% 82.7% 363 4.8 3.6 8.4 0 0 0 0

SAU 1,836 1,734 729 603 1,023 899 682 583 94.4% 82.7% 87.9% 85.5% 487 5.4 2.4 7.8 0 0 0 0

Short Stay Surgical Unit 1,851 1,617 797 753 869 821 682 706 87.4% 94.5% 94.5% 103.5% 607 4.0 2.4 6.4 0 0 0 0

ICU & HDU 4,689 4,167 372 360 4,092 3,924 341 341 88.9% 96.8% 95.9% 100.0% 344 23.5 2.0 25.6 1 0 0 0

Birth Centre 930 810 465 443 620 590 310 310 87.1% 95.2% 95.2% 100.0% 22 63.6 34.2 97.8

Delivery Suite 2,790 2,663 465 435 1,860 1,810 310 310 95.4% 93.5% 97.3% 100.0% 237 18.9 3.1 22.0

Maternity 2 1,628 1,628 930 878 682 682 341 321 100.0% 94.4% 100.0% 94.1% 519 4.4 2.3 6.8

Jasmine Ward 930 925 465 465 620 620 0 0 99.5% 100.0% 100.0% na 217 7.1 2.1 9.3 0 1 0 0

Neonatal Unit 2,325 1,995 0 0 1,628 1,397 0 0 85.8% na 85.8% na 407 8.3 0.0 8.3 0 0 0 0

Tree House 3,255 2,880 465 465 2,170 2,036 0 0 88.5% 100.0% 93.8% na 567 8.7 0.8 9.5 0 0 0 0

57,449 51,587 36,487 36,465 35,698 33,351 23,698 25,320 89.8% 99.9% 93.4% 106.8% 19072 4.5 3.2 7.7 5 1 0 3

Registered 

midwives/nurses
Non-registered

Registered 
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Non-registered
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Safer Staffing Report

The lowest RN staffing levels during the day were on Ward C4 at 73.3%. 

This has been supported by an increase in non-registered staff to 178.4%. There are 

never less than 2 RN on duty.  The business group is reviewing the harm free care 

metrics that have been reported for this ward in month and are requested to report 

back findings to the Chief Nurse in light of results.

The lowest RN night staffing levels are reported on Ward AMU at 74.0%.  .  Closely 

supported by business group Matron and Associate Nurse Director who closely 

review harm free care metrics alongside staffing levels to assure safe care.  

Successful recruitment events have been ongoing with RNs awaiting start dates 

after completed HR processes. 

The lowest non registered staffing levels for day duty is on Ward D6 at 72.6%.  This 

is supported by RN levels at 94.6%.  The ward is closely monitored by business 

group Matrons; recruitment for non-registered staff is on-going with start dates 

awaited for those recruited.  Harm free care metrics are reviewed alongside staffing 

levels.

The lowest levels of non-registered night duty staffing at 82.7% on M4 which is 

supported by 100% RN levels.   The ward establishment has been recently 

restructured.  Some further alignment within the business group of non-registered 

establishment is on-going to support safe staffing levels.  The business group closely 

monitors the ward and review harm free care metrics alongside staffing levels.

PERFORMANCE AGAINST PREVIOUS MONTHTRENDAGGREGATE POSITION
December  89.8%

November 89.9%

October 87.9%

89.8% of expected Registered Nurse hours were 

achieved for day shifts.  This is the 5th Month that 

staffing has been below the 90% benchmark.  

Any Registered Nurse numbers that fall below 

85% are required to have a business group review 

& an update of actions provided to the Chief 

Nurse & Director of Quality & Deputy Chief Nurse.

BOARD PAPERS – Quality, Safety & Experience Section : Decemeber 2018
DESCRIPTION

Non-registered staff monthly:

Expected hours by shift versus actual 

monthly hours per shift.

Day time shifts only.

Non-registered staff monthly:

Expected hours by shift versus actual 

monthly hours per shift.

Night time shifts only.

December 99.9%

November 104.0%

October 100.6%

December 106.8 %

November 108.9%

October 108.2%

 

 

99.9% of expected Non-registered hours were 

achieved for day shifts. 

106.8 % of expected Non-registered hours were 

achieved for night shifts.  For areas with over 

100% staffing levels for non-registered staff this is 

reviewed & is predominately due to wards 

requiring 1:1 support for patients following a risk 

assessment or to support Registered Nurses 

staffing numbers when there are unfilled RN 

shifts. 

Registered Nurses 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.

December 93.4%

November 93.4%

October 91.2%

93.4% of expected Registered Nurse hours were 

achieved for night shifts.
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BOARD PAPERS – Quality, Safety & Experience Section : November 2018
DESCRIPTION AGGREGATE POSITION TREND PERFORMANCE AGAINST PREVIOUS MONTH

Registered nurse 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. 

December 197 

WTE filled 

Of the RN 197 WTE the fill rate overall is 66% of the shifts requested .This breaks 

down to of the filled  filled 66% of requested shifts  ,42% are NHSP and agency 24%.

In month substantive vacancies are 167 WTE RN.

Non-registered 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.

December 187 

WTE filled 

Of the non-registered 187 WTE the fill rate overall is 70%.

Non-registered shifts are not cascaded to agency.
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Board of Directors’ Key Issues Report 

Report Date: 
20/03/19 

Report of:  Quality Committee 

Date of last meeting:  
19/01/19 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Quality Committee Effectiveness  

 IPR – Quality Metrics 

 Safe, High Quality Care Improvement Plan 

 Monthly Clinical Governance Report 

 C-Section Report 

 Medicines Optimisation Group Key Issues Report 

 Quality Governance Group Key Issues Report 

 Infection Prevention & Control Group Key Issues Report 

 Safeguarding Group Key Issues Report 

 Trust Risk Register 

 Alert  The Committee was informed that due to microbiology vacancies the 
investigations and uploading of information to the Mandatory Enhanced 
Surveillance System (MESS) database was not taking place. This is mandatory 
from April 2019 and the business group is working to address the issue. 
 
For information: Surveillance is the ongoing, systematic collection, analysis and 
interpretation of healthcare data and the timely dissemination of results so that 
appropriate investigative and control measures can be initiated.  The data 
collected assists the infection prevention and control group to identify risks 
within the trust and reinforce best practice from board to ward. 
 

 The Committee heard that Trust has responded to the CQC in relation to any 
potential breach of Duty of Candour Regulation within the required timescales. 
All patients who suffered moderate or severe harm through and an incident 
have Duty of Candour opened and the Trust continues to be open and 
transparent with patients, visitors and staff. 
 

 The Committee was informed that due to staff shortages at Pennine Care Trust 
there is a delay in developing the Memorandum of Understanding with Pennine 
Care in relation to the delivery of Care 24. 

 

 Assurance  The Committee received a presentation from the Deputy Chief Nurse in relation 
to the Trust’s quality improvement journey during 2018 – 19, highlighting the 
significant progress made toward the indicators within the safety, effectiveness 
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and experience domains. The Committee also heard about the nine key 
priorities for 2019-20 in line with Quality Account requirements. 
 

 The Committee was assured about the significant amount of work that has gone 
on in year to increase complaint response rates from 5.6% at the start of the 
year to 52% in February. Although the Trust is unlikely to achieve its target of 
95% by the end of the year, the Committee heard about ongoing efforts to 
achieve the target in 2019-20 and also ensure the organisation continued to 
learn from complaints. 

 

 The Committee received a detailed report from the Deputy Chief Nurse, 
authored by the Head of Midwifery, exploring the increase in caesarean rates in 
year. This is in line with other Trusts in the Greater Manchester area and 

appears to be related to the implementation of the national care bundles and 

the consequential increase in induction of labour and interventions. The situation 
is being monitored locally and regionally. The introduction of Saving Babies 
Lives 2 may have a further impact on caesarean and intervention rates. 

 

 Advise  The Committee heard that the Trust has responded with the required timescales 
to a Regulation 28 letter received following an inquest earlier in the month. The 
coroner had highlighted consistency in serious incident report and also 
suggested statements should be taken immediately after a patient fall. Actions 
have been taken in relation to both issues, and the inquest had been informed 
that changes had already been implemented around taking timely statements, 
and to the work that had commenced in Spring 2018 to improve consistency of 
serious incident investigations. 

 

 The Medicines Optimisation Group highlighted to the Committee the low levels 
of attendance by members from Business Groups.  The Medical Director agreed 
to remind the Groups of the importance of sending clinical representatives to 
meetings of the group. 

 

2. Risks Identified Nil 

3. Actions to be 
considered at the 
(insert appropriate 
place for actions to 
be considered) 

Nil 

4. Report Compiled 
by 

Mike Cheshire, Chair Minutes available from: Company Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
21/03/19 

Report of:  Finance & Performance Committee 

Date of last meeting:  
 
20/03/19 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

• Operational Performance Report 
• Clinical Correspondence Options Appraisal 
• Cancer 62-Day Standard Report 
• Bluebell Unit – Ward Reconfiguration 
• 12 Hour Trolley breaches 
• Referral to Treatment Report Trajectory update 
• Performance Review Meetings – Key issues Reports 
• Financial Performance Report 
• Agency Utilisation Report  
• CIP Progress Report 
• Contracts Report 
• NHS Supply Chain Funding Model 
• Capital Plan 2019/20 
• Operational Plan 2019/20 
• Clinical Service Efficiency Programme Update 
• CT Scanner Business Case 
• Endoscopy Business Case 
• Finance and Performance Risks 

 Alert The Committee reviewed the Operational Performance Report with a focus on 
trajectories and improvement targets for 2019/20. The Chief Operations Officer 
informed the Committee of the following: 
• The Referral to Treatment (RTT) standard remained behind the original 

trajectory on waiting list size reduction.  
• It is likely that the Trust would not achieve the RTT 52 week standard as a 

result of patient choice. 
• The Diagnostics standard would be breached in month due to the number of 

outstanding Echocardiograms.  
• The target for optimising out of hospital care target for the whole health 

economy of 3000 patients identified under Enhanced Case Management (ECM) 
would not be achieved in year. The Trust had achieved 800 against its 
individual target of 1000. 
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The Committee considered two business cases regarding installing a third and 
fourth CT scanner and creating a fourth Endoscopy room. The Committee 
supported both outline business cases subject to receiving a risk report at the next 
meeting, with a view to submit to the Board April. 

 Assurance • The Committee noted the continued demand and capacity pressures affecting 
performance on the 62-day Cancer standard as well as progress against the 
internal action plan and anticipated timescales for completion. The Committee 
acknowledged the GM supported initiatives and dependencies, and the 
improvement trajectory set for 2019/20. 

 
• The Committee reviewed the Finance Performance Report for Month 11 which 

detailed a favourable variance of £0.7m against Plan for Elective income, as at 
28 February 2019. The Committee took significant assurance the delivery of the 
financial plan and noted progress against the financial objectives for the Trust as 
at the end of February 2019. 

 
• The Committee took limited assurance regarding the delivery of the 2018/19 

Cost Improvement Plan (CIP) and noted the continued challenging position. The 
CIP was £1.9m behind plan to date with £11.9m delivered against the £15m in 
year target. 

 
• The Committee took limited assurance and noted the progress made regarding 

the ongoing development of the Clinical Services Efficiency Programme. A 
formal report would be represented in May. 

 
• The Committee reviewed the Operational Plan and took reasonable assurance 

that the plan was progressing well and that the Trust was in a better position 
compared to previous years. The Committee commended all involved for the 
work undertaken.  

 
• The Committee noted the update from the Interim Director of Workforce on the 

Trust’s agency utilisation. Month 11 saw a further month of reduced spend with 
agency costs recorded below forecast. Whilst the current forecast for the end of 
year remained at £11.2m against the £1,0534m annual ceiling, the Committee 
acknowledged the collective effort and actions in place to reduce the level of 
agency spend.  
 
Ms H Brearley outlined work underway in the Trust to improve recruitment and 
retention of new staff which included ‘keep in touch’ and ‘onboarding’. The 
Committee noted a reduction in turnover rates for nursing and medical staff at 
9% and 11% respectively.  

 
 

 Advise • The Committee considered a report from the Chief Operating Officer 
highlighting the proposed reconfiguration of Bluebell Unit subject to agreement 
on tariffs with Stockport CCG. The agreement would enable Bluebell to be 
transitioned to a community facility within the Integrated Care Business Group. 
Central to this discussion was the update from Ms Toal that the CCG had not 
yet signed off the additional funding.  Mr Patel informed the Committee that he 
was scheduled to attend a meeting with the CCG the next day and would 
advise the Board on progress made. 
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• Ms S Toal informed the Committee that correspondence received from the 
regulators on the 5th March, stated that the RTT constitutional standard of 92% 
was not expected to be met, but that systems should instead be aiming to 
achieve a minimum of 90% of patients treated within 18 weeks. 
 

• The Committee was advised of the change to classification of work undertaken 
by GPs with regards to triaging patients in Emergency Department. The work 
would be changed from Type 3 to Type 1 as the Trust employed its GPs. 

 
• The Committee highlighted the need to ensure there was a more joined up 

approach with regards to the Quality Committee, so as to ensure identified 
performance measures issues are discussed at the Quality Committee. 

 
• The Director of Finance provided an update to the Committee on how the 

proposed change to the NHS Supply Chain funding model would impact on the 
Trust.  

 
 

2. Risks Identified • Delivery of the cost improvement programme 
• Achievement of the national standard for RTT performance 
• Compliance with the Cancer 62-day standard. 
• Clinical services efficiency programme for 19/20. 

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: 
21/03/19 

Report of:  People Performance Committee 

Date of last meeting:  
21/03/19 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

• People Strategy Quarterly Update Report 
• Gender Pay Gap Reporting 
• Staff Survey Key Findings 
• Agency Expenditure 
• Employee Relations Case Activity 
• Workforce Flash Results 
• Medical Engagement Scale Survey – Update on Action Plan 
• Talent and Succession Plan Update 
• Safe Staffing Review – Mersey Internal Audit Agency 
• Trust Risk Register 
• Key Issues Reports: 

- Joint Consultative & Negotiating Committee 
- Joint Local Negotiating Committee  
- Workforce Effectiveness Group 

• Policies for Approval: 
- Smoke Free Premises Policy 

 Alert The Committee advised that there were no alerts for the Board. 
 

 Assurance The Committee took positive assurance from the People Strategy Update Report 
for quarter 4, 2018/19 and noted the progress against its priorities. Ms H Brearley 
drew attention to the compliance information in respect of statutory and mandatory 
training which were now presented as headcount rather than percentage 
compliance further to a request from the Trust Board. The Committee commended 
the Director of Workforce and Organisation Development on the clear and concise 
format of the report, and for the work undertaken within her directorate. The 
Committee was assured that compliance with Trust targets for Statutory and 
Mandatory, as well as Role Essential Training remained a priority for the Trust and 
actions were continuously reviewed to enable maximum compliance in all areas.  
 

 Advise  
• The Committee considered the Month 11 Agency Expenditure noting that this 

was a further month of reduced spend, under forecast, reflecting the collective 
efforts to reduce the £11.2m forecast level of spend and bring the final year 
position to within the agreed £10,534m ceiling for 2018/2019.  
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• Ms S Woolridge informed the Committee that the Trust workforce comprised of 

80% female and 20% male. Key findings from the Gender Pay Gap Report 
indicated a slight reduction from the previous year. The Trust median pay gap 
reflected no significant median pay gap difference between men and women. 
The committee noted that there was a minimal gap between men and women 
receiving bonus payments. Bonus payments within the Trust were paid 
exclusively to consultant medical and dental awards through the Clinical 
Excellence Awards.   
 

• Ms J Martin, Head of Organisational Development and Learning presented the 
2018 Staff Survey Results and Summary Indicators. The Committee noted that 
the annual staff survey was undertaken as a smaller size sample of 2000 staff 
as opposed to the full census in previous years. There was a response rate of 
30% which was a reduction in performance from 2017. This figure was low when 
benchmarked against other comparable trusts.  

 
• The Committee discussed the number of initiatives that had taken place since 

the 2017 Survey and agreed that a “You Said, We Did” campaign would be a 
useful way of showcasing actions that would have been delivered as a result of 
feedback from previous survey results. One such example of this was the Ward 
Accreditation Programme, which was positively received by staff. The 
Committee also discussed the Celebration of Achievements Events which were 
held twice a year for all staff. It was agreed that whilst the current model was a 
positive way of acknowledging the hard work that individuals or teams would 
have put in, there was scope for refreshing the approach. The Committee 
agreed to give the celebration events more prominence within the Trust 
Calendar and part of this could be achieved by holding an Annual Celebration 
Evening which would appeal to more staff members, as this would be outside of 
their normal working day.  

 

2. Risks Identified With the exception of risks noted in the Trust Risk Register, no further risks were 
identified. 

 

3. Actions to be 
considered at the 
(insert appropriate 
place for actions to 
be considered) 

Nil 

4. Report Compiled 
by 

Angela Smith, Chair Minutes available from: Company Secretary 
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Report to: Board of Directors Date of Meeting: 28 March 2019 

Subject: People Strategy Priorities – Quarter 4 Update 2018/19 

Report of: 
Director of Workforce & 
Organisational Development 

Prepared by: Deputy Director of Workforce & Organisational 
Development  

REPORT FOR INFORMATION / ASSURANCE 

Corporate 
objective  
ref:  

2a and 2b 

 

Summary of Report 
 

The Board of Directors is asked to note progress against the People Strategy 
Priorities for quarter 4, 2018/19. 

Board Assurance 
Framework ref: 

2, 4, 5, 6 and 7 

CQC Registration 
Standards ref: 

9,10,12,14,18. 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

Attachments: Appendix 1 - Mandatory and Role Essential Training – Compliance Update by Head Count 

This subject has previously been 
reported to: 

 
 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Assurance 
Committee 

 F&P Committee 

 
 People Performance Committee 
  Charitable Funds Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
 Other  
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1. Introduction 
 

1.1. People Performance Committee are asked to note the progress and assurance against the People Strategy 
Priorities for quarter 4, 2018/19 
 

2. Background 
 

2.1. The People Strategy was approved by the Board of Directors in October 2018. The People Strategy details the 
workforce and organisational development priorities over the next 5 years and will be subject to an annual review 
and refresh as appropriate. 
 

2.2. The priorities have been identified through receiving feedback and engagement with a cross section 
representation of staff, including all clinical groups, clinical leaders, managers and the Board of Directors.  

 
2.3. Progress on the planned improvements will be reported through the Trust’s People Performance Committee and 

ultimately through to the Board of Directors.  
 
2.4. The People Strategy is underpinned by a delivery plan; the priorities of which are developed and implemented 

through the People Performance Committee sub-groups; as follows: 
 

 Workforce Efficiency Group 

 Culture & Engagement Group 

 Educational Governance Group 

 Equality, Diversity & Inclusion Group  
 
2.5  The People Strategy is structured through 5 domains: 

 

 
 
 
2.6  Each domain summarises the high level delivery priorities, detailed in the People Strategy Map, which is 

underpinned by a ‘getting right first time’ framework: 
  

 
 
 

•To invest in a well-educated workforce, developing skills and 
competences to support  continuous improvement and to enable our 
staff to reach their full potential. 

Education & Practice 
Development 

•To offer a compassionate and inclusive work environment where our 
people are engaged, motivated, and have shared purpose. 

Culture & 
Engagement 

•To offer  support and development to our leaders and managers to 
lead well, so that they can create a workplace where our people 
flourish, and our patients are receiving the best possible care. 

Leadership 
Development 

•To create a workplace that attracts and retains people with the right 
skills, and commitment to providing high quality, safe care. Resourcing 

•To provide  the right systems, processes and environment to enable 
our workforce to be as efficient and effective as they can be. High Performing 
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People Strategy Map 
 

6 months Year 2 Year 3 Year 4 - 5 
2018/19 2019/20 2010/21 2021/23 

    

Design and commence the NHSI 
Culture Programme 

Equality advocate role 
developed to support 

EDS2/WRES/WDES, and used 
to develop proactive EDI 

approach 

Full development of a 
culture and engagement 

map means that we listen 
and respond to our 

colleagues 

Trust culture that 
promotes innovation and 
continuous improvement 

through challenge and 
trust 

Skills and competencies are 
developed to ensure the 

highest levels of patient care 

Fully developed coaching 
framework that offers skilful 

coaching support to 
individuals and teams. 

Comprehensive Talent 
Management process aligns 
to future needs of the Trust 

and the aspirations of 
colleagues 

Trust is a placement of 
choice for trainees and 

other placements based on 
effective and supportive 

placements 

Develop enhanced retention 
plans 

Appraisal process includes 
strengthened career planning 

and progression for 
colleagues. 

Recruitment strategies are 
informed by robust 

workforce plans and attract 
a diverse workforce 

Employer brand and 
reputation that attracts 

and retains a flexible and 
agile workforce 

Scoping of sharing 
services/collaboration 

opportunities. 

Continued development of 
new roles/working models to 

meet changing system 
priorities 

Develop Trust-wide 
workforce plans that 

include enhanced career 
pathways 

Leadership and 
development programmes 

include innovation and 
system planning 

Develop workforce planning 
processes to support the 

implementation of the strategy 

Full e-Rostering roll-out and 
consistent use of all functions 

Self-service workforce 
metrics support leaders to 

maximise individual and 
team performance. 

Systems support 
integrated workforce 

planning, development 
and performance 

management 

 
.Implementation of the TRAC 

recruitment system 

Implementation of the ‘Just 
Culture’ approach to 

restorative practice, learning 
and support 

Workforce wellbeing 
programme embedded to 

support colleagues to be at 
their mental and physical 

best 

Mobile and agile working 
supported by fit for 

purpose systems 

2018/19 2019/20 2020/21 2021/23 

Getting it Right First Time 
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3. Progress to Date 

 
3.1. The table below describes the progress for quarter 4, 2018/19.   
 
 

Priority Quarter 4 Progress 
RAG Rating Narrative 

Design and commence the 
NHSI Culture Programme 

 The development of the culture and engagement plan has commenced. The 
Trust is engaged with the NHSI culture programme and in March 2019 has 
joined the NHS Leadership Academy Talent Management Programme as a 
Diagnostic Pilot Site. The culture and engagement group terms of reference 
have been refreshed with a renewed focus on engagement activities, 
underpinned by a growing cohort of cultural ambassadors. Progress on the 
development of the culture and engagement dashboard has been at a slower 
pace than initially anticipated. 

Skills and competencies are 
developed to ensure the 
highest levels of patient 
care 

 The review and development of the skills and competencies are underway; a 
task and finish group is in place reporting to the Educational Governance 
Group. Progress is being made, however is behind plan. Mitigating action is in 
place being led by the new Head of OD & Learning. 

Develop enhanced retention 
plans 

 The recruitment retention steering group continues to review and implement 
schemes and approaches to address recruitment and retention challenges in 
respect of registered nursing staff, in line with NHSI programme. This will be 
further enhanced by the review of preceptorship arrangements, induction 
experience and appraisal processes. 

Scoping of sharing 
services/collaboration 
opportunities. 

 The Trust has continued to actively engage in collaboration opportunities 
with SMBC and is working with colleagues to further develop the Stockport 
Carer’s Charter. The Trust is also engaged with the GMHSC Theme 4 
corporate services activity and anticipates moving to a shared service model 
in respect of payroll services from Q2 in 2019/20/ 

Develop workforce planning 
processes to support the 
implementation of the 
strategy 

 Workforce planning has been embedded with the operational planning 
processes for 2019/20. A training programme will commence in Q1 2019/20. 
Alternative roles, for example Physician Associates and Nurse Associates 
have been developed and implemented in Q4. 

Implementation of the TRAC 
recruitment system 

 The TRAC recruitment system was implemented with effect from 1
st

 October 
2018. 

 
 

4. Highlights to note: 

 Electronic Staff Record Data Quality Reports – The Trust has been ranked No1 for data quality (Workforce) 
out of 436 Trusts 

 The Trust has developed a cohort of trained in-house mediators. 

 Our successful recruitment and retention programme has resulted in 209 (185.08 wte) Registered Nurses 
and  24 Consultant (23.1 wte) appointments during  2018/19 (up to 31/03/19) 

 Medical e-roster role out now includes annual leave and e-job plans 

 Workforce plans have been developed alongside the Operational Plans  
 

5. Areas for attention: 

 The pace of development of our Culture and Engagement plan 

 Full implementation of the e-roster system 

 Workforce retention continues to be a challenge. 
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6. Looking Ahead: 

The actions for year 2 of our People Plan are outlined in the People Strategy Map in section 2 of the report. 
In addition to this a review of the priorities will be undertaken to ensure that emerging changes in response to the 
following national reports included: 

 

 Kark Review – An independent review of how effectively the fit and proper person tests prevents 
unsuitable staff from being redeployed and re-employed in health and social care settings.  

 Topol Review – An independent report about preparing the healthcare workforce to deliver the digital 
future, as part of the draft health and care Workforce Strategy for England to 2027 (facing the Facts – 
Shaping the Future).  

 NHS Long-term plan (10 year plan) - the workforce section (previously reported to PPC in January 2019) 
details proposals for workforce supply, international recruitment, nursing & CPD. A workforce 
implementation plan will be published later in 2019 after the HEE budget has been set by the government. 
The implementation plan is being developed by NHSI and the Trust is engaged in the stakeholder 
consultation on the development of this plan. 

 
7. Statutory & Mandatory and Role Essential Training 

 
Attached to this report is a summary of the compliance information in respect of statutory and mandatory 
training and as per the Board of Directors request, this is presented as headcount rather than percentage 
compliance. Compliance with Trust targets for Statutory & Mandatory  and Role Essential Training remains a 
priority for the Trust and actions are continuously reviewed to enable maximum compliance in all areas. 
 
The information provided an appendix 1 is as at end of February 2019. There are 2 tables which detail the 
Statutory & Mandatory 10 core subjects and the role essential topics. 
 

8. Conclusion 
 
8.1. Progress is on track against all People Strategy Priorities for quarter 4, 2018/19.  

 
9. Recommendations  

 
People Performance Committee are asked to note the progress and assurance against the People Strategy 
Priorities for quarter 4, 2018/19. 

  

100 of 230



7 
 

Progress Against People Strategy Priorities, Quarter 4 2018/19 
 

Priority Quarter 4 Progress 
RAG Rating Narrative 

Appendix 1 
Mandatory and Role Essential Training – Compliance Update by Head Count 

 
1. Introduction 

 
There are 10 core topics which fall under the statutory and mandatory heading, 11 topics if you are a clinical 
member of staff. There are 18 role essential topics. The subjects for each of these areas are detailed in the tables 
below. 

 
2. Changes to frequency & New Topics 

 
From April 2019 Information Governance (now called Data Security) will be altered to annually, this will adversely 
affect the compliance performance and mitigation actions to achieve compliance are being arranged. In addition 
Infection Prevention Level 2 will also increase to an annual frequency. There will several new topics introduced from 
April and May 2019 which will be added to the role essential requirements, these are: 

1. Female Genital Mutilation (FGM) 

2. Referral To Treatment (RTT) 

3. Safeguarding Children Level 3 (all stages) 

4. Malnutrition Universal Screening Tool (MUST) 

5. Acute Illness Management Skills(AIMS) 

 

3. Areas to focus 
 
In order to mitigate against areas which are below the desired compliance levels extra taught (face to face) sessions 
will be available for both Information Governance (Data Security) and Equality and Diversity in the following. All 
Statutory and mandatory topics continue to be available via the eLearning platform and support is in place for staff 
accessing this system. 

 
4. Compliance Levels for Statutory and mandatory training & Role Essentials 
 
4.1 Table 1 - Compliance Levels for Statutory and Mandatory Training 

 

Core skills No of Staff 
Compliant 

No of Staff 
Non-Compliant 

NHS|CSTF| Equality, Diversity and Human Rights - 3 Years| 4407 622 

NHS|CSTF| Fire Safety - 3 Years| 4631 398 

NHS|CSTF| Health, Safety and Welfare - 3 Years| 4591 438 

NHS|CSTF| Infection Prevention and Control - Level 1 - 3 Years| 4724 305 

NHS|CSTF| Information Governance and Data Security - 2 Years| 4406 623 

NHS|CSTF| Moving and Handling - Level 1 - 3 Years| 4612 417 

NHS|CSTF|NHS Conflict Resolution (England) - 3 Years| 4706 323 

NHS|CSTF| Preventing Radicalisation - Levels 1 & 2 (Basic Prevent 
Awareness) - 3 Years| 

4664 365 

NHS|CSTF| Resuscitation - Level 1 - 1 Year| 2046 328 

NHS|CSTF| Safeguarding Adults - Level 1 - 3 Years| 4720 309 

NHS|CSTF| Safeguarding Children (Version 2) - Level 1 - 3 Years| 4588 441 

Grand Total 48095 4569 
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4.2 Table 2 - Compliance Levels for Role Essential training 

 

Role specific training No of Staff 
Compliant 

No of Staff Non-
Compliant 

362|LOCAL|Conflict Resolution - (taught session)| 2289 456 

362|LOCAL|Essentials In End Of Life Care - Level 1 - 3 Years| 657 219 

362|LOCAL|Essentials In End Of Life Care - Level 2 - 3 Years| 822 442 

362|LOCAL|Falls| 1211 391 

362|LOCAL|Naso Gastric Risk Reduction| 89 288 

362|LOCAL|Safe use of insulin| 1216 103 

362|MAND|Blood Transfusion: Good Manufacturing Practice 
for Lab Staff| 

24 3 

NHS|CSTF| Infection Prevention and Control - Level 2 - 3 
Years| 

2464 289 

NHS|CSTF| Preventing Radicalisation - Levels 3, 4 & 5 
(Prevent Awareness) - 3 Years| 

2123 886 

NHS|CSTF| Resuscitation - Level 2 - Adult Basic Life Support - 
1 Year| 

2173 783 

NHS|CSTF| Safeguarding Adults - Level 2 - 3 Years| 2227 241 

NHS|CSTF| Safeguarding Children (Version 2) - Level 2 - 3 
Years| 

2263 276 

NHS|MAND| Blood Transfusion - 2 Years| 1234 443 

NHS|MAND| Consent - 3 Years| 2209 425 

NHS|MAND| Deprivation of Liberty Safeguards - 3 Years| 1989 149 

NHS|MAND| Medicines Management Awareness - 3 Years| 1467 310 

NHS|MAND| Mental Capacity Act - 3 Years| 2387 215 

NHS|CSTF| Moving and Handling - Level 2 - 2 Years| 2016 382 

Grand Total 28860 6301 
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Report to: Board of Directors Date: 28 March 2019 

Subject: 2018 Staff Survey Results & Summary Indicators 

Report of: 
Director of Workforce & 
Organisational Development 

Prepared by: 
Learning and Development 
Manager 

 

 

REPORT FOR INFORMATION 
 

 

Corporate 
objective 
ref: 

6 
 

 

Summary of Report 
 
The purpose of this report is to provide the Board of Directors 
with further analysis and detail in relation to the findings of 
the 2018 staff survey results. The report provides an update 
on the actions agreed following last year’s survey findings, 
provides analysis of the findings, including benchmarking data 
and the actions proposed in response to the areas where the 
Trust performance is below average. 
 
The Board is asked to note the contents of this report. 
 

Board Assurance 
Framework ref: 

6 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

  Completed 
 

 Not required 

 

Attachments: 
 

N/A 

 

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 

The purpose of this report is to provide the Board of Directors with further analysis and detail in 
relation to the findings of the 2018 staff survey results. The report provides an update on the 
actions agreed following last year’s survey findings, provides analysis of the findings, including 
benchmarking data and the actions proposed in response to the areas where the Trust 
performance is below average. 

 

2. Background 

The annual national staff survey for 2018 was undertaken as a sample, rather than a full census. 

The sample size was 2000 staff. There has been a change to the analysis and presentation of the 

findings which has meant that there are some areas where a direct comparison on last year’s 

responses is not possible. 

 

In 2017, the Staff Survey Coordination Centre undertook a review of the reporting outputs for 

the National NHS Staff Survey to establish what worked well and what needed improvement. 

 

The key issues highlighted were: 

 Inconsistency in the scale and presentation of Key Findings (KFs) 

 Large number of KFs and desire for question-level results 

 Usability, clarity and format of the benchmark reports 

 Desire for local trend data 

 Demand for faster results 
 

The findings of the review were addressed by implementing the following: 

 New summary indicators (Key Findings replaced by themes) 

 Reduced number of summary indicators; question-level benchmarking 

 Updated benchmark report: more visual and user-friendly 

 Focus on providing five-year trend data throughout reporting 

 Earlier publication date 
 

The information presented in this report is via the new summary indicators, the reference to key 

finding analysis is no longer in use. 

 

3. Summary of Findings 

Our response rate from 614 staff equates to a response rate of 30.07%; a 10% reduction on our 

performance for 2017. The average response rate for Combined Acute and Community trusts is 

41.8% and the national average is 46%. To assist in attempts to achieve a good response rate the 

survey was provided to staff via a blended approach of paper and online surveys; specific 

sessions were provided to assist any staff experiences difficulties in completing the survey. 

Benchmarking of the Trust response rate with Greater Manchester Trusts is detailed in table 1 

below: 

 

Table 1 

GM Trust  2017 2018 

Bolton NHS FT 43% 44% 

Salford Royal NHS FT 42% 43% 

Tameside and Glossop NHS FT 40% 40% 

Manchester University NHS FT N/A 35% 

Pennine Acute NHS 33% 34% 

Stockport NHS FT 41% 31% 
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This benchmarking demonstrates that the Trust position is the poorest within this comparison 
group. The approach and drivers to improve the response rate for the 2019 survey will be a key 
focus of this year’s action plan. 
 
The results are structured against 10 summary indicators, as follows: 

 

Table 2 - Staff Survey 2018 - Benchmarking Combined Acute & Community Trusts 
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Best 9.5 6.5 7.3 6.5 6.2 7.9 8.6 9.7 7.1 7.4 

Average 9.2 5.9 6.8 6.2 5.4 7.4 8.1 9.5 6.7 7.0 

Worse 8.3 5.5 6.5 5.7 4.5 7.1 7.4 9.3 6.3 6.6 

           

Stockport 
FT 

9.2 5.6 6.7 6.0 5.3 7.2 8.2 9.5 6.6 6.9 

           

Bolton FT 9.2 6.3 7.1 6.5 5.7 7.9 8.2 9.4 7.0 7.3 

East 
Cheshire 

9.4 6.1 6.8 6.4 5.7 7.5 8.1 9.4 6.7 7.2 

Manchester 
FT 

9.1 6.0 6.6 6.2 5.3 7.5 8.3 9.6 6.8 7.1 

Pennine 
Acute 

9.1 5.7 6.8 6.0 5.1 7.4 7.9 9.5 6.5 6.8 

Salford FT 9.0 5.9 6.8 6.2 5.4 7.4 8.1 9.5 6.7 7.0 

Tameside & 
Glossop 

9.1 5.9 6.7 6.1 5.4 7.6 7.9 9.5 6.6 7.1 

 

Key: 

Indicator Performance 

Green Average or Better than Average 

Red Worse than Average 

 
In three of the summary indicators we are either the same or better than the national average 

(Equality, Diversity & Inclusion, Safe Environment (Bullying & harassment) and Safe Environment 

(Violence). The remaining 7 indicators are less than the average. The improvement actions will be 

focussed on the 7 areas which fall below average performance: 

 

3.1  Health and Well being 

Although we have scored below average for this theme initiatives are ongoing to seek 

improvements in this area. The question regarding feedback from incidents to staff that 

have reported errors has improved this year, as a result of Datix now feeding back to the 

reporters of any actions taken. 

 

Actions delivered since the 2017 survey 

 Improvement in the reporting of physical violence  

 Safe handling training has been introduced in February 2019 

 Resilience workshops attended by 78 staff to date 

 Keep fit classes are available such as Yoga and Zumba 
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 Cycle to work scheme 

 Concessions on sporting regional events and gym membership 

 

3.2  Morale 

There are a number of initiatives to help improve staff morale, for example Schwartz rounds 

and resilience training. In 2019 the introduction of the cultural engagement dashboard will 

enable a more detailed focus on the issues affecting this and the staff engagement indicator.  

 

Actions delivered since the 2017 survey 

 Celebration of achievements events held for all staff 

 Implementation of Schwartz rounds; 3 rounds have taken place to date, with 122 staff 

participating. 

 Recruitment and retention programme for nursing staff has reduced turnover and 

impacted on retention rates. 

 12 month new starter events 

 

3.3 Quality of appraisals 

In this area we are slightly below the national average. Work has already commenced 

following the outcome of the 2017 survey. A task and finish group for improvement of 

appraisals is underway. The new process is planned to be in place from 1st April 2019. 

 

Actions delivered since the 2017 survey 

 A training needs analysis (TNA) sent out annually to business groups 

 99% of all external specialist training approved 

 

3.4 Quality of care 

We have scored the same as in 2017 in this area overall. Areas to focus on this year will be 

‘Being able to make suggestions to improve my work’ which scored 4% less than last year 

and ‘being involved in changes that affect my work area’ which has fallen by 3% this year.  

 

Actions delivered since the 2017 survey 

 Ward accreditation programme 

 Introduction of NEWS2 

 Introduction of associate key trainers for manual handling 

 Improvement of falls training compliance 

 Quality improvement methodology training rolled out, supported by our ‘Friday club’ for 

sharing experience & initiatives. 

 

3.5 Staff Engagement 

Staff recommending the organisation as a place to work has improved by 2% this year. 

However, recommending the Trust as a place to receive treatment or care has dropped by 

1%. This is reflective of the national position, scoring the same as last year. Initiatives in 

theatre are ongoing to improve how staff communicate within their teams. In accordance 

with the People Strategy ‘Culture and Engagement’ pillar, the following initiatives have been 

introduced: 

 

Actions delivered since the 2017 survey 

 Increase in the number of coaches; there are now 34 Trust coaches 
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 Clinical Leadership Programme 

 Triumvirate leadership development programme for clinical business groups. 

 Medical engagement survey (MES) report and accompanying actions.  

 
 
4. Next steps 

An action plan to focus on the main themes to be developed by 30th April 2019; delivery of the 

actions will be overseen by Culture & Engagement Group, with progress updates and assurance 

provided to the People Performance Committee via the key issues report. The action plan will be 

supported by our Cultural Ambassadors; providing feedback in our response to the survey 

findings and temperature checking. 

 
5. Recommendation 

The Board of Directors is asked to note the contents of the report 
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Report to: Board of Directors Date: 21 March 2019 

Subject: Estates Strategy Progress Report  

Report of: Director of Estates and Facilities Prepared by: 
Director of Estates and 
Facilities 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the report 
content. 
 
This report provides details on the progress made to date with 
the short-term actions of the Estates Strategy and the 
development of the Strategic Outline Case which supports the 
transformational changes to the estate as described within the 
Trust Board approved Estates Strategy.  

The paper will be accompanied by a visual presentation. 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

Appendix A – Estates Capital Projects 2018 – 2019 

Appendix B – Estates Capital Projects 2019 - 2020  

Appendix C – Visual Presentation 
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1. INTRODUCTION 

 

1.1 

 

This purpose of this report is to inform the Trust Board of progress to date against the 

agreed short and medium term objectives of the Estates Strategy and to explain the next 

steps in preparing a Strategic Outline Case (SOC) for the proposed site redevelopment. 

 

2. BACKGROUND 

 

2.1 

 

 

 

2.2 

 

 

 

In September 2018 the Trust Board approved the Estate Strategy which sets out the Trust’s 

vision for the future of its estate and the opportunities that our hospital site and 

community facilities present for us as an organisation, for our staff and for our patients.  

 

The strategy looks to the future, taking a long-term view of how the estate will evolve, but 

also acknowledges the issues and challenges that we face right now and seeks to identify 

practical steps that will help us to manage operational pressures while we plan for the 

future. 

 

The Estate Strategy is a living document, and any specific proposals set out represent a 

point in time. Our planning will need to be suitably flexible enough to respond to shifting 

demands as the local health economies work together to decide how best to shape services 

to meet changing need within available resources. 

 

3. CURRENT SITUATION 

 

3.1 

 

 

 

 

 

3.2 

 

 

 

3.3 

 

 

 

 

 

 

 

 

 

 

 

3.4 

 

Since the issue of The Estates Strategy in September 2018 we have started on an ambitious 

programme of Estates Modernisation which is planned to take place over the next ten to 

fifteen years. This will include rationalisation of our Estate, undertaking refurbishments and 

building new facilities. We want to ensure that all our services are delivered from 

environments that are optimal for the delivery of patient care. 

 

Implementation of the Estates Strategy and Capital Programme is reported on a monthly 

basis to the Capital Programme Development Group and onwards to the Finance and 

Performance Committee. 

 

Evaluation of the existing estate was undertaken via the 6-facet survey which forms the 

‘core’ estates information required by HBN 00-08 (NHS EstateCODE). Thorough six-facet 

surveys have been undertaken to enable appraisal with regard to fitness for purpose for 

health care buildings in terms of use, condition and compliance. The six facets which are 

assessed and ranked are: 

 Physical condition 

 Functional suitability 

 Space utilisation 

 Quality 

 Fire, health and safety requirements 

 Environmental management 

 

Each facet is broken down into building systems and fabric elements as well as highlighted 

written information about the property for example any defining issues are raised to give 
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3.5 

 

 

 

 

 

 

 

 

 

3.6 

 

 

3.7 

 

 

 

3.8 

 

 

 

 

 

 

 

 

 

3.9 

 

 

 

 

3.10 

 

 

 

3.11 

 

 

 

 

 

 

3.12 

 

 

context to the backlog findings.  

 

The definition of “Backlog” is the amount of repair and maintenance work needed to bring 

a property up to a certain standard of physical condition. The Trusts Backlog consists of 

items, services and plant that fall into a condition that is less than a class B category. In 

addition to this all items on the Trusts Backlog register have been risk assessed in order of 

four priorities:- 

• High Risk – requiring investment urgently to reduce such risk 

• Significant risk - should be planned to be dealt with as a priority 

• Moderate risk – should be dealt with as soon as all greater risks have been removed 

• Low risk – should be monitored and addressed when funding is available 

 

The total backlog maintenance, based on the latest 6-facet survey undertaken in April/May 

2018 is circa. £94M 

 

A number of buildings are functionally poor and are not considered capable of supporting 

modern healthcare services and it is therefore uneconomic to continue to support these 

buildings in terms of backlog maintenance. 

 

Therefore, the planned short and medium term objectives within the Estate Strategy were 

to primarily address poor condition buildings, which were at their end of life, as well as 

addressing high and significant risk backlog maintenance. Short and medium term projects 

included: 

 Demolition of Wards A12 & A15  

 Re-allocation of backlog maintenance budgets to address high & significant risks 

 Demolition of Outpatients B 

 Introduce a new build Urgent Treatment Centre encompassing a pathology unit 

 Demolition of Pathology 

 

Ward A15 had been closed for some time and Ward A12 successfully migrated over to 

Ward C3 on 8th January 2019 following the completion of refurbishment works. This 

allowed the essential decommissioning of building services i.e. gas, power, water and 

asbestos removal to both A12 & A15.  

 

Decommissioning works were successfully completed to plan and demolition of the wards 

commenced on Monday 4th March 2019 and is due to be completed by the end of March 

2019. 

 

In line with the findings and recommendations of the 6 Facet Survey, high and significant 

risk building components were re-prioritised within the 2018/19 Capital Plan and 

replacement of these important components were undertaken. 

 

Please refer to Appendix A and Appendix B for a detailed breakdown of capital projects, 

backlog maintenance and externally funded projects for 2018/19 and 2019/20. 

 

A medium term objective of the strategy is to demolish Outpatients B, a building located at 

the northeast corner of the site and one that is in particularly poor condition. Work is 

underway, overseen by a newly formed Project Group that is tasked with pulling together a 

112 of 230



- 5 - 

 

 

 

 

 

 

4.0 

 

4.1 

 

 

 

 

4.2 

 

 

 

 

4.3 

 

 

 

 

 

 

 

 

 
 

4.4 

 

 

 

 

 

 

 

5.0 

 

5.1 

 

 

 

 

5.2 

 

 

 

number of different workstreams into one plan that will enable vacation of the building and 

its subsequent closure. The group will set the vision, objectives, key milestones and 

requirements, and supported by the involvement of senior Doctor and Nursing 

representatives for each specialty. The planned timescales for vacating this building are 

March 2020 with demolition programmed into the following year’s capital plan (2020/21). 

 

POTENTIAL TO DEVELOP EXISTING NIGHTINGALE MEDICAL WARDS 

 

Stepping Hill Hospital was developed in 1905 as a workhouse hospital and in later years was 

prepared for the formation of the NHS, at which time it was considered a “state-of-the-art” 

hospital, providing acute healthcare services from Nightingale ward accommodation for the 

residents of Stockport. 

 

In common with many UK hospitals, it has a high demand for beds, but also suffers the 

additional pressures of dated premises and infrastructures, now requiring significant 

investment to redevelop to meet stakeholder expectations and those which correspond 

with modern healthcare practice and standards, 

 

Within the main central building (built circa 1905) are a number of Nightingale wards and 

associated bed numbers per ward are shown in the table below: 

 

Ward A3 24 Beds 

Ward B2 16 Beds 

Ward B3 16 Beds (currently spinal ward) 

Ward B5 15 Beds 

Ward B6 22 Beds 

Ward C3 14 Beds (reduced from 19) 

Ward C5 Currently Day Clinic with 7 Beds 

Ward C6 16 Beds 

 

During the latter part of 2018 ward C3 was re-furbished and followed the latest design 

methodology. The ward was designed to current Health Building Note (HBN) standards thus 

providing increased space and services provision. The cost of the C3 modernisation was 

circa £376k. However, due to the size requirements of modern bed spacing as per the HBN 

the number of permissible beds reduced from 19 to 14. The impact of reduction in bed 

numbers must be considered if we decide to refurbish other Nightingale wards as it will 

have a direct impact on available beds and increased staffing cost. 

 

DEVELOPING OUR STRATEGIC OUTLINE CASE (SOC) 

 

The aim of our Strategic Outline Case (SOC) is to establish a compelling case for change 

whilst demonstrating the need to address long-standing issues of poor property condition, 

medical wards and outpatient departments and to support the transformation and 

reconfiguration of Stepping Hill Hospital site 

 

The SOC is being developed in 4 key strategic parts: 

 Provision of an Urgent Treatment Centre 

 Provision of a Pathology Hot Laboratory or standalone Essential Services Laboratory 

(ESL)  
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5.3 

 

 

 

5.4 

 New Medical Wards  

 Centralised Outpatient Facilities 

 

The SOC will describe the drivers and potential benefits for patients, staff and the wider 

Stakeholders of the organisation and is currently under development through a 

Masterplanning and Strategic Outline Case Group that currently meets fortnightly. 

 

The development of the SOC will continue and which is anticipated to be completed by May 

2019. On completion, the initial draft of the SOC will be shared with the wider organisation. 

 

6. FINANCING – HOW DO WE FIND OTHER SOURCES OF CAPITAL FUNDING  

 

6.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

In discussion with colleagues across Greater Manchester, it is clear that there are a range of 

different sources of finance that could be available to fund assets in our estates strategy 

including the unsuccessful Wave 4 bid for the pathology unit.  

 

To illustrate, these include the following types of investor (and some company examples):  

 

Investor Type Examples 

Local Authorities Greater Manchester Local Authorities  

Pension Funds Greater Manchester Local Authority Pension, Aviva, Legal & 

General, Canada Life 

Real Estate Investment Trusts Assura, PHP, Target REIT, Impact Health 

Strategic Estates Partners & LIFT Prime, Morgan Sindall, Kier, BTS LIFTCo 

Corporates Johnson & Johnson, Stryker, Alliance Medical, Cygnet, Priory, BMI 

Healthcare, Inhealth, Siemens, Elysium 

Infrastructure Investors Aviva Investors, Infracapital, Amber Capital, John Laing 

Corporate Banks Santander, RBS, Barclays 
 

 

6.2 

 

 

 

6.3 

 

 

 

 

 

 

 

 

 

Greater Manchester Health & Social Care Partnership (GM H&SCP) are currently meeting a 

number of these organisations as part of a soft market engagement to understand their 

commercial offer, preferred delivery structure and cost of finance. 

 

The cost of finance provided by different organisations will differ according to pricing of 

margin for the project and will be based on the underlying gilt, LIBOR or weighted average 

cost of capital against which the debt is being priced. Taking an example from an 

infrastructure investor, with 15 year gilt rates currently around 1.55%, a benchmark margin 

of 1.70% would equate to an all-in rate interest rate of 3.25%. This would compare to the 

higher cost of capital in some corporates where rates could be over 4% or 5%. For most 

solutions there is also the option to blend different sources of finance which can be an 

attractive proposition in combining public and private sources of finance. 

6.5 

 

 

 

 

 

 

In reality the limitation on available commercial structures that is imposed by the budgetary 

framework and restrictions of CDEL is significant. It has been further compounded with 

policy from government, reconfirmed in March 2019 that: ‘they will not be seeking a like-

for-like replacement for either PFI or PF2 and will therefore no longer procure off-balance 

sheet projects using a design, build, finance and maintain/operate contracting structure 

where the taxpayer directly pays for the project’. 
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6.6 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6.7 

 

 

 

 

 

6.8 

 

 

 

 

6.9 

In this context the Department’s RHIC (Phoenix) model has recently been stopped and 

there is some uncertainty with respect to implications for existing LIFTCo delivery options. 

In the meantime other options (none of which have complete certainty on their outcome) 

are being developed and tested with HM Treasury/Office National Statistics including: 

 

Commercial Model Comment 

Mutual Investment Model Currently being procured by the Welsh Government for roads and education 

projects. Based on Scottish Futures Trust model albeit project companies that 

sit beneath ‘topco’ are not subsidiaries and public sector shareholding does 

not translate into control through veto.  

Managed Service Variants A range of advisers are proposing variations around a managed service 

agreement although it is unclear how this would achieve the hurdle set out 

by government in italics above.  

Lease & License Models Some consideration of different propco options (for example GP or ‘ICS’ 

ownership) with licenses instead of leases although questions such as how to 

manage increased risk to asset owner 

 

Finally the uncertainty on availability and liquidity of infrastructure funding associated with 

the exit of European Investment Bank funding in the UK as part of BREXIT has led the 

Infrastructure Projects Authority to consult on UK infrastructure finance. It is proposed that 

GM provide a consolidated response to government on this consultation and the results of 

the consultation will be published along with the outcome of the Spending Review in 2019. 

 

Notwithstanding the challenges of developing a value for money approach that also sits 

within the accounting framework, Treasury is clear that within project business cases in 

considering funding solutions, Trusts should continue to consider a range of funding 

options.  

 

As such at the appropriate time consideration should be given to developing a structured 

engagement with a range of funders and potential partners to assess interest, indicative 

pricing, factors influencing pricing and the Capital Departmental Expenditure Limit (CDEL) 

impact of proposed approaches. This could be done on a single asset (such as the pathology 

Wave 4 bid) or a wider estate portfolio and be captured in some form of business case and 

marketing material such as an Information Memorandum. 

 

5. RECOMMENDATIONS 

 

5.1 

 

 

5.2 

The details explained within the paper provide a proactive approach to supporting the 

planned changes to the estate in the first instance.   

 

The Board of Directors is recommended to: 

 Receive and note the content of the report. 

 Continue to provide support for the on-going development of the estate. 

 Seek to explore other sources of capital finance. 
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APPENDIX A – CAPITAL PROJECTS 2018 - 2019 

 

Category Scheme Description Status 

Planned 

completion 

date

Forecast

Estates Capital Major Projects HSDU Extension Build In Progress Apr-19 279,478           

Estates Capital Major Projects HSDU Extension - Equipment In Progress May-19 173,908           

Estates Capital Major Projects ED Patient Streaming - Building In Progress Apr-19 1,029,367        

Estates Capital Major Projects ED Patient Streaming - Equipment Complete Dec-18 82,936             

Estates Capital Minor Projects Demolition programme enabling works - A14 service diversions Complete Jun-18 38,000             

Estates Capital Minor Projects Aspen Business Finance office refurbishment Complete Jun-18 44,249             

Estates Capital Minor Projects External Site signage and wayfinding Complete Sep-18 5,215                

Estates Capital Minor Projects R&I move to C2 Complete Jun-18 53,433             

Estates Capital Minor Projects Kitchen EHO Refurbishment Complete Jul-18 14,304             

Estates Capital Minor Projects Pacing Room Refurbishment Complete Aug-18 15,184             

Estates Capital Major Projects Ward C3 Refurbishment - Equipment Complete Jan-19 26,495             

Estates Capital Major Projects Ward C3 Refurbishment - Building Complete Jan-19 349,948           

ESTATES CAPITAL PROJECTS SUB TOTAL 2,112,517       

Backlog Maintenance Main corridor flooring replacement Complete Dec-18 48,647             

Backlog Maintenance Cedar House window replacement Complete Jun-18 43,887             

Backlog Maintenance Generator controls and sync panels 9A, 9B, 9C In Progress Jan-19 65,252             

Backlog Maintenance Maternity heating header tank replacement Complete Oct-18 5,310                

Backlog Maintenance Aspen House Structural Repairs Complete Jun-18 25,974             

Backlog Maintenance Lift 2 refurbishment Complete Feb-19 46,059             

Backlog Maintenance Neo natal UPS replacement In Progress Mar-19 75,700             

Backlog Maintenance Deck car park surfacing and repairs Complete Aug-18 18,820             

Backlog Maintenance Nurse call  replacement Treehouse first floor Complete Sep-18 83,169             

Backlog Maintenance Nurse Call  replacement Maternity 1 and 3 Complete Jan-19 35,155             

Backlog Maintenance Road resurfacing Complete Aug-18 146,660           

Backlog Maintenance Medical Air Dryer replacement Complete Oct-18 22,769             

BACKLOG SUB TOTAL 617,402          

Backlog Statutory Compliance Staff restaurant fire doors replacement Complete Jul-18 10,558             

Backlog Statutory Compliance Mains boards & electrical infrastructure Complete Dec-18 24,629             

Backlog Statutory Compliance Transformer General Sub Station Complete Jul-18 23,335             

Backlog Statutory Compliance Cath Lab / Pacing rep UPS replacement Complete Aug-18 24,899             

Backlog Statutory Compliance Theatre Flooring Upgrades Complete Nov-18 24,539             

Backlog Statutory Compliance Fire doors replacement schedule to blocks 81, 82 & 83 Complete Dec-18 23,149             

Backlog Statutory Compliance Boiler House Chimney Repairs Complete Nov-18 11,055             

Backlog Statutory Compliance Audiology A/C Replacement Complete Sep-18 4,826                

BACKLOG STATUTORY COMPLIANCE SUB TOTAL 146,990          

Backlog Environmental BMS Upgrades Complete Mar-19 37,572             

Backlog Environmental Hydrotherapy boiler replacements Complete Aug-18 14,820             

BACKLOG ENVIRONMENTAL SUB TOTAL 52,392             

Revenue Funded Demolition for Car Park - A12, A15, OPDB In Progress Mar-19 200,000           

Revenue Funded Ogden pump replacement (HSDU/Endoscopy/Pharmacy/DCU) Complete Oct-18 40,000             

Revenue Funded PHE to Endoscopy (LTHW and DHW) Complete Feb-19 136,360           

Revenue Funded EHO compliance - Nightingale ward kitchen refurbishments Complete Oct-18 30,000             

REVENUE FUNDED SUB TOTAL 406,360          

External Funding - UEC Winter Funding ED Streaming Additional Minor Treatment Alterations Complete Dec-18 100,000           

External Funding - UEC Winter Funding ACU/ED - Estates Works Complete Dec-18 27,509             

EXTERNAL FUNIDNG SUB TOTAL 127,509          

TOTAL 3,463,169        

Estates Capital Programme 2018/19
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APPENDIX B – CAPITAL PROJECTS 2019 - 2020 
 

 

Category Scheme Description Status 

Planned 

completion 

date

Forecast

Estates Capital Major Projects HSDU Extension Build In Progress Apr-19 144,166           

Estates Capital Major Projects HSDU Extension - Equipment In Progress May-19 322,000           

Estates Capital Major Projects ED Patient Streaming - Building In Progress Apr-19 87,014             

Estates Capital Major Projects Maternity 3rd Floor Birthing Rooms In Progress Dec-19 350,000           

Estates Capital Minor Projects A12 & A15 Land Reconfiguration& Access Road In Progress Nov-19 150,000           

ESTATES CAPITAL PROJECTS SUB TOTAL 1,053,180       

Backlog Physical Condition Restaurant Refurbishment Jan-20 300,000           

Backlog Physical Condition Main Corridor Pipework Replacement Mar-20 200,000           

Backlog Physical Condition Boilerhouse Dunphy Burner & Controls Jul-19 30,000             

BACKLOG PHYSICAL CONDITION SUB TOTAL 530,000          

Backlog Statutory Compliance L8 Refurbishment Nov-19 50,000             

Backlog Statutory Compliance Endoscopy AHU Replacement Feb-20 60,000             

Backlog Statutory Compliance AGSS Lifecycle plant upgrade Jul-19 40,000             

Backlog Statutory Compliance NICU UPS Replacement Apr-19 35,000             

Backlog Statutory Compliance Generator Controls 9A, 9B & 9C Apr-19 32,111             

BACKLOG STATUTORY COMPLIANCE SUB TOTAL 217,111          

Backlog Fire Compliance Fire Door Replacement - Main Corridor Sep-19 36,000             

Backlog Fire Compliance Fire Door Replacement - Maternity Block Sep-19 24,000             

BACKLOG FIRE COMPLIANCE SUB TOTAL 60,000             

TOTAL 1,860,291        

Estates Capital Programme 2019/20
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Estates Strategy Progress & Strategic Outline 

Case  

March 2019 
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Estate Drivers 

Age of the Estate  

• Number of  Buildings Built around 1905 

• Backlog Maintenance – up to £94m from £15m  

 

Fragmented Services  

• Key Clinical Adjacencies  

 

Efficiencies 

• Clinical & Corporate Services 

 

Patient Experience  

• Focused Facilities – Main Entrance  
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Existing Estate 
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Proposed Estate -  Projected 2025-2030 
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How Do We Get There – Strategic Outline Case 

• Short Term (2018 – 2019) 

• Medium Term (2020 – 2025) 

• Long Term 2025 Onwards  
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Short Term 2018 - 2019 

Backlog Maintenance Reduction  

• Demolition of A12 & A15  

• £200k Expenditure Removes £2.5m of Backlog Maintenance 

• Re-allocation of Backlog Maintenance 2018/19 

• High & Significant Risks Prioritised 

 

Progress the Proposal's  

• Coordinated Approach - Stakeholder Engagement  

• C3 Ward Refurbishment 

• Develop Detailed Designs 

 

Agile Working  

• Reduction in Back Office Requirements  
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C3 Refurbishment  
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C3 Refurbishment  
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A12 & A15 Preparing for Demolition February 2019  
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A12 & A15 Demolition Commences March 2019 
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A12 and A15 Demolition Commences March 2019 
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Medium Term 2020 - 2025 

Consolidation of Outpatient Activity  

• Demolition of Outpatient B circa £600k 

• Backlog Value £5.5m   

• Potential Community Delivery model  

 

Wave 4 Capital Bids – Unsuccessful What Funding Options?  

• Segregated UTC Implementation 

• Operational by 2023 

 

Pathology  

• Estimated Demolition costs circa £300k 

• Backlog Value £2.1m 
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Outpatients B 
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Pathology 
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Developing The Strategic Outline Case (SOC) 

Strategic Outline Case - Master Planning Group 

• Agenda was the masterplanning of all Acute Sites in Greater Manchester 

• Masterplanning exercise mirrored the developed Estates Strategy and 

developed quickly 

• GM agreed that remaining funds could be used to support the development 

of our SOC 

• AA Projects, AFL Architects and Trust working together 

• Task and Finish Group Established 

• Meeting fortnightly to plan and develop SOC 

• Business group involvement with Business Managers attending meetings 
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Developing The Strategic Outline Case (SOC) cont. 1 

 

 

Economic Case 
List of options for the site – Estates requirements 
SWOT analysis and Assessment of options 
Identification of most likely option 
Capital costs of each shortlisted option 
Economic assessment, including VFM summary 

Financial Case 
Financial assumptions 
Assessment of funds required to develop SOC 
Assessment of potential funding sources 
Affordability assessment of preferred way forward 
Projected CIP / QIPP 

Commercial Case 
Procurement appraisal (design, architects, 
construction, advisors, major equipment, IM&T) 
Scope of works for preferred option 
Legal and commercial implications 
Approach to Town Planning for preferred option 

Management Case 
Project management arrangements and key roles 
Governance arrangements 
Use of external advisors 
Stakeholder engagement and communications 
Risk management strategy 

Strategic Case 
Clinical Services, IM&T and Staff strategies 
Occupants and Services by building and floor 
Income and costs by service line 
Local health economy and likely impacts 
Equality and diversity impact assessments 
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Medium Term 2020 – 2025 continued 

Maternity – East Cheshire  

• Reconfiguration of Existing Maternity Buildings 

• Plans being worked up at present 

 

Corporate Services  

• Potential Migration of Back Office Functions  

• Aspen House - Backlog Maintenance £2.7m   

• Cedar House - Backlog Maintenance £1.8m 

 

Long Term Car Parking Solutions  

• Expiry of temporary car park planning consent  
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Long Term 2025 Onwards  

Construction of New Core Hospital Estate  

• Commence Temporary  Decant of Services (multiple phases)  

• Temporary Accommodation to Support Endoscopy/Medical Wards  

 

Outcome  

• Achieves New Patient Orientated Main Entrance  

• Ground Floor Outpatients / Day Case Facilities  

• Multi Level Medical Wards  

• Grouped Clinical Disciplines 

• Site Regeneration Providing 21st Century Facilities  

• Significant Reduction in Estate Backlog Maintenance  
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Thank You for Listening  

 

Questions? 
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Report to: Board of Directors Date: 28 March 2019 

Subject: Operational Plan 2019/20 – Final submission  

Report of: 
Director Strategy, Planning & 
Partnerships 

Prepared by: 
Associate Director Strategy 
& Planning 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
This report presents an overview of the position for the Trust final 

operational plan submission. 

 

The Board of Directors are recommended to approve the changes 

made to our operational plan and delegate responsibility to the 

executive team to ensure these are reflected in the final operational 

plan narrative due for submission to NHSI on 4 April 2019. 

 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

Annex A - Performance Trajectories 

Annex B - Bed Profile 

Annex C - CIP profile 

 

 

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 

 

 

 

 

 

 

1.2 

 

 

 

This report presents an overview of the Trust position for our final operational plan 

submission. Two elements of our operational plan are covered by other papers on the 

Board agenda and therefore are not referred to in detail in this report; these are 

 

 Budget Report 

 Capital Plan Report 

 

The Board of Directors are required to approve the changes made to our operational plan 

submission and delegate responsibility to the executive team to ensure these are reflected 

in the final operational plan narrative due for submission to NHSI on 4 April 2019. 

  

2. BACKGROUND 

 

2.1 

 

 

 

 

 

2.2 

 

 

Since our February draft operational plan submission, the Stockport locality (the Trust and 

CCG) received correspondence from Greater Manchester Health & Social Care Partnership 

and NHSI, highlighting issues to be refined prior to our final plan submission. A number of 

locality meetings have been held with GM and NHSI throughout March in addition to 

contract discussions held directly with the CCG and Local Authority.  

 

The following sections highlight the significant changes that will form part of our final 

operational plan submission. 

 

3. CHANGES TO ACTIVITY PLAN 

 

3.1 

 

3.1.1 

 

 

 

 

 

 

 
3.1.2 

 

 

 

 

 

 

 

 

 

 

The section provides an overview of changes to activity and supporting rationale. 

 

The table below shows activity changes by point of delivery 

 

ACTIVITY POINT OF DELIVERY CHANGE (n.) 

ELECTIVE Day case & Ordinary  -303 

 Outpatient -2,183 

NON-ELECTIVE ED attendances -492 

 0 day LOS +164 

 1+ day LOS -163 

 

These changes are due to: 

 

Elective 

 A change to achieve 90% RTT compliance instead of 92% - this is realistic and has been 

accepted by GM and NHSI 

 In the main, the reduction in elective and outpatient activity are cases/attendances 

which would have required additional recruitment, outsourcing or WLIs to deliver 

 

Non-elective 

 Reflects agreement on growth levels between ourselves and the CCG 
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4. CHANGES TO BED PROFILE 

 

4.1 

 

 

 

4.2 

 

 

 

 

 

 

 

 

 

 

 
4.3 

 

 

 

 

 
 

4.4 

 

 

 

 

 

 
4.5 

 

 

 

 

 

4.6 

 

 

 

 

 

 

 

 

Following our February submission we have been in on-going discussion with NHSI in 

relation to bed capacity. In our 2018/19 plans we included day case beds in our bed 

numbers and did this again for the February submission.  

 

We have since received confirmation that day case beds should be removed from the total. 

We also have greater clarity on efficiency schemes and system funding for winter 2019/20 

which are now reflected in our bed profile.  The summary table below shows the change in 

position.   

 

 FEB SUBMISSION  APR SUBMISSION 

1 April starting point (core 

general & acute beds) 

659 619 

Efficiency schemes 0 

 

-29 

Average winter escalation 

beds 

46 33 

 

  

The changes are due to: 

 

 Removal of day case beds from our numbers – reduction of 40 (Apr-Mar) 

 Confirmation of efficiency schemes from business groups – reduction  of 29 beds 

phased over the year 

 Reduced availability of annexes for winter escalation beds 

 

Efficiency schemes 

Linked to our clinical service efficiency programme, a number of schemes are planned to 

enable the closure of beds; these are profiled as follows: 

 

 Surgery - closure of 9 beds from Apr 19 

 Medicine - closure of 10 beds from Oct 19 

 Medicine - closure of 10 beds from Mar 20 
 

NHSI assessment tools indicate the Trust will have a shortage of 29-35 general and acute 

overnight beds in order to deliver our activity plan. It is likely the Trust will be challenged on 

our bed planning assumptions. There is a difficult task of delivering efficiencies in order to 

meet our financial position balanced with retaining sufficient numbers of beds to provide 

safe and quality care for our patients.  

 

Our assurance to NHSI will be to demonstrate the following : 

 

 the full impact of bed closures doesn’t come into effect until the end of the year 

 continued improvements to reduce stranded and medically optimised patients resulting 

in improved productivity and utilisation of our bed capacity 

 planned changes to the model at Bluebell to manage patients differently 

 full impact of early supported discharge for stroke services 
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4.7 

 

 

4.8 

 

 

 

 

 

 

4.9 

In contract negotiations with the CCG we will move the Bluebell development away from 

winter resilience schemes as the benefit will be all year round once in place 

 

Winter escalation beds 

The inclusion of 31 escalation beds is on the planning assumption of opening two wards (B2 

& B5) to provide resilience for winter. Currently, we have assurance of funding to facilitate 

one escalation ward however winter funding is subject to on-going contract discussion with 

the CCG. Once we have a fully costed winter escalation plan the Trust will write to the CCG 

formally with our request.  

 

A number of annexes used for previous winter escalation will not be available (a total of 13 

beds). This is due to the beds becoming part of normal capacity linked to efficiency schemes 

or planned changes to our estate. A full 12 month profile of beds is included as Annex B.   

 

5. CHANGES TO PERFROMANCE TRAJECTORIES 

 

5.1 

 

 

5.2 

 

5.2.1 

 

 

 

 

5.2.2 

 

 

 

 

 

5.3 

 

5.3.1 

 

 

 

 

 

 

5.3.2 

 

 

 

 

 

5.3.3 

This section provides an overview of any changes and supporting rationale to key 

performance trajectories.  

 

REFERRAL TO TREATMENT  

 

This has changed as a result of the activity changes and has been accepted by GM and NHSI. 

It reflects the expectation of achieving 90% RTT compliance and returning to the March 

2018 baseline position for waiting list size by end of Q3 2019/20. This is as per the letter 

dated 5 March and discussed at locality oversight meetings.  

 

Our trajectory for incomplete pathways over 52 week waits is zero for the year. However, 

there will be exceptions that will arise as a result of patient choice. In accordance with 

national waiting time rules, if it is clinically safe for a patient to delay their treatment then 

they can choose to wait beyond 52 weeks – this has been checked with NHSI and the 

response has been that they have confirmed we are correctly applying the rules.  

 

CANCER WAITING TIMES 

 

62 day Standard 

There have been no revisions to our trajectory since the February submission which 

forecasts delivery of the 85% standard by end of Q3 2019/20. However, we are aware that 

following the NHSI/GM oversight meeting of 14 March, the CCG have received 

correspondence suggesting earlier achievement of the 85% standard. At present, The Trust 

has not received any correspondence to this effect following the meeting.  

 

2 Week Wait/Breast Symptomatic 

There have been no revisions to our trajectory since the February submission which 

forecasts delivery of the 93% standard by end of Q1 2019/20. Feedback from NHSI has been 

this is realistic however, due to the on-going fragility of our breast service our position 

could deteriorate from the current forecast.  

 

Although the performance trajectories have not been revised, an amendment has been 
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5.4 

 

5.4.1 

 

 

 

 

 

5.4.2 

 

 

 

 

 

 

 

5.4.3 

 

required to the proportion of expected cancer activity. This is in line with the CCGs 

expected increase in cancer referrals of 12.5% and therefore a similar increase in the 

incidence of cancer diagnosis. It is important to note this is a change to the priority type of 

activity as opposed to an increase of any totals.  

 

ED 4 HOUR WAIT 

 

Following our February submission, we received correspondence from NHSI setting out 

expectations on performance of no less than 80% through Autumn and winter and 85% 

through summer months. Following careful consideration we are proposing submission of a 

revised trajectory, which whilst improving performance compared with our February 

submission, does not fully meet NHSI expectations.  

 

The rationale for this, is as follows: 

 

 Anticipated pressure from the de-escalation of winter beds at end of Mar 19, meaning 

Apr 19 will not achieve 80% 

 A realistic performance achievement for Q4 based on historic performance, limited 

winter funding for escalation capacity, and the availability additional medical and 

nursing staff 

 

The options are set out in Annex A. The recommendation agreed by the Executive Team  is  

to submit the revised trajectory (labelled ‘Trajectory 3’) 

 

6. CLINICAL SERVICE EFFICIENCY & CIP 

 

6.1 

 

 

 

 

 

6.2 

 

 

 

6.3 

 

 

 

6.4 

 

 

 

6.5 

 

 

 

An approach to development of our Clinical Service Efficiency Programme and CIP 

programme has regularly been reported to Finance & Performance Committee. This has 

included the rationale for the establishment of the programme; details of the proposed 

approach, the potential opportunity presented to the Trust by the benchmark data and 

progress to date. 

 

Key to achieving our financial plan for 2019/20 is the delivery of £14.2m cost 

improvements.  Our draft plan assumed that £14.2m of CIP would be delivered in equal 

twelfths during 2019/20.  

 

This approach is consistent with planning guidance which requests Trusts do not back end-

load financial delivery. However, NHSI Draft Plan feedback received on 1st March queried 

‘is it realistic that the schemes will all be in place by the start of the year?’. 

 

The Trust is currently progressing schemes totalling £7.2m for 2019/20 compared to £0.8m 

identified at this stage prior to the 2018/19 financial year. Nevertheless, this reflects just 

50% of the total Trust CIP requirement for 2019/20. 

 

It is proposed that the CIP profile be adjusted to reflect the profile of plans identified to-

date, whilst the Trust continues to work to identify schemes to close the gap. The proposed 

2019/20 CIP profile is consistent with the 2018/19 plan profile is set out in Annex C   
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7. RECOMMENDATIONS 

 

7.1 

 

The Board of Directors are recommended to endorse the: 

 

 Revised activity plans 

 Revised RTT performance trajectory (already agreed with NHSI) 

 Revised bed profile  

 Proposed change to our ED 4 hour wait performance trajectory 

 Profile of CIP delivery 
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Operational Plan 2019/20 - ANNEX A – PERFORMANCE TRAJECTORIES 

Referral To Treatment  

The lines highlighted yellow is the data that is provided in our operational plan submission. The table below shows our draft submission for comparison. The 

chart shows the 12 month profile of trajectories for incomplete waiting list size and performance against the 92% target. These have been agreed with the 

regional NHSI team 

 

 

Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

March '18 Waiting List Size 22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       22,345       

RTT Incomplete Waiting List Size- Feb submission 24,423       24,402       24,428       24,111       23,955       23,680       23,235       22,937       22,560       21,846       21,261       21,095       20,997       

RTT Incomplete Waiting List Size -  April submission 24,423       24,501       24,578       24,391       24,261       24,093       23,769       23,509       23,245       22,728       22,243       22,195       22,137       

RTT 92% - Feb submission 84.4% 85.0% 86.0% 87.0% 88.0% 89.0% 90.0% 90.5% 91.0% 92.0% 92.0% 92.0% 92.0%

RTT 92% - April submission 84.4% 83.7% 84.7% 85.6% 86.6% 87.5% 88.4% 89.3% 89.6% 90.0% 90.0% 90.0% 90.0%
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ED 4 hour wait 

The lines highlighted yellow is the data that is provided in our operational plan submission. The table below shows for comparison  

 

 Trajectory 1 - our draft submission 

 Trajectory 2 - performance expectations set out by NHSI; and  

 Trajectory 3 - our revised proposal for inclusion in our final submission subject to approval by the Board 

 

 

 

Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Trajcetory 1 -Trust  February submission 75.0% 76.0% 77.0% 78.0% 80.0% 81.0% 82.0% 82.0% 82.0% 80.0% 75.0% 76.0% 78.0%

Trajectory 2 - NHSI proposed 80.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 80.0% 80.0% 80.0% 80.0% 80.0% 80.0%

Trajectory 3 - Trust proposed April submission 80.0% 78.0% 80.0% 80.0% 80.0% 81.0% 82.0% 80.0% 80.0% 80.0% 75.0% 76.0% 78.0%
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Operational Plan 2019/20 - ANNEX B – BED PROFILE 

The line highlighted yellow is the data that is provided in our operational plan submission. The supplementary tables form part of supporting information 

previously provided to the NHSI regional team.  

The monthly profile takes account of the delivery of planned efficiency schemes and winter escalation capacity.  

 

Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Core G&A Beds 619 619 619 619 619 619 619 619 619 619 619 619

Escalation capacity 0 0 0 0 0 0 0 0 33 33 33 33

Efficiency schemes -9 -9 -9 -9 -9 -9 -19 -19 -19 -19 -19 -29

TOTAL 610 610 610 610 610 610 600 600 633 633 633 623

WINTER ESCALATION Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Escalation - Annex B6 (1 beds) - - - - - - - - 1 1 1 1

Escalation - Annex A1 (6 beds) - - - - - - - - - - - -

Escalation - Annex C6 (7 beds) - - - - - - - - - - - -

Open Ward B2 (17 beds) - - - - - - - - 17 17 17 17

Open Ward B5 (15 beds) - - - - - - - - 15 15 15 15

- - - - - - - - - - - -

- - - - - - - - - - - -

Escalation Sub-Total 0 0 0 0 0 0 0 0 33 33 33 33

EFFICIENCY SCHEMES Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Medical bed optimisation - - - - - - -10 -10 -10 -10 -10 -20

Surgical bed optimisation -9 -9 -9 -9 -9 -9 -9 -9 -9 -9 -9 -9

Efficiency Sub-Total -9 -9 -9 -9 -9 -9 -19 -19 -19 -19 -19 -29

CHANGES IN OCCUPANCY Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19 Nov-19 Dec-19 Jan-20 Feb-20 Mar-20

Bluebell model - - - - - - 15 15 15 15 15 15

- - - - - - - - - - - -

- - - - - - - - - - - -

Efficiency Sub-Total 0 0 0 0 0 0 15 15 15 15 15 15

EXTERNAL CHANGES TO INCREASE 

OCCUPANCY

REVISED 2019/20 

STARTING POINT

Assumes  reduction of winter 

esca lation capacity (31 beds) by 

end of March 19

MAXIMISING INTERNAL CAPACITY

EFFICIENCY & SERVICE 

DEVELOPMENTS
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Operational Plan 2019/20 - ANNEX C – CIP PROFILE 

The chart below sets out the proposed CIP profile.  
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Report to: Board of Directors Date: 28th March 2019 

Subject: 2019/20 Annual Budget  

Report of: Director of Finance Prepared by: Deputy Director of Finance 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
Since the publication of the 2019/20 Operational Planning 
Guidance, the Board of Directors have received regular updates 
with regard to the overall operational trajectories, the alignment 
of activity with commissioners and the overall draft financial plan.   
 

Since submitting the Draft Operational Plan in February, the Trust 
has had review sessions with NHSI / GM and the Final Operational 
Plan reflects feedback and the commissioner agreements.   
 

This paper provides the Board of Directors with a summary on the 
key underlying assumptions, the contractual agreements and the 
key financial summaries.  These are aligned with the Final 
Operational Plan due to be submitted on the 4

th
 April 2019.  Any 

further changes following finalisation of the contracts or NHSI 
feedback will be provided to the Finance and Performance 
Committee in April.     
 

The annual plan is for a control total deficit of £28.1m after CIP 
and plans to receive £24.5m in Provider Sustainability Funding and 
Financial Recovery Funding, to give a revised annual plan control 
total of £3.6m.     
 
The final operational plan must be submitted to NHSI on the 4

th
 

April 2019. 

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 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

 

 

1.2 

 

 

 

 

 

 

 

 

1.3 

 

 

 

 

Since the publication of the 2019/20 Operational Planning Guidance, the Finance & 

Performance Committee has received regular updates at the meetings held on the 23rd 

January, 20th February 2019 and 20th March 2019 on the progress of the development of 

the Operational Plan for 2019/20. 

 

On 15th January 2019, NHSI wrote to the Trust proposing a Control Total for 2019/20 and a 

revised Provider Sustainability and Financial Recovery Fund offer.  On the 31st January 2019, 

the Board of Directors considered and accepted the control offer and agreed to plan for a 

deficit of £28.1m after a CIP plan of £14.2m and in turn, would plan to receive £24.5m in 

central funding consisting of Marginal Rate Emergency Tariff (MRET), Provider Sustainability 

Funding (PSF) and Financial Recovery Fund (FRF).  The annual control total is therefore a 

deficit of £3.6m.  This has been confirmed to NHSI in the draft plan submission on the 12th 

February 2019. 

 

At the stage of developing this report, there are two key outstanding items, which the 

Board of Directors will be updated upon in the coming days: 

a) Concerns from NHSI across all providers that ED and Emergency Activity growth 

have been underestimated; and 

b) Development and agreement of the 2019/20 Winter Escalation Plans.   

 

 

2. BACKGROUND 

 

2.1 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.2 

 

 

 

 

 

 

The Trust is required to submit an annual operational plan to NHSI for 2019/20 as per the 

planning guidance issued in January 2019.  The Trust has prepared the plan in accordance 

of the “NHS Operational Planning and Contracting Guidance 2019/20” and as per the 

Financial Control Total letter. This is in accordance with the timetable below: 

 

Table 1 
 

Timetable Date 

Publication of planning guidance 11
th

 January 2019 

Control total letter issued 15
th

 January 2019 

Draft 2019/20 Organisation Operating Plans submitted 12
th

 February 2019 

National deadline for signing 2019/20 contracts 21
st

 March 2019 

Final Trust Board approval of Operational Plan 28
th

 March 2019 

Final Board approved 2019/20 Organisation Operating Plans submitted 4
th

 April 2019 

Aggregated 2019/20 STP/ICS led contract / plan alignment submission 11
th

 April 2019 

System 5-year plans signed off by all organisations Autumn 2019 

 

The operational plan 2019/20 is presented under International Financial Reporting 

Standards (IFRS). 

 

 

157 of 230



- 4 - 

3. UPDATE ON PLANNING ASSUMPTIONS 

 

3.1 

 

 

 

3.2 

 

 

 

 

 

 

3.3 

 

 

 

 

 

3.4 

 

 

 

 

 

 

3.5 

 

 

 

 

 

3.6 

 

 

 

 

3.7 

 

 

 

 

 

 

 

 

 

 

The Trust has met the first stage of the national planning requirement and submitted a 

draft operational plan on 12th February 2019 and confirms the previously reported deficit of 

£3.591m and a CIP plan of £14.2m. 

 

The Trust has received feedback on its financial plan assumptions from NHSI and these 

were duly returned on 15th March 2019.  There was nothing raised which will cause the 

Trust to change its financial planning assumptions.  

 

 

CONTRACT UPDATES 

 

The Director of Finance and members of the senior finance team have continued to meet 

with commissioners to negotiate contracts for 2019/20.  As at the date of writing this 

report the position with the Trust’s main commissioners is as follows: 

 

Stockport CCG  

 

As the Trust’s main commissioner with an average of 70% of services provided, the main 

negotiation takes place with Stockport CCG.  Part of the planning process this year involves 

triangulation of activity plans between commissioners and providers; ensuring that growth 

and planning assumptions are aligned.  Representatives from the Trust and the CCG met 

with the regulators in February and agreed to align any differences from the first 

submission.     

 

Since this meeting, GMH&SCP issued guidance on behalf of the regulators, which requires 

the Trust to reduce the total waiting list size of the Trust and achieve 90% RTT for the Trust. 

This has therefore reduced the additional activity required within the financial plan and it 

was agreed with the CCG for the Trust to reduce its plan and for the CCG to meet this level 

by increasing their growth assumptions. 

 

The Trust had planned as part of the Stockport Together programme to not plan for non-

elective growth; however this was not deemed acceptable and therefore a 1.27% weighted 

growth has been applied to non elective and non elective short stay spells.  The Trust and 

CCG have also aligned their growth assumptions on A&E attendances to 2.42%. 

 

The Trust and Stockport CCG met with NHSI on 14th March 2019 and presented an aligned 

growth position from the starting position of a forecast out-turn based on the last 5 months 

of 2017/18 and the first 7 months of 2018/19.  This is shown in percentage terms in Table 2 

overleaf :  
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3.8 

 

 

 

 

3.9 

 

 

 

 

3.10 

 

 

 

 

 

 

3.11 

 

 

 

 

 

 

 

3.12 

 

 

 

 

3.13 

 

 

 

 

Table 2 
 

 
 

The Director of Finance and Chief Operating Officer met with representatives from the CCG 

to address a number of outstanding issues.  Whilst the CCG has confirmed their agreement 

to issues raised by Trust, at the stage of writing this report, these have yet be built into the 

contract schedules.   

 

Stockport CCG does not wish to have a block contract for out-patients in 2019/20 due to 

the significant investment in activity included in the plan to deliver RTT.  The CCG have 

requested assurance that the Trust is able to deliver this level of activity.  Elective and Day 

Case activity will remain under cost and volume as in previous years. 

 

The planning guidance introduces a new concept called the “blended approach” in 2019/20, 

which covers the payment of CCG commissioned emergency care activity.  The details on 

this are limited but suggest that any variable activity is at a rate of 20% of tariff.   This is 

currently being considered as part of the final parts of the contract negotiation. 

 

Eastern Cheshire CCG 

 

The Trust has agreed a contract value with Eastern Cheshire CCG which includes a premium 

tariff for Stroke, in excess of the GM tariff for Stroke.  The CCG have not met the reduction 

in length of stay as part of the previous agreement and the introduction of an Early 

Supported Discharge service will not start until April 2019; therefore a premium tariff is 

required to support the Trust’s additional costs. 

 

Specialist Commissioners 

 

The Trust continues to discuss a contract value with the Specialist commissioners, which 

includes an increase in income to support cancer multi-disciplinary team meetings.  

 

North Derbyshire CCGs 

 

Contract agreement has not been reached with North Derbyshire CCGs despite contract 

proposals being issued on time.  The value of Urgent Care within their contract should also 

be considered under the blended approach as it is above the application threshold of a 

£10m contract value.    
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3.14 

 

 

3.15 

 

 

 

 

 

 

3.16 

 

 

 

 

 

 

 

 

3.17 

 

 

 

 

 

 

 

3.18 

 

 

 

 

 

 

 

 

3.19 

 

 

 

 

 

 

 

3.20 

 

Tameside & Glossop CCG 

 

The Trust has agreed a contract with Tameside & Glossop CCG but at a lower value than 

2018/19 as referrals and activity have decreased over the past year.  

 

The final values for income on all contracts will be transacted as part of the final version of 

the plan but it is not expected to change the deficit assumptions and any benefit will be 

assessed against the risk of delivery. 

 

 

STOCKPORT TOGETHER INVESTMENTS 

 

The locality Directors of Finance have also continued to meet as part of the contract 

discussions and in order to progress agreements for 2019/20.  Each health provider in the 

locality has been asked to provide a stock-take recruitment and increased capacity which 

will be presented to the Board of Directors following review sessions.  At this stage the 

planning assumptions made in the draft plan for a risk share of £2.4m remain unchanged.  

 

 

ACTIVITY PROFILING AND TRIANGULATION 

 

A key part of the 2019/20 planning has been the demand and capacity modeling at 

specialty level; ensuring that all plans are agreed and signed off by each of the business 

group triumvirates.  When the additional RTT plans were originally created there was an 

assumption that income equaled cost and therefore the plan has reduced in terms of 

income and cost in relation to the reduction in activity from 92% achievement to 90%. All 

clinical business groups have met with the Chief Operating Officer and have signed plans for 

2019/20 at specialty level.   

 

The revised activity profiles incorporating the changes to RTT performance and the growth 

levels with the CCGs will be submitted as part of the final plan in April 2019.  The activity is 

triangulated along with the performance trajectories and bed requirements to ensure that 

the plan is deliverable and where exceptions occur that the Trust can either explain or will 

amend their plans accordingly. 

 

 

COST IMPROVEMENT PROGRAMME 

 

Work continues on the programmes for CIP as previously reported under the Clinical 

Services Efficiency programme (CSEP) update.  The submission templates require detailed 

analysis of the schemes as well as profiling of plans and this has been the focus of the CSEP 

weekly meetings. 

 

 

WORKFORCE 

 

The workforce templates as part of the draft plan submission were completed and the 
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3.21 

 

 

3.22 

 

known impact of CIP, business cases and other changes were factored in to the forecast and 

demand information.   

 

The Trust has submitted planned agency spend in line with the notified £10.4m NHSI ceiling 

for 2019/20.  This represents a £0.1m reduction from the agency ceiling in 2018/19.  

 

There is a triangulation assessment within the submission and the Trust received a “green” 

score indicating that the workforce, activity and financial aspects were aligned. 

 

 

4. KEY FINANCIAL ASSUMPTIONS LINKED TO THE ANNUAL BUDGET APPROVAL 

 

4.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.2 

 

 
 

 

4.3 

 

 

 

 

 

4.4 

 

 

 

 

4.5 

The movement between the £34m planned deficit for 2018/19 and the £3.6m control total 

deficit for 2019/20 can be demonstrated in Table 3. 

 

Table 3  
 

 
 

 

The Director of Finance, along with Executive Colleagues, has considered all the financial 

risks and opportunities facing the Trust in the coming financial year and a proposal on how 

the funding should be allocated was discussed and approved by the Executive Team on the 

12th March 2019.      

 

Initial proposals for budgets for Business Groups were released on the 15th March 2019 to 

Business Group Directors and sign off meetings have been held with Surgery & Critical Care, 

Medicine & Clinical Support and Women, Children’s and Diagnostics on the 20th and 21st 

March 2019.  The meeting with Integrated Care will take place before the end of March 

2019.   

 

The Executive Team have agreed a small development fund of £1.6m, which was not to be 

committed until sufficient progress has been made with CIP.  A priority development list 

has also been reviewed and prioritised by the Executive Team should the financial position 

be stable to proceed. 

 

As described earlier there are a number of contract elements which will be finalised as part 
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4.6 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.7 

 

 

 

 

 

 

 

of the contract agreements; however at this stage the operational plan based on the 12th 

February submission can be presented in budgets as per Table 4.   

 

Table 4 
 

 
 

 

The Trust will be measured against the Single Oversight Framework rating in 2019/20 and 

the scores which have been submitted as part of the operational plan are shown in Table 5. 

 

Table 5 

 
 

This places the Trust is Segment 3 under the Single Oversight Framework Use of Resources 

metric.  The Trust scores the worst possible rank in four of the five metrics, and there is no 

expectation of an improvement in any of these individual scores.  If there is a deterioration 

of the variance from the control totals rating or the agency ceiling then the overall score 

will reduce to 4. 

 

 

 

Underlying

TRUST ANNUAL Position External Opening

PLAN 2019/20 Excluding CIP Support Budgets

CIP 2019/20

£k £k £k £k

INCOME 

Clinical Income - NHS 266,197 - - 266,197

Non NHS Clinical Income 1,325 - - 1,325

Other Income 31,313 - - 31,313

External Support - - 24,466 24,466

TOTAL INCOME 298,835 - 24,466 323,301

EXPENDITURE     

Pay Costs (238,142) 9,804 - (228,338)

Non-Pay Costs (89,341) 4,396 - (84,945)

TOTAL COSTS (327,483) 14,200 - (313,283)

EBITDA (28,648) 14,200 24,466 10,018

Financing Costs (13,610) - - (13,610)

 RETAINED SURPLUS / (DEFICIT) FOR 

PERIOD 
(42,257) 14,200 24,466 (3,591)

Use of Resources Rating
Plan 

2018/19

Forecast

out-turn

2018/19

Plan 

2019/20

Capital service 4 4 4 

Liquidity 4 4 4 

I&E Margin 4 4 4 

I&E margin: distance from financial plan 1 1 

Variance From Control total rating 1 

Agency 1 2 1 

Use Of Resources Rating before overrides 3 3 3 

4 Rating Trigger for Use Of Resources Rating TRIGGER TRIGGER TRIGGER

Use Of Resources Rating after 4 rating override 3 3 3 
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4.8 

 

 

 

 

4.9 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.10 

 

 

 

 

 

 

 

 

CASH MANAGEMENT 

 

The Trust is forecast to end the 2018/19 year with a cash balance of £4.9m.  The Trust has 

accessed revenue support in this financial year of £24.5m and will continue to require 

support in 2019/20.  The Trust is only able to borrow funds equivalent to its year end deficit 

/ agreed control total of £3.6m.   

 

A reconciliation of the cash position from forecast outturn for 2018/19 to closing cash 

balance in 2019/20 is shown in table 6. 

 

Table 6 

 
 

 
 

 

The Trust receives the PSF and FRF quarterly in arrears and therefore the Trust is permitted 

to borrow the cash in advance, repayable upon receipt.  If the Trust did not achieve its 

financial control limit within a quarter and therefore did not receive the PSF and FRF then 

working capital liquidity would be required in excess of what is already highlighted in the 

table above.  Therefore cash management within the Trust is of critical importance 

alongside the delivery of the financial plan as a whole.  

 

 

 

Annual Plan Cashflow Summary 19/20
Total

£m

Opening Cash at 31st March 2019 4.9

Income 323.3

Expenditure (313.4)

EBITDA 9.90

Movement in working capital (including PSF & FRF Q4 Receivable) (7.4)

Financing  (Interest payable and PDC Dividend) (5.3)

Revenue Financing Support Facility including PSF and FRF* 11.6

Finance Leases (1.0)

Healthier Together PDC Capital Funding 8.9

Capital Programme 1920 (including creditors) (19.9)

Closing Cash Flow 31st March 2020 1.7

DHSC Revenue Funding Requirement 27.2

Deficit related funding requirement 3.6

Working capital/liquidity requirement - revenue financing only 2.7

Provider Sustainability Fund (PSF) and financial recovery fund (FRF) 20.9

DHSC Revenue Funding Repayments in year (15.6)

Working capital/liquidity requirement - revenue financing only (2.0)

Provider Sustainability Fund (PSF) and financial recovery fund (FRF) (13.6)

Net Funding requirement* 11.6
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4.11 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

4.12 

 

 

 

 

CAPITAL PROGRAMME 

 

The draft capital programme is shown in table 7 below: 

 

Table 7 
 

 
 

The 19/20 Capital Programme has been developed and prioritised through the Trust’s 

Capital Programme Development Group and it is expected to be refined further for the 4th 

April 2019 submission.  

5. CONCLUSION AND RISKS 

 

5.1 There are a number of risks facing the delivery of the financial projections in 2019/20, 

2019/20 CAPITAL

£000 £000

Estates

Backlog 772

Capital Major Projects 777

Total Estates 1,549

IT

Hardware 2,010

EPR Acute and Community Finance Lease 882

Software 559

Telephony Upgrade 360

Total IT 3,811

Equipment

Integrated Care 95

Medicine & Clinical Support 117

Surgery GI & Critical Care 742

Women, Children & Diagnostics 776

Other 462

Total Equipment 2,192

TOTAL INTERNALLY FUNDED 7,551

Externally Funded Schemes

HT Business Case 8,900

Urgent Care / CT Capital 1,860

TOTAL EXTERNAL FUNDS 10,760

TOTAL TRUST 18,311

This investment is funded by

FUNDING

£000 £000

Depreciation 9,162

Loan Repayment (1,551)

Healthier Together 8,900

Cash Resources 1,800

TOTAL FUNDING 18,311
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namely: 

a) the delivery of the £14.2m CIP programme on a recurrent basis; 

b) recruitment of consultants in order to deliver the increased activity plans in order 

to reduce the overall waiting list size and improve delivery of RTT and cancer;  

c) the relationships within the locality; 

d) requirement for additional investment in quality and safety; 

e) reduced contingent reserves and non-recurrent balance sheet provisions in order 

to mitigate for non delivery of the plan; and  

f) the critical management of cash throughout the year as the ability to borrow is 

reduced from having a reduced deficit position. 

 

 

6. RECOMMENDATIONS 

 

6.1 

 

 

 

 

 

The Board of Directors are asked to: 

a) review the underlying assumptions in the Operational Plan; 

b) note the current contract discussions and agreements; 

c) note that the tables in the document will be updated following completion of the 

templates; 

d) approve the Annual Budget for 2019/20; and 

e) agree to receive an update to the Operational Plan at the Board of Directors in 

April 2019.  
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Report to: Board of Directors Date: 28 March 2019 

Subject: Capital Plan 2019/20 

Report of: 
Executive Director Strategy, 
Planning & Partnerships 

Prepared by: 
Associate Director Strategy 
& Planning  

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

S7 
 

 

Summary of Report 
 
This report presents the Capital Plan for 2019/20 for consideration 
and approval. 
 
The Board is recommended to: 

 

 Approve the capital programme for 2019/20 

 Note the significant pressure upon funding and difficult 

choices on prioritisation 

 Note the potential impact of HT funding is awarded and 

decision to be made on cash resources that will be 

presented to F&P and the Board in March 2019 

 

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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1. INTRODUCTION 

 

1.1 

 

This report presents the Capital Plan for 2019/20 for consideration and approval. 

 

NB - Board members are requested to note that updates have been made to the 

presentation of finances in table 2 to reflect the latest prioritisation presented to Capital 

Programme Development Group. This is only a minor change to the paper presented to 

Finance and Performance Committee. 

 

2. BACKGROUND 

 

2.1  

 

 

 

 

 

 

 

 

 

 

 

2.2 

 

 

 

 

 

 

 

 

 

 
 

2.3 

 

 

 

 

 

2.4 

 

To support preparation of our operational plan submission, business groups and corporate 

support services put forward submissions for capital priorities for 2019/20. A process was 

enacted as follows: 

 

 Desktop review of changes and items deferred form 2018/19 

 Review of emerging priorities to support quality and safety agenda 

 Risk based prioritisation of requirements by business groups and corporate teams 

(Dec/Jan) 

 Review of all submissions by Capital Programme Development Group (CPDG) 

 Further review and engagement with teams to determine priorities in light of 

restricted capital available. 

 

Original submissions saw £20.4m of capital requirements set out for 2019/20. Table 1. sets 

out internal  capital funding available for 2019/20. Available capital can only fund 37% of 

the value of original requirements 

 

Table 1 – Internal funding 2019/20 

 
 

Should capital for Healthier Together be released in 2019/20 as anticipated, the funding 

envelope will increase by £8.9m as per table 2. There is a risk that Department of Health do 

not acknowledge the increase in costs of Healthier Together schemes across all sectors 

(Trust revised estimate of schemes is £9.8m) which would mean the Trust would need to 

identify £0.9m from internal resources.  

 

The Trust currently holds £1.8m in cash resources – Finance & Performance Committee 

requested assurance that all HT schemes (inclusive of the CT and Endoscopy developments 

presented to the Committee in March) are within the overall envelope of expected 

Healthier Together funding and existing cash resources.  This will be presented to the 

committee in April. 
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3. CURRENT SITUATION 

 

3.1 

 

 

 

3.2 

 

 

 

 

3.3 

 

 

 

3.4 

 

 

 

 

3.5 

 

 

 

3.6 

 

 

 

 

3.8 

 

 

 

 

 

3.9 

 

 

 

The Trust’s on-going capital plan remains restricted in light of the deficit position and 

requirement for external cash support. Plans for 2019/20 are therefore for critical items 

only, in order to remain within annual depreciation levels less loan repayments. 

 

A risk based approach has been taken to prioritisation of capital expenditure. All services 

have adopted the existing Trust risk methodology to assess each scheme/equipment put 

forward with these then reviewed by our Capital Programme Development Group and 

Executive Team.  

 

Finance & Performance Committee members requested to see the detail behind the risk 

assessment process enacted and where risks will be mitigated by the planned capital 

expenditure. 

 

Capital is heavily constrained with planned expenditure prioritised on core infrastructure 

maintenance and upgrades, mandatory and statutory compliance and essential equipment 

replacement. Any small developments are directly linked to addressing quality or 

compliance issues.  

 

The impact of the Trust borrowing through the revenue finance agreement means we are 

not in a position to seek alternative forms of capital via loans or PFI arrangements. The 

impact of loan repayments also reduces internally generated depreciation.  

 

At present we have no service development schemes or aspirational upgrades funded 

within the capital programme linked to transforming our estate which is set out in our 

Estates strategy. Plans are focused on addressing critical and high risk backlog and 

maintenance only.  

 

Planning for the long term transformation of our estate will however continue linked to 

development of our clinical services strategy and changes in the external environment. We 

are receiving support from GM to develop a strategic outline case linked to our estates 

strategy. Access to external PDC funding or national capital will be critical to transforming 

our environment and equipment to deliver improved facilities and better patient care.  

 

We continue with planning for the receipt of capital associated to Healthier Together – the 

release of which will allow for enabling schemes to deliver the required changes to our 

estate to support the transfer of elective and non-elective patients from Tameside. 
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4. FINANCIAL POSITION 

 

4.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2 presents the planned capital expenditure split across Estates, IM&T and Medical 

equipment.  

 

Table 2 – planned capital expenditure 2019/20 
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4.2 

 

 

 

 

 

 

 

 

 

 

 

 

 
4.3 

 

 

 

4.4 

 

 

Some elements of the programme remain subject to confirmation as follows: 

 

 Telephony investment – tender bids are currently being evaluated; a nominal 

figure of £0.36m has been included within the 2019/20 plan with an expectation 

other CAPEX will be committed in 2020/21. The final value will not be known until 

the tender process and business case is concluded. A total of £0.76m is a working 

estimate based original scoping requirements by O2. 

 

 Use of cash resources (£1.8m) – there is a decision to be made on capital 

investment priorities and associated risks. Two business cases (CT and Endoscopy) 

are seeking investment ahead of the release of HT capital. These were discussed at 

F&P Committee – the recommended next steps are outlined in a separate paper. It 

is anticipated these will be presented to the Trust Board for approval in April 2019. 

 

A value for contingency will remain unallocated (approx. £0.1m) in order to mitigate any 

unplanned failures or breakdowns throughout the year. CPDG will have oversight and 

governance for how this is spent in year. 

 

The detailed programme schedules were provided to Finance & Performance committee – 

they will also receive for further information evidence of the risk assessments undertaken.  

 

5. RECOMMENDATIONS 

 

5.1 The Board of Directors are recommended to: 

 

 Approve recommendation of the capital programme for 2019/20 

 Note the significant pressure upon funding and difficult choices on prioritisation 

 Note the potential impact of HT funding and decision to be made on cash resources 

that will be presented to F&P and the Board in April 2019 
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Report to: Board of Directors Date:  28th March 2019 

Subject: Going Concern Declaration 

Report of: Director of Finance Prepared by: Deputy Director of Finance 

 

REPORT FOR APPROVAL 

 

Corporate 
objective  
ref: 

S4 
 

Summary of Report 
International Accounting Standard 1 (IAS 1) requires the 
Trust to assess its ability to continue as a going concern as 
part of preparing the Annual Accounts.   
 
The process for considering Going Concern is to assess the 
financial risks facing the organisation and then model the 
financial impact of the risks on the available resources to 
deliver our operational services. 
 
This report provides an analysis of the downside scenarios 
including the associated cash impacts and the point at which 
the Trust moves into a negative cash position on the 
unmitigated testing scenario. 
 
The report provides the mitigations that are available to the 
Trust and to enable the Directors to assess the short to 
medium term solvency of the Trust.   
 
Purpose of this paper 
 
The Board of Directors are asked to: 

 Discuss the baseline cash trajectory and downside 

scenario modeling; 

 Note that a working capital/distress funding facility 

with the ITFF is in place; 

 Agree to the going concern declaration.   

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 
 F&P Committee 

 People Performance 
Committee 

 Charitable Funds 
Committee 

 Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
 Other 
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GOING CONCERN DECLARATION 2018/19 

 
1 Introduction 
 
1.1 The “Going Concern” concept is one of the fundamental concepts that underpin the 

accounting regime in most developed economies.  Essentially it means that an entity’s 
Directors believe it has the resources in place to remain viable for the foreseeable future. The 
“Going Concern” principle is a key part of NHSI/Monitor’s licence and regulatory 
arrangements. 

 
1.2 Each financial year, the Trust has to explicitly consider its ability to continue as a Going 

Concern, both as part of preparing the annual plan and drawing up the annual financial 
statements.  The main element for the declaration is whether the Trust has the required 
resources available to provide Commissioner Requested Services for the upcoming twelve 
months.   

 
1.3 International Accounting Standard 1 (IAS 1) requires the Trust to assess its ability to continue 

as a Going Concern as part of preparing the Annual Accounts.  The process for considering 
Going Concern should be proportionate in nature and depth to the risk being faced by the 
entity. 

 
1.4 In making such an assessment the Trust is required to take into account all the information 

available about the future prospects of the Trust, taking a forward look for a minimum of 
twelve months.  The extent and nature of this assessment will be driven by the historical 
financial position of the organisation and the knowledge of the financial challenges it faces.  
These challenges are considered in turn below. 

 
1.5 It is not intended for this document to reproduce all the evidence of controls that exists to 

support its conclusion, but provides the sensitivity modelling undertaken and the mitigations 
that the Trust can pursue in order to remain a going a concern.   

 
 
2 Financial Planning 

 
2.1 The Board of Directors have considered the 2019/20 financial plans through the presentation 

of detailed Board papers, which led to the acceptance of the control total in the draft annual 
plan submission on 12th February 2019.  These have explained: 

a) the 2018/19 forecast outturn; 
b) the normalised financial position; 
c) movements in the financial position between the two financial years; 
d) the funding available from the Provider Sustainability Fund (PSF); 
e) the funding available from the Financial Recovery Fund (FRF); 
f) the removal of the Marginal Rate Emergency Threshold (MRET);  
g) the status and current position of the contract negotiations;  
h) the current Cost Improvement Programme (CIP) status; 
i) other financial risks facing the organisation; and  
j) the proposed 2019/20 financial plan.    

 

2.2 The financial plan for 2019/20 has been agreed with an underlying deficit of £42.3m, a Cost  
Improvement Plan of £14.2m and support funding from MRET, PSF and FRF of £24.5m; which 

175 of 230



          Page 4 of 10 

gives an overall control total deficit of £3.6m.  Whilst not without risk, this gives the Trust the 
opportunity to deliver a significantly reduced deficit position. 

 
2.4 The Trust financial plan for 2019/20 reflects the latest information in relation to: 

a) tariff inflation;  

b) pay cost impacts including national insurance and pension changes; 

c) contract discussions and agreements; 

d) the Cost Improvement Programme; and 

e) Stockport Together risk share. 

2.5 As in previous years, the Trust has developed a “base” case, without any CIP benefits, and an 
assessment of the potential income and associated expenditure, based on known assumptions 
and information.  The summary underlying case for 2019/20, prior to the delivery of any cost 
improvement plans and receipt of support funding as described in paragraph 2.3, results in a 
deficit of £42.3m.   

 
 
3. Contract Risk 

 
3.1. The Trust has agreed planned activity with Stockport Clinical Commissioning Group, following 

reconciliation across the system at draft planning stage to ensure the alignment of activity 

plans for 2019/20.  However the Trust has yet to agree all the financial values associated with 

the contract, with the largest outstanding values relating to winter funding; virtual fracture 

clinic funding; changes to the commissioning of Bluebell Ward; and ED consultants in advance 

of Healthier Together.  The Trust has assumed PbR funding for elective, day case and out-

patient income and is considering Urgent Care on a block basis under the newly defined 

“blended payment” approach.     

 
3.2. The Trust has not agreed all CCG contracts and NHSE contracts for 2019/20 at this stage but 

the differences in values being discussed are not considered to be material and will be 

resolved within the agreed timescales.  The values do not change the overall draft plan control 

total as submitted in February 2019.    

 

3.3. The benefits of Stockport Together business cases have not been realised as expected and 

there is currently a stock take of the mobilisation of services being undertaken. Board 

members are reminded that the strategic ambition of Stockport Together is to significantly re-

model a number of key areas of service delivery into neighbourhood locations which would 

impact in the medium term on the Trusts financial model. 

 
3.4. Further Healthier Together business cases have been requested as part of a national review 

and scrutiny process; the approval of these by Treasury is likely to take place after June 2019.  

The Trust continues to discuss the operationalisation of the revenue and capital plans; with 

pump priming as appropriate.   
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4. Cost Improvement Programme Risk 

 
4.1. The Trust has planned for £14.2m of Cost Improvement projects to be delivered in 2019/20 

which represents 4.5% of total Trust expenditure.  The Trust has chosen not to increase the CIP 
plan further when the control total was accepted and those Trusts with the greater financial 
challenges were given an additional target of £1.5m.  

 
4.2. The Trust introduced a Clinical Services Efficiency Programme (CSEP) in 2018/19, with the 

focus being placed on business group schemes rather than Trust-wide themes as in the 
previous two years.  A Quality Improvement Faculty has been introduced and the focus of the 
CSEP programme is based on opportunities provided from a series of benchmarking 
information including the model hospital in order to highlight address unwanted variation. The 
Trust continues with its programme of specialty reviews as well as receiving Getting it Right 
First Time reviews (GIRFT) from the national programme and each of these have action plans 
at specialty level which link to the CSEP programme. 

 
4.3. The outline CIP plan is summarised in Table 1 below of £14.2m CIP programme set out below 

but the intention is that this needs to be recurrent to stabilise the Trust financial position in 
the medium term.  This is a significant challenge and whilst recent years CIP performance has 
improved, recurrently delivery year on year has not been achieved and mitigations have been 
required from utilising technical adjustments from the balance sheet and non-recurrent 
schemes.   

 
Table 1 

 
Business group target and schemes £m 

Surgery & Critical Care  2.78 

Medicine & Clinical support  3.14 

Women, Children & Diagnostics  2.42 

Integrated Care  2.39 

Trust wide (inc. Corporate, Estates & 
Facilities) 

3.46 

TOTAL 14.20 

 
 
5 Other Financial Risks 
 
5.1 In addition to the CIP challenge, the other main financial risks to the organisation over the next 

twelve months are: 
 

a) The use of locum and agency staff continues to provide significant pressure to the Trust’s 

expenditure levels due to the levels of vacancies in key clinical posts.  Whilst the Trust has 

assessed and planned for the likely cost of the locum and agency usage in 2019/20, there 

is a risk that further vacancies cannot be successfully recruited to.  The Trust is forecasting 

to spend £11.2m in agency costs in 2018/19 and this is in excess of the agency ceiling of 

£10.5m set by NHS Improvement.  The Trust has invested in targeted recruitment 

programmes which have driven an improvement in the latter half of the 2018/19 financial 

year.  Reducing temporary workforce costs are a key part of the CIP plans for 2019/20.    
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b) The financial plan for 2019/20 is extremely tight and there are limited reserves for the 

Trust to access in order to mitigate for unforeseen events.  Business Group accountability 

for the management of the financial position is crucial, and has been the focus of grip and 

control actions implemented in the second half of 2018/19.  The Trust will need to 

continue to drive enhanced levels of financial control, and robust performance 

management to ensure budgets do not overspend.   

 

c) The Trust continues to experience significant operational pressures to meet the national 

patient core standards.  The Trust has continued to invest in front-line clinical services to 

meet access targets with little progress on transformational cash saving work in clinical 

areas.  There needs to be an ongoing review of the expenditure to ensure it is delivering 

the intended benefits.  

 

d) The plan is prepared on the basis that £14.2m CIP can be delivered with minimal 

redundancy costs being incurred, with staff impacted by schemes being redeployed into 

vacant posts where appropriate. 

 
 
6 2019/20 Financial Projections 
 
6.1 As the going concern assessment relates to the twelve month period from the day of the 

accounts being signed, the Trust is required to undertake a high-level projection for 2019/20.   
 
6.2 The underlying assumptions used for 2019/20 have been derived using available economic 

assumption data. Table 2 below summarises the Draft Annual Operational Financial Plan 
submitted to NHS Improvement in February 2019.   

 
 Table 2 

 Plan 
2019/20 

£m 

Income 323.3 

Expenditure (313.4) 

EBITDA 9.9 

Non-Operating Expenditure (13.5) 

Surplus / (Deficit) (3.6) 

Year end cash balance 1.7 

Cost Improvement Plan 14.2 

Capital Expenditure  18.1 

Finance Use of Resources Metric 3 

 
 
7 Downside Scenario Modelling 
 
7.1 Delivering a financial plan with a recurrent CIP requirement of £14.2 million is a challenge to 

the organisation given the inability to meet the previous stretching targets that have been set. 
The pressing key risk for the Trust is the availability of cash in order to fund its day to day 
operating requirements.  
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7.2 Upon acceptance of the 2019/20 financial control total of £3.6m deficit the Trust became 

eligible to earn three sources of funding: 
 

 Provider Sustainability Funding (PSF) of £6.1 million. 

 Financial Recovery Fund (FRF) of £14.8 million. 

 Marginal Rate Emergency Tariff (MRET) Funding of £3.6 million. 

7.3 MRET funding will be received quarterly in advance. There are no financial or other 
performance requirements linked to the receipt of this funding. 
 

7.4 PSF and FRF funding is non-recurrent funding and receipt is dependent upon acceptance and 
delivery of the control total with cash payments made quarterly in arrears dependent on year 
to date financial performance compared to plan. There are no performance, or any other 
requirements, linked to the ability to earn PSF or FRF. 
 
PSF and FRF are recognised in income to the following weightings within the financial year: 
 

 
 

7.5 Cash is received, however, quarterly in arrears. For example, quarter 1 FRF and PSF will only be 
paid in September. Quarter 4 cash will only be received in 2020/21 following publication of the 
final accounts.  Trusts are allowed to receive cash support in advance of receiving PSF and FRF 
funding through the receipt of interim revenue support in the form of interest bearing loans. 
This is repayable upon receipt of the cash. The Trust’s annual plan submission has assumed it 
will draw down this funding in advance to the above profile.  

  
7.6 In assessing the robustness of the operational plan, it is evident that the failure to achieve the 

CIP targets set in each financial quarter will not only stretch cash to meet these sums but also 
puts at risk receipt of the PSF and FRF allocations. As the Trust is only able to borrow up to the 
value of its agreed control total of £3.6m deficit, there is an increased risk of requiring further 
short term working capital for liquidity purposes.  The Trust will incur greater interest charges 
as it will be unable to repay the PSF and FRF received in advance. Short term working capital is 
only granted in exceptional circumstances and there is no guarantee of such funding. There 
will be additional reporting requirements to NHS Improvement including: 

 

 The Trust’s Better Payment Practice Code Performance, 

 Aged receivables position and actions to recover this, 

 Details of suppliers chasing payment and the impact on the Trust operationally, 

 Full creditor listing of balances over 30, 60 and 90 days. 

The Trust will not be allowed to draw working capital to support capital expenditure or loan 
repayments. 

   
7.7 Table 3 summarises the March 2020 cash balance as presented in the 12th February 2019 Draft 

Plan submission along with the lowest cash balance in the fourteen month period to May 
2019.  The fourteen month trajectory is illustrated in Appendix A. 

 
Table 3 – Downside Scenario Modelling 

Q1 Q2 Q3 Q4 Total

15% 20% 30% 35% 100%

3.129 4.173 6.261 7.302 20.865
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Scenario 
Mar 2020 Cash 
Balance (£’m) 

Lowest Cash 
Balance to May 

2020 (£’m) 

Baseline without PSF/FRF/Deficit Funding (22.2) (27.0) 

CIP delivery at 75% (£11m) (3.6) (3.6) 

Cash Balance before revenue financing (25.8) (30.6) 

Net Revenue Support required 27.5 32.3 

Combined Downside Scenarios 1.7 1.7 

 
 
7.8 The Trust has been in receipt of revenue financing since September 2019 and to the 31st March 

2019 has loans of £24.5 million accruing interest at 3.5% in 2019/20 of £0.9m. A further £0.3m 
has been forecast for new loans in 19/20 at the lower rate of 1.5% because the Trust has 
agreed its control total. It is unclear what the interest rate for exceptional working capital will 
be at this stage but is a possible additional pressure.  The cash minimum balance for the Trust 
is set at two days gross expenditure; currently £1.7m. 

 
7.9 Within the Trust’s cash balance at the 31st March 2019 there are cash reserves of £1.8m that 

have been specifically received to fund capital projects for Healthier Together. Revenue 
financing support to the ITFF will need to allow for these reserves (already committed) to be 
accessed. 

 
 
8 Mitigating Actions 
 
8.1 As illustrated in the baseline and combined downside cash trajectory in Appendix A, the Trust 

needs to undertake urgent action to ensure the Trust remains solvent in the short/medium 
term, namely: 

 
a) The Cash Action Group continues to proactively improve the cash flow of the Trust and 

has successfully negotiated early settlement terms with commissioners and extended 
credit terms of 60 day settlement terms with most large suppliers.  The Group is also 
actively managing debtor day performance working closely with the Business Groups.  
These actions have improved the cash flow and cash balances position of the Trust along 
with external support from Stockport and GM partners; 

b) Continue to tightly manage the financial position of the business groups under the 
Performance Management Framework 

c) Accesses the revenue financing support from the ITFF on a timely basis to ensure the 
Trust has access to cash to maintain service delivery; 

d) To prioritise the Capital Programme for 2019/20; 
e) To expedite any savings that have been planned for 2019/20;  
f) To have a list of further grip and control actions should a deterioration in the financial 

position occur; and 
g) To consider alternative sources of funding. 

 
 
9 Recommendations 

 
9.1 Whilst the above analysis identifies several significant business risks facing the Trust in the 

coming year, these are consistent with those faced in previous years and similar to those faced 
by other Acute NHS Trusts.  However due to the Trust’s deteriorating cash balance, the Board 
of Directors are asked to; 
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a) Discuss the baseline cash balance and trajectory in the 2019/20 Annual Plan 

submission; and 

b) Note the necessity for an ongoing application for revenue financing in 2019/20 to 

ensure the Trust can maintain funding of day to day operations and to note the 

constraints on borrowing levels linked to the control total deficit. 

 
9.2 The Trust will continue to require revenue support in 2019/20 and this has been declared 

within the operational plan for 2019/20.  The Trust has drawn down funding of £24.5m and 
therefore has met the requirement of the ITFF in order to facilitate this support.  As revenue 
financing support is in place and funded at need the declaration required by the Board does 
not change as a result of a worsening cash position.  On this basis, the Board of Directors are 
asked to confirm the following declaration: 

 
“After making enquiries, the Directors have a reasonable expectation that Stockport NHS 
Foundation Trust has adequate resources to continue its operations on an on-going basis for 
the foreseeable future. For this reason, the Directors continue to adopt the going concern 
basis in preparing the accounts.” 
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Appendix A 
  
Fourteen Month Cash Trajectory (without revenue support) 
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Report to: Board of Directors Date: 28 March 2019 

Subject: Committee Annual Reports & Review of Terms of Reference 

Report of: 
Chief Nurse & Director of Quality 
Governance / Interim Director of 
Workforce & OD 

Prepared by: S Curtis 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the report 
content. 
 

The purpose of this report is to present the Committee Annual 

Reports and Terms of Reference for the Quality Committee 

and People Performance Committee for approval.  

 

  

 

Board Assurance 
Framework ref: 

N/A 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments: 

Annex A – Quality Committee Annual Report 

Annex B – Draft Quality Committee Terms of Reference  

Annex C – People Performance Committee Annual Report  

Annex D – Draft People Performance Committee Terms of Reference  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

The purpose of this report is to present the Committee Annual Reports and Terms of 

Reference for the Quality Committee and People Performance Committee for approval.  

 

2. COMMITTEE ARRANGEMENTS  

 

2.1 

 

 

 

 

 

2.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

2.3 

 

 

 

 

 

 

 

2.4 

 

At its meeting on 29 November 2019, the Board of Directors approved revised 

arrangements for annual Board Committee reviews to more closely align these with our 

financial and operational year.  The new approach would ensure that Committees are fit for 

purpose, in the broadest sense, to provide appropriate review and assurance to the Board 

for the coming year.  

 

The revised approach is detailed below: 

 

January / February: 

 Individual Committee members complete self-assessment of the Committee’s work 

and workings.  

 Committee completes its self-assessment and reviews its Terms of Reference.  

 

February:  

 Committee Chair and Lead Executive complete an annual report for the Committee 

covering its work over the past year. 

 

Late February / Early March: 

 Committee Chair meets with Trust Chair and Chief Executive to review the 

performance of the Committee during the year.  This picks up the self-assessment, 

the annual report and any proposals for changes to the Terms of Reference.  The 

meeting is formally recorded and informs the March Board meeting as appropriate.  

 

March: 

 Board notes that a review of the work and performance of each Committee for the 

year just ending has taken place.  

 Board formally confirms Committee Structure ensuring this meets the anticipated 

needs of the Board for the coming year.  

 Board approves Committee Terms of Reference.  

 Board confirms the Chair, Deputy Chair and Membership of each Board Committee.   

 

The Quality Committee and the People Performance Committee considered their 

Committee Annual Reports and draft Committee Terms of Reference at meetings held on 

22 January 2019 and 21 February 2019 respectively.  The proposed amendments to the 

Terms of Reference can be identified by use of bold italics / strikethrough in the draft Terms 

of Reference included at Annex B and D to the report.  Both Committees subsequently 

recommended the Committee Annual Reports and draft Committee Terms of Reference to 

the Board of Directors for approval. 

 

Board members should note that, while Terms of Reference for the Audit Committee and 

Finance & Performance Committee were formally reviewed by the Board in November 
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2018, Annual Reports have yet to be produced for either of these Committees.  It is 

proposed that the Board resolves to receive these Annual Reports at the next meeting on 

25 April 2019.  

 

3. RECOMMENDATIONS 

 

3.1 The Board of Directors is recommended to: 

 

 Approve the Quality Committee Annual Report included at Annex A to this report.  
 

 Approve the draft Terms of Reference for the Quality Committee included at Annex 
B to this report. 

 

 Approve the People Performance Committee Annual Report included at Annex C to 
this report.  

 

 Approve the draft Terms of Reference for the People Performance Committee 
included at Annex D to this report. 
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Report to: Board of Directors 
Date of 
Meeting: 

   28 March 2019  

Subject: Quality Committee – Committee Effectiveness Report 

Report of: Quality Committee 

 
Prepared by:     Chief Nurse 
                           Medical Director 

 
 REPORT FOR INFORMATION / ASSURANCE 

Corporate 
objective  
ref:  
2a 2b 

 

 

Summary of Report 
 

This Committee Effectiveness Report describes how the 
statutory responsibilities and duties of the Quality 
Committee have been achieved during the period from 
April 2018 to March 2019.  
 
The Board of Directors are asked to note the progress 
and assurance against the duties and responsibilities 
that have been achieved by the Quality Committee from 
April 2018 to March 2019.  
 
The Board of Directors are also asked to approve the 
Terms of Reference for the Quality Committee for 
2019/2020. 
 

 

 
 

Board 
Assurance 
Framework ref: 
SO2 

 

CQC 
Registration 
Standards ref: 
18 

 
 

Equality 
Impact 
Assessment: 

 Completed 
 

 Not required 

Attachments: 
 
 

This subject has previously been 
reported to: 

 
 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Committee 
 Finance & Performance 

Committee 

 
 People and Performance 

Committee 
  Executive Management 

Group 
  Charitable Funds 

Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
 Other  
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1. Purpose of the Report 
 

It is regarded as best practice for sub-committee of the Board of Directors to provide 
an annual report the effectiveness of the committee.  This Committee Effectiveness 
Report provides assurances on how the Quality Committee has fulfilled its statutory 
responsibilities and duties regarding effective quality related processes at Stockport 
NHS Foundation Trust. 
 
The Board of Directors are asked to note the progress and assurance against the 
duties and responsibilities that have been achieved by the Quality Committee from 
April 2018 to January 2019.  
 

2. Responsibilities of the Committee 
 
According to its Terms of Reference, the Quality Committee is responsible for 
providing information and assurances to the Board of Directors that it is safely 
managing all issues relating to quality governance via the Quality Governance 
Framework implemented in April 2018.  

 

The group has the powers to investigate any clinical or non-clinical activity within its 
terms of reference. It is authorised to seek any information it requires from any 
employee and all employees are directed to cooperate with any request made by the 
Committee. 

 
The main purpose of the group is to ensure that the Trust fulfils its obligations in 
ensuring the review, monitoring and development of strategies and associated work; 
in relation to the quality and safety agenda, including patient experience, 
safeguarding adults and children, infection prevention and control and medicines 
management.   

 

3. Membership 
 

The membership for the April 2018 – March 2019 period comprised of: 

 Non-Executive Director (Chair) 

 Non-Executive Director (Deputy Chair) 

 Non-Executive Director  

 Medical Director 

 Chief Nurse 

 Chief Operating Officer  
 
In attendance: 

 Director of Corporate Affairs 

 Deputy Director of Quality Governance 

 Deputy Chief Nurse 

 Chief Pharmacist 

 Business Group Leadership Teams 

 Others invited to provide information and assurances to the Committee as 
required 

 
The Quality Committee were pleased to welcome members of the Council of 
Governors in attendance at the meeting, and valued their contribution to assurance 
to the Council. 
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Source of assurance: The Quality Committee Terms of Reference and attendance 
register 
  

4. Meetings 
 

The Committee met on 12 occasions during the period of April 2018 to March 2019. 
In the previous year, the Committee met bi-monthly.  Meeting dates were scheduled 
as follows: 
 

 17 April 2018 

 8 May 2018 

 19 June 2018 

 10 July 2018 

 14 August 2018 

 18 September 2018 

 23 October 2018 

 20 November 2018 

 18 December 2018 

 22 January 2019 

 18 February 2019 

 18 March 2019 
 

Source of assurance:  Attendance Record of the Quality Committee meetings. 

 
5. Compliance with the Terms of Reference 
            

The Quality Committee has ensured since its formation that it is fully compliant with 
its Terms of Reference and this is evidenced within this report. The Committee 
reviewed and updated its Terms of Reference for 2019/2020 in January 2019. 
 
Source of assurance: The Quality Committee annual work-plan and agenda’s. 

 

6. Brief Narrative Summary of Committee Progress in Year 
 

April 2018 to March 2019 has been a period of intense activity, scrutiny, 
development and challenge for the Quality Committee; that can be demonstrated 
through the annual work-plan. 

 
Examples of key areas of focus have been: 

 
Governance Reports:  The Committee has received regular reports detailing 
analysis of themes and trends relating to the following: 

 incidents (including serious incidents and never events) 

 claims 

 inquests 

 complaints 
 
The reports received have provided evidence of learning arising from investigations. 
Where appropriate, the Committee recommended further evidence to be provided.  
An example of such a request was in the deep dive into pressure ulcer incidence.  
The Committee recognise that further work is required to strengthen the governance 
reports, and have identified this as a topic for improvement for 2019/2020. 
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Quality Improvement Plan: The Board of Directors is committed to ensuring that 
the Quality Improvement Plan is delivered at pace. During 2018/19 all staff across 
the Trust, with the support of partner organisations and agencies, worked to deliver 
the agreed outcomes of Year One of the Quality Improvement Plan.  The Board’s 
confidence that the plan would deliver an improved outcome at CQC inspection in 
2018 was underpinned by the Quality Improvement Plan and the Quality 
Governance Framework.  During 2018/19 the Trust developed a culture of 
continuous improvement and supporting frontline staff to improve services, and 
realised its ambition to have no core services rated as ‘inadequate’ by the CQC. 
 
The CQC report, published in December 2018 demonstrated improvements across a 
range of core services.  Importantly, at the same time as overseeing twelve areas of 
positive improvement in the ratings, the work of the Quality Committee ensured that 
there were no areas of deterioration from the previous inspections. 
 
The Quality Committee have agreed a re-set for Year Two of the Quality 
Improvement Plan and continue in the ambition to be rated ‘Good’ at the next CQC 
inspection and to be ‘Outstanding’ in future inspections.  

 
In relation to the Quality Committee responsibilities our plans were to monitor quality 
and safety in the following key areas: 

 reduce variation and patient harm 

 ensure all CQC Must Do actions and concerns are fully addressed and become 

the way we provide care for every patient every day 

 act smart in the way we use our resources and prioritise safety and quality 

improvement to gain maximum impact  

 work in conjunction with partner organisations to improve quality and safety for 

our most vulnerable patients  

 lessons are learned and shared across the trust thus reducing the risk of 

incidents and improving responsiveness, quality of care and experience for 

patients 

 robust systems and processes in place thus reducing clinical and reputational 

risk 

 compliance with CQC regulations 

 sustainable trust-wide process and governance arrangements in place to move 

programme work into business as usual at local level when appropriate 

 safety Collaboratives 

Throughout the year the Quality Committee has received information through 

reports and presentations of the progress toward achieving improvements in the 

areas described above.   

Source of assurance:  Quality Committee agenda items and key issues reports to 

Board of Directors. Care Quality Commission Report published December 2018. 

High Quality Safe Care Improvement Plan (CQC Action Plan): The Quality 
Committee has received assurance that actions are in place to respond to the 
concerns identified by the CQC in their reports.  Further the Committee has 
received regular assurance that the actions are being monitored and scrutinised by 
the sub-groups.  The Quality Committee were identified as the committee with 
oversight of the plan, providing assurance to the Board of Directors that there was 
evidence of participation and engagement in making necessary improvements.  
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Source of assurance:  Quality Committee agenda items, key issues reports to 

Board of Directors and the CQC report published in December 2018. 

Learning from Deaths: The Quality Committee received a quarterly report 
outlining the progress against the national ‘learning from deaths’ development. Our 
plans are to ensure that we develop a robust process, which effectively identifies 
opportunities to learn from patients that have died in our organisation. Summary 
reports include detail on the development of our LFD process, as well as summary 
information on the main learning points raised by the process.  The trust now 
consistently delivers reviews of over 30% of all deaths, has established ‘morbidity 
and mortality’ meetings to facilitate discussion of these cases, and publishes a 
quarterly newsletter summarising key learning.  
 
Source of assurance:  Quality Committee agenda items and key issues reports to 

Board of Directors 

The Integrated Performance Report: The IPR has been in place since April 2018 
with the Quality Committee receiving draft reports.  The IPR was not always 
available in a timely manner as reporting periods meant that data was not always 
available.  The Quality Committee dates were adjusted to support the receipt of 
timely data.  The Quality Committee scrutinise the IPR prior to its presentation at 
the Board of Directors, and have supported its development in the twelve months 
since it was developed.  The Quality Committee support the review of Quality 
Metrics to take place in readiness for 2019/20.  

 
Highlighted topics from reporting groups 

 
o Quality Governance Group 

 Learning from Deaths Reports 
 Clinical Governance Reports 
 Mortality and Morbidity Reports  
 Maternity Report – MMBRACE, C-Section Deep Dive 
 7 Day Services Report 

 
o Safeguarding Group 

 Bi-monthly Key Issues Report 
 Annual Safeguarding Adults and Children’s Report 
 Trust Safeguarding and Security Action Plan 
 GM Assurance Framework updates 
 MCA / DOLS updates relating to previous CQC concerns received 

through the Safe High Quality Care Improvement Plan 
 

o Patient Experience Group 
 Bi-monthly Key Issues Report 
 Annual Complaints information  

 
o Infection Prevention and Control Group 

 Bi-monthly Key Issues Report 
 Annual Report 
 Metrics measured through the IPR 

 
o Medicines Best Practice Group 

 Monthly Key Issues Report 
 Metrics measured through the IPR 
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 Anti-coagulation incident report 
 

External Reports / National Guidance 

 Gap analysis on the Liverpool Community Health Independent Report 
 

Source of assurance:  Quality Committee agenda items and key issues reports to 

Board of Directors 

Risk Register 
The Trust operates a standard risk management process; this is the Risk 
Management Framework (RMF) which was launched in April 2018.  The RMF set 
out the infrastructure which ensured that Quality Committee received the full Trust 
risk register since April 2018 however the updates and reports on the risk 
management framework were more appropriately received by the Audit Committee.  
The RMF is set to be reviewed in March 2019 to be more reflective of the 
processes developed.  
 
Source of assurance:  Quality Committee agenda items and key issues reports to 

Board of Directors 

Development of reporting groups: Five groups report directly to the Quality 
Committee- 
 

o Quality Governance Group 
o Safeguarding Group 
o Medicines Management Group 
o Infection Prevention and Control Group 
o Patient Experience Group 

 
Each group provides a key issues report following its meeting, providing advice or 
assurance to the Quality Committee against the terms of reference and workplans 
in place.  Additionally, when necessary each group alerted the Quality Committee 
to an area of risk.  In turn the Quality Committee provided a report to the Board of 
Directors to alert, advise and assure Board Members of the matters within their 
area of accountability, 

 
Source of assurance:  Reporting groups key issues reports, and key issues 

reports to the Board of Directors.  

Quality Account: The Quality Committee received regular updates relating to the 
quality matters, including the agreed quality initiatives that will be reported in the 
Quality Account in May 2019.  The Quality Governance Group monitors the outputs 
from a number of sub-groups whose terms of reference and workplans drive the 
production of the Quality Account.   

 
7. Terms of Reference: The Quality Committee has achieved the Terms of 

Reference and strengthened the governance process around the five topics 
covered within the reporting groups including safeguarding, medicines 
management, patient experience and infection prevention and control in addition to 
the well-established Quality Governance Group (previously known as the Quality 
Governance Committee). The Quality Committee is able to escalate matters in a 
timely, effective manner to both the Board of Directors.  
 

8. The Annual Work-Plan: The Annual work plan has been adhered to and there is 
evidence of performance and quality data through the production of the Integrated 
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Performance Report and the Key Issues Reports. These have been used to 
improve staff practice and patient outcomes. 
 

9. Business Group Attendance: Business Group senior teams are in attendance at 
the Quality Committee as part of the work-plan.  They attend the Committee to 
provide assurance of the work being undertaken in relation to quality, safety and 
effectiveness as part of the Quality Governance Framework.  Their attendance has 
enabled the Committee to gain an appreciation of how the business groups work 
within the framework in addition to hearing about areas of 

 
o Women, Children and Diagnostics 
o Medicine and Clinical Support Services 
o Integrated Care 
o Surgery and Critical Care 

 
In addition, the Quality Committee requested and received an update about the 
work of the Tissue Viability Team in February 2019 where assurance was received 
relating to the Safety Collaborative approach to reducing pressure ulcers.  

 
Emerging themes or issues from the business groups were presented at the 
Quality Committee as follows: 
- Medicines deep dive relating to anti-coagulant use 
- Caesarean section rate in maternity 
- Safeguarding 
- Safeguarding and Security 

 
10. Key Objectives for Next Year: April 2019 – March 2020 

 

- Further develop reporting of serious incidents and learning and associate 
assurance to Board of Directors 

- Monitor the Safe High Care Quality Improvement Plan (CQC Action Plan) 
- Further development of the Quality Improvement Plan 
- Further develop means of assurance for External Accreditation and Compliance 

in regulatory activities 
 
11. Recommendations  

The Board of Directors are asked to note the progress and assurance that the 
Quality Committee has fulfilled its duties and responsibilities in line with its terms of 
reference, and to agree the key objectives for 2019/2020.  The Board of Directors 
are also asked to approve the Terms of Reference for the Quality Committee. 
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QUALITY COMMITTEE 

 

TERMS OF REFERENCE 
 

 
1. CONSTITUTION 

 

1.1 The Board of Directors hereby resolves to establish a Committee, to be known as the 

Quality Committee (hereinafter referred to as ‘the Committee’).  The Committee has 

no executive powers, other than those specifically delegated within these terms of 

reference.   

 

2. REMIT AND FUNCTIONS OF THE COMMITTEE 

 

2.1 The Committee is established to seek assurance on; the delivery of quality 

objectives, effective management of quality-related risks and compliance with 

relevant regulatory standards.  The Committee will ensure that the Board is able to 

act in accordance with legislation, compliance or direction requirements and to be 

fully appraised of the impact of quality governance on the delivery of the Trust’s 

strategic objectives.  

 

2.2 The main functions of the Committee are to: 

 

i. seek assurance on the underlying systems and processes that support 

achievement of the Corporate objectives and the management of principal 

risks to high quality safe care 

ii. seek assurance on the effectiveness of systems and processes that underpin 

safety and quality  

iii. ensure compliance with the requirements of NHS Improvement’s Provider 

Licence in relation to quality governance or promptly identify any risks that 

may prevent this and ensure that mitigations are in place and delivered 

iv. ensure compliance with Care Quality Commission registration requirements 

or promptly identify any risks that may prevent this and ensure that 

mitigations are in place and delivered 

v. review the Board Assurance Framework quarterly and ensure that mitigations 

are appropriately actioned 
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vi. review the Trust Corporate Risk Register, including the top organisational 

risks, quarterly and ensure that mitigations are appropriately actioned 

vii. review and ensure implementation of the Quality and Safety Improvement 

Plan 

viii. review and ensure implementation of the Risk Management Strategy prior to 

submission to the Audit Committee for approval 

ix. review the Annual Quality Account and make a recommendation to the Board 

of Directors for approval 

x. review the Annual Governance Statement prior to submission to the Audit 

Committee 

xi. review any relevant internal or external audit reports and ensure that all 

actions arising from such audits are delivered 

xii. prepare an Annual Report for the Board by 31 March 30 April each year on 

the Committee’s work in discharging its duties against the Terms of Reference 

which covers the previous financial reporting period 

xiii. produce an Annual Work Plan by 1 March each year, for the subsequent year 

commencing 1 April 

xiv. identify any risks which prevent achievement of the Annual Work Plan and 

ensure that these are assessed and placed on the Trust’s Risk Register 

xv. review and approve the Annual Report, Annual Work Plan and Terms of 

Reference of any Groups that directly report to the Committee 

xvi. address escalated issues and ensure that actions are appropriately reviewed 

and completed by the Groups that report to the Committee  

xvii. seek assurance on delivery of annual clinical audit programmes and the 

implementation of learning resulting from such programmes and other 

quality improvement initiatives 

xviii. seek assurance on the effectiveness of patient experience arrangements 

including but not limited to; complaints, claims and compliments  

xix. receive, review and recommend Quality-related strategy documents to the 

Board of Directors as appropriate 

xx. validate Quality-related policy documents 

 

3. COMPOSITION AND CONDUCT OF THE COMMITTEE 

 

3.1 The Committee shall comprise the following membership: 

 

- Non-Executive Director (Chair) 

- 2 x Non-Executive Directors (one of whom shall be Deputy Chair) 
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- Chief Executive 

- Chief Nurse & Director of Quality Governance Director of Nursing & Quality 

- Medical Director 

- Chief Operating Officer 

 

There is an expectation that members will attend all Committee meetings during 

each financial year.  Individual attendance levels will be monitored by the Chair of the 

Committee who will take appropriate measures to address any repeated instances of 

non-attendance. 

 

3.2 Nominated deputies shall attend in the event of absence of any member; however 

this shall be in an advisory capacity only and attendance of a deputy shall not count 

towards the attendance level set out in s3.5. 

 

3.3 Other Officers of the Trust shall attend at the request of the Committee in order to 

present and provide clarification on issues, and with the consent of the Chair will be 

permitted to participate in the debate.  The Deputy Director of Nursing & Quality 

and Deputy Director of Quality Governance will be invited to routinely attend 

meetings.  However, only members of the Committee are permitted to vote. 

 

3.4 Two members of the Council of Governors, drawn from membership of the Quality 

of Care Committee Patient Experience and Quality Standards Committees, will be 

invited to observe Quality Committee meetings. 

 

3.5 Quorum.  No business shall be transacted unless at least four members, to include 

either the Chair or Deputy Chair, are present.  Deputies in attendance do not count 

towards the quorum. 

 

3.6 Notice of meeting.  Before each meeting, a notice of the meeting specifying the 

business proposed to be transacted shall be sent by post or electronic mail to the 

usual place of business or residence of each member, so as to be available at least 

three clear days before the meeting. 

 

3.7 Frequency of meetings.  The Committee will, as a minimum, meet 11 times per 

annum on a monthly basis.  The Chair may, however, call a meeting at any time 

provided that notice of the meeting is given as specified in s. 3.6 above. 

 

3.8 Minutes.  The minutes of meetings shall be formally recorded by a member of the 

Corporate Governance team, checked by the Chair and submitted for agreement at 

the next ensuing meeting, whereupon they will be signed by the person presiding at 

it.   
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3.9 Administration.  The Committee shall be supported administratively by the 

Corporate Governance team, whose duties shall include: agreement of the agenda 

with the Chair and collation of papers; producing the minutes of the meeting and 

advising the Committee on pertinent areas. 

 
 

4. DELEGATED AUTHORITY 

 

4.1 The Committee is authorised by the Board of Directors to: 

 

i. investigate any activity within its terms of reference 

ii. seek any information it requires from any employee and all employees are 

directed to co-operate with any request made by the Committee. 

 

5. RELATIONSHIP WITH THE BOARD OF DIRECTORS 

 

5.1 The Committee will report to the Board of Directors by means of a Key Issues Report 

summarising business conducted by the Committee together with key actions and/or 

risks.  A Key Issues Report will be forwarded to the Board of Directors following each 

Committee meeting. 

 

5.2 The Committee shall make whatever recommendations to the Board it deems 

appropriate on any area within its remit where action or improvement is needed. 

 

6. RELATIONSHIP WITH OTHER COMMITTEES / GROUPS 

 

6.1 The Committee will receive reports, in the form of Key Issues Reports, from the 

following Committees / Groups: 

 

 Quality Governance Group 

 Patient Experience Group 

 Safeguarding Group 

 Infection Prevention & Control Group 

 Medicines Optimisation Group 

 

The Committee will also receive reports from any task and finish groups which may 

be established from time to time. 

 

7. REVIEW 

 

7.1 The Committee will evaluate its own membership and review the effectiveness and 

performance of the Committee on an annual basis.  The Committee must review its 

terms of reference annually and recommend any changes to the Board of Directors 

for approval. 

 

198 of 230



 

Quality Committee 
Approved: Draft | Review date: Draft          Page 5 of 5 

7.2 Compliance with the Terms of Reference will be monitored on an ongoing basis by 

the member of the Corporate Governance team providing support to the 

Committee.  Any concerns in relation to compliance will be reported to the Chair of 

the Committee.  In addition, the annual review described in s7.1 will include a 

summary on compliance with the Terms of Reference. 
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Report to: Board of Directors 
Date of 
Meeting: 

  28 March  2019 

Subject: People Performance Committee – Committee Effectiveness Report 

Report of: People Performance Committee 

 
Prepared by:   Interim Director of Workforce &  
                         OD 

 
 REPORT FOR INFORMATION / ASSURANCE 

Corporate 
objective  
ref: 2a 2b 

 

 

Summary of Report 
 

It is regarded as “best practice” and a demonstration of 
robust, embedded governance structures for the People 
Performance Committee to report formally each year to 
the Board of Directors and the wider trust organisation; 
on how it has fulfilled its responsibilities and duties 
regarding effective assurance on matters relating to 
workforce, education & learning, equality & diversity and 
organisational development at Stockport NHS 
Foundation Trust. 

 
 
This report describes how the Committee has evaluated 
its effectiveness and performance during the period from 
April 2018 to March 2019.  
 
The Board of Directors are also asked to approve the 
Terms of Reference for the People Performance 
Committee for 2019/2020. 
 

 

 
 

Board 
Assurance 
Framework ref: 

 

CQC 
Registration 
Standards ref: 

 
 

Equality 
Impact 
Assessment: 

 Completed 
 

 Not required 

Attachments: 
 
Amended Terms of Reference  
  

This subject has previously been 
reported to: 

 
 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Committee 
 Finance & Performance 

Committee 

 
 People and Performance 

Committee 
  Executive Management 

Group 
  Charitable Funds 

Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
 Other  
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1. Purpose of the Report 
 

It is regarded as “best practice” for all Committees reporting to Trust Board to 
evaluate its own membership and review the effectiveness and performance of the 
Committee on an annual basis. 
 
The Board of Directors are asked to note the progress and assurance against the 
duties and responsibilities that have been achieved by the People Performance 
Committee from April 2018 to March 2019.  

 
2. Responsibilities of the Committee 

 
The People Performance Committee is established to seek assurance on matters 
relating to workforce, education and learning, equality & diversity and organisational 
development. 

 

The Committee will also seek assurance on the development of strategic plans in 
these subject areas and make recommendations as appropriate to the Board of 
Directors.  

 
3. Membership 

 

The membership for the April 2018 – March 2019 period comprised of: 

 Non-Executive Director (Chair) 

 Two x Non-Executive Directors (one of which will be Deputy Chair) 

 Director of Workforce & Organisational Development 

 Chief Operating Officer 

 Chief Nurse & Director of Quality Governance 

 Deputy Medical Director 
 
In attendance: 
 

 Deputy Director of Workforce & Organisational Development 

 Head of Learning and Organisational Development 

 Director of Medical Education  

 Consultant in Occupational Health Medicine 

 Head of Communications 
 

 
Source of assurance: The People Performance Committee Terms of Reference 
and attendance register 

  
4. Meetings 
 

The Committee meets on a monthly basis. 
 
Nominated deputies can attend in the absence of any members; however this 
attendance shall not count towards recorded attendance levels. 

 
Source of assurance:  Attendance Record of the People Performance Committee 
meetings. 
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5. Compliance with the Terms of Reference 
            

The Committee has an annual work plan, which sets out the matters to be 
considered by the Committee. These have been categorised under the following 
headings: 
 

 Workforce Performance 

 Workforce Development 

 Workforce Engagement 

 Workforce Capacity and Capability 
 

Source of assurance: The People Performance Committee annual work-plan 2018 
and meeting agenda’s. The plan has been adhered to, and review against this plan 
has informed the proposed plan for 2019. 

 
6. Brief Narrative Summary of Committee Progress in Year 

 
 Workforce Performance: 

The committee has received monthly reports on Use of Agency workforce 
which provide assurance on controls and measures in place to monitor and 
reduce the use of agency in relation to patient safety and financial controls. 
The Committee has received reports on Trust compliance against the 
Workforce Race Equality Standard, Disability Worker Exclusion 
Scheme and Equality Delivery System 2 frameworks. Progress against 
action plans are monitored at appropriate intervals.  
 An annual workforce report was received by the Committee in May, 
which provides summary data on key workforce metrics across the Trust 
including performance against KPI targets, key workforce metrics and 
benchmark data against Greater Manchester comparators.  
In May 2018 the Committee heard that overall performance against key 
metrics and KPIs such as Appraisal, Attendance  
The Committee has received 6 monthly reports on progress against Trust 
targets for completion of Job Plans, and an annual report on Medical 
Education, as well as progress updates against the Post Graduate 
Education Monitoring action plan. 

 
 Workforce Development: 

The Committee approved a People Strategy for submission to Trust Board, 
which outlined the Trusts 5 year plans for; Education and Practice 
Development, Culture & Engagement, Leadership Development, 
Resourcing and High Performing workforce. The Committees 2019 work 
plan has been developed using these headings to ensure that progress 
against the Strategy is actively monitored. 
The Committee receives regular update reports on progress against the 
current Leadership Develop programmes and Learning and Education 
plans and has received presentations on new and developing roles such as 
Physician Associates and Trainee Nurse Associates. At the January 
meeting of the Committee, two Physician Associates were invited to present 
to the Committee, to describe their role and their experience of being fully 
integrated into their respective     clinical teams.  
The Committee received a report to outline the Trust Strategy on Nursing, 
Midwifery and AHP workforce, and to endorse the strategy for approval by 
the Board. 
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 Workforce Engagement: 
The Committee has received regular update reports on progress against the 
action plan (Communication and Engagement Plan) arising from the 
2017 Staff Survey report, and subsequent updates based on Staff Family 
and Friends Test outcomes. This has led 
The Committee receives an annual report on progress against the Health 
and Wellbeing strategy and plan, with specific updates on progress 
against our Flu vaccination targets. 
The Committee held an additional workshop in December 2018 to consider 
and endorse the Trust sign up to the NHSi Culture Programme. Progress 
against the programme plan will be monitored by the Committee throughout 
2019. 
The Committee receives regular reports from the Guardian of Safe 
Working, and monitors progress against actions identified. 
The Trust Freedom to Speak Up Guardian provides regular updates to the 
Committee. 

 
 Workforce Capacity and Capability: 

The Committee monitors progress against the Trust Recruitment and 
Retention Strategy, which is a critical mechanism for maintaining a skilled 
and safe workforce, and minimising agency costs. 
The Committee receives Revalidation reports for Nurse and Medical 
staff groups, and is able to provide assurance to Board on compliance 
levels at the Trust. 

 
In addition to the above, all Trust policies relating to workforce matters are 
approved at this Committee. 

 
The Committee receives key issues reports from the following groups: 
 

 Workforce Efficiency Group 

 Culture and Engagement Group 

 Joint Consultative  & Negotiation Committee 

 Joint Local Negotiating Committee 
 

Each group provides an update report which summaries key items and 
provides advice or assurance to the Committee. Where any items of risk are 
identified by the groups, an alert is raised to Committee and where appropriate 
is added to the Trust risk register. 
Issues regarded as of high importance are identified through this process, and 
will be escalated for regular review as appropriate. In April 2018 to March 2019, 
examples of items identified as of particular concern are recruitment and 
retention of clinical staff, use of agency, and metrics concerning staff 
engagement and morale such as staff survey, which has resulted in the sign up 
to the NHSi Culture Programme. 

 
 

Risk Register 
To ensure consistency the Trust operates a standard risk management process.  
The Risk Management Framework, launched in April 2018 described that the 
People Performance Committee is the Board sub-committee with delegated 
responsibility for providing the Board of Directors with assurances in matters 
relating to workforce risks. The Risk Management Framework is set to be reviewed 
in March 2019 to be more reflective of the processes developed.  
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Source of assurance:  People Performance Committee agenda items and key 

issues reports to Board of Directors 

7. Terms of Reference: The People Performance Committee has carried out a 
review of its Terms of Reference (Appendix 1) and completed a self-assessment.  
The self-assessment has identified that improvement is required in attendance for 
some Committee members. This action has been noted by the Committee and will 
be actively monitored in the next 12 months. 

 
8. The Annual Work-Plan: The Annual work plan has been adhered to except that 

items planned to take place in August were moved to September in the absence of 
a meeting in that month. The work plan for 2019 has been configured to follow the 
key themes of the Trust People Strategy. 

 
9. Key Objectives for Next Year: April 2019 – March 2020 

 

 Delivery of the Trust People Strategy 

 Completion of the NHSI Culture Programme 

 Recruitment and Retention Strategies. 

 Leadership Development programme aligned to Trust priorities and values. 

 
 

10. Recommendations  
The Board of Directors are asked to note the progress and assurance that the 
People Performance Committee has fulfilled its duties and responsibilities in line 
with its terms of reference, and to agree the key objectives for 2019/2020.  The 
Board of Directors are also asked to approve the Terms of Reference for the 
People Performance Committee. 
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PEOPLE PERFORMANCE COMMITTEE 

 

TERMS OF REFERENCE 
 

 
1. CONSTITUTION 

 

1.1 The Board of Directors hereby resolves to establish a Committee, to be known as the 

People Performance Committee (hereinafter referred to as ‘the Committee’).  The 

Committee has no executive powers, other than those specifically delegated within 

these terms of reference.   

 

2. REMIT AND FUNCTIONS OF THE COMMITTEE 

 

2.1 The Committee is established to seek assurance on matters relating to workforce, 

education and learning, equality and diversity and organisational development.  The 

Committee will also seek assurance on the development of strategic plans in these 

subject areas and make recommendations as appropriate to the Board of Directors.  

 

2.2 The main functions of the Committee are to: 

 

i. Review draft strategies relating to Workforce & Organisational Development 

and make recommendations as appropriate to the Board of Directors. 

ii. Seek assurance on delivery of approved Workforce & Organisational 

Development-related strategies 

iii. Consider and approve Workforce & Organisational Development-related 

policies    

iv. Seek assurance on performance against Workforce & Organisational 

Development metrics and periodically review the range of agreed metrics 

v. Monitor the effectiveness of controls to mitigate high level (score of 12 or 

above) Workforce & Organisational Development-related risks 

vi. Obtain assurance on the effectiveness of learning and development activities 

across the Trust 

vii. Approve annual workforce, education, commissioning and training plans 

having obtained assurance that such plans are consistent with Trust strategy 
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viii. Consider the outcomes from staff surveys and the Culture & Engagement 

Dashboard and seek assurance on the effectiveness of associated 

management actions 

ix. Obtain assurance on discharge of the Trust’s responsibilities relating to 

equality, and diversity and inclusion   

x. Consider evidence and/or proposals relating to Workforce & Organisational 

Development-related best practice and advise accordingly 

xi. Consider initiatives aimed at promoting and sustaining a healthy workforce. 

 

3. COMPOSITION AND CONDUCT OF THE COMMITTEE 

 

3.1 The Committee shall comprise the following membership: 

 

- Non-Executive Director (Chair) 

- Two x Non-Executive Directors (one of whom will be Deputy Chair) 

- Director of Workforce & Organisational Development 

- Chief Operating Officer 

- Chief Nurse & Director of Quality Governance 

- Deputy Medical Director 

 

There is an expectation that members will attend all Committee meetings during 

each financial year.  Individual attendance levels will be monitored by the Chair of the 

Committee who will take appropriate measures to address any repeated instances of 

non-attendance. 

 

3.2 The following post-holders shall routinely attend meetings of the Committee in an 

advisory capacity: 

- Deputy Director of Workforce & Organisational Development 

- Head of Learning & Organisational Development 

- Director of Medical Education 

- Consultant in Occupational Health Medicine 

- Head of Communications 

- Freedom to Speak Up Guardian 

 

3.3 Nominated deputies shall attend in the event of absence of any member; however 

this shall be in an advisory capacity only and attendance of a deputy shall not count 

towards the attendance level set out in s3.1. 

 

3.4 Other Officers of the Trust shall attend at the request of the Committee in order to 

present and provide clarification on issues, and with the consent of the Chair will be 

permitted to participate in the debate.  However, only members of the Committee 

are permitted to vote. 
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3.5 Quorum.  No business shall be transacted unless at least four members, to include at 

least one Non-Executive Director, are present.  Deputies in attendance do not count 

towards the quorum. 

 

3.6 Notice of meeting.  Before each meeting, a notice of the meeting specifying the 

business proposed to be transacted shall be sent by post or electronic mail to the 

usual place of business or residence of each member, so as to be available at least 

three clear days before the meeting. 

 

3.7 Frequency of meetings.  The Committee will, as a minimum, meet on a monthly 

basis.  The Chair may, however, call a meeting at any time provided that notice of 

the meeting is given as specified in s. 3.6 above. 

 

3.8 Minutes.  The minutes of meetings shall be formally recorded by a member of the 

Corporate Governance team, checked by the Chair and submitted for agreement at 

the next ensuing meeting, whereupon they will be signed by the person presiding at 

it.   

 

3.9 Administration.  The Committee shall be supported administratively by the 

Corporate Governance team, whose duties shall include: agreement of the agenda 

with the Chair and collation of papers; producing the minutes of the meeting and 

advising the Committee on pertinent areas. 

 
 

4. DELEGATED AUTHORITY 

 

4.1 The Committee is authorised by the Board of Directors to: 

 

i. investigate any activity within its terms of reference 

ii. seek any information it requires from any employee and all employees are 

directed to co-operate with any request made by the Committee 

 

5. RELATIONSHIP WITH THE BOARD OF DIRECTORS 

 

5.1 The Committee will report to the Board of Directors by means of a Key Issues Report 

summarising business conducted by the Committee together with key actions and/or 

risks.  A Key Issues Report will be forwarded to the Board of Directors following each 

Committee meeting. 

 

6. RELATIONSHIP WITH OTHER COMMITTEES / GROUPS 

 

6.1 The Committee will receive reports, in the form of Key Issues Reports, from the 

following Committees / Groups: 
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 Workforce Efficiency Group 

 Equality & Diversity and Human Rights Steering Group 

 Learning and Education Governance Group Committee 

 Engagement and Culture Programme Steering Group 

 Culture & Engagement Group 

 Joint Consultative & Negotiating Committee 

 Joint Local Negotiating Committee 

 

The Committee will also receive reports from any task and finish group it may elect 

to establish from time to time. 

 

7. REVIEW 

 

7.1 The Committee will evaluate its own membership and review the effectiveness and 

performance of the Committee on an annual basis.  The Committee must review its 

terms of reference annually and recommend any changes to the Board of Directors 

for approval. 

 

7.2 Compliance with the Terms of Reference will be monitored on an ongoing basis by 

the member of the Corporate Governance team providing support to the 

Committee.  Any concerns in relation to compliance will be reported to the Chair of 

the Committee.  In addition, the annual review described in s7.1 will include a 

summary on compliance with the Terms of Reference. 
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Report to: Board of Directors  Date: 28 March 2019 

Subject: Trust Risk Register 

Report of: 
Chief Nurse & Director of Quality 
Governance 

Prepared by: 
Deputy Director Quality 
Governance 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

2a, 3a, 3b 
 

Summary of Report 
The data for this report was collated on the 6 March 2019 
This paper provides an overview of the current Trust Risk Register. 
 
This report includes all current risks of 15 and above for the 
members to review that have been approved to go onto the trust 
risk register. 
There are currently 392 live risks recorded on the Risk Register 
systems 

There are 37 risks rated 15 or above on the Trust Risk Register with 
corporate approval.  This is a decrease of one since last month. 
Across the 34 risks rated 15 or higher that have been corporately 
approved;  

 15 risks are associated with staffing issues (124, 231, 50, 67,  
78, 505, 125, 408, 587, 934, 618, 686, 457, 869 and 825) 

 8 risks are associated with capacity issues  or increase in 
demand (130,  586, 183, 429, 407,576 872 and 355) 

 5 risks are associated with equipment (46, 765, 905, 363 and 
872) 

 4 risks are associated with financial issues (469, 127, 461, 
466) 

 3 risks associated with statutory or regulatory activity (513, 
476, 499) 

 1 risk associated with delivery of a contract. 
 

 
Members are asked to note the risks and the identified actions to 
mitigate those risks 
 

Board Assurance 
Framework ref: 

SO2,SO3, SO5, SO6 

CQC Registration 
Standards ref: 

17 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 
 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 Finance & 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 

 

 

1.2 

 

 

 

There are 392 live risks recorded on the risk register system. There are no risks awaiting 

corporate approval 

 

There are 123 risks awaiting business group approval: 65 are general hazard inventory 

assessments. 

2. Risk profile 

2.1 

 

 

 

 

 

2.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.3 

 

 

 

 

 

 

 

 

 

 

 

The trust wide distribution of risks is shown below 

 Low Significant High Very High Severe Unacceptable 

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

Number 

 of risks 
2 5 10 51 2 47 45 60 22 94 17 20 8 0 

 

The severity distribution is shown below 

 

 
 

The corporately approved risks that are on the trust risk register are distributed across the 

business groups as detailed below 

Business Group Risk Score 

15 

Risk Score 

16 

Risk Score 

20 

Risk Score 

25 

Total 

 

Corporate 5 4 2 0 11 

Integrated Care 0 2 1 0 3 

Medicine and Clinical Support 4 3 0 0 7 

Surgery, GI and Critical Care 4 3 0 0 7 

Women’s and Children and 

Diagnostic 

0 5 3 0 8 

 

 

 

70% 

18% 

12% 

Severity Distribution Trust wide 

Significant/Moderate Risk Low Risk Severe/V High/Unacceptable Risk
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The table below shows the movement of risks that are on the trust risk register 

Risk 

number 

Apr 

18 

May 

18 

Jun 

18 

Jul 

18 

Aug 

18 

Sep 

18 

Oct 

18 

Nov 

18 

Dec 

18 

Jan 

19 

Feb 

19 

Mar 

19 

 

46 20 20 20 20 20 20 20 20 20 20 20 20 ↔ 

130 20 20 20 20 20 20 20 20 20 20 20 20 ↔ 

124       20 20 20 20 20 20 ↔ 

400      15 20 20 20 20 20 12 ↓ 

457         16 16 16 20 ↑ 

505      16 16 16 20 20 20 20 ↔ 

586       20 20 20 20 20 20 ↔ 

869          16 16 16 ↔ 

618         16 16 16 16 ↔ 

652         16 16 16 16 ↔ 

686         16 16 16 16 ↔ 

765         16 16 16 16 ↔ 

816          16 16 12 ↓ 

125      16 16 16 16 16 16 16 ↔ 

127 16 16 16 16 16 16 16 16 16 16 16 16 ↔ 

429  20 20 20 16 16 16 16 16 16 16 16 ↔ 

461  16 16 16 16 16 16 16 16 16 16 16 ↔ 

466   16 16 16 16 16 16 16 16 16 16 ↔ 

183 16 16 16 16 16 16 16 16 16 16 16 16 ↔ 

50     16 16 16 16 16 16 16 16 ↔ 

67   16 16 16 16 16 16 16 16 16 16 ↔ 

75 16 16 16 16 16 16 16 16 16 16 16  C 

78 20 20 20 16 16 16 16 16 16 16 16 16 ↔ 

599           16 16 ↔ 

872           16 16 ↔ 

934           16 16 ↔ 

231 20 20 20 20 20 20 20 20 20 20 15 15 ↔ 

355 15 15 12 12 12 12 12 12 15 15 15 15 ↔ 

407     15 15 15 15 15 15 15 15 ↔ 

408  15 15 15 15 15 15 15 15 15 15 15 ↔ 

819         15 15 15 9 ↓ 

825          15 15 15 ↔ 

513     15 15 15 15 15 15 15 15 ↔ 

576     15 15 15 15 15 15 15 15 ↔ 

469   20 20 20 20 20 20 20 20 20 15 ↓ 

476       15 15 15 15 15 15 ↔ 

499         15 15 15 15 ↔ 

587      15 15 15 15 15 15 15 ↔ 

363            15 N 

905            15 N 

 

Key   

↓ Risk rating reduced in month  

↑ Risk rating increased in month  

↔ Risk rating stayed the same in month  

C Risk closed in month  

N New risk in month  
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2.5 

 

The table below shows the when risks have been removed from the Trust risk register 
 

Risk 

number 

Apr 

18 

May 

18 

Jun 

18 

Jul 

18 

Aug 

18 

Sep 

18 

Oct 

18 

Nov 

18 

Dec 

18 

Jan 

19 

Feb 

19 

Mar 

19 

53 12            

76 16 16 16 4         

74 10            

87 C            

91 C            

96 16 16 16 16 16 16 16 16 16 12   

108 16 16 16 16 16 8       

109 16 1           

101 20 20 20 20 20 20 10      

126 16 16 16 12         

134 20 20 20 20 20 20 20 20 20 20 12  

135 20 20 20 20 20 20 20 20 20 20 12  

137 16            

145 C            

159 20 16 12          

160 15 8           

162 15 15 15 15 15 15 15 15 15 12   

177 12            

261 16 16 16 16 16 C       

282 15 12           

286 15 15 15 15 15 15 C      

288 15 9           

296  15            

305   15 15 10        

318 6            

319 3            

354 16 16 16 16 C        

362 15 15 9          

399 15 15 15 C         

458   16 16 16 16 16 C     

506     16 16 16 16 16 C   

624        16 16 12   

627        16 16 12   

638       15 15 15 15 12  

 

 

3. 
 

 

 

Risk Movement 

3.1 
 

3.2 
 

 

There are 37 risks on the trust risk register, the same as last month.  
 

Two risks were approved at the Safety & Risk Group this month (905 and 363). One risk has 

increased in score and remains on the trust risk register (457). One risk has reduced in score but 
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3.3 

 

 

3.4 

 

 

3.5 

 

remains on the trust risk register (469). 

Two risks were reduced to a risk rating of 12 (400, 816) and one reduced to a risk rating of 9 

(819), therefore removed from the register. One was closed (75) 

 

There are 9 risks sitting on the business group risk registers of 15 and above and have not yet 

received corporate approval. 

 

Please note that risk 652 is commercially sensitive and will not appear on the paper registers. 

 

4. Trends 

4.1 

 

4.2 

The risk register is presented in order of current rating.    

 

Across the 37 risks rated 15 or higher that have been corporately approved;  

 15 risks are associated with staffing issues (124, 231, 50, 67,  78, 505, 125, 408, 587, 934, 
618, 686, 457, 869 and 825) 

 8 risks are associated with capacity issues  or increase in demand (130,  586, 183, 429, 
407,576 872 and 355) 

 5 risks are associated with equipment (46, 765, 905, 363 and 872) 

 4 risks are associated with financial issues (469, 127, 461, 466) 

 3 risks associated with statutory or regulatory activity (513, 476, 499) 

 1 risk associated with delivery of a contract. 
 

  

5. Summary 

5.1 Members are asked to note the risks and the identified actions to mitigate those risks 
 

 

  

216 of 230



 

-  7 of 9 - 

 

RISK ASSESSMENT SCORING/RATING MATRIX 

LIKELIHOOD OF HAZARD 

LEVEL DESCRIPTER DESCRIPTION 

5 Almost certain Likely to occur on many occasions, a persistent issue - 1 in 10 

4 Likely Will probably occur but is not a persistent issue - 1 in 100 

3 Possible May occur/recur occasionally - 1 in 1000 

2 Unlikely Do not expect it to happen but it is possible - 1 in 10,000 

1 Rare Can’t believe that this will ever happen - 1 in 100,000 

 

The risk factor = severity x likelihood 
 

By using the equation, a risk factor can be determined ranging from 1 (low severity and unlikely to happen) to 25 (just waiting to happen with disastrous and 

widespread consequences).  This risk factor can now form a quantitative basis upon which to determine the urgency of any actions. 

 

 CONSEQUENCE 

LIKELIHOOD 
1 2 3 4 5 

Low Minor Moderate Major Catastrophic 

5 - Almost Certain 
AMBER 

(significant) 

AMBER  

(high) 

RED                 

(very high) 

RED  

(severe) 

RED 

(unacceptable) 

4 - Likely 
GREEN  

(low) 

AMBER 

(significant) 

AMBER  

(high) 

RED                 

(very high) 

RED  

(severe) 

3 - Possible 
GREEN  

(low) 

AMBER 

(significant) 

AMBER  

(high) 

AMBER           

(high) 

RED                 

(very high) 

2 - Unlikely 
GREEN 

(low) 

GREEN  

(low) 

AMBER 

(significant) 

AMBER 

(significant) 

AMBER           

(high) 

1 - Rare 
GREEN  

(low) 

GREEN  

(low) 

GREEN  

(low) 

GREEN          

(low) 

AMBER 

(significant) 
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QUALITATIVE MEASURE OF CONSEQUENCE 
 

Impact Score 1 2 3 4 5 

Domains  /  

Description 
NEGLIGIBLE / LOW MINOR MODERATE MAJOR CATASTROPHIC 

Impact on the safety 

of patients, staff or 

public (physical / 

psychological 

harm) 

Minimal injury 

requiring no 

intervention or 

treatment.  

No time off work 

Minor injury or illness, requiring 

minor intervention  

Requiring time off work for <7 days 

Increase in length of hospital stay 

by 1-3 days 

Moderate injury requiring professional 

intervention 

Requiring time off work for 7-14 days 

Increase in length of hospital stay by 4-15 

days 

RIDDOR  /  agency reportable incident 

An event which impacts on a small number 

of patients 

Major injury leading to long-term incapacity  /  

disability 

Requiring time off work for >14 days 

Increase in length of hospital stay by >15 days 

Mismanagement of patient care with long-term 

effects  

Fatality 

Multiple permanent injuries/irreversible health 

effects 

An event which impacts on a large number of 

patients 

Multiple Fatalities 

Quality / complaints / 

audit 

Peripheral element of 

treatment or service 

suboptimal 

Informal complaint  /  

inquiry 

Overall treatment or service 

suboptimal 

Formal complaint (stage 1) 

Local resolution  

Single failure to meet internal 

standards 

Minor implications for patient 

safety if unresolved 

Reduced performance rating if 

unresolved 

Treatment or service has significantly 

reduced effectiveness 

Formal complaint (stage 2) complaint 

Local resolution (with potential to go to 

independent review) 

Repeated failure to meet internal standards 

Major patient safety implications if findings 

are not acted on 

Non-compliance with national standards with 

significant risk to patients if unresolved 

Multiple complaints  /  independent review 

Low performance rating 

Critical report 

Inquest  /  ombudsman  negative finding 

Totally unacceptable level or quality of treatment  /  

service 

Gross failure of patient safety if findings not acted on 

Gross failure to meet national standards 

Human resources /  

organisational 

development / 

staffing / competence 

Short-term low 

staffing level that 

temporarily reduces 

service quality (< 1 

day) 

Low staffing level that reduces the 

service quality 

Late delivery of key objective  /   service due 

to lack of staff 

Unsafe staffing level or competence (>1 

day) 

Low staff morale  

Poor staff attendance for mandatory  /  key 

training 

Uncertain delivery of key objective  /  service due 

to lack of staff  

Unsafe staffing level or competence (>5 days) 

Loss of key staff  

Very low staff morale 

No staff attending mandatory  /   key training  

Non-delivery of key objective  /  service due to lack of 

staff 

Ongoing unsafe staffing levels or competence 

Loss of several key staff 

No staff attending mandatory training   /  key training 

on an ongoing basis 

Statutory duty / 

inspections 

No or minimal impact 

or breech of 

guidance  /  statutory 

duty 

Breech of statutory legislation  

Reduced performance rating if 

unresolved 

Single breech in statutory duty 

Challenging external recommendations  /  

improvement notice 

Register concern 

Enforcement action 

Multiple breeches in statutory duty 

Improvement notices 

Low performance rating 

Critical report 

Multiple breeches in statutory duty  

Prosecution 

Complete systems change required 

Zero performance rating 

Severely critical report 

Adverse publicity / 

reputation 

Local Press >1 

Potential for public 

concern  

Local media coverage >1 

Elements of public expectation not 

being met  

Local media coverage – long-term reduction 

in public confidence 

National media coverage with <3 days service well 

below reasonable public expectation 

National media coverage with >3 days service well 

below reasonable public expectation. 

Full Public Inquiry  

MP concerned (questions in the House) 

Total loss of public confidence 

Business objectives / 

projects 

Insignificant cost 

increase  /  schedule 

slippage 

<5 per cent over project budget  

Schedule slippage 

5–10 per cent over project budget 

Schedule slippage 

Non-compliance with national 10–25 per cent over 

project budget  

Schedule slippage 

Key objectives not met 

Incident leading >25 per cent over project budget 

Schedule slippage 

Key objectives not met 

Finance including 

claims / cost 

Small loss Risk of 

claim remote < £2k 

Loss of 0.1–0.25 per cent of Trust 

budget 

Claim    /  cost less than £2- 20k 

Loss of 0.25–0.5 per cent of Trust budget 

Claim(s)   /  cost between £20k -£1M 

Uncertain delivery of key objective  /  Loss of 0.5–

1.0 per cent of Trust budget 

Claim(s)   /   cost  between £1m and £5m 

Purchasers failing to pay on time  

Non-delivery of key objective  /   Loss of >5 per cent 

of Trust budget 

Failure to meet specification  /  slippage  

Loss of contract   /   payment by results 

Claim(s) >£5 million  

Service / business 

interruption 

Environmental 

impact 

Loss  /  interruption 

of >1 hour  

Minimal or no impact 

on the environment 

Loss  /  interruption of >8 hours 

Minor impact on environment 

Loss  /  interruption of >1 day 

Moderate impact on environment 

Loss  /  interruption of >1 week  

Major impact on environment in more than one 

critical area 

Permanent loss of service or facility 

Catastrophic impact on environment 

Project related Insignificant impact 

on planned benefits 

Variance on planned benefits <5% 

and <£50k 

Variance on planned benefits >5% or >£50k Variance on planned benefits >10% or >£500k Variance on planned benefits >25% or >£1m 
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Trust Risk Register March 2019

Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Recruitment for 2x BMS posts 28/03/2019

Approval for Further 2x Locum 28/03/2019

Attain funding for MSC via Training Needs 

Analysis

08/03/2019

Consider Cross-training staff from other 

departments

30/04/2019

Recruitment of bank MLA staff 30/04/2019

Skill mix review 31/05/2019

Senior staff to be shift competent 31/05/2019

Consider impact of bringing POCT 

analyser for FBC into contract

31/03/2019

Request for staff to be able to sell Annual 

Leave 

31/03/2019

Replacement Telepath Server

Please refer to actions of the Programme 

Delivery Group (PGD)

01/04/2019

recruitment of 2 BMS posts 29/03/2019

Internal rates (bank) for medical staff 31/03/2019

31/03/2019

25/03/2019

4 5 20 12

Challenge of Rates and Improved 

Negotiations

5 20 8

St
ra

te
gi

c 
R

is
k 124

St
im

p
so

n
,  

Em
m

a

H
u

m
an

 R
es

o
u

rc
es This is a risk of increased use of Temporary Staffing 

and failure to achieve the agency ceiling

25 Further actions in place include recruitment at international and 

national events to attract doctors to join teams where we have hard 

to fill vacancies.

Reduced internal rates for medical bank shifts.

Exercise with procurement team to agree reduced commission 

rates with agencies on a tiering system.

Significant challenge on all agency requests to ensure doctors are 

only booked when absolutely essential and that rates are 

negotiated to within an acceptable range.

20 10

Tr
u

st
 R

is
k 457

Za
m

an
, M

s.
 R

ai
sa

W
o

m
en

 C
h

ild
re

n
 a

n
d

 D
ia

gn
o

st
ic

s 
B

u
si

n
es

s 
G

ro
u

p There is a risk to patient safety due to a lack of 

Haematology/TransfusionStaff in Post

12 To ensure the OOH shift rota is fulfilled and to minimise stress and 

pressure on staff as well as introduce incentive to remain at the 

Trust.

4

Combined oversight of PGD into UCDB looking at full system 

solutions to poor flow and other root causes of poor performance 

4 5

To have contingency plans in place and documented.

To put in place a new system that would mitigate the risk of the 

system failing and not being retrievable.

5 4

Tr
u

st
 R

is
k 130

In
te

gr
at

ed
 

C
ar

e 

B
u

si
n

es
s There is a risk that the ED 4 Hour Target will not be 

met

20

Tr
u

st
 R

is
k 46

Sm
et

h
u

rs
t,

 M
r 

R
ic

h
ar

d

W
o

m
en

 C
h

ild
re

n
 

an
d

 D
ia

gn
o

st
ic

s 

B
u

si
n

es
s 

G
ro

u
p There is a risk that the Telepath Server will Fail 52016
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Tr
u

st
 R

is
k 586

St
at

h
am

, M
r 

D
av

id
 

Es
ta

te
s 

an
d

 F
ac

ili
ti

e
s There is a risk due to the significant Estate Backlog 

Maintenance Increase

20 Prioritisation of high and significant risk areas identified within the 5 

facet survey and individually risk assessed. Ensuring areas with 

associated statutory requirements are prioritised.

Planned Preventative Maintenance (PPM) schedule of works.

Regular walkrounds/visual checks undertaken by Estates Staff.

Estates Helpdesk: Facility to report jobs.

On-going review & monitoring of DATIX Incidents & appropriate 

remedial action.

4 5 20 Prioritise Identified High Risks 01/07/2019 8

R
is

k 
A

ss
es

sm
en

t

869

H
e

al
, D

r 
C

ar
ri

e

W
o

m
en

 C
h

ild
re

n
 a

n
d

 D
ia

gn
o

st
ic

s 

B
u

si
n

es
s 

G
ro

u
p There is a risk of harm to patients with current 

medical staffing levels and threat to sustainability 

of Neonatal Unit

20 Review of rota and informal support at Consultant level 4 4 16 Business Case to be developed 29/03/2019 8

Create additional insourced lists with 

Alliance until end of financial year

31/03/2019

28/02/2019Recruit to vacant histopathologist posts

Schedule patients into additional 

insourced lists with Alliance

30/04/2019

Presentation of Endoscopy Business Case 

to SMT & EMG

16 1

31/03/2019

4

Tr
u

st
 R

is
k 872

C
u

lv
er

w
el

l, 
M

rs
 

C
ar

o
lin

e

Su
rg

er
y 

G
I a

n
d

 C
ri

ti
ca

l 

C
ar

e There is a risk to patient experience and safety due 

to Endoscopy Capacity and Demand

16 The capacity and demand business case demonstrates that there is 

a need for more capacity compared to the demand.  Therefore we 

are proposing a 4th room build which will reduce the cost 

associated with the insourced Alliance Lists and WLI sessions.

4 4

Escalation spreadsheet on shared drive to monitor progress of 

urgent cancer cases.

Met with Salford Dermatology team to address delayed TAT and 

produce spreadsheet on shared drive for them

Communication to all clinical teams to use tracker and management 

escalation for urgent or MDT dependant cases.

Pathology operational lead attends Trust PTL and Elective 

performance meetings

Specific Pathology performance meeting with monitoring team 

instigated

4 5 2016

Tr
u

st
 R

is
k 505

M
ay

, M
r 

D
av

id

W
o

m
en

 C
h

ild
re

n
 a

n
d

 

D
ia

gn
o

st
ic

s 
B

u
si

n
es

s 
G

ro
u

p The risk of the lack of capacity in Cellular Pathology 

on turnaround times and patient pathways
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

To produce a guidance document for 

sepsis triggers and completion of 

screening tool

30/04/2019

To review patient track questions for 

patients triggering 5 or above

30/04/2019

To attend sepsis- A system wide challenge 29/03/2019

B
u

si
n

es
s 

G
ro

u
p

 R
is

k 765

Jo
n

es
, M

r 
D

av
id

W
o

m
en

 C
h

ild
re

n
 a

n
d

 

D
ia

gn
o

st
ic

s 
B

u
si

n
es

s 
G

ro
u

p There is a risk to the delivery of the CT service and 

patient safety due to a delay in installing 3rd CT 

scanner

16 Mobile CT scanner being used to maintain the service at present 

and extra sessions booked to backfill our CT breakdowns.

Mobile MR scanner will be used during down time for install of 

replacement MR

Estates and procurement involved along with Radiology and the 

capital team in planning this large project

4 4 16 CT/MR Repacement Programme 29/03/2019 4

Additional Consultant PA’s in post to 

provide ADHD service

29/03/2019

Review pathway for ADHD service 29/03/2019

Representation of Business Case 29/03/2019

Tracking of temporary staffing use 01/05/2019

Advertise additional consultant PA’s to 

provide ADHD Service

29/03/2019

01/05/2019Pursue international recruitment with 

Edge Hill Masters

Following a none compliance of the sepsis 

screening tool, an email will be sent to 

the clinical director of that business group 

for an investigation

29/03/2019

Commencement of recruited staff 29/03/2019

16 8

8

Tr
u

st
 R

is
k 125

H
ag

ge
rt

y,
 

M
rs

 

Je
n

n
if

er
In

te
gr

at
ed

 

C
ar

e 

B
u

si
n

es
s Reduced Emergency Department Medical Staffing 12 Dependant on internal cover and locum bookings 4 4

Capacity deficit raised with Stockport Commissioner

Additional OWL lists monthly (not covering current demand) 

4 4 1620

Tr
u

st
 R

is
k 429

C
u

rt
is

, M
rs

 K
el

ly

W
o

m
en

 C
h

ild
re

n
 a

n
d

 

D
ia

gn
o

st
ic

s 
B

u
si

n
es

s 

G
ro

u
p Inadequate capacity to meet demand in Paediatric 

ADHD Services

4 16 9

Tr
u

st
 R

is
k 686

H
an

co
ck

,  
Su

sa
n

In
te

gr
at

ed
 C

ar
e 

B
u

si
n

es
s 

G
ro

u
p There is a risk that patient care may be 

compromised due to significant staffing shortages 

within AMU

20 NHSP working to fill shifts through bank and agencies via the trust 

agreed agency cascade. AMU currently has an agreed uplift on rate, 

RN04 rate. 

Continued recruitment to vacancies

Cancellation of non-clinical shifts

Cancellation of training

 

4

8sepsis screening tool and rolling audit. 

Introduction of NEWS 2 and quality improvement project 

4 4 1612

Tr
u

st
 R

is
k 618

G
ly

n
n

,  
M

ar
ie

C
o

rp
o

ra
te

 N
u

rs
in

g This is a risk of a failure to recognise and 

adequately treat sepsis within our organisation

4 4 16 8Implement series of PAS upgrades and 

test eCDS in Patient Centre

01/04/2019

4 16 4

Tr
u

st
 R

is
k 599

Fo
x,

 M
rs

 P
ad

d
y

In
fo

rm
at

io
n

 a
n

d
 IT There is a risk to the timely delivery of ECDS (new 

contract data set for A&E)

20 Negotiations with Stockport CCG

Plan for Intersystems to deliver in the new EPR.

Superceded due to slow delivery by Intersystems - Plan now is for re-

write of AdvantisED;  upgrade of PAS & Patient Centre by 6 versions 

and training; testing of eCDS and training of staff.  However risks 

still high re delivery of eCDS by DXC - currently over 30 faults - so no 

reduction in risk score.

Recruitment 29/03/2019

R
is

k 

A
ss

es
sm

en

t934

M
ar

sh
al

l, 

M
s 

Fr
an

Su
rg

er
y 

G
I 

an
d

 C
ri

ti
ca

l 

C
ar

e There is a risk of reduced critical care capacity due 

to staffing shortages

20 To be reviewed 4
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Junior Ward Staffing Standard 29/03/2019

Review SCF Rota 29/03/2019

Review JCF Rota 29/03/2019

Support patient flow to ensure surgical 

admissions are not compromised

29/03/2019

Review all the spend across budgets to 

stop the run rate of spend

29/03/2019

Review agency locums and implement 3rd 

sign off models where necessary

29/03/2019

Ensure BG representation at weekly CIP 

executive meeting

29/03/2019

Introduce new WLI process in BG 29/03/2019

Identify first tranche of CIP schemes for 

19/20

08/03/2019

Establish escalation process for budget 

holders

28/02/2019

Introduction of medical e-rostering 08/03/2019

Establish exception reporting for ward 

budget meetings

08/03/2019 8Financial monitoring within BG occurs monthly 

Financial reports to monitor CIP schemes

Tactical CIP schemes developed for the BG

Improving patient flow work stream with metrics and governance 

arrangements

Reporting of CIP savings, progress and escalation via Finance 

Improvement Group

4 4 1616

Tr
u

st
 R

is
k 466

A
rm

it
ag

e,
  N

ad
in

e

M
e

d
ic

in
e 

an
d

 C
lin

ic
al

 

Su
p

p
o

rt There is a risk that the BG will fail to deliver the CIP 

Target

4 4

Tr
u

st
 R

is
k 461

H
at

ch
el

l, 
 K

ar
en

Su
rg

er
y 

G
I a

n
d

 C
ri

ti
ca

l C
ar

e There is a risk that Surgery, GI & Critical Care will 

not deliver the financial position required for 2018-

19 including CIP

16 Profiling of elective activity to take into account her winter period

Proactively reviewing alternative options with recruitment eg, 

physician associates, ANP's etc

Validation of all activity with a view to alternativer modes of 

delivery eg., virtual clinics

Robust financial controls in place across the Business Group

16 12

Business Manager to attend budget 

scrutiny meetings on a bi-weekly basis

29/03/2019

4 16 12

CD escalation process for locums above 

cap

28/02/2019

Management of Elective Plan 29/03/2019

Review of coding to ensure the trust are 

receiving appropriate income

29/03/2019

Tr
u

st
 R

is
k 127

A
rm

it
ag

e,
  N

ad
in

e

M
e

d
ic

in
e 

an
d

 C
lin

ic
al

 

Su
p

p
o

rt There is a risk that the M&CS BG overspends due 

to agency costs

16 Monthly reporting of finance and performance

Weekly agency meeting with medical staffing, finance and 

operational team

Regular reviews of nurse eroster rota

Ward monthly finance and HR reviews

Monthly budget reviews with directorate budget holders

Tier 2 authorization of nursing shifts

ECP process to approve all agency spend

Nursing workforce plan led by corporate nursing team

4
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Cancer Services Manager to review 

Department roles and responsibilities to 

ensure staff are engaged with targets

01/04/2019

Action plan being created with input from 

Business Groups to ensure sustained 

performance

01/03/2019

Awaiting outcome of discussions on 

potential loss of Urology cancer activity 

and impact on Trust 62 day Cancer 

performance, this is dependent on the 

future service model design. (scenario 

paper produced by Performance Team)

01/04/2019

Resubmit outline business case 29/04/20194 16 8

16 8

Tr
u

st
 R

is
k 50

C
o

tt
o

n
, M

rs
 J

an
et

W
o

m
en

 C
h

ild
re

n
 a

n
d

 D
ia

gn
o

st
ic

s 
B

u
si

n
es

s 
G

ro
u

p Risk to maternity service continuity and safety due 

to midwifery staffing levels

16 - Birth Rate Plus staffing review undertaken June 2017

- Business case collated and submitted August 2017 - additional staff 

recruited. 

- Midwife to Birth Ratio reviewed on a monthly basis and reported 

on dashboard

- Evaluation of maternity service diverts undertaken June 2018

- Escalation of concern reports formally submitted to Quality Board, 

Quality Governance Committee  and People and Performance 

Committee as appropriate (see documents)

- Ongoing recruitment taking place to address any long term 

deficits.

- Maternity leave tracked and recorded to highlight staffing deficit.

- RM staff 8.0wte employed in excess of funded establishment to 

cover maternity leave and deficit highlighted by Birth Rate Plus 

review following submission of a business case in August 2017.

4

St
ra

te
gi

c 
R

is
k 183

K
EH

Ex
ec

u
ti

ve
 t

ea
m

s Failure to meet the 62 day Cancer target standards 12 Monthly Cancer Board.

Tracking team review all patients on pathway.

Cancer Services Manager reviews patients using "Predictor" tool.

Patients discussed at weekly tumour specific PTL meetings, Business 

Group meetings and Trust-wide PTL.

Escalation policy in use  

4 4
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Local recruitment 14/06/2019

Supporting the retention of staff 14/06/2019

Current work load undertaken by the IP 

service team

29/03/2019

To produce a gap analysis against the 

Health & Social Care Act

29/03/2019

present compliance data against the 

H&SC act

30/04/2019

Medical involvement in decision making 29/03/2019

Use decision matrix to determine which 

elective surgery cases are appropriate to 

cancel during periods of extreme bed 

capacity and patient flow pressures

29/03/2019

Reference to the Minimum safe staffing 

escalation policy 

12/04/2019

review long term option for IV service 30/04/2019

Achieved 3 WTE consultants 15/04/2019

3 5 15 6

5 15 8

B
u

si
n

es
s 

G
ro

u
p

 R
is

k 355

H
at

ch
el

l, 
 K

ar
en

Su
rg

er
y 

G
I a

n
d

 C
ri

ti
ca

l C
ar

e There is a risk of cancelling elective activity due to 

bed and patient flow pressures, particularly during 

the winter months

15 Start the day meetings to assess the position and prioritise patients. 

In response to NHSI guidance, cease operating on routine 

procedures.

Screened trauma patients to enable the elective orthopaedic units 

to admit these patients.

Elective programme to re-commence on 9th April. Plan in place to 

de-escalate B3 (discharge or repatriate patients into Medical wards) 

and deep clean ward, repatriate patients from D2 to B3 and deep 

clean D2 in preparation for 9th April. Plan in place to maximise 

opportunity to undertake joint replacement work to aid backlog 

recovery, reschedule cancelled patients, and compensate in part for 

lost training opportunities for senior trainees in 

Orthopaedics.Deanery programme director visiting trust on 13th 

April 

review links with sepsis agenda 30/04/2019

Monitor impact of lost activity 29/03/2019

8

Tr
u

st
 R

is
k 231

G
ly

n
n

,  
M

ar
ie

C
o

rp
o

ra
te

 N
u

rs
in

g lack of medical and nursing staff resulting in 

mandatory work only being undertaken resulting in 

an inefficient IP service.

20 To review all options for an interim and long term solution 3

Tr
u

st
 R

is
k 78

In
gl

e
b

y,
 M

rs
 S

ar
ah

M
e

d
ic

in
e 

an
d

 C
lin

ic
al

 S
u

p
p

o
rt There is a risk to patient safety and BG finances 

due to the excessive registered nursing staffing 

deficit within Medicine & CS

20 Twice daily assessment of staffing across the Business Group

Band 7 on each ward to regularly monitor off duty for changes, 

ensure accurate numbers, significant gaps to be escalated to 

Matrons

Staff re-deployed to balance the risk across the Business Group

Reference to the Minimum safe staffing escalation policy

Monitor of DATIX and Red Flags

Pro-actively put shifts out to NHSP and Agency

Ongoing local and international recruitment

4 4

4 4 16

16

8

Tr
u

st
 R

is
k 67

D
ru

ry
, M

rs
 

M
ar

ga
re

t

W
o

m
en

 C
h

ild
re

n
 

an
d

 D
ia

gn
o

st
ic

s 

B
u

si
n

es
s 

G
ro

u
p There is a risk to service delivery due to the lack of 

Consultant Microbiologist Cover

20 Recruitment processes being followed

Temporary staffing processes in place which is not sustainable and 

requiring substantial management to engage.

OH support to staff where necessary.

Laboratory and pharmacy support

6226 of 230



Trust Risk Register March 2019

Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Develop a demand and capacity model 31/03/2019

Preparation of a workforce plan 01/03/2019

Tr
u

st
 R

is
k 499

B
u

ck
le

y,
  L

is
a

C
o

rp
o

ra
te

 

N
u

rs
in

g There is a risk that complaints responses are not 

being completed within Trust timescales

15 Action plan set up for business groups to have cleared their backlog 

and be working in real time by 31 July 2018.

Monitored by the reporting process

3 5 15 weekly monitoring of complaints that are 

overdue 

31/03/2019 4

Business Case for expansion to be 

developed

22/02/2019

Service Review 22/02/2019

Review of Lung function provision 22/02/2019

AQuA Project relating to OWL 10/05/2019

Programme of Food Safety Training for 

Ward Based Staff

15/03/2019

Additional Clinics 22/02/2019

Grip and Control Meetings 31/03/2019

Consider additional antibiotic pharmacist 

post

07/01/2019

Review cleaning programme for Ward 

Kitchens

30/04/2019

15 6

9

Tr
u

st
 R

is
k 576

B
ar

re
tt

, M
rs

 A
n

ge
la

M
e

d
ic

in
e 

an
d

 C
lin

ic
al

 S
u

p
p

o
rt There is a risk to patient safety due to the long 

wait of time to be seen by the Respiratory Team 

for new patients

15 - - ring-fenced capacity for 2ww and Cancer upgrade patients

- clinical triage of all referrals

- patients booked into clinic by clinical urgency / longest wait

- monitoring of wait times in Trust performance meetings.

- Capacity and Demand work completed.

- Consultants offering WLI's where able but often focused on seeing 

the 2WW or cancer upgrade patient.

- Business case in the process of being written to highlight the risk 

and request permission to expand the Respiratory Team.

3 5

Survey Specification 3 5 1515

Tr
u

st
 R

is
k 513

St
at

h
am

, M
r 

D
av

id
 

Es
ta

te
s 

an
d

 

Fa
ci

lit
ie

s There is a risk that ward kitchens in a poor state of 

repair may impact upon the ability to clean to 

required standards.

3 5 15 6

3 15 10

Tr
u

st
 R

is
k 476

d
am

an
t,

 

M
rs

 g
ill

ia
n

M
e

d
ic

in
e 

an
d

 C
lin

ic
al

 

Su
p

p
o

rt There is a risk of not achieving the empiric review 

of antibiotic prescriptions &reduction in antibx 

consumption CQUIN 18/19

15 Guidelines on reviewing antibiotics exist and should be embedded 

in practice already.  

Antibiotic stewardship ward rounds and education sessions are 

carried out when staffing allows – currently less than 10% of 

Ensure that the Business Groups are held 

to account on the delivery of their 

29/03/2019

To regularly report the key issues facing 

the Trust as part of the Stockport 

Together Programme

29/03/2019

15 3

Tr
u

st
 R

is
k 469

W
is

s,
  K

ay

Fi
n

an
ce There is a risk that the Trust will not deliver its 

2018/19 financial performance

20 There are a  number of meetings in place to manage the overall 

financial performance of the organization led by the executive 

management team.

5

electronic prescribing system 01/04/2019

6

Tr
u

st
 R

is
k 408

d
am

an
t,

 M
rs

 

gi
lli

an

M
e

d
ic

in
e 

an
d

 

C
lin

ic
al

 S
u

p
p

o
rt There is a risk that if we have insufficient pharmacy 

resources to manage the increasing Haematology 

demand

15 Staff resources allocated to prioritise patient needs however this 

can impact on staff wellbeing and cause delays for other work 

commitments.

3 5

- Urgent OWL codes used to identify patients who need to be 

prioritised for urgent Follow Up.

- Consultants doing some validation of longest waiting patients to 

see if may be better managed in Primary Care.

- monitoring of OWL in Trust performance meetings.

3 5 1512

Tr
u

st
 R

is
k 407

B
ar

re
tt

, M
rs

 

A
n

ge
la

M
e

d
ic

in
e 

an
d

 

C
lin

ic
al

 

Su
p

p
o

rt There is a risk to patient safety due to the number 

and length of the Respiratory Overdue Waiting List 

(non confirmed cancer)
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Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Summary of Controls

Consequenc

e (current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

Full workforce action plan to be drafted 

to mitigate the risk

29/03/20195 15 6

15 5 3 15 10Recruit to 2 senior IT posts 30/04/2019Advertising 2 key post; in interim attempting to recruit agency to be 

in place until substantive recruitment successful.

R
is

k 

A
ss

es
sm

en
t 825

H
at

ch
el

l, 
 

K
ar

en

Su
rg

er
y 

G
I 

an
d

 C
ri

ti
ca

l 

C
ar

e There is a risk to loss of activity due to staffing 

levels in theatre

15 Sporadic cover depending on who can volunteer for the shifts.

Short term sickness and childcare issues cause a deficit due to WTE 

shortage. 

3

Tr
u

st
 R

is
k 587

Fo
x,

 M
rs

 

P
ad

d
y

In
fo

rm
at

io
n

 

an
d

 IT There is a risk to the operation of the Trust 

electronic syst/ntwrk due to the need to recruit 

Senior IT Technical Support
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New Risks: Trust Risk Register March 2019

Risk 

Register 

Type

Risk ID
Risk 

Owner

Business 

Group
Risk Title

Rating 

(initial)
Controls in place

Consequ

ence 

(current)

Likelihood 

(current)

Rating 

(current)
Title Due date

Rating 

(Target)

B
u

si
n

es
s 

G
ro

u
p

 

R
is

k 363

U
n

w
in

, M
r 

B
o

b

Su
rg

er
y 

G
I a

n
d

 

C
ri

ti
ca

l C
ar

e There is a risk that that lack 

of Laryngoscopy and 

Microlaryngoscopy sets are 

causing theatre time to be 

extended 

9 Opening multiple sets to find 

working instruments, repairs 

3 5 15 Added to capital 

Replacement

29/03/2019 3

Purchase of new equipment 30/04/2019

Work in collaboration with 

Olympus to ensure lists go 

ahead by use of loan kit 

where needed

30/04/2019

Work in collaboration with 

EBME/HSDU to maintain 

stackers and scopes

31/05/2019

15 3

R
is

k 
A

ss
es

sm
en

t

905

M
u

rp
h

y,
  S

te
ve

n

Su
rg

er
y 

G
I a

n
d

 C
ri

ti
ca

l C
ar

e There is a risk of severe 

service disruption if we 

have failures of flexible 

endoscopes

15 Capital replacement monies used to 

mitigate risk, maintenance contract 

have always meant a scope is sent in 

within 24 hours

3 5
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