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Board of Directors Meeting 
Wednesday, 6 May 2020 

Held at 9.30am in the Committee Room, Oak House / via Webex  

AGENDA 
  

Time   Enc Presenting 
0930 1. Apologies for absence 

 

  

 2. Declaration of Interests 
 

  

 3. Opening Remarks by the Chair  
 

 A Belton 

0935 4. Minutes of Previous Meetings: 

 27 February 2020 

 14 April 2020 
 

 
 
 

 

A Belton    

0935 5. Action Logs: 

 February 2020 

 April 2020 
 

 
 
 
 

 

A Belton    

 
 

6. FOR ASSURANCE    

0940 6.1 Covid-19 

 Covid-19 Sitrep 

 Presentation  

 PPE Risk and Assurance Report 

 
 
 
 
 

 
S Toal 
S Toal  
P Moore  
 

1000 6.2 Cancer Covid Report  
 

 
 

C Wasson  

1005 6.3 Single Escalation Plan  
 

 
 

S Toal  

1015 6.4 Performance Report: 

 Year-end 2019-20 performance 

 Integrated Performance Report  
 

 
 
 
 

 
L Robson  

1035 6.5 Key Issues Reports from Assurance Committees 

 Quality Committee  

 Finance & Performance Committee  
 

 
 

 
 
 

Committee Chairs 

1040 6.6 Finance 

 End of Year Financial Position  

 NHSI letter – End of Year Central Funding 

 Going Concern Report  
 

 
 
 
 
 

 
J Graham 

 
 

 7. FOR DECISION / APPROVAL 
 

  

1050 7.1 Capital Programme 2020/21 
 

 
 

H Mullen  
 

 8. CONSENT AGENDA 
 

  

1100 8.1 Covid-19 Governance Report 
 

 
 

C Parnell  

 8.2 Rates Bill 
 
 

 
 

H Mullen 
 

 Agenda
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 9. DATE, TIME & VENUE OF NEXT MEETING 
 

  

 9.1 Thursday, 4 June 2020, 9.30am, Committee Room, Oak House. 
 

  

 9.2 Resolution: 
“To move the resolution that the representatives of the press 
and other members of the public be excluded from the 
remainder of this meeting having regard to commercial 
interests, sensitivity and confidentiality of patients and staff, 
publicity of which would be premature and/or prejudicial to the 
public interest”. 
 

  

 

 Agenda
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a meeting of the Board of Directors held in public 
on Thursday, 27 February 2020 

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

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

Ms M Connaughton  Associate Nurse Director, Surgery, GI & Critical Care 
Ms A Carr   End of Life Care Facilitator  
Mrs S Curtis   Membership Services Manager 
Ms J Freer   Associate Director, Urgent Care  
Mrs K Glass   Quality Support Practitioner  
Ms J Keyes   Head of Palliative and End of Life Care  
Ms A Hussain   Equality, Diversity & Inclusion Manager  
Ms M Malkin   Director of Integrated Care Business Group  
Ms J Martin   Head of Learning & Organisational Development  
Mrs P O’Hara   For the Patient Story  
Ms S Plummer   Associate Nursing Director, Medicine  
Mrs E Rogers   Matron for Patient Experience  
Dr D Waterman   Consultant in Palliative Medicine   
Ms R Whittington   Associate Nursing Director, Paediatrics  
Ms C Woodford   Director of Women, Children & Diagnostics Business Group 

 
42/20 Apologies for Absence 
  

An apology for absence was received from Mr Hopewell.   
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43/20 Declaration of Interests  
 

There were no interests declared.  
 
44/20 Chair’s Opening Remarks 
 

Mr Belton welcomed all Board members and observers to the meeting. He made 
reference to the ongoing CQC Well-Led inspection and advised that Mrs Robson would 
need to leave the meeting early due to a scheduled interview with the inspection 
team. He also advised that Mr Mullen would need to miss part of the meeting in order 
to attend a conference call with regard to the COVID-19 position.  

 
Ms Carr, Ms Connaughton, Mrs Glass, Mr Keyes, Mrs O’Hara, Mrs Rogers and Dr 
Waterman joined the meeting.  

 
45/20 Patient Story  
 

Mr Belton reminded the Board that the purpose of patient stories was to bring the 
patient’s voice to the Board, providing real and personal examples of the issues within 
the Trust’s quality and safety agendas.   
 
Dr Burrows welcomed Ms Carr, Ms Connaughton, Mrs Glass, Mr Keyes, Mrs O’Hara, 
Mrs Rogers and Dr Waterman to the meeting. She thanked Mrs O’Hara for coming to 
talk about her and her late husband Tom’s patient experience.  The Board heard that 
Tom, who had suffered from dementia, had been admitted to Stepping Hill Hospital in 
March 2018 due to swallowing difficulties. He was subsequently diagnosed with cancer 
of the oesophagus and sadly passed away. Dr Burrows commented that by sharing her 
and Tom’s negative patient experience, Mrs O’Hara was helping the Trust improve the 
end of life care experience for patients and their families.  
 
The Board watched a video of Tom’s story, in which Mrs O’Hara highlighted the lack of 
support her or Tom had received during his stay at the hospital, and her sadness that 
they had not managed to make Tom’s death the experience they would have wanted it 
to be. Ms Connaughton outlined work with the End of Life Care Team and training 
sessions with ward staff.  
 
Dr Waterman thanked Mrs O’Hara for sharing her and Tom’s story and emphasised the 
importance of recognising and communicating deterioration, listening and 
understanding the patient and their family, and including them in shared decision 
making.   He delivered a presentation, highlighting lessons learned and key areas for 
improvement, which included the following subject headings: 
 

 Background  

 The issues… Key areas for improvement  

 Pain – “all he had to do was ask” 

 Priorities for Care of the Dying Person. 
 

Dr Waterman highlighted the importance of individualised care that was monitored 
and audited. Dr Wasson thanked Mrs O’Hara for sharing her story and noted the 
importance of appropriate end of life care, including timely recognition of 
deterioration. He highlighted the importance of staff training in this area and advised 
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that the story triangulated with the Learning from Deaths report, which was 
considered by the Quality Committee and the Board on a regular basis.  
 
Mr Sugden thanked Mrs O’Hara for sharing her story and commented that it was 
helpful to see the improvements made in this area. He queried whether the 
improvements could be equally applied to people who did not have an advocate. Dr 
Waterman noted that it was important that the principles were followed at all times in 
all parts of care, whether or not the patient had an advocate.  
 
Ms Lynch thanked Mrs O’Hara for sharing her story and queried what the Trust had 
done to improve end of life care planning. Ms Carr advised the Board of the launch of a 
new individualised care plan, which was in the process of being embedded. She 
highlighted the early recognition of the deteriorating patient as the biggest challenge, 
to enable the family to be included in the decision making. She advised that comfort 
observations would be launched shortly, which would further improve patient 
experience.  
 
Ms Keyes advised that a recent care of dying audit had highlighted improvements, but 
that these needed to be consistent in all areas. She briefed the Board on ongoing 
actions, including a project with Ward A11, and the development of a road map for 
staff, patients and relatives to signpost to the appropriate support. She commented 
that this was a national issue that also linked in with Realistic Medicine. Dr Burrows 
endorsed the comment and emphasised the importance of the Realistic Medicine 
philosophy, where patients and families were treated as individuals and involved in 
shared decision making.  
 
In response to a question from Mr Moores, Dr Waterman briefed the Board on Greater 
Manchester-wide work regarding end of life care and the development of an 
associated set of metrics, including auditing the preferred vs actual place of death. Dr 
Cheshire highlighted the importance of measuring outcomes across the organisation, 
even in areas where this was not always straight forward.   Dr Waterman provided an 
overview of gathering feedback on incidents, complaints, compliments and highlighted 
a bereavement project with Beechwood. He acknowledged Dr Cheshire’s comments 
and noted the importance of both qualitative and quantitative measurements.  
 
The Board of Directors: 
 

 Noted the Patient Story and thanked Mrs O’Hara and the End of Life Care Team 
for the presentation.   

 
Ms Carr, Ms Connaughton, Mrs Glass, Mr Keyes, Mrs O’Hara, Mrs Rogers and Dr 
Waterman left the meeting. 

   
46/20 Minutes of the previous meeting  
 

The minutes of the previous meeting held on 30 January 2020 were agreed as a true 
and accurate record of proceedings.    

 
47/20 Action Log 
 
 The action log was reviewed and annotated accordingly. 
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48/20 Chair’s Report 
 

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

 System by default  

 Board development  

 Governance.  
 

Mr Belton highlighted the continued extraordinary pressures on the organisation and 
reiterated the Board’s appreciation for the efforts of all staff in the Trust.  
 
In response to a question from Dr Cheshire, Mrs Robson advised that Mr Paul Moore, 
Director of Governance and Risk Assurance, would commence in post on 1 April 2020, 
and Mrs Robson and Mr Moores briefed the Board on the recruitment process for a 
new Director of Strategy.  
 
The Board of Directors: 
 

 Received and noted the Chair’s Report.  
 

Mr Mullen left the meeting.  
 
49/20 Chief Executive’s Report  
 

Mrs Robson presented a report providing an update on national and local strategic and 
operational developments in relation to: 
 

 CQC inspection 

 Emergency and Urgent Care pressures  

 Partnership working  

 News and events  

 Donations.  
  

Mrs Robson briefed the Board on the CQC inspections, including the unannounced 
Core Services inspection, the Use of Resources review and the ongoing Well-Led 
review.  She advised that the CQC had highlighted the care of mental health patients in 
the Emergency Department and Treehouse, and patient flow as biggest challenges. The 
Board heard about system-wide mitigating actions to improve performance, which 
would be monitored by a new Improvement Board chaired by the Medical Director of 
NHSI/E. Mrs Robson also briefed the Board on partnership working with Pennine Care 
NHS Foundation Trust and advised that the Executive Teams of the two trusts had 
agreed to hold regular meetings to ensure alignment of care for mental health 
patients.  
 
Mrs Robson advised that the system Chief Executives had recently met with colleagues 
from Stockport Healthwatch to discuss their concerns relating to the continuing 
Emergency and Urgent Care challenges. The Board heard that Healthwatch had agreed 
to support the system in engaging with patients regarding their experiences in the 
Trust’s Emergency Department and around discharges.  
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Mrs Robson drew the Board’s attention to the exceptional pressures that were 
continuing to be placed on the Trust as a result of its Emergency Department (ED) 
activity. She highlighted the consequent adverse impact on patients, relatives and staff 
and briefed the Board on actions to improve staff wellbeing, particularly in ED.  The 
Board heard that Ms Pauline Philip, National Director for Emergency and Elective Care, 
had recently visited the department and Mrs Robson provided an overview of the 
resultant feedback, which had included both positive aspects as well as areas for 
improvement.  
 
Mrs Robson referred the Board to the News and Events section of her report, and was 
pleased to report that a 104-year old Bob Teers from Offerton had been one of the 
patients helped to quickly return home from hospital by the Frailty Intervention Team 
(FIT).  
 
Mrs Robson concluded her report by briefing the Board on work to develop a future 
world class strategic model and vision with system partners, to reset the ambition and 
create hope and a vision for staff. She noted the link between this system-wide model 
and the Trust’s new Strategy.  Mr Belton made reference to the ‘system by default’ 
section of his report and provided an overview of regular discussions between the 
Chairs of partner organisations as well as meetings with MPs.  
 
Mr Belton made reference to the support received from the Emergency Care Intensive 
Support Team (ECIST) and queried what learning the Trust was able to take from other 
organisations. Mrs Robson commented that the themes arising were not unique to this 
Trust, and noted that her involvement in the NHS Leadership Programme was useful in 
learning about different ways of working.  
 
Mr Sugden made reference to the mental health issues, and queried whether there 
was a risk of similar issues happening in other areas where the Trust was dependent 
on other partners for the delivery of services. Mrs Robson highlighted the mental 
health issues as a significant area of concern, but noted that the Trust needed to 
review the Service Level Agreements (SLAs) with other providers to establish any 
issues, including any adverse impact on patient flow.  
 
Dr Burrows advised that significant issues had been identified regarding social care, 
both in and out of area, which were impacting on the numbers of nursing home beds 
and consequently having an adverse impact on timely discharges. Ms Toal briefed the 
Board on work to mitigate gaps in the delivery of the Core 24 service standard.  
 
Ms Lynch endorsed the comment about reviewing SLAs and noted that it should 
include a review of any Memorandums of Understanding, including how the Trust 
interacted with the Police. She commented that the new Director of Governance, Risk 
and Assurance would help with the associated governance arrangements.  
 
In response to a question from Mrs Barber-Brown, who queried whose responsibility it 
was to manage suppliers, Mr Graham noted that the procurement provision of goods 
and services was within his portfolio, but that further clarity was required regarding 
the contract management side, in light of Mr Mullen’s impending retirement.  It was 
noted that this would be picked up as part of the forthcoming review of Executive 
Director portfolios, and Mrs Robson agreed to provide an update at the next Board 
meeting.    
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The Board of Directors: 
 

 Received and noted the Chief Executive’s Report.  
 
50/20 Performance Report – Month 10 
 

Mrs Robson introduced the Trust Performance Report for Month 10, highlighting the 
deteriorating performance in a number of areas as a consequence of the emergency 
and urgent care pressures. In response a comment from Mr Belton, she acknowledged 
that the position was not an acceptable level of performance. She noted that the focus 
on the CQC work, particularly over the past four weeks, and the emergency and urgent 
care pressures had dominated the focus of the Executive Team, senior clinicians and 
managers, and that the performance was reflective of those pressures.  
 
Chief Operating Officer  
 
Ms Toal presented an update regarding the following indicators: 
 

 Diagnostic six week standard – The Board heard that performance was not 
expected to recover until Q1 2020/21, with the endoscopy service being the 
main driver for the non-achievement of the standard. Ms Toal briefed the 
Board on mitigating actions and advised that weekend working with an 
outsourced provider had started to reduce the backlog.  
 

 Cancer 62 day standard – Ms Toal advised that other Greater Manchester (GM) 
trusts were experiencing similar challenges in this area, and the Board heard 
that the Trust was receiving support from GM Cancer Team to improve the 
position. She advised that expanding the Trust’s CT and endoscopy footprint 
would improve internal diagnostic capacity, and the appointment of a locum 
histopathologist would also help with histopathology turnaround.   

 

 Referral to Treatment (RTT) – Ms Toal made reference to the Board’s decision 
to focus on reducing the waiting list size and noted the consequent impact on 
the RTT performance. She advised that the position had remained static and 
that the Trust was performing comparatively well in comparison with GM 
peers.  

 

 Outpatient Did Not Attend (DNA) rate – Ms Toal highlighted a slight 
deterioration in performance and advised that a short term solution was in 
place while the Trust awaited a more permanent technological solution.  

 
Dr Cheshire queried that if there was a service that the Trust could not continue to 
provide, whether commissioners would take that into account in-year or expect the 
Trust to fix it. Ms Toal noted the breast service as an example, where the Trust had 
discussed the issues with the Clinical Commissioning Group.  She also advised that the 
Trust was part of a national scheme regarding 26-week choice.  In response to Dr 
Cheshire’s question, Mrs Robson commented that this depended on the terms of the 
contract, and any issues would be picked up by contract negotiation teams on a 
regular basis.  
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In response to a follow up question from Mr Belton, Mr Graham commented that 
ideally service specifications would be clear and the Trust would also be very clear 
about its capacity to deliver. He noted, however, that in reality a number of contracts 
had been rolled over a period of time, so sometimes there was lack of clarity with an 
onus on the Trust to highlight any issues with regard to provision. Mrs Robson 
commented that there were formal mechanisms available which could be better 
enacted locally, and noted that Stockport were challenged to look at system solutions 
rather than ‘back and forth’ contract negotiations.  
 
Mr Sugden expressed a concern about the number of forecast reds for the end of 
Quarter 4, including diagnostics, Delayed Transfers of Care (DTOC) and Medically 
Optimised Awaiting Transfer (MOATs) indicators. He queried at what point the Board 
would see the improvement trajectories for these key measures that linked with the 
Operational Plan, and the consequential financial impact. Mr Graham advised that at 
the April meeting the Board would be advised of the capacity work, the organisation’s 
view and how it was reflected in contracts. He added that the commissioners’ 
intentions would also link into this work.  
 
Ms Toal noted the need to review the operational planning guidance as improvement 
trajectories may be different. Mr Sugden highlighted the importance of having a 
realistic plan that was signed up to by the commissioners. Mr Beaton commented that, 
given the operational challenges, it would be helpful to have a greater focus on our 
forecast and whether we were delivering it.  He added that the Trust should be 
forecasting three months ahead with a clear view of controls. Mr Graham agreed that 
the Trust should have confidence regarding the delivery of the forecast that was 
included in the final plan.  

 

 Non-elective care – Ms Toal commented that Delayed Transfers of Care (DTOC) 
and the numbers of Medically Optimised Awaiting Transfer (MOAT) patients 
had peaked in January. She advised that the issue of the lack of nursing home 
beds and the consequent impact on timely discharges would be discussed in 
more detail in the Private Board meeting.  

 
Medical Director 

 
Dr Wasson presented an update regarding the following indicators: 

  

 A&E 12-hour trolley waits – Dr Wasson highlighted a significant number of 
trolley waits in January, but reminded the Board that this had been at a time 
when the Trust was in Operational Pressures Escalation Level (OPEL) 4. The 
Board heard that over the past eight weeks, there had been significant 
escalated efforts from the Trust’s leaders, partners as well as external targeted 
support to improve performance. Dr Wasson commented that, while 
performance remained variable and more work was still required, the 
engagement and ability to ‘bounce back’ had improved.  
 

 Sepsis – Dr Wasson briefed the Board on the Trust’s revised approach to 
sepsis, and noted that the Quality Committee had received a presentation on 
the subject matter.  The Board heard that the Trust’s mortality rates relating 
to sepsis were better than the national average.  
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 Discharge Summaries – Dr Wasson reported consistently improved 
performance in this area, with January’s performance being the best ever 
reported at the Trust.   

 

 STEIS reporting – Dr Wasson highlighted an increasing trend over the past six 
months, and noted that a significant proportion of the incidents related to 12-
hour trolley waits.  

 
Mrs Barber-Brown commented on the large numbers of trolley waits and the 
significant numbers of people in the Emergency Department, and queried the 
consequent impact on patient experience. Ms Lynch advised that when 12-
hour breaches were reviewed, as well as looking at the safety aspect, the 
department also reviewed patient experience. She noted that the Quality 
Governance Group had discussed psychological harm in the department, and 
that discussions were being held with the CCG chief nurse to establish how 
these aspects could be reviewed in more detail. Ms Lynch also briefed the 
Board on how the Friends and Family Test was used to gather feedback in the 
department and advised that a report, which would be a combination of 
quantitative and qualitative measures, would be presented to the Quality 
Committee in March 2020.  
 
Dr Wasson commented that the Board needed to recognise that with such 
high numbers of trolley waits, patient experience would be adversely affected. 
He added that it was also important to recognise that the Trust was doing 
everything it could to make the department as safe as possible, and he 
highlighted the importance of obtaining regular temperature checks of the 
department.  
 
Mr Beaton commented that it would be useful for the Board to understand 
what the performance against the 12 hour trolley waits and other key areas 
was expected to be in three months’ time, what the trajectories were and 
what sustainability would look like.  Mrs Robson noted that as part of the 
ongoing external governance review, one of the fundamental issues was about 
the shift of information to move to a more predictive position.  
 
Ms Toal commented that the trajectories were multi-factorial, and required 
system working to make them work. She noted that there was a real clear 
correlation between 12 hour trolley waits and the numbers of beds, and until 
that issue was solved, it would be difficult to do the trajectory. Mr Beaton 
acknowledged that it would be impossible to have a forward looking trajectory 
for all of the performance targets in the Integrated Performance Report (IPR), 
but suggested identifying four or five key targets. Mr Moores advised that the 
sickness target was being revised in the IPR, with effect from April 2020, which 
would include a quarterly projection.  
 
In response to a question from Dr Cheshire, Ms Toal and Mrs Robson advised 
that flow was one of the biggest issues, and that it was important that 
everyone understood that it was the whole system’s responsibility to resolve.  
Mrs Robson briefed the Board on how the Improvement Board was holding 
the system to account on performance in this area, and noted that the 
Improvement Board had requested a demand and capacity mapping exercise 
for urgent and emergency care that was led by the CCG.  
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Mr Belton summarised the discussion and noted that from April, the aim 
would be for the IPR to include a set of clear priorities that were more 
predictive, including drivers and consequences, to tie in with the external 
governance review.  
 

 Chief Nurse & Director of Quality Governance 
 

 Ms Lynch presented an update regarding the following indicators: 
 

 Clostridium Difficile – Ms Lynch noted a revised threshold and trajectory and 
reported that the Trust was currently only one case away from reaching the 
threshold. She highlighted antibiotic stewardship as the main concern in this 
area and briefed the Board on the ongoing work and mitigating actions, 
including having this as a safety collaborative across the organisation. The 
Board heard that a resultant report would be presented to the Quality 
Committee in May 2020.  
 
In response to a question from Dr Logan-Ward, who queried if the new 
microbiologist was being given everything he needed to realise the 
transformation, Ms Lynch commented that there was more that could be done, 
which was being looked at by the collaborative.  
 

 Patient Safety Alerts – Ms Lynch briefed the Board on patient safety alert 
compliance and advised that additional assurance was being sought with regard 
to anti-ligature curtain rails.  
 

 Complaints – Ms Lynch was pleased to report that the Trust was on target in 
this area with some real improvements seen, particularly in Surgery.  

 

 Referral to Treatment (RTT) 52-week breaches – The Board heard that a 
number of root cause analyses had been undertaken and the delays had not 
resulted in harm to patients.  

 
Director of Finance  
 
Mr Graham updated the Board on the following indicators: 
 

 Financial Controls: Income & Expenditure – the Board heard that the Trust had 
delivered the latest monthly position but was still highlighting to NHSI/E the 
risk of £3m to year-end, as previously reported. Mr Graham advised that the 
Trust would have a follow-up conversation with NHSI/E on 28 February 2020 to 
provide assurance regarding the year-end position.  
 

 Capital expenditure – Mr Graham briefed the Board on plans to spend the 
capital allocation by year-end, including bringing some of next year’s 
opportunities forward to ensure timely expenditure of the allocation.  

 
Director of Workforce & OD 
 
Mr Moores updated the Board on the following indicators: 
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 Substantive staff in post – Mr Moores advised that while the Trust was 
compliant with this indicator, there were some significant underlying concerns, 
particularly around nursing vacancies, and noted that the Board had considered 
an associated business case to help improve the position. He reported that the 
medical vacancy rate was improving, and briefed the Board on actions that had 
helped improve the position.  
 

 Sickness absence – Mr Moores noted that the Board had agreed to revise the 
sickness absence target from 4.2% to 4%, with a revised projection to be 
included in the IPR from April onwards. He advised that sickness absence was 
an area of focus in business groups, with Estates being a particular an area of 
concern. Mr Moores briefed the Board on mitigating actions to improve the 
position and advised that the recently appointed Staff Health & Wellbeing Co-
ordinator would come to the March Board meeting to talk about his ideas. 

 

 Sickness absence: long term – The Board heard that there was one member of 
staff currently off sick whose absence had lasted more than 12 months.  

 

 Workforce turnover – Mr Moores commented that there was significant 
variation behind the 14.7% turnover figure, and provided an overview of the 
issues that linked back to the nurse recruitment business case.  

 

 Appraisal rate: non-medical – The Board heard that there was significant 
variation between business group performance, with Women & Children’s 
business group performing particularly well and Medicine being an area of 
concern. He advised that performance was being tracked in business group 
performance reviews, and that the Emergency Department would require 
particular support in this area.  

 

 Agency spend – Mr Moores was pleased to report that the Trust was projecting 
to deliver within the agency ceiling at the end of Quarter 4, which reflected the 
positive shift in nursing from agency to bank.  

 

 Recruitment lead time – The Board heard that registered nurses had the 
highest recruitment lead times due to the recruitment of students.  
 

 Safe Staffing  
 

In response to a question from Mr Belton, who queried why the Safe Staffing Report 
was backward looking rather than forward looking, Ms Lynch advised that the Trust 
was mandated to provide a backward looking report.  She noted, however, that the 
forward looking aspect would come through the heat maps and with the introduction 
of e-rostering and Safe Care Live.  
 
Ms Lynch presented the Safe Staffing section of the report and highlighted actions in 
place to ensure safe staffing, noting that this was a significant challenge given the 
number of vacancies. She reiterated her earlier comment that e-rostering and the Safe 
Care Live tool would considerably support work in this area and Mr Moores advised 
that e-rostering was expected to be fully rolled out in June 2020.  
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In response to a comment from Mrs Anderson, who raised a concern about the staffing 
figures in the birth centre, Ms Lynch briefed the Board on actions to maintain safe 
staffing in that area, and noted that the Board had received an assurance report at the 
last meeting about staff moving with the patients. She confirmed that the birth centre 
had the appropriate number of midwives.  
 

 The Board of Directors: 
 

 Received and noted the Performance Report.  
 

Ms Freer, Ms Malkin, Ms Plummer, Ms Whittington and Ms Woodford joined the 
meeting.  

 
51/20 Paediatric and Emergency Department Dashboards   
 

The Board welcomed Ms Freer, Ms Malkin, Ms Plummer, Ms Whittington and Ms 
Woodford to the meeting. Ms Whittington and Ms Plummer delivered a presentation 
on Paediatric and Emergency Department (ED) dashboards, which included the 
following subject headings: 
 

 CQC Action Plan 2020 – Immediate Actions Paediatrics  

 Paediatric Inpatient Dashboard Metrics  

 Paediatric Dashboard  

 CQC Action Plan 2020 – Immediate Actions Adult  

 Actions  

 ED Audit Checklist Daily Dashboard.  
  

The Board heard about actions in place to ensure patients with mental health needs 
were being cared for safely in line with the national guidance. Ms Lynch was pleased to 
note the improvements as a consequence of the actions and advised that the Board 
would receive a monthly report to provide assurance in this area.  
 
Mrs Robson thanked the teams for all their work to improve performance.  She 
advised that Pennine Care had recognised that they needed to help more in this area 
and were undertaking some organisational change to ensure a greater operational 
focus for Stockport, including identifying a named individual.  
 
Mrs Anderson commended the dashboards and queried if they were part of a bigger 
suite of dashboards used in ED. Ms Malkin advised that ED would be producing further 
dashboards but currently the focus was on mental health, as a consequence of the 
issues highlighted by the CQC.  In response to a further question from Mrs Anderson, 
who queried when the Board would be able to see that bigger picture, Ms Lynch noted 
that she was unable to confirm timescales at this stage, but advised that the work was 
being undertaken alongside the patient experience work.  
 
The Board of Directors: 
 

 Received and noted the assurance provided in the presentation of the 
Paediatric and ED Dashboards.  

 
Ms Freer, Ms Malkin, Ms Plummer, Ms Whittington and Ms Woodford left the meeting.  
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52/20 People Strategy Review  
 

The Board of Directors: 
 

 Received and noted the report and approved the updated People Strategy.  
 
 Ms Hussain joined the meeting.  
 
53/20 Our Approach to Equality, Diversity and Inclusion  
 

Mr Moores introduced this item and welcomed Ms Hussain to the meeting. He noted 
that at its last meeting, the Board had considered the future vision and strategy, and 
that Ms Hussain would discuss the output of that work.  
 
Ms Hussain presented a report seeking Board approval of the People Strategy Delivery 
Plan for Equality, Diversity and Inclusion (EDI), noting that the People Performance 
Committee had already considered the report and had recommended it for Board 
approval.    
 
Mr Belton noted that he was a great supporter of EDI and queried how often the Board 
would be reviewing the delivery plan. Mr Moores advised that the Board would receive 
updates every six months and the People Performance Committee would undertake 
more in depth reviews on a quarterly basis. Mrs Parnell advised that the topic of a 
forthcoming full day Board development session would be on making the Trust a great 
place to work, including a focus on EDI.  
 
Ms Hussain welcomed Ms Lynch’s offer to help with Equality Impact Assessments as 
part of the Quality Impact Assessment process.  Dr Logan-Ward highlighted the 
importance of timely communication of the EDI agenda and associated improvements 
to staff to ensure the message was cascaded well to all staff, including BAME staff.  
 
The Board of Directors: 
 

 Received and noted the report and approved the updated People Strategy 
Delivery Plan ‘Our Approach to Equality, Diversity & Inclusion’.  

 
Ms Hussain left the meeting and Ms Martin joined the meeting.  

 
54/20 Staff Survey Results and Benchmarking  
 

Mr Moores introduced this item and welcomed Ms Martin to the meeting.  He advised 
that the report included information on benchmarking and that the Staff Survey action 
plan would be presented to the Board in April 2020.  
 
Ms Martin presented the report providing an initial analysis of the results of the 2019 
NHS Staff Survey, including a benchmark of the Trust’s previous year’s results. She 
briefed the Board on the content of the report and highlighted a significant increase in 
the response rate, which had risen from 30.07% to 55%. The Board heard that the 
Trust was the only one in the country to have had such a large increase, and 
consequently the Trust’s Organisational Development (OD) Team had been invited to a 
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Picker event to share lessons learned. Ms Martin drew the Board’s attention to s4 of 
the report and provided an overview of the results and key areas of focus.    
 
Mrs Robson left the meeting.  
 
Ms Martin advised that improvements were being realised as a result of mitigating 
actions, which were being owned by business groups, and noted that the Board would 
receive an update on the Culture Programme at the April meeting.  
 
Mrs Anderson sought further clarity regarding the Trust’s target and trajectory for next 
year, and how it would be measured. Ms Martin advised that each business group had 
been asked to pick three themes out of the 11 to focus on and set their own action 
plans, and that the OD team would support them with delivering those actions. This 
approach would give a greater ownership to business groups, and they would also be 
held to account for performance.  With regard to the trajectory, Ms Martin noted that 
it was important to go out to the staff to ask how we could make those improvements.  
 
In response to a question from Mrs Anderson about leadership, Ms Martin briefed the 
Board on a targeted, person centred leadership programme to support and develop 
leaders, including middle management.  
 
With regard to the measurement, Mr Moores commented that the high response rate 
provided a credible set of data, which indicated that there was still a significant 
amount of work to do about shifting culture. Mr Moores noted that due to the limited 
amount of time between staff surveys, the Trust needed to establish a 2-3 year 
trajectory.  
 
Mr Mullen re-joined the meeting.  
 
In response to a comment from Mr Graham, Mr Moores advised that real time pulse 
checks and surveys would be undertaken in addition to the Staff Surveys.  Ms Lynch 
commended the different approach introduced by Mr Moores, Ms Martin and the 
team, and noted that the approach, including a greater ownership by business groups, 
had been welcomed by staff.  
 
Mr Beaton congratulated Mr Moores and the team for the improved response rate. He 
expressed a concern about the themes the Trust had not scored well on, including 
team working and morale, and noted that it was important for Board members to 
undertake role modelling and for the leadership, from the top down, to collectively 
make significant changes.  
 
In response to a comment from Mr Belton, the Board acknowledged the importance of 
the subject matter and agreed that the frequency of review by the Board would be 
agreed at the April Board meeting, given its priority for the Board.   
 
The Board of Directors: 
 

 Received and noted the Staff Survey results and agreed that the frequency of 
review by the Board would be agreed at the April meeting.  
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55/20 Key Issues Reports from Assurance Committees 

 
Mr Belton welcomed Committee Chairs to raise any key issues that had not been 
covered during consideration of the Performance Report.   
 
Quality Committee 
 
Dr Cheshire highlighted the following subject areas from the Committee meeting on 18 
February 2020: 
 

 Notification of a patient death relating to C-Difficile infection. 

 The Board would be receiving a re-forecast Risk Register. 

 The Committee had agreed that a preventative system needed to be in place 
regarding pressure ulcers.  

 Concerns about the ability to provide psychological support for patients with 
eating disorders, with the Trust awaiting guidance from the CCG.  

 
Ms Lynch drew the Board’s attention to the ‘Risks Identified’ section of the report and 
advised that there had not been any movement from Quarter 2 to Quarter 3.  
 
Finance & Performance Committee 
 
Mr Sugden confirmed that all key issues highlighted by the Committee had either 
already been covered or would be covered later in the meeting.  
 
People Performance Committee 
 
Mrs Barber-Brown commented that the Committee had welcomed the large number 
of approaches underpinning the People Strategy. She advised that the Committee had 
also focused on statutory, mandatory and essentials training and had received a report 
on plans to refresh the process. She concluded her report by referring the Board to the 
‘Alert’ section of the report and briefed the Board on work to improve compliance of 
Level 3 Safeguarding Children training.  
 
The Board of Directors: 
 

 Received and noted the Key Issues Reports.   
  
56/20 Reducing Days Away from Home   
  

Dr Burrows presented an update report regarding the Reducing Days Away from Home 
Programme.  She briefed the Board on the content of the report and made particular 
reference to progress with regard to the Helping People Home Team, Ward Support 
Team and Partners Round, highlighting the helpful inclusion of Stockport System 
partners in the programme. The Board heard that the Trust had consequently seen a 
sustained reduction in the numbers of long length of stay patients, although this 
remained susceptible to variation across the seven days. Dr Burrows advised that the 
Trust was receiving support from PricewaterhouseCoopers (PWC) and Emergency Care 
Intensive Support Team (ECIST) to accelerate progress in this area.  
 

4.1

Tab 4.1 27 February 2020

16 of 272 Public Board - 6 May 2020-06/05/20



 
 

- 15 - 

Dr Burrows referred the Board to Diagram 4 in the report and highlighted the 
importance of partnership working to ensure timely discharges and the provision of 
mental health support, as highlighted by this patient case study. Dr Cheshire 
commended the work undertaken by Dr Burrows and the team on the programme.  
 
In response to a question from Mr Belton, Dr Burrows provided an overview on the 
creation of metrics to track progress and provide the Board with the necessary 
assurance. Mr Belton commented that the number of ward moves would be a good 
metric to consider, as it related to both patient experience and length of stay.  
 
In response to a question from Mr Belton, Dr Burrows explained the governance 
arrangements for the programme, advising that progress was tracked by the Urgent 
and Emergency Care Delivery Board. She noted that the Board of Directors would 
receive six monthly updates.  
 
The Board of Directors: 
 

 Received and noted the report.  
  
57/20 Board Assurance Framework   
 

Ms Lynch presented a Board Assurance Framework report, providing a Quarter 3 
summary of risks associated with the delivery of the Trust’s strategic objectives 
outlined in the Board Assurance Framework. She briefed the Board on the content of 
the report and provided an overview of the principal risks as detailed in s3.2 of the 
report.  
 
Mrs Parnell advised that she had recently attended an NHSI/E event on the ‘Moving to 
Good’ Programme and highlighted that the Board Assurance Framework (BAF) had 
been a focus of the day. She advised that Ms Southall, who was undertaking an 
external governance review at the Trust, would facilitate a Board development session 
in March 2020, which would consider the BAF, its link with risk appetite and discuss 
the difference between assurance vs. reassurance.  
 
Dr Logan-Ward referred to discussions at Board Committee meetings, where it had 
been acknowledged that the BAF was not currently fit for purpose, and that this has 
also been discussed at the recent Non-Executive Director focus group with the CQC. In 
response to a question from Dr Logan-Ward, who queried what the Board should do in 
the transitional period while the BAF was being refreshed, Ms Lynch noted that the 
NHSI/E Moving to Good programme would help with that, and also noted the 
challenges associated with the long term absence of the Deputy Director of Quality 
Governance. Mrs Parnell advised that the appointment of Mr Moore as the new 
Director of Governance and Risk Assurance would help speed up progress in this area.  
 
In response to a follow up question from Dr Logan-Ward, Ms Lynch advised that the 
BAF was driven by the Risk Register, which was being reviewed by the Senior 
Leadership Group.  In response to a question from Dr Cheshire, Mrs Parnell advised 
that the BAF was currently presented to the Board on a quarterly basis, and that the 
next version would be the new BAF with new objectives. She agreed with Dr Cheshire’s 
comment that the BAF should be placed on the top of the Board agenda, as it should 
set the agenda for the Board.  
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The Board of Directors: 
 

 Received and noted the Board Assurance Framework report.  
 

58/20 Trust Risk Register  
 

Ms Lynch presented the Trust Risk Register, and noted that it had already been 
considered by all Board Committees. She advised that the Risk Register would be 
reforecast through the Senior Leadership Group.  
 
In response to a question from Mr Belton, Mr Mullen confirmed that a risk relating to 
COVID-19 would be included on the Risk Register.  
 
Mr Mullen referred the Board to Risk ID 587, which related to the IT department 
having had to rely on one individual to provide a backup service over weekends for an 
extended period of time. He was pleased to report that there were now three people 
sharing the responsibility, and the Board recorded its appreciation to Mr Peter Hughes 
for having singlehandedly undertaken this task for such a long time.  
 
The Board of Directors: 
 

 Received and noted the Trust Risk Register.  
  
59/20 Consent Agenda  
  
 The Board of Directors took the following actions with the Consent Agenda items: 
 

 Healthcare Worker Flu Vaccination Checklist  
 
The Board received and noted the Healthcare Worker Flu Vaccination Checklist.  
 

 Gender Pay Gap Report  
 
Approved the publication of the Trust’s Gender Pay Gap Report 2019 on the 
Government and the Trust’s websites, in accordance with the Equalities Act 
2010 (Specific Duties and Public Authorities) Regulations 2017.  
 

 Registration Authority Annual Report 2019/20 
 
The Board approved the Registration Authority Annual Report 2019/20.  
 

 Annual Declarations of Interest  
 
Mrs Parnell advised that any Board members who wished to amend their 
declarations or had not yet completed their declarations, were required to do 
so as soon as possible via the online Declare system. She asked colleagues to 
contact Ms Nicola Hawley in the Corporate Governance team if they had any 
queries.  
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The Board of Directors noted the Register of Directors’ Interests and agreed to 
make any necessary amendments via the online Declare system as soon as 
possible.  

 
60/20 Date, time and venue of next meeting  
 

The Chair advised that the next meeting of the Board of Directors to be held in public 
would be held on Thursday, 9 April 2020, commencing at 9.30am in Lecture Theatre A, 
Pinewood House.   

 
61/20 Review of Meeting Effectiveness 
 

The Chair invited Board members to reflect on the meeting and the following points 
were raised: 
 

 More time was needed for the Patient Story item and for the consideration of 
the Integrated Performance Report.  

 A comfort break should be built into the agenda.  

 The Board Assurance Framework report should be moved to the start of the 
agenda.  
 

62/20 Resolution  
 
 The Board resolved that: 
 

“The representatives of the press and other members of the public be excluded from 
the remainder of this meeting having regard to commercial interests, sensitivity and 
confidentiality of patients and staff, publicity of which would be premature and/or 
prejudicial to the public interest”. 

 
   
 
Signed:______________________________Date:_____________________________ 
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a public meeting of the Board of Directors held remotely at 12 noon, 
on Tuesday, 14 April 2020 

 
Present: 
 

Mr A Belton  Chair 
Mrs C Anderson  Non-Executive Director  
Mrs C Barber-Brown  Non-Executive Director 
Dr M Cheshire  Non-Executive Director  
Mr D Hopewell  Non-Executive Director 
Mr G Moores  Director of Workforce & OD 
Dr M Logan-Ward  Non-Executive Director 
Mrs C Parnell  Director of Communications & Corporate Affairs * 
Mrs L Robson  Chief Executive  
Mr M Sugden  Non-Executive Director 
Ms S Toal  Chief Operating Officer (for part of the meeting) 
Dr C Wasson  Executive Medical Director  
 
* indicates a non-voting member 
 
In attendance: 
 

Mrs S Curtis   Membership Services Manager 
Mr S Goff   Deputy Chief Operating Officer (for part of the meeting) 
Mrs C Griffiths   Transformation Director NHSE/I (for part of the meeting) 
 

 
65/20 Apologies for Absence 
  

There were no apologies for absence.    
 

66/20 Declaration of Interests  
 

There were no interests declared.  
   
67/20 Minutes of the previous meeting  
 

Mrs Parnell advised that she would amend the previous minutes to incorporate 
comments received from Board colleagues. Subject to those amendments, the minutes 
of the public Board meeting held on 7 April 2020 were agreed as a true and accurate 
record of proceedings.    

 
68/20 Action Log 
 
 The action log was reviewed and annotated accordingly. 
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69/20 Covid-19 
 

Mr Goff presented a sitrep that included data for Stockport, with benchmarked acute 
activity, delayed patients in acute hospital beds, and actual and projected growth of 
Covid-19.   
 
Mr Goff briefed the Board on the content of the report and highlighted that the seven 
day stranded figure as a percentage of occupied beds had started to increase, noting 
that 50% of those patients were on the Trust’s Covid wards or in the ICU. The Board 
heard that an analysis was being undertaken to triangulate these figures with the 
sustained reduction of DTOC and MOAT numbers.  
 
On page 2 of the report, Mr Goff highlighted the volume of MOAT patients classified as 
‘no recorded Red 2 Green reason’. He advised the Board that Dr Krishnamoorthy was 
reviewing these on an individual case by case basis and triangulating the information 
with the comprehensive seven day rotas.  
 
Mr Goff referred the Board to the table at the bottom of page 2 of the report relating 
to MOAT patients, and noted that the chart suggested that there was no visibility of 
out of hospital system capacity. He advised that the issue would be highlighted in 
today’s system call to clarify the need to track the whole system’s beds.  
 
Mr Goff then referred to the graph detailing projected and actual bed occupancy rates 
due to Covid-19, and noted that the Trust was currently approximately five days 
behind the forecast position. The Board heard that a similar plateau was being 
experienced across GM, which was a likely consequence of the lockdown 
arrangements.  
 
Dr Cheshire expressed a concern regarding a hidden group of very ill people in nursing 
homes, as reported in national press, and queried the position in Stockport. Mr Goff 
briefed the Board on ongoing work to understand the hidden demand more broadly, 
including the impact of stopping elective work.   
 
Mrs Robson advised that daily calls with system partners were taking place seven days 
a week, and that at 3pm each day any issues were escalated from the Stockport 
system gold command. She commented that the issue in care homes was an area of 
focus, and she also briefed the Board on issues regarding Borough Care and the 
problems relating to admissions to the new facility in Bramhall over the Easter 
weekend.  It was noted that all of these concerns were being picked up with the 
system on a daily basis and the Board received assurance that there was oversight 
regarding current and emerging risks.  
 
In response to a question from Mr Sugden regarding the PPE situation, it was noted 
that Dr Wasson would provide an update on the position later on the agenda.  
 
Mrs Robson highlighted the unintended consequences as a result of the Covid activity 
as an area of focus, and advised that modelling was being undertaken to predict the 
non-Covid surge. She noted the link to low levels of attendance at the Emergency 
Department, NWAS getting more ‘dead on arrival’ calls, and the emerging picture of 
long term conditions not being controlled. In response to a question from Mr Belton, 
Board members agreed that these issues should be discussed in the public arena, but 
also recognised the risk in how they could be reported if taken out of context.  
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Mr Belton invited Dr Wasson to update the Board and thanked him and his team for 
the wonderful work they were doing. Dr Wasson noted that a detailed position was 
included in the Medical Directors’ Update newsletter that had been circulated to the 
Board for information. He advised the Board that the Emergency Department (ED) had 
been split into ‘hot’ and ‘cold’ areas, with Covid patients presenting in the ‘hot ED’ and 
non-Covid patients going directly to the ‘cold ED’, which had been set up in the former 
clinical decision unit. He highlighted the improvement in flow and the consequent 
positive impact on the functionality of ED. He also noted the quicker turnaround of in-
house Covid testing, which was helping the position.  
 
The Board heard that the D-block had been transferred into Covid wards, and while 
the numbers of Covid cases had plateaued over the past four to five days, further 
wards had been prepared to increase capacity if needed. Dr Wasson highlighted that 
length of stay would be the next area of focus, to establish how the Trust can facilitate 
care and rehabilitation of patients out of hospital.  
 
Dr Wasson provided an overview of ICU, noting that the Trust had planned for up to 
60-80 beds to be in use, but that over the past week or so the numbers had plateaued 
at around 18-25. He noted, however, that while the numbers were not as high as 
expected, they were still four times higher than usual in ICU and all staff had to deliver 
care in full PPE, which was not an easy task. He thanked the staff in the unit for their 
‘can do’ approach, noting that twelve non-ICU consultants were helping out in the 
department.  
 
The Board heard that staffing was an issue, but that the realignment of people’s roles 
had worked well and was being managed via a staffing hub. Dr Wasson also noted that 
the heat map dashboard was a useful tool in identifying any hot spot areas.  
 
In response to Mr Sugden’s earlier comment about PPE, Dr Wasson noted that this was 
one of the biggest challenges and, as had been reported in the press, the shortage of 
PPE was a national issue. The Board heard that the position was being managed 
nationally and that the Trust’s staff had been asked to escalate any PPE shortages via 
the command and control process. Dr Wasson advised that a Clinical Advisory Group 
(CAG) was reviewing national standards and ensuring the Trust followed best practice. 
He added that staff could refer any clinical concerns to CAG, including concerns about 
PPE.  
 
Dr Wasson noted an improved solution regarding fit testing, and the Board heard that 
a new process had been developed to expedite death certification. Dr Wasson referred 
to Mrs Robson’s earlier comment about unintended consequences and highlighted the 
need to plan for a possible surge of very ill people.  
 
Board members thanked Dr Wasson for the detailed briefing. In response to a question 
from Mrs Barber-Brown about the innovative solutions to shortages of specific PPE, Dr 
Wasson noted that the local innovation had been extremely helpful, particularly 
regarding visors and washable bags for staff. He noted that some other items were 
harder to produce innovatively, such as face masks, as they needed to be safety 
checked and involved more complicated technology. Another item that was in short 
supply nationally was surgical gowns, which needed to be sterile.   
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Mrs Robson highlighted the opportunity through the GM hospital cell regarding 
additional buying power and noted the work of procurement leads in this area. She 
added that this work also included consideration of contingencies.  
 
In response to a question from Mrs Barber-Brown, Dr Wasson confirmed that the Trust 
was well stocked with ventilators.  In response to a question from Mrs Anderson 
regarding staff wellbeing, Mr Moores advised that this topic would be covered as part 
of the people update later on the agenda.  
 
Dr Wasson made reference to the Covid mortality rate, which was approx. 1:100, and 
highlighted the risk to staff members through proximity to other people as, even with 
the appropriate PPE, they were unable to socially isolate. 
 
In response to a question from Dr Logan-Ward, Dr Wasson advised that the Nightingale 
North West hospital would focus on rehabilitating Covid patients. He noted that the 
rehabilitation process was prolonged after the length of time patients had been 
ventilated, and that the process was particularly lengthy one for elderly and vulnerable 
patients.  
 
In response to a further question from Dr Logan-Ward, who queried whether GM 
partners would wish to tap into the Trust’s resource of ventilators, Mrs Robson advised 
that the capacity regarding equipment was visible and was shared across the GM 
hospital cell.  She added that the system was based on mutual aid to keep trusts at the 
same levels of escalation.  
 
Mr Goff and Ms Toal left the meeting.  
 
Dr Wasson briefed the Board on contingencies and advised that risk assessments had 
been undertaken for a variety of scenarios, including any shortages of PPE. In response 
to a question from Mr Belton about regular reporting to Board on assurances, 
including around PPE, Mrs Robson referred to a discussion at the Executive Team 
meeting earlier that day, noting that the focus of Dr Wasson and Dr Burrows should be 
on decision making through CAG and the GM hospital cell. She advised that Mr Moore 
had been asked to review the decisions taken at bronze, silver and gold commands and 
advisory groups, and pull together evidence, including on PPE. The intention was for 
the reporting to be available at the May Board meeting.  
 
Mr Belton queried whether the Trust was sighted on how other parts of the system, 
including care homes, were exposed regarding PPE, and the consequent effect on the 
Trust. Mrs Robson advised that this was one of the routine items being picked up in 
daily Stockport Gold meetings. She noted that it was clear that supplies for out of 
hospital care were lagging behind what was being provided for hospital care. She 
briefed the Board on ongoing work to support the system regarding this challenge. 
 
Mrs Griffiths joined the meeting.  
 
In response to a question from Mr Sugden regarding the financial and operational risks 
around non-Covid surge, Mrs Robson advised that this was an area of focus at the 
weekly Provider Federation Board meetings and the issue was also getting a lot of 
national focus.  
 
The Board of Directors: 
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 Noted the content of the sitrep, 

 Recorded its thanks to staff for their continued efforts during the 
unprecedented situation, 

 Noted that regular assurance reporting, including around PPE, would be 
presented to the Board with effect from the May meeting.  

 
70/20 Quality and Patient Safety  
 

The Board noted that much of this item had already been covered during the Covid-19 
discussions. Dr Wasson highlighted the need to ensure focus on the core quality and 
safety metrics through the Quality Committee, including cancer, 52-day breaches, 
harm free care and CQC Improvement Plan.  
 
In a response to a suggestion from Mrs Robson, Dr Logan-Ward agreed to arrange a 
discussion with Dr Wasson, Ms Lynch and Mr Moore to consider the assurances 
required via the Quality Committee.  
 
The Board of Directors: 
 

 Agreed that Dr Logan-Ward, Dr Wasson, Ms Lynch and Mr Moore would have 
an off-line discussion about the assurances required via the Quality Committee.  

 
Dr Wasson left the meeting.  

 
71/20 People Information  
 

Mr Moores highlighted staff health and wellbeing as a key priority for the Trust. He 
briefed the Board on actions in this area, including the opening of a staff sanctuary, 
support from Pennine Care which was supporting staff mental health needs, support 
from churches and faith groups, and counselling available to staff. He commented that 
some staff had been anxious, particularly those being redeployed to Covid areas, and 
the Board heard that a lot of training was taking place to ensure staff felt ready and 
prepared to work in those areas. Mr Moores advised that a handbook had been 
published detailing all the health and wellbeing initiatives available to staff, which he 
was happy to share with the Board.  
 
The Board heard that there had been a significant improvement in the number of 
Covid-19 testing available to staff, with 40 tests available per day via three testing sites 
– on site, at Manchester Airport, and through Mastercall.  
 
Mr Moores noted high numbers of staff sickness, with many staff absent due to self-
isolation or displaying Covid symptoms. The sickness absence rate was currently at 
approx. 15%, which was in line with the national average. Mr Moores commented that 
as non-Covid activity had slowed down, staffing levels were adequate and the position 
was being closely monitored and managed through the staffing hub.  
 
In response to a question from Dr Cheshire, Mr Moores confirmed that there had been 
a very slow downward trend regarding staff sickness, but noted that it was too early to 
become overly optimistic about the position.  
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In response to a question from Mrs Barber-Brown about staff testing, Mr Moores 
confirmed that testing was available to any staff and their family members who had 
begun displaying symptoms within the previous five days. He advised that the Trust 
was looking to do more testing on site as one of the barriers for staff unable to access 
cars was that the off-site testing sites were drive through.  
 
Mr Moores briefed the Board on the significant amount of Covid-related training 
provided to staff, noting that the last training session delivered via Zoom had been 
accessed by over 300 staff.  The Board also heard that the Trust had moved to seven-
day working across corporate and clinical areas.  
 
With regard to workforce modelling, Mr Moores advised that a lot of planning had 
been undertaken for both Covid and non-Covid surge to ensure safe staffing.  In 
response to a question from Mr Belton, Mr Moores advised that the biggest risks were 
escalated through gold command, and these included staff sickness rates and the risk 
regarding the availability of temporary staff as the Nightingale hospital would be 
employing their temporary staff through the same agencies as the Trust.  
 
The Board of Directors: 
 

 Noted the verbal update.  
 
72/20 Date, time and venue of next meeting  
 

The next public meeting of the Board of Directors would be held remotely at 12 noon 
on Tuesday, 21 April 2020.  
 
 
Signed:______________________________Date:_____________________________ 
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BOARD OF DIRECTORS (PUBLIC): ACTION TRACKING LOG 

Ref. Meeting Minute 
ref. 

Subject Action Bring 
forward 

Responsible 

13/19 29 Nov 19 291/19 Reducing Length of 
Stay 

Progress to be monitored through both the Finance & Performance 
and Quality Committees, and a further update to be presented to the 
Board. 
 

Update 27 Feb 20 – Report on agenda.  Action complete.  
 

February 
2020 

S Toal 

14/19 29 Nov 19 292/19 
iv 

Key issues report – 
Audit Committee 

The Board agreed to: 

 receive an update on the 2020-21 operational plan and 
financial recovery plan, 

 
Update 30 Jan 20 – Mr Mullen advised the Board that the Operational 
Plan Technical Guidance was still awaited.  He noted that, if the 
awaited guidance was similar to the 2019/20 guidance, the deadline 
for submitting a first draft would be mid-February 2020, with the final 
draft to be presented for Board approval at its March meeting.   
 

 
Jan 2020 

 
 
 

March 2020 

 
H Mullen/J 

Graham 
 

H Mullen  

15/19 29 Nov 19 298/19 NHSI Culture 
Programme 

The Board to actively support the programme and its activities. 
 
 

March 2020 G Moores 

01/20 30 Jan 20 09/20 Trust Strategy  Mr Mullen advised that new corporate annual objectives, together 
with delivery priorities for each year of the strategy would be 
presented to the Board in February 2020. 
 
Mr Bailey agreed to present the Board with a ‘roadmap’ at the 
February Board meeting, which would include information regarding 
the prioritisation of milestones and the sequence of supporting 
strategies.   
 

Update 27 Feb 20 – Included on the Private Board meeting agenda. 
Action closed.  
 

Feb 2020 H Mullen / 
A Bailey 
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Ref. Meeting Minute 
ref. 

Subject Action Bring 
forward 

Responsible 

02/20 30 Jan 20 10/20 Performance Report  Mr Moores was pleased to report that the Trust had recently 
appointed a Staff Health & Wellbeing Co-ordinator, who would come 
and talk about his ideas to the March Board meeting. 
 

Mar 2020 G Moores  

03/20 30 Jan 20 10/20 Performance Report  Mr Moores advised that a report on the monitoring of role specific 
training would be presented to the People Performance Committee 
and the Board in February 2020. 
 

Update 27 Feb 20 – Mr Moores advised that an update was included in 
the Staff Survey Results report later on the agenda.  Action closed.  
 

Feb 2020 G Moores  

04/20 30 Jan 20 17/20 Mortality Dashboard The Board agreed that the Mortality Dashboard should be added to the 
Board work plan for April, July, October and January. 
 

Update 27 Feb 20 – Action complete.  
 

 S Curtis 

05/20 27 Feb 20 49/20 Chief Executive’s 
Report  

In response to a question from Mrs Barber-Brown, who queried whose 
responsibility it was to manage suppliers, it was noted that further 
clarity was required regarding the contract management side, in light 
of Mr Mullen’s impending retirement.  The Board heard that this would 
be picked up as part of the forthcoming review of Executive Director 
portfolios, and Mrs Robson agreed to provide an update at the next 
Board meeting. 
 

Apr 2020 L Robson  

06/20 27 Feb 20 50/20 Integrated 
Performance Report  

Mr Belton noted that from April, the aim would be for the IPR to 
include a set of clear priorities that were more predictive, including 
drivers and consequences, to tie in with the external governance 
review. 
 

Apr 2020 Exec Leads 

07/20 27 Feb 20 54/20 Staff Survey Results 
and Benchmarking 

Mr Moores advised that the Staff Survey action plan would be 
presented to the Board in April 2020.  At that meeting the Board would 
also agree the frequency of review by the Board, given its priority.  
 

Apr 2020 G Moores  
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BOARD OF DIRECTORS PUBLIC MEETING ACTION TRACKER 

Meeting Minute 
reference 

Subject Action Bring Forward RO 

7/4/2020 50/20 Emergency 
powers 

Keep the approach to oversight of quality and 
safety issues under review. 
 

Update 14 Apr 2020 – At the next meeting the 
Board would receive a report and be asked to 
endorse a recommendation for revised 
governance arrangements, including the 
reinstatement of monthly Board and Quality 
Committee meetings. The weekly briefing 
meetings would continue for Non-Executive 
Directors to be kept up to date with key issues in 
relation to Covid-19, and also to address any other 
urgent business.  
 

 
 
 

21/04/20 

All 
 
 

C Parnell  

7/4/2020 50/20 Emergency 
powers 

Committee Chairs and relevant Executive Directors 
to determine key issues to be presented to the 
weekly Board meeting. 
 

Update 14 Apr 2020 – Committee Chairs provided 
an update on the status of this action in respect of 
their Committees, noting that this was still work in 
progress. Mrs Robson briefed the Board on actions 
relating to the new Risk Committee, which she was 
discussing with Mr Moore.  
 

 Committee chairs 
and link Executive 

Directors 

7/4/2020 51/20 Ethical 
considerations 

Two Non-Executive Directors to be identified to 
serve on the ethics panel as required. 
 

Update 14 Apr 2020 – Dr Logan-Ward and Dr 
Cheshire were identified to serve on the ethics 

 Mr Belton 
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panel as required. Action closed.  
 

7/4/2020 51/20 Ethical 
considerations 

Consider the principles under which the ethics 
panel would operate and the circumstances under 
which it would operate 
 

Update 14 Apr 2020 – Dr Wasson briefed the 
Board on work being undertaken by Dr Catania to 
review other organisations’ processes around 
ethics. He agreed to feed back the outcome of that 
piece of work to the Board.  
 

 Dr Wasson 

7/4/2020 52/20 Electricity and 
gas contracts 

renewal 

Update on the level of risk posed by the end of the 
long term purchase agreement in 2022. 
 

Update 14 Apr 2020 – Mrs Parnell advised that she 
had picked this action up with Mr Mullen and Mr 
Sugden had since received an update on the 
position.  Action closed.  
 

 Mr Mullen 

7/4/2020 53/20 Covid-19 sitrep Receive an update on the decision making process 
established to support Covid-19 at a future 
meeting. 
 

Update 14 Apr 2020 – Mrs Parnell advised that a 
paper on revised governance arrangements would 
be presented to the Board on 21 April 2020.  
 

 
 
 

21/04/2020 

Mrs Parnell 

7/4/2020 54/20 Integrated 
performance 

report 

Non-Executive Directors and Mrs Griffiths would 
review the proposed standards and forward any 
additions to Mrs Parnell 
 

Update 14 Apr 2020 – Mrs Parnell noted that this 
action linked with the discussion on quality 
standards, and advised that she had forwarded 

 Non Executive 
Directors 

Mrs Griffiths 

5.2

T
ab 5.2 A

pril 2020

29 of 272
P

ublic B
oard - 6 M

ay 2020-06/05/20



any comments / information she had received to 
Ms Lynch and Dr Wasson.  
 

7/4/2020 57/20 Trust risk 
register 

Receive a new style report or a progress report to 
the Board in a month’s time. 
 

6/5/2020 Mr Moore 

14/04/2020 69/20 Covid-19 Board would receive assurance reporting, inc 
around PPE, starting at the May Board meeting.   
 

6/5/2020 Mr Moore  

14/04/2020 70/20 Quality & Patient 
Safety  

Dr Logan-Ward agreed to arrange a discussion with 
Dr Wasson, Ms Lynch and Mr Moore to consider 
the quality and safety assurances required via the 
Quality Committee.  
 

 Dr Logan-Ward  

 

On agenda 

Not due 

Overdue 

Closed 
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Raw data: SFT summary for the last 2 weeks

Total G&A Bed occupancy
7 day Stranded as a % of

occupied beds
21 day Stranded as a % of

occupied beds
DTOC as a % of occupied beds

1.2%
Vs. 2.5%

19.3%
Vs. 16.7%

53.0%
Vs. 47.1%

68.0%
Vs. 60.9%

Key metrics for the latest period comparing Stockport FT Vs. North of England
As at  29/04/2020

COVID-19, benchmarking acute activity
A look at 4 key metrics for acute care over time

Source: NHS Improvement daily SitRep, data is unvalidated and refreshed at 1pm daily |  Author: aaron.atkinson@nhs.net
Pdf: https://www.gmtableau.nhs.uk/t/StockportCCG/views/DailyUrgentCareSitRep/COVID-19SituationReport.pdf
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MOAT patients over the last 2 weeks
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patients

Avg. MOAT LOS
Total MOAT Bed

days
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External
Delay

Waiting for Care Home (NH/RH) Identification / Placement
Waiting for decision making re discharge i.e. Discharge Planni..
Waiting for Community Bed or any other bedded intermediate ..
Waiting for Social Care Assessment
Waiting for Short Term Placement
Waiting for Care Home (NH/RH)  Assessment
Waiting for POC
Waiting for Mental Health Bed (e.g. Saffron Unit, Spencer War..
Waiting for Mental Health Assessment
Waiting for Fast Track Processes
Waiting for equipment / adaptations
Total

Internal
Delay

No recorded R2G reason
No Action
Active ongoing rehabiltation
Waiting for therapy assessment/plan/decision  for discharge
Waiting for Test Results
Undergoing Active Therapy
Specialty Review - Surgical
No clear plan
Going Home Today
Total

Total

O
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er
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CG
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Delay
Waiting for Community Bed or any other bedded intermediate ..
Waiting for Care Home (NH/RH) Identification / Placement
Total

Internal
Delay

Waiting for Test Results
Going Home Today
No recorded R2G reason
Total
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G
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0
10
2
24

4
9
0
3
16
2
2
8
0
3
1
6

21
1
1
1
1
1
2
2
2
3
3
4

35
2
2
6
0
1
0
4
6
14

2
2
2
6
0
1
0
2
2
3

17
1
1
1
1
1
1
2
4
5

121338

12
7
5

2
4
2

5
2
3
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1
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6
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3
1
1
1

2948
150346

'Red 2 Green' delay reasons for MOAT patients at SFT as at 30/04/2020 095503
Note: this excludes short stay wards, the Devonshire Unit and Stroke wards and as such will not match the total MOAT numbers reported.

Total Occupi.. Availa..
% Occup
ancy
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l G&A Beds

Of which… Critical Care ..

Of which... Medicine Beds

Of which... Surgery Beds

O
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 O
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os
pi
ta
l

Bramhall Manor T2A

Bluebell

Marbury

Supported Living Flats

Nursing

Residential

REACH (Hours)

85%

74%

38%

73%

10

107

21

138

58

309

13

380

68

416

34

518

64%

20%

100%

46

4

33

0

7

8

25

11

41

25

Live, unvalidated system capacity (morning of Thursday, 30
April 2020)

COVID-19, delayed patients in acute beds
Quantifying delay reasons & medically optimised patients (MOAT) using 'Red to Green' codes using inpatient data

Source: SFT inpatient list (unvalidated, live data); Live system capacity collection (unvalidated, live data) |  Author: aaron.atkinson@nhs.net
Pdf: https://www.gmtableau.nhs.uk/t/StockportCCG/views/DailyUrgentCareSitRep/COVID-19SituationReport.pdf
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19 Mar 29 Mar 8 Apr 18 Apr 28 Apr 8 May

0

100

200 We know that there may
be a potential timelag with
this data as people await

results of swabs

How many beds are occupied and how many are we likely to need?
We have a fairly good estimate of the number of people who are in a bed with COVID-19 but there will be a time lag as people await
results of swab testing. The projected data here is derived from the estimated cases above. We use the Imperial College report to
get an overall average rate of hospitalisation for both acute and critical care and assume a 21 day length of stay. This then enables
us to compare our actuals with our projected bed demand.

Beds occupied (projected) | Citical care (projected)
Assuming acute LOS = 14; critical care LOS = 14; banding denotes tolerance of peak bed demand +/-3days

19 Mar 29 Mar 8 Apr 18 Apr 28 Apr 8 May

0

100

200

The gap between
modelled and PHE
cases is likely due to
limited testing
activity.

How many cases have we got in Stockport?
There are no sources of data that tell us exactly how many cases we have. Public Health England (PHE) report on numbers positive
cases but we know that not all people will be tested. We can count the differential diagnoses coming through the emergency
department at SFT to give an indications of those cases with symptoms, but this is unlikely to cover all people with symptoms.
Another approach is to take the first reported cases and project the growth rate for this based on what we have seen elsewhere.
The default rates in the chart below take the first 2 cases reported by PHE on 13/3 and use growth rates similar to  those seen
Italy. But again, there are many other variables that may have been impacting their number of cases.

PHE cases (All) | Projected cases | SFT cases
Daily

Actual and projected growth of COVID-19
Local and national data; projections based on Italy growth rates & Imperial college hospitalisation rates.

Source: PHE known cases; SFT actual; NHSi Beds Occupied. All projections are based on user defined growth assumptions + Imperial College
rates of hospitalisation | Author: David Lyons, SFT; david.goswell@nhs.net

Pdf:  https://www.gmtableau.nhs.uk/t/StockportCCG/views/DailyUrgentCareSitRep/COVID-19SituationReport.pdf
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Stockport: COVID-19 
 

Current Situation 
24/04/20 
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Stockport: COVID-19 
Current Situation 

1. Stockport COVID Position 
 

2. Emergency Department 
• Performance 
• Demand 

 
3. Acute Medicine 

• Bed Occupancy 
• LOS 

 
4. Ward Based Care 

• Forecast vs Actual 
• LOS 

 
5. Discharge 

• Stranded 
• DTOC/ MOAT 
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Stockport: COVID-19 
Current Situation 

The first laboratory confirmed 
case of COVID-19 in England 
was on 30/01/2020. 

The first laboratory confirmed 
case of COVID-19 in Stockport 
was on 01/03/2020. 
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Stockport: COVID-19 
Current Situation 
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Stockport: COVID-19 
Emergency Department: Performance 
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Stockport: COVID-19 
Emergency Department: Demand 

Average Daily Attendances: 
 

From the week ending 06/10/19 – 22/03/20: 268 
 

From the week ending 29/03/19 – 19/04/20: 147 
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Stockport: COVID-19 
Emergency Department: Demand 

Average Daily Attendances: 
 

From the week ending 06/10/19 – 22/03/20: 268 
 

From the week ending 29/03/19 – 19/04/20: 147 
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Stockport: COVID-19 
Emergency Department: Demand 

Average Daily Attendances: 
 

From the week ending 06/10/19 – 22/03/20: 268 
 

From the week ending 29/03/19 – 19/04/20: 147 
 
So where has everyone gone?... 
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Stockport: COVID-19 
Acute Medicine: Bed Occupancy & LOS 

The light blue 
shading 
represents the 
period that Rapid 
Testing was 
introduced. 

The impact of the 
demand shift 
through AMU on 
a weekly basis 
due to the change 
in usage since 
lockdown is 
significant. 
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Stockport: COVID-19 
Ward-based Care: Forecast vs Actual 

Forecast occupied bed numbers for both Acute and Critical Care beds are directly linked to 
the same time period post lockdown as Italy, adjusted for the population of Stockport.  
 
Despite having a good degree of accuracy for the first 5 weeks, we now track at less than 
50% of the forecast demand* (a good thing…). 
 

*This highlights the difficulty in using data at a national level to try and predict regional effects. 
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Stockport: COVID-19 
Ward-based Care: LOS 

The Non Elective Length of Stay data is calculated using the Length of Stay of patients 
discharged in the month.  
 
The chart clearly highlights the impact of the work undertaken in March to minimise the 
number of patients remaining in the hospital and the impact of the Rapid Discharge 
guidelines to allow the organisation to internally reconfigure, create the COVID Block and 
ensure staff were trained and realigned to the new model of care.  
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Stockport: COVID-19 
Discharge: Stranded 

Each of these charts tell the same 
story: huge inroads were made in 
discharging long staying patients to 
provide capacity for the COVID surge, 
and now it is these patients who are 
having an extended stay in hospital. 
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Stockport: COVID-19 
Discharge: DTOC/MOAT 

This shows that 
the significant 
reduction 
achieved in DTOC 
numbers is 
currently being 
sustained. 

This shows that 
despite inroads 
into the MOAT 
patients being 
made, there is still 
further work to be 
done to sustain. 
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Board of Directors 

 
Report for Assurance 

 

Corporate 
objective  
ref: 

C10, 15, 16 
 

This report briefs the Board on the level of exposure to the potential 
risk associated with a lack of PPE, the inherent and residual risk 
following assessment, the handling of the risk internally and 
externally as part of a wider Greater Manchester command and 
control response. The risk is significant; there is volatility in supply. 
Shortages are anticipated and being prepared for.  The Board can be 
satisfied that: 
 

 Staff training is being carried out in respect of PPE utilisation, 
and we have a process for ‘fit testing’ masks for staff.   

 The supply of PPE is allocated to clinical areas in accordance 
with the need as reflected in the PHE standards, and is carefully 
controlled. Level of PPE stock held on site is being monitored 
and used to inform decisions on mutual aid and procurement. 

 Emergency contingencies to be followed in the event of a critical 
shortage of PPE have been developed. These contingencies 
address sessional use, reuse and alternatives to PPE in extremis 
in accordance with PHE correspondence issued on 17/04/2020 
(Ref: CEM/CMO/2020/018). These actions are HSE approved, 
but if deployed, would incrementally increase risk for staff; 

 There are opportunities for staff to report concerns, and 
although there have been relatively low numbers of reports, 
informal feedback such as on social media suggest that the level 
of staff anxiety over PPE use remains high.  

 There are clear lines of communication internally and externally 
to highlight problems with supply or failure; and clear decision-
making structures are in place to address issues that arise. 

 
 

Board Assurance 
Framework ref: 

n/a 

CQC Registration 
Standards ref: 

12, 15 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

 

Report to: Board of Directors Date of Meeting: 06 May 2020 

Subject: 
Assurance Report: The Provision of Personal Protective Equipment to frontline 
practitioners during the Covid-19 pandemic 

Report of: 
Medical Director (on behalf of Gold 
Command) 

Prepared by: 
 

Executive Medical Director 
Director of Governance & Risk 

This subject has previously been 
reported to: 

 Board of Directors 
 Council of Governors 
 Audit Committee 
 Executive Team 
 Quality Assurance 
Committee 

 FSI Committee 

 Workforce & OD Committee 
  BaSF Committee 
  Charitable Funds Committee 
  Nominations Committee 
 Remuneration Committee 
 Joint Negotiating Council 
 Other  
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Assurance Report: The Provision of Personal Protective Equipment to frontline 
practitioners during the Covid-19 pandemic. 

  
1. Purpose 

  
1.1 The Purpose of this report is to: 

 
(i) to ensure the Board of Directors are fully briefed and informed on the level of 

exposure to the potential risk associated with a lack of PPE, the inherent and 
residual risk following assessment, the handling of the risk internally and 
externally as part of a wider Greater Manchester command and control 
response; 

(ii) to provide assurance on the operation of controls to mitigate the risk as far as is 
reasonably practicable in the circumstances; 

(iii) to assist the Board in formulating its judgement on the adequacy of controls to 
mitigate the risk; and 

(iv) to encourage and enable the Board to advise on what further steps are required 
to help in keeping this risk under prudent control. 

  
1.2 The following key has been applied to assurances referred to in this report: 

 

Assurance Level Description 

Level 1 Assurance from the ‘operating core’, known as first line 
of defense. Assurances from the first line provide a close 
hand picture of the extent to which controls are well 
designed and working effectively. 

Level 2 Assurance from management oversight, known as 
second line of defense. Assurances from the second line 
report on how well the work is being carried out by the 
‘operating core’ in line with expectations. 

Level 3 Independent assurance from external, third-parties. 
This is known as third line of defense. 

 
2. Risk and Control Arrangements 

  
2.1 At the time of this report, there remains sustained transmission of Covid-19 

across the United Kingdom. 
 

2.2 The Board will be aware that Covid-19 is a global pandemic. As a consequence, 
for many countries, the demand for PPE for healthcare practitioners has 
challenged and, in some cases overwhelmed, the existing supply and 
distribution networks to the extent that shortages have been reported in the 
UK and internationally. 
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2.3 The Trust has assessed the potential risk of a lack of PPE for healthcare 
practitioners in response to Covid-19. The inherent risk is extreme (Severity 5 X 
Likelihood 5) as a consequence of the lack of immunity in the general 
population, high transmissibility of this disease associated with the nature of 
clinical work, lack of vaccine and acute global shortages of PPE including 
manufacturing capabilities. Taking into account the Trust's risk response, the 
residual risk is assessed as 20 (Severity 5 X Likelihood 4) in recognition that the 
Trust is currently mitigating this risk but expects ongoing volatility in supply 
and distribution networks regionally and nationally to continue and potentially 
become more acute. (Level 1 Assurance) 

 

2.4 The Board are invited to note the assessment of and response to this potential 
risk is dynamic. This means the risk is reviewed several times per day, and as 
part of the Gold Command structure in operation during the emergency. This 
dynamic evaluation of potential risk facilitates rapid adaptation to the 
changing clinical need, levels of stock and need to procure equipment as part 
of a wider group of NHS organisations working together across Greater 
Manchester to share and distribute supplies of PPE.  

 

2.5 A Clinical Advisory Group (CAG) and Workforce Advisory Group (WAG) have 
been established, operating on an emergency footing, to control clinical 
decision making and address concerns associated with staff and patient safety. 
Both Medical Directors and the Chief Nurse are actively involved in these 
meetings to provide strongest possible clinical leadership and oversee decision 
making. Allocation, supply, distribution and utilisation of PPE within the Trust is 
one of the key areas of focus in the CAG. Decisions taken by CAG or WAG are 
logged (Level 2 assurance). 

 

2.6 An integral part of the control framework involves the adoption of 
authoritative guidance issued jointly on behalf of the UK Government by the 
Department of Health and Social Care (DHSC), Public Health Wales (PHW), 
Public Health Agency (PHA) Northern Ireland, Health Protection Scotland (HPS), 
Public Health England and NHS England as official guidance. The Health and 
Safety Executive (HSE) has also reviewed the PPE guidance and have agreed 
the appropriate sessional use of PPE. Expert reviews and advice from the 
DHSC New and Emerging Respiratory Virus Threats Advisory Group (NERVTAG) 
inform this guidance. This is a fluid situation, this guidance has evolved during 
the course of the pandemic emergency, and whilst is has been adopted by the 
Trust it is recognised that it may change as the response to the pandemic 
unfolds (Level 1 assurance). 

 

2.7 The level of PPE required is determined by the nature of the clinical work 
undertaken for patients with or suspected of having Covid-19. Public Health 
England guidance has been applied to ensure that supply of PPE is carefully 
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controlled at the Trust to make sure it is allocated in sufficient quantities, at 
the right time, to the appropriate clinical area (Level 1 assurance). The primary 
goal of the guidance is to ensure sufficient PPE to maintain an acceptable level 
of staff safety, while minimising the risk of waste.  

 

2.8 The requirement for PPE use has been stratified in accordance with Public 
Health Recommendations issued on 09/04/2020 and implemented as follows 
(Level 1 assurance): 

 

 

 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.9 It is important to consider PPE in the context of the mode of transmission of 
the covid19 virus. The PPE outlined here only describes additional measures to 
those required of standard infection prevention. (Bare below the elbows, hand 
washing, cleaning etc.). Key to PPE use, is that the mode of transmission is 
largely by droplets and contact, and that the virus only becomes airborne 
following certain ‘aerosol generating procedures’ (AGP’s). In the presence of 
AGP’s transmission between patients needs to be considered, and staff require 
a higher level of PPE to that required in a non AGP setting.  

 
2.10 Contact precautions: Used to prevent and control infection transmission via 

direct contact or indirectly from the immediate care environment (including 
care equipment). This is the most common route of infection transmission. 

 

2.11 Droplet precautions: Used to prevent and control infection transmission over 
short distances via droplets (>5μm) from the respiratory tract of one individual 
directly onto a mucosal surface or conjunctivae of another individual. Droplets 
penetrate the respiratory system to above the alveolar level. The maximum 
distance for cross transmission from droplets has not been definitively 
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determined, although a distance of approximately 2 metres (6 feet) around the 
infected individual has frequently been reported in the medical literature as 
the area of risk. However, a precautionary approach is recommended and 
close contact has been defined as within 2 metres (approximately 6 feet) of a 
patient. 

 

2.12 Airborne precautions: Used to prevent and control infection transmission 
without necessarily having close contact via aerosols (≤5μm) from the 
respiratory tract of one individual directly onto a mucosal surface or 
conjunctivae of another individual. Aerosols penetrate the respiratory system 
to the alveolar level. Interrupting transmission of COVID-19 requires both 
droplet and contact precautions; if an aerosol generating procedure (AGP) is 
being undertaken then airborne precautions are required in addition to 
contact precautions. 

 

2.13 In addition to SICPs, droplet precautions should be used for patients known to 
be or possibly infected with COVID-19 in all healthcare settings. 

 

2.14 COVID-19 virus is expelled as droplets from the respiratory tract of an infected 
individual (for example during coughing and sneezing) directly onto a mucosal 
surface or conjunctiva of a susceptible individual(s) or environmental surface(s) 

 

2.15 Droplets travel only short distances through the air; a distance of at least 2 
metres has been used for deploying droplet precautions; however, this 
distance should be considered as the minimum rather than an absolute 

 
3. Staff Training 

  
3.1 In terms of PPE the following training has been and continues to be provided: 

 
(i) Donning and doffing procedure (required in all clinical areas) 
(ii) Fit testing procedure  (required only where AGPs may be performed) 

  
3.2 In terms of donning and doffing procedure training, whilst staff are confident 

that training is being provided to staff on Covid-19 wards and other clinical 
areas, including out of normal working hours (Level 1 assurance), there is a lack 
of information to demonstrate the volume of training delivered, which 
members of staff have completed and there has been no formal assessment of 
competence.  

 
3.3 In terms of fit testing procedure training, this too has been prioritised for staff 

working on Covid-19 wards and other clinical areas where Aerosol Generating 
Procedures (AGP’s) take place. There is a Respiratory Fit Test Register overseen 
by Infection Prevention & Control which, at the time of writing, indicated 1431 
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members of staff have been tested and passed (Level 1 assurance). The Trust 
continues to update this register to reconcile those colleagues tested against 
those colleagues who need testing in order to demonstrate staff at highest risk 
of working in an AGP environment are tested and pass. Fit testing procedures 
will need to be repeated whenever an alternative brand or mask is used. Brand 
provision of FFP3 masks has been subject to regular late notice change, 
presenting some clinical risk.  

 
4. Staff communication and engagement 

  
4.1 The Trust recognise awareness and regular communication is vital to keeping 

staff informed and up to date on developments. The Trust has kept staff aware 
of PPE requirements through a combination of communication channels 
including: 

  
(i) direct cascade of information through management line (Level 1 

assurance); and 
(ii) regular staff briefings through professional forums and networks, 

including the regular grand round which have multi-disciplinary input as 
well as general practitioner involvement (Level 1 assurance). 

  
5. Stock Control 

  
5.1 The Trust are managing closely the ordering, receipt and distribution of the 

required personal protective equipment. On a day-to-day basis this is 
coordinated on the Trust's behalf by the Procurement Lead and reported daily 
through to Gold Command. The Trust's Gold Commander and Medical 
Directors join the Greater Manchester Gold Command meeting, where 
consistent interpretation of PHE guidelines are agreed, regional shortages of 
PPE are highlighted, and local shortages managed through mutual aid.  

5.2 This daily dialogue enables providers within Greater Manchester to share and 
distribute supplies of PPE to better enable resilience across the wider health 
system. The Trust is currently operating with levels of PPE stock which can 
support the organisation's needs for approximately 2-5 days based on current 
clinical demand (Level 2 assurance). However, this can vary depending on 
demand and mutual aid between providers within Greater Manchester. It is 
important the Board are sighted on the limited stock reserves, and subsequent 
level of vulnerability should there be any interruptions to the supply of PPE to 
the Trust which may lead to a critical shortage. 
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5.3 As at 23 April 2020, the Trust’s PPE stock levels was as follows (level 2 
assurance): 

 

 
 

 
6. Contingency Arrangements 

  
6.1 In light of the volatility of the supply of PPE, it has been necessary to draw up 

counter measures to be considered for use by Gold Command in the event of a 
shortfall in PPE supplies.  These counter measures involve the acceptance of 
risk on an incremental basis. 

 
6.2 The Trust has considered correspondence from Public Health England issued as 

an alert on 17th April 2020 setting out: Considerations for Personal Protective 
Equipment in the Context of Acute Supply Shortages for Coronavirus Disease 
2019 (COVID-19) Pandemic (Ref: CEM/CMO/202/018). These considerations 
are currently under review and local guidance will be submitted to the CAG for 
approval.  

6.3 Where items of PPE are recognised to be at particular supply risk, local 
arrangements for alternate supply are undertaken. This was enacted with 
purchase of locally produced visors, and more recently with the stocking of 
coveralls (fluid repellent boiler suits) and reusable fluid repellent gowns as 
good surrogates should the supply of single use fluid repellent gowns fail.  

 
7. Monitoring Control Effectiveness and Impact 

  
7.1 It is vital that staff have mechanisms to escalate concerns regarding PPE. The 

Trust currently has the following mechanisms in operation: 
  

(i) escalation via the management line to Silver and Gold Command; 
(ii) reporting and capture of incidents or near misses which are being flagged 

at Gold Command - these are reviewed every day; 
(iii) reporting and capture of concerns via professional forums (held virtually), 

flagged to Gold Command;  
(iv) reporting and capture of concerns via Clinical Advisory Group and 

Workforce Advisory Group with direct reporting to Gold Command; 
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(v) close monitoring of attendance and in particular absence associated with 
Covid-19 related symptoms/disease. 

 
7.2 For the purposes of this report the Trust’s incident reporting system was 

reviewed to ascertain the volume of reports concerning a lack of supply of PPE, 
faulty PPE, damaged PPE, lost or stolen PPE and any reports associated with 
PPE training. The date range of 01/03/2020 to 27/04/2020 was used. The 
following assurance was obtained: 

 

 Two incidents were categorised as PPE failure. These concerned: (i) a 
facemask mask which became dislodged and required replacement; and (ii) 
laboratory staff member did not use the correct PPE when processing a 
blood gas sample from a patient suspected of having Covid-19. Both 
matters are currently being reviewed to assess requirement for reporting 
to Health & Safety Executive under RIDDOR as a dangerous occurrence 

 Three incidents were categorised as lack of PPE supply. These were 
reported on 17, 26th March and 6th April the most recent report. No further 
reports of supply or distribution problems at time of writing. 

 Eight incident reports concern staff injury following the use of PPE devices 
and in each case the incident is categorised as a pressure ulcer caused by 
PPE respirator. 

 
8. Risks 
 

8.1 The covid19 infection is now common across the community and will continue 
to be so until herd immunity develops through widespread infection or 
vaccination. Many of our patient facing staff are not able to maintain the same 
level of social isolation as can be maintained by the remainder of the 
population. Infection rates in these staff will be higher than the general 
population, even with optimal PPE. PPE is only one measure to reduce 
transmission, and minimising hospital admissions, effective social distancing 
and meticulous basic infection prevention measures are more important than 
PPE in transmission reduction.  

 
8.2 International shortage of PPE necessitates that we set standards of care that 

provide adequate (PHE standards) levels of protection to our staff, but that 
minimise the waste of PPE. Running out of the required PPE would present a 
considerable risk to both staff and patients requiring little scope for ‘over 
protection’. Ensuring the right PPE for the right situation, but without ‘waste’ 
results in a relatively complex set of rules, that risks staff confusion. Support, 
communications and training are the fundamental means of managing this risk. 

 

8.3 Adverse publicity, or future litigation relating to perceived or actual 
transmission of infection between patients in our care or to members of staff 
present a significant future risk. Meticulous adherence to national standards 
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will be important to protect patients and staff, but also to minimise risks of 
future challenge.  

 

8.4 Demand outstripping supply of PPE may necessitate alternative approaches to 
PPE, with some compromise to the level of protection offered. These plans will 
be clearly planned, and risk assessed should such circumstances arise. Early in 
the pandemic, we were temporarily re-using single use visors while adequate 
supply was established. This was managed through a SOP, and was risk 
assessed. We no longer advise the re-use of visors. We have otherwise thus far 
maintained PHE standards (Level 1 assurance).    

  
9. Conclusions 

  
9.1 The Board can be satisfied that: 

  
(i) Staff training is being carried out in respect of PPE utilisation, and we 

have a robust process for ‘fit testing’ masks for staff.   

(ii) The supply of PPE is allocated to clinical areas in accordance with the 
need as reflected in the PHE standards, and is carefully controlled. Level 
of PPE stock held on site is being monitored and used to inform decisions 
on mutual aid and procurement. 

(iii) Emergency contingencies to be followed in the event of a critical shortage 
of PPE have been developed. These contingencies address sessional use, 
reuse and alternatives to PPE in extremis in accordance with PHE 
correspondence issued on 17/04/2020 (Ref: CEM/CMO/2020/018). These 
actions are HSE approved, but if deployed, would incrementally increase 
risk for staff; 

(iv) There are opportunities for staff to report concerns, and although there 
have been relatively low numbers of reports, informal feedback such as 
on social media suggest that the level of staff anxiety over PPE use 
remains high.  

(v) There are clear lines of communication internally and externally to 
highlight problems with supply or failure; and clear decision-making 
structures are in place to address issues that arise.  

9.2 The residual risk of a potential lack of supply of PPE, which is currently being 
mitigated by the Trust, remains significant. Potential exposure remains high 
primarily because of the volatility in supply of and demand for PPE at the 
present time. 

 
10. Action/Decision Required 

  
10.1 The Board are invited to consider the assurance provided and: 
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(i) advise on what additional mitigating actions are necessary to assist the 

Board to keep the risk of a lack of PPE under prudent control at all times; 
and 

(ii) advise on what additional first, second or third line assurance would 
assist the Board to reach a consensus upon which it could be satisfied 
with the overall management and effectiveness of internal control for PPE 
during the Covid-19 pandemic. 
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Report to:   Board of Directors Date: 6 May 2020 

Subject:  Cancer Management during the COVID-19 Pandemic 

Report of: Medical Director Prepared by: 
Fergus Reid, Trust Cancer 
Lead 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

 
C8 

 

Summary of Report 

 This report serves to inform the Executive Team of the 
steps being taken to safely manage cancer patients during 
the COVID-19 pandemic. 

 

The Trust has adopted the guidance published by NHSE/I: 

‘Clinical guide for the management of essential cancer 
surgery for adults during the coronavirus pandemic’  

( appended to the report for reference) 

 

  

 

Board Assurance 
Framework ref: 

S3, S4 

CQC Registration 
Standards ref: 

9, 12 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 
Clinical guide for the management of essential cancer surgery for adults during 

the coronavirus pandemic  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance 

Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

  
The Covid-19 pandemic has placed an unprecedented demand on services within the NHS. The 
general population is socially distancing so often not seeking medical advice, a reduced NHS 
workforce in both Primary and Secondary Care, a marked reduction in diagnostic procedures, 
virtually no elective surgery being performed and rationalisation of oncological treatments. 
 
It has been recognised at a national level that from March/April 2020 cancer systems will not be 
able to deliver treatment for all patients as it normally would. This will lead to delays in diagnoses 
and treatments.  
 

2. 

 

 

 

 

 

 

3. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

BACKGROUND 

National guidance is that GPs may, after discussion with patients, decide not to refer patients they 
normally would under the 2ww pathways. In GM however, GPs are advised to refer all patients 
with suspected cancer through the normal local mechanisms. Whether the patient then 
undergoes investigation or not, they will tracked by secondary care with a view to diagnoses and 
treatment post-COVID. This would take the burden of tracking these patients off primary care. 
 
CURRENT STATE 

Cancer referrals 

Despite this advice, we have seen a marked reduction in 2ww referrals, with only approx. 30% of the 

usual number of referrals being made in the last few weeks. Therefore a significant number of 

patients are not seeing their GPs. It has to be kept in mind that only 5% of 2ww referrals actually 

turn out to have cancer. There is little we can do as a Trust regarding this, but GM Cancer has 

written to all CCGs to re-iterate that patients should be continued to be referred on a 2ww basis if 

appropriate. We can therefore probably expect an increase in referrals and have to be prepared for 

a large number of referrals when the current pandemic starts to subside. 

When a patient is referred with a suspected cancer, the aim is to assess by telephone and make a 

decision whether to undertake diagnostics or defer. If the decision is to defer investigation, the 

patient will be tracked by Cancer Services within the trust. Patients should be fully involved in the 

decision making but be given advice regarding reporting worsening symptoms. Each Tumour 

Pathway Board has been asked by GM to amend their pathways, particularly to which patients can 

be deferred, which should be investigated and what investigations are appropriate at this time, in 

addition to alternate therapies such as the use of radiotherapy alone for rectal cancers and 

hormone therapy for prostate cancers.  

Patient Tracking 

Secondary care has the responsibility to keep track of all referred patients, including those who are 

deferred. As such we now have 3 codes on the PTL (Patient Tracking List)  that we use: 

 Active management – patients still progressing through their pathway ie undergoing 

diagnostics / treatment 

 Suspended -  awaiting diagnostics 

 Suspended – awaiting treatment.  

At present we have 168 patients on the suspended (due to COVID-19) part of the PTL. This will 

continue to grow. 

Within the Trust, as everywhere in the country, there is an inability to perform diagnostics. This is 
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for a combination of factors: 

 Some diagnostics are not being performed because they are high risk to staff (Aerosol 

Generating Procedures). These include ENT investigations and all GI endoscopic 

investigations where the national advice is they should only be performed in emergency 

situations.  

 Some diagnostics, such as CT, are limited because of the increased inpatient workload due 

to the COVID-19 pandemic. As most pathways which use AGP diagnostics will rely more 

heavily on CT, this will further increase demand. To offset this demand, we have suspended 

routine surveillance of cancer patients. 

Oncology 

Oncological treatments will be affected, mainly because of the risk of COVID infection in 

immunocompromised patients. GM Cancer has drawn up guidelines to prioritise all cancer 

treatment and patients having adjuvant or palliative treatment may have it delayed. Systemic 

chemotherapy and radiotherapy is given primarily under the care of The Christie. We are therefore 

guided by GM Cancer and The Christie on what treatments can be given during the COVID 

pandemic.  This guidance is continuously updated. 

Cancer surgery – Use of Independent Sector and Cold Sites 

Due to the COVID-19 pandemic there will be little or no elective surgery being performed in most 

acute hospitals. The Trust is no different with no elective surgery being performed in the trust.  GM 

has therefore created a Surgical Cancer Hub. The aim of the hub is to allocate and co-ordinate 

surgical treatment in GM and provide a safe (and Covid free) environment for surgery. For some 

patients treatment postponement is the safest thing to do. A number of cancer outcomes are not 

affected by delaying surgical treatment. However for those who cannot be safely delayed, the 

Surgery Cancer Hub aims to provide a mechanism to allow surgery to continue. NHSE guidance 

endorses the use of such Hubs and as such we as a Trust are fully involved in participating. The 

model involves ring fencing of theatre capacity to enable urgent cancer surgery. The theatres will be 

provided by The Christie and Rochdale Hospital sites. 

Emergency cancer surgery will continue to be provided at the Trust as we continue to have a 

working emergency theatre. To transfer the care of such acute patients would lead to delays in 

treatment.  

The Hub have encouraged all partners to carry out as much elective surgery as they can, and we 

have therefore worked with local independent hospitals (Private) to provide some capacity at their 

sites. We continue to work with the Hub, prioritising patients according to published GM guidelines 

and providing lists of our patients and our theatre capacity to GM, as well as participating in weekly 

teleconferences with the Hub. As of this week we have managed to accommodate all patients 

needing surgery on Trust-run lists in the independent sector. 

Screening Programmes 

The use of the independent sector does pose difficulties. This is mainly around the provision of 

anaesthetic cover, both for the operating session and out of hours cover. We continue to work with 

the independent providers to reach workable solutions and we are continuing with lists next week. 

Screening programmes have been delayed. No invitations for bowel or breast cancer screening will 

be sent out. Cervical screening invites will continue to be sent but screening will be delayed for 3-6 

months. 
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5.0 

 

 

 

 

 

 

 

 

 

ACTION PLAN 

 

We have taken a number of actions within Cancer Services to ensure patient tracking, clinical 

reviews and clinical prioritisation continue: 

  

Cancer MDTs- will continue to run with the following changes: 

• Minimal quoracy, avoiding unnecessary attendees eg trainees 

• Ability to remote in 

• Limiting the time required for the MDT meeting 

• Minimising the number of patients listed for MDT discussion 

• Request that MDT attendees have prepped prior to the meeting , ensuring patients 

have been handed over to other Consultants as required 

• No physical case-notes provided  

• For in-patients, the named Consultant (or team) should provide a written (email) 

summary to an attendee of the meeting. 

• Radiology and Ward upgrades/MDT requests now require a Consultant review before 

being listed for the MDT. If accepted for MDT, the upgrading/requesting team will 

need to complete an actual referral. 

 

2ww New Referral Management  

• Telephone appointments are taking place instead of face:face consultations where 

appropriate. This constitutes a first attend. The patient will then be managed / 

suspended in accordance with the clinical guidelines. 

 

Cancer switch –off process - redefined 

• All cancer switch-off processes to be electronic  

• No paper copies of patient letters /results will be provided for review 

• Each clinical team to ensure robust electronic processes are in place 

• Clinical teams will follow GM Cancer guidance on management of patients who due to 

COVID are either not available for investigations/appointments or whose treatment 

plan has been adapted / delayed. 

 

Cancer Services will track all patients on the PTL, under the codes previously mentioned. All 

patients will be clinically reviewed at intervals to inform any change of prioritisation or 

intervention. 

 

Elective Surgery 

We have utilised theatre capacity in the independent sector and we are a member of the GM 

Surgical Cancer Hub. At present all elective cancer surgery that cannot be deferred is being 

undertaken by the trust in the independent sector. 

 

OUTSTANDING RISKS 

The main risk is those patients where investigations or treatments are deferred. They are being 

triaged and only deferred if they appear to be low risk, but this is not a perfect science. We are 

unsure of the length of time of this pandemic and my concern is for those patients who remain on 

this list. We will need to continue to monitor these patients, possibly with monthly telephone 

consultations to ensure they have not had deteriorated clinically and need to be dealt with more 

urgently. 

 

The lack of elective operating remains a risk but at present we appear to be able to cope with the 
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7.0 

 

 

 

 

 

 

 

 

 

 

 

 

use of the independent sector. If we cannot, then we can fall back to the use of the Surgical 

Cancer Hub. 

 

The final risk is about capacity when the pandemic resolves. We are going to have a lot of patients 

requiring diagnostic and surgical intervention. The Trust has to be prepared for this and the fact it 

may require curtailing treatment of benign conditions to allow these to be performed. 

 

CONCLUSION 

We are in unprecedented times. Our 2ww referrals are at 30% of the usual number. We must 

expect that a lot of patients not being referred in. Because of the COVID-19 pandemic we cannot 

carry out a significant number of gold standard investigations and treatments. Oncological 

treatments are being rationalised in line with GM Cancer guidelines and the various tumour 

pathways. 

 

As a Trust, we are following all national and GM Cancer guidelines. We continue to assess all 

referrals and investigate urgent cases and defer less urgent cases. We are tracking all patients and 

carrying out diagnostics within the limitations of what can safely be done. We are continuing to 

provide emergency surgery but are making use of the independent sector and the GM Surgical 

Cancer Hub for urgent elective surgery. 

 

RECOMMENDATIONS 

The Board of Directors are asked to note the content of the paper and in particular approve and 

support the following: 

 

• Patients whose investigations and treatments have been deferred, and are on the 

suspended cancer PTL, will need re-reviews of their condition, perhaps by monthly 

phone consultations. 

• Continuation to use the Private sector and GM Surgical Cancer Hub as required. 

• Be prepared for an increased need in diagnostics and surgery treatments once the 

current pandemic subsides. In addition, we should expect a rebound increase in GP 

referrals at the same time. 
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NHS England and NHS Improvement 

 
 

 

Specialty guides for patient management during the coronavirus pandemic 

 
Clinical guide for the management of essential 
cancer surgery for adults during the coronavirus 
pandemic 
 

7 April 2020 Version 1 

 

Background 

Government and the NHS nationally have made it clear that cancer treatment should 

continue to be prioritised wherever possible during the response to the COVID-19 

emergency.  

On 23 March 2020, the NHS issued national guidance to support clinicians on treatment 

decision-making and prioritisation, and to inform conversations with patients on treatment 

plans:  

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2020/03/specialty-

guide-acute-treatment-cancer-23-march-2020.pdf 

On 30 March 2020, national guidance recommended that urgent consideration should be 

given to consolidating cancer surgery in a COVID-free hub, with centralised triage to 

prioritise patients based on clinical need: 

https://www.england.nhs.uk/coronavirus/publication/advice-to-trusts-on-maintaining-cancer-

treatment-during-the-covid-19-response/ 

This supplementary guidance, which builds on the experience in China, Italy and London, 

supports cancer services on the prioritisation and management of essential cancer surgery 
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for adults during the COVID-19 emergency. It has been developed in collaboration with the 

Royal College of Surgeons of England and the British Association for Surgical Oncology. 

Organisational planning 

NHS England and NHS Improvement regions should take steps to ensure that sufficient 

capacity and pathway arrangements have been put in place to maintain access to surgical 

treatment for cancer patients who require this during the COVID-19 outbreak, in line with the 

guidance published on 30 March (see above). 

It is recommended that the cancer senior responsible officer (SRO) for each region should: 

• Confirm with trusts what capacity and pathway arrangements are in place to support 

the continuation of cancer surgery during the COVID-19 period. This assurance may 

also involve Cancer Alliances, ICSs and/or lead providers where ‘hub’ arrangements 

are already in development. 

• Where it is considered that further resilience is, or is likely to be, required, the cancer 

SRO should task the relevant organising unit (Cancer Alliance, ICS or lead provider) 

to undertake a rapid assessment of need, in line with the guidance previously 

issued, and to develop a proposed solution. This step should involve trusts, 

specialised commissioners and local systems/CCGs. 

• Where the solution uses independent sector capacity, the cancer SRO should 

ensure that cancer activity is part of local system planning to make optimum use of 

the available capacity. 

Management of priority cancer patients for surgery 

National guidance (23 March 2020) proposed a system of prioritisation for cancer patients 

requiring surgery:  

• priority level 1a: emergency operation needed within 24 hours to save life 

• priority level 1b: urgent operation needed with 72 hours 

• priority level 2: elective surgery/treatment with the expectation of cure needed within 

four weeks to save life/stop progression, taking into account symptoms and potential 

complications from lack of treatment 

• priority level 3: elective surgery can be delayed for 10 to 12 weeks and will have no 

predicted negative outcome. 

To support local hubs to plan activity: 

• Appendix 1 lists the conditions likely to covered by priorities 1a, 1b and 2. This is not 

intended to be an exhaustive list but may help with the estimation of treatment 

volumes.  
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• Appendix 2 gives an estimate of the breakdown of expected surgical activity once 

the prioritisation criteria are applied. Nationally, specialised commissioning is 

seeking to ensure appropriate coverage of rarer conditions across the emerging 

cancer hubs.  

Emergency operations (priority level 1a/b) will normally be performed by emergency surgical 

services at whichever site the patient presents, although in some cases it may be possible to 

stabilise patients for transfer to specialist teams, ideally after rapid testing for COVID-19.   

For emergency surgery where COVID-19 testing is impractical, patients should be assessed 

on the basis of their history, and chest imaging performed in all cases. A plain chest X-ray is 

the minimum requirement, but many patients will undergo CT scanning preoperatively, in 

which case the chest should be included.  

Patients prioritised as level 2 require management that balances the risk from the cancer 

with the need for strict infection control to maximise safety. These patients should be 

prioritised for ‘clean sites’. 

Wherever possible, operations will be deferred for patients prioritised as level 3, with 

arrangements in place with cancer care providers for review if their condition worsens and 

for tracking to ensure their treatment is prioritised as soon as capacity allows. 

Maintaining essential cancer surgery will follow these principles: 

• equitable treatment of patients with life-threatening cancer who need access to 

surgical and critical care capacity, in relation to COVID-19 patients  

• in line with national guidelines, balancing the urgency of cancer surgery against the 

risks of the procedure, particularly the risk of complications and a requirement for 

intensive care support 

• equity across local healthcare systems, with capacity maximised in dedicated NHS 

or independent sector hospitals to allocate patient activity based on the greatest 

prospects for cure 

• safety of patients, especially with regard to infection control and access to critical 

care as required 

• safety of staff undertaking surgery and other care. 
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Local cancer hubs – operational and management guidance  

In establishing systems within local cancer hubs, it is recommended that local systems have 

regard to the following guidance:  

(i) A central triage point within a local cancer system 

1. All cancer patients should be discussed at their usual specialist MDT. Both surgical and 

non-surgical treatment should be considered. Surgical decisions should be based on the 

priorities described above. 

2. Time-critical cancer surgery, for which there is no capacity within a trust, should be 

referred to a central, clinically led triage point. This may be placed at a regional, local 

cancer system (Cancer Alliance) or lead provider level, depending on local 

circumstances. Clinical prioritisation will be done by a group of senior clinicians from 

across the relevant cancer disciplines, with reference to the information from the 

specialist MDT. 

3. The role of the triage system will be to prioritise patients for surgery on the basis of 

clinical need, and the level of risk, both patient and service-related, and to match patients 

with appropriate surgical specialisms and capacity across the cancer system. 

4. A risk assessment must be performed by referring trusts, for patients who do not proceed 

to operation or whose surgery is rescheduled. Holding treatments such as systemic anti-

cancer treatment or loco-regional therapies may be explored. The potential risk of 

progression needs to be clearly discussed with the patient and the option of early 

reassessment clarified in their treatment plan. 

5. Where local capacity is insufficient to provide timely care, mechanisms should be in place 

to seek assistance from neighbouring or other systems, if patients are well enough to 

travel for treatment. 

(ii) Consolidation of cancer surgery in ringfenced ‘clean’ facilities  

1. Wherever local circumstances permit, cancer surgery should be consolidated on a 

‘clean’, COVID-19 free site (or several sites) within the local system. This could include 

independent sector provision where this has been secured.   

2. If fully COVID-19 free sites are not available, separate COVID-19 free facilities should be 

designated on a site, with dedicated access and admission processes as well as inpatient 

areas separate from those where COVID-19 patients are being treated. 
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3. Staffing for clean facilities will require a designated pool of anaesthetic and surgical 

consultants, who may need to work outside their employing trust. Appropriate 

governance arrangements will be required to support this, such as honorary contracts.  

4. Staff who have recovered from proven or suspected COVID-19 infection must follow 

Public Health England guidance on return to work, ideally supported by PCR testing to 

confirm they are negative before returning. If possible, staff in clean facilities will be 

tested for immunity to COVID-19 by serology, when this becomes available. 

5. Surgeons and anaesthetists will need to maximise use of theatre time, with consultant-

delivered procedures and, where possible, dual-consultant operating to reduce theatre 

times and the number of people in theatres who may be exposed to aerosols. 

6. Adequate supplies of personal protective equipment (PPE) will be required for staff working 

in the designated facilities, in accordance with current national guidelines. PPE is essential to 

avoid unnecessary exposure and to protect patients and staff from intra-hospital 

transmission. This will be required even where patients have tested COVID-19 negative. 

7. Arrangements will need to be in place to test all potential admissions for COVID-19 at 

most 48 hours before surgery, with patients self-isolating for seven days before 

admission. Patients will need to consent to testing and self-isolation at the time of listing 

for surgery. Only patients who have no symptoms suggestive of COVID-19 infection, 

have been isolated for seven days and have a negative COVID-19 PCR test should be 

admitted to the designated facilities. 

8. For any cancer patient with symptoms or who is found to be COVID-19 positive, clinicians 

will need to decide locally when that patient will be considered fit for surgery; they will be 

considered alongside other urgent surgery within a hospital treating COVID-19 patients. 

9. Postoperative major cancer surgery patients should be advised to follow shielding advice, 

as they will then fall into the high risk category. 

The national cancer team and national specialised commissioning team will work with 

regional offices and Cancer Alliances to monitor preparations across the country. They will 

offer more intensive support in areas where plans are not as advanced, where requested. As 

noted above, the national specialised commissioning team will work with hubs to ensure 

continuity of services in respect of rarer cancers for which there are a relatively small number 

of providers. 

If you have any questions or you feel the national cancer team can provide any particular 

support, please do not hesitate to contact us at: england.cancerpolicy@nhs.net. 
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Appendix 1: Indicative list of conditions expected to fall within the remit 
of this guidance 

 

Note: This list is neither exhaustive nor mandatory. Refer to the Surgical Specialty 

Association guidelines for more detailed recommendations to support MDT decision-

making. 

 

Tumour site Within 1 month Within 3 months 

Breast Breast cancer resection: ER 
negative/Her2+; pre-menopausal 
ER+ve with adverse biology 

Breast cancer resection: pre-
menopausal ER+ without adverse 
biology 

Lower GI  Resection of colon cancer (if predicted 
aggressive biology) 

Resection of rectal cancer 

Gynaecology Suspected germ cell tumours  

Early stage cervical cancer  

Pelvic confined masses suspicious of 
ovarian cancer 

High grade/high risk uterine cancer 

Primary vulval tumours 

 

Thoracic Resectable non-small cell lung cancers  

Bladder Bladder cancer invading muscle 

Upper tract transitional cell cancer 
surgery 

Bladder cancer surgery – high risk 
carcinoma in situ 

Bladder cancer surgery not invading 
muscle 

Penile Penile cancer surgery including 
inguinal node surgery  

Penile cancer surgery: low grade and 
premalignant 

Prostate  Prostate cancer surgery: high/ 
intermediate risk 

Kidney Renal carcinoma 

Partial nephrectomy on a single kidney 

 

Testicular Testicular cancer non-metastatic  

Head and neck EUA/biopsy for malignancy – 
hypopharynx; larynx 

Nasopharyngeal surgery for 
malignancy 

Oropharyngeal; tonsil; tongue cancer 
resection +/- reconstruction surgery for 
malignancy 

Treatment of small, high grade salivary 
cancers 

Salivary gland tumours: Low grade 

Otological cancer surgery. 
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Treatment of sinus cancers –
threatening sight 

Oesophago-
gastric 

Oesophagogastric cancer causing 
obstruction 

Oesophagogastric cancer surgery  

GI stromal tumour resection 

Hepatobiliary/
pancreatic 

Hepatobiliary/pancreatic cancer 
causing obstruction (biliary/bowel) 

Hepato-pancreatico-biliary cancer 
surgery 

Endocrine Thyroid/parathyroid cancer surgery  

Adrenal cancer surgery 

 

Thyroid cancer surgery: including 
diagnostic lobectomy 

Adrenal resections – intermediate 
masses:  

a) >4cm <6cm) with hypersecretion 
(cortisol/androgen)  

b) metastases – progressing on scan 
at 3/12 

Brain/CNS Brain tumour surgery (including 
gamma knife for metastases)  

Spinal tumour surgery 

 

Orthopaedics Sarcoma surgery – any site 

Solitary metastasis – any site 

Destructive bone lesion surgery with 
risk of fracture (eg giant cell tumour) 

 

Paediatrics Surgery for nephroblastoma, 
neuroblastoma, rhabdomyosarcoma 

 

Plastic 
surgery 

Major soft tissue tumour resection (all 
sites) 

Skin cancer resection – all sites: 
melanoma; poorly differentiated 
cancers; nodal disease; compromise of 
vital structures, including the eye, nose 
and ear 

Resection of head and neck skin 
cancer – moderately/well differentiated 
with no metastases 
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Appendix 2: Estimated breakdown of anticipated workload for level 2 
procedures 
 

These figures are indicative and derived from modelling in the Royal Marsden Partners 

Cancer Alliance. 

 
Tumour site % 

Breast 25–30 

Lower GI 15–20 

Gynaecology 10–15 

Thoracic 5–10 

Bladder 5–10 

Skin (mainly day case, local anaesthesia) 5–10 

Kidney 3–5 

Head and neck 3–5 

Endocrine 2–3 

Metastatic disease (spinal cord) 2–3 

Brain 2–3 

Sarcoma 2–3 

Prostate ≤1 

Testicular ≤1 

Penile ≤1 

Oesophago-gastric ≤1 

Hepatobiliary/pancreatic ≤1 
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 Report to: Board of Directors Date: 6 May 2020 

Subject: Single Escalation Plan 

Report of: Deputy Chief Operating Officer Prepared by: 
Deputy Chief Operating 
Officer 

 

 

REPORT FOR NOTING 
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
This paper is intended to provide a single overview of the Trust 

escalation plan to deal with the anticipated surge in demand 

associated with the COVID-19 outbreak. The paper brings together 

the following aspects of planning taken by senior clinical and 

operational leads across the Trust: 

 

 Activity modelling based on national and local forecasts for 

surge; 

 The escalation plan for Critical Care; 

 The plan for Acute and Emergency Services 

 The plan for inpatient bed and ward changes; 

 Safe Staffing and the role of the Staffing hub; 

 The Ward and department heat map and the care and safety 

implications. 

 Plans for the Operational Delivery of services. 

 
 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments:  
Covid 19 pandemic: Multi-disciplinary staffing deployment and work prioritisation in 

extremis  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance 

Committee 

 F&P Committee 

 

 Workforce & OD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

This paper is intended to provide a single overview of the Trust escalation plan to deal with the 

anticipated surge in demand associated with the COVID-19 outbreak. The plan has 3 aims, reflecting 

those of the Gold Command structure and the decision making process adopted reflects the Jessop 

Principles as described in Appendix 5 : 

 

 Identifying and addressing risk to safety of patients, visitors and staff. 

 Ensuring local implementation of national, regional and Stockport system guidelines and 

standards. 

 Developing novel ways of working which will sustain as a new form of business as usual (BAU) 

for rapid recovery. 

 

The paper brings together the following aspects of planning taken by senior clinical and operational 

leads across the Trust: 

 

- Activity modelling based on national and local forecasts for surge; 

- The escalation plan for Critical Care; 

- The plan for Acute and Emergency Services 

- The plan for inpatient bed and ward changes; 

- Safe Staffing and the role of the Staffing hub; 

- The Ward and department heat map and the care and safety implications. 

- The approach to Procurement and PPE 

- The Governance and Risk Management arrangements. 

 

The diagram below describes how the plan has been compiled to ensure there is a comprehensive, 

organisation and system-wide response.  
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In addition to the above, the paper outlines the daily operational Command and Control arrangements 

we have in place and the interrelationship between the component parts and groups. 

  

 

 

 

2. ACTIVITY MODELLING/ DEMAND FORECASTING 

 

To be able to forecast the impact of the COVID-19 outbreak in Stockport and understand the capacity 

required to meet the impending demands, a team of senior Operational and Clinical leads used research 

undertaken by Imperial College, based on the experiences of the outbreak in the Wuhan Province in 

China. This research provided information on the anticipated hospitalisation rate, rate of requirement 

for Critical Care and the fatality rate split by age band. This first phase of modelling informed the work 

described in s.5 of this paper with the establishment of the “hot” block in “D Block” to ensure there was 

sufficient capacity to meet the initial surge in demand.  

 

Having undertaken this initial bed model, the process was then refined as more data emerged from Italy 

and Spain and this intelligence was incorporated into the model and the product is the chart below that 

allows daily monitoring of occupied critical and acute beds. This model is subject to ongoing refinement 

as the impact of interventions such as social distancing and the closure of schools and universities is felt 

on the outbreak and infection spread. 
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3. CRITICAL CARE 

 

The Clinical team in Critical Care have devised a demand based capacity escalation plan as described in 

Appendix 1. This plan provides details of the processes that have been put in place and the equipment 

and staffing needed, in addition to any other important information. The plan follows the five phases 

described below and aims to maximise the available capacity using theatre recovery space outside of 

ICU and take an innovative approach to the provision of critical care using techniques adopted from 

lessons learnt in Northern Italy and China. The five phases of the plan are as follows: 

 

Phase 1 - 7 ICU Beds for COVID-19 Positive Patients 

 

Phase 2 - The trigger is 15 patients requiring ICU of which 7 are COVID-19 positive patients. 

 

Phase 3 - The trigger is 22 COVID-19 positive patients. 

 

Phase 4 - The trigger is 30 COVID-19 positive patients. 

 

Phase 5 - The trigger is 36 COVID-19 positive patients. 

 

Through the implementation of the Greater Manchester Hospital Cell, a daily reporting requirement has 

been set to share the volumes of patients receiving Critical Care and the level of escalation at each trust. 

The intention is to establish a daily picture of the level of demand across the city and to use the 

information to inform decisions around mutual aid and support if required. 

 

4. ACUTE AND EMERGENCY SERVICES 

 

To ensure the Trust has a fit for purpose Acute and Emergency Care response to the COVID-19 

outbreak, the clinical leads for Medicine, Acute Medicine and Emergency Medicine redesigned the 

existing service, using lessons learnt from hospitals in London to establish a “hot and cold” model for 

patients who are affected by the COVID-19 virus and those that aren’t. It is important that these sets of 

patients are kept separate from each other to prevent cross infection with COVID-19. During the 

planning process, it was envisaged that the pressure from suspected COVID-19 patients will likely 
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outweigh the pressures from the non-COVID-19 suspected patients as the outbreak spreads in the 

community, so the following changes to services have been implemented: 

 

1. AMU has become the suspected COVID-19 assessment unit. Patients satisfying the possible case 

definition for COVID-19, who require hospital admission but do not require immediate critical care 

intervention, are transferred to the “Possible COVID-19” assessment area on AMU. 

2. CDU has been changed into a “Cold ED” Majors site where patients not suspected to have COVID-

19 are managed and referred. 

3. CDU pathway patients are directly admitted to the medical specialty wards and patients are 

managed by the medical specialty teams (Head injury patients will remain under the Emergency 

Department, and the Emergency Department arranges for senior review of these patients). 

4. Patients admitted to medicine from the Emergency Department who are not “Possible COVID-19” 

patients are transferred to the general medical specialty wards, bypassing the AMU. A consultant 

review by the general medical specialty consultants takes place at the earliest opportunity. 

 

The details of the plan are further described in Appendix 2. 

 

In addition to the changes above, Acute and Emergency Care continue to form part of the whole System 

escalation plan, as they would be in if we were not working in a pandemic, this consists of three times 

daily bed meetings, the use of the OPEL scoring system and the 24 hours per day senior clinical 

oversight of the Clinical Site Co-ordination team and the On Call team up to Executive level. 

 

5. ACUTE BED CAPACITY 

 

Using the modelling described in s.2 of this paper, the Senior Operational team have put in place an 

escalation plan intended to provide 262 dedicated beds for COVID-19 positive patients. The planning 

principles adopted throughout this process are described below: 

 

- Co-location in one area of the hospital. 

- Acute ward adjacency with ICU and Theatres. 

- Use of the most recent estate to allow for optimal service provision e.g. access to high 

flow oxygen. 

 

Following these principles it was agreed by the team that the first phase of COVID-19 positive beds 

would be best located in the “D Block” with a second phase of beds being used in the “E Block”. To 

enable this to happen, a sequence of enabling actions have been taken which allowed the COVID-19 

positive beds in the table below to be made available. The enabling actions have included: 

 

- The cancellation of Elective Surgery. 

- The commissioning of additional ring-fenced Care Home Capacity. 

- The redesign of the Acute Medicine model. 

- The consolidation of Stroke Services. 

- A reduction in “BAU” non-elective demand and the adoption of that national directive 

to support Rapid Discharge. 
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6. SAFE STAFFING 

 

To ensure the remodelled organisation, from ED through to ICU, specialty medicine and the COVID 

positive wards are safely staffed, a staffing hub has been established. The staffing hub is run by 

colleagues from HR, including the medical staffing team and corporate nursing and have been 

instrumental in ensuring there are safe levels of staffing across the hospital, they have co-ordinated the 

additional external support from groups such as medical students and nurses returning to practice. In 

addition, they have had a central role in training existing staff in new skills specific to the management 

of COVID patients and new volunteers to ensure they can add the maximum value across the 

organisation.  

 

6.1 Staffing Hub and the Heat Map 

 

To ensure there is a single view of staffing across the hospital, the Business Intelligence team have 

developed a web tool to allow the Matrons to enter data online on a ward by ward basis to provide a 

detailed view of the staffing position on a daily basis.  

 

The tool, as displayed in Appendix 3, has data entered into it before 0930 7 days a week and plots the 

staffing levels for 5 staff groups;  

 

- Registered Nurses,  

- Non-registered Clinical Support,  

- Students,  

- Ward Clerks/ Receptionists 

- Housekeepers/Domestics 

 

The tool plots the numbers of staff in each group against the “Safe Staffing” levels identified in the 

January Acuity Audit. For the COVID positive wards, due to the nature of the staff group, the staffing 

level has been adjusted to reflect a higher 1B rating using the Shelford Group staffing tool. The tool is 

also being developed to capture the number of Fit Tested staff on each shift and to coordinate the 

deployment of volunteers across the Trust. 

 

The tool uses the data to generate a near real time report that will be used for the following: 

- Identify hotspots in staffing shortages 
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- Allow the matron team and Staffing Hub to work together to equalise staffing levels and 

minimise risk in real time across the organisation 

- Ensure COVID positive wards have suitably trained and Fit Tested staff. 

- Allow the Staffing Hub to centrally coordinate use of volunteers and students supporting the 

wards and departments. 

- Provide daily updates to Gold Command of any staffing pressures to request swift resolution 

should any solutions require senior support. 

 

The use of this tool also provides the option, when in heightened escalation, to centrally coordinate the 

deployment of staff across the Trust and ensure that all staff groups are working flexibly to meet 

demand, rather than the more established model of staffing being managed locally through 

Directorates or Business Groups. 

 

Appendix 4 sets out in detail the approach being taken by the hub and the work they are doing, in 

addition to the baseline staffing across all wards. 

 

6.2 Additional Staffing 

 

Operating with a Safe Staffing plan is critical during this time of extreme escalation and plans have been 

developed across all teams in accordance with the modelling undertaken. Initiatives, managed through 

the Staffing Hub, have commenced to rapidly increase the substantive, temporary and volunteer 

workforce, these include: 

 

 Recruitment of substantive staff  

 Recruitment of bank staff  

 Recruitment of volunteers – 180 interested with 91 applications received so far, with a phased 

plan for on-boarding 

 Return to work schemes for retirees   

 

In order to facilitate speedier deployment of staff during pandemic many of the business as usual 

processes have been temporarily altered in accordance with the national guidelines set by NHS 

Employees, these include: 

 

 On-boarding processes 

 Changes to leave provisions 

 Enabling temporary return from maternity leave 

 

The Trust has also innovatively engaged a number of medical students as both volunteers and to work in 

clinical areas in a support roles to provide an additional layer of workforce whilst in this level of 

escalation.  In addition, all the staffing plans are underpinned by 7 day up-skilling training for all our 

staff and volunteers that are expected to work differently. 

 

The following sections describe some specific actions taken with these groups of staff: 

 

6.2.1 Critical Care 

The Critical Care staffing plans include: 

 

 An enhanced medical rota which combines critical care and anaesthetics medical staff in 

order to provide the level of critical care services needed 
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 A nursing rota made up of all critical acre and anaesthetic staff which is matched to 

escalation principles, that works in teams comprising A, B and C categorised staff to 

maximise safe staffing as critical care services increase. 

 

6.2.2 Emergency Department Staffing 

To enable the redesign of the Emergency Department and establish a “hot” and a “cold” Resus, 

in order to maintain safe staffing levels, the baseline staffing numbers were uplifted as follows: 

 

 Registered Nursing: 19 WTE up to 22 WTE per shift 

 Health Care Assistants: an increase of 3 WTE per shift 

 

The staffing in the Emergency Department is subject to the same level of scrutiny on an ongoing 

basis through the Staffing Heatmap.  

 

6.2.3 Ward-based Care 

Staff relocation and redeployment has been a central theme where non COVID services have 

been reduced, transferred and temporarily stopped. Nursing deployment aligned to ward 

moves has been fully supported by nursing colleagues within the staffing hub. Deployment of 

staffing capacity is also discussed at the Stockport system level weekly where hotspots are 

identified and possible system solutions discussed. 

 

6.2.4 Medical Staffing 

There have been significant changes to medical rotas to align to the changes in elective work 

and more medical coverage across the bed base. The includes changes to surgical rotas which 

enable ward cover to be done by the consultant teams which allows the trainees with more 

recent medical experience to be redeployed to urgent care and medicine. In Paediatrics, the 

service is being covered by the Consultant and middle team to facilitate the redeployment of 

their trainees to medicine. In obstetrics and Gynaecology there have been minimal changes due 

to the East Cheshire changes.  

 

Whilst the trainee rotation has generally paused, there have been some minimal changes to 

double the ED junior medical team. Other sub specialties such as stroke services have also 

joined the general medical rotas to provide extra medical cover and more built in resilience. 

 

 

 

 

 

7. OPERATIONAL DELIVERY 

 

To ensure there is a consistent approach to the delivery of services, clarity of communications, effective 

escalation and management of risk, a Command and Control structure has been put in place across 7 

days. The following diagram summarises the arrangements and Appendix 5 provides greater detail.  

 

As can be seen from the diagram below, the Gold Command meeting (which takes place twice daily in 

the Oak House Committee Room at 8am and 4pm) receives information from the following groups: 

 

- Infection Prevention & Business Intelligence: providing data on: 

o the number of beds occupied by COVID and non-COVID patients,  

o the MOAT/non-MOAT split of our occupied beds,  
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o closed bed capacity available for further escalation 

o Patient numbers waiting for the outcome of testing. 

 

- The Staffing Hub: providing data on: 

o Staffing levels across wards and departments based on the heatmap. 

 

- The Workforce Advisory Group (WAG): providing updates on workforce issues and discussions/ 

recommendations made by the group. 

 

- The Clinical Advisory Group (CAG): providing updates on clinical issues and discussions/ 

recommendations made by the group. 

 

- Tactical Silver Command: providing updates on the issues requiring a discussion and debate by 

each of the Silver Command leads, these include issues such as cross-cutting changes to clinical 

services or pathways. 

 

- Each of the Clinical Business Group Silver Commands: escalating Business Group specific issues 

that warrant a discussion and decision to be made by Gold Command. 

 

- Corporate Silver Command: escalating Corporate Service specific issues that warrant a 

discussion and decision to be made by Gold Command. 

 

- Estates & Facilities Silver Command: escalating E&F specific issues that warrant a discussion 

and decision to be made by Gold Command. 

 

 
 

To ensure there is a timely and effective flow of information across the organisation, the Gold 

Command meeting is also attended by a representative from the Communications and EPRR teams.  

 

In addition to the internal Trust command structure, a Stockport System wide structure has been put in 

place with each of the partner organisations in Stockport participating on a twice daily basis.  

 

Stockport FT 
Gold Command

Tactical 
Silver Command

Business Group
Silver Command

Clinical 
Advisory Group

Workforce
Advisory Group

Business Group
Bronze Command

Corporate 
Silver Command

Corporate 
Bronze Command

Staffing Hub

Infection Prevention & 
Business Intelligence

Estates & Facilities
Silver Command

Estates & Facilities
Bronze Command
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7.1 Daily Monitoring & Reporting 

 

To ensure there is clear view of activity, staffing and safety across the Trust, the following reports are 

provided to Gold Command on a daily basis: 

 

- A snapshot of inpatient numbers, split by ward and pending or positive post-testing. This 

information is provided at 0600 every morning. 

- A view of progress against the forecast beds occupied as described in s.2 of this paper – this 

report allows Gold Command to gauge progress against the modelled demand for Acute and 

Critical Care beds. 

- A snapshot of the Staffing Heatmap provided by the Staffing Hub to give a clear view of the 

workforce pressures across the organisation and to understand the mitigating actions being put 

in place. 

- Daily Incident reporting from the previous 24 hours, to include: 

- Potential SI’s (reports where serious harm has occurred prior to going through the rapid 

review process excluding pressure ulcers and 12 hour breaches) 

- Resilience issues (people being turned away, loss of utility - O2 supplies, electricity 

interruptions, fires, estate integrity etc…) 

- Non COVID-19 emergency issue (e.g. delay in resus on non-COVID-19 wards) 

- COVID-19 related incidents  

 

8. PROCUREMENT & PPE 

 

The Procurement Team has taken steps in order to support the Trust throughout the Covid-19 

pandemic. The Team have moved to provide 7 day cover, in order to maximise the provision and source 

of PPE and medical equipment, and to ensure on-site availability to respond to any urgent service 

needs, should they arise.  

 

The Team is working effectively with regional and national colleagues to ensure the Trust continues to 

secure regular deliveries to meet service needs. In addition, Mutual Aid arrangements are in place to 

ensure Trusts across Greater Manchester work together to ensure supplies are made available to Trusts 

where urgent need arises. 

  

Daily status updates are provided through the Trust’s internal Covid-19 Governance Structures. As part 

of this reporting, a Daily Procurement Update and PPE Dashboard are provided to Gold Command, 

outlining the status of supplies coming in to the organisation, current stock levels of PPE (including an 

assessment of PPE stock days), and supplementary commentary outlining key points for noting or 

escalation.  

 

Data from daily stock takes, and daily usage continue to be closely monitored, with reference made to 

Government PPE Guidance, SFT Daily Covid-19 Sitreps, and SFT Covid-19 patient trajectory modelling. 

 

The PPE Dashboard is summarised below: 
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There has been significant publicity about shortfalls in PPE, and whilst the Trust has experienced the 

supply issues reported nationally, the steps taken to-date have been successful in ensuring sufficient 

supplies have been maintained. There are increasing national contingency plans for managing 

temporary shortfalls in PPE, but to-date the Trust has not had to compromise on PHE standards. 

 

 

9. GOVERNANCE & RISK MANAGEMENT 

 

9.1 Evaluation of Risk 

 

At each stage of escalation an assessment of risk will be undertaken and considered by Silver and Gold 

command. Factors to be taken into consideration include, but are not limited to: 

 

i. Demand for secondary care and acuity 

ii. Staffing capacity and capability 

iii. Equipment availability (including PPE, necessary medical devices, consumables required) 

iv. Environmental considerations (i.e. adequate supply of oxygen, suction, cleaning, waste 

removal) 

v. Patient Safety and assessment of harm. 

 

It is anticipated that in such circumstances the risk would be very high or extreme. Silver and Gold 

command must be satisfied that, in granting authorisation for escalation in accordance with this plan, 

the level of risk justifies the approach being taken and there is, on balance, confirmatory assurance 

regarding availability of the clinical workforce, equipment, and the environmental readiness to receive 

patients and support the level of care required. 

 

Silver and Gold command will, on the basis of their evaluation of the Trust’s capacity to handle the risk 

arising, make and record their judgement to expand capacity in line with this plan.  In the event Silver 

and Gold command cannot be assured the risk can be effectively mitigated, they must immediately 

inform regional commanders through the designated communication channels established whilst taking 

whatever action is necessary that represents the least risk to patients and staff. 

 

9.2 Incident Reporting 

 

The Datix system will remain operational throughout for the reporting of near misses and incidents. 

Incidents, complaints and concerns raised by other means will be reviewed, acted on by frontline teams 

where immediately required and followed up by Governance Teams. Governance Teams will feed 

patterns or significant issues for action through to the Silver and Gold command meetings for decision. 

The Trust applies the RIDDOR Regulations to COVID-19. There are additional regulatory requirements 

issued by the HSE concerning COVID -19 which we apply and RIDDOR reporting is overseen and 

supervised by Deputy Director of Quality Governance. 

 

9.3 Quality Governance 

 

The Trust’s quality governance arrangements will remain operational for all patients including those 

who are non-COVID-19. Care planning, treatment delivery, monitoring and arrangements for definitive 

care (i.e. discharge or transfer) must continue as normal. This includes existing arrangements to comply 

with CQC Registration (Regulated Activities) Regulations 2014. External reporting via STEIS will continue 

under the supervision of the Director of Governance & Risk Assurance 
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9.4 CQC 

 

The Director of Governance & Risk Assurance will establish contact with the Care Quality Commission 

and monitor communications or guidance accordingly. Any requirements from the Care Quality 

Commission shall be fed into Silver and Gold command meetings as required and a decision taken 

concerning any matter requiring action. 

 

 

10. RECOMMENDATION 

The Board of Directors are asked to note the report.  
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APPENDICES 
 

Appendix 1 – Detailed Critical Care Escalation Plan 
 

Critical Care Escalation Plan – Response to COVID-1919 
 
1. Purpose 
 
This document has been developed in order to outline the phased approach to critical care expansion in 
response to the COVID-1919 epidemic.  
 
2. Escalation Plan 
 
The below information details the phases 1-5, and includes details of the number of beds, processes, 
staffing and equipment requirements.  
 

Phase 1 – 7 ICU Beds for COVID-19 Positive Patients 

 

Beds Processes Equipment Staffing Additional 

Information 

15 Level 3 Beds 

 

(7 existing Level 3 

Beds, 8 HDU Beds, 

upscaled to level 3) 

Cohort all COVID-19 

positive patients on to 

ICU. 

 

Upscale of HDU to full 

level 3 unit. 

 

Existing Non-COVID-

19 patients to be 

transferred to HDU 

upscaled beds. 

Equipment in place for 

this phase.  

Staffing in place for 

this phase – however 

increase to take place 

in preparation for 

Phase 2, including 

recruitment and 

training.   

 

 

Threshold for 

admission to ICU has 

been raised, level 2 

care currently 

provided by enhanced 

ward level care. 

 

 

 

 

Phase 2 – Trigger 15 Patients Requiring ICU (7+ COVID-19 Patients) 

 

Beds Processes Equipment Staffing Additional 

Information 

26 Beds 

 

22 Level 3 Beds for 

COVID-19 19 patients  

 

4 Level 2/3 Non-

COVID-1919 patients  

 

Expand into all critical 

care escalation areas. 

 

Open 4 Beds in D 

Block – non COVID-19 

Critical Care  

 

16 Evita 4 ICU 

ventilators currently 

available. 

 

36 Drager Primus IE 

anaesthetic machines. 

 

6 anaesthetic 

machines reserved for 

use in obstetrics, 

CEPOD, Trauma.  

 

ICU ventilators ICU 

ventilators to be 

assigned to COVID-

19-19 patients where 

possible.  

Nursing staffing 

increase by 33% 

 

Use of non-critical 

care staff. Staffing 

established as below: 

 

ICU Nurses: 9 

ICU Trained or 

equivalent: 9 

Non critical care 

registered nurses: 9 

HCA or Equivalent: 8 

 

2 full-time ICU 

Consultants in post 
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Phase 3 – Trigger 22 COVID-19 + Patients requiring ICU 

 

Beds Processes Equipment Staffing Additional 

Information 

34 Level 3 Beds 

 

30 Level 3 Beds for 

COVID-19 19 patients  

 

4 Level 2/3 Non-

COVID-1919 patients  

 

Open 8 bedded critical 

care unit on D-Block 

Recovery Unit. 

 

Additional NIV unit on 

D4 to be formalised. 

 

52 patients can be 

ventilated using 

existing equipment. 

 

Arterial blood gas 

analyser has been 

ordered, 2 confirmed. 

 

ICU ventilators ICU 

ventilators to be 

assigned to COVID-

19-19 patients where 

possible. 

1 critical care nurse, 

with 1 or 2 A staff to 3 

patients, and 1 

healthcare staff to 4 

patients. 

 

ICU Nurses: 8 

ICU Trained or 

equivalent: 16 

Non critical care 

registered nurses: 0 

HCA or Equivalent: 8 

16 consultant ICU 

anaesthetists with 

appropriate 

competencies to 

supervise 7 non-ICU 

consultants. 

Issues identified with 

stocks of: 

 

 Drivers for 
sedation. 

 Cardiovascular 
supporting drugs. 

 Volumetric pumps 
for antibiotics and 
fluids. 

 Haemofilter 
machine. 

 

Phase 4 – Trigger 30 COVID-19 + Patients requiring ICU 

 

Beds Processes Equipment Staffing Additional 

Information 

40 Level 3 Beds 

 

36 Level 3 Beds for 

COVID-19 19 patients  

 

4 Level 2/3 Non-

COVID-1919 patients  

 

Utilise Theatres 14/15 

2 COVID-19 + patients 

in each theatre and 1 

in theatre anaesthetic 

room 

52 patients can be 

ventilated; ICU 

ventilators to be 

assigned to COVID-

19-19 patients. 

ICU Nurses: 11 

ICU Trained or 

equivalent: 22 

Non critical care 

registered nurses: 11 

HCA or Equivalent: 12 

 

Introduction of task-

orientated teams (4 x 

HCA or equivalent) to 

assist with care 

activities. Experienced 

critical care staff to 

concentrate on 

technical/clinical 

aspects of care.  

 

Phase 5 – Trigger 36 COVID-19 + Patients requiring ICU 

 

Beds Processes Equipment Staffing Additional 

Information 

48 Level 3 Beds 

 

44 Level 3 Beds for 

COVID-19 19 patients  

 

4 Level 2/3 Non-

COVID-1919 patients  

 

Utilise Theatres 16/17 

2 COVID-19 + patients 

in each theatre and 1 

in theatre anaesthetic 

room 

52 patients can be 

ventilated; ICU 

ventilators to be 

assigned to COVID-

19-19 patients. 

Critical care advanced 

nurse practitioners, 

and expanded medical 

workforce to support 

staff working in 

extended role.  

 

 

ICU Nurses: 11 

ICU Trained or 

equivalent: 22 

Non critical care 

registered nurses: 11 

HCA or Equivalent: 12 

If additional ventilation 

required, if absolutely 

necessary 2 x patients 

should be ventilated 

using 1 ventilator.  
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Appendix 2 – Acute and Urgent Care 
 

 
COVID-19-19 AMU Assessment Pathway: 

The COVID-19 escalation plan will involve the management of the unselected acute medical 

take run through a hot “COVID-19” ED pathway and a cold “NON COVID-19” ED pathway.  It is 

important that these sets of patients are kept separate from each other to prevent cross 

infection with COVID-19-19. 

It is envisaged that the pressure from suspected COVID-19 patients will likely outweigh the 

pressures from the non-COVID-19 suspected patients as the outbreak spreads in the 

community. 

The clinical leads for medicine, acute medicine and emergency medicine have agreed on the 

principle changes to the patient flow pathways needed to ensure separation of these two 

cohorts of patients. 

1. AMU will become the ? COVID-19-19 assessment unit. Patients satisfying the possible 

case definition for COVID-19-19, who require hospital admission but do not require 

immediate critical care intervention will be transferred to the “Possible COVID-19” 

assessment area on AMU 

2. CDU will be changed into a “COLD ED” majors site where patients not suspected to have 

COVID-19 can be managed and referred. 

3. CDU pathway patients will be directly admitted to the medical specialty wards and 

patients will be managed by the medical specialty teams (Head injury patients will 

remain under the emergency department, and the emergency department will arrange 

for senior review of these patients). 

4. Patients admitted to medicine from the emergency department who are not “Possible 

COVID-19” patients will be transferred to the general medical specialty wards, 

bypassing the AMU. A consultant review by the general medical specialty consultants 

will take place at the earliest opportunity. 

 

AMU Pathway: 

Patients presenting to the ED with chest/respiratory related symptoms will be triaged and 

assessed in the emergency department, and a decision made with regards to the need for 

immediate critical care, probability of discharge within 4 hours, or need for hospital admission. 

Patients requiring hospital admission who are not critically unwell, or not needing an 

immediate critical care opinion, should be transferred as early as possible to the AMU 

assessment bays. (Bay I +A) 

The POD team (Team A) will take care of the COVID-19 assessment bays on AMU. Team A will 

clerk the patient, ensure an early senior review and implement immediate management 

ensuring that the correct swabs have been taken. 

If the patient requires admission they will be transferred to the in-patient isolation bays on 

AMU. (Bay B-H) 

AMU team (Team B) will cover the in-patient AMU cohort 7 days a week.  

The acute medicine team will provide increased cover at the weekend compared to normal 

working and will now cover AMU till 10pm Monday to Friday. 

 

(See Figure 1.0 for proposed AMU staffing and AMU layout) 
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The staffing levels on AMU will be subject to change as rotas are evened out to increase seven 

day working, and in reaction to staff sickness absence. 

 

PPE: 

In this model all areas in AMU will need to adhere to PHE PPE guidance i.e. apron, gloves, and 

surgical mask ( +/- eye protection when needed as per guidance – See Appendix 1.0) 

Aerosol generating procedures should only be done in the AMU side rooms and will need full 

PPE as per PHE guidance as per Appendix 1.0.  

Cohorting of COVID-19 positive patients needing NIV will be done onto another ward. 

There may be the need to convert one or two AMU bays into NIV bays for suspected COVID-19 

patients over the next few weeks dependent on demand.  
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NON-COVID-19 19 Medical Take Team: 

Monday to Friday: (Supported by HOT GIm consultant if needed) 

On call SHO x1 

POD registrar (9am-5pm) 

On call medical registrar (9am-9pm) 

Twilight registrar (6pm-2am) 

Night medical registrar (9pm – 9am) 

Night medical SHO (9am to 9pm) 

 

Weekend: 

On call medical registrar (9am to 9pm) 

On call medical SHO (9am to 9pm) 

HOT Medical consultant 

 

These staffing arrangements will be reviewed on a daily basis based on sickness absence, locum fill rate, 

admission demand and acuity of patients. This is only meant as a guide and not an inflexible protocol for 

staffing. 
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APPENDIX 3 – Baseline Staffing and the Staffing Hub approach 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Area
Bed base 

numbers

Staffing 

requirement 

during COVID

Staff in post
Temporary 

staff available
Variance

Variance with 

15% absence

Variance with 

20% absence

ICU1 7 70 58 16 4 -7 -11

ICU2 15

ICU3 22

ICU4 30

ICU5 36

36 0 0 0 0 0 0

D4 16 28 25 3 0 -4 -5

D1 21 36 29 5 -3 -8 -9

D2 25 43 31 9 -4 -10 -12

D5 22 38 27 10 -1 -6 -8

D7 28 48 28 8 -13 -18 -20

SAU 18 31 23 7 -1 -5 -7

D6 32 55 17 0 -38 -41 -41

E1 31 54 41 18 6 -3 -6

E2 34 59 33 10 -15 -22 -24

E3 35 61 37 15 -9 -17 -19

262 453 290 86 -77 -133 -152

COVID Assessment AMU 59 107 74 31 -2 -17 -23

59 107 74 31 -2 -17 -23

Bluebell 28 40 31 8 -1 -7 -9

A1 26 46 26 16 -4 -10 -12

A11 28 48 41 12 5 -3 -6

C3 14 25 25 6 5 1 -1

A3 24 29 1 8 -21 -22 -22

B2 16 27 4 -22 -23 -23

M4 23 40 25 4 -11 -15 -17

B3 14 32 3 35 30 28

B5 17 9 9 7 7

B6 22 30 10 40 34 32

A10/HASU 28 46 20 66 56 53

240 256 257 100 101 48 30

ED 144 106 42 4 -18 -26

ACU 33 29 5 0 -5 -6

0 176 134 46 4 -23 -32

Community Community 383 331 -52 -101 -118

0 383 331 0 -52 -101 -118

Other Other 1233 1272 138 177 -35 -105

0 1233 1272 138 177 -35 -105

597 2608 2360 401 152 -262 -400

Subtotal:

Subtotal:

Critical Care

COVID Positive

Non-COVID Wards

Urgent Care

Total:

Subtotal:

Subtotal:

Subtotal:

Subtotal:

Subtotal:
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APPENDIX 4 – Staffing Heatmap - example 
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APPENDIX 5 – Command & Control Structure 
 

GOLD COMMAND STANDARD OPERATING PROCEDURE 

 

COVID19 RESPONSE 

 

MARCH 2020 
 

1. Purpose 
 

This Standard Operating Procedures (SOP) has been collated to support the effective operation 

of the Gold Command within Stockport NHS Foundation Trust, to ensure at all times the 

organisation is able to meet the key Gold Command objectives of; 

 

 Identifying risk to safety of patients, visitors and staff 

 Ensuring local implementation of national, regional and locality guidelines and standards 

 Identifying novel ways of working which will sustain as new Business as Usual to 
support rapid recovery 

 

2. Delivery 
 

a) Gold Command  
 

- Gold Command Meetings to be held daily at 8am and 4pm, 7 days per week – unless 
heightened escalation requires more frequent meetings. 
 

- Gold Command Meetings will be held in the Committee Room, Oak House.  These 
meetings will last approximately 15 Minutes.  Members will either be present or will ring 
in Via 0800 032 8069 (Chair code 60 63 36 64#, Participant code 25 94 58 31#) 
 

- To be chaired by Gold Commander (Execs excluding CAG and WAG leads, operating a 
seven day 4 + 3 Rota with effect from 27th March 2020). 

 

- Membership; 
o Gold Commander 
o 1 representative only from each of 7 Silver Command (Medicine, Surgery, 

Women/Children/Diagnostics, Estates/Facilities, Corporate, Emergency 
Department, Integrated Care) 

o 1 representative only from Clinical Advisory Group (CAG) 
o 1 representative only from Workforce Advisory Group (WAG) 
o 1 representative only from EPRR (act as loggist) 
o 1 representative only from communications 

 

 

- At each Gold Command meeting every Business Group to provide a short exception 
report and risk escalation from their Silver Command meeting. 
   

- Summary Action Log to be updated immediately following the meeting and a copy 
circulated to all Silver Commands and Execs via email. Action logs also saved: 
J:\Coronavirus Coordination Hub\Action Plan – Gold. 
 

- Operational issues related to COVID 19 to be identified for national exception reporting 
(at 8am meeting daily). 

 

 

b) Silver Command  
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- Each Business Group to hold a daily Silver Command meeting by 9:30am to discuss 
escalation and risks from Bronze Commands (individual services).  Loggist to collate 
actions and submit a copy to COVID Hub by email (covid19@stockport.nhs.uk) by mid-
day.  Silver Command to utilise ‘Joint-decision model’ (see below) to support decision-
making. A worked example is provided in Appendix 1. 
 

 
 

- Each Silver Command to establish a single centralised email address to receive Trust 
high priority communications. 
 

- Each Silver Command to establish a 7- day rota with effect from 27th March 2020. 
 

- Each Silver Command to collate and report a daily Sitrrep of staff sickness levels by 
10:30am, to be sent to Informatics for national submission. 
 

c) Silver Tactical Co-ordination Group 

 

- All Silver Commanders to meet at 3pm daily as Silver Tactical Coordination Group (as a 
virtual meeting) to discuss concerns raised through individual Silver Command Meetings 
and resolve where possible. Outstanding issues to be raised at Gold Command Meeting 
at 4pm daily via exception reporting.  These meetings will be chaired by one of the 
EPRR Team. 
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3. Summary Reporting Process 
 

The flow chart below summarises the reporting arrangements with effect from 

27th March 2020: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4. Partnership Working 
 

During the Pandemic, it is vital that the organisation remains in close communication with 

partner agencies across Stockport as well as with Partners at a regional-level across 

Greater Manchester and nationally. 

 

Appendix 2 details the schedule of teleconferences and the required participants from the 

organization as well as the organisational arrangements for communication of key 

messages following each call. 

 

Appendix 1: Worked example of use of Joint-decision model framework 

DAILY GOLD COMMAND MEETING 

- 8am and 4pm (M-F) 8am and 4 pm (Sat, Sun) 
 

- Membership:  
Gold commander 

1 rep only from each Silver command 

1 from CAG 

1 from WAG 

1 from Comms  

1 from EPRR (also acts as loggist) 

Log circulate to Silver Commands and Execs following meeting 

DAILY SILVER COMMAND REQUIREMENTS 

- To take place by 9:30am 7 days a week 
 

- Reporting: 
Sitrep of each bronze command and collation of risks for escalation submitted 

by mid-day 

Use ‘Joint-decision model to aid decision-making 

 

Sitrep of staffing sickness to be submitted to information by no later than 

10:30am. 

 

 

 

DAILY SILVER TACTICAL CO-ORDINATION GROUP 

 

- 3pm Daily  
 

- Membership:  
 

1 rep from each Silver Command 

 

Meetings to be virtual.  

Issues from Silver Commands not resolved to be escalated to Gold Command 

via Exception Reports. 
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“D4 full of COVID patients, decision required regarding opening additional capacity” 

Key Step Action  

 

 

 

 

Working 

together 

 

Saving 

lives 

 

Reducing 

Harm 

1. Gather 
information and 
Intelligence 

- Collate numbers of COVID 
positive patients current and 
expected 

- Implications of not opening 
additional capacity in next 
12/24 hrs. 

- Understand required staffing 
for additional ward (D2) 

- Collate supplies 
requirements for liaison with 
procurement 

- Consider implications for 
patient flow 

2. Assess risks and 
develop a 
working strategy 

- Key risks of continuing with 
status quo 

- Key risks of opening 
additional capacity 

- Is there a preferred option 

3. Consider 
Powers, 
Policies, 
Procedures 

- Who needs to review 
preferred option and 
authorise? 

- What policies and 
procedures need to be 
amended as a result of 
implementing preferred 
option? 

- How will changes be 
communicated more widely? 

4. Identify options 
and 
contingencies 

- Work up preferred option for 
authorisation 

- Identify risk mitigations for 
identified key risks 

5. Take action and 
review  

- Implement preferred option 
- Identify any unexpected 

impact and risks for 
escalation 

 

 

 

 

 

 

 

6.3

Tab 6.3 Single Escalation Plan

97 of 272Public Board - 6 May 2020-06/05/20



 
 
 

- 28 - 

Appendix 2: Schedule of System Teleconferences 

 

 
 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

08:00 Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

08:30

09:00

09:30 All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

10:00

10:30 Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

11:00 National System 

Covid 19 Meeting

11:30

12:00 Chief Executive 

Meeting

12:30

13:00

13:30

14:00

Stockport Whole 

System Call

Stockport Whole 

System Call

Stockport Whole 

System Call

15:00

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

16:00 Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

17:00
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VALUES AND EXPECTATIONS: NOTE FROM CHIEF NURSE AND 
MEDICAL DIRECTOR 
 

We recognise that civility saves lives.  The fundamental principles of this guideline acknowledge that it is when 

we all work together during times of demand on our services in ways we have never seen before, that we will 

keep one another safe and in doing so protect patients and the public.  Coronavirus, specifically COVID 19, 

has emerged. 

 

Our Trust Values and Behaviours are: We Care.  We respect.  We listen. 

 

Our expectations are that all staff will always seek to support colleagues, peers and patients valuing and 

respecting each others skills, experience and perspectives.  We must, at all times, actively and inclusively 

listen to others and share ideas helping people live their best lives. 

 

The safety of our patients and staff is paramount and we must continue to make patients and their families feel 

welcome and safe through kindness even in difficult circumstances. 

 

Stockport NHS Foundation Trust is a great place to work and we fully support staff to deploy their transferable 

skills often outside of their comfort zone.  This document aims to support staff in understanding their roles and 

responsibilities during this pandemic. 

 

 

 

 

Alison Lynch, Chief Nurse 

Dr Colin Wasson, Executive Medical Director 

Dr Gill Burrows, Medical Director and Responsible Officer 

 

  

6.3

Tab 6.3 Single Escalation Plan

101 of 272Public Board - 6 May 2020-06/05/20



 

COVID 19 PANDEMIC: MULTI-DISCIPLINARY STAFFING DEPLOYMENT AND 
WORKFORCE PRIORITISATION IN EXTREMIS GUIDANCE 

Page: Page 4 of 32 

Author: Deputy Chief Nurse Version: 7 

Date of Approval: tbc Date for Review: September 2020 

To Note: Printed documents may be out of date – check the intranet for the latest version. 

   
 

 

AIM AND SCOPE OF THE GUIDELINE 
 

It is recognised that, when in a pandemic situation, there may be times when the workforce availability does 

not match the patient acuity and activity.    

 

During these times it is essential that patient care is delivered in the safest possible way ensuring there are 

nursing, medical, therapy and other allied health professionals as well as volunteers available to be deployed 

to clinical areas in time of extremis.   

 

This guideline provides a framework for areas within the Trust that will be utilised during this pandemic.   
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DESIGNATED ROLES AND RESPONSIBILITIES  
 

Chief Nurse & Director of Quality Governance 

The Chief Nurse and Director of Quality Governance has overall responsibility for the provision of safe 

nursing, midwifery and therapy levels across the Trust.  The Deputy Chief Nurse will deputise in the Chief 

Nurse’s absence. 

 

Executive Medical Director 

The Medical Director Governance has overall responsibility for the provision of safe medical staffing levels 

across the Trust. 

 

Associate Nurse Directors 

Although managerially responsible to the Business Group Director(s), are professionally accountable 
to the Chief Nurse and Director of Quality Governance. 
 
Associate Medical Directors 

The Associate Medical Directors are professionally accountable to the Executive Medical Director and to the 

Responsible Officer (Medical Director) 

 

Matrons 

The Matrons are accountable to the Associate Nurse Director(s).  The Matron will review staffing for the week 

ahead for their own areas. The Matron has overall responsibility for the management of the nursing and 

support staff, and responsibility for the management of the resources and associated budgets.  This is in 

addition to daily staffing reviews. 

 

The Matrons are responsible for ensuring adequate staffing levels on the ward are maintained. This is 

particularly important when balancing capacity and demands during periods of increased activity. This may 

require re-deploying staff from one area to another to ensure patient safety is not compromised.  

 

Ward Managers 

The Ward Managers are responsible for overall management of each ward. The Ward Managers 
have both management and clinical responsibilities including planning duty rotas and providing cover 
which matches the agreed staffing levels.   
 

Registered Nurses, Midwives, Nursing Associates, Assistant Practitioners and Theatre Practitioners 

Registered Nurses (RNs), Midwives, Nursing Associates, Assistant Practitioners and Theatre Practitioners 

form the largest number of staff within the Trust and their role is to deliver a safe service to patients. RNs are 

responsible for ensuring they fulfil their shift commitments, complying with reasonable requests from the ward 

manager and senior nursing team which may require moving to another clinical area. 

 

Physicians Associates 

Therapy Teams 
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Student Nurses and Student Theatre Practitioners 

Non-registered Care Support Workers 

There are a number of Band 2 and Band 3 Non-registered Care Support Workers who work across the Trust. 

These posts support the RNs. The Non-registered Care Support Workers undertake care as directed by the 

RN or Midwife and within their own scope of clinical competency.  

 

Ward administration staff 

Domestics 

 

Specialist Registered Nurses 

There are a number of different Specialist Registered Nurses roles across the Trust.   

 

Medical Staffing on the Wards/departments 

Each ward/department has a team of medical staff, led by a consultant physician or surgeon.   

 

Nurse Staffing on the Wards 

Staffing on each ward is determined by the agreed local professional model for their establishment. Ward 

staffing comprising of: 

  

 Band 7 – The Ward/Department Managers are responsible for overall management of each 
ward. The Ward/Department Managers have both management and clinical responsibilities 
including planning duty rotas and providing cover which matches the agreed staffing levels.   

 
 Band 6 – Junior sisters/charge nurses or midwives who provide operational leadership to the junior 

staff on a daily basis. 
 

 Band 5 – Staff nurses with a range of experience that are responsible for the management and safety 
of patients. 
 

 Band 4 – Nursing Associates support the Band 5s and above registered staff with patient care within 
their competency and professional behaviours.  They are regulated and registered by the NMC. 

 

 Band 4 – Assistant Practitioners assists the registered staff with patient care. Some of the duties 
include clinical observations, venepuncture, cannulating and ECG recording.  Not counted as 
registered. 

 

 Band 2/3 - There are a number of Band 2 and Band 3 Non-registered Care Support Workers who 
across the Trust. These posts support the RN staff. The Non-registered Care Support Workers 
undertake care as directed by the RN or midwife and within their own scope of clinical competency.  
Students must be supernumerary. 
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PANDEMIC STAFFING 
 

COVID 19 WARDS AND DEPARTMENTS ESTABLISHMENT 

 

Following extensive modelling based on best available evidence from China, Italy and London, we know that 

we will need initially in excess of 160 beds (Appendix 1 Covid 19 Planning Model for Emergency and Acute 

Care) and in the second wave a further 100 beds to be made available for patients suspected of having Covid 

19 infection, or those identified as having Covid 19 infection. 

 

The pandemic nursing establishment has been determined utilising the Shelford Safer Nursing Care tool 

model.  It has been determined that all Covid 19 patients (non-ventilated) will be classified as requiring levels 

of care described as in 1b below (Appendix 2 clarifies). 

 

The Shelford acuity tool has been applied, calculating the number of beds multiplied by the 1b denominator 

which has provided a base establishment.  This based establishment divided by the number of beds has 

determined the nurse to patient ratio required for the ward status to be green.   

 

Professional judgement has determined that the establishment should remain consistent throughout the 24 

hour period for Covid 19 wards.  The split between registered and non-registered staff has been agreed via 

the Workforce Advisory Group (WAG) who report to Gold Command. 

 

NON COVID 19 WARDS AND DEPARTMENTS ESTABLISHMENT 

 

A10/HASU will remain the Stroke ward will continue to have their establishment set as per the national stroke 

staffing requirements.  A10/HASU establishment is 60.49 WTE.   

 

The following non-Covid 19 wards have had their January 2020 acuity audit results applied to calculate their 

establishment :  

 A1 acuity recommended establishment 45.99 WTE 

 A11 acuity recommended establishment is 34.12 WTE their actual establishment is 48.29 
WTE 

 A3 actual establishment 29.44 WTE advice and professional judgement is required as this 
ward maybe being combined with CCU.  

 Bluebell actual establishment 40.32 WTE this ward has a significant change in patient 
acuity since it moved into the Integrated Community model and will need professional 
judgement to set the establishment. 

 B2 actual establishment 26.52 WTE 

 M4 is now the Trauma and Orthopaedic ward and not the Elective Orthopaedic Unit.  The 
establishment has therefore been reset with the D1 January 2020 acuity audit outcomes.   
The rationale behind this is that the D1 was a 25 bed unit and M4 is a 27 bed unit.  This 
gives us the nearest comparison.  D1’s acuity audit outcome indicated an establishment 
requirement of 40.69 WTE.   

 C3 actual establishment 25.48 WTE   
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WARDS DESIGNATED AS COVID 19 

 

In Phase 1 the wards designated as Covid 19 wards are AMU, D4, D1, D2, D5, D6, SSSU (also known as D7). 

 

In Phase 2 the wards designated as Covid 19 wards will be E1, E2 and E3. 

 

ICU and Theatre Recovery areas which are set up to accept Covid 19 patients who require ventilation the 

following Critical Care Escalation Plan, as below, including staffing levels will be implemented (as at 29th 

March 2020) : 

 

 

Critical Care Escalation Plan 
 

 

1. Purpose 

 
This document has been developed in order to outline the phased approach to critical care expansion in 

response to the Covid19 epidemic. 

 
2. Escalation Plan 

 
The below information details the phases 1-5, and includes details of the number of beds, processes, 

staffing and equipment requirements. 

 

LEVELS OF CARE DESCRIPTOR 

Level 1b (Multiplier = 1.73*) 

 

Patients who are in a STABLE 

condition but are dependent on 

nursing care to meet most or all 

of the activities of daily living 

 

 

 

 

 

 

 

 

 

 

Care requirements may include the following 

 

• Complex wound management requiring more than one nurse 

or takes more than one hour to complete. 

• VAC therapy where ward-based nurses undertake the treatment 

• Patients with Spinal Instability / Spinal Cord Injury 

• Mobility or repositioning difficulties requiring the assistance of 

two people 

• Complex Intravenous Drug Regimes - (including those requiring prolonged 

preparatory / administration / post-administration care) 

• Patient and / or carers requiring enhanced psychological support owing to 

poor disease prognosis or clinical outcome 

• Patients on End of Life Care Pathway 

• Confused patients who are at risk or requiring constant supervision 

• Requires assistance with most or all activities of daily living 

• Potential for self-harm and requires constant observation 

• Facilitating a complex discharge where this is the responsibility of the ward-

based nurse 
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Phase 1 – 7 ICU Beds for Covid Positive Patients 

Beds Processes Equipment Staffing Additional 
Information 

15 Level 3 Beds 
 

(7 existing Level 3 
Beds, 8 HDU Beds, 
upscaled to level 3) 

Cohort all Covid 
positive patients on to 
ICU. 

 

Upscale of HDU to full 
level 3 unit. 

 
Existing Non-Covid 
patients to be 
transferred to HDU 
upscaled beds. 

Equipment in place for 
this phase. 

Staffing in place for 
this phase – however 
increase to take place 
in preparation for 
Phase 2, including 
recruitment and 
training. 

Threshold for 
admission to ICU has 
been raised, level 2 
care currently 
provided by enhanced 
ward level care. 

 
Phase 2 – Trigger 15 Patients Requiring ICU (7+ Covid Patients) 

Beds Processes Equipment Staffing Additional 
Information 

26 Beds 
 

22 Level 3 Beds for 
Covid 19 patients 

 
4 Level 2/3 Non- 
Covid19 patients 

Expand into all critical 
care escalation areas. 

 

Open 4 Beds in D 
Block – non Covid 
Critical Care 

16 Evita 4 ICU 
ventilators currently 
available. 

 
36 Drager Primus IE 
anaesthetic machines. 

 

6 anaesthetic 
machines reserved for 
use in obstetrics, 
CEPOD, Trauma. 

 
ICU ventilators ICU 
ventilators to be 
assigned to Covid-19 
patients where 
possible. 

Nursing staffing 
increase by 33% 

 

Use of non-critical 
care staff. Staffing 
established as below: 

 
ICU Nurses: 9 
ICU Trained or 
equivalent: 9 
Non critical care 
registered nurses: 9 
HCA or Equivalent: 8 

 
2 full-time ICU 
Consultants in post 

 

 
Phase 3 – Trigger 22 Covid + Patients requiring ICU 

Beds Processes Equipment Staffing Additional 
Information 

34 Level 3 Beds 
 

30 Level 3 Beds for 
Covid 19 patients 

 
4 Level 2/3 
Non- Covid19 
patients 

Open 8 bedded critical 
care unit on D-Block 
Recovery Unit. 

 

Additional NIV unit on 
D4 to be formalised. 

52 patients can be 
ventilated using 
existing equipment. 

 

Arterial blood gas 
analyser has been 
ordered, 2 confirmed. 

 
ICU ventilators ICU 
ventilators to be 
assigned to Covid-19 
patients where 
possible. 

1 critical care nurse, 
with 1 or 2 A staff to 3 
patients, and 1 
healthcare staff to 4 
patients. 

 

ICU Nurses: 8 
ICU Trained or 
equivalent: 16 
Non critical care 
registered nurses: 0 
HCA or Equivalent: 8 
16 consultant ICU 
anaesthetists with 
appropriate 
competencies to 
supervise 7 non-ICU 
consultants. 

Issues identified with 
stocks of: 

 

 Drivers for 
sedation. 

 Cardiovascular 
supporting drugs. 

 Volumetric pumps 
for antibiotics and 
fluids. 

 Haemofilter 
machine. 
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Phase 4 – Trigger 30 Covid + Patients requiring ICU 

Beds Processes Equipment Staffing Additional 
Information 

40 Level 3 Beds 
 

36 Level 3 Beds for 
Covid 19 patients 

 
4 Level 2/3 
Non- Covid19 
patients 

Utilise Theatres 14/15 
2 Covid + patients in 
each theatre and 1 in 
theatre anaesthetic 
room 

52 patients can be 
ventilated; ICU 
ventilators to be 
assigned to Covid-19 
patients. 

ICU Nurses: 11 
ICU Trained or 
equivalent: 22 
Non critical care 
registered nurses: 11 
HCA or Equivalent: 12 

 
Introduction of task- 
orientated teams (4 x 
HCA or equivalent) to 
assist with care 
activities. Experienced 
critical care staff to 
concentrate on 
technical/clinical 
aspects of care. 

 

 

Phase 5 – Trigger 36 Covid + Patients requiring ICU 

Beds Processes Equipment Staffing Additional 
Information 

48 Level 3 Beds 
 

44 Level 3 Beds for 
Covid 19 patients 

 
4 Level 2/3 
Non- Covid19 
patients 

Utilise Theatres 16/17 
2 Covid + patients in 
each theatre and 1 in 
theatre anaesthetic 
room 

52 patients can be 
ventilated; ICU 
ventilators to be 
assigned to Covid-19 
patients. 

Critical care advanced 
nurse practitioners, 
and expanded medical 
workforce to support 
staff working in 
extended role. 

 
 

ICU Nurses: 11 
ICU Trained or 
equivalent: 22 
Non critical care 
registered nurses: 11 
HCA or Equivalent: 12 

If additional ventilation 
required, if absolutely 
necessary 2 x patients 
should be ventilated 
using 1 ventilator. 

 

Additional Contingency Arrangements 

 

In parallel with expansion of critical care, 14 Level 2 beds non-invasive ventilation beds will 

be opened on D4. D-Block reception could be used for Covid + or Covid suspected level 2 

care, but does not currently have piped oxygen. Main reception could be used for non-

Covid level 2 care (8 beds). 

 
2 Beds exist in Maple Suite, 10 in Theatres, and 6 in Theatre Recovery, however 

constraints include ventilation equipment, staffing and estates issues e.g. oxygen 

flow
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STAFFING LEVELS FALLING BELOW EXPECTED AS 
INDICATED BY THE HEATMAP  
 

When staffing levels fall below expected in more usual circumstances, when every avenue 

has been exhausted and the situation is not expected to improve the operational teams may 

alert the Chief Nurse and Chief Operating Officer in hours consider viability of bed closures 

and or cancellation/prioritisation of elective patients and prioritisation of emergency cases for 

admissions/TCIs/Clinics.  During out of hours periods this would be escalated to the 

Executive on-call. 

 

However, it is expected that during a pandemic situation, the opportunity to close beds is not 

considered viable, and the options to cancel elective activity have already been undertaken.   

 

In order for the Trust to be able to determine the acuity and activity versus staffing levels a 

heat map has been developed.  The heat-map will takes staffing information provided by 

Matrons and Ward Managers and compare it with set safe-staffing levels.  Each ward / 

department is then given a rating of RED, AMBER or GREEN which is used to help the 

staffing hub identify areas of concern and determine how wards will amend their usual 

working practices if staffing is compromised. 

 

DOCUMENTED PROCESS TO AMEND USUAL WORKING 
PRACTICES IN LINE WITH STAFFING HEATMAP 

Assessing the situation 

 The team /shift leader will assess the skill mix necessary to ensure safe delivery of 
care, minimise potential risk.  

 A concise assessment of workload, cohort of patients will be given to the Staffing 
Hub between 7am and 9pm, seven days a week, and to the on-call team during out 
of hours via the night sisters.  

 When the senior team have reviewed the situation and redeployed staff, the shift 
leader will prioritise the workload and patient dependency requirements with the 
staff and skill mix available. 

 Shift leader will delegate specific tasks to the most appropriately skilled member of 
staff. 

 Cohort high risk patients to one observable area  and a nominated person 
responsible for the area 

 The staffing hub will determine the RAG rating for each ward / department 
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WORKFORCE PRIORITISATION RELATING TO RAG 
RATING 

WORK LOAD PRIORITISATION CRITERIA – RED 
 

The following must be prioritised when the Ward / Department is identified to be at RED 

 Handover and safety huddles must continue 

 Administration of medications 

 Physiological observations based on the acuity of the patient (NEWS 2 policy 
to be maintained) 

 Blood glucose monitoring 

 Nutrition and hydration, including maintenance of fluid balance and food 
charts where required 

 Risk assessments to be completed within 24 hours of admission or arrival if 
transferred 

 Transfer documentation to be completed 

 Care must be evaluated and reported via documentation once per shift by a 
registered nurse, preceptee or nursing associate 

 Deprivation of Liberty Safeguards (DoLS) application to be completed 

 Associated best interest care plans to be completed (if patient subject to 
DoLS) 

 Reasonable Adjustment Care plans to be completed  

 End of life care planning to be updated at least daily 

 This is Me documentation to be completed 

 Ceiling of care documentation to be completed 

 Do Not Attempt Cardio Pulmonary Resuscitation (DBACPR) documentation to 
be completed 

 Other care plans to be updated weekly 

 The provision of basic personal hygiene is mandatory at all times, however 
full washes, baths, showers can be delayed in extreme pressures but should 
be provided when other priorities have been met. 

 Seek assistance from medical staff in relation to tasks that are extended 

 Medicines to be administered as prescribed. 

 Risk assessment reviews for low risk patients whose conditions have not 
changed can be deferred until other priorities have been met. 

 Beds do not need to be made 

 CD checks must be maintained 

 Daily resuscitation equipment checks must be maintained 

 Intentional rounding documentation does not need to be completed, however 
it is expected that delivery of care (including pressure area care) that is 
documented at least once per shift  
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 Daily Staffing information to be documented on the Ward Quality and Safety 
Board 

 Ward clerk to draw up with team /shift leader a brief bulletin for site co-
ordinator inquiries to reduce the trained staff being called to the phone 

 Incidents must be reported in the usual way via the electronic incident 
reporting system 

  

WORK LOAD PRIORITISATION CRITERIA – AMBER 

 
The following must be prioritised when the Ward / Department is identified to be 

at AMBER 

 Handover and safety huddles must continue 

 Administration of medications 

 Physiological observations based on the acuity of the patient (NEWS 

2 policy to be maintained) 

 Blood glucose monitoring 

 Nutrition and hydration, including maintenance of fluid balance and 

food charts where required 

 Risk assessments to be completed within 12 hours of admission or 

arrival if transferred 

 Transfer documentation to be completed 

 Care must be evaluated and reported via documentation once per 

shift by a registered nurse, preceptee or nursing associate. 

 Deprivation of Liberty Safeguards (DoLS) application to be 

completed 

 Associated best interest care plans to be completed (if patient 
subject to DoLS) 

 Reasonable Adjustment Care plans to be completed  

 End of life care planning to be updated at least daily 

 This is Me documentation to be completed 

 Ceiling of care documentation to be completed 

 Do Not Attempt Cardio Pulmonary Resuscitation (DBACPR) 

documentation to be completed 

 Care plans to be updated every two days (as directed) 

 The provision of basic personal hygiene is mandatory at all times, 
however full washes, baths, showers can be delayed in extreme 

pressures but should be provided when other priorities have been 
met. 

 Seek assistance from medical staff in relation to tasks that are 

extended 
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 Risk assessment reviews for low risk patients whose conditions 
have not changed can be deferred until other priorities have been 

met. 

 CD checks must be maintained 

 Daily resuscitation equipment checks must be maintained 

 Intentional rounding documentation must be completed every 4 
hours 

 Daily Staffing information to be documented on the Ward Quality 
and Safety Board 

 Ward clerk to draw up with team /shift leader a brief bulletin for 

patient inquiries to reduce the trained staff being called to the 
phone 

 Incidents must be reported in the usual way via the electronic 
incident reporting system 

 

WORK LOAD PRIORITISATION CRITERIA – GREEN 
 

It is expected that the usual standards will apply at all times when a ward or department is 

identified to be at GREEN. 

ADDITIONAL CONSIDERATIONS: ROLE SPECIFIC 
RESPONSIBILITIES 

Associate Nurse Director / Head of Midwifery / Matrons 

 Ensure that all shift leaders who will be in charge of a ward / department are 
capable of doing so. 

 Ensure that all shift leaders are aware of this guidance and associated 
procedures and know what is expected of them. 

Ward / clinical department managers (sister / charge nurses)  

 Ensure that the duty rota clearly identifies the nurse in charge of the shift for 
each shift 

Nurse in charge of a shift 

 Trust personnel, patients and their relatives (if present) should be able to clearly 
identify who is in overall charge of the ward / department for each shift, via the safety 
huddles, handover, and quality and safety board. 

 The shift leader will co-ordinate clinical care for all patients within the ward / 
department whilst also providing an overall management lead for their shift. 

 The Ward/Department manager (Sister/Charge Nurse) has 24 hr responsibility for the 
ward at all times.  

 Be responsible for assuring the standard of care provided to patients. 
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 Be the nominated individual in the event of patient concerns / complaints. 

 Be responsible for the smooth running of the shift, providing effective clinical 
leadership and supervision. 

 Be the nominated lead for the reporting adverse events. 

 Accurately declare the current and expected bed occupancy within their ward / 
department. 

 Out-of-hours ensure that they are aware of the reasons why a member of the medical 
team needs to be contacted and who this will be. 

 Ensure the daily recording of patient dependency scores have been completed in 
areas where applicable. 

 Speak to any member of staff regarding sickness and ascertain details regarding the 
potential period of absence and ensure that the appropriate shifts are covered. 

 Promote best practice and work towards improving clinical standards. 

At the beginning of a shift: 

 Ensure a Safety Briefing forms part of the overview of all patients’ current status 
within the clinical area is maintained to address any queries from visitors or enquires 
to the ward. 

 Allocate staff according to the patients’ requirements / needs and the skills and 
learning needs of all ward staff. 

 Allocate staff breaks ensuring the ward is adequately staffed at all times. 

 Ensure all staff have the appropriate support / supervision during the shift. 

 Update the patient location sheet / board, to provide an accurate list in he event of a 
fire etc. 

 Ensure that routine checking of essential equipment is carried out e.g. resuscitation 
trolley, controlled drugs etc. 

 Ensure that patients and their relatives are aware of who is in overall charge of the 
ward for their shift. This may be either from speaking to patients and relatives or by 
means of updating the patient information board if applicable. 

At the end of a shift: 

 Handover relevant patient information to the registered health professional in charge 
and the staff on the next shift. 

 Handover information any adverse incidents or complaints that may have occurred. 

 Sign the duty rota to confirm that the shifts were worked by the staff and that the 
hours were correct. This applies for regular and temporary bank  staff 

 Provide staff with the opportunity for reflection / clinical supervision where possible. 

Off duty administration and management  

 The Shift leader should ensure that duty rotas are checked to ensure staffing levels 
for the following shift are appropriately covered and make amendments accordingly. 

 On a day-to-day basis only the shift leader in charge of the shift, the ward manager 
or his / her deputy are able to make authorised changes to the duty rota. 

 All changes should be signed / initialled by shift leader regardless of the reason for 
the change on the copy of the authorised rota. 

6.3

Tab 6.3 Single Escalation Plan

113 of 272Public Board - 6 May 2020-06/05/20



 
 
 

COVID 19 PANDEMIC: MULTI-DISCIPLINARY STAFFING DEPLOYMENT AND 
WORKFORCE PRIORITISATION IN EXTREMIS GUIDANCE 

Page: Page 16 of 32 

Author: Deputy Chief Nurse Version: 7 

Date of Approval: tbc Date for Review: September 2020 

To Note: Printed documents may be out of date – check the intranet for the latest version. 

   
 

Identifying staffing level incidents 

 On identification of a staffing level incident, the nurse / midwife in charge of the shift 
should refer to Trust Incident and Investigations Policy clearly recording the actual 
effect to patient care and on staff 

 
ACTIONS TO TAKE WHEN CONSIDERING USE OF 

UNFUNDED ADDITIONAL CAPACITY 

A pandemic Staffing Hub has been developed which supports operational decisions to 

ensure safe staffing.  When staffing is suboptimal the Hub will assist the business groups to 

equalise staffing. 

The use of and authorisation of temporary staffing will follow the guidance set out in the 

Staffing in Extremis document (Appendix 3).  But for pandemic staffing the requirement to 

complete an SBAR and receive Executive sign off per shift is now not require to assist in 

pandemic extremis.  This was approved via WAG reporting to Gold Command to support 

safe staffing. 
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ASSOCIATED DOCUMENTS 

A1 Annex SOP 

Health Trust Europe Framework 

APPENDIX 
 

Appendix 1 Covid 19 Planning Model for Emergency and Acute Care 

COVID_19_Planning_
Model_CAG.pptx

 

Appendix 2 Shelford Nursing Tool (see below) 

 

LEVELS OF CARE DESCRIPTOR 

LEVEL 0 (Multiplier = 1.00*) 

 

Patient requires hospitalisation 

 

Needs met by provision of normal ward 

cares. 

Care requirements may include the following : 

• Elective medical or surgical admission 

• May have underlying medical condition requiring on-going treatment 

• Patients awaiting discharge 

• Post-operative / post-procedure care - observations recorded half 

hourly initially then 4-hourly 

• Regular observations 2 - 4 hourly 

• Early Warning Score is within normal threshold. 

• ECG monitoring 

• Fluid management 

• Oxygen therapy less than 35% 

• Patient controlled analgesia 

• Nerve block 

• Single chest drain 

• Confused patients not at risk 

• Patients requiring assistance with some activities of daily living, 

require the assistance of one person to mobilise, or experiences 

occasional incontinence 

 

LEVELS OF CARE DESCRIPTOR 

Level 1a (Multiplier =1.39* ) 

 

Acutely ill patients requiring 

intervention or those who are 

UNSTABLE with a GREATER 

POTENTIAL to deteriorate. 

Care requirements may include the following : 

• Increased level of observations and therapeutic interventions 

• Early Warning Score - trigger point reached and requiring escalation. 

• Post-operative care following complex surgery 

• Emergency admissions requiring immediate therapeutic intervention. 

• Instability requiring continual observation / invasive monitoring 

• Oxygen therapy greater than 35% + / - chest physiotherapy 2 - 6 

hourly 

• Arterial blood gas analysis – intermittent 

• Post 24 hours following insertion of tracheostomy, central lines, 

epidural or multiple chest or extra ventricular drains 

• Severe infection or sepsis 
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LEVELS OF CARE DESCRIPTOR 

Level 1b (Multiplier = 1.73*) 

 

Patients who are in a STABLE 

condition but are dependent on 

nursing care to meet most or all 

of the activities of daily living 

 

 

 

 

 

 

 

 

 

Level 1B (Multiplier = 1.73*) cont: 

Care requirements may include the following: 

• Complex wound management requiring more than one nurse 

or takes more than one hour to complete. 

• VAC therapy where ward-based nurses undertake the treatment 

• Patients with Spinal Instability / Spinal Cord Injury 

• Mobility or repositioning difficulties requiring the assistance of 

two people 

• Complex Intravenous Drug Regimes - (including those requiring prolonged 

preparatory / administration / post-administration care) 

• Patient and / or carers requiring enhanced psychological support owing to 

poor disease prognosis or clinical outcome 

• Patients on End of Life Care Pathway 

• Confused patients who are at risk or requiring constant supervision 

• Requires assistance with most or all activities of daily living 

• Potential for self-harm and requires constant observation 

• Facilitating a complex discharge where this is the responsibility of the 

ward-based nurse 

LEVELS OF CARE DESCRIPTOR 

Level 2 (Multiplier = 1.98*) 

 

May be managed within clearly 

identified, designated beds, 

resources with the required 

expertise and staffing level 

OR may require transfer to a 

dedicated Level 2 facility / unit 

Care requirements may include the following: 

• Deteriorating / compromised single organ system 

• Post-operative optimisation (pre-op invasive monitoring) / extended post-

op care. 

• Patients requiring non-invasive ventilation / respiratory support; 

CPAP / BiPAP in acute respiratory failure 

• First 24 hours following tracheostomy insertion 

• Requires a range of therapeutic interventions including: 

• Greater than 50% oxygen continuously 

• Continuous cardiac monitoring and invasive pressure monitoring 

• Drug Infusions requiring more intensive monitoring e.g. vasoactive 

drugs (amiodarone, inotropes, gtn) or potassium, magnesium 

• Pain management - intrathecal analgesia 

• CNS depression of airway and protective reflexes 

• Invasive neurological monitoring 
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* This multiplier allows 22% uplift for annual leave / study leave etc. 

Software is being developed that will allow this to be adjusted and will be added to this site when available 

 

 

 

Appendix 3 Staffing in Extremis 

Staffing in Extremis - 
January 2020 V23.docx

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

LEVELS OF CARE DESCRIPTOR 

Level 3 (Multiplier = 6.01*) 

 

 

Patients needing advanced 

respiratory support and / or 

therapeutic support of multiple 

organs 

Care requirements may include the following: 

• Monitoring and supportive therapy for compromised / collapse of two or 

more organ / systems 

• Respiratory or CNS depression / compromise requires 

mechanical / invasive ventilation 

• Invasive monitoring, vasoactive drugs, treatment of 

hypovolaemia / haemorrhage / sepsis or neuro protection 

6.3

Tab 6.3 Single Escalation Plan

117 of 272Public Board - 6 May 2020-06/05/20



 
 
 

COVID 19 PANDEMIC: MULTI-DISCIPLINARY STAFFING DEPLOYMENT AND 
WORKFORCE PRIORITISATION IN EXTREMIS GUIDANCE 

Page: Page 20 of 32 

Author: Deputy Chief Nurse Version: 7 

Date of Approval: tbc Date for Review: September 2020 

To Note: Printed documents may be out of date – check the intranet for the latest version. 

   
 

Appendix 4 Escalation Process for Unplanned Gaps In Nursing Rotas 

 

 

 

 

 

 

  

STEP 1 

Ward/Department level 

 Are you less than your agreed staffing levels on shift? 

 Do you have patient(s) that require 1:1 care but you are unable to allocate a nurse to support this? 

 Do you have concerns about providing safe care for patients with the current level of staffing based on 
acuity? 

IF THE ANSWER IS YES TO ANY OF THESE QUESTIONS : 

 Review the duty rota in relation to staff on annual leave, study leave, swapping shifts, supervisory status 
of the Ward/Unit Manager (if applicable). 

 Telephone staff off-duty and offer additional work to any member of staff who is part-time (eg less than 
37.5 hours) following discussion with the Matron/Associate Nurse Director. 

  

 IF STILL UNABLE TO ESTABLISH SAFE STAFFING LEVELS THEN ESCALATE TO STEP 2 

 

 STEP 2 

In hours 

 Escalate to Matron 

 Matron to consider re-deployment of staff within the division  

 If not resolved Matron to approve Ward/Department to put out NHSP shift to cover gap. 

 Matron will second tier authorise the shift. 

 If NHSP not available this will auto-cascade to first tier framework agencies. 
Out of hours 

 In hours Ward to escalate to their professional on-site bleep cover holder to consider re-deployment of 
staff within the business group. 

 If not resolved professional cover to approve Ward/Department to put out NHSP shift to cover gap. 

 Professional cover to bleep 1090 bleep holder to second tier authorise NHSP shift. 

 If NHSP not available this will auto-cascade to first tier framework agencies. 

  

 IF STILL UNABLE TO ESTABLISH SAFE STAFFING LEVELS THEN ESCALATE TO STEP 3 3 

 

 
STEP 3 

Use of off-framework agencies in hours and out of hours 

 Steps 1 and 2 to be completed 
 

In Hours  

 Matron to complete SBAR form and escalate to Associate Nurse Director . 

 Associate Nurse Director to contact Chief Nurse for approval. 
Out of Hours 

 1090 to complete SBAR form and escalate to the Senior Manager on call (SMOC). 

 SMOC to escalate to Executive on Call for approval. 
 

For both In and Out of Hours if shift filled the completed and authorised SBAR form must be emailed to the 

Chief Nurse and Business Group Associate Nurse Director within 24 hours. 
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Staffing Escalation SBAR 
SITUATION : 

 

Ward: 

 

Date, Shift and Band that require covering: 

 

Number of beds: 

 

Acuity and dependency score: 

 

Describe your concern, include Safety/Quality concern: 

 

BACKGROUND : 

 

Current problem: 

 

Reason for problem on shift: 

 

How long has the shift been out to the Hospital Nurse Bank: 

 

How long has the shift been out to Framework Agency: 

 

ASSESSMENT: 

 

My assessment of the situation is: 

 

Current concern: 

 

Describe actions have been taken to solve the current problem: 

 

RECOMMENDATION : 

 

Based on my assessment I request that you approve: 

 

Things to consider: 

 

Explain what you need: 

 

What you would like to happen: 

 

Make suggestion and clarify expectation: 
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Staffing Escalation SBAR (continued) 
 

AUTHORISATION PROCESS : 

 

1 

 

Name of person completing form: 

 

Title: 

 

Trust contact details: 

 

 

 

 

 

 

2 

 

Escalated to (SMOC or Associate Nurse Director): 

 

Name of SMOC or Associate Nurse Director: 

 

Trust contact details: 

 

Date:        Time: 

 

 

 

 

 

 

 

3 

 

Escalated to (Executive Director): 

 

Name of Executive Director: 

 

Trust contact details: 

 

Date:        Time: 
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Appendix 5 Staffing Heatmap - example 
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Appendix 6  Command & Control Structure 
 

GOLD COMMAND STANDARD OPERATING PROCEDURE 

 

COVID19 RESPONSE 

 

MARCH 2020 
 

1. Purpose 
 

This Standard Operating Procedures (SOP) has been collated to support the effective operation of the Gold 

Command within Stockport NHS Foundation Trust, to ensure at all times the organisation is able to meet the key 

Gold Command objectives of; 

 

 Identifying risk to safety of patients, visitors and staff 

 Ensuring local implementation of national, regional and locality guidelines and standards 

 Identifying novel ways of working which will sustain as new Business as Usual to support rapid recovery 
 

2. Delivery 
 

a) Gold Command  
 

- Gold Command Meetings to be held daily at 8am and 4pm, 7 days per week – unless heightened 
escalation requires more frequent meetings. 
 

- Gold Command Meetings will be held in the Committee Room, Oak House.  These meetings will last 
approximately 15 Minutes.  Members will either be present or will ring in Via 0800 032 8069 (Chair code 
60 63 36 64#, Participant code 25 94 58 31#) 
 

- To be chaired by Gold Commander (Execs excluding CAG and WAG leads, operating a seven day 4 + 3 
Rota with effect from 27th March 2020). 

 

- Membership; 
o Gold Commander 
o 1 representative only from each of 7 Silver Command (Medicine, Surgery, 

Women/Children/Diagnostics, Estates/Facilities, Corporate, Emergency Department, Integrated 
Care) 

o 1 representative only from Clinical Advisory Group (CAG) 
o 1 representative only from Workforce Advisory Group (WAG) 
o 1 representative only from EPRR (act as loggist) 
o 1 representative only from communications 

 

 

- At each Gold Command meeting every Business Group to provide a short exception report and risk 
escalation from their Silver Command meeting. 
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- Summary Action Log to be updated immediately following the meeting and a copy circulated to all Silver 
Commands and Execs via email. Action logs also saved: J:\Coronavirus Coordination Hub\Action Plan – 
Gold. 
 

- Operational issues related to COVID 19 to be identified for national exception reporting (at 8am meeting 
daily). 

 

 

b) Silver Command  

 

- Each Business Group to hold a daily Silver Command meeting by 9:30am to discuss escalation and risks 
from Bronze Commands (individual services).  Loggist to collate actions and submit a copy to COVID Hub 
by email (covid19@stockport.nhs.uk) by mid-day.  Silver Command to utilise ‘Joint-decision model’ (see 
below) to support decision-making. A worked example is provided in Appendix 1. 
 

 
 

- Each Silver Command to establish a single centralised email address to receive Trust high priority 
communications. 
 

- Each Silver Command to establish a 7- day rota with effect from 27th March 2020. 
 

- Each Silver Command to collate and report a daily Sitrrep of staff sickness levels by 10:30am, to be sent 
to Informatics for national submission. 
 

c) Silver Tactical Co-ordination Group 

 

- All Silver Commanders to meet at 3pm daily as Silver Tactical Coordination Group (as a virtual meeting) 
to discuss concerns raised through individual Silver Command Meetings and resolve where possible. 
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Outstanding issues to be raised at Gold Command Meeting at 4pm daily via exception reporting.  These 
meetings will be chaired by one of the EPRR Team. 

 

 

 

3. Summary Reporting Process 
 

The flow chart below summarises the reporting arrangements with effect from 27th March 2020: 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DAILY GOLD COMMAND MEETING 

- 8am and 4pm (M-F) 8am and 4 pm (Sat, Sun) 
 

- Membership:  
Gold commander 

1 rep only from each Silver command 

1 from CAG 

1 from WAG 

1 from Comms  

1 from EPRR (also acts as loggist) 

 

Log circulate to Silver Commands and Execs following meeting 

DAILY SILVER COMMAND REQUIREMENTS 

- To take place by 9:30am 7 days a week 
 

- Reporting: 
Sitrep of each bronze command and collation of risks for escalation submitted 

by mid-day 

Use ‘Joint-decision model to aid decision-making 

 

Sitrep of staffing sickness to be submitted to information by no later than 

10:30am. 

 

 

 

DAILY SILVER TACTICAL CO-ORDINATION GROUP 

 

- 3pm Daily  
 

- Membership:  
 

1 rep from each Silver Command 

 

Meetings to be virtual.  

Issues from Silver Commands not resolved to be escalated to Gold Command 

via Exception Reports. 
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4. Partnership Working 
 

During the Pandemic, it is vital that the organisation remains in close communication with partner agencies 

across Stockport as well as with Partners at a regional-level across Greater Manchester and nationally. 

 

Appendix 2 details the schedule of teleconferences and the required participants from the organization as well 

as the organisational arrangements for communication of key messages following each call. 

 

 

Appendix 7  Worked example of use of Joint-decision model framework 

 

“D4 full of COVID patients, decision required regarding opening additional capacity” 

Key Step Action  

 

 

 

 

Working 

together 

 

Saving 

lives 

 

Reducing 

Harm 

1. Gather 
information and 
Intelligence 

- Collate numbers of COVID 
positive patients current and 
expected 

- Implications of not opening 
additional capacity in next 12/24 
hrs. 

- Understand required staffing for 
additional ward (D2) 

- Collate supplies requirements 
for liaison with procurement 

- Consider implications for patient 
flow 

2. Assess risks and 
develop a working 
strategy 

- Key risks of continuing with 
status quo 

- Key risks of opening additional 
capacity 

- Is there a preferred option 

3. Consider Powers, 
Policies, 
Procedures 

- Who needs to review preferred 
option and authorise? 

- What policies and procedures 
need to be amended as a result 
of implementing preferred 
option? 

- How will changes be 
communicated more widely? 

4. Identify options 
and contingencies 

- Work up preferred option for 
authorisation 

- Identify risk mitigations for 
identified key risks 

5. Take action and 
review  

- Implement preferred option 
- Identify any unexpected impact 

and risks for escalation 

 

 

 

6.3

Tab 6.3 Single Escalation Plan

125 of 272Public Board - 6 May 2020-06/05/20



 
 
 

COVID 19 PANDEMIC: MULTI-DISCIPLINARY STAFFING DEPLOYMENT AND 
WORKFORCE PRIORITISATION IN EXTREMIS GUIDANCE 

Page: Page 28 of 32 

Author: Deputy Chief Nurse Version: 7 

Date of Approval: tbc Date for Review: September 2020 

To Note: Printed documents may be out of date – check the intranet for the latest version. 

   
 

 

Appendix 8 Schedule of System Teleconferences 

 

 

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

08:00 Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

08:30

09:00

09:30 All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

All Business Group 

Silver Command

10:00

10:30 Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

Stockport Health 

and Social Care 

Tactical Group

11:00 National System 

Covid 19 Meeting

11:30

12:00 Chief Executive 

Meeting

12:30

13:00

13:30

14:00

Stockport Whole 

System Call

Stockport Whole 

System Call

Stockport Whole 

System Call

15:00

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

Silver Leads 

Command Meeting

16:00 Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

Gold Command 

Meeting (AM)

17:00
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MONITORING TEMPLATE FOR TRUST APPROVED DOCUMENTS 
 

 
CQC Regulated 

Activities 

Process for 

monitoring e.g. 

audit 

Responsible 

individual/ group/ 

committee 

Frequency of 

monitoring 

Responsible 

individual/group/ 

committee for 

review of results 

Responsible 

individual/group/ 

committee for 

development of 

action plan 

Responsible 

individual/group/ 

committee for 

monitoring action 

plan and 

implementation 

12, 13,17 Audit of the 

documented 

process when 

at Red, 

Amber, Green 

People and 

Performance 

Committee 

 

Once per month Workforce 

Advisory Group  

Workforce Advisory 

Group 

People and 

Performance 

Committee 

 

 

EQUALITY IMPACT ASSESSMENT 
 

Office Use Only 

   

 

 

 

 

Equality Impact Assessment – Policies, SOP’s and Services not undergoing re-design 
 

 

1 Name of the 

Policy/SOP/Service 

Policy on the development of procedural documents (policy on policies) 

2 Department/Business 

Group 

Corporate 

3 Details of the Person 

responsible for the EIA 

 

Name: 

Job Title: 

Contact 

Details: 

 

Deputy Chief Nurse 

4 What are the main aims 

and objectives of the 

Policy/SOP/Service? 

The main purpose of this policy is to regulate the development, 

approval, publication and maintenance of Trust documents to ensure a 

consistent look and feel for Strategies, Policies, Procedures and 

Guidelines.  
 

 

For the following question, please use the EIA Guidance document for reference: 

 
 

Submission Date:  

Approved By:  

Full EIA needed: Yes/No 
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5 

 

 

A) IMPACT 

 

Is the policy/SOP/Service likely to have a 

differential impact on any of the 

protected characteristics below?   

Please state whether it is positive or 

negative. What data do you have to 

evidence this? 

 

Consider: 

 What does existing evidence show? E.g. 
consultations, demographic data, 
questionnaires, equality monitoring data, 
analysis of complaints. 

 Are all people from the protected 
characteristics equally accessing the 
service? 

B) MITIGATION 

 

Can any potential negative impact be 

justified? If not, how will you mitigate 

any negative impacts? 

 

 Think about reasonable adjustment 
and/or positive action 

 Consider how you would measure 
and monitor the impact going forward 
e.g. equality monitoring data, 
analysis of complaints. 

 Assign a responsible lead.  

 Produce action plan if further 
data/evidence needed 

 Re-visit after the designated time 
period to check for improvement. 

Lead 

Age 

 

 

No   

Carers  

 

No  

 

 

 

Disability 

 

No   

Race / 

Ethnicity 

No 

 

  

Gender  No 

 

  

Gender 

Reassignment  

No 

 

 

 

 

 

Marriage & 

Civil 

Partnership 

No 

 

  

Pregnancy & 

Maternity 

No 

 

  

Religion & 

Belief 

No 

 

  

Sexual 

Orientation 

No 

 

  

General 

Comments 

across all 

None  
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equality 

strands 

 

 

  Action Plan 

 

  What actions have been identified to ensure equal access and fairness for all . 

 

Action  Lead   Timescales  Review &Comments  

    

    

    

 
 

EIA Sign-Off Your completed EIA should be sent to Aneela Hussein, Equality, Diversity & 

Inclusion Manager for approval: 

 

aneela.hussein@stockport.nhs.uk 

 

0161 419 4784 
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DOCUMENT INFORMATION  
 

Item Value 

Type of Document  Guideline 

Title COVID 19 PANDEMIC: MULTI-DISCIPLINARY STAFFING 

DEPLOYMENT AND WORKFORCE PRIORITISATION IN EXTREMIS 

GUIDANCE 

Published Version Number   

Publication Date  

Review Date  

Author’s Name + Job Title  

CQC Standard Measure  Outcome 13 - Staffing 

Consultation Body/ Person  

Consultation Date  

Approval Body  

Approval Date  

Author Contact  

Librarian  

Division  

Specialty (if local procedural 

document)  

 

Ward/Department (if local procedural 

document) 

 

Readership (Clinical Staff, all staff)   

Information Governance Class 

(Restricted or unrestricted) 

 

Key Words for Search Engine  

Audit registered in the audit dept by: 

High risk = 1 Annually  

Medium = every 2 years 

Low risk= every 3 years 
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Report to: Board of Directors Date: 6th May 2020 

Subject: Integrated Performance Report – Annual Review of Performance 

Report of: Director of Strategy & Planning Prepared by: 
J Pemrick, Head of 
Performance 

 

 

REPORT FOR NOTING 
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 

This paper serves to update the Board on the year end 
performance of the key standards, in particular where 
performance has been significantly below the National 
standard or the local improvement trajectories that were 
developed and agreed with NHSi have not been achieved. 
 
The financial challenges are detailed in a separate finance 
report. 
 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments:  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance 

Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. Introduction 

1.1 

 

 

 

This paper serves to update the Board on the year end performance of the key standards, in 

particular where performance has been significantly below the National standard or the local 

improvement trajectories that were developed and agreed with NHSi have not been achieved. 

2. Operational Metrics 

2.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cancer 62 day Referral to Treatment Standard 

The Trust last achieved the 85% national referral to treatment standard back in April 2019.  

An improvement trajectory was developed and agreed with NHSi for 2019/20 which was 

achieved throughout Q1 and again in the month of September. Since that time performance 

has been significantly below trajectory. 

 

Cancer 62day RTT (85% standard) 

 

Challenges to delivering the cancer target this year have not been confined to Stockport, with 

deteriorating performances seen across many provider Trusts and at an aggregated GM level 

as shown below: 

 

 

Issues affecting the cancer pathway during the year included: 

 Pathology capacity affecting histology reporting times.  

 CT capacity – reliant on increasing number of on-site van days to meet demand until 

additional scanners in situ. 

 Endoscopy capacity – reliant on insourcing and additional lists until 4th room is 

operational 

 Loss of Breast activity – historically performed well against the 62 day standard 

 12% increase in 2 week wait suspected cancer referrals to month 11, which followed 

the 21.8% increase seen in 2018/19. 

 Consultant administrative time within the colorectal service to review and step 

patients off the cancer. To the end of month 11, 66% of all GP referrals into the 

colorectal service were on a 2 week wait suspected cancer pathway. 

 Robotic capacity for major Urology cancer cases 

 Delay in receiving GM monies to help implement straight to test pathways in 

colorectal, urology and lung. 

 Waiting times for diagnostic tests performed at other sites eg PET, EBUS.  

Most of the issues described above still persist and therefore the 62 day cancer pathway will 

remain challenged in the coming year. 
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On top of this the COVID pandemic has affected the vast majority of elective activity, including 

cancer. Whilst alternative models of care are being deployed eg telephone appointments, 

video conferencing and the use of the Independent Sector for clinically appropriate surgical 

cases, there are a significant number of patients essentially paused on their cancer pathway 

which will lead to much longer waits for diagnostics and treatment over the coming months. 

Clinical review of all patients on the cancer pathway is taking place to ensure patients are 

managed safely and in line with the published National guidance. Alternative management 

plans are being instituted where possible.  

A surge in suspected cancer referrals is also anticipated as part of the COVID recovery plan. 

 

18 Week Referral to Treatment Standard: Incomplete 92% standard and Waiting List Size 

An improvement trajectory was developed and agreed with NHSi for 2019/20 which was 

achieved throughout Q1 for waiting list size reduction.  

 

RTT Waiting List Size (Target: 22345 -March 2018 baseline) 

 

The improvement trajectory for the 92% Incomplete standard was only achieved in May, with 

a deteriorating trend from there on in. 

 

RTT Incomplete Standard (92%) 

 

 

 

Issues affecting RTT performance during the year included: 

 Lack of elective activity. Significantly behind plan in key RTT specialties leading to 

an increased number of patients waiting beyond 18 weeks for treatment 

 Although there was no significant increase in GP referrals at aggregate level (2.6% 

to month 11 excluding Breast) at specialty level there was specific areas of 

challenge eg 33% increase in Oral Surgery referrals 

 Breast services transferred to MFT at the end of Q2 – historically performed well 

against the 92% incomplete standard  

 East Cheshire services closing impacted on Oral Surgery, Orthodontics and 

Rheumatology capacity. This resulted in the Orthodontic service closing to new  
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referrals in year leaving just very long waiting cases on the PTL 

 Data quality exercise impacting the denominator 

 Diagnostic capacity – longer waits for routine cases as 2ww cases prioritised 

 Overdue Endoscopy surveillance cases re-starting an 18 week pathway 

The COVID-19 pandemic has initially resulted in an acute reduction of GP referrals and the 

cessation of the vast majority of elective work.  The short term effect on RTT will be a 

reduction in waiting list size and a deterioration in the % of incomplete pathways waiting less 

than 18 weeks. 

Whilst Trust level recovery plans are being developed, operationally actions are focusing on: 

 Readying the PTL by ensuring thorough validation of all patients including looking at 

those awaiting Consultant reviews and ensuring next-step plans are in place. 

 Implementing as standard the new OP ways of working eg project plan to roll out 

video-conferencing, pathway redesign to support more ‘one-stop’ service delivery to 

minimise number of attendances to site. 

 

6 week Diagnostic Standard 

During Q12019/20 the issues affecting the diagnostic standard were a combination of 

Echocardiography capacity and the fragility of the two CT scanners which both failed during 

this time period. 

Although the risk associated with the CT scanners remained, the reason for the significant 

deterioration in performance since Q2 is the backlog of surveillance patients in Endoscopy. 

 

6 week Diagnostic Standard (1%) 

 

 

Despite a recovery plan being developed and starting to improve the position in February, the 

impact of COVID-19 on Endoscopy activity has been significant with National Clinical guidance 

being to avoid this type of diagnostic procedure. 

The overall Trust diagnostic position will be severely affected by the impact of COVID and 

recovery plans will need to be developed in-line with the overall Trust recovery plan. 

 

A&E 4hr Standard 

The Trust did not achieve the agreed improvement trajectory for A&E in any month this year. 
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A&E 4hr Standard (95%) 

 

 

As the Board is aware, a detailed ED improvement plan has been developed and is monitored 

on a weekly basis. This work will also affect performance against the A&E suite of supporting 

metrics eg Longer length of stay, DTOC, MOAT etc 

 

Clinical Correspondence 

Good progress was made against the clinical correspondence target in Q1, leading to 

achievement throughout each month of Q2. Subsequently performance began to deteriorate 

with a significant downward trend in Q4. 

 
Clinical Correspondence Turnaround Time within 7 days (Target 95%) 

 
 

It has been agreed by the Executive Team that this function will be centralised to provide 

resilience so that improvements put in place in early 2020/21 can be sustained. 

 

It should be noted that at the time of writing, due to the reduction in elective activity there is 

no backlog of letters waiting typing within the Trust. The longest wait in any service is 

currently 2 days. Aprils’ performance against the standard will therefore reflect this backlog 

clearance. 

 

3.0 

 

 

 

 

 

 

 

 

 

 

 

Workforce Metrics 

Challenges within the workforce metrics this year include Sickness Absence, Appraisal rate 

(non-medical) and turnover. 

 
Sickness Absence rate (target <3.5%)  
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The sickness absence has been consistently above target all year, exacerbated in March due 

to COVID-19. 

 
Appraisal Rate – Non-Medical ( target >95%) 

 
 

The appraisal rate has remained fairly static all year with March reflecting the impact of 

COVID on staff availability. 
 

 

Workforce Turnover (target <13.94%) 

 
 

Workforce turnover increased during Q1&Q2 and has subsequently plateaued. 

 

 

On a positive note the Trust achieved the 80% Flu vaccination target, has continuously met 

the statutory and mandatory training target since May and ended the year within the agency 

ceiling. 

 
 Flu vaccination uptake (target 80%) 

 

 
 

 
Statutory & Mandatory Training (target 90%) 
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7.0 

 

 

 

 

 
Agency Spend – Distance from Ceiling (target <3%) 

 

 
 

Quality Metrics 

Performance against the suite of quality metrics is discussed at the Quality Committee. 

 

It is worthy of note though that performance against the 45 day complaints response reached 

100% in February and remained above target in March. 

 
Complaints response rate -45 days (target >95%) 

 

 
 

Finance Metrics 

Key performance issues relating to the financial metrics are detailed in a separate finance 

paper. The Board are asked to refer to this separate report. 

 

Annual Review of IPR Metrics 

The Board is advised that the Executive Team will undertake the annual review of the current 

metrics reported within the IPR in-line with National and local guidance and will inform the 

Board accordingly. 

 

Recommendations 

The Board is asked to note the contents of the paper and the size of the challenge associated 

with the operational recovery plans which will be developed in response to COVID-19. 
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Attachments:

Prepared 

by:
B.I. and Performance Teams

Summary of Report

This subject has previously been 

reported to:

Trust Board 06 May 2020Date:Report To:

Subject: Integrated Performance Report

REPORT FOR ASSURANCE

The Board is asked to note the performance against the reported 

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

month.

NB) In line with national, regional and local decisions, data collection for 

some metrics ceased in March to allow staff to respond to COVID-19.

Director of Strategy & Planning

Corporate 

Objective Ref:

Board 

Assurance 

Framework 

Ref:

CQC 

Registration 

Standards Ref:

Equality 

Impact 

Assessment:

Report of:

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Board of Directors 

 Council of Governor 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 PP Committee 

 SD Committee 

 Charitable Funds Committee 

 Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

 Other 

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

6a 

SO2, SO3, 
SO5, SO6 

  10, 12, 17 & 
18 
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The Board report layout consists of three sections:

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

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

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

Framework indicators as monitored by NHS Improvement.

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

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

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

detailed information for each indicator can be located.

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

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

Introduction 
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Please note, for indicators that have an asterix attached to their target, the PAT rating applies to the current YTD value, not the in-month value

The following chart types are in use throughout the report:

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

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

the target "safe-zone".

Where applicable, quarterly performance is indicated as coloured columns 

behind the main trend line.

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

information on indicator counts and totals.

Chart Summary 

Performance PAT Rating 
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Domain Summary

0 0 # 0 0

# 0 1 0 1
# 0 # 1 0

# 1 # 0 0

# 1 # 0
1 # 0

#

#

#

#
  

  

Sickness Absence: 
Monthly Rate (UoR) 

Workforce Turnover 
(UoR) 

I&E Position 

  

RTT: Incomplete 
Pathways 

Diagnostics: 6 
Week Standard 

Dementia: Finding 
Question 

Cancer: 62 Day 
Standard 

Patient Safety 
Alerts 

Friends & Family: 
Maternity 

Friends & Family: 
Inpatient 

Friends & Family: 
A&E 

DSSA (mixed sex) 

Patient Safety 
Incident Rate 

Never Events 

SHMI Mortality 
Ratio 

HSMR Mortality 
Ratio 

Emergency C-
Section Rate 

VTE Risk 
Assessment 

MSSA Infection 
Rate 

MRSA Infection 
Rate 

E.Coli Infection 
Rate 

C.Diff Infection Rate 

Metrics changing from red to green 
in month:  
Stranded Patient Count 
Flu Vaccinations 
 
Metrics changing from green to red 
in month: 
Daycase Income v plan 
Appraisal rate - Medical staff 
 
 
 
It should be noted that the COVID-
19 pandemic significantly impacted 
performance against many 
standards in March.  

Key Changes to the indicators in 
this period are: 

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

Costs 
C.Diff Infection 
Count (lapses) 

1 10 7 3 15 3 13 3 2 5 15 5 7 8 11 

Performance 

Indicators 

Page 1 of 72

6.4

T
ab 6.4.2 Integrated P

erform
ance R

eport

142 of 272
P

ublic B
oard - 6 M

ay 2020-06/05/20



Print Pages

3

I M S W

Chief Operating Officer
 

Diagnostics: 6 Week Standard Responsive Mar-20 <= 1% 14.5% 7.1% ∆ 14

Cancer: 62 Day Standard Responsive Mar-20 >= 85.9% 77.6% 73.6% ∆ 14

Cancer: 104 Day Breaches Responsive Feb-20 <= 0 5.0 53.0 ∆ 15

Referral to Treatment: Incomplete Pathways Responsive Mar-20 >= 90% 75.6% 80.7% ∆ 15

Referral to Treatment: Incomplete Waiting List Size Responsive Mar-20 <= 22137 24662 ∆ 16

Clinical Correspondence Safe Mar-20 >= 95% 51.4% 79.9% ∆ 16

Outpatient Hospital Cancellation Rate (UoR) Responsive Mar-20 <= 9% 17.9% 11.0% ∆ 17

Outpatient DNA rate (UoR) Effective Mar-20 <= 7.4% 8.1% 7.1% ∆ 17

Outpatient Clinic Utilisation (UoR) Effective Mar-20 >= 90% 72.9% 84.2% ∆ 18

Outpatient New to Follow-up Ratio (UoR) Effective Mar-20 <= 1.77 1.91 2.14 ∆ 18

Theatres: Delivered Sessions vs. Plan Effective Mar-20 >= 100% 62.2% 89.9% ∆ 19

Theatres: Overall Touch-time Utilisation (UoR) Effective Mar-20 >= 85% 79.2% 80.9% ∆ 19

Theatres: In-Session Touch-time Utilisation (UoR) Effective Mar-20 >= 85% 70.6% ∆ 20

Forecast 

Risk
Page 

Report 

Month

Executive Summary

Target
BG PAT

YTDActualIndicator Direction
PAT 

Rating
Domain

* Target/performance applies to the cumulative YTD value, not the in-month value Page 2 of 72
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I M S W

Chief Operating Officer

Elective Day Case Activity vs. Plan Responsive Mar-20 >= 0% -2.9% -2.9% ∆ 20

Elective Day Case Income vs. Plan Responsive Mar-20 >= 0% -0.2% -0.2% ∆ 21

Elective Inpatient Activity vs. Plan Responsive Mar-20 >= 0% -7.5% -7.5% ∆ 21

Elective Inpatient Income vs. Plan Responsive Mar-20 >= 0% -4.9% -4.9% ∆ 22

Outpatient Activity vs. Plan Responsive Mar-20 >= 0% -2.7% -2.7% ∆ 22

Outpatient Income vs. Plan Responsive Mar-20 >= 0% -2.4% -2.4% ∆ 23

Length of Stay: Non-Elective (UoR) Effective Mar-20 <= 9 13.28 11.29 ∆ 23

Length of Stay: Elective (UoR) Effective Mar-20 <= 2.6 2.48 2.43 ∆ 24

Stranded Patient Count (UoR) Effective Mar-20 <= 260 202 ∆ 24

Super-Stranded Patient Count (UoR) Effective Mar-20 <= 94 97 ∆ 25

Delayed Transfers of Care (DTOC) (UoR) Effective Mar-20 <= 3.3% 7.1% 4.8% ∆ 25

Medical Optimised Awaiting Transfer (MOAT) Effective Mar-20 <= 40 102 1007 ∆ 26

Discharges by Midday Effective Mar-20 >= 33% 16.8% 15.3% ∆ 26

Forecast 

Risk

PAT 

Rating
Direction

Report 

Month
Page 

BG PAT
YTD

Executive Summary

Indicator Domain Target Actual

* Target/performance applies to the cumulative YTD value, not the in-month value Page 3 of 72
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I M S W

Chief Operating Officer

A&E: Overnight Breaches Effective Mar-20 1012 ∆ 27

A&E: 4hr Standard Responsive Mar-20 >= 80% 72.3% 68.7% ∆ 27

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Forecast 

Risk

Report 

Month
Actual

PAT 

Rating
Direction

BG PAT
YTD Page Indicator Domain Target

Executive Summary

* Target/performance applies to the cumulative YTD value, not the in-month value Page 4 of 72
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Print Pages

2

I M S W

Medical Director

A&E: 12hr Trolley Wait Responsive Mar-20 <= 0 17 751 ∆ 28

Emergency Readmission Rate (UoR) Effective Jan-20 <= 7.9% 8.1% 8.5% ∆ 28

Diabetes Reviews Caring Dec-19 >= 90% 89.3% 84.2% ∆ 29

VTE Risk Assessment Safe Dec-19 >= 95% 97.6% 97.4% ∆ 29

Sepsis: Timely Identification Safe Feb-20 81.0% 76.1% ∆ 30

Sepsis: Timely Treatment Safe Feb-20 >= 90% 42.9% 41.3% ∆ 30

Medication Errors: Rate Safe Mar-20 2.02 ∆ 31

Discharge Summaries Safe Mar-20 >= 95% 91.4% 91.5% ∆ 31

Mortality: Deaths in ED or as Inpatient Effective Mar-20 146 1457 ∆ 32

Mortality: Case Note Review Rate Effective Mar-20 30.1% 30.7% ∆ 32

Mortality: Specialist Palliative Care Length of Stay Caring Mar-20 20.35 22.48 ∆ 33

Mortality: HSMR Effective Jan-20 <= 1 1.02 ∆ 33

Mortality: SHMI Effective Oct-19 <= 1 0.99 ∆ 34

Direction
Forecast 

Risk

Report 

Month

BG PAT
YTD Page 

Executive Summary

Indicator Domain Target Actual
PAT 

Rating

* Target/performance applies to the cumulative YTD value, not the in-month value Page 5 of 72
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I M S W

Medical Director

Never Event: Incidence Effective Mar-20 <= 0 0 2 ∆ 34

Duty of Candour Breaches Effective Mar-20 0 2 ∆ 35

Serious Incidents: STEIS Reportable Responsive Mar-20 26 276 ∆ 35

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Page 
Forecast 

Risk
Direction

BG PAT
YTD

Report 

Month
Indicator Domain Target

PAT 

Rating
Actual

Executive Summary

* Target/performance applies to the cumulative YTD value, not the in-month value Page 6 of 72
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Print Pages

4

I M S W

Chief Nurse & Director of Quality Governance

C.Diff Infection Rate Safe Feb-20 27.07 22.61 ∆ 36

C.Diff Infection Count Safe Feb-20 <= 46 * 5 54 ∆ 36

MRSA Infection Rate Safe Feb-20 0.00 0.00 ∆ 37

MSSA Infection Rate Safe Feb-20 7.12 6.09 ∆ 37

E.Coli Infection Rate Safe Feb-20 22.80 21.38 ∆ 38

E.Coli Infection Count Safe Feb-20 5 45 ∆ 38

Falls: Total Incidence of Inpatient Falls Safe Mar-20 <= 1100 * 77 988 ∆ 39

Falls: Causing Moderate Harm and Above Safe Mar-20 <= 26 * 2 29 ∆ 39

Pressure Ulcers: Hospital, Category 2 Safe Feb-20 <= 85 * 9 95 ∆ 40

Pressure Ulcers: Hospital, Category 3 Safe Feb-20 <= 20 * 0 9 ∆ 40

Pressure Ulcers: Hospital, Category 4 Safe Feb-20 <= 2 * 0 2 ∆ 41

Pressure Ulcers: Community, Category 2 Safe Feb-20 <= 176 * 12 120 ∆ 41

Pressure Ulcers: Community, Category 3 Safe Feb-20 <= 42 * 2 23 ∆ 42

Page 
Forecast 

Risk
Actual

PAT 

Rating
Direction

BG PAT
YTD

Report 

Month

Executive Summary

Indicator Domain Target

* Target/performance applies to the cumulative YTD value, not the in-month value Page 7 of 72
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I M S W

Chief Nurse & Director of Quality Governance

Pressure Ulcers: Community, Category 4 Safe Feb-20 <= 8 * 1 9 ∆ 42

Pressure Ulcers: Device Related, Category 2 Safe Feb-20 <= 30 * 3 29 ∆ 43

Pressure Ulcers: Device Related, Category 3 Safe Feb-20 <= 7 * 1 4 ∆ 43

Pressure Ulcers: Device Related, Category 4 Safe Feb-20 <= 0 * 0 1 ∆ 44

Safety Thermometer: Hospital Safe Mar-20 >= 95% 95.7% 96.2% ∆ 44

Safety Thermometer: Community Safe Mar-20 >= 95% 97.1% 97.0% ∆ 45

Patient Safety Incident Rate Effective Mar-20 59.65 ∆ 45

Patient Safety Alerts: Completion Caring Mar-20 >= 100% 95.0% 86.0% ∆ 46

Emergency C-Section Rate Effective Mar-20 <= 15.4% 16.3% 17.4% ∆ 46

Term Babies Admitted to the Neonatal Unit Effective Mar-20 <= 5 2 ∆ 47

Dementia: Finding Question Responsive Feb-20 >= 90% 94.8% 95.7% ∆ 47

Dementia: Assessment Responsive Feb-20 >= 90% 100.0% 99.6% ∆ 48

Dementia: Referral Responsive Feb-20 >= 90% 100.0% 100.0% ∆ 48

Page 
Forecast 

Risk
YTDDirection

BG PAT

Executive Summary

Indicator Domain Target
Report 

Month
Actual

PAT 

Rating

* Target/performance applies to the cumulative YTD value, not the in-month value Page 8 of 72
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I M S W

Chief Nurse & Director of Quality Governance

Friends & Family Test: Response Rate Caring Feb-20 22.8% 21.8% ∆ 49

Friends & Family Test: Inpatient Caring Feb-20 94.4% 94.8% ∆ 49

Friends & Family Test: A&E Caring Feb-20 84.4% 86.0% ∆ 50

Friends & Family Test: Maternity Caring Feb-20 97.6% 96.3% ∆ 50

DSSA (mixed sex) Caring Feb-20 <= 0 0 20 ∆ 51

Learning Disability: Adjusted Care Plans Caring Dec-19 >= 100% 75.8% ∆ 51

Compliments Caring Mar-20 120 2023 ∆ 52

Complaints Rate Caring Mar-20 0.2% 0.6% ∆ 52

Complaints: Response Rate 45 Caring Mar-20 >= 95% 95.2% 71.1% ∆ 53

Complaints: Parliamentary &  Health  Service  

Ombudsman Cases
Caring Mar-20 0 5 ∆ 53

Complaints Closed: Overall Caring Mar-20 21 433 ∆ 54

Complaints Closed: Upheld Caring Mar-20 5 67 ∆ 54

Complaints Closed: Partially Upheld Caring Mar-20 4 203 ∆ 55

Page 
Forecast 

Risk

BG PAT
YTDDirection

Report 

Month

Executive Summary

Indicator Domain Target Actual
PAT 

Rating

* Target/performance applies to the cumulative YTD value, not the in-month value Page 9 of 72
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I M S W

Chief Nurse & Director of Quality Governance

Complaints Closed: Not Upheld Caring Mar-20 12 164 ∆ 55

Litigation: Claims Opened Responsive Mar-20 6 82 ∆ 56

Litigation: Claims Closed Responsive Mar-20 3 41 ∆ 56

Referral to Treatment: 52 Week Breaches Responsive Mar-20 <= 0 5 54 ∆ 57

∆

∆

∆

∆

∆

∆

∆

∆

∆

Page 
Forecast 

Risk

Report 

Month

PAT 

Rating
Direction

BG PAT
YTD

Executive Summary

Indicator Domain Target Actual

* Target/performance applies to the cumulative YTD value, not the in-month value Page 10 of 72
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Print Pages

1

I M S W

Director of Finance

Financial Controls: I&E Position
Well-Led / 

Efficient
Mar-20 <= 0% -172.7% ∆ 57

Cash
Well-Led / 

Efficient
Mar-20 <= 0% -42.6% ∆ 58

CIP Cumulative Achievement
Well-Led / 

Efficient
Mar-20 >= 0% -5.0% ∆ 58

Capital Expenditure
Well-Led / 

Efficient
Mar-20 +/- 10% -26.5% ∆ 59

Financial Use of Resources
Well-Led / 

Efficient
Mar-20 <= 3 3 ∆ 59

∆

∆

∆

∆

∆

∆

∆

∆

Page 
PAT 

Rating
Direction

BG PAT
YTD

Forecast 

Risk

Report 

Month
Actual

Executive Summary

Indicator Domain Target

* Target/performance applies to the cumulative YTD value, not the in-month value Page 11 of 72
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Print Pages

2

I M S W

Director of Workforce & Organisational Development

Substantive Staff-in-Post
Well-Led / 

Efficient
Mar-20 >= 90% 92.6% 91.5% ∆ 60

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

Efficient
Mar-20 <= 3.5% 5.5% 4.7% ∆ 60

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

Efficient
Mar-20 <= 3.5% 4.7% ∆ 61

Sickness Absence: Long-term
Well-Led / 

Efficient
Mar-20 <= 0 0 ∆ 61

Workforce Turnover (UoR)
Well-Led / 

Efficient
Mar-20 <= 13.94% 14.6% ∆ 62

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

Efficient
Sep-19 51.9% 51.7% ∆ 62

Staff Friends & Family Test: Recommend for Care Caring Sep-19 70.4% 70.6% ∆ 63

Appraisal Rate: Medical
Well-Led / 

Efficient
Mar-20 >= 95% 92.3% 95.9% ∆ 63

Appraisal Rate: Non-medical
Well-Led / 

Efficient
Mar-20 >= 95% 83.2% 90.7% ∆ 64

Statutory & Mandatory Training
Well-Led / 

Efficient
Mar-20 >= 90% 91.4% 91.1% ∆ 64

Bank & Agency Costs Effective Mar-20 <= 5% 17.4% 12.8% ∆ 65

Agency Shifts Above Capped Rates
Well-Led / 

Efficient
Mar-20 <= 0 1052 11061 ∆ 65

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

Efficient
Mar-20 <= 3% -0.3% -0.3% ∆ 66

Page YTD
Forecast 

Risk

Report 

Month

Domain Summary

Indicator Domain Target Actual
PAT 

Rating
Direction

BG PAT

* Target/performance applies to the cumulative YTD value, not the in-month value Page 12 of 72
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I M S W

Director of Workforce & Organisational Development

Staff Suspensions
Well-Led / 

Efficient
Mar-20 <= 0 1 ∆ 66

Recruitment Lead Time
Well-Led / 

Efficient
Mar-20 <= 20 21.51 ∆ 67

Flu Vacination Uptake Safe Mar-20 >= 80% 80.0% ∆ 67

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Forecast 

Risk

Report 

Month
Actual

PAT 

Rating
Direction

BG PAT
YTD

Domain Summary

Indicator Domain Target Page 

* Target/performance applies to the cumulative YTD value, not the in-month value Page 13 of 72
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Indicator Detail Report: 1 Chart Ref Loop Count 108
1 1

2

14.5% 3

4

5

6
7

8

9

1 10
11

77.6% 12

13

14

15
16

17

18

19

The percentage of patients refered for diagnostic tests who have been waiting for less than 6 

weeks.

The diagnostic position in March  continued to be  adversely affected in the main by the  

planned overdue patients in Endoscopy.


Diagnostic waiting times have also been compounded by cancellations in response to 

the COVID-19 pandemic.

Mar-20

Target

Cancer: 62 Day Standard

An improvement had been seen in February following the 

implementation of the Endoscopy recovery plan, however this is unable 

to progress at present as the clinical guidance during the COVID-19 

pandemic is to avoid undertaking such Endoscopic procedures.

Actions

In response to COVID-19, the Trust has implemented the National 

guidance for the safe management of patients on the cancer pathway.





 This includes a clinical review and prioritisation of each patient to 

determine the risks associated with any delays.





In addition, the Trust is actively using the Independent Sector capacity 

to maintain as much cancer surgery work as possible.





Urgent patients that cannot be accommodated locally are  being 

referred to the Greater Manchester Cancer Hub for prioritisation and 

allocation to the identified cold hospital sites.

Actions
The percentage of patients on a cancer pathway that have received their first treatment within 62 

days of GP referral. Screening referrals are not reported as not statistically viable due to low 

number received


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

standard of 85%.Although performance in March shows an improvement in performance, the impact of 

COVID-19 on the cancer waiting list is anticipated to be significant.





Chart Area 1

Chart Area 2

Diagnostics: 6 Week Standard

<= 1%

Mar-20

>= 85.9%

Target

1.7% 0.3% 1.3% 1.7% 1.2% 0.6% 
3.0% 4.6% 5.8% 6.2% 6.6% 

11.2% 
14.4% 

9.9% 

14.5% 

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

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

70.5% 
80.0% 77.7% 86.5% 73.1% 77.4% 70.0% 71.4% 

82.7% 
72.3% 65.7% 69.2% 75.7% 

60.9% 
77.6% 

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

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

22

5.0

23

24

25
26

27

28

291 30

31

75.6%

32

33

34
35

36

37

38
39

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

treatment.

ActionsMar-20 Referral to Treatment: Incomplete Pathways

The percentage of patients on an open pathway, whose  clock period is less than 18 weeks.


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

standard of 92%.

The Organisation will work with GM partners to develop a recovery plan 

for elective care in the coming weeks.


Target Performance against the Incomplete standard continues to deteriorate.





In March this has been compounded by the decrease in GP referrals, affecting the 

denominator and the cessation of elective work.

Chart Area 4

Feb-20

<= 0

>= 90%

In  Urology, the  2 cases related to late transfers to Stockport for treatment from 

other Trusts on day 85 and day 89 of the pathway. These patients were 

subsequently treated on day 109 and 113 respectively.





The colorectal case was deemed unfit for surgery on day 67, treated on day 

111.The Gynae  case was transferred to the Christie on day 41, treated on day 

110 due to change in treatment plan. The UGI case was transferred out to the 

Christie on day 75 following multiple diagnostics, treated on day 106.





In response to COVID-19, the Trust has implemented the National guidance for 

the safe management of patients on the cancer pathway which may include 

deferment and interim treatment plans.  The number of 104+ day treatments will 

increase but all patients will be continuously clinically  reviewed and assessed  to 

minimise any harm.

Target There were 5 patients treated beyond day 104 of the cancer pathway in February;


2 x Urology, 1 x Gynaecology, 1 x Colorectal and 1 x Upper GI.





Provisional  figures for March indicate 10 breaches of standard.

Chart Area 3

6.0 

1.0 

7.0 

1.0 

6.0 
4.0 3.0 4.0 4.0 

6.0 
8.0 8.0 

4.0 5.0 

10.0 

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

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

82.8% 83.5% 83.2% 83.3% 84.7% 84.2% 83.5% 
81.3% 81.5% 81.1% 

78.8% 78.2% 78.2% 78.4% 
75.6% 

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

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

42

24662

43

44

45
46

47

48

491 50

51

51.4%

52

53

54
55

56

57

58
59

ActionsReferral to Treatment: Incomplete Waiting List SizeMar-20

This reduction was due to both the positive impact of the  Back on Track 

event in the first half of the month along with the phased reduction of 

referrals into the Trust since 16th March


which mitigated the impact of the loss of elective work.





The Organisation will work with GM partners to develop a recovery plan 

for elective care in the coming weeks.





The referral route for GPs remains open and any referrals received 

continue to be clinically triage.


Chart Area 5

Despite the cessation of the vast majority of elective work from mid-March due to COVID-

19,  there was still a net reduction in the RTT waiting list size of 754 between February 

and March. 
<= 22137

The total number of patients on an open pathway.





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

Business Groups continue to cross-cover across specialties to ensure 

typing is undertaken in chronological order,





For assurance, at the time of writing there are no letters waiting beyond 

2 days to be typed.

Chart Area 6

Typing performance decreased further in month which was in the main attributed to 

continued vacancies within the secretariat.


At the time of writing, performance for  April is predicted to be in-line with that of March 

due to a significant reduction in the backlog of letters awaiting typing.

Target

The percentage of clinical correspondence typed within 7 days.

ActionsClinical CorrespondenceMar-20

>= 95%

Target

23821 23813 23894 24088 24049 24154 24389 24541 24444 24575 
24172 

24673 24637 

25416 

24662 

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

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

63.6% 62.3% 52.3% 45.5% 
65.0% 

88.5% 95.1% 98.7% 95.8% 90.3% 93.4% 85.3% 86.0% 
63.9% 51.4% 

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

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

62

17.9%

63

64

65
66

67

68

691 70

71

8.1%

72

73

74
75

76

77

78
79

Mar-20 Outpatient DNA rate (UoR) Actions

Mar-20 Outpatient Hospital Cancellation Rate (UoR) Actions

Chart Area 7

<= 9%

<= 7.4%

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

indicator combines new and follow-up appointment types.

The Outpatient Steering Group will lead the programme for work to 

increase efficiency and patient experience across Outpatient services. 

Innovative changes to the way Outpatient appointments are undertaken 

have already been seen in the light of COVID-19, and these will be 

supported to continue on a wider footprint to ensure compliance with 

social distancing measures whilst providing safe services.





Work includes:


-minimising face to face appointments and employing telephone or 

Video-Conferencing services as appropriate. The video conferencing  

project roll-out started in April


-improving OP pathways to enable more  'one stop' services to minimise 

the number of  times a patient is required to attend.


- increasing Patient Initiated Follow-Up  and desktop reviews to reduce 

follow-up contacts.





Target The increased DNA rate is directly related to the COVD-19 pandemic.

Chart Area 8

The percentage of outpatient appointments where the hospital has cancelled the 

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

The Outpatient Steering Group will lead the programme for work to 

increase efficiency and patient experience across Outpatient services. 

Innovative changes to the way Outpatient appointments are undertaken 

have already been seen in the light of COVID-19, and these will be 

supported to continue on a wider footprint to ensure compliance with 

social distancing measures whilst providing safe services.





Work includes:


-minimising face to face appointments and employing telephone or 

Video-Conferencing services as appropriate. The video conferencing  

project roll-out started in April


-improving OP pathways to enable more  'one stop' services to minimise 

the number of  times a patient is required to attend.


- increasing Patient Initiated Follow-Up  and desktop reviews to reduce 

follow-up contacts

Target The increased hospital cancellation rate is directly related to the COVID-19 pandemic.

10.0% 11.6% 10.4% 11.4% 10.8% 10.6% 9.1% 9.9% 10.4% 10.6% 10.1% 10.1% 10.2% 10.7% 

17.9% 

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

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

7.4% 
6.2% 6.0% 6.6% 6.5% 6.5% 7.2% 7.2% 7.5% 7.0% 7.1% 7.5% 7.6% 

6.5% 
8.1% 

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

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

Page 17 of 72

6.4

T
ab 6.4.2 Integrated P

erform
ance R

eport

158 of 272
P

ublic B
oard - 6 M

ay 2020-06/05/20



Indicator Detail 80
1 81

82

72.9%

83

84

85
86

87

88

897 90

91

1.91

92

93

94
95

96

97

98
99

Mar-20 Outpatient New to Follow-up Ratio (UoR) Actions
The number of outpatient follow-up attendances that took place for every one outpatient 

new attendance.

The Outpatient Steering Group will lead the programme for work to 

increase efficiency and patient experience across Outpatient services. 

Innovative changes to the way Outpatient appointments are undertaken 

have already been seen in the light of COVID-19, and these will be 

supported to continue on a wider footprint to ensure compliance with 

social distancing measures whilst providing safe services.





Work includes:


-minimising face to face appointments and employing telephone or 

Video-Conferencing services as appropriate. The video conferencing  

project roll-out started in April


-improving OP pathways to enable more  'one stop' services to minimise 

the number of  times a patient is required to attend.


- increasing Patient Initiated Follow-Up  and desktop reviews to reduce 

follow-up contacts

Target The perceived improvement in new:follow up ratio is as a result of the reduced 

outpatient activity and case-mix change related to COVID-19.

Chart Area 10

<= 1.77

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

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

templates are excluded.

The Outpatient Steering Group will lead the programme for work to 

increase efficiency and patient experience across Outpatient services. 

Innovative changes to the way Outpatient appointments are undertaken 

have already been seen in the light of COVID-19, and these will be 

supported to continue on a wider footprint to ensure compliance with 

social distancing measures whilst providing safe services.





Work includes:


-minimising face to face appointments and employing telephone or 

Video-Conferencing services as appropriate. The video conferencing  

project roll-out started in April


-improving OP pathways to enable more  'one stop' services to minimise 

the number of  times a patient is required to attend.


- increasing Patient Initiated Follow-Up  and desktop reviews to reduce 

follow-up contacts

Target The decreased utilisation rate is related to the COVID-19 pandemic.

Chart Area 9

Mar-20 Outpatient Clinic Utilisation (UoR) Actions

>= 90%

71.9% 75.7% 80.3% 83.3% 82.7% 82.9% 85.6% 85.3% 85.6% 85.4% 87.1% 85.0% 87.5% 87.2% 72.9% 

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

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

2.20 2.15 
1.98 

2.15 2.18 2.25 
2.17 2.19 2.24 

2.14 2.08 2.09 2.12 2.09 

1.91 

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

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

1

62.2%

1

79.2%

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

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

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

session time based on delivered sessions only.

The methodology of calculation of this metric is under review by the 

Theatre Planning group. 

Target Current methodology for calculating theatre utilisation is under review.

Chart Area 12

The number of delivered sessions, as a percentage of the required sessions to deliver 

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

activity.  Planned session time based on delivered sessions only.

Urgent CEPOD and Trauma session have continued.





An elective recovery plan will be developed as part of the Trusts' overall 

COVID recovery plan to resume activities on a phased approach.

Target Theatre sessions have been adversely impacted in month as elective operating ceased 

in response to COVID-19.

Chart Area 11

>= 100%

>= 85%

Mar-20 Theatres: Delivered Sessions vs. Plan Actions

Mar-20 Theatres: Overall Touch-time Utilisation (UoR) Actions

100.4% 93.0% 93.8% 91.8% 89.8% 95.1% 88.1% 93.0% 88.3% 95.1% 90.1% 
62.2% 

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

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

80.7% 81.0% 
82.5% 

78.9% 

82.3% 

78.5% 

84.0% 82.5% 81.8% 

78.7% 

82.2% 

79.8% 
81.4% 80.8% 

79.2% 

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

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

70.6%

5

-2.9%

Mar-20 Elective Day Case Activity vs. Plan Actions
The percentage variance between planned elective day case activity and actual elective 

day case activity.

An elective recovery plan will be developed as part of the Trusts' overall 

COVID recovery plan to resume activities on a phased approach.

Target Performance in March was affected by the cessation of elective work from the middle of 

the month due to COVID-19.

Chart Area 14

>= 0%

The overall time spent operating within the planned hours of the session, calculated as a 

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

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

only.

The methodology of calculation of this metric is under review by the 

Theatre Planning group.

Target Current methodology for calculating theatre utilisation is under review.

Chart Area 13

Mar-20 Theatres: In-Session Touch-time Utilisation (UoR) Actions

>= 85%

72.6% 73.8% 74.2% 
72.3% 73.2% 

70.0% 

74.3% 75.4% 
73.0% 

70.6% 

74.4% 
72.7% 73.1% 73.6% 

70.6% 

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

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

0.0% 
1.0% 0.9% 1.7% 

0.2% -0.2% -0.7% -0.8% 
-1.5% -1.0% -0.6% 

-2.9% 

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

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

-0.2%

5

-7.5%

Mar-20 Elective Day Case Income vs. Plan Actions

Mar-20 Elective Inpatient Activity vs. Plan Actions
The percentage variance between planned elective inpatient activity and actual elective 

inpatient activity.

An elective recovery plan will be developed as part of the Trusts' overall 

COVID recovery plan to resume activities on a phased approach.

Target Performance in March was affected by the cessation of elective work from the middle of 

the month due to COVID-19.

Chart Area 16

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

day case income.

As part of the financial recovery plan the Trust agreed a fixed year end 

position with its main commissioners which protected the year end 

position from the effects of COVID-19 in March.





For 2020/21,  NHSI have introduced a temporary financial regime 

whereby the Trust will receive block income for the first 4 months of the 

year.

Target Income in March was affected by the cessation of elective work from the middle of the 

month.

Chart Area 15

>= 0%

>= 0%

3.5% 4.1% 
2.6% 2.7% 2.0% 1.7% 

0.7% 0.2% -0.2% 0.0% 0.6% 
-0.2% 

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

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

-3.8% 
-4.8% 

-3.9% -4.1% 
-3.0% 

-4.0% 
-5.3% -4.8% -5.1% -5.8% -5.6% 

-7.5% 

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

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

-4.9%

5

-2.7%

The percentage variance between planned elective inpatient income and actual elective 

inpatient income.

As part of the financial recovery plan the Trust agreed a fixed year end 

position with its main commissioners which protected the year end 

position from the effects of COVID-19 in March.





For 2020/21,  NHSI have introduced a temporary financial regime 

whereby the Trust will receive block income for the first 4 months of the 

year.

Target Income in March was affected by the cessation of elective work from the middle of the 

month.

Chart Area 17

Mar-20 Elective Inpatient Income vs. Plan Actions

>= 0%

Mar-20 Outpatient Activity vs. Plan Actions
The percentage variance between planned outpatient activity and actual outpatient 

activity.

An elective recovery plan will be developed as part of the Trusts' overall 

COVID recovery plan to resume activities on a phased approach.





It is expected that Outpatient services will continue to be differently, 

using video-conferencing and telephone appointments as the  preferred 

choice over face to face appointments.

Target Performance in March was affected by the cessation of elective work from the middle of 

the month.

Chart Area 18

>= 0%

-2.4% 

-4.6% -5.3% 
-6.7% 

-2.8% -3.3% 
-4.8% 

-4.0% -4.3% -4.9% -5.4% -4.9% 

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

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

-90.4% 

-3.9% -4.2% 1.0% 0.5% -0.4% -0.3% -2.3% -1.9% -1.3% -0.6% -1.1% -0.8% -0.8% -2.7% 

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

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

-2.4%

7

13.28

Mar-20 Length of Stay: Non-Elective (UoR) Actions
The average length of a patient spell, from admission to discharge.  Calculated using 

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

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

A multi-agency drive by all the partners in Stockport was initiated to 

maximise the number of discharges in the early phases of the outbreak 

to ensure we were minimising the numbers of patients in hospital, as a 

result, a number of long staying patients were discharged, thereby 

pushing the LOS at discharge up. 





This included the phased commissioning of a new 71 bedded care 

home in the borough to operate as a discharge to assess unit in the 

same model operating successfully on Bluebell.





Target Length of stay increased in month due to the higher number of long stay patients that 

were discharged from the hospital in response to COVID-19.

Chart Area 20

<= 9

The percentage variance between planned outpatient income and actual outpatient 

income.

As part of the financial recovery plan the Trust agreed a fixed year end 

position with its main commissioners which protected the year end 

position from the effects of COVID-19 in March.





For 2020/21,  NHSI have introduced a temporary financial regime 

whereby the Trust will receive block income for the first 4 months of the 

year.


Target Income in March was affected by the cessation of elective work from the middle of the 

month.

Chart Area 19

>= 0%

Mar-20 Outpatient Income vs. Plan Actions

-1.9% -2.4% 
-3.3% -2.8% 

-6.1% 
-4.9% -5.0% -4.7% -5.1% -4.7% 

-1.9% -2.4% 

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

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

11.30 10.72 10.43 10.63 11.52 11.48 10.66 10.43 11.20 11.57 10.45 11.41 11.93 10.86 
13.28 

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

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

2.48

2

202

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

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

Excludes Obstetrics/Maternity.  Reported by month of discharge. 

Focus on length of stay across the organisation remains high, with 

regular monitoring and review.

Target Elective length of stay remains below target.

Chart Area 21

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

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





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

The Stockport Discharge to Assess Hub (SD2AH) was created which  

hosts our discharge to assess service and will be used for all complex 

discharges. 





Each ward now has a designated Integrated Transfer Team (ITT) 

representative to support safe and timely discharges. 


 





Target The stranded patient numbers significantly reduced in month following the government 

emergency legislation  in relation to all hospital discharges, supporting as many patients 

out of hospital who no longer require an acute hospital bed. 


Chart Area 22

Mar-20 Stranded Patient Count (UoR) Actions

<= 2.6

<= 260

Mar-20 ActionsLength of Stay: Elective (UoR)

2.54 
3.60 

2.57 2.75 2.49 2.21 2.29 
2.93 

2.25 2.31 2.13 2.37 2.61 2.42 2.48 

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

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

342 311 334 324 290 290 307 297 319 317 318 331 320 317 

202 

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

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

97

1

7.1%

Mar-20 Delayed Transfers of Care (DTOC) (UoR) Actions
The percentage of patients that have remained in their hospital bed beyond their 

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

Intensive work to decrease DTOC is taking place within the trust: 


- Reducing days away from home being led by the Medical Director


- the  opening of  a 71 bedded Transfer to Assess Unit in Bramhall





Work regards COVID 19 has also led to the implementation of Transfer 

to Assess through a Discharge Hub





DTOC numbers are starting to fall in April due to the initiatives 

commenced.

Target Delayed transfers of care plateaued in month in-line with the focused work on 

discharging patients from the acute hospital in the early phase of the pandemic,

Chart Area 24

The Stockport Discharge to Assess Hub (SD2AH) was created which  

hosts our discharge to assess service and will be used for all complex 

discharges. 





Each ward now has a designated Integrated Transfer Team (ITT) 

representative to support safe and timely discharges. 


 


Target Super stranded patient numbers significantly decreased in month following the 

emergency legislation on discharging patients from hospital.

Chart Area 23

Mar-20 Super-Stranded Patient Count (UoR) Actions
The total number of patients with a length of stay of 21 days or more.  Performance 

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





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

<= 94

<= 3.3%

164 
143 134 

162 
134 132 135 146 140 132 126 145 148 149 

97 

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

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

5.2% 
4.1% 3.7% 4.1% 4.1% 3.6% 3.2% 3.2% 

4.6% 4.1% 4.6% 5.0% 
6.3% 7.1% 7.1% 

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

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

102

1

16.8%

<= 40

>= 33%

Mar-20

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.

Intensive work to decrease MOAT is taking place within the trust: 





- Reducing days away from home being led by the Medical Director


-the opening  of a 71 bedded Transfer to Assess Unit in Bramhall


- ECIST are supporting pathways  to ensure ward functions regarding  

discharges are improved


- The alignment of Active Recovery and CRT to support the Discharge 

to Assess pathways and Hub





Work regards COVID 19 has also led to the implementation of Transfer 

to Assess through a Discharge Hub





Target MOAT numbers have increased through March 20 however the numbers have reduced 

significantly through April 20. The MOAT number on the complex list at the time of 

writing this report is 17

Chart Area 25

Mar-20 Discharges by Midday Actions
The total number of patients discharged by midday, calculated as a percentage of the 

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

The Reducing Days Away From Home (RDAFH) Programme  continues 

despite the COVID situation. This is undertaken remotely via telephone 

with the wards and the updates processed in the usual way with a focus 

on early discharges.











Target Discharges by midday improved slightly in month.

Chart Area 26

Medical Optimised Awaiting Transfer (MOAT) Actions

106 108 100 100 
80 87 74 

52 
72 67 79 86 

102 106 102 

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

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

19.1% 18.5% 19.8% 17.4% 15.3% 15.4% 15.0% 15.0% 15.2% 14.8% 14.9% 14.0% 15.3% 14.6% 16.8% 

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

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

1012

1

72.3%

>= 80%

Mar-20 A&E: Overnight Breaches Actions
The total of patients who were admitted, discharged, or leave A&E over 4 hours after 

their arrival between 20:00 and 07:59.

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

of their arrival.


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

the national standard of 95%

A robust breach analysis process has  been developed with weekly 

senior team meetings to analyse and address breaches with both the 

ED team and Specialty teams.





The above process forms part of the Emergency Department 

Improvement Plan and the recent focus has shown a reduction in the 

number of avoidable overnight breaches.

Target Overnight breaches have shown a reduction of 200 in month, however it should be 

noted that the attendances started to reduce in March due to the COVID virus.

Chart Area 27

Mar-20 A&E: 4hr Standard Actions
In the 2nd week in March attendances started to reduce in ED.


on 17/3 overall attendances were reduced.





4 hour performance showed a slight improvement in March at 72.3%





The intensive support team were appointed into ED.  An improvement 

plan has been formulated and is reporting into the COO who has been 

identified as the SRO for this improvement work.





A update report will be taken to the Board in May describing key actions 

and achievement of milestones within the plan.


Target March was not a usual month due to the fact that COVID 19 began to influence the BAU 

in ED.  

Chart Area 28

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

1124 1141 1094 1050 
1303 1442 1446 

1650 1579 1426 
1215 

1012 

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

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

68.6% 72.0% 
81.0% 73.9% 75.3% 73.8% 76.3% 67.8% 67.2% 66.8% 61.3% 59.1% 64.0% 66.1% 72.3% 

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

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

17

1

8.1%

<= 0

Jan-20 ActionsEmergency Readmission Rate (UoR)

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

their actual admission.

Work continues to reduce over-crowding in the department.





Hot and cold streams have been successfully implemented in ED to 

help safely manage patients during the COVID-19 pandemic. 





In addition, some of the changes we have made to 'direct to specialty' 

admission has also improved patient flow and enhanced patient 

experience

Target March saw a significant reduction in the number of 12 hour trolley waits. This has 

continued into April as the reduction in unplanned attendances has significantly 

reduced. 

Chart Area 29

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

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

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

Target

Chart Area 30

<= 7.9%

A&E: 12hr Trolley Wait

Indicator Detail

Mar-20 Actions

13 3 0 
40 12 18 15 22 18 

63 87 

200 174 

85 
17 

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

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

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

7.9% 

9.0% 9.1% 
8.6% 8.6% 

8.1% 
8.6% 8.7% 8.9% 8.7% 8.5% 8.3% 8.1% 

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

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

89.3%

1

97.6%

The percentage of eligible admitted patients who have been given a VTE risk 

assessment.

The target has been achieved in month.

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

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

(VTE).

Chart Area 32

>= 95%

Dec-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.

Improved staffing in the diabetes team prior to the pandemic outbreak 

should show improvement in this metric once analysis is complete - 

serving as a marker of the service standards as a whole. 

Target Data for this metric is routinely reported two months in arrears to allow time for analysis. 

Assessments have been undertaken but a decision was made to discontinue monitoring 

so that physician time normally attributed to analysis could focus on extended patient 

care during the pandemic.

Chart Area 31

Dec-19 VTE Risk Assessment Actions

>= 90%

74.3% 80.0% 77.8% 82.4% 
95.8% 95.5% 88.9% 

65.0% 76.7% 87.5% 75.9% 
89.3% 

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

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

97.9% 

96.5% 96.7% 
97.2% 97.0% 97.0% 97.2% 

96.8% 

97.9% 98.2% 
97.6% 97.6% 

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

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

81.0%

1

42.9%

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

eligible patients found to have sepsis.

The actions captured within the sepsis action plan are currently on hold, 

whilst resources are redistributed  during the COVID pandemic. 





We continue to cascade the key messages over sepsis, Including 

during new doctor induction, and in the medical directors update. Target Competing priorities with COVID19 preparations are delaying our planned actions for 

the sepsis recovery plan. 





Chart Area 34

>= 90%

Feb-20 Sepsis: Timely Identification Actions
The number of patients who are screened for sepsis, as a percentage of all eligible 

patients who meet the criteria .

The new screening tool was piloted in 3 wards across the trust, all 

wards were enthusiastic and welcomed the improved form and the trust 

aspiration.





The new tool provided autonomy to the nurses enabling medics to focus 

on ‘true’ red sepsis.




Although a deep dive into the data has currently not been undertaken, a 

quick review shows an approximate compliance of 80%. There appears 

to be areas especially on nights and weekends where compliance is not 

as robust which will form part of the action plan.





A flag has been introduced on advantis that highlights patients with 

suspected sepsis to enable business groups to monitor at a glance 

there high risk patients.


Target Competing priorities with COVID19 preparation are delaying our planned actions for the 

sepsis action plan. 





Chart Area 33

Feb-20 Sepsis: Timely Treatment Actions

91.7% 74.7% 79.3% 71.8% 72.3% 73.6% 66.6% 70.3% 72.3% 
83.2% 81.0% 

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

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

45.8% 47.8% 42.9% 39.4% 34.6% 

48.1% 42.9% 40.6% 

19.0% 

50.0% 
42.9% 

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

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

2.02

1

91.4%

The percentage of discharge summaries published within 48hrs of patient discharge. Continued focus at the Performance Reviews.

Target Level of Performance maintained throughout 2019/20.

Chart Area 36

>= 95%

Mar-20 Medication Errors: Rate Actions
Rate of medication errors, calculated as incidence per 1000 bed days. Learning from medication errors is circulated in the Patient Safety 

Summit Update, to raise awareness.  


Topics that have been highlighted this month include:


A reminder that during the planned withholding of medication for a 

patient, the medication chart should be reviewed before prescribing,  to 

determine contraindicated medications.


A reiteration of the procedure for nursing staff to dispense pre-packed 

drugs labelled for take home to patients being discharged.  

Target The total number of medication errors reported in March 2020 was 35.  This is a 

significant reduction on February 2020's figure of 64 and is likely to be the result of 

fewer hospital beds being occupied and fewer incidents being reported overall.

Chart Area 35

Mar-20 Discharge Summaries Actions

4.71 4.55 4.33 3.81 4.22 4.39 4.72 5.52 4.37 4.53 4.25 3.86 4.22 3.70 

2.02 

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

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

92.1% 

89.9% 
90.6% 

92.0% 

90.1% 

91.7% 
90.8% 

90.0% 
91.2% 

92.1% 91.6% 
92.2% 92.7% 

91.8% 91.4% 

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

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

146

1

30.1%

The number of  case note reviews that taking place in month, as a percentage of all 

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

During the period of the NHS response to the Covid 19 pandemic, 

Learning From Death reviews will be undertaken when capacity allows.  

Target The number of Learning From Death reviews undertaken has been maintained in March 

2020. 

Chart Area 38

Mar-20 Mortality: Deaths in ED or as Inpatient Actions
Total number of patient deaths while patient was in the emergency department or as an 

inpatient.

Due to the Covid 19 pandemic, an increase in deaths is expected.  

Target The was an increase in the number of deaths reported from 115 in  February 2020 to 

146 reported in March 2020

Chart Area 37

Mar-20 Mortality: Case Note Review Rate Actions

143 131 124 119 134 121 111 114 
92 

130 
109 

146 
120 115 

146 

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

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

36.4% 
47.3% 

25.8% 29.4% 
35.8% 33.9% 29.7% 25.4% 

48.9% 

27.7% 
21.1% 26.0% 

33.3% 30.4% 30.1% 

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

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

20.35

4

1.02

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.

Quarterly review within the mortality dashboard

Target Relatively low palliative care coding impacts on this metric

Chart Area 40

<= 1

Mar-20 Mortality: Specialist Palliative Care Length of Stay Actions
The average length of a patient spell, from admission to death.  Includes specialist 

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

Working with Business Intelligence to agree more appropriate data 

metrics.

Target Awaiting further data fields in order to be able to comment on this report. It is currently of 

limited use as a standalone metric.

Chart Area 39

Jan-20 Mortality: HSMR Actions

25.75 
17.38 

69.96 

20.94 19.28 18.00 15.59 12.78 
20.63 15.00 18.08 20.35 

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

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

1.09 1.07 
1.05 1.06 1.06 1.06 1.05 1.06 

1.04 1.05 1.04 
1.02 1.02 

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

Q4 2018/19 Q1 2019/20 Q2 2019/20 Q3 2019/20 Q4 2019/20
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Indicator Detail
4

0.99

2

0

Total number of never events.  Never events are serious, largely preventable patient 

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

implemented.

There have been no incidences of Never Event occurrence within the 

Trust since November 2019.  

Target There were no never events recorded in March 2020.





The Trust is assessed on the 6 month rolling total of never events, the current number 

for the last 6 months is 2.

Chart Area 42

<= 0

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

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

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

Quarterly review within the mortality dashboard

Target Remains below national average

Chart Area 41

<= 1

Mar-20 Never Event: Incidence Actions

0.99 
0.97 

0.96 
0.95 

0.96 
0.97 0.97 

0.98 0.98 0.99 

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

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

0 0 0 0 0 0 0 0 0 

1 1 

0 0 0 0 

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

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

0

2

26

The total number of STEIS reportable incidents. Out of the 26 incidents, 


-   8 instances where patients waited more than 12 hours in the 

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


-    6 incidents relating to category 3 pressure ulcers.


-    3 incidents of patient falls that resulted in a fractured neck of femur


-    3 incidents relating to delayed diagnosis or delayed action on test 

results


-    2 incidents where the maternity delivery suite was placed on divert


-    2 incidents relating to category 4 pressure ulcers


-    1 incident where a patient fell resulting in a subdural haematoma


-    1 incident where concerns were raised regarding the care provided 

on a ward area

Target The number of StEIS reported incidents decreased from 36 reported in February 2020 to  

26 reported in March 2020.

Chart Area 44

Mar-20 Duty of Candour Breaches Actions
Total number of duty of candour breaches of regulation in month. The opening of Duty of Candour is monitored on a weekly basis.  

Target There were no breaches of Duty of Candour reported in March 2020.

Chart Area 43

Mar-20 Serious Incidents: STEIS Reportable Actions

4 4 

0 
1 

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 2018/19 Q1 2019/20 Q2 2019/20 Q3 2019/20 Q4 2019/20
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12 15 18 

13 
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15 13 
18 
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26 
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Indicator Detail
7

27.07

2

5

Total number of C.Diff infections. During February there were 5 cases of Clostridium difficile





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

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

immediately the case is confirmed.





Each CDI case is investigated and presented to the HCAI panel; themes 

highlighted by the panel are related to over-subscription of antibiotics 

which is in line with a national trend.





Infection Prevention (C.Difficile) review Draft Assignment report 2019/20 

was submitted to the IP&C group in February, final report will be 

submitted in April  





The IP&C Matron, IP&C doctor, Consultant microbiologist and antibiotic 

pharmacist are reviewing and updating the CDI recovery action plan 

which will be presented to the IP&C group in April.

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

difficile toxin positive cases is 51 

Chart Area 46

<= 46 *

Feb-20 C.Diff Infection Rate Actions
Average number of C.Diff infections for every 100,000 bed days, calculated using a 

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

month average number of bed days per 100,000.

The trust is increasingly concerned about the Clostridium Difficile 

numbers.





The IP&C Matron, IP&C doctor, Consultant microbiologist and antibiotic 

pharmacist are reviewing and updating the CDI recovery action plan 

which will be presented to the IP&C group in April.





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

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

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

Chart Area 45

Feb-20 C.Diff Infection Count Actions

12.91 13.42 14.40 16.74 18.61 20.48 21.91 21.01 22.91 24.37 24.89 24.48 26.48 27.07 

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

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

1 

4 
3 

5 5 
4 

6 

3 

5 
7 

5 
4 

5 5 

#N/A 

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

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

0.00

7

7.12

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

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

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

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

figures represented within this report are Trust acquired cases





This is monitored through the Infection prevention & control group





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

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

needs = 3 per quarter; so far during quarter four there have been 5 

MSSA infections


Target Rolling 12-month count of all MSSA infections as a proportion of the average 12 month 

rolling occupied bed days per 100, 000 population





Chart Area 48

Feb-20 MRSA Infection Rate Actions
Average number of MRSA infections for every 100,000 bed days, calculated using a 

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

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

The MRSA target set by the Department of Health is zero for2019-20. In 

January there were zero cases of MRSA





The target is monitored through the infection prevention & control 

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 47

Feb-20 MSSA Infection Rate Actions

0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 

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

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

5.07 
6.02 5.58 

4.65 4.65 
6.05 6.53 6.07 6.08 6.56 6.11 5.65 

7.56 7.12 

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

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

22.80

2

5

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





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

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

needs = 9 per quarter; during quarter four there have been 9 E-coli 

infections





The development of a pro-forma to undertake concise investigations 

has been delayed due to coronavirus; the aim will be for the pro forma 

to be developed by Q1 2020-21


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

figures represented within this report are trust acquired cases 

Chart Area 50

Feb-20 E.Coli Infection Rate Actions
Average number of E.Coli infections for every 100,000 bed days, calculated using a 

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

month average number of bed days per 100,000.

Nationally there is an aim to reduce healthcare associated gram-

negative blood stream infections by 50% by March 2022, firstly focusing 

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

within this report are trust acquired cases





A reduction plan owned by the CCG has been developed collaboratively 

between the Trust, Health protection nurses and CCG. 





This plan is monitored through the infection prevention & control group


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

rolling occupied bed days per 100, 000 population

Chart Area 49

Feb-20 E.Coli Infection Count Actions

17.98 18.05 17.19 17.67 18.61 19.08 20.51 22.88 23.85 23.90 23.01 21.65 21.28 22.80 

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

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

77

2

2

Total number of falls causing moderate harm and above. Total falls with moderate or above harm for the year is 29. The reduction 

target of 10% has not been achieved with the number staying the same 

as last year at 29.





There have been 2 falls in month resulting in moderate or above harm.  

These falls are currently being investigated. The breakdown and harm 

caused is as follows:





1 in Medicine and Clinical Support BG resulting in a fractured neck of 

femur  and a further fractured neck of femur in Surgery GI and Critical 

Care BG.


Target The Trust has set a target of 10% reduction of in-patient falls resulting in moderate or 

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





This will be <26 falls with harm. 


Chart Area 52

<= 1100 *

<= 26 *

Mar-20 Falls: Total Incidence of Inpatient Falls Actions
Total number of Inpatient falls Total falls for the year is 988. 





The reduction target or 10% has been achieved and exceeded resulting 

in a total of 234 falls less this year equating to 19% reduction.





There have been a total of 77 in-patient falls during the month. March 

2020 continues to show a month on month reduction in comparative 

data from the previous year (March 19 – 108 falls; March 2020 – 77 falls 

equating to a 29% reduction).

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

to 2018/19. 





This will be < 1100





Chart Area 51

Mar-20 Falls: Causing Moderate Harm and Above Actions
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Indicator Detail
2

9

2

0

Total number of category 3 pressure ulcers in a hospital setting.

Target

Chart Area 54

<= 20 *

Feb-20 Pressure Ulcers: Hospital, Category 2 Actions
Total number of category 2 pressure ulcers in a hospital setting.

Target

Chart Area 53

<= 85 *

Feb-20 Pressure Ulcers: Hospital, Category 3 Actions
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Indicator Detail
2

0

2

12

Total number of category 2 pressure ulcers in a community setting.

Target

Chart Area 56

<= 176 *

Feb-20 Pressure Ulcers: Hospital, Category 4 Actions
Total number of category 4 pressure ulcers in a hospital setting.

Target

Chart Area 55

Feb-20 Pressure Ulcers: Community, Category 2 Actions

<= 2 *
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Indicator Detail
2

2

2

1

Total number of category 4 pressure ulcers in a community setting.

Target

Chart Area 58

<= 42 *

<= 8 *

Feb-20 Pressure Ulcers: Community, Category 3 Actions
Total number of category 3 pressure ulcers in a community setting.

Target

Chart Area 57

Feb-20 Pressure Ulcers: Community, Category 4 Actions
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Indicator Detail
2

3

2

1

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

hospital and community setting.

Target

Chart Area 60

<= 7 *

Feb-20 Pressure Ulcers: Device Related, Category 2 Actions
Total number of device-related category 2 pressure ulcers.  Includes those from both a 

hospital and community setting.

Target

Chart Area 59

<= 30 *

Feb-20 Pressure Ulcers: Device Related, Category 3 Actions
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Indicator Detail
2

0

1

95.7%

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

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

Target A decision was taken to suspend the collection of Safety Thermometer data following 

the outbreak of Covid-19. The point of prevalence snap shot audit data collected 

through this methodology is replicated and reported within other metrics. 

Chart Area 62

>= 95%

Feb-20 Pressure Ulcers: Device Related, Category 4 Actions
Total number of device-related category 4 pressure ulcers.  Includes those from both a 

hospital and community setting.

Target

Chart Area 61

Mar-20 Safety Thermometer: Hospital Actions

<= 0 *

0 0 0 0 0 0 0 0 0 0 0 

1 

0 0 #N/A 
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Indicator Detail
1

97.1%

7

59.65

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.

Staff are encouraged to report incidents. 





Learning is shared at a local level, and Trust wide through the Patient 

Safety Summit update.





Incident themes and trends are also monitored through the Quarterly 

learning from experience report. 


-   The number of incidents reported in Q3 has decreased; but is greater 

than the number of incidents reported in Q3 last year (which was the 

highest for the organisation)


-   There has been a slight reduction in the number of severe and 

moderate incidents reported in Q3. This has been due to the scrutiny to 

ensure that the severity of incidents has been assessed correctly.

Target The number of patient safety incidents per 1000 bed days has slightly dropped in March 

2020; although remains higher than the first 6 months of the year. 

Chart Area 64

>= 95%

Mar-20 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.

Target A decision was taken to suspend the collection of Safety Thermometer data following 

the outbreak of Covid-19. The point of prevalence snap shot audit data collected 

through this methodology is replicated and reported within other metrics. 

Chart Area 63

Mar-20 Patient Safety Incident Rate Actions
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Indicator Detail
1

95.0%

1

16.3%

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

having registerable births.

Target

Chart Area 66

<= 15.4%

Mar-20 Patient Safety Alerts: Completion Actions
The percentage of Patient Safety Alerts that are completed within their due date. 2 alerts remain overdue


-     EFA/2019/003 ‘Anti-ligature’ type curtain rail systems: Risks from 

incorrect installation or modification


    -    Information has been received that the work has been completed. 

Awaiting formal response and action plan.  


-     MDA/2020/003 Professional use defibrillator/monitor: all HeartStart 

XL+ (Model number 861290) - risk of failure to deliver therapy


    -    Awaiting Phillips engineer


Target In March 2020, the actions relating to a drug alert were not completed within the 

stipulated timeframe.  

Chart Area 65

>= 100%

Mar-20 Emergency C-Section Rate Actions

100.0% 100.0% 90.9% 100.0% 
83.3% 88.9% 100.0% 100.0% 
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Indicator Detail
2

2

1

94.8%

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

whom case finding is applied.

Dementia FAIRS monitoring has been suspended during the COVID 19 

pandemic. During the suspension period, the care provided for patients 

living with  dementia have continued. 

Target The target is >90%.

Chart Area 68

>= 90%

Mar-20 Term Babies Admitted to the Neonatal Unit Actions
Number of term babies (greater than or equal to 37 weeks) admitted to SCBU/NICU, at 

birth, unexpectedly. 

Target

Chart Area 67

Feb-20 Dementia: Finding Question Actions

<= 5
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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.

Dementia FAIRS monitoring has been suspended during the COVID 19 

pandemic. During the suspension period, the care provided for patients 

living with  dementia have continued. 

Target The target is 90%.

Chart Area 70

>= 90%

>= 90%

Feb-20 Dementia: Assessment Actions
The percentage of eligible patients who, if identified as potentially having dementia or 

delirium, are appropriately assessed.

Dementia FAIRS monitoring has been suspended during the COVID 19 

pandemic. During the suspension period, the care provided for patients 

living with  dementia have continued. 

Target The target is >90%.

Chart Area 69

Feb-20 Dementia: Referral Actions

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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Indicator Detail
1

22.8%

1

94.4%

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

the Trust for care.

Target

Chart Area 72

Feb-20 Friends & Family Test: Response Rate Actions
The percentage of eligible patients completing an FFT survey. In line with this directive collection ceased for Community services and 

the Trust has limited contact to SMS or Automated Telephone once a 

patient is discharged home, with all paper/card collection ceasing. 














The intention for 2020/21 is to report the Community response rate as 

an additional metric.

Target NHS England and Improvement have advised, to reduce burden and release capacity to 

manage the Covid 19 pandemic that Community services cease F&FT data submission 

and collection with immediate effect and Acute providers stop reporting requirements to 

them. 

Chart Area 71

Feb-20 Friends & Family Test: Inpatient Actions
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Indicator Detail
1

84.4%

1

97.6%

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

recommend the Trust for care.

Target

Chart Area 74

Feb-20 Friends & Family Test: A&E Actions
The percentage of surveyed A&E patients who are extremely likey or likely to 

recommend the Trust for care.

Target

Chart Area 73

Feb-20 Friends & Family Test: Maternity Actions

86.3% 88.8% 88.6% 87.2% 88.4% 88.3% 88.0% 87.7% 86.2% 
84.7% 

82.4% 82.6% 
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Indicator Detail
2

0

6

75.8%

The number of inpatients with a learning disability who have a reasonable adjustment 

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

There will be continuing vigilance from the clinical matrons and the 

safeguarding team to support improvement.

Target Performance against target improved for Q3 to 75.8%

Chart Area 76

<= 0

>= 100%

Feb-20 DSSA (mixed sex) Actions
Total number of occasions sexes were mixed on same sex wards The annual mixed sex accommodation audit took place during the 

month of January and the policy has been updated to reflect the new 

guidance to be reviewed at the patient experience group. 

Target There were no patients affected by a mixed sex breach in the month of February.

Chart Area 75

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

120

1

0.2%

Mar-20 Compliments Actions
Total number of compliments received. Business groups continue to work with staff and wards to ensure 

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

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

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

information is populated on a dashboard for each clinical area and their 

respective business group.


Mar-20 For March 2020, 120 compliments were received by the Trust.


Chart Area 77

Mar-20 Complaints Rate Actions
The total number of formal written complaints received compared with the whole time 

equivalent staff.

At present, due to the ongoing COVID-19 pandemic, NHS England and 

NHS Improvement are supporting a system wide "pause" of the NHS 

complaints process.  However, all providers are still expected to ensure 

patients and the public can still raise concerns. 





Complaints and concerns are still received and logged on to Datix and 

shared with the business groups. Immediate issues within the complaint 

relating to patient safety, practitioner performance or safeguarding are 

still being addressed with immediate action being undertaken.  





All complaints will then remain open until further notice, unless informal 

resolution can be achieved. 





Target 12 formal complaints were received in March 2020: integrated care = 1, medicine = 5, 

surgery = 4 and WCDS = 2 

Chart Area 78
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Indicator Detail
1

95.2%

2

0

Mar-20 Complaints: Response Rate 45 Actions
The percentage of formal complaints responded to within 45 days. The patient and customer services team continue to liaise with the 

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

Trust complaints response rate. Complainants are kept informed of any 

delays that occur resulting in the Trust not being to respond in the 

agreed timeframe.Target Of the 21 closed in March 2020, 20 were responded to on time resulting in a 95.2% 

response rate.  The business group response rate is as follows: integrated care: 100%, 

medicine: 100%, surgery:  87.5%, WCDS: 100%  and estates & facilities: 100%

Chart Area 79

Mar-20 Complaints: Parliamentary &  Health  Service  Ombudsman Cases Actions

>= 95%

The total number of open Ombudsman cases. As of 26 March, due to the ongoing COVID-19 pandemic, the 

Parliamentary and Health Service Ombudsman has stopped accepting 

new NHS complaints and has stopped work on open cases.  





The patient and customer services team have amended the response 

template to reflect this. 


Target In March 2020, there were no referrals received from the Parliamentary and Health 

Service Ombudsman and no final reports were received in month.

Chart Area 80

50.0% 57.5% 65.7% 69.0% 
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Indicator Detail2

21

2

5

Mar-20 Complaints Closed: Overall Actions
The total number of formal complaints that have been closed. Work continues to ensure responses are sent in the timeframe initially 

agreed on the commencement of the investigation.  


Target In the month of March 2020, 21 responses were sent in month: integrated care 5, 

medicine 2, surgery 8, women, children & diagnostic services 5 and estates & facilities 

1


Chart Area 81

Mar-20 Complaints Closed: Upheld Actions
The total number of upheld formal complaints that have been closed. All actions and learning identified as a result of complaint are shared 

with the complainant.  Any actions or learning is then uploaded to Datix 

by the business group and assigned to staff. Datix will then monitor 

whether this has been completed.


Target For March 2020, 5 cases were upheld out of the 21closed.


Chart Area 82
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Indicator Detail
2

4

2

12

Mar-20 Complaints Closed: Partially Upheld Actions
The total number of partially upheld formal complaints that have been closed. Where learning points are identified on a complaint that has  been 

partially upheld, this will be reflected within the complaint response and 

shared with the complainant.


Target In March 2020, 4 of the cases were partially upheld of the 21 closed.


Chart Area 83

Mar-20 Complaints Closed: Not Upheld Actions
The total number of not upheld formal complaints that have been closed. Complaints that have not been upheld may still have learning points for 

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

complainant and fed back to appropriate staff.


Target In March 2020, 12 of the cases were not upheld of the 21 closed.


Chart Area 84
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Indicator Detail
2

6

2

3

Mar-20 Litigation: Claims Opened Actions
Total number of claims opened in month. The process for investigating the claims received has commenced in 

line with policies and procedures.

Target There were 6 new litigation claims opened in March 2020.  

Chart Area 85

Mar-20 Litigation: Claims Closed Actions
Total number of claims closed in month. Two of three claims closed were successfully defended.

Target There were 3 litigation claims closed in March 2020, which were all medical negligence 

claims.

Chart Area 86

6 7 

3 

7 

3 
5 

12 
10 9 

5 

9 

4 
6 6 6 

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

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

#N/A #N/A #N/A 
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4 

6 
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4 
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Indicator Detail
2

5

5

-172.7%

Mar-20 Referral to Treatment: 52 Week Breaches Actions
The total number of patients whose pathway is still open and their clock period is greater 

than 52 weeks at month end.

The General Surgery case has subsequently been clinically reviewed an 

discharged.





The remaining 4 cases all had an operation date booked in the month of 

March which have been cancelled due to COVID-19.





Dates for surgery will be prioritised for these patients as part of the 

elective recovery plan.

Target There were 5x 52+ week breaches in March. 2x Oral Surgery, 1x ENT, 1x General 

Surgery, 1x Urology.

Chart Area 87

Mar-20 Financial Controls: I&E Position Actions
The percentage variance between planned financial position and the actual financial 

position.

The Trust has delivered its financial plan for 2019/20.  This has been 

achieved through a significant number of non recurrent actions which 

were set out in the Trust recovery plan put in place in September 2019. 







However the underlying position was that the Trust delivered less 

activity, income was below plan, costs did not match the reduced 

income and the CIP was below plan.  The Trust agreed year end 

settlements with its main   commissioners prior to Covid-19 and 

therefore this has not affected the  delivery of the plan.





The Trust position for financial year 2019/20 remains draft until the 

external audit review has been completed and final accounts submitted 

in May/ June 2020.

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

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

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

control total, reducing the overall planned deficit to £3.6m.

Chart Area 88

<= 0

<= 0%

2 
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5 

4 4 
3 3 
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Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

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

-2.2% -2.1% -5.9% -1.8% -0.2% -1.3% -2.9% 0.0% -0.5% 12.6% 33.3% 
-0.3% 0.0% -0.2% 

-172.7% 
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Indicator Detail
5

-42.6%

5

-5.0%

Mar-20 CIP Cumulative Achievement Actions
The percentage variance between planned CIP achievement and the actual CIP 

achievement.

CIP delivered was heavily weighted to non-recurrent measures including 

£4.0m (30%) non-recurrent vacancy factor (NRVF) and corporate or 

technical items £5.1m (38%). 





Recurrent cost improvement plan (CIP) delivery is £4.7m (33%), 

unchanged in the final    quarter.  This leaves a £9.5m recurrent 

pressure for the underlying financial position.





Target The Trust ended the financial year £0.7m adverse to the CIP plan, as the target was 

weighted towards the end of the year and technical savings delivered earlier could no 

longer offset the underachievement in month

Chart Area 90

Mar-20 Cash Actions
The percentage variance between planned borrowing-to-date and the actual borrowing-

to-date.

Cash in the bank on 31st March 2020 was £17.6m, which is £0.7m more 

than last month.  This is linked to capital creditors of £1.9m and 

outstanding invoices to NHS Property Services of almost £4m due to 

invoicing errors in their systems.  In addition the Trust has received all 

FRF and PSF for Q3, not had to repay previous advances, and drawn 

down £4.8m further in advance  for Q4.


Target Cash in the bank on 31st March 2020 was £17.6m, which is £0.7m more than last 

month.  

Chart Area 89

<= 0%

>= 0%

-13.5% -12.6% -1.2% 0.0% -0.4% -10.2% 
-16.8% 

-22.2% 
-29.2% -32.5% -35.5% -34.0% -37.1% -40.0% -42.6% 

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

Q4 2018/19 Q1 2019/20 Q2 2019/20 Q3 2019/20 Q4 2019/20
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61.0% 44.3% 37.8% 33.9% 36.9% 28.7% 19.8% 

-88.4% 

-1.2% -5.0% 
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Indicator Detail
5

-26.5%

2

3

Mar-20 Financial Use of Resources Actions
A calculated score based on capital service capacity, liquidity, income & expenditure 

margin, distance from financial plan, and agency spend.

Individual scores under the Finance & Use of Resources Metrics are 

shown below: 


          Capital service cover = 4 (worst) 


          Liquidity = 4 (worst) 


          I&E margin = 3


          Variance from control total = 1 (best) 


          Agency spend = 1 (best) 





For the Trust’s overall score to improve to a 2 then the Trust cash 

balance and liquidity would need to improve. As these two metrics score 

4 (worst) in operational plan and actual delivery, this triggers an over-

ride in the overall Use of Resources metric and limits the overall score 

to a 3. 

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

is a 3, which is in line with plan.

<= 3

Chart Area 92

Mar-20 Capital Expenditure Actions
The percentage variance between planned capital expenditure and the actual capital 

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

Healthier Together plans included in the original £18.3m plan have been 

deferred.

Target Capital costs of £13.5m have been incurred in the financial year to 31st March 2020, 

which is £0.3m lower than the revised £13.8m capital forecast.

+/- 10%

Chart Area 91

-16.4% -13.9% -21.3% 

-70.9% -58.9% 

-21.9% -12.9% -15.7% 
-28.4% 

-15.4% -17.1% -23.1% -29.5% -20.4% -26.5% 
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Indicator Detail
1

92.6%

1

5.5%

Mar-20 Sickness Absence: Monthly Rate (UoR) Actions
The total number of staff on sickness absence, calculated as a percentage of all staff-in-

post whole time equivalent.

The unadjusted cost of sickness absence in March 2020 is £690K; a 

increase of 172K from the adjusted figure of £518K in the previous 

month.  The highest reasons for sickness remain unchanged from the 

February position Anxiety/Stress/Depression, Back/Musculoskeletal 

Problems including Injury/ Fracture, Gastrointestinal Problems, & 

Cough/Cold/Influenza.





Significant activity has been undertaken to ensure enhanced Health and 

Wellbeing support in response to the pandemic and this work 

continues.





Target The in-month unadjusted sickness absence figure for March 2020 is 5.47%; a increase 

of 0.99% compared to the adjusted previous month’s figure of 4.48%. There were 

1,713.48 FTE lost due to Infection Diseases (Covid-19) related sickness.
<= 3.5%

Chart Area 94

Mar-20 Substantive Staff-in-Post Actions
The percentage of whole time equivalent staff in post compared with the current 

establishment.

Work continues to recruit to vacant posts and reduce temporary staffing 

costs.

Target The Trust staff in post figure for March 2020 is 93%.  Actual FTE staff in post increased 

by 31.21 FTE, combined with a increase in establishment of 8.57 FTE 




>= 90%

Chart Area 93

91.5% 91.5% 91.7% 91.5% 91.4% 91.4% 
91.0% 90.9% 

90.5% 
91.0% 

92.1% 92.0% 92.0% 92.1% 92.6% 
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Q4 2018/19 Q1 2019/20 Q2 2019/20 Q3 2019/20 Q4 2019/20
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Indicator Detail
1

4.7%

2

0

Mar-20 Sickness Absence: Long-term Actions
Number of staff who have been absent from work on sick leave for 365 days or more. No Actions

Target Performance has been achieved

<= 0

Chart Area 96

Mar-20 Sickness Absence: Rolling 12-Month Rate (UoR) Actions
The total number of staff on sickness absence, as a percentage of all staff-in-post whole 

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

See actions above.

Target The 12-month rolling sickness percentage for the period April 2019 – March 2020 is 

4.71%, a 0.1% increase from the February position.  The unadjusted short term 

sickness for this period is 1.39%.  The long term sickness rate is 3.32%.   

<= 3.5%

Chart Area 95

4.4% 4.4% 4.4% 
4.5% 4.5% 

4.6% 4.6% 4.6% 4.6% 4.6% 4.6% 
4.7% 

4.6% 4.6% 
4.7% 
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Indicator Detail
6

14.6%

1

51.9%

Sep-19 Staff Friends & Family Test: Recommend for Work Actions
The percentage of all surveyed staff who are extremely likely or likely to recommend the 

Trust as a place of work.

Staff survey actions will be taken forwards

Target Due to Covid-19 this national data collation has been stood down for Quarters 4 and 1.

Chart Area 98

Mar-20 Workforce Turnover (UoR) Actions
The percentage of employees leaving the Trust and being replaced by new employees. Further roll-out of the transfer scheme for nursing staff.


Improvements to clinical inductions and preceptorship are in progress.

Target The rolling 12-month unadjusted permanent headcount turnover figure is 14.72%, 

(adjusted is 12.90%). The top known leaving reasons are: Work Life Balance together 

with Dependents (16.45%), Relocation (11.62%), Retirement (8.36%), and Promotion 

(7.90%).<= 13.94%

Chart Area 97

13.3% 13.3% 13.3% 
13.7% 13.9% 

14.2% 14.0% 
14.3% 14.3% 14.6% 14.4% 14.5% 14.7% 14.7% 14.6% 
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Indicator Detail
1

70.4%

1

92.3%

Appraisal Rate: Medical Actions
The percentage of medical staff that have been appraised within the last 15 months. The performance of this indicator has been impacted by the response to 

Covid-19.

Target The medical appraisal rate has decreased by 3.73% to 92.28% in March below the Trust 

target of 95%.

>= 95%

Chart Area 100

Sep-19 Staff Friends & Family Test: Recommend for Care Actions
The percentage of all surveyed staff who are extremely likely or likely to recommend the 

Trust for care.

Staff survey actions will be taken forwards

Target Due to Covid-19 response national data collation for Quarters 4 and 1 has been stood 

down.

Chart Area 99

71.9% 
71.2% 

70.4% 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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Indicator Detail
1

83.2%

1

91.4%

Mar-20 Statutory & Mandatory Training Actions
The percentage  of statutory & mandatory training modules showing as compliant. No action

Target Statutory and Mandatory training has seen a marginal decrease from 91.54% in 

February to 91.42% in March.

>= 90%

Chart Area 102

Mar-20 Appraisal Rate: Non-medical Actions
The percentage of non-medical staff that have been appraised within the last 15 

months.

Performance against this indicator has been affected by the response to 

Covid-19.





Business Groups will be supported to develop a trajectory plan to 

recover and improve  performance from Q2.Target The Trust’s total appraisal compliance for March is 83.22% which has decreased from 

February’s figure of 90.16% and remains below the Trust’s target of 95%.  Currently all 

Business Groups are under the Trust target of 95%
>= 95%

Chart Area 101

90.2% 89.7% 91.2% 92.2% 92.8% 91.9% 91.0% 92.6% 90.1% 90.6% 91.5% 91.4% 90.8% 90.2% 

83.2% 
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Indicator Detail
1

17.4%

2

1052

Mar-20 Agency Shifts Above Capped Rates Actions
Number of agency shifts above above the provider spend cap. Within this period there were 115 cap breaches relating to non-

framework agencies - Robinsons (103) and Thornberry (12). 


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

under cap, was 1,922 – an average of 480 per week. There were a total 

of 248 shifts paid at or above £100 per hour, which required Chief 

Executive approval, which is an average of 62 shifts per week, 

compared to 53 shifts per week in February. 


Target 1,052 agency shifts paid above the NHSI cap rate during the 4 week period from 2nd – 

29th March 2020; an increase of 20 shifts compared to February’s position & a decrease 

of 25 shifts per week in March 2019.
<= 0

Chart Area 104

Mar-20 Bank & Agency Costs Actions
The total bank & agency cost as percentage of the total pay costs
 •Winter incentive scheme for substantive staff including extension of 

increased rates for RNs to 31st May (extended from 31st March to 

support Covid response)..


•Improvement rota management, particularly relating to medical staff; 

including implementing improved e-rostering for the whole workforce.


•Use of technology to ensure more staff are able to access and 

volunteer to work extra shifts








Target The total bank and agency spend in March was £3.3M, which represents 15.97% of the 

total pay bill within the month.   The business groups with the highest bank & agency 

spend in March were M&CS (£1.3M) and Integrated Care (£959K).
<= 5%

Chart Area 103

13.0% 13.0% 
17.9% 

10.6% 11.5% 11.1% 11.0% 12.0% 11.5% 
13.8% 12.5% 12.5% 14.0% 14.7% 
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778 836 
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Indicator Detail
5

-0.3%

2

1

Mar-20 Staff Suspensions Actions
Number of staff who have been suspended from work for 90 days or more. No action

Target There is currently one member of staff who has been suspended for more than 90 days. 

This relates to a complex matter which will be concluded within the next reporting period.

<= 0

Chart Area 106

Mar-20 Agency Spend: Distance From Ceiling (UoR) Actions
The percentage variance between Trusts expenditure on agency and external locums 

across all staff groups and the cap set by NHSi.

•Target achieved.

Mar-20 Trust agency spend in March was £1.1M ending the year within the agency ceiling.

<= 3%

Chart Area 105

10.7% 
7.3% 6.5% 

-15.9% 
-11.7% -13.8% -14.7% -14.0% -14.1% 

-9.1% -7.9% -6.1% -4.5% -2.8% -0.3% 

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

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

#N/A #N/A #N/A 0 

1 1 1 

0 0 0 0 0 0 0 
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Indicator Detail
4

21.51

1

80.0%

Mar-20 Flu Vacination Uptake Actions
The percentage of staff receiving the flu vaccination. No Actions

Target The Trust achieved its target of 80% of frontline staff vaccinated, releasing the 

associated CQUIN payment.

>= 80%

Chart Area 108

Mar-20 Recruitment Lead Time Actions
Average waiting time between issuing of a conditional offer to issuing an unconditional 

offer across all staff groups

Proactive communications by the recruitment team and an office 

attendance rota is now in place to ensure paperwork is collected from 

managers, scanned and sent to the relevant officer within the required 

KPI's

Target The Trust average time to hire is 21.51 days, which is an improvement from Februarys 

position. There have been a small number of delays due to Covid-19 and the 

recruitment teams adaption to working from home.
<= 20

Chart Area 107#N/A #N/A #N/A 

22.93 23.15 22.69 20.31 20.60 
24.54 21.77 22.34 21.81 20.30 21.89 21.51 
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Safer Staffing Report - March 2020

Nursing & Midwifery
Establishment

FTE

NHSP Nurse

FTE

Total 

Establishment

Sum of FTE

Actual

NHSP Nurse

FTE

Total Actual

FTE

Sum of FTE

Variance

Variance from 

Establishment

%

Post Recruited to 

in TRAC

FTE

Grand Total 

Variance from 

Establishment FTE

Corporate Services 64.44 0 64.44 65.58 0 65.58 1.02 1.58% 25.96 -27.1

Integrated Care 458.76 15.3 474.06 379.46 15.3 394.76 0.83 0.18% 10.28 69.02

Medicine & Clinical Support 313.43 7.99 321.42 258.37 7.99 266.36 0.83 0.26% 2 53.06

Surgery GI & Critical Care 416.56 12.28 428.84 357.09 12.28 369.37 0.86 0.20% 4 55.47

Women, Children & Diagnostics 352.76 3.16 355.92 348.85 3.16 352.01 0.99 0.28% 4.8 -0.89

Grand Total 1605.95 38.73 1644.68 1409.34 38.73 1448.07 196.61 11.95% 47.04 149.57

Additional Clinical Services FTE Budgeted FTE Actual
Variance From 

Establishment FTE

Variance From 

Establishment

%

815.68 810.62 5.06 0.62%

Grand Total 815.68 810.62 5.06 0.62%

The usual safe staffing report completed from data-sourced from the Unify (NHS Digital) submissions has been suspended nationally in month due to Covid  

situation a number of wards have been closed and surgical wards have been reallocated.  

The RN variance from establishment is 196.41 WTE.  There are 47.04 WTE on Trac, therefore the reported vacancies in month are 149.57 WTE.

For non-registered (Band 2-4) there are 5.06 WTE vacancies reported.

DESCRIPTION TRENDAGGREGATE POSITION

Of the non-registered 181 WTE (Demand 233.8 WTE) the fill rate is 77.8%.

Of the RN 239.2 WTE (Demand 325 WTE) The fill rate overall is 73% of the 

shifts requested. 51.5% are NHSP and agency 22.6%

PERFORMANCE AGAINST PREVIOUS MONTH

RN safe staffing levels are supported by temporary staff 

(NHSP Bank and agency).

This is reported as demand versus NHSP and agency fill 

compared to substantive vacancies. 

March RN rates indicate 239.2 WTE 

filled

Non-registered safe staffing levels are supported by 

temporary staff (NHSP Bank).

This is reported as demand versus NHSP and agency fills 

compared to substantive vacancies.

March non-registered rates indicate 

181 WTE filled
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CQUIN Report

Background

KEY:   n Green = Achieved / Full Payment   n Amber = Part Payment   n Red = Not Achieved / No Payment

Quarter 3

Target Result Value
1 Antimicrobial Resistance - Lower Urinary Tract Infections in Older People 90% 38% £96,968 0% £0
2 Antimicrobial Resistance - Antibiotic Prophylaxis in Colorectal Surgery 90% 48% £72,726 0% £0

3 Frontline Staff Flu Vaccinations N/A N/A N/A NA N/A

4 Alcohol and Tobacco – Screening 80% 98% £48,484 100% £48,484

5 Alcohol and Tobacco – Tobacco Brief Advice 90% 67% £48,484 43% £20,848

6 Alcohol and Tobacco – Alcohol Brief Advice 90% 0% £48,484 0% £0
7 Three High Impact Actions To Prevent Hospital Falls 80% 50% £193,936 45% £87,271

8 Same Day Emergency Care – Pulmonary Embolus 75% 97% £48,484 100% £48,484

9 Same Day Emergency Care – Tachycardia with Atrial Fibrillation 75% 75% £48,484 100% £48,484

10 Same Day Emergency Care– Community Acquired Pneumonia 75% 82% £64,645 100% £62,059
11 Medicines Optimisation N/A PASS £9,062 100% £9,062

12 National Dose Banding for Adult Intravenous Anticancer Therapy (SACT) 95% 100% £7,720 100% £7,720

Total - - £687,477 49% £332,412

Mar-20

CQUIN Indicator

Value Secured

The national Commissioning for Quality and Innovation (CQUIN) payment framework allows Commissioners to reward excellence, by linking a 

proportion of a healthcare Providers' income to the achievement of quality improvement goals and innovations. 

The Trust is required to provide its commissioning bodies with quarterly evidence submissions for each CQUIN indicator. This evidence demonstrates 

how the Trust has performed against the milestones set out within each CQUIN indicator. 

Monthly meetings are held with the Medical Director and CQUIN Leads to review progress and provide assurance. CQUIN updates are provided 

quarterly to the Quality & Safety Improvement Strategy Group (QSISG) and Quality Governance Group (QGG). 

This report provides a summary of the confirmed achievement for Qtr 3 2019-20. 
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Board of Directors’ Key Issues Report 

Report Date: 
02/05/2020 

Report of:  Quality Committee 

Date of last meeting:  
28/04/2020 

Membership Numbers:  Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 MRSA Bacteraemia  

 Blood Transfusion Traceability 

 Quality Metrics 

 CQC Update (ED Improvement Plan, Adult Quality and Safety Dashboard 

Paediatric Quality and Safety Dashboard) 

 Maternity Dashboard 

 Key Issue Report – Quality Governance Group 

 Alert The Committee wish to alert the Board to the following: 

 There are concerns in relation to blood transfusion traceability across the 
hospital. The Quality Governance Group alerted the Committee to failing 
compliance with the return of blood traceability tags from wards to the 
laboratory.  Lack of traceability may result in an adverse transfusion events 
for patients.  The Trust could also be at risk of regulatory action by the 
MHRA with a worst case scenario being closure of the blood bank.   The 
Committee was briefed on the actions taken (e.g. safety alerts) and 
proposals for reporting and monitoring. 

  

 
 

Assurance The Committee received assurance that: 

 There are sustainable improvements to the Complaints Response Rate (45 
days) and also in the resolution of complaints in response to action plans 
implemented by the Patient and Customer Services Teams and Business 
Groups. 

 

 Advise The Committee wish to advise the Board on the following: 

 There are currently over 200 patients suspended on the cancer pathway 
due to the COVID-19 response.  The Trust is adhering to national guidance 
to ensure essential and urgent cancer treatments to continue.  The 
Committee agreed that Cancer will be one of the key assurance priorities.   

2. Risks Identified  The Committee identified that there was an organisational risk that the 
MHRA could apply regulatory or compliance action in relation to blood 
traceability.  The Committee concluded that risk level is low due to the 
prudent control measures taken by the Trust in response to the compliance 
issues.  

3. Actions to be  
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considered at the 
(insert appropriate 
place for actions to 
be considered) 

4. Report Compiled 
by 

Marisa Logan-Ward Minutes available from: 
 

Nicola Hawley, 
Committee Secretary  
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Board of Directors Key Issues Report 

Report Date: 
06/05/2020 

Report of:  Finance & Performance Committee 

Date of last meeting:  
18/03/2020 

Membership Numbers:  
The meeting was quorate 
.  
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Annual review of Committee Terms of Reference and self assessment 

 Draft operational plan 

 Operational performance report 

 Performance reviews key issues report 

 Update on the creation of more nursing home beds 

 Annual review of estates strategy 

 DXC systems renewal 

 Capital programme 

 Capital programme delivery group key issues report 

 Financial performance report 

 Contracts report 

 Procurement update 

 Use of resources (Carter Metrics) report 

 Agency utilisation report 

 Alert  The Committee amended its Terms of Reference to include a requirement 

for a clinical representative to be determined by the Executive Directors 

Team. 

 

 New guidance for the development of the operational plans has been 

received and a draft has been sent to Greater Manchester Health and 

Social Care Partnership, with performance trajectories. However, the 

pandemic has impacted on timescales for national submission. 

 

 The Committee raised concerns about the lack of sustained progress in 

reducing waiting lists. 

 

 The Committee raised concerns about deteriorating performance in 

relation to clinical correspondence and has asked for to receive more 

information about the drivers of the decline. 
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 The Committee highlighted the £400,000 of stranded costs that still remain 

with the Trust following the transfer of the breast services. 

 Assurance  The Committee took a medium level of assurance on the achievement of 

the year-end 2019/20 financial position.  

 

 Advise  The Committee raised concerns about the delay in commissioning nursing 
home beds at Bramhall Manor in light of the need to rapidly support the 
early discharge of medically optimised patients. 

 

 The Committee reviewed a proposal relating to revised support and 
maintenance contracts with DXC Systems for a number of IT systems and it 
recommends that the Board of Directors approve the proposal. 
 

 The Committee reviewed a the proposal to over commit to spending on the 
capital programme and keep the position under review on a monthly basis, 
and it recommends that the Board approve the proposal. 

2. Risks Identified  Maintain a focus on underlying financial position and performance against 
operational standards at a time of intense operational activity due to Covid-
19. 

 

 A number of items on the Committee work plan were deferred due to Covid-
19 pressures. 

3. Report Compiled 
by 

Malcolm Sugden Minutes available from: Committee Secretary 

 

6.5

Tab 6.5.2 Finance & Performance Committee

214 of 272 Public Board - 6 May 2020-06/05/20



 
 

-  1 of 17 - 

 

 

 

Report to: Board of Directors Date: 6th May 2020 

Subject: Financial Position to the end of March 2020 (2019/20 Month 12) 

Report of: 
John Graham,  
Director of Finance 

Prepared by: 
Jennifer Swinhoe,  
Chief Reporting Accountant 

 

 

REPORT FOR NOTING  
 

 

Corporate 
objective  
ref: 

C3a, C3b, C7c 

 

Summary of Report 
 
The Board are asked to note the draft financial position for the Trust 

for 2019/20 subject to audit approval.  This paper will detail the 

technical financial adjustments which have taken place since the 

reporting of the Month 11 financial position. 

 

The Trust has achieved the control total with NHSI including an 

additional stretch target of £250k and has delivered the recovery 

plan.  Greater Manchester as a whole has delivered in excess of the 

Integrated System Control total which has secured additional 

Financial Recovery Fund.   

 

Whilst this is an excellent position for the Trust there remains 

underlying risk in performance which will have to be reconsidered 

when the financial regime is reset after the Covid-19 period. 

 

 

Board Assurance 
Framework ref: 

S03 

CQC Registration 
Standards ref: 

CQC Well Led 

KLOE 6 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments:  Annex 1: Full finance report with appendices 

 

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 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

 

1.2 

 

 

 

1.3 

 

Due to the Covid-19 period the Finance & Performance Committee were unable to meet in April 2020.  

Therefore the Board of Directors are asked to note the progress and assurance against the financial 

objectives of the Trust for the financial year ending 31st March 2020 (Month 12). 

 

There are a number of changes to the financial position from what was reported at Month 11 and this 

report will detail requests from NHSI to improve the Trusts forecast position, the treatment of 

provisions and the technical adjustments made as part of the accounts. 

 

The accounts are subject to external audit and therefore at this stage are draft.  

 

 

2. BACKGROUND 

 

2.1 

 

2.2  

 

 

 

This report sets out the draft trading position and key financial issues for the Trust in 2019/20.   

 

Under Covid-19 the financial regime for Trusts has been amended and this has previously been 

reported to the Board on the 7th April 2020.    

 

3. KEY SUMMARY 

 

3.1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The high level summary for the Trust financial objectives at the end of the financial year 2019/20 are 

shown below in Table 1.  A key is provided in Table 2 beneath.  

 

Table 1 

Ref Objective Status Trend Actual at 

M12 

Comment 

C3a Statutory 

deadlines met  

    

C3b Use of Resources 

 

  3  

C3b Operating Surplus 

/ (Deficit) 

  £2.5m  

C3b CIP 

 

  £13.5m Recurrent delivery remains a  key risk 

C3b Revenue financing 

(borrowing) 

  £30.1m  

C3b Agency Spend 

 

  £10.4m  

C7c Capital 

programme 

  £13.5m  
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3.2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 2 

 

 

 

Achieving the operational plan, even if 

the plan is a deficit. 

 

 Improved position in achieving position. 

Worsened position in not- achieving 

position. 

 

 

Not achieving the operational plan. 

 

 Improved position in not- achieving 

position 

   Stayed same 

 

 

A summary income and expenditure position is shown in Table 3 below.  A full income and expenditure 

statement for the Trust is included in Annex 1 as Appendix 1. 

 

Table 3 

Income & Expenditure Position 
Budget Actual Variance 

£m £m £m 

        

Control Total       

Income 338.8  336.8  (2.0) a 

Expenditure (329.5) (327.5) 2.0   f  

EBITDA 9.3  9.3  - 

Financing activities (12.9) (12.6) 0.3   f  

CONTROL TOTAL 
RETAINED SURPLUS / (DEFICIT) 

(3.6) (3.3) 0.3   f  

        

Draft Accounts       

Additional FRF - 3.2  3.2   f  

Impairment reversal - 2.7  2.7   f  

DRAFT ACCOUNTS 
RETAINED SURPLUS / (DEFICIT) 

(3.6) 2.5  6.1   f  

        

Underlying Position       

Add back:       

Planned external support (FRF, PSF)   (20.9)   

Unplanned additional FRF   (3.2)   

Impairment reversal   (2.7)   

Non-recurrent CIP delivery   (9.5)   

Balance sheet mitigations   (5.1)   

Other non-recurrent items   (0.8)   

Sub-total underlying position 
reported at February 2020 Board 

  (39.6)   

Planned external support (MRET)   (3.6)   

UNDERLYING POSITION 
RETAINED SURPLUS / (DEFICIT) 

  (43.2)   
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3.3 

 

3.3.1 

 

 

 

 

 

 

 

 

3.3.2 

 

 

 

 

 

 

 

3.4 

KEY HEADLINES 

 

POSITIVES 

• Final Accounts reported position of £2.5m surplus.  This includes an impairment reversal of 

£2.7m which is a non-cash item and excluded from NHS Improvement’s control total 

calculations. 

• Exceeded control total by £0.3m. 

• As a consequence of delivering additional £0.3m and as such Greater Manchester (GM) hitting 

the system control total, Stockport received an additional £3.2m FRF. 

• Delivered £13.5m in year against £14.2m target for CIP. 

 

CHALLENGES 

• Significant under delivery on elective activity. 

• Significant under delivery on outpatients. 

• Significant potential under delivery on CQUIN – mitigated by fixing year end positions with 

commissioners. 

• Significant under delivery on recurrent CIP. 

• Significant deterioration of underlying position. 

 

A full report is attached as Annex 1 on the detail of the income and expenditure statement and all the 

metrics as shown in Table 1.  The reported position for the Trust in totality remains subject to 

confirmation by external audit. 

 

 

4. CONCLUSION 

 

4.1 

 

 

 

 

 

 

 

 

 

4.2 

 

 

4.3 

 

 

 

 

 

 

 

The Trust has delivered its financial plan for 2019/20.  This has been achieved through a significant 

number of non recurrent actions which were set out in the Trust recovery plan put in place in 

September 2019.  However the underlying position was that; 

 the Trust delivered less activity,  

 patient care income was below plan,  

 costs did not match the reduced income and, 

 the CIP was below plan.   

The Trust agreed year end settlements with its main commissioners prior to Covid-19 and therefore this 

has not affected the delivery of the plan.   

 

The Trust has met all its financial use of resources planned metrics and the score within the single 

oversight framework remains at a “3”. 

 

The Trust released £5.1m in total from the balance sheet to deliver the financial position and secure the 

full year £20.9m Financial Recovery Fund (FRF) allocation and qualify for potential bonus elements.  Of 

this £0.25m improvement was agreed as part of the consolidated Greater Manchester (GM) control 

total position to unlock additional FRF for GM and the Trust.   

In acknowledgement of the above achievement of the GM system control total, the Trust was awarded 

£3.2m bonus FRF.  A further technical accounting improvement of £2.7m is due to a change in the 

annual valuation of the Trust’s land and buildings.  However this is a non-cash technical accounting 

adjustment only, and is excluded from NHSI’s control total for regulatory reporting.  
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4.4 

 

 

 

 

4.5 

 

 

 

 

 

4.6 

 

 

 

 

 

4.7 

 

National guidance is continually being updated on how Trusts should treat the financial implications of 

Covid-19 for financial year-end and beyond. The Trust submitted returns at the end of March for 

expenditure costs and loss of income and within the financial position there is £0.47m of central 

funding to cover this. 

  

In year the Trust delivered £13.5m of CIP.  This was heavily weighted to non-recurrent measures 

including £4.1m (30%) non-recurrent vacancy factor (NRVF) and corporate or technical items £5.1m 

(38%).  Recurrent CIP delivery is £4.7m (33%) which is unchanged for the past three months.  This 

leaves a £9.5m recurrent pressure for the Trust’s underlying financial position moving into the new 

financial year.   

 

Bringing the financial position back in line with plan has only been delivered via a total £5.1m of 

technical means and further balance sheet release.  All year end accounting estimates will be 

considered by the Audit Committee as part of the usual year end procedures, but this strictly limits the 

balance sheet flexibilities ahead of 2020/21.  These mitigations are one-off non-cash adjustments which 

do not improve the underlying recurrent position of the Trust.   

 

Provisions made within the accounts include the risk on the Flowers case which relates to a legal 

challenge on average overtime payments as well as potential costs of employment tribunals.  The Trust 

has increased its annual leave provision as result of cancelled annual leave during Covid-19. 

 

 

5. 

 

5.1 

 

 

 

RECOMMENDATION 

 

The Board of Directors is asked to note the contents of the report and the delivery of the operational 

plan for 2019/20, and the corresponding impact this places on any financial plan for 2020/21.  

  

6.6

Tab 6.6.1 End of Year Financial Position

220 of 272 Public Board - 6 May 2020-06/05/20



- 7 - 

ANNEX 1 –  

FULL FINANCE REPORT FOR MARCH 2020 (MONTH 12) 

 

1. FINANCIAL USE OF RESOURCES 

 

1.1 

 

 

 

 

 

 

 

 

 

 

 

 

1.2 

 

 

 

1.3 

 

 

 

1.4 

The Trust’s Use of Resources (UOR) draft score under the Single Oversight Framework is a 3, 

classified by NHSI as triggering significant concerns and requiring mandated support. A summary 

table of the individual metrics is shown in Table 4 below. 

 

Table 4 

 

 

 

 

 

 

 

 

The metric for Income and Expenditure Margin has improved to 2 in month.  As the Trust plan was 

weighted to delivering a surplus towards the end of the year, this has reduced the planned deficit 

to 1% of turnover and improved the metric.  This was the basis for NHSI’s control total.   

 

The metric for Capital Service Cover has also improved to a 2 in month.  As the Trust has not 

borrowed as much as planned, and the actual deficit position is better than planned, so this ratio is 

now 1.90 and improves the score.   

 

For the Trust’s overall score to improve to a 2 then the Trust’s liquidity would need to improve 

under the financial sustainability scores.  As this metric scores 4 (worst) in operational plan and 

actual delivery in the current year, this triggers an over-ride in the overall Use of Resources metric 

and limits the overall score to a 3.   

 

 

2. 

 

2.1 

2.1.1 

 

 

 

 

 

2.1.2 

 

 

 

 

 

OPERATING DEFICIT 

 

FINANCIAL PERFORMANCE 

Due to the unprecedented impact of Covid-19 on the Trust and the timing of this Committee, the 

figures quoted in this paper are still a draft position, as submitted to NHSI on Monday 27th April 

2020. However, consolidation of the accounts with the Trust’s wholly owned subsidiary Stepping 

Hill Enterprises trading as The Pharmacy Shop is required for the NHSI submissions.  There will be 

updates to the Committee in future reports.   

 

In September 2019 (M06) the Trust was forecasting an unmitigated deficit of £13m.  Closing this 

£10m gap, from the agreed Control Total, and managing the internal and external risks to the year 

end forecast has been a significant challenge for the second half of the financial, however the 

committee had been given assurance by January 2020 that the plan could be delivered through 

non-recurrent means.  The sections below cover the key headings considered as part of mitigating 

the forecast and successfully delivering the planned deficit.  

Finance & Use of Resources Metrics Override 1 2 3 4 score

Financial sustainability Capital service cover 2 No 2.50 1.75 1.25 < 1.25 20% 0.4

Financial sustainability Liquidity 4 Yes 0 -7 -14 < -14 20% 0.8

Financial efficiency I&E margin (%) 2 No 1.0% 0.0% -1.0% <-1.0% 20% 0.4

Financial controls Variance from control total 1 No 0.0% -1.0% -2.0% <-2.0% 20% 0.2

Financial controls Agency spend 1 No < 0% 0% 25% 50% 20% 0.2

Finance Use of Resource Metric (UOR) - Calculated 2.0

OVERRIDE TRIGGERED? Yes Yes

Finance Use of Resource Metric (UOR) - Final Reportable 3
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2.1.3 

 

 

 

 

 

 

 

 

 

 

2.1.4 

 

 

 

 

 

 

2.1.5 

 

 

 

 

 

 

 

2.2 

 

 

 

 

 

 

 

 

 

 

 

 

2.3 

 

 

 

 

 

 

 

As previously reported, the Trust has a financial recovery plan in place with a series of actions to 

ensure delivery of the control total at Q4 and the contingent £7.3m of Provider Sustainability Fund 

(PSF) and Financial Recovery Fund (FRF).  

 In addition to this the Director of Finance negotiated to deliver a £0.25m surplus to plan, via the 

above non-recurrent means, in support of the Greater Manchester (GM) control total.   

This allowed the Trust to qualify for additional incentive FRF, and the Trust was notified by NHSE/I 

on 23rd April 2020 it would receive the full core allocation plus £3.167m deficit reduction incentive 

payment, which was been set to bring the trust to a £0.05m surplus.   

This plus the impairment reversal detailed in section 4 below bring the Trust’s adjusted financial 

performance to a £2.5m surplus. 

 

Therefore the draft financial position for the month of March is in line with the NHSI control total:  

excluding external support and items not counted against the control total the Trust as delivered 

£28m deficit as shown in Table 1 above.  Appendix 1 shows the full income and expenditure 

account for the Trust for the financial year ending 31st March 2020.  This position remains draft 

until the final accounts and schedules have been completed and approved by external audit for 

final accounts submission.  

 

In the final month of the financial year the Trust position therefore improved by; 

 £3.2m additional FRF,  

 £2.5m fixed asset impairment reversal and. 

 £3.6m of non-recurrent recovery plan actions including balance sheet release.    

The financial position by month is represented in graphs included as Appendix 2, and highlights the 

March position including the above is therefore not in line with the underlying trend for the Trust.     

 

 

EXTERNAL SUPPORT 

By delivering the agreed control total the Trust has been able to secure the full year £20.9m 

Financial Recovery Fund (FRF) allocation and qualify for potential bonus elements.  An 

improvement of £0.25m was agreed as part of the consolidated Greater Manchester (GM) control 

total position to unlock additional FRF for the region and the Trust.   

In acknowledgement of the above achievement of the GM system control total, the Trust was 

awarded £3.2m bonus FRF.   

This increased total external support received in year to £27.6m, made up in the element below: 

Provider Sustainability Fund (PSF)     £ 6.060m 

Financial Recovery Fund (FRF)                   £14.807m 

Marginal Rate Emergency Tariff (MRET)    £ 3.599m 

Financial Recovery Fund (FRF) - bonus      £ 3.167m 

 

INCOME 

Overall income has improved by £7.5m in month, so ended the year £1.1m favourable to plan.   

However the underlying position was that the Trust delivered less activity and clinical income was 

below plan.  As part of the recovery plan actions the Trust agreed year end settlements with its 

main commissioners and this is covered in section 3 below.  This was undertaken prior to Covid-19.  

Income by point of delivery (POD) and with the corresponding activity levels is shown in table 5 

below.  
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2.4 

 

 

 

 

 

 

 

2.5 

 

 

 

 

 

 

 

 

2.6 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 5 

 

 

 

 

 

 

 

 

 

 

 

 

WINTER 

The Trust annual plan included £1.6m of winter 2019/20, plus the Trust was granted a further 

£2.2m of central funding so had a revised budget of £3.8m to spend on winter.  Direct winter costs 

of more than £2.8m were incurred, plus indirect costs of increased NHS Professionals (NHSP) bank 

usage and rates across all areas to support improvements to patient flow throughout the hospital 

costing £0.6m.  However due to the changing operational situation in response to Covid-19 the 

Trust did not see the peak in expected costs for winter escalation up to the Easter period.    

 

COVID-19 

National guidance is continually being updated on how Trusts should treat the financial 

implications of Covid-19 for financial year-end and beyond.  Individual business group year-end 

positions will include implications of Covid-19 in changed or additional expenditure patterns and 

loss of income.  The Trust has completed returns to NHSI detailing additional expenditure incurred 

and income lost directly related to Covid-19, and the  financial position includes £0.47m of central 

funding to cover this.  The overall financial position, at this point, has therefore not been adversely 

affected by Covid-19 in 2019/20.   

 

PAY 

The Trust has spent £244.1m on pay costs in the 2019/20 financial year, which is £2.6m adverse to 

plan.  This is because pay CIP has not been delivered, but has been mitigated by non-pay items.   

£10.4m (4.4%) of this expenditure is on agency staff, and a further £19.7m (8.4%) on bank, internal 

locum and waiting list initiatives.   

Supporting the changing operational situation across winter and Covid-19 at the hospital has 

resulted in higher levels of bank and agency use across nursing and medical staff, including the use 

of a non-framework nursing agency at rates higher than the GM rates agreement and the NHSI 

agency cap.   

Total premium staffing costs of £30.1m represent 12.8% of the Trust’s total pay cost, but overall 

forecast agency spend is just within the agreed ceiling.  Graphs for medical staffing and registered 

nursing spend split by substantive, bank and agency are included as Appendix 3 

 

Plan Actual Variance % Plan Actual Variance %

Elective 6,020 5,566 (454) (7.5%) 20.1 19.3 (0.8) (4.1%)

Day case 32,644 31,688 (956) (2.9%) 23.2 23.2 (0.0) (0.2%)

Non-elective 47,590 42,934 (4,656) (9.8%) 87.5 86.1 (1.3) (1.5%)

Out patients 320,058 311,411 (8,647) (2.7%) 34.3 33.8 (0.5) (1.4%)

ED 100,678 99,751 (927) (0.9%) 16.8 16.8 (0.0) (0.0%)

Community 32.4 32.4 (0.1) (0.3%)

Non-tariff 55.4 55.3 (0.1) (0.1%)

Other income 69.1 73.0 3.9 5.7%

Total 506,990 491,349 (15,640) (3.1%) 338.8 339.9 1.1 0.3%

£mPoint of 

Delivery

Attendances
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2.7 

 

 

 

 

 

2.8 

 

 

 

 

 

 

 

 

2.9 

 

 

 

 

 

 

NON-PAY 

The movement in provisions is included in the annual accounts under non-pay, which adds to the 

overall favourable position on non-pay.  Balance sheet transactions are a non-cash one-off solution 

which does not improve the Trust’s overall run-rate of expenditure, and therefore constitute a 

significant risk to the Trust underlying financial position and improvement trajectory for 2020/21.   

 

BELOW THE EBITDA 

Depreciation is lower than planned by £0.1m as the capital programme is behind plan due to 

delays in the Healthier Together plans, covered in section 4.   PDC is less than originally forecast by 

£0.1m.   

There has also been an asset impairment reversal from the balance sheet of £2.7m, which is a 

technical accounting improvement due to a change in the annual valuation of the Trust’s land and 

buildings.  However this is a non-cash technical accounting adjustment only, and is excluded from 

NHSI’s control total for regulatory reporting. 

 

Successful achievement of the control total to 31st March 2020 has been delivered through a 

mixture of non-recurrent mitigations and recovery plan actions, together with significant one-off 

accounting adjustments from the balance sheet.   

This has released additional non-recurrent external support for the Trust.  The financial outlook for 

2020-21 and beyond remains extremely challenging, particularly in light of the changing landscape 

of the NHS whilst dealing with the immediate and long-term impact of Covid-19 pandemic on the 

system.   

 

 

3. COST IMPROVEMENT PROGRAMME (CIP) 

 

3.1 

 

 

 

 

 

 

3.2 

 

 

 

3.3 

The efficiency target for the year ending 31st March 2020 was to deliver recurrent savings of 

£14.2m.  Efficiency savings delivered in year were £13.5m, so the Trust ended the year £0.7m 

adverse to the CIP plan.   

The target was weighted towards the end of the year and by the Q4 the technical savings delivered 

earlier could no longer offset the underachievement in month.   CIP tables and graphs are included 

as Appendix 4 of this report.  

 

CIP delivered was heavily weighted to non-recurrent measures including £4.0m (30%) non-

recurrent vacancy factor (NRVF) and corporate or technical items £5.1m (38%) and non-recurrent 

agency savings £1.4m (10%). 

 

Recurrent cost improvement plan (CIP) delivery is £4.7m (33%), unchanged in the final quarter.  Of 

the recurrent CIP 51% was delivered through technical adjustments including savings on agency 

commission and savings from the establishment of the national procurement towers.   

This leaves a £9.5m recurrent pressure for the underlying financial position.   

 

 

4. CASH & REVENUE FINANCING 

 

4.1 

 

Cash in the bank on 31st March 2020 was £17.6m, which is £0.8m more than last month.  This is 

linked to capital creditors of £1.9m and outstanding invoices to NHS Property Services of almost 
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4.2 

 

 

 

 

 

 

4.3 

 

 

 

 

 

 

 

4.4 

 

 

 

 

£4m due to invoicing errors in their systems.  In addition the Trust has received all FRF and PSF for 

Q3, not had to repay previous advances, and drawn down £4.8m further in advance for Q4.  

 

The requirement for a working capital support facility loan is continually being reviewed as part of 

the 13 week rolling cash flow forecast and the Trust continues to be in dialogue with NHSI’s cash 

and capital team about requirements for cash.   

From September 2018 to March 2019 the interest rate on working capital support was 3.5%.   

As the Trust has accepted the control total for 2019/20, for new loans from April 2019 the rate has 

reduced to 1.5% from the Department of Health & Social Care (DHSC).   

 

As set out in the planning guidance, NHSE/I are reforming the cash regime.  Public Dividend Capital 

(PDC) will be issued in 2020/21 to allow Trusts to repay all historical interim revenue support debt 

and accumulated interest due to Department of Health & Social Care (DHSC).  Although the overall 

financial impact on the sector of such a change should be broadly financially neutral, the impact on 

individual Trusts will vary. On one hand, interest payments for historical interim revenue support 

would be removed, and on the other the value of PDC dividend charges would increase for some 

providers.  

 

NHSI/ E have set out the amended financial arrangements for the NHS for the period between 1st 

April and 31st July 2020, which includes receiving in advance block payments from CCGs for the 

period April to July, as well as scheduled top-up payments from NHSE.   The guidance will be 

revised to reflect operational changes and feedback from the service as the response develops, but 

the emphasis is placed on prompt payments to and from hospitals to maintain cash flow.  An 

update on the new financial arrangements will be provided to the Board in due course.  

 

 

5. 

 

5.1 

 

 

 

CAPITAL 

 

Capital costs of £13.452m have been incurred in the financial year 2019/20, which is lower than 

the revised capital spending target of £13.8m.  Healthier Together plans included in the original 

£18.3m plan will now not fall into the current financial year and £1.8m of funds received have 

been deferred.  

  

 

6. 

 

6.1 

 

 

 

 

 

 

 

6.2 

 

 

CONCLUSIONS 

 

The Trust has delivered its financial plan for 2019/20.  This has been achieved through a significant 

number of non recurrent actions which were set out in the Trust recovery plan put in place in 

September 2019.   

However the underlying position was that the Trust delivered less activity, patient care income 

was below plan, costs did not match the reduced income and the CIP was below plan.  The Trust 

agreed year end settlements with its main commissioners prior to Covid-19 and therefore this has 

not affected the delivery of the plan.   

 

The Trust released £5.1m in total from the balance sheet to deliver the financial position and 

secure the full year £20.9m Financial Recovery Fund (FRF) allocation and qualify for potential 

bonus elements.  Of this £0.25m improvement was agreed as part of the consolidated Greater 
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6.3 

 

 

 

 

 

 

6.4 

 

 

 

 

 

 

6.5 

Manchester (GM) control total position to unlock additional FRF for the region and the Trust.   

In acknowledgement of the above achievement of the GM system control total, the Trust was 

awarded £3.2m bonus FRF.   

A further technical accounting improvement of £2.7m is due to a change in the annual valuation of 

the Trust’s land and buildings.  However this is a non-cash technical accounting adjustment only, 

and is excluded from NHSI’s control total for regulatory reporting.  

 

In year the Trust delivered £13.5m of CIP.  This was heavily weighted to non-recurrent measures 

including £4.0m (30%) non-recurrent vacancy factor (NRVF) and corporate or technical items 

£5.1m (38%) and non-recurrent agency savings £1.4m (10%).   

Recurrent CIP delivery is £4.7m (33%) which is unchanged for the past three months.  This leaves a 

£9.5m recurrent pressure for the Trust’s underlying financial position moving into the new 

financial year.   

 

Bringing the financial position back in line with plan has only been delivered via a total £5.1m of 

technical means and further balance sheet release.  All year end accounting estimates will be 

considered by the Audit Committee as part of the usual year end procedures, but this strictly limits 

the balance sheet flexibilities ahead of 2020/21.   

These mitigations are one-off non-cash adjustments which do not improve the underlying 

recurrent position of the Trust.   

 

Provisions made within the accounts include the risk on the Flowers case which relates to a legal 

challenge on average overtime payments as well as potential costs of employment tribunals.  The 

Trust has increased its annual leave provision as result of cancelled annual leave during Covid-19. 
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APPENDIX 1  

 

   

Income and Expenditure Statement

TRUST

FINANCIAL POSTION March 2020 (M12)

Trust M11 Movement

Annual Variance M11 - M12

Plan Plan Actual Variance

£k £k £k £k £k £k

INCOME 

Elective 20,129 20,129 19,299 (830) (863) 32

Day Case 23,238 23,238 23,197 (41) 125 (166)

Non Elective 87,485 87,485 86,136 (1,349) (993) (356)

Outpatient 34,261 34,261 33,794 (466) (1,078) 611

A&E 16,804 16,804 16,801 (4) 115 (118)

Community Services 32,441 32,441 32,358 (83) (76) (7)

Non-tariff income 55,390 55,390 55,333 (57) (138) 81

Clinical Income from Patient Care Activities 269,748 269,748 266,918 (2,830) (2,907) 77

    

Private Patients 408 408 435 27 42 (14)

Other Non-NHS Clinical Income 917 917 1,283 366 (34) 400

Other Clinical Income 1,325 1,325 1,718 393 7 386

Research & Development 621 621 698 76 72 5

Education and Training 16,631 16,631 16,960 330 226 104

Pharmacy Trading Units Income 5,524 5,524 5,086 (438) (465) 28

Other income 20,495 20,495 20,930 435 (3,344) 3,779

Other Income 43,271 43,271 43,674 404 (3,511) 3,915

   

Provider Sustainability Fund (PSF) 6,060 6,060 6,060 -

Financial Recovery Fund (FRF) 14,807 14,807 14,807 -

Marginal Rate Emergency Tariff (MRET) 3,599 3,599 3,599 -

Financial Recovery Fund (FRF) - Bonus - - 3,167 3,167 3,167

External Support 24,466 24,466 27,633 3,167 3,167

TOTAL INCOME 338,810 338,810 339,944 1,134 (6,411) 7,545

EXPENDITURE  

 

Pay Costs (241,431) (241,431) (244,072) (2,642) (1,120) (1,522)

Drugs (21,010) (21,010) (21,218) (208) (127) (81)

Clinical Supplies & services (24,256) (24,256) (21,506) 2,750 874 1,876

Other Non Pay Costs (42,772) (42,772) (40,677) 2,095 3,547 (1,452)

TOTAL COSTS (329,469) (329,469) (327,473) 1,995 3,174 (1,179)

EBITDA 9,341 9,341 12,470 3,129 (3,237) 6,366

Depreciation (9,173) (9,173) (9,054) 119 42 77

Interest Receivable 102 102 145 43 33 10

Interest Payable (1,718) (1,718) (1,719) (1) (8) 7

Other Non-Operating Expenses - - - -

Fixed Asset Impairment Reversal - - 2,658 2,658 2,658

Unwinding of Discount (30) (30) (6) 24 24

Profit/(Loss) on disposal of fixed assets - - 37 37 10 27

Donations of cash for PPE - - - -

PDC Dividend (2,114) (2,114) (2,021) 93 (0) 93

 RETAINED SURPLUS / (DEFICIT) FOR PERIOD (3,591) (3,591) 2,510 6,101 (3,160) 9,260

Year-to-date
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Note: 

Graphs for income and pay adjusted for notional expenditure and income in relation to increase in 

pension contributions paid centrally for all Trusts directly into NHS Pensions, but required to be 

reported as notional costs and income in Trust accounts.   
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Medicine & Clinical Support 3,144 2,434 710 2,434 710 247 2,897

Surgical & Critical Care 2,781 2,931 (150) 2,931 (150) 1,502 1,279

Women, Children & Diagnostic 2,420 763 1,658 763 1,658 97 2,323

Integrated Care 2,392 1,394 998 1,394 998 319 2,073

Estates & Facilities 350 207 144 207 144 127 223

Corporate 1,532 1,065 467 1,065 467 941 591

Technical 1,581 4,701 (3,120) 4,701 (3,120) 1,468 113

TOTAL 14,200 13,495 705 13,495 705 4,702 9,498
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NHS England and NHS Improvement 

 

 

 

 

Our Ref: Y62/RWJ/V02 

Sent via Email 

To: 
Director of Finance 
 
 
Copy to: 
Regional Director of Finance 
Trust finance contacts 
 
 
 
23 April 2020 
 
 
Stockport NHS Foundation Trust 

Notification of year-end Indicative Allocation of Provider Sustainability Fund 

(PSF) / Financial Recovery Fund (FRF) / COVID-19) Values 2019/2020 

Please accept this letter as formal notification of the indicative 2019/20 year-end 

Provider Sustainability Fund (PSF), Financial Recovery Fund (FRF) and COVID-19 

values for Stockport NHS Foundation Trust. 

Your Trust is now required to record the notified indicative values in your draft 

accounts return.   

Indicative PSF/FRF 

The calculation of the indicative PSF/FRF values are based on the key data returns 

submitted to NHS Improvement on 20 April 2020, combined with the NHSE P12 

ledger close to calculate the system level performance. 

The PSF/FRF indicative allocation detailed below reflects that the trust achieved the 

eligibility criteria against the control total and will receive the full core allocation plus 

the deficit reduction incentive payment, which has been set to bring the trust to a 

£50,000 surplus.  

  

 
 

NHS England and NHS Improvement 
80 London Road 

Skipton House 
London 

SE1 6LH 
 
    

E: england.contactus@nhs.net 
W: england.nhs.uk 
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NHS England and NHS Improvement 

Table 1: Total Indicative PSF/FRF 

 

Table 2: Expected Draft/Final Accounts Positions 

Expected Draft/Final 
Accounts Positions 

PSF, FRF & 
MRET Value  

(INC1310) 
£000s 

Surplus/ 
(deficit) 
before 

impairments 
and 

transfers  
(SCI0300) 

£000s 

Adjusted 
financial 

performance 
surplus/ 
(deficit) 

(SCI0340) 
£000s 

Financial 
performance 

for the 
purposes of 

PSF and 
FRF 

(STF1189)* 
£000s 

Key Data 24,466 (3,233) (3,117) (27,620) 

Impact of Indicative 
PSF/FRF 

3,167 3,167 3,167  

COVID-19 eligibility 
adjustment 

  
 

202 

Expected Draft / Final 
Accounts positions 

27,633 (66) 50 (27,418) 

* The values shown are before the impact of any ICS offsets.  An offset value of (£250,000) has been 

agreed for your trust. 

  

Total Indicative PSF 
Q1 to Q3 

£000s 

Q4 

£000s 

2019/20 Total 

£000s 

Core PSF 3,939 2,121 6,060 

Core FRF 9,625 5,182 14,807 

Core MRET (Q4 included in Q1-3 as Q4 
payment already made) 

3,599  3,599 

Total Core PSF/FRF/MRET 17,163 7,303 24,466 

Incentive PSF (system achievement)  N/A N/A 

Incentive FRF (system achievement)  0 0 

Incentive FRF (deficit reduction)  3,167 3,167 

Total Indicative PSF/FRF/MRET 17,163 10,470 27,633 

2018/19 PSF reallocation 0  0 

Indicative PSF/FRF/MRET per the 
accounts 

17,163 10,470 27,633 
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NHS England and NHS Improvement 

 

You will need to formally notify NHS England and Improvement 

(NHSI.sector.reporting@nhs.net) of any changes to the key figures supplied in your 

key data return (detailed in table 2 above), where the impact is greater than +/- 

£10,000 or if your financial position moves from achievement to non-achievement in 

quarter 4 (or vice versa), as such changes will impact on the calculation of PSF/FRF.  

NHS England and Improvement does not expect any non-notified movements in 

reported performance between the key data return and submission of draft accounts. 

As in any year, movements between draft and final accounts must be minimised and 

NHS England and Improvement is expecting trusts to prepare accurate draft 

accounts and therefore not need to make adjustments as a result of the audit 

process.    

NHS England and Improvement must be notified as soon as possible of any further 

changes that will affect providers’ performance against their control totals. If any 

changes result in a provider not being entitled to PSF/FRF income, these funds will 

be returned to the centre. 

It is important to recognise that the process above describes the recording of 

estimates for PSF/FRF; the actual payment will be finally agreed and paid in 

2020/21. The final process for agreeing and making payments will be formally 

notified at a later date.  

A fixer for the indicative PSF/FRF values and expected accounts positions will be put 

on trust portals today. This will enable the population of these values into the forms 

and activate the validation checks against them. 

 

PSF Agreement of Balances 

It is important that the PSF/FRF figures recorded in the agreement of balance 

schedules match the figures in table 1.  The value recorded against income should 

be the “Total Indicative PSF/FRF/MRET”.  The receivables figure should be the “Q4 

Indicative PSF/FRF/MRET” figure.  These figures should be recorded against NHSE 

CBA033 against the ‘adjusted’ column (maincodes A62CY03 & A62CY12). The 

2018/19 reallocation of PSF does not form part of the AoB agreements and is 

automatically fed into CBA033B to be excluded from mismatch reports.  

 

  

6.6

Tab 6.6.2 NHSI letter - End of Year Central Funding

234 of 272 Public Board - 6 May 2020-06/05/20



 
 

NHS England and NHS Improvement 

PSF/FRF Incentive and PDC Dividends 

Please note that as detailed in the DHSC Group Accounting Manual Additional 

Guidance FAQ 8, the impact of PSF/FRF incentive is excluded from the calculation 

of the PDC dividend. However, receivables associated with core PSF/FRF must not 

be subtracted from relevant net assets for the calculation of the PDC dividend. 

 

COVID-19 funding 

As previously notified by the regional team, income of £469,108 from NHS England 

and Improvement in relation to COVID-19 reimbursement has been agreed.  In 

addition, it has been agreed that £202,000 of expenditure will not count towards the 

PSF/FRF eligibility criteria, this is in respect of the annual leave accrual which has 

not been funded via the COVID-19 reimbursement. These values are based on the 

regionally validated COVID-19 submissions received.   

Additional guidance with regards to the treatment of the COVID-19 income for 

agreement of balances was provided by the provider accounts team on Thursday 2 

April 2020, alongside notification of the update to the PDC dividend policy relating to 

COVID-19 funding (DHSC Group Accounting Manual Additional Guidance FAQ 4). 

 

Capital 

The total CDEL figure reported in the key data return of £13,414,000 is also not 

expected to change and any increases over £250,000 should be notified to the 

capital and cash mailbox NHSI.CapitalCashQueries@nhs.net.  Please notify us as 

soon as you become aware of any changes but no later than Friday 29 May 2020. 

If you or your team have any queries with regards to the indicative PSF/FRF award, 

please contact NHSI.sector.reporting@nhs.net who should be able to assist you. 

Yours faithfully 

 

Simon Currie 

Director of Financial Planning and Delivery 
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Report to: Board of Directors Date:  6th May 2020 

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. 
 
The report is written in the context of the revised financial 
regime for the first 4 months of the financial year 2020/21 
and how, as part of this revised arrangement, the cash 
principles change the way in which the Trust has operated 
for the previous two financial years.   
 
 

 Recommendation 
 
The Board of Directors are asked to support the declaration 
that after careful consideration and making due 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. 

 

 

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 2019/20 

 
1 Introduction and background 
 
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.   

 
1.6 When concluding whether or not the accounts for 2019/20 should be prepared on a going 

concern basis, IAS1 required that the Board of Directors will need to consider which of the 
following scenarios are most appropriate: 

 a) The Trust is a going concern and it is appropriate for the accounts to be prepared on the 
going concern basis; 
b) The Trust is a going concern but there are material uncertainties regarding future issues 
which should be disclosed in the accounts to ensure a true and fair view; 
c) The Trust is not a going concern and the accounts will need to be prepared on an 
appropriate alternative basis. 

 
1.7 Where there is material uncertainty, an explanation will need to be disclosed in the annual 

report and accounts.  The Trust’s External Auditors are required to review this assessment and 
conclude on the appropriateness of the going concern assumption and whether a material 
uncertainty exists and if so has been adequately disclosed. 

 
1.8 For reference Appendix 1 is the extract from the Annual Report from Deloitte from 2018/19 

where there was a material uncertainty noted based on the risk presented by the deficit for 
the Trust and the requirement for cash borrowing. 
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2 Financial Planning and revised financial regime  

 
2.1 The Trust has, like most NHS organisations, not been able to complete its annual planning 

cycle due to the suspension of the process and the interim arrangements put into place during 
Covid-19.  At the time of the suspension the Board had reached a conclusion at the private 
session on the 27th February 2020 that in the April 2020 submission it was not currently in a 
financial position to accept the control total offered without resolving a series of financial 
risks. 

2.2 The Trust was requested to deliver a breakeven position in 2020/2021. This would have 
required the Trust delivering a CIP plan of some £24m – in return the Trust would receive 
£21.8m from the Financial Recovery Fund (FRF).  This CIP requirement of £24m was principally 
driven by inflationary cost pressures and non-recurrent delivery of 2019/2020 CIPs and a 
further investment of £6m in services e.g. workforce.  The level of CIP required and the Trust’s 
poor history on delivering recurrent CIP meant that this level of financial risk was considered 
too great to accept the trajectory as requested by NHSI & E.  The Trust was also considering 
the potential investments required as a consequence of the System Improvement summit, 
System partners were also facing similar financial challenges  

2.3 The Trust submitted returns to the Greater Manchester Integrated Care System to this effect, 
as did other system partners. As a consequence of Covid-19 and the suspension of the 
2020/2021 planning round - this has not been resolved. 

2.4 Under the financial regime that the Trust was under in 2019/20 the Trust had already 
borrowed £41.7m to date and expected that it would require further cash support in order to 
support working capital in 2020/21.   Rejecting the control total would incur additional cash 
borrowing requirements to replace the FRF.  

2.5  The Board received a paper at the Emergency Private session on the 7th April which detailed 
the revised regime for the first 4 months of the financial year which focussed on: 

o Ensuring that Trusts receive cash to meet obligations through a series of block 

contracts the values of which have been mandated to CCGs 

o A top up payment to cover non- contract activity 

o A mechanism for claiming Covid-19 revenue costs and lost income  

o A “true up” which ensures that the Trust is in financial balance, which is expected to 

be in line with FRF. 

2.6 The government also announced in early April changes to the debt funding of NHS Trusts. For 
Stockport this means that the historic debt of £41.5m for revenue cash support for the Trust 
would be funded by Public Dividend Capital (PDC) in September 2020 and therefore the Trust 
was no longer obliged to repay the capital debt.  However the Trust would be required to pay 
PDC dividend at 3.5% on the balance. When comparing interest payable this is an increased 
cost for the Trust, however we do not have to repay principle – part of the increased cost 
would have which had been addressed through a change to the control total.  The PDC 
dividend rate will be reviewed in 2020/21 with the intention of any potential changes being 
implemented in 2021/22.  The same process will also apply to £4.5m of capital loans that were 
taken out in 2019/20. 

2.7 The operational landscape of patient activity in the NHS has changed beyond recognition in 
the first 6 weeks of Covid-19; significant elements of elective activity have been postponed, 
revised clinical pathways have been created that transformational programmes had previously 
failed to implement and patient behaviour as to how services are accessed has dramatically 
changed.  Examples include the significant reduction in ED attendances, the transfer of 
inpatient maternity from East Cheshire NHS Trust and the introduction of video follows up for 

6.6

Tab 6.6.3 Going Concern Report

239 of 272Public Board - 6 May 2020-06/05/20



          Page 5 of 10 

patients.  The payment by results regime has halted with the introduction of the block and it is 
unclear how the tariff for services will be re-introduced for this financial year; no formal 
guidance has been issued for beyond July, but it is expected that the revised cash block 
arrangements will continue for the rest of 2020/2021. 

2.8 The trust had flagged up a real risk to delivery of the 2019/2020 control total earlier in the 
financial year.  

2.9 The Trust delivered its control total for 2019/2020 and in fact, exceeded this as part of the 
agreement across the GM ICS, which earned the Trust additional PSF in order to deliver a 
balanced financial position.  Whilst the Trust did not meet its recurrent CIP plan for 
2019/2020, it did deliver £13.5m in year against a plan of £14.2m. The Trust delivered £4.7m 
on a recurrent basis. 

2.10 The Trust took proactive and early action and engaged with Commissioners and NHSI. The 
Trust developed financial recovery plans and introduced increased financial governance and 
established a Financial Improvement Group. The Executive team, F&P Committee and Board 
actively managed the financial recovery plans. These financial recovery plans and the use of 
non-recurrent mitigations enable delivery of the required control total. 

 

3. Contract risk 

3.1 Whilst the first 4 months of the financial year are secured through the new financial regime at 
this stage is it unclear formally as to how Trusts will be funded beyond this stage, it is expected 
that the current arrangements will continue for the rest of the financial year. With the 
significant changes to hospital activity it is unclear how Payment by Results can be “switched 
back on” after this time and a traditional financial year ensue.   The Trust to date has not 
received any guidelines as to how this will work.  The Trust had not signed contracts with the 
CCG at the time of Covid-19, although principles had been agreed. 

3.2 Since the going concern declaration was completed looking forward in 2019/20 the 
partnership working across the economy has developed, particularly with Eastern Cheshire 
CCG and East Cheshire Trust.  Plans had been agreed to transfer Rheumatology Services and at 
the start of the Covid-19 period the Trust transferred births from Maternity Services at East 
Cheshire.  

3.3 The capital investment for Healthier Together has been awaiting Treasury approval and a 
result from this is imminent.  Confirmation of this business would strengthen the Trust’s 
position for general surgery.   

3.4 The Trust has continued to work with its partners in GM on the transformation of acute 
services. 

3.5 Agreement had been reached for the transfer of Neuro-rehabilitation services to Salford; 
however this is currently on hold until later in the autumn as a minimum. 

3.6 Breast Services were transferred to Manchester Foundation Trust in 2019 and a service level 
agreement is in place for the recharge of services which remain on site in support of this 
service. 

3.7 The Trust has put a series of financial controls and revised governance in place to ensure that 
the Covid-19 costs incurred and income lost are appropriate under the defined regime as these 
will be subject to audit in the future.  However in the first instance the income for these are 
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guaranteed. The revised arrangements have the principal aim of ensuring we have enough 
cash to transact our business.  

 

4. Cost Improvement Risk 

4.1 Under the revised financial arrangements the requirement for the Trust to deliver efficiency 
savings has been removed. The shape and structure of any future the cost improvement plan 
is not known at this stage particularly in the absence of (revised) planning guidelines; however 
it is clear that the transformational work that has occurred during Covid-19 is where the 
lessons need to learned and services are unlikely to return to their previous form, particularly 
in out patients.  Therefore the focus will be in understanding how this affects future income 
and cost models. 

4.2 The affordability of the health system as a whole remains a challenge and it is expected that in 
any revised financial regime there will still be the requirement to deliver efficiencies and 
savings. 

 

 

5. Medium Term Financial Strategy (MTFS) 

5.1 The MTFS for the Trust outlined the areas where the Trust needed to focus to return to 
financial balance and they are: 

o Workforce costs; reducing temporary spend and increasing retention 

o Service efficiency  

o Deliver Stockport Together benefits 

o Repatriate work back to Trust from independent sector 

o Opportunities with GM and East Cheshire 

5.2 At present the workforce challenge remains one of the key risks for the Trust, particularly in 
Nursing.  Some improvements have been seen in the recruitment of medical posts during 
2019/2020 but there remains reliance on temporary staffing in some difficult to recruit 
specialties.  This workforce challenge is repeated across the country and in the short term 
there is no immediate solution.  The Trust spent £30.1m on temporary staffing in 2019/2020 
and therefore this remains one of the key risks within the Trust in 2020/2021. 

5.3 Each of the clinical services will have seen significant transformation change during Covid-19 
and the Trust as part of the recovery phase will look to embrace how these services transform 
in a new NHS.  This will be a key part of embracing the transformation that has taken place but 
will need to be in the context of a revised, currently, unknown financial regime. 

5.4 The future of Stockport Neighbourhood Care is a key enabler to ensure that patients are 
looked after in the most appropriate care setting.  This again needs to be reset after Covid-19 
as a number of changes to services have taken place. 

5.5 The independent sector is currently playing an important role in helping the Trust with cancer 
patients at a time when elective surgery is cancelled on acute sites.  Again within a 
transformed NHS the opportunities for future work is unknown at this stage. 
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5.6 As discussed in point 2.10 there has been progress in 2019/2020 on services from East 
Cheshire and this is a positive move with economies of scale on services.  

5.7 In conclusion there is so much change occurring that the MTFS will need to be refreshed when 
the new financial regime is defined and understood.  

 

 
 
6 Cash  
 
6.1 The revised temporary finance regime seeks to ensure that Trusts have adequate working 

capital to avoid the need for emergency borrowing.  CCGs have been given direct instructions 
to pay defined cash to Trusts on defined dates and this has been enacted from April 2020. 

 
6.2 The Trust is still required to ensure it collects other revenue from sources, for example from 

other providers and there is a process in place to agree across other GM Trusts the basis of 
this.  Where income is lost due to Covid-19 e.g. car parking, this is covered by a claim for lost 
income. 

 
6.3 Cash flow forecasting therefore remains a key focus for the Trust and this is overseen by the 

Chief Financial Accountant.  The Cash Action Group remains in place as it has done for the 
previous three financial years.   The Trust has a good record of managing cash and the 
borrowing of cash in 2019/2020 was in line with all forecast predictions. 

 
 
6.4 On the 31st March 2020 the Trust had a cash balance of £17.631m.  The last date that the Trust 

drew down working capital support was 16th March 2020.     The current cash position flow 
forecast for the Trust can be shown in the diagram below 
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 The position beyond July at this stage is not clear until further formal guidance has been issued 
from NHSI.  There are a number of other uncertainties on expenditure and therefore this is a 
high level illustration which shows that the Trust does have sufficient working capital for the 
next 4 months- with a clear expectation that the revised financial arrangements will continue 
in 2020/201 and the Trust will have sufficient cash to meet its needs. . 

 
6.5 In conclusion the Trust has a guaranteed cash source for the next 4 months and whilst not 

predicted nor assumed, the Trust does have access through the national scheme to emergency 
working capital if required. If the revised financial arrangements continue – as is expected the 
Trust is expected to have sufficient cash to meet its demands. 

 
 
7. Financial Controls 
 
7.1 The Trust financial governance structure is paramount during the Covid-19 period and steps 

have been put in place through a Financial Advisory Group to ensure that all financial decisions 
have been assessed and authorised.  This includes assessing if costs meet the definitions of 
claimable costs under Covid-19 and making sure that any recurrent implications are managed, 
approved appropriately and understood.  NHSI & E have asked that the Trust does not 
consider any further revenue business cases during this period. 

  
7.2 The Trust will need to continue to report its financial position and steps have been put in place 

to ensure that at a Trust level this is possible.  As guidance becomes available this will be 
reviewed.  The Trust has an excellent reputation of timely and accurate financial reporting and 
forecasting.  

 
7.3 Cash forecasting will continue alongside the work of the cash action group to ensure that the 

Trust has sufficient working capital. 
 
 
 
8 Conclusion  

 
8.1 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.  The temporary financial regime has been introduced across 
England and therefore at this point all Trusts do not have absolute certainty over the income 
sources for the full financial year 2020/2021, it is expected that the current revised 
arrangements will continue for the remainder of 2020/2021.   However the Trust does have 
more significant certainty over its cash position than it did as this point in the last financial 
year.  It is also not expected that Trusts will be allowed to fail at a time when the NHS is 
required more than ever and therefore the rest of the financial regime for 2020/2021 is likely 
to be a secure position for the Trust. 

 
8.2 For many commercial businesses Covid-19 presents a material uncertainty and casts doubt 

over their ability to continue as a going concern.  The commercial areas within the Trust are 
Stockport Pharmaceuticals, Aseptic Services and The Pharmacy Shop.  All areas continue to 
trade at the 31st March 2020, and beyond, and it is too early at this stage to predict their 
future state given the change in healthcare landscape.  The values of margin concerned are 
small percentage in the overall Trust financial position 
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8.2 The Trust is anticipating that there will be standardised wording for inclusion in all financial 
statements to describe the impact of Covid-19 and the material uncertainties this has caused; 
however at the point of preparing this report these have not been received and will be 
reviewed as part of the external audit process.   

 
 
 
 
9. Recommendation 

 
 
9.1 The Trust Board are asked to approve the following recommendation  
 

“After careful consideration and making due 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 
  
Extract from Deloitte Annual Report 2018/19 
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 Report to: Board of Directors Date: 6 May 2020 

Subject: Capital Programme 2020/21 

Report of: 
Deputy Chief Executive 
Director of Finance 

Prepared by: 
Associate Director Strategy 
& Planning  

 

 

REPORT FOR APPROVAL 
 

 

Corporate 
objective  
ref: 

S7 
 

 

Summary of Report 
 
This report recommends that the Trust Board formally approve 
the capital programme for 2020/21. 
 
 The Board are recommended to: 

  

 Formally approve the capital plan for 2020/21 

 Note the increased capital commitment, and support 

continuing with the approach endorsed by  Finance & 

Performance Committee  

 
 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

Annex A – F&P report Capital Programme 

 

 

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 recommends that the Trust Board formally approve the capital programme for 
2020/21. 
 

2. CURRENT SITUATION 

 

2.1  

 

 

2.2 

 

2.3 

 

 

 

2.4 

 

 

 

2.5 

 

 

 

2.6 

 

 

 

2.7 

 

 

The capital plan is set out in Annex A – this was presented and the approach endorsed by 

Finance & Performance Committee in March 2020. 

 

A report on the capital regime was considered by the Board on 14 April. 

 

Year-end accounts for 2019/20 have now been reconciled – these have determined that a 

number of capital commitments made in 2019/20 will need to carry forward to the 2020/21 

programme that were not accounted for in the plan presented to F&P in March. 

 

These have arisen in the main due to the COVID situation and that a number of deliveries 

could subsequently not be made, or invoices were not received in time to be able to 

appropriately accrue funds.  

 

This amounts to a value of £1.4m, of which £0.25m relates specifically to COVID 19 

(external capital can be applied for via the process in place to capital funding). This is an 

addition to the capital programme endorsed by F&P. 

 

It is recommended this does not change the approach to pursue an over commitment to 

the capital programme up to the total value of £15.6m (now £17m including the £1.4m 

carry forward).  

 

Progress will be reviewed quarterly with mitigating action taken should this approach need 

to be revised and expenditure commitments reduced.  

3. 

 

RECOMMENDATIONS 

 

3.1 

 

 

 

The Board are recommended to: 

  

 Formally approve the capital plan for 2020/21 

 Note the increased capital commitment, and support continuing with the approach 

endorsed by  Finance & Performance Committee  
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Context 

Planning assumptions indicate a capital funding envelope as per the table below. 

This includes: 
 

• Approx £9.8m of internal capital resources (depreciation minus loan repayments) 

• Assumption of all Healthier Together capital 

• £1.5m design and business case costs re: emergency campus & pathology 

development (STP wave 4) 
 

Depreciation will change subject to high value of schemes being delivered towards 

end of current year 

 

 

FUNDING   FOT   Plan 

£000   2019/20   2020/21 

  Depreciation   9,162   11,364 

  Loan Repayment   (1,551)   (1,551) 

  £4.6m Emergency Capital   4,565   0 

  Healthier Together   0   8,900 

  STP Wave 4   0   1,567 

  £36m Distressed Capital Bid / Strategic Estates   0   0 

  GM Digital   486   0 

  Other Resources   1,192   0 

  Cash Resources   0   1,800 

TOTAL FUNDING   13,854   22,080 
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Plan Summary 

We have risk assessed and prioritised a plan for 2020/21.  

 

This is broken down into 3 broad priority categories 

 

1. Business critical – must do core replacements/upgrades linked to compliance 

and business continuity (some are completion of schemes started in 19/20) 

 

2. Developments – projects which will assist changes in ways of working, part of 

wider improvement plans but do not necessarily address compliance  or 

infrastructure issues 

 

3. Desirable -  projects  identified and as non-essential or which could be safely 

deferred until the following year 
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Plan summary 

A breakdown of the current schemes identified is shown below 
 

• Estates - £7.8M 

• IM&T - £4.6m 

• Medical Equipment - £3.2m 
 

Given planning assumptions of internal funding, we can deliver all priority 1 

schemes and a proportion of category 2  

Sum of BUDGET ESTIMATE PRIORITY

CATEGORY THEME 1 2 3 Grand Total

ESTATES Backlog Physical Condition 550,000                 2,800,000             220,000                 3,570,000             

Capital Projects 50,000                   1,450,000             1,500,000             

Backlog Maintenance 1,950,000             400,716                 400,000                 2,750,716             

ESTATES Total 2,550,000             4,650,716             620,000                 7,820,716             

IM&T Hardware 1,370,000             175,000                 160,000                 1,705,000             

Developments 849,000                 1,765,000             300,000                 2,914,000             

IM&T Total 2,219,000             1,940,000             460,000                 4,619,000             

MEDICAL EQUIPMENT Integrated Care 150,000                 150,000                 

Surgery GI & Critical Care 165,000                 25,700                   190,700                 

Women, Children & Diagnostics 1,663,546             1,050,000             2,713,546             

Mecicine 150,000                 150,000                 

MEDICAL EQUIPMENT Total 2,128,546             1,075,700             3,204,246             

Grand Total                6,897,546                7,666,416                1,080,000             15,643,962 
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Estates 

Business critical priorities include: 
 

• Generator replacements 

• Main corridor pipework replacement 

• Theatre lighting 

• Electrical board replacements 

• Fire compliance 

• Ward refurbishment 

 

Developments 
 

• Additional car parking  

• Modular facility to support ED decongestion 

• Maternity ground floor upgrade 

• Outpatients B reprovision 

• Signage & wayfinding 
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IM&T 

Business critical priorities include: 
 

• Community network infrastructure 

• Fire suppression upgrades 

• Clinical device refresh 

• EPMA trolley refresh 

• Digital optimisation programme  

 

Developments 
 

• Data warehouse 

• Theatre system upgrade 

• GM PACS system 

• Ophthalmic EPR 
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Medical Equipment 

Business critical priorities include: 
 

• HDU monitors 

• Neonatal incubators 

• Theatre instrument sets 

• Diagnostic replacements 

 

Developments 
 

• 4th CT scanner 
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Conclusion 

• Capital nationally will be underspent significantly in 2019/20 

• External funding typically becomes available in some form throughout the year – 

this year we received £4.6m 

• We will pursue additional capital funding via available routes and formally submit 

our distressed capital bid 

 

F&P committee are recommended to consider 3 options: 

 

• All priority category 1 schemes and those category 2 schemes already supported 

by  the Executive Team (car parking & modular facility) - £9.8m 

• All priority category 1 & 2 schemes to progress - £14.5m 

• All schemes - £15.6m 

 

F&P committee are recommended to support an over commitment to the capital 

programme up to the total value of £15.6m. Progress can be reviewed quarterly with 

mitigating action taken should this approach need to be revised. 
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Report to:  Board of Directors Date:  6 May 2020 

Subject:  Governance & assurance during Covid-19 pandemic 

Report of:  
Director of Communications & 
Corporate Affairs 

Prepared by: Mrs C Parnell 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
 

This paper sets out an approach to maintaining effective governance 

and assurance processes during the Covid-19 pandemic. 

 

The Board of Directors is asked to approve the approach as set out 

in the paper. 
Board Assurance 
Framework ref: 

N/A 

CQC Registration 
Standards ref: 

17 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments: 
 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Exec Management Group 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. Introduction 

This paper sets out an approach to: 

 maintaining effective governance and assurance, 

 supporting rapid decision making, 

 reducing unwarranted demands on Executive Directors and senior managers in the Trust. 

It is proposed that this approach will be adopted for three months, or the time span of the Covid-19 

pandemic, whichever is the lesser, and will be reviewed by the Board of the Directors on a monthly 

basis. 

2. The principles 

The approach is built on the principles of good governance, and takes into account emerging 

national guidance in relation to the requirement for NHS organisations to maintain effective 

systems of governance and assurance during the pandemic.  

The starting point for the recommended approach is the general principle of maintaining and working 

in line with the Trust’s existing internal control and governance, wherever possible. This means that 

the general system of internal control, the Scheme of Reservation and Delegation (SORD), and general 

governance will continue.  

The Board of Directors accepts that within the rapidly changing environment, the Executive Directors, 

senior management team and staff are working under significant and long term sustained pressure, 

and they will need to make rapid decisions. In these circumstances it is important that the Trust has 

arrangements in place to support decision making, with a governance and assurance framework that 

is streamlined and supportive. 

The Board of Directors has already agreed to amend its Scheme of Reservation and Delegation (SORD) 

to enable the Director of Finance and Director of Strategy, Planning & Partnerships to sign off spend 

up to £500,000 and the Chief Executive up to £750,000.  

 

3. The approach 

 

It is proposed that the Board of Directors will adopt a simple, supportive and streamlined approach to 

governance during the period of the pandemic, stripping back activities to the essentials to maintain 

effective governance and assurance. 

 

The Board of Director acknowledges that it may need to keep its risk appetite under review more 

regularly than normal practice to ensure boundaries for risk taking are clearly understood and used in 

operational decision making, as well as in managing inter-organisational risk. The Board Assurance 

Framework and Trust Risk Register has new risks added for Covid-19 and these risks will be reviewed 

regularly by the Board, as a minimum on a monthly basis. 

 

The Board of Directors will operate on the basis that the Executive Team has permission, within the 

amended SORD, to make rapid decisions as required by managing the impact of the pandemic. 

However, they will refer to the Board of Directors should they require: 
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 a second opinion and/or, 

  support and/or, 

  formal approval for the decisions. 

 

To free up the management time required to support the maintenance of the Board and Committee 

cycles a streamline approach will be taken, focusing on key decision making and areas of assurance. In 

practice this means: 

 

 The Board of Directors will continue to meet on a monthly basis. The meetings will not be held 

in public in order to comply with social distancing guidance, but the agendas and papers will be 

published on the Trust’s website five days prior to the meeting and the public will be able to 

summit questions on the agenda via email. The meetings will be held virtually and will aim to 

last no more than 90 minutes, with the Chair and Chief Executive agreeing the items to be 

included on the agenda. Outside of the monthly meeting the Board of Directors can be asked 

to make decisions on urgent issues either via email, or at the weekly meeting of the Non-

Executive Directors, as detailed below. 

 

 The Quality Committee will continue to meet on a monthly basis. The meetings will be held 

virtually and will aim to last no more than one hour. The focus of the meetings will be 

assurance around a core group of quality and patient safety standards, to be agreed between 

the Committee Chair and Executive Director leads. 

 

 The Audit Committee will continue to meet. The meetings will be held virtually and will aim to 

last no more than one hour. The core focus of the meetings will be in relation to requirements 

around the production of the Annual Accounts and Annual Report for 2019-20, and key areas 

of assurance to be agreed between the Committee Chair and Executive Director leads. 

 

 All other Committees – People Performance and Finance & Performance - will be paused for 

the period of the pandemic. Decisions that would usually be taken at those Committees will 

instead be considered by the Board of Directors.  

 

 Detailed records will be maintained of all actions and decisions that would usually have gone to 

the Board and Committees during this period in line with their annual work plans, so that  

outstanding items can be addressed post pandemic. 

 

 A weekly meeting will be held with all Non-Executive Directors at which the Chief Executive will 

brief them on the impact of Convid-19 on services, as well as key non-Covid issues as 

determined by the Chair and Chief Executive. Executive Directors will attend these meetings as 

required to brief on issues relevant to their portfolios. The meetings will be held virtually and 

will aim to last no more than one hour.  

 

 The Council of Governors meetings will be paused for the period of the pandemic, but 

governors will be provided with a weekly briefing and asked to make decisions on key issues 

via email eg re-appointment of Non-Executive Directors. 
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To support operational management of the impact of the Covid-19 pandemic the Trust has established 

a command structure led by a twice daily Gold command meeting with supporting silver and bronze 

meetings. It has also established the following: 

 

 Clinical Advisory Group 

 Workforce Advisory Group 

 Financial Advisory Group. 

 

These groups, which include Executive Director amongst their membership, meet regularly and have 

some decision making responsibilities, as set out in their Terms of Reference). Meetings of these 

groups will be minuted, and accurate records maintained, particularly in relation to challenge and 

decision making. All decisions will be made in line with the BISOP approach adopted by the Trust for 

its emergency planning and preparedness. 

 

These advisory groups report into the Gold command structure, but outside of their delegated 

responsibilities they make recommendations to the Executive Director Team for any proposals that: 

 

 have a financial impact; 

 potentially set a precedent for the way the Trust operates in the future; 

 potentially set a precedent that could impact on neighbouring trusts or partner 

organisations. 

 

Recommendations may be approved either at the weekly Executive Director Team meeting, or via 

email, with a majority vote being formally recorded by the relevant advisory group. The advisory 

groups will also provide a weekly key issues report to the Executive Directors Team, from which 

Directors will decide which issues should be escalated to the Board for information, assurance or a 

decision. 

 

All papers for the Board, Committees, and advisory groups will be brief and to the point, focusing on 

critical information, issues, risks and mitigations, and the decisions required. 

 

During the pandemic the Chair will act as the main conduit for information to Non-Executive 

Director colleagues, sharing information, updates and documents from regulators, partners 

and key national bodies eg NHS Confederation. 

 

Mindful of the demands on the time of Executive Directors, outside of the established 

meetings Non-Executive Directors will raise questions, queries or concerns via the Chair in the 

first instance.  

 

The annual appraisal processes for Executive and Non-Executive Directors will be paused, and 

all other governance actions will be reviewed on a case by case basis.  
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4. Quality Impact Assessments 

 

The Executive Medical Director and Chief Nurse will take joint responsibility for ensuring that a 

Quality Impact Assessment (QIA) is undertaken, and the outcome is satisfactory, for decisions that 

may have a detrimental impact on: 

 patient safety, 

 staff safety, 

 quality of care, 

 patient experience. 

 

The outcome of QIA will be documented by an officer appointed by the Chief Nurse and reported 

into the Clinical Advisory Group during the period of Covid-19 response. The Trust’s existing QIA tool 

will be used and monitored to ensure it is fit for purpose. If the tool requires modification it will be 

at the discretion of the Chief Nurse, in consultation with the Executive Medical Director and Director 

of Finance. A decision will not be valid unless a QIA has been carried out, the outcome recorded, 

and the residual risk deemed acceptable to take. 

 

In the event that a decision is needed which may, having undertaken a QIA, expose patients, staff or 

the organisation to an unacceptable level of residual risk then in those circumstances a 

recommendation must be made to the Executive Director Team for final approval and/or a decision 

that the issue needs to be escalated to the Board of Directors. 

 

5. Equality Impact Assessments 

 

Equality Impact Assessments (EIA) will be carried out when policies, SOPs or services are changed 

during the pandemic. The EIAs are used to ensure consideration is given to the impact and 

mitigations for individuals with a protected characteristic or high risk in relation to Covid-19. 

 

EIAs aim to determine whether there is any differential impact on that groups of individuals, and if 

so what specific mitigations are in place or are required to be put into place.  The Trust’s existing EIA 

document will be used, and copies retained to serve as evidence of the Trust’s statutory duty to 

ensure protected characteristics are considered when decisions are being made.  

 

6. Recommendations 

 

The Board of Directors is recommended to: 

 

 Approve and implement the approach to maintaining effective governance and 

assurance as set out in the paper, 

 Agree to review the approach on at least a monthly basis, or when new relevant 

guidance is published. 
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CLINICAL ADVISORY GROUP 
 

TERMS OF REFERENCE 

 
 

1. CONSTITUTION 

 

1.1     The Clinical Advisory Group was established to support the  a robust process that allows 

changes to current practice, within Trust policies, guidance or procedures, to be enacted 

quickly and outside normal process, in light of a changing advice and circumstances. 

 

1.2    The procedure is only to be used during significant and widespread disruption, where 

changes to practice require quick authorisation.  

 

1.3 The Group shall have terms of reference and powers delegated by the Executive Team & 

Gold Command and are subject to such conditions, such as reporting to the Gold 

Command, in accordance with any legislation, regulation or direction issued by the Trust. 

 

2. REMIT AND FUNCTIONS OF THE GROUP 

 

2.1 To provide timely and robust decision making and changes to practice where changes are 

required in response to a pandemic, or similar situation when there is unprecedented 

change required due to changing advice.  

 

2.2  The main functions of the Group are to: 

i. Review changes in practice when requested by senior operational or Clinical team 
ii. Approve or advise  on the changes requested and feedback to requester – subject 

to Executive Team approval for financial consequences, precedent setting etc  
iii. Log all changes in practice so that decision making is tracked.  
iv. Identify items for escalation to Gold command 

 
 
3. COMPOSITION AND CONDUCT OF THE GROUP 

3.1 The Group shall comprise the following membership: 
 

 Medical Directors 
 Chief Nurse 
 Clinical experts as required (core team Microbiologist; acute medicine; intensive care) 
 Deputy Director of Quality Governance 
 Chief Operating Officer 
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3.2 The Group may also require other employees of the Trust and/or other specialist advisors  

 (internal or external) to attend the meeting where appropriate. 

 

3.3 Quorum.  Some decisions will be made virtually.  Each decision/ procedure should have at 

least 5 agreements from the core team or their agreed delegates, with a requirement 

that there will be at least one approval from each of the key ‘pairings’ e.g. either medical 

director, either intensive care consultant, either nurse and either acute medicine 

consultant and if an infection prevention issue approval of the consultant microbiologist. 

In the case of a consensus not being reached, the decision will be escalated to the 

Executive Team. 

  

3.4 Frequency of meetings.  Three set meetings a week (Mon, Wed & Fri) and virtual 

communication as required 

 

3.5  Decision making.  Authority to make decisions; unless there is a significant financial, or 

strategic impact or a significant precedent set. These issues would need to be escalated 

to the Executive Team. 

 

3.6 Minutes.  A log of decisions will be kept and notes of the meeting taken. 

 

3.7 Administration.  The Group shall be supported administratively by a Performance 

Manager. 

 

 

4. DELEGATED AUTHORITY 

 

4.1 The Group is authorised by Gold Command to: 

i. Investigate any activity within its terms of reference. 

ii. Seek any information it requires from any employee, all employees are directed to 

co-operate with any request made by the Group. 

 

 

5. RELATIONSHIP WITH GOLD COMMAND 

 

5.1 The Group will report to Executive Team & Gold Command by means of a formal report 

summarising business conducted by the Group together with key actions and/or risks.   

 

5.2 The formal & verbal update will be logged during the Gold Command meetings. 
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 6. RELATIONSHIP WITH OTHER GROUPS 

 

6.1 The Group will not be required to receive reports from any other meeting. The group will 

disseminate information to the relevant groups appropriately 

 

 

7. REVIEW 

7.1 The Group will evaluate its own membership and review the effectiveness and 

performance of the Group when Gold command for a particular incident is stepped down.   

 

7.2 The Group must review its terms of reference each time it is enacted. 

 

 

 

Date agreed:  

April 2020 
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WORKFORCE ADVISORY GROUP 

 

TERMS OF REFERENCE 
 

 
1. CONSTITUTION 

 

1.1 The Group has been established by COVID-19 Gold Command.   

 

2. REMIT AND FUNCTIONS OF THE GROUP 

 

2.1 The group is established to provide clear advice in relation to workforce issues 

during the COVID-19 outbreak. 

 

2.2 The main functions of the Group are to: 

 

a. Identify workforce issues and provide solutions to enable the organisation to 

maximise safety during the COVID-19 outbreak. 

b. Advise and implement national guidance on workforce policy during the COVID-19 

outbreak 

c. Identify alternative deployment models with significantly increased absence levels in 

accordance with business continuity plans and appropriate governance 

d. Provide and communicate updated FAQs in relation to workforce matters 

e. Ensure that health and wellbeing strategies are in place to support staff during the 

COVID-19 outbreak 

 

3. COMPOSITION AND CONDUCT OF THE GROUP 

 

3.1 The Group shall comprise the following membership: 

 

- Director of Workforce & OD (Chair) 

- Director of Finance 

- Medical Director 

- Director of Communications & Corporate Affairs 

- Deputy Chief Nurse 

- Assistant Chief Nurse 

- Business Group Director 

- Deputy Director of Workforce & OD 

- Head of Workforce Delivery 
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- Deputy Chief Executive 

 

There is an expectation that members will attend all meetings during the epidemic.  

Individual attendance levels will be monitored by the Chair who will take appropriate 

measures who will to address any repeated instances of non-attendance. 

 

3.2 Nominated deputies shall attend in the event of absence of any member. 

 

3.3 Quorum.  No business shall be transacted unless at least three members, to include 

at least two Executive Directors and a clinical representative.  Deputies in 

attendance do not count towards the quorum. 

 

3.4 Frequency of meetings.  The Group will meet daily, during the week.   

 

3.5 Decision making.  Authority to make decisions unless there is a financial impact, a 

strategic impact or a precedent set, these issues would need to be escalated to the 

Executive Team. 

 

3.6 Notes.  Action notes will report to Gold Command and group members. 
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FINANCE ADVISORY GROUP 

 

TERMS OF REFERENCE 
 

 
1. CONSTITUTION 

 

1.1 The Group has been established by COVID-19 Gold Command.   

 

2. REMIT AND FUNCTIONS OF THE GROUP 

 

2.1 The group is established to provide financial governance and clear advice in relation 

to financial decisions during the COVID-19 outbreak. 

 

2.2 The main functions of the Group are to: 

 

a. Consider decisions from the Clinical Advisory Group, Workforce Advisory Group 

and Silver Business Group Commands which have a financial implication outside 

of the delegated limits specified under COVID, in relation to revenue or capital, 

recurrent or non recurrent.  To approve financial decisions within the delegated 

limits of refer or recommend to the Executive Team or Board of Directors (refer 

to Scheme of Delegation under COVID document)   

b. Review of the consequences of revenue and capital implications during COVID  

c. Have oversight of the revised procurement of goods arrangements put into place 

for COVID-19 including the supply of Personal Protective Equipment (PPE) and 

other consumables from supply chain.  To understand the stock levels of PPE for 

the Trust and to take action accordingly where risks occur. 

d. To approve supply routes to the Trust where COVID necessitates an alternative 

supplier.  To approve new supplier and potentially revised terms and conditions 

for suppliers.    

e. To receive waivers for approval where the normal procurement route has not 

been followed 

f. To consider capital bids against national directives for COVID-19 support  

g. To review the capital programme in light of changes to Trust priorities in 

response to COVID-19 

h. To review financial regulatory reporting and make sure that the Trust regulatory 

requirements continue to be met 

i. Review the cash balance and forecast for the Trust to ensure that the Trust 

remains in a positive working capital position 
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j. To consider guidance from NHSI concerning all areas of annual planning and 

regulatory reporting that require action  

k. To review financial returns on COVID expenditure in accordance with the 

financial regime determined by NHSI 

 

 

 

 

3. COMPOSITION AND CONDUCT OF THE GROUP 

 

3.1 The Group shall comprise the following membership: 

 

- Director of Finance (Chair) 

- Deputy Chief Executive  

- Interim Director of Governance and Risk Assurance 

- Director of Strategy, Partnerships & Transformation 

- Deputy Director of Finance 

- Associate Director of Finance 

- Associate Director of Strategy & Planning 

 

There is an expectation that members will attend all meetings during the epidemic.  

Individual attendance levels will be monitored by the Chair who will take appropriate 

measures who will to address any repeated instances of non-attendance. 

 

3.2 Nominated deputies shall attend in the event of absence of any member. 

 

3.3 Quorum.  No business shall be transacted unless at least three members, to include 

at least two Executive Directors and one other representative.   

 

3.4 Frequency of meetings.  The Group will meet twice per week.  This is currently 

scheduled for Tuesday at 3pm and Friday at 10am. 

 

3.5 Decision making.  This group has the authority on behalf of the Trust to make 

financial decisions up to the value of the scheme of delegation; unless there is a 

precedent which will be set in which case this will be referred to the wider executive 

team 

 

3.6 Notes.  Action notes will report to Gold Command and group members. 
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