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note the proceedings of the Risk Management Committee;
consider and agree the recommendations; and
advise on preferences for tolerance and any further actions
required to enable the Board to achieve prudent control of
risk.

Attachments:

This subject has previously been
reported to:

Board of Directors
Council of Governors
Audit Committee
Executive Team
Quality Committee
F&P Committee

PP Committee
Charitable Funds Committee
Nominations Committee
Remuneration Committee
Joint Negotiating Council
Other (Risk Committee)

1.

INTRODUCTION

1.1

The purpose of this report is to:
i.
ii.
iii.

provide an aggregate account of current significant risk exposures valid at the time of
writing;
update the Board on the proceedings of the Risk Management Committee; and
to give an indication to the Board of potential future risk considerations.

2.

RISK REGISTER

2.1

The Trust continues implement a simplified risk process to improve the quality of risk
registers and drive discussions and accountability for control. There is a rolling programme of
reviews established to ensure detailed examination of reportable risks from each Business
Group and major corporate function. This rolling programme is in its second of four planned
cycles as part of an annual plan of work.

2.2

Good governance masterclasses, led by the Interim Director of Governance & Risk Assurance,
have now been delivered to all business groups (in some cases several sessions provided) and
corporate leads. This session helps leaders to align the basic elements of governance, stress
test the utilisation of governance practices within the service and determine improvements in
order to underpin prudent control of risk and promote success. At the time of writing these
sessions were paused while the organisation focusses on its efforts on the emergency
response to second wave of Covid-19.

3.

OPERATIONAL RISK ANALYSIS

3.1

Based on analysis by the Interim Director of Governance & Risk Assurance and evidence
submitted to the Risk Management Committee, for the immediate and shorter-term horizon
the Trust is attempting to mitigate a set of strategic risks which, when combined, represent a
material threat to the achievement of objectives for the remainder of 2020/21. These can be
summarised as follows:







acute shortages of clinical workforce; and
high demand for care combined with a lower G&A bed base (one third) going into
Autumn/Winter 2020-21; and
insufficient exit flow to pathway 1 and 2 D2A facilities; alongside
control of infection constraints arising from guidance requirements and associated
management of prolonged Covid-19 pandemic, or nosocomial transmission of virus;
leading to
capacity constraints which may, if not mitigated, adversely impact on patient flows
and/or effective recovery or maintenance of elective care priorities; exacerbating
an unsustainable financial position.

4

SIGNIFICANT RISK EXPOSURE (valid as at 27/10/2020)

4.1

At the time of writing there are 383 live risks on the Trust’s risk register, an increase of 4 since
the last meeting. Using impact and likelihood markers, these risks are distributed as follows:

1 - Negligible
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4 - Major
5 - Catastrophic
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A significant risk is understood as a risk where the exposure [after risk treatment] is rated 15
or more using the Trust’s grading matrix. 20 risks, which equates to 5% of all live risks, are
currently rated as significant. At the time of writing the aggregate profile of current significant
risks is as follows:
Rank

1
2

Insufficient Exit Flow
Expanding Deficit

No. of
Risks in
Scope
1
1

2

Staffing Levels

9

Access Standards

5

Compliance

2

Health and Safety
Critical IT System
Failure
Total

1

Nature of Risk
Exposure

3

3
4
4

4.4

4 - Likely 5 - Certain Total
0
2
8
12
12
72
37
2
180
12
1
109
1
1
14
62
18
383

On the spectrum of possible residual risk scores, the distribution of risk exposure is as follows:
41%

4.3

3 - Possible
0
20
72
30
3
125

1

Risk Identified

Residual
risk

Discharge to assess model (D2A)
(25)
Fail to meet financial control target
(20)
Nursing staffing, Medical staffing,
(16-20)
Maternity, ENT
4-Hour access target; Surgical waiting
times, , CT scan, Urology, 18 weeks
(15-16)
access target,
Regulatory Reform (Fire Safety)
(15 -16)
Order; CQC Ratings;
Prevention of exposure to Covid 19
(15)
Telepath system outage (Pathology)

(15)

20

These risks are being mitigated but are not yet under the level of control required in
accordance with the Board’s appetite for exposure. Risk owners are being supported and
encouraged to explore all options to enhance control accordingly. To support control the Risk
Management Committee will lead and provide direction to senior leaders, including
engagement with system partners.

5.

RISK MANAGEMENT COMMITTEE

5.1

The Risk Management committee met on the 14 October 2020. The significant risk profile was
examined and challenged by the Executive. The key decisions and actions agreed are
summarised below:


(Risk 1592) A failure to deliver the financial position in 2020/21. This risk had been
updated and reassessed. It was considered that in the worst case scenario the
consequence of the risk is significant (Severity Score = 5). There is some uncertainty
about the probability of not achieving the agreed financial control total given the
impact of a range of changes to the financial regime currently in operation, and
significant operational pressures facing the Trust at this time. On balance, it was the
view of the Risk Management Committee that whilst highly likely, it was not yet certain
that the Trust would not achieve its financial obligations for the 2020/21 financial year;
allowing more time to take account of the financial regime and evaluation of financial
controls. The residual risk was agreed at a rating of 20 and would be considered in
more detail by the Finance & Performance Committee on behalf of the Board.
(Risk 1478) The risk associated with the impact of Covid 19 on the delivery of cervical
screening services was reviewed. Women’s & Children’s Business Group advised that
the backlog of waiting had reduced from 50 weeks to 8 weeks. The Committee agreed
that due to progress and effect of mitigation actions in place, the residual risk could be
reduced to 12.
(Risk 1463) The risk associated with the supply of Personal Protective Equipment (PPE)
was reviewed in detail. The Trust has had and continues to have sufficient supplies of
personal protective equipment. Supplies are monitored daily and give an indication of
the amount of resilience available should supplies run out. For all PPE items tracked,
there is sufficient resilience to function effectively for several weeks at current burn
rates. Given the adequacy of controls in operation, the level of resilience and mutual
aid contingencies, it was agreed to reduce the likelihood of PPE supply failure. The risk
was reduced to 10.
(Risk 1561) The risk associated with the lack of exit flow to discharge to assess facilities
was reviewed. The Committee recognised that some mitigation was in place; however,
it was acknowledged that the level of control is insufficient to support exit flows at the
levels required daily to safely manage demands for care. The Committee recognised the
clinical risks associated with extended and unnecessary length of stay. Mitigations are
outlined in the Winter Plan. On balance, the Committee’s judgement was that this is a
high consequence and high probability risk, and agreed to the maximum rating of 25.







The Committee were concerned and took action at the meeting to address a lack of
maintenance and updating of some risk records in Human Resources and Nursing registers;
this being necessary to ensure the records are contemporaneous and fit for use by
committees of the Board of Directors.
5.2

The following risk registers were reviewed in detail:



The Surgery, GI & CC Business Group
Integrated Care

5.3

The following reports were received:







The PPE Health and Safety Covid-19 risk assessment was updated and received for
approval. The assessment had been updated to reflect the most recent changes put in
place to protect staff and patients during the pandemic. Members of Committee are
reviewing and advising on the assessment. The Committee agreed to keep this item
under constant review until such time as the Covid-19 pandemic comes under control.
The Fire Safety Quarterly Report and Action Plan was received. The Committee
acknowledged that progress on completion of fire risk assessments had been made
since the last report, and that additional resources had been deployed to accelerate
conclusion of all risk assessments. This work will enable an aggregate risk exposure to
be determined and plan of action (as necessary) to be agreed and costed.
The Committee received positive assurance regarding the management of Central
Alerts. The Trust is compliant for quarter two 2020/21 and at the end of September
had addressed in full and closed the backlog of alerts in the system.
The draft Risk Management Policy was received and for consultation.

6.

STRATEGIC RISK ANALYSIS

6.1

An understanding of potential future risk is crystallising. Six primary risk scenarios have been
developed that may illustrate the risks facing Stockport NHS Foundation Trust. These risk
scenarios stand in the future and give an indication of potential prospective risk. Based on the
Trust Board’s strategy, Covid-19 recovery ambition and taking into account current internal
and system-wide challenges, the future risk scenarios which are interlinked are currently
expressed as follows:
A. Unsatisfactory standard of patient care (resulting in multiple incidents of severe,
avoidable harm, sub-optimal clinical outcomes, poor patient experience);
B. Growth in demand for care that exceeds available capacity (expanding waiting lists
and unsatisfactory delays for care internally and across the local health system);
C. A critical shortage of clinical workforce (arising from increased competition for staff,
attractiveness as an employer, adequacy of attendance and rota management, and
staff satisfaction at work);
D. An impactful major incident which results in severe and prolonged disruption across
business groups (such as utility failure, penetrating cyber-attack, persistent pandemic,
fire/flood or security event, critical infrastructure failure, extreme weather events,
supply chain failure/interruption or collapse of care home provider);
E. A loss of stakeholder confidence (as a consequence of ineffective strategic
relationships, material breach of compliance with regulations and standards of care,
sustained adverse publicity, leadership instability, prolonged regulatory intervention
and/or ability to meet public expectations);
F. Expanding financial deficit, income volatility or financial loss on a scale which puts at
risk long term financial sustainability.

7.

RECOMMENDATIONS

7.1

It is recommended that:
i.

Board consider the extent to which the risk profile continues to reflect the Board’s view of
the primary risks facing Stockport NHS Foundation Trust for the foreseeable future.

8.

ACTION/ DECISION REQUIRED

8.1

The Board are invited to consider the report and:
i.
ii.
iii.
iv.

note significant risk exposures as outlined, advising on any further actions required for
control or assurance requirements;
note the proceedings of the Risk Management Committee;
consider and agree the recommendations; and
advise on preferences for tolerance and any further actions required to enable the
Board to achieve prudent control of risk.

Appendix 1
Risk Treatment

Ratings
SEVERITY MARKERS

LIKELIHOOD MARKERS

5

Multiple deaths caused by an event; ≥£5m loss;
May result in Special Administration or Suspension
of CQC Registration; Hospital closure; Total loss of
public confidence

5

Very Likely

No effective control; or ≥1 in 5
chance within 12 months

4

Severe permanent harm or death caused by an
event; £1m - £5m loss; Prolonged adverse
publicity; Prolonged disruption to one or more
Directorates; Extended service closure

4

Somewhat
Likely

Weak control; or
≥1 in 10 chance within 12 months

3

Moderate harm – medical treatment required up
to 1 year; £100k – £1m loss; Temporary disruption
to one or more Directorates; Service closure

3

Possible

Limited effective control; or ≥1 in
100 chance within 12 months

2

Minor harm – first aid treatment required up to 1
month; £50k - £100K loss; or Temporary service
restriction

2

Unlikely

Good control; or ≥1 in 1000
chance within 12 months

1

No harm; 0 - £50K loss; or No disruption – service
continues without impact

1

Extremely
Unlikely

Very good control; or < 1 in 1000
chance (or less) within 12 months

Report to:

Trust Board

Subject:

Gastroenterology Improvement Plan update

Report of:

SRO

Date:

Prepared by:

5th November 2020

Interim Chief Nurse
Interim Director of Risk and
Assurance
Medical Director

REPORT FOR INFORMATION
Summary of Report
Corporate
objective
ref:

SO2

Board Assurance
Framework ref:

SO2

CQC Registration
Standards ref:

R9, R10

Equality Impact
Assessment:

Following the identification of potential clinical care issues on
one of the organisation’s surgical wards, an independent
review of care was commissioned from MIAA. Following the
publication of the MIAA report, an action plan was developed,
and this paper outlines progress on the work to date and
completion of the original plan.
This paper also outlines to phase 2 improvement plan for this
area to ensure consistent and sustained improvement in the
care standards for the patients receiving care in this area.

Completed
Not required

Attachments:

This subject has previously been
reported to:
(Right click on check boxes – select
‘properties/default values /check)

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

- THIS PAGE IS INTENTIONALLY BLANK –

1.

Introduction/ Background

1.1

On the 3rd June 2020 following the initiation of a number of investigations the MIAA
provided the Trust with their final report in relation to their review of care standards
on ward A1 which was a gastroenterology ward within the Surgery, GI & Critical Care
Business Group.
Alongside this there were also two level 2 investigations undertaken in relation to
specific incidents occurring in this area resulting in patients harm and poor
experience. Since June 2020 these investigations and recommendations were
brought together into an improvement plan for this area.
An SRO was appointed to lead this work (Medical Director) supported by the Chief
Nurse and Chief Operating officer. Weekly meetings have been in place to meet with
the teams and ensure that the delivery and implementation of the agreed plan was
on track and that the evidence to support this was in place and evaluated.
In September 2020 the Director of Risk and assurance undertook a deep dive into
the evidence to support this improvement plan. A number of recommendations were
made from this review:
Evidence needed to more robust
Evidence was transactional and needed to be more transformational
Evidence received did not always match the feedback form visits to the area.
The triumvirate have addressed the concerns identified by the MIAA report.
They have evidenced the changes which have been made; and there was a PMO
review of the evidence which was felt to be adequate.
The SROs did a QA check of the evidence and identified areas in which the evidence
could be more robust, relevant and appropriate
However, we are now moving into Phase 2, to ensure sustainable change, and a
workshop with the triumvirate will be undertaken as part of this to coach them in how
to demonstrate and evidence quality improvement

2.
2.1

Current Situation
Gastroenterology as a specialism is challenging and complex for both the patients
requiring care and the staff delivering this. It is essential that the team function as a
cohesive team in order to deliver the best care possible.
During the period of July to September 2020 ward A1 relocated to Ward B3. During
this period we have continued to see specific complaints in relation to patient care
and the weekly senior nurse walkabout continued to highlight and address issues in
relation to the delivery of good patient care.
B3 was also evaluated through the fundamentals of care review and received a
WHITE assessment indicating improvements were required in relation to basic care
standards. This was supported by some of our NHSI colleagues who highlighted
some specific challenges for this area in relation to leadership and support for the
complexity of patients being looked after in this area.
In September 2020 a new ward manager was appointed to the area. Since the

appointment of this individual we have seen the engagement in the improvement
process significantly get better, with good ward leadership and escalation of issues
should this be required.
A number of support mechanisms have been in place from an OD perspective,
however the consistency of delivery of these and the impact has been difficult to
capture, predominantly due to COVID restrictions.
Through the SRO meetings with the teams it was agreed that we needed to refresh
and review the current plan so that we could move into a more transformational
phase of improvement for the team, not only addressing issues but ensuring the
delivery and sustainability of the service is included in this plan. The Business Group
Director had been clear that the plan should now be clinically focused in order to
drive the improvements.
A number of outcomes have been agreed, on which the phase 2 plan is based
Appendix 1:
 Strong, stable and effective clinical leadership
 The delivery of high standards of care, reliably
 Implement and embed compassionate culture
The plan has been developed in collaboration with the Business group, and
additional support has been allocated to support delivery from NHSI. This consists of
a highly experienced nurse who will be supporting the Associate Nurse Director for
Surgery for 3 days a week in relation to this improvement plan and other
improvements required across the surgical business group

3.

Conclusions

3.1

Sustaining improvement in this area has been challenging for the Business Group.
The changes in leadership and lack of MDT working have impacted on this through
the implementation of the phase 1 plan.
The appointment of the ward manager to this area has been a key improvement and
is having a positive impact on the engagement and improvement required in this
area. An recent example of this is collaborative working with the mental health team
to proactively support patients with eating disorders, something the team has
struggled to improve for some time.
Going forward a clear focus on outcomes and sustainability will ensure that
improvement is embedded. The role out of the fundamentals of care framework will
support the ongoing assurance of the care standards being delivered to acceptable
standards.
The ownership of this plan by the Business group is fundamental to the success of
the improvements outlined.

5.
5.1

Recommendations


Acceptance of the improvement plan for phase 2 and agreement of the
outlined timeframes

Appendix 1 Gastroenterology Improvement Plan Highlight Report

Gastroenterology Improvement Plan

Highlight Report
Trust Board – 5 November 2020

Phase 2 - Improvement Plan
•

Work continues on evidencing completion of actions within phase 1 (Immediate, 30 & 90 day
actions) which is in response to the findings within the MIAA report.

•

Whilst work will continue with phase 1 work will also commence on phase 2 of Gastro
Improvement Plan with actions agreed with the SROs for the project.

•

Phase 2 will have a focused effort on transformational actions and the to sustain and further
embedded quality and safety actions from phase 1.

•

The improvement actions have be split into 5 themes which link and feed into the Trust
overarching Trust Improvement Programme:
Governance
Performance
Regulation
Safety
Workforce (Culture)

•

An individualised KPI scorecard/performance dashboard will be developed to include measures
for all phase 2 actions and this will be reviewed and tracked fortnightly.

•

The following slides will give a flavour of the actions and outcomes/measures being covered
within phase 2

Phase 2 - Governance Structure/Timeframes
•

All improvement actions within phase 2 aim to
be complete and embedded into practise
within the next 7 months (31st May 2021) with
regular reviews as set out below to ensure
actions are on track for delivery.

•

A new improvement governance structure has
been established to allow for ward triumvirate
to SRO review of completion and embedding
of actions set within the gastro improvement
plan.

•

The ward triumvirate meeting will take place
weekly to allow for updates on progress and
review of evidence received in the previous
week.

•

The SRO assurance and Gastro Improvement
Progress Meetings will take place fortnightly.

•

The governance structure will give assurance
of the progress and embedding of
improvements.

Governance
Actions

Measures/outcomes

To develop a mechanism for collating and
monitoring learning opportunities such as
incident reporting, Complaints/Patient
Experience, Morbidity & Mortality and
Learning from deaths.

Progression from White to Bronze within 6
months
Evidence of escalation and resolution of
concerns
Demonstration of good governance through
monthly reporting

Introduce a measure of learning which
monitors and reduces incidents of harm

Reduction in incidents associated with harm
in the Gastro service

Performance
Actions

Measures/outcomes

To review and standardise the Models of
Care for inpatients and elective admissions

Improvement in Fundamentals of Care
assessment
Virtual ward implemented
Clear and effective patient pathways

To ensure all patients are discharged safely
Improved discharge metrics
and effectively; with optimum use of EDDs;
CLD; before noon Discharges; use of
Improvement in Fundamentals of Care
discharge lounge; use of Advantis site; use of assessment
Criteria to Reside; use of the SDM document
Stratified sample of patient records checked
for accuracy and 100% found to be up to
date and accurate

Regulation
Actions

Measures/outcomes

Complete, monitor and embed
gastroenterology actions in gastro
improvement plan

100% actions complete within CQC action
plan
No regulatory breaches within gastro service

Complete, monitor and embed actions
included within the CQC action plan (Must
and Shoulds)

100% actions complete within CQC action
plan

No regulatory breaches within gastro service

Safety
Actions

Measures/outcomes

To improve care for patients with mental
health issues: Seek Mental health support
from NHSI advisor
- Assess need for Mental health passport

% patients with mental health passport
Review of implementation of safe ward
model
Compliance with MARSIPAN
recommendations

Focused effort on achievement of 95%
quality metrics monthly documentation
assessment

Better care planning and communication of
plans in MDT
Improved quality metrics compliance

Develop and forward plan bespoke care plan
audit. Audit of 10 care plans each month for Improved quality of documentation
the next six months.
including care plans
Develop case review training around
documentation/care plans

Timely and accurate recording of patient
care needs in patient records to reflect
medical decisions

Workforce (Culture)
Actions

Measures/outcomes

The team and OD to work with Alfina
(coaching company) to ensure analysis of
team requirements and actions for
developing and supporting the team going
forward
-ATPI to be completed with senior team
-ARTP+ with wider team.

Completion of profiling questionnaire
Results from ward accreditation assessment
Progression from White to Bronze within 6
months

Improved triumvirate ward leadership across
the ward
Develop and implement a recruitment and
retention plan
- to include 8 week induction programme.
Enhanced roster management

% Reduction in agency/bank staff usage

Improved staff retention
100% of staff receiving induction
Improved KPIs for e-rostering

Board of Directors’ Key Issues Report
Report Date:

Report of: Quality Committee

Date of last meeting:

Membership Numbers: Quorate

27th October 2020

1.

Agenda

The Committee considered an agenda which included the following:









Patient Story
Covid-19 Update
Quality and Safety IPR
CQC Implementation Assurance
Infection Prevention and Control Update and IPC BAF
MIAA Fundamentals of Care Review (Ward A1) & Gastroenterology
Improvement Plan Assurance
Ward Accreditation & Fundamental Standards Process
Safeguarding Annual Report

Assurance
CQC Improvement Plan: Positive and negative assurance was received in relation
to the CQC Improvement Delivery Plan (October). 50 (19%) actions received
assurances supported by evidence confirming three consecutive months of
compliance (Blue – completed action fully embedded into practice); an increase of
12% on the September reported position.
 206 (77%) of actions are on-track (Green – satisfactory progress); a
decrease of 16% on the September reported position.
 8 (3%) actions are problematic (Amber – concern regarding delivery); an
increase of 1% on the September reported position.
 3 (1%) of actions are overdue for completion (breached target date RED)
an increase of 1% on the September report.
Outstanding actions were discussed by the Committee which included:
i)
Fundamental Care Standards framework not being in place by target
date, however the Committee were reassured by the ‘Ward
Accreditation’ paper that detailed the significant work to date requested
assurance regarding the implementation plan.
ii)
The deadline for the receipt of the Board Assurance Framework (BAF)
has been exceeded. The Committee noted that additional resource to
address this is being sourced.
iii)
Slippage on ligature compliant cubicles for Paediatric Cubicles.
The Committee wishes to bring to the Board’s attention the ongoing problematic
actions specifically in relation to RN/RM vacancies, ED Flow / System-Wide Flow.
IPR: On balance negative assurance was received with relation to quality, safety
and operational performance across the Trust. However, the Committee noted the
1

significant progress made in relation to the Trust’s cancer and elective recovery
programme running concurrent to the ongoing response to Covid-19.
IPC update and BAF: Whilst positive assurance was received regarding
organisational commitment and progress against the IPC action plan, assurance
was inconclusive in relation to understanding the current position. The Committee
agreed with the PSQG’s recommendation to have sharper focus on alert organism
surveillance and assurance on standard universal precautions by way of a
dashboard.
The Chief Nurse will be reporting the latest position directly to
November Board.
VTE Prevention Report: The Committee received positive assurance. Members
were satisfied with the level of control and assurance provided from this report
which was supported by Quality and Safety IPR metrics.
ED Safety Report: Negative assurance was received in relation to ED safety,
however, it was noted that the metrics had improved from the August position. The
Committee noted significant concerns regarding staffing and patient flow.
Medicines Safety: Positive assurance was received in relation to omitted doses,
prescribing errors, duthie audit and controlled drug incidents.
Notification of Serious Incidents (SIs). Negative assurance was received in
relation to SI exposure as there were 9 incidents declared in September. However,
there remains good control and assurance with respect to SI handling. No reports
overdue to the CCG and overdue action plans reduced from 36 to 22.
Mortality Dashboard: The Committee noted the HMSR and SHMI position. HSMR
is above 100 but within expected range. SHMI has increased to a level of 1 – within
expected range. This represents a slight increase overall, not statistically
significant.
Resus Group Report: Mandatory Training for Resuscitation is not compliant
(71%), however, action is being taken to identify non-compliant staff and the
Committee were assured that there is sufficient training capacity.
Patient Experience Report: Inconclusive assurance was received in relation to
improvements in patient, carer and family experience. There were improvements
with patient/family awareness of discharge plans and assistance with meal times,
but slippage on noise at night and lost patient property. The Committee have
asked for assurance regarding the organisational strategy development for Patient
Experience and Engagement.
Safe Staffing: Negative assurance was received with respect to safe staffing
levels due to the fact that no report was provided for the 2nd consecutive month.
PSQG were not in a position to provide the Committee or assurance or response to
safe staffing.
MIAA Review of A1 and Gastroenterology Improvement:
The Committee
received positive assurance regarding progress against Phase 1 of the
Gastroenterology Improvement Plan. The Committee were advised that the further
actions had been identified and that this would be addressed as part of a ‘Phase 2’
improvement journey. The Committee were satisfied that this remained a key
priority for executive directors.
2

Ward Accreditation: Inconclusive assurance was received in relation to ward
accreditation. Following external evaluation of the ACE accreditation system, a
revised framework is being developed in line with the Fundamental Standards
Process.

2.

Advise

The Committee wish to advise the Board on the following:
 The Board level sepsis reporting was available for September compliance
following a 6-month pause due to Covid.
The data showed that
improvement is being made in line with the revised trajectory. However the
Trust remains non-complaint overall and is therefore focussed on achieving
much higher levels of sepsis 6 compliance for good clinical care.
 The PSQG have received a draft Quality Account Report for 2019/20 and
which will require sign off by the Quality Committee acting on behalf of the
Board of Directors, in December 2020 in accordance with revised guidance.
 The Committee received the Safeguarding Annual Report which detailed
safeguarding activity across the Trust, key issues affecting service delivery,
and identify key priorities for the coming year.

Risks Identified

The Committee agreed/identified that:




3.

Actions to be
considered at the
(insert appropriate
place for actions to
be considered)

4.

Report Compiled
by

There remains significant risk to cancer performance. 62 day performance is
a challenge and increasing numbers of patients being treated beyond 104
days.
There is a risk of increased paediatric congestion in ED due to concerns
around staffing and paediatric flow.
Staffing levels and patient flow (exacerbated by nosocomial outbreaks)
continue to pose a significant risk to operational performance, quality and
safety.

Marisa Logan-Ward

Minutes available from:

Committee Secretary
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Board of Directors Key Issues Report
Report Date:
05/11/2020

Report of: Finance & Performance Committee

Date of last meeting:
21/10/2020

Membership Numbers:
The meeting was quorate.

1.

Agenda

The Committee considered an agenda which included the following:











Alert

Operational Performance
Winter Plan Update
Financial Performance
Update on Financial Landscape 2020/21
PWC Update
Update on Capital Bids
Agency Utilisation
Cash payment to NHS Property Services
Data Security & Protection Toolkit Annual Submission
Key Issues from Reporting Groups:
- Capital Programme Development Group
- Digital Programmes Board

The Committee wished to alert the Board to the following:


Operational Delivery
The operational delivery position balancing the second wave of Covid-19
patient and the elective recovery position was noted and due to the fast moving
pace of this that the NEDs would be updated on their weekly meeting as well as
at the next Quality Committee.



Agency costs
The Committee noted the increased forecast in agency costs and that further
work had been requested at People & Performance Committee and that if
appropriate further reports would be presented back to this committee. It was
noted the Committee would like to see further updates on the progress with
embedding e-rostering in the Trust.



Financial Envelope and Financial Landscape
The Committee noted the financial position for the GM system for the second
half of 20/21 where the Trust has a gap of £9m compared to GM plan. The
Committee was mindful of the planning requirement for 21/22 and asked the
executive team to consider its approach to budgeting to the Board of Directors,
taking into account capability, capacity and timescales.
1

Assurance

2.



Operational Performance and Recovery Plan
The Committee noted the recovery progress to date but recognise the huge
challenge with the second wave of Covid-19. The Committee also noted that
key executives at the Trust are influencing and driving the changes in the GM
system in terms of green hospital sites and the use of the Independent Sector.



Winter plan
The Committee received an update on the winter plan and the prioritisation of
schemes within a defined financial envelope. The Committee took assurance
that the Stockport System elements of the plan were making progress and that
there had been progress from the PWC work across the Trust and Council.



Financial Priorities
The Committee received a list of prioritised areas for the financial forecast for
the second half of 20/21 including winter, discharge to assess, recovery and
CQC action plan. The Committee will receive future updates on the actual
costs against the plans set.

Advise

 The Committee approved for recommendation to the Board a without prejudice
payment to NHS Property Services for £2.343m in relation to 18/19 and 19/20
and £1.875m in relation to Q1 to Q3 for 2020/21

Risks Identified





3.

Report Compiled
by

Recovery trajectories at risk from impact of second wave of Covid-19
Financial risk of delivery of 20/21 in the context of the financial envelope for the
second half of the year and the GM overall position
Financial risk of increasing deficit for 21/22

Malcolm Sugden

Minutes available from:

Deputy Company
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Board of Directors’ Key Issues Report
Report Date:
15/10/2020

Report of: People Performance Committee

Date of last meeting:

Membership Numbers: Quorate

10/09/2020

1.

Agenda

The Committee considered an agenda which included the following:













Workforce Performance
Staff Survey
Flu Campaign
Freedom to Speak Up
Medical Leadership Development
People Strategy Delivery – Our Approach to Resourcing
E-Rostering Project Close Down Report
Dying to Work Charter
Job Planning
Trust Risk Register
Key Issues Reports: JCNC
Policies for approval: Professional Registration Policy

Alert

There were no alerts raised

Assurance

Assurance was given in relation to the Stroke Ward being transferred back to E1,
Mrs Toal confirmed that this move would be completed by end of the week and the
Committee noted that there are actions in place to continue work surrounding the
communication requirements.
The Committee would like to assure the Board that they have seen the plans to
aim for 60% return on the Staff Survey and look forward to the reporting against
this target.
The Committee would like to assure the Board that they have viewed the E
Rostering Project Close Down Report on the provision of external resources to
support the e rostering capacity and progress against the targeted outcomes will
be tracked through the Committee.
The Committee would like to assure the Board that work to meet the Dying to
Work Charter has met the requirements and is now awaiting formal signature.

Advise

The Committee wish to inform the Board that the Workforce Performance KPI
report is being developed with a detailed narrative of actions being taken to
address the concerns at a granular level.

1

The Committee wish to advise the Board that work is under way to ensure a
more robust Workforce Risks Register, on which Mr Moore has agreed to work
with the HR team and a refreshed version will be brought back to the next PPC.
The Committee would like to inform the board that the PPC have agreed to take
on the monitoring of an action plan for the Freedom to Speak Up Guardian
actions raised which will be developed between the Freedom to Speak Up
Guardian and the Executive responsible and that there will be a Gap Analysis
Report presented to Board in November.
The Committee would like to inform the Board of the Medical Leadership
Development proposal that has been received, giving initial thoughts on how the
Medical Leadership Programme might quickly be developed through discussion
which will include the incoming Medical Director.
The Committee would like to inform the Board that they have reviewed the
Resourcing element of the People Strategy and that the Transformation element
is the only element of the Strategy now awaiting approval.

2.

Risks Identified

3.

Actions to be
considered at the
(insert appropriate
place for actions to
be considered)

4.

Report Compiled
by

Strategic People Risks remain as previously reported, subject to the risk register
review as above

Mrs C Barber-Brown

Minutes available from:

Committee Secretary
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Report to:

Board of Directors

Subject:

Freedom to Speak Up Report

Report of:

Freedom to Speak Up Guardian

Date:

05 November 2020

Prepared by:

Philip Gordon

REPORT FOR INFORMATION
Summary of Report
Corporate
objective
ref:

2a, 6b

The purpose of this report is to provide the Board of Directors with:



Board Assurance
Framework ref:

SO6

CQC Registration
Standards ref:

N/A

Equality Impact
Assessment:

An update on Trust progress in development of the
Freedom to Speak Up agenda.
Assurance on the approach and activities of the Freedom to
Speak Up Guardian.

Completed
X Not required

Attachments:

This subject has previously been
reported to:

Board of Directors
Council of Governors
Audit Committee
Executive Team
Quality Assurance Committee
Finance & Performance
Committee

People Performance
Committee
Charitable Funds Committee
Nominations Committee
Remuneration Committee
Joint Negotiating Council
Other

- 1 of 26 -

- THIS PAGE IS INTENTIONALLY BLANK -

-2-

1.

INTRODUCTION

1.1

The purpose of this report is to provide the People Performance Committee with:



An independent perspective on Trust progress in development of the Freedom to Speak Up (FTSU)
agenda.
Assurance on the approach and activities of the Freedom to Speak Up Guardian (FTSUG).

1.2

Sections 3.1, 4.4 and 6.6 have been updated to reflect developments following presentation of the report at
People Performance Committee.

2.

FTSU REPORTING ARRANGEMENTS

2.1

FTSU reporting was paused at the onset of Covid-19, and has now resumed. The table below summarises
the current position:

People Performance Committee
Board of Directors

Usual Frequency
3 months
6 months

Previous Report
January 2020
October 2019

Current Report
October 2020
November 2020

2.2

From July to September, the FTSUG provided monthly informal updates to the Executive Lead, Director of
Workforce and OD, Chief Executive and Chair to ensure a “no surprises” approach in the interim. Themes
and trends have continued to be escalated to relevant senior managers as required.

3.

NATIONAL GUARDIAN OFFICE

3.1

The National Guardian Office (NGO) is developing a three-tiered e-learning resource aimed at workers,
managers and senior leaders. The first tier is now available on ESR. A proposal for implementation of this
training has been drafted and will be presented to the Executive Team.

3.2

The NGO published their second Freedom to Speak Up Index Report1 in July 2020. The index is calculated
by taking the average percentage from four questions related to speaking up in the 2019 NHS Staff Survey.
The FTSU index for this Trust remains just below the national average but has improved slightly in line with
it.
FTSU Index
90
85
Best

80

National average

75

Trust

70

Worst

65
2018

1

2019

Available at: https://www.nationalguardian.org.uk/wp-content/uploads/2020/07/ftsu_index_report_2020.pdf
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4.

BOARD RESPONSIBILITIES AND NGO RECOMMENDATIONS
(prepared in partnership with Executive Lead)

4.1

The FTSUG can assist, advise and challenge the Trust in meeting NGO recommendations, however
ownership and monitoring of this is an Executive responsibility.

4.2

There have been close to one hundred NGO recommendations arising from guidance documents, surveys
and case reviews. The FTSUG completes gap analyses as required. The majority of recommendations have
been met or are not applicable, however a handful of these have remained outstanding for some time.

4.3

This was noted in the CQC report in May 2020. It includes the “should do” action, “…review and implement
the recommendations from the National Guardian Office for Freedom to Speak Up”.

4.4

The Trust position is as follows:
Board
Position
Responsibility
Board
self-review New tool published in July 2019:
tool
completed in part by FTSUG and passed
to Executive Lead.
NGO
New and outstanding actions presented
recommendations
to People Performance Committee,
from case reviews
agreed for all gap analyses to date to be
presented to the Board of Directors
(Appendix 1).

Plan
Executive lead has completed the tool
in draft and it will feature in a future
Board development session
Finalised action plans to be integrated
into action log for People Performance
Committee.

FTSUG to complete gap analyses and
suggest actions for future case
Working group finalising action plan for reviews. Actions to be agreed and
outstanding recommendations.
monitored via People Performance
Committee.
Creation of FTSU Due by December 2018, no progress Executive Lead for FTSU has changed
vision / strategy
towards this.
and takes the view that a vision for
FTSU should be part of an overall Trust
vision for speaking up. They will take
this forward with the Director of
Workforce and OD in the final quarter
of 2020.
4.5

Trusts are required to appoint a Non-Executive Lead for speaking up, as a contact for workers and to
provide oversight / challenge on progress against the FTSU agenda. The previous Non-Executive Lead has
left the organisation. This role will be reassigned following the appointment of two new Non-Executive
Directors.
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5.

FTSUG CAPACITY AND ACTIVITIES

5.1

The FTSUG is contracted to work two days per week at this Trust. The onset of Covid-19 resulted in a much
stronger emphasis on working from home. The FTSUG has worked flexibly, spreading the hours worked
over five days. This has resulted in increased availability and responsiveness, with full capacity maintained.

5.2

The FTSUG has been involved in many additional activities in order to maintain awareness of the role,
engagement with staff, regular contact with management, and engagement with the wider FTSU agenda:










Culture Collective
Respect Campaign
Together Festival
Staff networks / Staff Side
Schwartz round recovery planning
Regional / national FTSU network meetings and NGO webinars
Delivering Foundation Training for new FTSUGs
Panel member for NHSI’s Whistleblowers’ Support Scheme
Staff engagement roadshow

6.

FTSUG CASEWORK, THEMES AND TRENDS

6.1

The FTSUG is required to report quarterly casework figures to the NGO, including those:




6.2

with elements of quality, safety and bullying / harassment.
raised anonymously.
reporting detriment as a result of speaking up.

The FTSUG also monitors for other themes and trends. Since the onset of Covid-19, there was a significant
shift in the nature of casework towards policy and procedure, as per the graph below.

Quarterly FTSU Casework Figures
20
15
10
5
0
Q3

Q4

Q1
(2019-20)

Q2

Q3

Q4

Q1
(2020-21)

Q2

Total number of concerns (Trust)
Policy / procedures
Element of quality / Safety
Element of bullying, harassment or unacceptable behaviour
Raised anonymously
Perceived detriment
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6.3

Deeper inspection of these concerns indicated that they varied widely in terms of their nature, location and
professional group. This may be an indication of how the pandemic response has affected many aspects of
the working lives of staff throughout the organisation.

6.4

There is no new trend of workers raising concerns anonymously or reporting detriment as a result of
speaking up. It is likely that the level of casework is therefore indicative of the national context rather than
a reflection on the culture of speaking up.

6.5

Concerns continue to be escalated to every part of the organisation with a strong bias towards senior
managers.

Maximum Escalation of Open Concerns
20
18
16
14
12
10
8
6
4
2
0

CEO
Director
Senior manager
Line manager
Advice and support
A M J

J

A S O N D
2019

J

F M A M J

J

A S O

2020

6.6

One concern was raised by a team in September. Each individual is recorded as a separate case under NGO
guidance, which explains the sharp increase for October 2020.

7.

SOFT INTELLIGENCE ON CULTURE

7.1

The FTSUG role involves unofficial conversations across all levels. The FTSUG has found a high degree of
consensus in these conversations, which triangulate with other formal reporting (e.g. Bullying and
Harassment, Culture Collective).

7.2

Below is a summary of the themes:







Staff experiencing collective trauma, chronic unsettlement and ever-growing exhaustion since the
onset of Covid-19.
Staff satisfaction with management’s response to the pandemic correlating to the degree to which
their usual work had been disturbed.
An initially high degree of reciprocal compassion, with many avenues of emotional support
available.
Frontline staff being unsurprised by the results of the CQC inspection.
Recognition of the cultural improvement in the Emergency Department.
An increased focus on culture at senior leadership level, but not yet noted by frontline staff.
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The paradox of visible leadership and staff engagement being more challenging during the
pandemic, at a time when this would be most beneficial.
Therapy and nursing staff initially agreeing to work in different areas out of goodwill, but this
continuing with no end in sight, significantly impacting on collective emotional wellbeing and faith
in management.
A growing frustration at not knowing what lies ahead, with some instances of frontline staff
attributing this to management.

8.

NOTABLE THEME ON CULTURE, LEADERSHIP AND OUTCOMES

8.1

The most notable and current theme is the perceived “creeping in” of a senior leadership approach focused
on numbers / targets, indicated by:






8.2

There are a number of human factors related to perceived power imbalances that are well established in
research and may be magnified during the pandemic, for example:




8.3

The reintroduction of “business as usual” targets from external bodies.
Some processes being significantly but reasonably delayed due to Covid-19, and being perceived as
“radio silence”.
A handful of instances of senior leaders cancelling meetings without apologies, or being perceived
to communicate without compassion.
This theme being reflected in FTSU casework, with staff reporting feeling pressure to discharge
patients.
Discharge processes being highlighted as a theme in “Risky Business” on 14th September.

Stress, anxiety and fear reduces our ability to empathise, and makes speaking up feel risky.
As we become more senior, we forget how intimidating we can be due to the labels other people
give us (e.g. confident, successful, powerful, influential).
We find it harder to assess the agendas and priorities of those we perceive to be more powerful
than us.

In response, the FTSUG has:








Addressed these factors wherever relevant in casework.
Discussed as appropriate with senior leaders and the Executive Lead.
Attended and contributed to People Performance Committee for related agenda items (e.g.
Bullying and Harassment report).
Approached the Task and Finish Group for discharge processes, with a view to sharing this
perspective to inform discussions.
Continued participation in allied initiatives such as the Culture Collective.
Offered capacity to deliver modules on the new Leadership Programme that are complementary to
culture and speaking up.
Reflected that the current draft proposal for FTSU champions would strengthen the principle of
“speaking truth unto power”, as it would add a diverse and collective voice to FTSU reports. (This is
currently being reviewed by the Executive Lead).
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9.

EQUALITY AND DIVERSITY

9.1

There is no significant trend in the casework of unfavourable treatment based on any protected
characteristics.

9.2

The FTSUG continues to work closely with the Equality, Diversity and Inclusion Lead, including the Culture
Collective and the development of guidance on reporting Hate Incidents / Hate Crimes.

10.

RECOMMENDATIONS

10.1 The Board of Directors is recommended to:


Note the independent perspective provided in sections 1-4, and the assurance on the approach and
activities of the FTSUG (sections 5-9).
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APPENDIX: GAP ANALYSES OF NGO RECOMMENDATIONS
Gap analyses are RAG rated, or blue where recommendation is not applicable. Please note that following
October’s People Performance Committee, a working group will finalise actions and timescales for
outstanding recommendations.

Freedom to Speak Up Guardian Survey 2017
Recommendation

1

2

3

4

Appointment: We recommend that appointment of
guardians is made in a fair and open way, and that senior
leaders assure themselves that workers throughout their
organisation have confidence in the integrity and
independence of the appointee.

Potential conflicts of interest: We recommend that all
guardians / ambassadors / champions reflect on the
potential conflicts that holding an additional role could bring
and that they devise mechanisms to ensure that there are
alternative routes for Freedom to Speak Up matters to be
progressed should a conflict become apparent when
supporting someone who is speaking up. We see particular
potential for conflicts to arise where a guardian also has a
role as a human resources professional and recommend that
guardians do not have a role in any aspect of staff
performance or human resources investigations.
Local networks: We recommend that all trusts consider
developing a local network of ambassadors / champions,
depending on local need, to help provide assurance that all
workers have appropriate support and opportunities to
speak up, and to give guardians alternative routes to pursue
speaking up matters should they be faced with a real or
perceived conflict. Members of a local network could also
cover the guardian role when the guardian is absent, on
leave etc.
Diversity: We recommend that all trusts take action to
ensure that all workers, irrespective of their ethnicity, age,
sexuality or other diversity characteristics, have someone
they feel able to go to for support in speaking up. Guardians
should consult with relevant representative groups in
developing their approach on this matter. Guardians should
also take action to assure themselves that any potential
barriers to speaking up that particular groups face are
understood and tackled.

Trust Position
Met: Appointment of FTSUG
resulted from a competitive
recruitment process.
Senior leader assurance provided
by visibility of FTSUG and level of
case referrals reported to People
Performance Committee and
Board.
Met: FTSUG employed in a
dedicated role with no shared
responsibilities.

Draft proposal completed and
being considered by Executive
Lead.
Executive Lead cover when FTSUG
is absent.

Met: Concerns raised via FTSUG
are equality monitored. Equality,
Diversity, Inclusion an trends
relating to staff groups or
discrimination are standing items
in FTSU reporting to People
Performance Committee and The
Board of Directors.
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5

Communication and training: We recommend that all
guardians use all appropriate communication channels to
ensure that all staff know of their role, and work with
colleagues to ensure that Freedom to Speak Up is
incorporated in all relevant staff training and development
programmes, and particularly in staff inductions. In
conjunction with the relevant parts of their organisation,
guardians should monitor the effectiveness of their
communication and training activities. Guardians should
ensure that the language and message of communications
and training are consistent with national guidance.

6

Partnership: We recommend that all guardians continue to
develop working partnerships with all relevant parts of their
organisation.

7

Access to senior leadership: We recommend that all
guardians have direct and regular access to their chief
executive and non-executive director with responsibility for
speaking up.

8

Board reporting: We recommend that guardians or a
representative from a local network of champions /
ambassadors personally presents regular reports to their
board. Board reports should include measures of activity and
impact and, where possible, include ‘case studies’ describing
real examples of speaking up that guardians are handling.

9
10

Feedback: We recommend that guardians always gather
feedback on their performance, from their line managers, the
partners they work with, and from those they are supporting.
Time: We strongly recommend that all trusts provide ringfenced time for anyone appointed as a guardian /
ambassador / champion to carry out their role and attend
training, regional and national network meetings, and other
events.

Met. Variety of communication
channels used for awareness and
visibility e.g. visits, screen savers,
leaflets and posters. FTSU
incorporated in Corporate
Induction.
Training effectiveness is
monitored by use of feedback
forms. Effectiveness of FTSU
communications is not specifically
monitored but can be inferred in
part by Staff Survey results.
Met: Proactive development of
working partnerships with the
Workforce team and, in
particular, the Head of Learning &
Development and the Trust's EDI
lead.
Met: FTSUG has open access to:
- Executive Lead
- Chief Executive
- Chair
- Senior Independent Director

Met: Quarterly reports presented
to People Performance
Committee with six-monthly
reports to Board of Directors.
Reports developed to include
'case studies' where appropriate.
Met: Feedback proactively
sought by the FTSUG from a
variety of sources.
Met: Dedicated 15 hours per
week FTSUG role with no shared
responsibilities.
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Case Review 1: Southport and Ormskirk Hospital NHS
Trust (September 2017)
Recommendation

Trust Position

1

Within three months the trust should publish its new
speaking up policy.

Already met

2

Within six months the trust should take steps to ensure
all existing and new workers are aware of the contents
of the new freedom to speak up policy.

Policy regularly signposted to
in Trust communications

Within 12 months the trust should implement all
aspects of its draft Freedom to Speak Up action plan, by
the plan’s stated completion dates.

N/A: Case-specific

Within three months the trust should ensure that, in
accordance with its own policies and procedures and in
accordance with good practice, all those managers and
leaders responsible for handling concerns provide
feedback to every individual who speaks up, including
any actions they intend to take in response.

N/A: Case-specific

5

Within six months the trust should put in place effective
systems to monitor the development of a positive
speaking up culture.

Board review tool currently
being reviewed by Executive
Lead
N/A: Case-specific

6

Within 12 months the trust should develop an action
plan to develop a working culture that is free from
bullying, including providing anti-bullying training for all
staff.
Within 3 months trust leaders should take appropriate
steps to ensure that they are visible and accessible to all
workers to promote a culture of visible leadership.

Can always be worked on: no
indication that this is a
prominent problem at
Stockport, therefore the
recommendation has been
interpreted as case-specific
N/A: Case-specific

8

Within three months the trust should ensure that it
responds to the concerns raised by its workers strictly in
accordance with its policies and procedures and in
accordance with good practice and report to the board
evidence of this.

N/A: Case-specific

9

Within three months the trust should ensure that it
responds to all concerns raised by its workers in relation
to the recruitment of staff strictly in accordance with its
policies and procedures and in accordance with good
practice.
Within 12 months the trust should provide all workers,
including all managers, with regular, updated and
mandatory training on speaking up and supporting and
responding to people who speak up. The trust should
monitor the effectiveness of this training.

National e-learning resource
published October 2020,
proposal for its
implementation drafted and
under Executive Lead
consideration

3
4

7

10
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Within three months the trust should ensure that
appropriate steps are taken to publicise the role of
guardian and any staff supporting that role, using
methods that reach all workers.

Already met

Within three months the trust should ensure that it
provides appropriate resources for the role of Freedom
to Speak Up Guardian, in line with guidance provided by
the National Guardian’s Office, including sufficient cover
to support their work in their absence, and alternative
routes to handle speaking up matters to overcome any
possible conflicts.

Already met

The trust should take appropriate steps to ensure that
minority and vulnerable workers, including black and
minority ethnic workers are free to speak up

Relevant, but case specific.
This will always be work
ongoing, therefore marked as
"met" as the Trust is "taking
appropropriate steps to
ensure"
N/A: Case-specific

14

Within six months the trust should look again at its
appointment process for the role of Freedom to Speak
Up Guardian and ensure a Guardian is appointed using a
process that is open and fair.

N/A: Case-specific

15

Within three months the trust should seek to share the
learning of its cultural review with its workers, taking all
necessary steps to protect the confidentiality of
individuals.

Already met

16

Within 12 months the trust should take appropriate
steps to ensure that all aspects of its work are
consistent with the Francis Freedom to Speak Up
principles, including where it undertakes a Fit and
Proper Person review.
The Care Quality Commission should, where regulating
matters relating to a fit and proper persons test under
section 5 of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2014, continue to
develop its approach and include the need for
information provided by people who speak up to be
considered when assessing whether a satisfactory FPP
review has been carried out.

N/A: Recommendation for CQC

Already met

18

Within 12 months the trust should take steps to ensure
that its policies and procedures are supportive of all
workers affected by the speaking up process, including
those who are the subject of concerns raised.

Already met

19

Within 12 months the trust should take steps to actively
promote the use of mediation, where appropriate, to
resolve issues arising from speaking up.
Within six months the trust should take all appropriate
steps to address the concerns raised by BME workers in
the trust 2016 survey .

N/A: Case-specific

11

12

13

17

20

- 12 -

N/A: Case-specific

21

Within six months the trust should appoint an equality
and diversity lead and ensure that position is
appropriately resourced.

N/A: Case-specific

22

Within 12 months the trust should take action to
implement all the recommendations of its cultural
review.

N/A: Case-specific

23

Within three months the trust should consider
requesting support from the NHS England WRES
Implementation Team to help meet the needs of its
BME workers.
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Case Review 2: Northern Lincolnshire and Goole NHS
Foundation Trust (September 2017)
Recommendation

Trust Position
Already met

1

Within 3 months the trust should revise its policies and
procedures relating to the reporting and handling of
incidents to ensure they refer to the support available
for staff to do this from the trust Freedom to Speak Up
Guardian and Associate Guardians.

Confirmed as already met 24/07/18

2

Within 3 months the trust should revise its policy for
dealing with serious incidents to ensure it provides that
feedback and any learning should be shared with staff
who had spoken up regarding an incident.

3

Within 3 months the trust should revise its current speak Already met
up policy to ensure that it is in accordance with good
practice and reflects the minimum standards set out in
the NHS Improvement speaking up policy for the NHS.

4

Within 6 months the trust should take steps to ensure all Policy regularly signposted to in Trust
existing and new workers are aware of the contents of
communications
its new speak up policy.
Already met

5

Within 12 months the trust should begin work to ensure
that, upon the scheduled review of any trust policy
and/or procedure, the policy or procedure in question is
in alignment with good practice in relation to the
freedom to speak up.
Within 6 months the trust board should articulate a
vision of how it intends to support its workers to speak
up, which encompasses a strategy containing deliverable
objectives within fixed timescales and under appropriate
executive oversight, and to effectively communicate this
to trust workers.

Executive Lead to take this forward with the
Director of Workforce and OD in the final quarter
of 2020.

Within 6 months trust leaders should identify and
employ a range of appropriate measures to monitor
speaking up processes and culture within the trust, to
ensure they are responsive to the needs of all workers
and are developed in accordance with good practice.

Already met and under continual review /
development

Within 6 months the trust should ensure that its bullying
and harassment policy and procedure is consistent with
the standards set out in the bullying and harassment
guidance issued by NHS Employers, including how the
trust will implement and monitor the revised policy and
ensure its contents are shared with all staff.

Confirmed as met on 30/07/18

Within 12 months the trust should take steps to address
bullying behaviour, including training for all staff relating
to the awareness and handling of such behaviour.

N/A: Case-specific

6

7

8
9
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10

11

12

13

14
15

16

17

Within 6 months the trust should continue to ensure
that all investigations into the alleged conduct of
workers who have previously spoken up also seek to
identify whether any such allegations are motivated by a
desire to cause detriment because that worker spoke up
and, where such evidence is found, take appropriate
action. This should include amending the trust
disciplinary policy to require such action.

FTSUG raised with HR

Within 3 months the trust should ensure that, in
accordance with its own policies and procedures and in
accordance with good practice, all managers and leaders
responsible for handling speaking up provide feedback
to every individual who raises an issue, including any
actions they intend to take in response.

Already met (but work always ongoing)

Within 3 months the trust should ensure that it
responds to the issues raised by its workers strictly in
accordance with its policies and procedures and in
accordance with good practice, including, where
appropriate, investigating matters that are raised.

N/A: Case-specific

Because of the particular needs of the trust to improve
its speaking up process and culture it is recommended
that, within 12 months, the trust should provide all
workers with mandatory, regular and updated training
on speaking up, including for those with responsibility
for handling concerns. This training should be in
accordance with NGO guidance and the trust should
monitor that it is effective.
Within 3 months the trust should allocate sufficient ringfenced time for the Freedom to Speak Up Guardian and
any Associates to ensure they can appropriately support
the needs of workers to speak up.

N/A: Case-specific

Within 3 months the trust should take appropriate steps
to ensure that the role and names and contact details of
the Freedom to Speak Up Guardian and Associate
Guardians are promoted to all workers across all three
trust hospital sites.

N/A: Case-specific (though recommendation is
relevant in principle and is being met)

Within 6 months a communications and engagement
strategy should be developed to promote the Freedom
to Speak Up Guardian and Associate Guardian’s role,
and to evaluate the impact it is having, in the longer
term. This should include strategies to provide feedback
on actions taken in response to speaking up and actions
to tackle barriers to speaking up.

Marked as complete 11/07/19 as FTSUG reports
directly to public Board including lessons
learned, has been advertised regularly in Trustwide comms, and is visible to the workforce as a
Schwartz round facilitator

Within 3 months the Freedom to Speak Up Guardian
should ensure that their regular reports to the trust
board are sufficiently detailed and comprehensive to
support the development of a positive speaking up
culture.

Already met

Already met
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18

19

20

21
22
23

Within 3 months the Freedom to Speak Up Guardian and
any Associate Guardians should begin regular
attendance at regional meetings of their peers to ensure
that they have access to guidance and support to
undertake their work, including to assist with the writing
of board reports and in order to share learning and good
practice with them.
Within 3 months the trust should ensure that all HR
policies and procedures meet the needs of workers who
speak up, including letters to suspended workers that
accurately state their ability to access their Guardian or
Associate Guardian.

Already met (and exceeded, current FTSUG was
network Chair for one year and is a regional
trainer)

Within 3 months the trust should continue its work to
ensure that, where a worker is going through a
disciplinary process that also encompasses potential
patient safety issues or similar matters they have raised,
the trust continues to provide that worker with all
appropriate support to speak up about those matters
and also takes all appropriate steps to maintain the
worker’s confidentiality.
Within 12 months the trust should take steps to actively
promote the use of mediation, where appropriate, to
resolve issues arising from speaking up.

Already met (as this is continually being worked
on with all employees)

Within 3 months the trust should consider requesting
support from the NHS England WRES Implementation
Team to help meet the needs of its BAME workers.

N/A: Case-specific

Within 12 months the trust should take all appropriate
steps to identify which staffing groups in the trust feel
particularly vulnerable when speaking up, why this is the
case and how those groups can be supported to speak
up freely and protected from any detriment for having
done so.

Already met in terms of approach (can never
permanently achieve and therefore must be
approached on an ongoing basis)

07/06/19 Confirmed as complete by Deputy
Director of Workforce

Complete 06/06/19

- 16 -

Case Review 3: Derbyshire Community Health Services NHS
Foundation Trust (June 2018)
Recommendation

Trust Position
Already met

1

Within 3 months the trust should publish its new speaking up
policy. The new policy should be written in a way that
encourages workers to speak up and is easily understood.
Unnecessary references to PIDA and malicious intention in
speaking up should not be present.

2

Within 6 months the trust should take steps to ensure all
existing and new workers are aware of the contents of the new
freedom to speak up policy.

Policy regularly signposted to in
Trust communications
Previously met, Non-Executive
Director left the organisation
earlier in 2020. Role to be assigned
when new Non-Executive Directors
appointed

3

Within 3 months the trust should ensure that workers who wish
to raise matters with the trust nonexecutive director responsible
for speaking up are able to do so via routes of communication
that appropriately support their confidentiality.

4

Within 3 months the trust should ensure that, in line with its
practices, it continues to value the views of its workers,
including consulting staff about changes to their services where
appropriate.

5

Within 3 months the trust should take all appropriate steps to
ensure that all cases of speaking up are investigated within
reasonable timescales and without undue delay.

N/A: Case specific, and no
indication that undue delay is a
recurring theme at Stockport NHS
FT

6

Within 3 months the trust should take appropriate steps to
ensure that all cases of speaking up are investigated by suitably
independent persons.

N/A: Case specific, and where this
has been called into question at
Stockport NHS FT, it has been
identified and assurances received
by the FTSUG

7

Within 3 months the trust should take all appropriate steps to
ensure that responses to cases of workers speaking up, including
decisions relating to the investigation of those cases, are not
focused on whether or not the matters in those cases are
qualifying disclosures under the Public Interest Disclosure Act.

Case-specific, but gap identified in
policy, and policy updated to
reflect this

Within 12 months the trust should develop a plan for
embedding speaking up in the organisation. This plan should
consider the use of staff inductions, team meetings, leadership
training and other mechanisms to ensure that all staff have the
necessary skills and knowledge to speak up well and respond to
issues being raised appropriately. As part of this plan, a
communication strategy should be developed to promote the
trust’s Freedom to Speak Up Guardian and encourage workers
to speak up to them when they feel they cannot speak up using
other channels.

Already met and work ongoing

8

N/A: Case specific
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Already met, and no indications to
the contrary

9

Within 3 months the trust should ensure that their speaking up
arrangements, including the support provided by the Freedom
to Speak Up Guardian, appropriately protect workers’
confidentiality, and demonstrates appropriate understanding
and empathy for the needs of individuals.

Already met

10

Within 3 months the trust should ensure that the Freedom to
Speak Up Guardian records all instances of speaking up raised to
them, not just those cases where workers state that they are
raising a matter ‘formally’.

11

Within 3 months the trust should take appropriate steps to
ensure that where the grievance process is used to respond to a
worker speaking up the trust’s grievance policies and
procedures are correctly followed, including in respect of
providing an initial scoping meeting to discuss the matter the
worker is speaking up about and the range of alternative
processes for handling it.

12

Within 12 months the trust should take appropriate steps to
ensure that all workers who speak up are meaningfully thanked
for doing so, in accordance with trust culture, training and good
practice.

13

Within 3 months Capsticks HR Advisory Service should take all
appropriate steps to ensure that it communicates to workers at
their first contact whose speaking up concerns it is investigating
of the actions it takes to ensure the independence of its
investigations. This assurance should be provided to the workers
concerned prior to the commencement of the investigation.

14

Within 12 months, The Department for Health and Social Care
should commission NHS Employers to develop and communicate
guidance to NHS trusts and foundation trusts that will help
ensure HR policies and processes do not present real or
perceived barriers to speaking up. This should focus on how
trusts can ensure that investigations into speaking up matters
are undertaken by suitably independent persons and are
completed within reasonable timescales, to enable workers who
speak up to have trust and confidence in the process. Guidance
should also be provided on how to support individuals who are
speaking up about a grievance to prevent undue burdens being
placed on those individuals and to ensure that they receive the
support they need at what is likely to be a difficult and stressful
time

N/A: Case specific, and no theme
identified to suggest this is a
problem at Stockport NHS FT

Stated in policy, and covered in
training and factsheets

N/A: Action for Capsticks

N/A: Action for DoH
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Guidance for Freedom to Speak Up Guardians: Recording
Cases and Reporting Data
Recommendation (lifted and summarised
from main text)

1

Record all cases of speaking up

2

Confidential, systematic recording, complying with data,
information management, and security policies

3

Number of cases raised: anonymously / with an element of
patient safety / quality / bullying or harrassment element /
detriment/ professional background/ feedback / learning

4

Details: include previous instances of speaking up, desired
outcome and action taken, outside referral, open / closed
status, demographics

Trust Position
Already met
Already met

Met 24/07/18

Already met
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Case Review 4: Nottinghamshire Healthcare Services NHS
Foundation Trust (November 2018)
Recommendation

1
2
3

4

5
6
7
8

9

Trust Position

Within 3 months the trust should revise its new speaking up policy,
to ensure it is in line with the NHS Improvement national speaking up
policy.

Completed in 2017

Within 6 months the trust should take steps to ensure all existing and
new workers are aware of the contents and meaning of its revised
freedom to speak up policy.
Within 6 months the trust should undertake a suitably independent
review of the speaking up culture in the service relating to Worker
A’s case and take all necessary steps to implement the review’s
findings without undue delay. Given the evidence of fear of speaking
up in this service, the review should take all reasonable steps to
protect individuals’ confidentiality.
Within 6 months the trust should take steps to ensure that its
handling of all workers’ cases of speaking up in the service relating to
Worker A’s case strictly in accordance with the trust’s revised
speaking up policy and procedure, including informing workers how
their case will be handled, what support they will receive and
providing regular feedback on the progress and the outcome of any
investigations. These measures should also include specific and
meaningful steps to ensure, in accordance with trust policy, that
workers who speak up do not suffer recrimination or disadvantage of
any sort for speaking up.
Within 3 months the trust should take appropriate steps to ensure
that workers who speak up in the service relating to Worker A’s case,
as well as across the trust as a whole, are treated in accordance with
the trust’s stated values, including with openness, care, compassion
and respect.
Within 3 months the trust should take appropriate steps to follow
their policies, ensuring that workers who take periods of sickness
leave, including in relation to their speaking up, are provided with
support upon returning from that leave that is in strict accordance
with the values, policies, and guidance of the trust.
Within 3 months the trust should take appropriate steps to ensure
that all staff in Worker A’s service with responsibility for supporting
workers to return to work from sickness absence are properly capable
of implementing the relevant policies and guidance to manage this
process.
Within 6 months the trust should ensure that, according to the
revised speaking up policy, where workers speak up in confidence, all
reasonable steps are taken to respond to the issues raised and that
matters are investigated as fully as possible, even where the
identities of those speaking up are unknown.
Within 6 months the trust should ensure that, where investigations
are undertaken in response to speaking up issues raised by its
workers, the trust provides those individuals with feedback
regarding the progress of those investigations in accordance with its
revised speaking up policy.

Completed and work ongoingrecommendation may be based on
Trust-specific findings
N/A: case-specific

N/A: case-specific

N/A: case-specific

N/A: case-specific

N/A: case-specific

No indication that this is a problem
at this Trust

N/A: case-specific
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10
11
12
13

Within 6 months the trust should ensure that all workers in the two
services to which the case studies relate receive effective
communication in respect of the trust’s revised speaking up policy
and the role of the trust Freedom to Speak Up Guardian.
Within 12 months the trust should review its communication
activities to date and devise and implement a strategy that addresses
any gaps identified, accompanied by measures to demonstrate its
effectiveness.
The trust continues with its commitment to developing a positive
speaking up culture among its workforce by maintaining the support
it provides for its Freedom to Speak Up Guardian, including
appropriate managerial and emotional support.
Within 12 months the trust should complete its planned actions
regarding the implementation of its conflicts of interest policy, to
ensure all staff are aware of its purpose and all relevant staff make
appropriate declarations, including those relating to conflicting
loyalty interests.

N/A: case-specific

N/A: case-specific

N/A: case-specific

N/A: case-specific
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FTSUG Survey 2018
Recommendation

1
2
3
4
5
6
7
8
9
10
11
12

Appointments to the Freedom to Speak Up Guardian role are
made in a fair and open way
Freedom to Speak Up Guardians undertake ‘refresher’ training,
provided by the National Guardian’s Office or guardians trained
by the National Office to provide this training, every 12 months
All Freedom to Speak Up Guardians regularly assess their training
and development needs using the National Guardian Office’s
Education and Training Guide and that their employers support
them by providing the resources needed to enable them to
continually develop their skills, knowledge and abilities
Regional Freedom to Speak Up Guardian networks seek local
opportunities to enable all guardians to learn and improve,
including sharing skills and knowledge amongst peers and seeking
the support of local partners
Those in a speaking up role make an assessment of the possible
conflicts that any other role that they have may bring
All organisations with a Freedom to Speak Up Guardian make a
local assessment of any groups that face particular barriers to
speaking up and take action to ensure that those barriers are
tackled
Where a local Freedom to Speak Up network is established,
action should be taken to ensure that it reflects the diversity of
the workforce that it supports
All organisations with a Freedom to Speak Up Guardian make a
full and honest assessment of the time required by a guardian to
carry out their role and meet the needs of workers
All organisations review their mechanisms for seeking feedback
on cases raised to Freedom to Speak Up Guardians, take action to
ensure that these are compliant with NGO guidance, and ensure
that sufficient time is allocated to ensure that this essential
activity is undertaken
Organisations with a Freedom to Speak Up Guardian assess
arrangements for their guardian to have direct access to their
CEO and Non-Executive Director with speaking up as part of their
portfolio
All organisations review their Freedom to Speak Up reporting
mechanisms and take action to ensure that Freedom to Speak Up
Guardians report to their board in person, and are allocated
sufficient time to ensure that this is done
Guardians attend regional meetings regularly and work to ensure
that their organisation is represented at every regional meeting
by a guardian, or a representative of their local network. Senior
leaders within their organisation should ensure that time and any
necessary resource is made available to ensure that this can be
achieved

Trust Position
Current postholder appointed via
externally advertised recruitment
process in late 2016
Current postholder is a regional trainer
for all new North-West FTSUGs
Current postholder has completed this
and feels fully resourced and supported
in doing so. The FTSUG works across two
Trusts and has received training in
Mental Health First Aid, Human Factors,
and Resilience
Current postholder attends all network
meetings

Current postholder in stand-alone post
FTSUG reports to the Board include
culture, themes and trends as standard

Proposal for network of champions
drafted, including consideration of
recruitment from diverse backgrounds
Two day a week are dedicated to the
FTSUG role, which is in the top 30% of
Trusts. This was was reviewed by the
Board of Directors in October 2018
Completed: FTSUG reviewed guidance on
recording cases and reporting data in
earlier version of action log

Regular, direct contact since current
postholder began role in January 2017

FTSUG reports in person to the Board of
Directors every six months

Current postholder attends all network
meetings
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Case Review 5: Royal Cornwall Hospitals NHS Trust (December
2018)
New Recommendations

1
8
12
13

Within 12 months the trust takes appropriate measures to identify
the causes of poor working relationships across the whole
organisation and implements effective actions to remedy those
causes, including steps to measure the effectiveness of those
actions.
Within 3 months the National Guardian’s Office and its partners
involved in reviewing settlement agreements in the NHS, including
the Department of Health and Social Care, NHS Employers and NHS
Improvement, should complete this review and take all
appropriate steps to implement its findings.
Within 6 months the National Guardian’s Office should draw up
national guidelines for the NHS relating to the content of speaking
up training for workers.
Within 12 months the trust should ensure that the content of any
speaking up training it provides for its workers is consistent with
guidance issued by the National Guardian’s Office and NHS
Improvement, including findings and recommendations from NGO
case reviews and the Freedom to Speak Up Survey 2018 and board
guidance from NHSI

Trust Position
N/A: Trust- specific

N/A: Recommendation for NGO and
other organisations

N/A: Recommendation for NGO

N/A: Main body of report clarifies that
this recommendation relates to the
training of FTSU Champions. Any future
Champions at this Trust would be
trained according to the NGO
expectations, as the FTSUG is a regional
trainer.
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Case Review 6: Brighton and Sussex University Hospitals NHS
Trust (June 2019)
New Recommendations

1
2
3
4
5
6
7

Within 3 months the National Guardian’s Office will take steps to
ensure that the speaking up training it delivers and planned national
guidance, specifically references the needs of BME workers as a
‘vulnerable group’ alongside wider considerations of other groups of
workers who may encounter particular barriers to speaking up.
As soon as is practicable, following the decision regarding the future
leadership of the organisation, the trust should inform its workforce of
that decision.
Within 12 months the trust should revise its speaking up policy, to
ensure it is in line with the amendments required by NHS Improvement
quoted in this report.
Within 3 months the trust should take all appropriate steps to
implement the actions identified in its gap analysis of National
Guardian Office case review recommendations.
Within 6 months of the completion of its roadshow to promote the
existence and purpose of its Freedom to Speak Up Guardian across its
workforce, the trust takes appropriate steps to measure the
effectiveness of its communications strategy relating to the role.
Within 12 months the trust completes the work it identifies as
necessary to help ensure that workers, in particular those responsible
for responding to speaking up matters, have the appropriate skills to
handle difficult conversations.
Within 6 months the trust should take reasonable steps to ensure that
its network of cultural ambassadors reflects the diversity of the
workforce that it supports.

Trust Position
N/A: Recommendation for NGO

N/A: Case-specific

FTSUG reviewed policy and sent to
Human Resources 22/10/20 (policy
has been reviewed regularly)
Working group set up to finalise
actions and timescales for
outstanding recommendations
N/A: Case-specific

N/A: Case-specific

N/A: Case-specific. (Principle of
recommendation is relevant, but case
is specific to the treatment of staff
from minority backgrounds.)
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Case Review 7: Northwest Ambulance Service NHS Trust
(September 2019)
Summary of findings and actions

Trust Position

1

Separate policies for "Raising Concerns" and "Freedom to Speak Up":
recommendation to merge.

N/A: Case-specific, and no actions
that apply to this Trust

2

Lack of clarity regarding scope of FTSUG: changes to policy to clarify
workers can approach FTSUG about any issue, and FTSU awareness
delivered through mandatory training

N/A: Case-specific, and no actions
that apply to this Trust

3
4
5
6
7
8

Reports that workers were not thanked for speaking up

N/A: Case-specific, and no actions
that apply to this Trust

Investigators with potential conflicts of interest

N/A: Case-specific, and no actions
that apply to this Trust

Timeliness and handling of investigations

N/A: Case-specific, and no actions
that apply to this Trust

Perceived attitudes towards female workers

N/A: Case-specific, and no actions
that apply to this Trust

Guidance / communication related to use of mediation

N/A: Case-specific, and no actions
that apply to this Trust

FTSU staff being referred to as "advocates"

N/A: Case-specific, and no actions
that apply to this Trust
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Case Review 8: Whittington Health NHS Trust (June 2020)
Finding (no explicit recommendations: themes
extracted)

1

Support for the FTSUG

2
Trust "whistleblowing policy"

3
Understanding of the FTSUG role

4
Support for an individual with a specific Speaking Up responsibility

5
6
7
8
9
10
11
12
13

Summary of extracted
recommendations and
N/A: Commentary on support for
FTSUG specific to Trust, and no
recommendations
N/A: Comments specific to Trust
policy, reviewed. None apply to this
Trust, as recommnedations have
been implemented previously
N/A: Specific to case review finding,
(recommends comms strategy to
improve understanding of FTSUG
role.)
N/A: Commentary in response to a
Board member who reported they
did not feel trained or supported in
the role
Gap analyses completed by FTSUG

Gap analysis of NGO case reviews
Speaking up audit

N/A: Relates to strength of audit
recently undertaken at the Trust

Failure to disclose the details of a
grievance

N/A: Recommendation in response
to two workers who reported not
being thanked
N/A: Specific to Trust's handling of
concerns
N/A: Specific to Trust's handling of
concerns
N/A: Specific to Trust's handling of
concerns
N/A: Specific to Trust's handling of
concerns
N/A: Specific to Trust's handling of
concerns
N/A: Specific to Trust's handling of
concerns

Exit interviews not offered to worker who spoke up

FTSUG queried with HR whether we
have a process for monitoring
whether staff are offered an exit
interview, and given the opportunity
/ signposted to raise concerns

Thanking workers who speak up
Lack of response to speaking up in accordance with trust policy
Support for those who handle speaking up and those who raise
matters
Feedback in speaking up cases
Delays in handling grievances
Conflict of interest in grievance proceedings

14
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This paper provides the assurances and risks associated with
safe nurse staffing and the actions in progress to mitigate the
risks associated with patient safety and quality.
The underlying nurse staffing position has improved with
reduced level of vacancies and an improvement in turnover.
Nurse staffing for the covid-19 pandemic remains challenging
with the increased complexity of the ever changing picture. A
review of a number of systems is in progress to provide
assurance that safe nurse staffing across the organisation is a
priority, in order to maintain patient quality and safety.
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1.

INTRODUCTION

1.1

The Trust currently has 137 registered nurse vacancies. This is a significant improvement compared
to this time 12 months ago when the Trust reported 240 nurse vacancies. Turnover amongst
registered nurses has reduced with a current rate running at 11.96% compared to 14.95% 12
months ago. The pipeline for recruitment for the next 6 months plans for 100 registered nurses to
be commencing in post. A number of recruitment events are planned and it is anticipated that this
number will increase.

1.2

Ongoing shortages in nurse staffing have presented a risk to the Trust for some time. The staffing
risks were understood prior to the pandemic, which has now been exacerbated during the Covid-19
pandemic. Initial recovery plans following first wave and winter plans have been developed.

1.3

During the first wave of the pandemic staffing shortfalls were mitigated with suspension of elective
activity, and staff from elective care areas were upskilled and temporarily redeployed to
accommodate for the expected increase in COVID related care that would be required. The numbers
of staff available to safely manage the wards was still a challenge for the following reasons:





High numbers of existing registered nurse vacancies
Ward acuity for COVID care was higher than budgeted staffing plans
Higher than usual levels of sickness amongst staff
Increased absence due to shielding and self-isolation

1.4

As a consequence of the Covid-19 pandemic, the number of temporary workers that were engaged
during this period was significantly higher than would be engaged during normal times.

2.

CURRENT SITUATION

2.1

Safely staffing our clinical areas remains the priority focus of all operational discussions in relation to
the delivery of safe and quality care for our patients.

2.2

A number of supporting programmes are in place which have helped contribute to improvements in
the overall nurse staffing position, which fall into the following categories:





2.3

Defining the need
Recruitment and retention
Effective rostering
Managing the temporary workforce

Defining the need
As the Trust emerged from the first wave of the Covid-19 pandemic, it has become apparent that a
review of current nursing establishments is required. Changes to wards and departments across the
organisation have had a significant impact upon staffing requirements. A full review of acuity and
dependency is required to establish the safe staffing following all of these moves. A number of
initiatives have commenced in order to gain a broader understanding of the safe staffing
requirements across the Trust. These include:
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2.4

A full review of the nurse staffing escalation processes
A review of the daily monitoring of safe staffing
Commencing work with NHSE/I on safe nurse staffing levels using the Safe Nursing Care Tool
Workforce planning to consider alternative roles within the nursing establishments
Consideration of alternative routes using the apprenticeship levy to help support the
recruitment and retention of registered nurses
Close collaboration with NHS professionals to support the shortfall in nurses using a more
robust consistent approach

Recruitment and retention
Recruiting and retaining our valued staff is the fundamental driver to improving the nurse staffing
position. Well-led, fully staffed, substantive teams have a direct impact on the quality of care that
we can deliver for our patients. The following schemes are in place to recruit and retain our staff:




2.5

Domestic and international recruitment campaigns have provided 100 nurses joining the
organisation over the next 6 months
Nurse retention initiatives to enhance support with improved induction, preceptorship,
mentorship and flexible options to reduce avoidable leavers
Aspirant nurse programme has significantly renewed interest in Stockport amongst the
student communities with 26 having commenced in post in September 2020

Effective rostering
Once the number of staff required is fully understood, and we have been successful in recruiting and
retaining this workforce it is key that we redeploy and roster staff in a fair and effective way. A full
programme of work is dedicating to the improvement in electronic rostering across our clinical and
non-clinical teams. This includes:








2.6

Full roster re-builds in clinical areas
Programme of training new and existing users
Rostering indicators developed and in use to highlight teams where practice falls short of
expected standards
Chief Nurse led weekly meetings to review safe staffing with nursing leaders
Roster challenge meetings in place to ensure rosters are approved 6 weeks in advance
showing significant improvements with 22 of 35 meeting the timescales
Staffing hub model in place to support staffing
Oversight of the staffing position daily by the heat map and roster reports

Managing the temporary workforce
During the Covid-19 pandemic there are significant challenges faced with increased sickness levels
and the need for staff to self-isolate leading to an increased requirement for temporary staff to
support safe nurse staffing. The following measures are in place provide assurance for safe nurse
staffing:


A revised daily staffing template has been implemented which will provide visibility of safe
nurse staffing
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Collaboration with NHS Professionals to increase the ‘pick-up’ of shifts and reduce overall
temporary staff costs
Part of a regional collaboration with neighbouring Acute Trusts to oversee nurse bank and
agency rates
Review of nursing agency tiers with NHS Professionals
Additional use of the ‘golden key’ for nurse agency authorisation to reduce the off
framework agency use
Phasing out of the allocate on arrival bookings
Communications to support promotion of nurse agency to bank transfers
Increased use of planned block bookings
Eradication of retrospective agency booking
Implementation of Business Group temporary staffing dashboard to help address hotspot
areas

3.

NEXT STEPS

3.1

Whilst progress has been made, safe nurse staffing remains a daily challenge. The following areas of
work are ongoing to support the continued improvement:











A full review of the nurse staffing escalation processes
A tiered approach to the escalation of nurse staffing ratios
The development of the daily tool linked to the heat map to provide assurance
Robust processes to update rosters in line with changing acuity, ward moves and budget
agreement
Continued weekly Chief Nurse meetings to continue the engagement and leadership for safe
nurse staffing.
Visibility of nurse staffing and particularly areas of concern
Visibility of roster key performance indicators
Ongoing engagement with ward managers to ensure roster compliance
Preparation for the implementation of Safe Care
Development of safe staffing Standard operating Procedure

4.

CONCLUSION

4.1

The underlying nurse staffing position has improved with reduced level of vacancies and an
improvement in turnover. Nurse staffing for the covid-19 pandemic remains challenging with the
increased complexity of the ever changing picture. A review of a number of systems is in progress to
provide assurance that safe nurse staffing across the organisation is a priority, in order to maintain
patient quality and safety.

5.

RECOMMENDATIONS

5.1

The Board is requested to receive the assurance provided within this report.
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Health and Wellbeing
at
Stockport NHS FT
Board of Directors
November 2020

Background

Health and Wellbeing of Our People.
It has never been more important and is an immense challenge.
Highlighted by existing and deep-rooted inequalities, perceived and
heightened risk, fatigue, turnover, and the vulnerabilities of staff.

Staff Wellbeing Support
CAREER WELLBEING

EMOTIONAL WELLBEING

•
•

•
•
•
•

•
•

Coaching
Online training and
development
Appraisals
Virtual Inductions

Staff sanctuaries and safe spaces.
Virtual team huddles/ check ins
Free mental health online training (REACT)
Signposting to local services

FINANCIAL WELLBEING

PHYSICAL WELLBEING

•

•
•
•

•
•

Salary sacrifice, staff benefits and
discounts.
Salary finance- loans, savings, budget
planning and tips on managing debt
Stockport credit union- local financial
advice

SOCIAL WELLBEING
•
•
•
•

Regular team briefs/ huddles
Regular events; foodie Friday
Virtual check ins
Virtual team building (Team Time)

•

Access to physiotherapy
DSE assessment/ Self risk assessments
Healthy options in restaurant/ healthy
snack range in pharmacy shop.
Access to online exercise and virtual
classes (#DoingOurBit)

PSYCHOLOGICAL WELLBEING
•
•
•
•
•

Staff counselling
Mental health first aiders
GM Resilience hub- screening
Free access to online mindfulness apps
Schwartz rounds

For further information visit the Health and Wellbeing and Learning and Development Microsites.
Or email healthandwellbeing@stockport.nhs.uk or OD@stockport.nhs.uk

Our Covid Response
Clinical Psychologist support
Collaboration of MH Liaison Team
GM Resilience Hub
Sanctuaries
Support Pack including remote working, Leader’s Packs, carers pack,
Mindfulness facilitators
Team Time (Schwartz)
Staff Testing
Staffing Hub
Staff Recognition
Risk assessments for BAME and all staff

What were the big wins

Donations, gifts, food, feeling valued, clapped, additional staff, less
targets, autonomy, camaraderie, good will, and our community.
Daily interaction with Mental Health Liaison Team, psychologist
support.

Free car parking.

Biggest challenges

Ward moves and team moves.
Lack of break and rest periods, and facilities.
Targets and unrealistic expectations.
Staffing , vacancies, agency.
Winter season almost here, fatigue and resilience.
Time to access interventions/sessions.
Lack of autonomy, decision making.

How do we know?

Our focus

Continue to provide and promote Health and Wellbeing Interventions.
Leading and enabling colleagues to access all the interventions.
Staff Engagement, Senior Leaders, Giving Staff a voice - Staff Survey,
check ins, and listening.
How do they know? Team huddles, communication, engagement,
leadership, and support for leaders.

Please let me have your questions

Date: 5th November 2020

Report to:

Board of Directors

Subject:

Workforce Flu Vaccination

Report of:

Director of Workforce & OD

Prepared by:

Deputy Director of Workforce &
OD

REPORT FOR NOTING
Summary of Report
Corporate
objective
ref:

-----

Board
Assurance
Framework ref:

-----

CQC
Registration
Standards ref:

-----

The purpose of this report is to provide an update to the lessons learnt
and summary paper presented to the People Performance Committee
in March 2020; outlining the arrangements for the 2020/21 campaign
and presenting a completed a self-assessment against a best practice
checklist provided by the Department of Health & Social Care and
Public Health England.
Board members are requested to note the contents of this report.

Equality
Impact
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Appendix 1 – Letter from Department of Health & Social Care and Public Health England 5/8/20
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1. Introduction
The purpose of this report is to provide an update to the lessons learnt and summary paper presented to the
People Performance Committee in March 2020; outlining the arrangements for the 2020/21 campaign and
presenting a completed a self-assessment against a best practice checklist provided by the Department of
Health & Social Care and Public Health England.
Board members are requested to note the contents of this report.
2. Seasonal Influenza (Flu)
Influenza is a highly infectious respiratory illness which can affect all population groups with severe morbidity
and mortality common amongst elderly and specific high risk groups. Symptoms include sudden onset of
headache, fever, sore throat, lethargy aching muscles and joints. There are three influenza types; Influenza
A and influenza B responsible for most acute respiratory illness with the third Influenza C less typical.
Influenza A is the cause of large outbreaks and epidemics.
Influenza viruses are transmitted from person to person by inhalation of large and small droplets from the
secretions of an infected person.
The impact of influenza was predominantly seen in older adults, with a consistent pattern of outbreaks in
care homes noted. In addition, admissions to hospital and ICU/HDU particularly amongst older adults were
observed.
It is recognised that delivering the flu immunisation programme is likely to be more challenging because of
the impact of COVID-19 on our services. In light of the risk of flu and COVID-19 co-circulating this winter, the
national flu immunisation programme will be absolutely essential to protecting vulnerable people and
supporting the resilience of the health and care system.

3. Flu Vaccination Programme 2019/220
During 2019/2020 our commitment was to achieve 80% uptake in front line staff in all flu vaccination
campaigns to ensure herd immunity. Whilst this was challenging we achieved 80.3% vaccination level for
frontline clinical staff.

Workforce Flu Vaccination Performance
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Employing initiatives that have proven to be successful in previous years, the workforce flu team working
closely with occupational health colleagues, support by the Pharmacy Shop, will continue to offer a flexible

approach to vaccinations for our 2020/21 programme. This will be underpinned through the provision of
coffee vouchers for all vaccinated and team hampers for most improved/90% compliance

4. Seasonal Flu Vaccination 2020/21
The approach to this year’s campaign is being managed, as per previous seasons via the workforce flu
strategy group. The overarching aim of the Seasonal flu group is to:
 To take appropriate actions to increase awareness of the benefits of immunisation
 To provide regular reports to Business Groups on their immunisation performance
 To implement a communication campaign to encourage participation in flu immunisation
 Identify and support flu fighters with the campaign
 Escalate areas of risk to the delivery of the CQIN
The group is chaired by the Deputy Director of Workforce & OD. The group has multi departmental
representation from both clinical and non-clinical areas, including union representatives and continues to
meet to ensure oversight and escalation as appropriate.
Previously incorporated into CQUIN 1 Improving Staff Health and Wellbeing, the Trust has a key milestone
to achieve uptake of flu vaccinations for frontline clinical staff of 90% by 28th February 2021. However,
following the impact of the COVID-19 pandemic the approach to CQUINs has changed and this has now
been withdrawn.
In a letter from the Department of Health & Social Care and Public Health England dated 5 th August (copy
available at appendix 1) details of the extended national programme and expectations for frontline health &
social care workers have been provided, including a requirement for all NHS Trusts to complete a selfassessment against a best practice checklist which has been developed based on five key components of
developing an effective flu vaccination programme. The completed checklist should be published in public
board papers at the start of the flu season.
In order to support preparations for this year’s programme and our ambition of 90% of all frontline workers
vaccinated a review of the lessons learnt as presented to PPC in March has been undertaken and along
with the completed checklist attached to this report the following actions summarise the approach:





Provide clinical staff with information regarding vaccination, including myth busting and common
questions and incentives redeemable following immunisation & team incentives for improved
performance.
Ensure that all staff are offered and have access to a vaccination.
Provision of information trust wide around the benefits of flu vaccination.
Weekly internal reporting of vaccination uptake rates in front line health care workers to address
areas where there is poor vaccination uptake. Monthly Business Group information is distributed via
the Deputy Director of Workforce & OD, giving managers the current uptake situation within their
teams and identifies where OH have no recorded information for individual team members.

Flu vaccinations are available from:







Occupational Health Department and the Pharmacy Shop on the main corridor
Kingsgate House, Beckwith House and Kennedy Way (see specific times on attached external visit
programme. Nurses, physiotherapists and pharmacists working within the community have been
trained to vaccinate their peers
Flu link nurses vaccinating in all clinical areas (125 personnel have been trained to date; with further
training taking place in September)
Continuous night time vaccinating from the night shift matron arrangements are in place.
4/5 drive-through flu vaccination sessions to be held in the centre of Stockport that are being run by
Health Protection Nurses – this is for nursing home staff as well as NHS healthcare staff and will be
particularly relevant for staff that are currently shielding/working from home.

5. Risk & Assurance
In previous years there has been approximately 20% of staff who seem reluctant or are full refusers of the
vaccine. Given the current COVID situation, we would hope that all staff would be more willing to engage
with the programme given the major risks involved if someone had the misfortune to catch both flu and
coronavirus together. Staff not protecting themselves against flu could result in extended periods of
sickness absence which would significantly impact on already stretched hospital services.
It is important that staff who have been vaccinated elsewhere e.g. at their GP surgery or from another Trust
tell Occupational Health so that they can record this information in their system as these numbers count
towards the overall target.
Monthly Flu meetings take place which ensure the Flu Campaign is on track but does require the attendance
of all Business Group Flu Representatives. Each area has been requested to identify a lead individual;
should there be challenges with consistent attendance this will be escalated as appropriate.
The Trust Communication Team are vital in ensuring the flu vaccination message is visible at all times and
that they regularly produce updates to keep the topic on everyone’s agenda.
The Trust Health & Wellbeing Lead is paramount to enforcing the message amongst the teams and plans to
be ‘roaming’ the site to displace any myths or concerns about having the vaccination.

6. Conclusion
Board members are requested:
 To note the contents of this report and receive assurance that there are appropriate governance
arrangements in place to manage the 2020/21 Flu Vaccination Programme.
 To review and approved the checklist attached (Appendix 1)

The national flu immunisation programme 2020 to 2021- update
NHS Trusts should complete a self-assessment against a best practice checklist which has been developed based on five key components of developing an
effective flu vaccination programme. The completed checklist should be published in public board papers at the start of the flu season.

Appendix C : Healthcare worker flu vaccination best practice management checklist
For public assurance via trust boards by December 2020
A
A1
A2

A3

Committed leadership
Board record commitment to achieving the ambition of vaccinating all frontline
healthcare workers
Trust has ordered and provided a quadrivalent (QIV) flu vaccine for healthcare workers

A4

Board receive an evaluation of the flu programme 2019/20, including data, successes,
challenges and lessons learnt
Agree on a board champion for flu campaign

A5

All board members receive flu vaccination and publicise this

Trust self- assessment
Complete – presented to Board in October 2020
Complete - quadrivalent (QIV) flu vaccine ordered and will
be provided for healthcare workers throughout the
season
Complete – included in the paper presented to Board in
October 2020
Complete – Director of Workforce & OD / Chief Nurse /
Medical Director identified
Request for all Board members to have their vaccination
and to publicise
Complete – Staff Flu group meetings monthly; outline
included in the cover report; union representative invite
to group
Complete – meetings recommenced

A6

Flu team formed with representatives from all directorates, staff groups and trade
union representatives

A7
B
B1

Flu team to meet regularly from September 2020
Communications plan
Rationale for the flu vaccination programme and facts to be published – sponsored by
senior clinical leaders and trades unions

B2

Drop in clinics and mobile vaccination schedule to be published electronically, on social Complete
media and on paper

Communications strategy in place

B3

Board and senior managers having their vaccinations to be publicised

B4

Flu vaccination programme and access to vaccination on induction programmes

B5

Programme to be publicised on screensavers, posters and social media

B6

Weekly feedback on percentage uptake for directorates, teams and professional
groups

C
C1
C2

Flexible accessibility
Peer vaccinators, ideally at least one in each clinical area to be
identified, trained, released to vaccinate and empowered
Schedule for easy access drop in clinics agreed

C3

Schedule for 24 hour mobile vaccinations to be agreed

D
D1

Incentives
Board to agree on incentives and how to publicise this

D2

Success to be celebrated weekly

All SLG will be required to support the publicising of their
vaccinations #jabdone
Arrangements in place to provide vaccinations as part of
corporate welcome
Screensavers updated; communications plans across all
platforms
Complete – weekly performance dashboard in place;
supported by regular emails to triumvirates/SLG from
Deputy Director of Workforce & OD detailing hotspots.
Complete – vaccinator training provided and attendees
shared with triumvirates to ensure all areas covered
Complete – plus arrangements with LA colleagues for
drive through vaccinations
Not met - This has not been enabled; we have drive
through access in the community and a night time
vaccination programme
Complete – coffee voucher and team hampers
recommended by staff fly group approved
Complete – included in the communications strategy
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1. INTRODUCTION
All NHS Foundation Trusts are required – in consultation with Council of Governors – to appoint an
independent Non-Executive Director to be the Senior Independent Director (SID). Their role is to
provide a sounding board for the Chair and to serve as an intermediary for the other directors when
necessary.
The SID should be available to the governors if they have concerns that contact through the normal
channels of Chair, Chief Executive, Director of Finance or Trust Secretary has failed to resolve, or for
which such contact is inappropriate. The SID also leads the annual appraisal process for the Chair.
2. CURRENT POSITION
Until the end of August 2020 when Dr Mike Cheshire reached the end of his term of office as a NonExecutive Director he had discharged the duties of SID. The Trust is now required to appoint a new
SID and after careful consideration of the qualities required and divisions of responsibilities across
the Trust’s Non-Executive Directors it is proposed that Mrs Catherine Anderson takes on the role of
SID.
The recent appointment of two new Non-Executive Directors has provided an opportunity to review
the responsibilities of the all the Non-Executive Directors and the following has been agreed. It will
be reviewed again in March 2021 following the appointment of a replacement of Mr Malcolm
Sugden, who will reach the end of his maximum tenure as a Non-Executive Director with the Trust.
Responsibility
Audit

Chair/lead
David Hopewell

Quality

Marisa Logan Ward

People Performance

Catherine Barber Brown

Finance & Performance

Malcolm Sugden

Charity

David Hopewell

Risk
Deputy Chair
Freedom to Speak Up
PLACE
Safeguarding
Maternity

Malcolm Sugden
Mary Moore
Catherine Anderson
Catherine Barber-Brown
Mary Moore

Members
Malcolm Sugden
Catherine Barber Brown
Marisa LoganWard
Louise Sell
Mary Moore
Louise Sell
Catherine Anderson
Mary Moore
Catherine Anderson
David Hopewell
Marisa Logan Ward
Marisa Logan Ward
Adrian Belton
Catherine Anderson
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3. RECOMMENDATIONS
The Board of Directors is recommended to:
 Approve – and recommend to the Council of Governors – the appointment of Mrs Anderson
as Senior Independent Director,
 Note the update on Non-Executive Directors’ responsibilities and Committee membership.
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Early in 2020 we began development of a mortality
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1.

INTRODUCTION

1.1

Mortality rates offer an overview of the number of patients dying in our hospital, relative to
the number who would be expected to die ‘on average’ based upon the condition that they
were treated for and a number of other factors that impact on the probability of survival or
demise.
These mortality rates offer an opportunity to seek particular areas of the organisation where
‘excess deaths’ appear, and to consider these deaths in more detail, seeking opportunities for
improvements in care.

2.

MORTALITY INDICATORS

2.1

The mortality dashboard is attached in appendix A, and our AQUA quarterly mortality report in
appendix B. Both offer detail around the two key mortality indicators, HSMR and SHMI. Over
the past two years HSMR has fallen slowly, and SHMI has risen slowly. Neither has changed
significantly over the past twelve months, and both are close to the national average.

3.
3.1

QUARTERLY AQUA MORTALITY REPORT
Aqua are commissioned to produce a quarterly mortality report as part of their support package for
the trust. This provides comparative data with our peer organisations.
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Our SHMI is on the national average, but below the regional average (1.05). Our SHMI is the
fifth lowest in the north west.
We currently have the lowest rate of palliative care coding in the region. This may reflect a lack
of investment in specialist palliative care staff, or more likely a higher threshold of evidence
before a patient is ‘coded’ as having received specialist palliative care. Salford has almost three
times our palliative care coding rate. We have recently appointed an additional doctor on our
specialist palliative care team, which may contribute to improving this metric.

4.

KEY HOSPITAL RELATED METRICS

4.1

A number of common hospital acquired complications can impact upon mortality;
Hospital acquired infections
High numbers of frail patients admitted with covid, combined with high frequency of antibiotic
use, has seen CDiff rates rising nationally. Rates for the past twelve months have been high,
but recent results show more promise. Increased antibiotic surveillance, and an increased
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rigour and direct clinical involvement in root cause analysis are in place. We have approved a
business case for additional out of hours cleaning staff and for the purchase of a hydrogen
peroxide fogging machine to assist with cleaning. A business case for additional infection
prevention staff is currently being considered.
We have had two MRSA bacteraemias in the past four months. In response we have initiated a
focus upon line care and VIP scores. Initial feedback from our infection prevention team is of
far better compliance.
Sepsis
Sepsis monitoring was being undertaken by our audit teams, but we suspended during the
covid surge. We have now restarted our audit process, and have the sepsis steering group
overseeing the process. Nurses now undertake the initial assessment for sepsis, and if it is
suspected ‘red flag’ or ‘amber flag’, a doctor is fast bleeped. Data was not ready in time for the
dashboard, but does show only 61% of EWS >5 triggers receiving a nursing assessment. Of
those with red or amber flag sepsis, 92.3% get reviewed and antibiotics within one hour. Our
sepsis initiative continues to be supported by our quality matron pending the start date of our
two sepsis specialist nurses later this autumn.
Pressure ulcers
July continues to see a reduction in the overall numbers of pressure
ulcers (PU) reported
within the acute hospital trust from what was reported in April. Action plans for improvement
are ongoing and includes the roll out of daily skin inspection stickers for all patients identified
as being at risk within inpatient areas. Pressure ulcer prevention training programme,
including tissue viability link meetings have recommenced. The medical device task and finish
group has been re-established and is looking at specific training/pathways around the
management and care of patients who require application of Thomas splints.
Falls
We have seen a reduction in falls, with 380 this year compared with 410 last year.
Flow
We know that a prolonged stay in the emergency department is associated with an increased
length of hospital stay and an increase in mortality. The past six months has seen a massive
drop in 12 hour breeches in ED. The four our performance remains challenged. PWC have been
supporting our flow initiative, using Advantis ward to offer real time monitoring of capacity
across the hospital, so facilitating efficient use of available beds, without delay. This work is
ongoing.
4.
4.1

MORTALITY SUBGROUP ANALYSIS

We ‘expected’ 1812 deatsh this year, but had 1800. So we had just slightly less than expected.
When we drill down to each group of patients, some groups had more deaths than expected,
some had less.
Significantly less deaths than expected.
Congestive cardiac failure (19 less than expected)

-5-

COPD (18 less than expected)
Significatnly more deaths than expected
Urinary tract infection (16 more than expected)
Intestinal infection (8 more than expected)
Neoplasms (5 more than expected)
Poisoning (6 more than expected)
Bacterial infection (unspecified site) 3 more than expected
Hypertension (3 more than expected)
Urinary tract infection
Intestinal infection
Neoplasms

Poisoning
Bacterial infection

Hypertension

A sample of 10 cases will be included in our LFD
program
A sample of 5 cases will be included in our LFD
program
The numbers involved in this small coding
category are small and will be reviewed with our
next quarters results
Our ED team will review these 6 cases.
The numbers involved in this small coding
category are small and will be reviewed with our
next quarters results
Our trust hypertesion lead will review all 3 cases.

When considering these ‘high mortality alerts’, it is important to recognise that some groups
were small (neoplasms and bacterial infections), so will be reviewed with our next quarters
report. In addition, it is important to recognise that we had 12 ‘low mortality alerts’ at the
same time. When monitoring large numbers of sub groups, some will be outliers by chance
alone (1 in 50 will be two standard deviations above and 1 in 50 2 standard deviations below
the mean, by chance alone).
The one additional group which is picked up in our top 5 excess deaths is those associated with
diabetes. Diabetes is closely monitored by a number of national audits, and these results
scrutiny by PSQG giving some assurance. We will review a sample of five of these deaths to
look for concerns about standards of care.
5.
5.1

LEARNING FROM DEATHS
Our learning from death program was suspended during the first covid surge. This month we
delivered our target of 30% of deaths being reviewed. Our LFD lead is on maternity leave, and
the consultant who stepped into the role did not deliver the task, and has now been replaced.
We anticipate our first report in November, and will report the key findings in our next
quarterly report.

6.
5.1

CONCLUSION
Our mortality indicators currently lie very close to the national mean. This report has sought to
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summarise the key measures that may be impacting upon our mortality indicators.
Following high mortality alerts, we are undertaking a review of cases who died from UTI, ,
intestinal infection and poisoning. In addition, diabetes has appeared on our excess mortality
lists, and a sample of these deaths will be reviewed.
6.

RECOMMENDATIONS

6.1

The Board are recommended to consider this report, and to take assurance from the measures
in place to address the key factors likely to impact upon in hospital mortality.
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Mortality Dashboard
August 2020 Report
This report provides an overview of performance relating to indicators that have an effect on Trust mortality

Introduction
The dashboard contains information in 4 key sections:
Indicator Description
This section of the report will show the name of the indicator and a description of what the indicator means. In some cases this
may also include an explanation of how the indicator is calculated.

Current Performance
This section will highlight the latest performance value, and give an indication of the trend in performance. This may show as
concern, improvement, or stable.
Beneath the highlight, a description of the current performance should provide narrative around what has affected performance
in the latest month.

Chart
Where possible, a historic trend in performance will be provided in the form of an SPC chart. The following are the features of
the SPC chart:
The solid dark-grey line indicates the trend in performance month to month.
The grey dotted lines represent the upper and lower control limits. Any variation in performance between
these two lines is considered to be normal variation.
The red dotted line represents the target line for the indicator. In some circumstances this may represent
a national or regional benchmark. In these cases the chart will be clearly marked.
The orange or blue markers represent special cause variations, and indicate where something unusual is
happening with the trend in performance. Orange markers indicate a potential concern, and blue markers
indicate a potential improvement.

Narrative, Actions & Trajectory
This section of the report should provide any narrative around future actions that will improve, maintain and/or support
performance.
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Mortality Indicators
Indicator Description

Current Performance

Mortality: HSMR

Latest Performance
SPC Trend

Chart
1.05
None

Narrative, Actions & Trajectory
All diagnostic codes which are flagged are under investigation.

1.1

Our mortality dashboard is being revised for our October quality committee.

1.08

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.

HSMR has increased slightly.

1.06
1.04
1.02
1
0.98
0.96
Apr May Jun
Q1 19/20

Mortality: SHMI

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.

Latest Performance
SPC Trend

1
None

Slight upward trend in our SHMI. Remains in line
with national average.

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

Mortality dashboard will be presented to the quality committee in October.

1.01
1
0.99
0.98

0.97
0.96
0.95
0.94
0.93
0.92
Jan Feb Mar Apr May Jun
Q4 18/19

C.Diff Infection Rate

Latest Performance
SPC Trend

24.80
None

Q1 19/20

Jul Aug Sep Oct Nov Dec Jan Feb Mar
Q2 19/20

Q3 19/20

Q4 19/20
The trust remains concerned about our Clostridium Difficile numbers.
Antibiotic stewardship group recommenced.

30
25

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 Business Case has been agreed to support cleaning out of hours and from a rapid
response perspective to support C.Diff management moving forward.

The average number of Clostridium difficile
20
infections for every 100,000 bed days, calculated
using a rolling 12month number of Trust
15
–attributable Clostridium difficile infections
compared to a rolling 12 month average number of
10
bed days per 100,00.

This also includes the purchase of HPV machines to support fogging in all areas.

5
0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

Jul Aug Sep
Q2 20/21

Page 4 or 11

Mortality Indicators
Indicator Description

Current Performance

Mortality:
HSMRCount
C.Diff
Infection

Latest Performance
SPC Trend

Total number of C.Diff infections.

Chart
1.05
1
Concern

There has been no trajectory set by the
Department of Health for hospital acquired
Clostridium difficile toxin positive cases for 202021

Narrative, Actions & Trajectory
All diagnostic
codes
areofflagged
are under
investigation.
During
July there
waswhich
1 case
Clostridium
difficile

9

8

Our
mortality
dashboard
being revised
our October
quality
committee.
Business
group
currentlyisinvestigating
forfor
presenting
to HCAI
panel
next
week

7
6
5
4
3
2

1
0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Sepsis: Timely Identification

Latest Performance
SPC Trend

81.00%
Improvement

Q3 19/20

Q4 19/20

Q1 20/21

Jul

Aug Sep

Q2 20/21

A 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.
In response to feedback from the initial pilot, further improvements were
made to the screening tool. This is now in place across the trust.

95%
90%
85%

The number of patients who are screened for
sepsis, as a percentage of all eligible patients who
meet the criteria .

Progress with our new process for sepsis flagging
were rolled out from the beginning of September.
Deployment of two sepsis practitioners remains
unresolved, with successful recruitment of one of
the two posts.

80%
75%

The data for this period needs final validation, which will be completed by the
end of September.

70%
65%
60%

55%
50%
Apr May Jun
Q1 19/20

42.90%
None

Sepsis: Timely Treatment

Latest Performance
SPC Trend

The number of patients who received IV antibiotics
within 1 hour, as a percentage of all eligible
patients found to have sepsis.

Competing priorities with COVID19 preparations
are delaying our planned actions for the sepsis
recovery plan.

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

The measures captured within the sepsis action plan had been on hold
whilst resources are redistributed during the COVID pandemic.

60%
50%

The introduction of the two new posts will greatly support the new trajectory
for compliance with identification and treatment of Sepsis.

40%

During this time the new improved tool has been successfully tested and is
planned to be introduced Trust wide. The Business Intelligence team have
made significant progress in the development of a web based programme
which will auto exclude patients who do not require screening, thus reducing
the burden of audit. It will also improve data capture and facilitate advance
reporting mechanisms.

30%
20%
10%

0%
Apr May Jun
Q1 19/20

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21
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Mortality Indicators
Indicator Description

Current Performance

Mortality:
HSMR
Falls:
Total
Incidence of Inpatient Falls

Latest Performance
SPC Trend

Total number of Inpatient falls

Chart
1.05
72
None

There have been a total of 72 inpatient falls in
August 2020.

Narrative, Actions & Trajectory
All diagnostic
codes
which
are This
flagged
under
investigation.
Total
falls for this
year
is 380.
is aare
slight
increase
in comparison to last
month’s total of 65 and similar to August 2019 (74)
Our mortality dashboard is being revised for our October quality committee.
Improved YTD position 2020 = 380
compared to this point 2019 = 410

140
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40
20

0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Falls: Causing Moderate Harm and Above

Latest Performance
SPC Trend

3
-

Q3 19/20

Q4 19/20

Q1 20/21

Jul Aug Sep
Q2 20/21

There were 3 falls with moderate harm or above.
1 patient cared for on Ward B4 sustained a small haemorrhage and fracture
to Zygomatic arch & orbital floor (confirmed on CT scan) and a wrist fracture
to radius and ulna (confirmed on X Ray)
1 patient cared for on Ward B3 sustained a closed greater trochanter hip
fracture (confirmed by X-ray.)
1 patient cared for on Ward C6 sustained a fractured Neck of Femur
(confirmed by X ray)
Investigations are ongoing.

9
8
7

Total number of falls causing moderate harm and
above.

There have been 3 falls resulting in moderate of
above harm levels in August 2020.

6
5
4
3
2

NB - Additional fall with harm now confirmed for July 2020
Patient cared for on A3 sustained hip fracture (Identified on CT scan
following 2 previous Xrays).

1
0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Pressure Ulcers: Hospital, Category 3

Total number of category 3 pressure ulcers in a
hospital setting.

Latest Performance
SPC Trend

1
None

Q3 19/20

Q4 19/20

Q1 20/21

Jul

Aug Sep

Q2 20/21

July continues to see a reduction in the overall numbers of pressure ulcers
(PU) reported within the acute hospital trust from what was reported in
April.

4
3

The Trust set a target to reduce the overall number 3
of Hospital acquired pressure ulcers (p u) by 10%
over the forthcoming 12 months. This month (July 2
data) we have had one category 3 pressure ulcer’s
2
reported.

Action plans for improvement are ongoing and includes the roll out of daily
skin inspection stickers for all patients identified as being at risk within
inpatient areas.
Pressure ulcer prevention training programme, including tissue viability link
meetings have recommenced.

1
1
0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

Jul

Aug Sep

The medical device task and finish group has been re-established and is
looking at specific training/pathways around the management and care of
patients who require application of Thomas splints.

Q2 20/21
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Mortality Indicators
Indicator Description

Current Performance

Mortality: Ulcers:
HSMR Hospital, Category 4
Pressure

Latest Performance
SPC Trend

Total number of category 4 pressure ulcers in a
hospital setting.

Chart
1.05
0
None

Narrative, Actions & Trajectory
All diagnostic
are flagged
under
investigation.
July
continuescodes
to seewhich
a reduction
in theare
overall
numbers
of pressure ulcers
(PU) reported within the acute hospital trust from what was reported in
Our
April.mortality dashboard is being revised for our October quality committee.

3

The Trust set a target to reduce the overall number
2
of Hospital acquired pressure ulcers (p u) by 10%
over the forthcoming 12 months. This month (July
data) we have had no category 4 pressure ulcer’s
reported.
1

Action plans for improvement are ongoing and includes the roll out of daily
skin inspection stickers for all patients identified as being at risk within
inpatient areas.
Pressure ulcer prevention training programme, including tissue viability link
meetings have recommenced.

0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

A&E: 4hr Standard

Latest Performance
SPC Trend

71.30%
None

Q3 19/20

Q4 19/20

Q1 20/21

Jul

Aug Sep

Q2 20/21

To have a significant focus as a system on the improvement in flow across
and out of the Trust, by:
A full review of discharge process for patients discharged via pathways 1-3
Review of Discharge to Assess model following latest guidelines
Refresh of Reducing Days Away From Home project
Embed PwC recommendations for improved flow via technological
solutions
Continued focus on achieving ED standards of triage within 15 minutes,
being seen by a doctor within an hour and management decision of referral
by 2 hours and transfer out of department within 4 hours - flow allowing.

100%
95%
90%

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

There has been a deterioration in the 4-hour
standard within the Emergency Department. This
is in the main due to lack of flow across the
system. A large part of this is due to the outbreak
of covid-19 across the internal wards and Bramhall
Manor.

The medical device task and finish group has been re-established, and is
looking at specific training/pathways around the management and care of
patients who require application of Thomas splints.

85%
80%
75%
70%
65%
60%
55%
50%
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep
Q2 19/20

Mortality: Deaths in ED or as Inpatient

Latest Performance
SPC Trend

87
-

Q3 19/20

Q4 19/20

Q1 20/21

Q2 20/21

In March 2020, all NHS providers were asked to repurpose their services to
meet the projected demand of Covid 19. In July, the Trust entered phase 3
of the response and has begun to reintroduce services.

250
200

Total number of patient deaths while patient was in The number of deaths during the month of July
the emergency department or as an inpatient.
has continued to reduce from the higher levels in
Mar to May

150
100
50

0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

Jul Aug Sep
Q2 20/21
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Mortality Indicators
Indicator Description

Current Performance

HSMRNote Review Rate
Mortality: Case

Latest Performance
SPC Trend

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.

Chart
1.05
0.322
None

In August, 32% of deaths underwent a case note
review.

Narrative, Actions & Trajectory
All diagnostic
codes
whichsuspended,
are flaggedcase
are under
investigation.
Whilst
the target
remains
note reviewers
have been
requested to complete reviews if they have the capacity to do it. The number
Our
mortality
dashboard
is as
being
for ourback
October
quality committee.
of reviews
have
increased
the revised
Trust moves
into 'business
as usual'.

0.7
0.6
0.5
0.4
0.3
0.2
0.1

0
Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Learning from Death (LFD) Outcomes

Latest Performance
SPC Trend

12
-

Q3 19/20

Q4 19/20

Q1 20/21

Jul Aug Sep
Q2 20/21

(blank)

30
25

The total number of LFD outcomes that have led
to lessons to be learned. This will include cases
where sub-optimal management or serious failings
in care have been highlighted.

(blank)

20
15
10
5
0
Apr May Jun
Q1 19/20

Mortality: Specialist Palliative Care Length Latest Performance
of Stay
SPC Trend
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.

(blank)

9.7
None

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21

(blank)

35
30
25
20
15

10
5
0
Apr May Jun
Q1 19/20

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun
Q2 19/20

Q3 19/20

Q4 19/20

Q1 20/21
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Mortality Indicators
Indicator Description
Mortality: Highest Number of Deaths

Narrative, Actions & Trajectory
Condition

Cases

Observed

Expected

SHMI

Excess

Pneumonia (excluding TB/STD)

1,809

291

289.2

100.6

1.8

Acute cerebrovascular disease

1,183

170

191.6

88.7

-21.6

Septicaemia (except in labour) Shock

704

145

141.9

102.2

3.1

Aspiration pneumonitis; food/vomitus

248

80

92.2

86.8

-12.2

Urinary tract infections

1,240

53

50.7

104.5

2.3

Mortality: Adverse to SHMI

Condition

Cases

Observed

Expected

SHMI

Excess

Top 5 conditions adverse to SHMI

Paralysis Late effects of
cerebrovascular disease

13

1

0.3

398.5

0.7

Noninfectious gastroenteritis

71

4

1.2

334.5

2.8

Bacterial infection; unspecified site

15

2

0.7

282.6

1.3

Hypertension

146

4

1.5

261.4

2.5

Diabetes mellitus with complications

158

9

3.5

259.1

5.5

Cases

Observed

Expected

SHMI

Excess

Liver disease; alcohol-related

104

24

15.4

156.0

8.6

Secondary malignancies

171

47

40.4

116.4

6.6

Fracture of neck of femur (hip)

369

69

29.4

122.3

6.6

Intestinal infection

828

22

15.7

140.4

6.3

Diabetes mellitus with complications

158

9

35

259.1

5.5

Top 5 conditions with the highest number of
deaths

Mortality: Excess Deaths

Top 5 conditions with the highest number of
excess deaths

Condition

(no actions)

(no actions)

(no actions)
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Mortality Indicators
Indicator Description
Highest
of Deaths
Mortality: All
SHMINumber
Conditions

Narrative, Actions & Trajectory
Condition

Cases

Observed

Expected

SHMI

Excess

Mycoses

24

0

0.9

0.0

-0.9

Leukemias

38

2

6.3

31.6

-4.3

Benign neoplasm

238

0

0.9

0.0

-0.9

Other psychoses

76

0

1.9

0.0

-1.9

Other circulatory diseases

233

2

6.9

29.1

-4.9

Asthma

444

0

1

0.0

-1

Respiratory failure; insufficiency;
arrest (adult)

32

3

7.4

40.5

-4.4

Nephritis; nephrosis; renal sclerosis;
chronic renal failure

230

1

4.9

20.4

-3.9

Female genital/reproductive disorders

832

0

1.2

0.0

-1.2

Other perinatal conditions

459

0

2.4

0.0

-2.4

Nausea and vomiting

115

0

1

0.0

-1

Malaise and fatigue

50

0

0.9

0.0

-0.9

(no actions)
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Future Development
As the dashboard is in the early stages of development, we will continue tomake further enhancements to the data. These will include:
Updates to existing indicators:
Learning from Death (LFD) Outcomes
It is recognised that we do not currently have enough historical data available for some indicators. Over the next few months, we will work with out colleagues to obtain
sufficient data in order to produce the charts effectively.

Adding new indicators:
Palliative care patient discharges
A series of indicators relating to palliative care discharges have been published as part of the AQUA Quarterly Mortality report. We plan to produce data for these indicators
so that we can replicate these charts for our dashboard.
See image 1
All deaths in Stockport
The CCG publish data on mortality for all of Stockport. We are working with our colleagues to gain access to this data so we can report it as part of this dashboard in the
future.
See image 2

Image 1: Palliative Care Coding

Image 2: All deaths in Stockport
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Ratings

Overall rating for this hospital

–––

Are services safe?

Requires improvement –––

Are services effective?

Requires improvement –––

Are services caring?

1

Requires improvement

Good –––

Are services responsive?

Requires improvement –––

Are services well-led?

Requires improvement –––

Stepping Hill Hospital 27/10/2020

Summary of findings
Overall summary of services at Stepping Hill Hospital
Requires improvement –––
We inspected the urgent and emergency services at this trust on 24 and 25 August 2020 because we had issued a
Warning Notice in March 2020. The warning notice followed an inspection in January and February 2020 where we had
identified areas of significant improvement that the trust needed to make. This was a short-announced inspection
focused inspection, so the trust was aware of our visit three days before the inspection. This was because of COVID-19
restrictions in the emergency department.
We did not rate services at this inspection. The ratings from the previous inspection remain.

2
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Urgent and emergency services
Inadequate –––

Summary of this service
We did not rate the service at this inspection. Ratings from the previous inspection remain.
Stockport NHS Foundation Trust has an Urgent Care Village approach to the delivery of urgent and emergency care. The
emergency department at Stepping Hill hospital provides care for all ages of patients attending with an urgent health
problem either by self-presentation, ambulance or referral by a healthcare professional.
Patients are assessed and streamed to the most appropriate service for their needs (resuscitation, majors, psychiatry,
minor injury, primary care or direct to a specialty in the case of healthcare professional referrals) in either an adult or
paediatric setting within the same footprint.
The site is one of three designated trauma units in Greater Manchester (GM) working within a wider network to ensure
the best care for major trauma patients for whom safe transfer to immediate treatment is paramount.
A local NHS mental health trust provides assessment for patients presenting to ED with urgent mental health needs; this
provider has an offices and assessment space within the department.
The emergency department was divided into ‘hot’ and ‘cold’ emergency departments at the time of the inspection so
that COVID-19 positive or patients suspected of COVID-19 were treated in the ‘hot’ side of the department with other
patients treated in the ‘cold’ side of the department. There were resuscitation areas in both sides of the department.
We reviewed information and data before the inspection. During the inspection we spoke with 14 members of staff
including senior managers, senior nursing staff, matrons, health care assistants, nursing staff, medical staff and staff
from the local mental health NHS trust. We met with staff from the mental health NHS trust and the improvement
manager from NHS England and NHS Improvement. We observed a patient flow meeting. We reviewed two completed
mental health assessments on site and five patient safety checklists. We observed the care of patients in the department
throughout the inspection. Following the inspection, we reviewed 10 mental health records and reviewed further
evidence that we asked the trust to send to us.
We asked the trust to send out a survey to all staff in the department and 21 staff returned a completed survey to us.

Is the service safe?
Inadequate –––
We inspected safe but did not give a rating. The rating of inadequate from the previous inspection remains.
Our findings were
• The department had used a staffing tool to determine staffing levels in the department
• Recruitment of nursing staff was ongoing but all vacancies at band 6 and band 7 had been filled with a substantial
reduction in vacancies at band 5.
• There had been recruitment of children’s nurses to meet the national workforce staffing standards for children
nurses.
• Safeguarding training levels had significantly improved for medical and nursing staff.
• Triage training rates and competency sign off had improved and further training was ongoing.
3
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Urgent and emergency services
• The mental health assessment room had been refurbished and was compliant with National standards.
• A ligature assessment had been completed throughout the department.
• The department had introduced and were using a mental health assessment risk assessment tool. They had also
introduced a standard operating procedure for patients presenting in mental health crisis.
However:
• The department was sometimes reliant on agency nursing staff which could impact the care and treatment of the
patients in the department.
• There were some shifts that did not have two registered children’s nurses.
• The timely completion of the patient safety checklist needed to embedded in departmental processes.
• Appropriate training for all nursing staff needed to be completed with competency sign off. This included triage
training, aseptic non touch technique and plastering and suturing.

Is the service effective?
Requires improvement –––
We did not inspect effective. The rating of requires improvement from the previous inspection remains.

Is the service caring?
Requires improvement –––
We did not inspect caring. The rating of requires improvement from the previous inspection remains.

Is the service responsive?
Inadequate –––
We did not inspect responsive. The rating of inadequate from the previous inspection remains.

Is the service well-led?
Inadequate –––
We inspected well-led but did not give a rating. The rating of inadequate from the previous inspection remains.
Our findings were:
• Governance structures had improved so that quality, safety and risk were monitored in the department through a
series of meetings and there were reports to the trust board.
• The department had an awareness of the main risks for the department at operational and strategic level in the trust,
the risks were mitigated and reviewed.
4
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Urgent and emergency services
• There was a memorandum of understanding to support partnership working between the trust and a local mental
health NHS trust.
• Effective mental health governance structures were in place with a monthly partnership board and a mental health
board every three months.
• There was ongoing work to support improvements to mental health services.
• Staff were involved in the change processes in the department so there was ownership of change. The trust had
supported change management with support from the organisational development and the turnaround team.
• Staff were using the quality improvement methodology to develop and test the processes in the department.
However
• The momentum of change needed to be maintained and embedded in the department so that change was
sustainable in the medium and long term, particularly at times of additional pressure during winter.
• Flow through the department to the rest of the hospital should be monitored so that patients are not in the
department for longer than necessary.

Detailed findings from this inspection
Is the service safe?
The warning notice stated that the emergency department did not have enough nursing staff with the right
qualifications, skills, training and experience to keep patients safe from avoidable harm and provide the right
care and treatment at all times, and particularly during periods of heavy demand on the service.
Staffing
Nurse staffing had improved since our inspection in January and February 2020 when we found the department did not
have enough staff to keep patients safe from harm. Since this inspection the nursing establishment of the department
had increased following an external review of staffing in the department and the use of the emergency department safer
care nursing tool. At the time of this inspection all band seven and band six vacancies had been filled and there were
now only five band five vacancies which was a significant improvement.. Recruitment was on-going, and two band five
nurses had been appointed in the previous week. There were two health care assistant vacancies as two members of
staff had been accepted for nurse training.
There were workforce meetings for the department every two weeks. Minutes of the meetings from 28 July 2020 and 10
August 2020 showed that staffing was being reviewed, that there was a workforce plan and a retention and wellbeing
plan.
The current departmental changes to manage COVID-19 meant the department was divided into a ‘hot’ department and
a ‘cold’ department for the cohorting of patients with confirmed symptoms of COVID-19. This required additional staffing
of five nurses. Following some minor environmental changes to the department, the department could become one
department again with appropriate measures in place for infection prevention and control, following the guidance from
Public Health England. When this happened, the department would not require these additional staffing numbers and
managers and staff told us that working as one department would be much more efficient.

5
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Urgent and emergency services
The service was using agency nursing staff but as the department achieved full staffing and returned to one department
it was envisaged that the reliance on agency staff would be substantially reduced. Staff told us that agency staff could
slow down the flow of patients through the department as there were limitations to their practice, for example,
administration of pain relief. A full-time pharmacist had been recruited to support the department.
The service had improved its provision of children’s nurses. Our January/February 2020 showed that the staffing in the
children’s emergency department was not in line with the workforce standards in the Royal College of Paediatrics and
Child Health’s guidance document, “Facing the Future: Standards for children in emergency healthcare settings.” which
require every emergency department treating children to be staffed with two registered children’s nurses. The trust had
recruited additional paediatric staff and there were just over 10 whole time equivalent paediatric trained nursing staff in
the department. The trust told us that compliance with the two trained paediatric staff was at 98% and that they tried to
have a band six or band seven on each shift. There was an escalation pathway for paediatric staffing which included
using staff from the children’s ward. At the inspection in August 2020, nursing rotas showed that in the 69 days up to 2
July 2020 there were 10 shifts when staffing did not meet the minimum requirement for registered nurses.
There had been two incidents where there was only one children’s nurse in the department at night. These were the 29
March 2020 and 25 April 2020 and patients had shown aggressive behaviour to staff who were lone workers in the
department. There was no harm to the staff.
Due to the low numbers of children attending the hospital following the COVID-19 lockdown, the paediatric assessment
unit was open 24 hours a day which meant that more seriously ill children and young people were taken directly to the
unit. Staff reported that the wait for children and young people with minor presentations in the department could be
lengthy.
Safeguarding
Safeguarding training completion had improved since our January and February inspection when we found
safeguarding training levels were very low and significantly below trust targets. At the time of this inspection level one
safeguarding training was at 100%, level two was 87.1% and level three was 85%. Additional training was booked for
staff. Medical staff were 100% compliant with level three training. Consultants told us that the junior doctors training
would also incorporate level three safeguarding training. In addition to this, senior staff had attended Multi-Agency Risk
Assessment Conference training (MARAC) and Domestic Abuse, Stalking and Honour training (DASH). There would be a
senior member of staff on each shift with DASH training who could complete appropriate assessments.
Staff told us that as a result of the safeguarding training, the quality of the safeguarding referrals had improved. A health
visitor reviewed every attendance of children and young people aged 18 years and under on a weekly basis to identify
any trends of attendance and any issues that might need to be followed up. Staff said that the safeguarding team would
come down to the department if they were needed and that they were more confident with safeguarding processes.
Assessing and responding to patient risk
The trust’s assessment of patient risks had improved since our January and February 2020 inspection when we
observed patients with prolonged waits for pain relief and safety checks not completed in a timely manner. The
department had improved their electronic patient safety checklist which was part of the patient record. The checklist
included risk assessments such as falls, tissue viability and scores for pain and privacy and dignity and was completed
on around 90% of patients attending the department as patients with minor injuries did not always require the
completion of the checklist.
Staff had been involved in the ongoing development of the checklist and the questions were reviewed following staff
feedback. Between April and July 2020 65-67% of checklists had been completed within 20 minutes of arrival, which was
the target and 90% had been completed within an hour. In addition to improving completion rates we saw improvement
in the information recorded about pain assessments, medicines, privacy and dignity and record keeping. Although some
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areas were still not fully completed, such as catheter care, discharge and falls. Some of these were due to staff from
outside the department not completing areas of the assessment. The department were aware of this and had an action
plan to improve overall compliance. Compliance for completion of the checklist was audited every day and these results
were fed back to the deputy chief nurse.
The service had improved training in triage. The inspection in January and February 2020 highlighted that registered
nurses undertaking the role of triage nurses had not been trained in the use of the Manchester Triage guidelines. There
had been no training for three years. Since the inspection this training had re-commenced. At the time of the inspection
19 staff had completed the course and had their competencies signed off and a further 20 staff had completed their
training but had not had their competencies signed off. Four courses had been run with an additional course planned for
October 2020. There was an audit of triage standards every month with compliance in May at 90%, June 91% and July
94%.
We saw improvement in training for aseptic non-touch technique with 84% of staff having completed the training and
training for plastering and suturing training was planned for October. A member of staff had developed an induction
pack for agency staff and new staff and another member of staff was developing a package to support student nurses.
Staff were developing their competencies for non-invasive ventilation. We saw that staff records which showed when
training had been completed and competencies signed off with certificates in their records. At the last inspection staff
were unable to show the inspection team any evidence of completion of competencies.
Staff in the department were piloting new escalation processes for the deteriorating patient and they told us that they
were using quality improvement methodology, including ‘plan, do, study, act’ cycles so that they could improve their
processes.
The doctors had a huddle four times a day at 8am, 1pm, 5pm and 10pm. They exchanged information about patients to
the lead consultant and highlighted any risks. The mental health liaison team would be part of these huddles if they
were present in the department to update on any patients in their care.
We saw improvements for the risk assessment and treatment of patients with mental health ill-health. In our January
and February 2020 inspection we had concerns that patients who presented at the emergency department with mental
health needs were not cared for in line with national recommendations from the Royal College of Emergency Medicine
(RCEM) guidance and Psychiatric Liaison Accreditation Network (PLAN) Quality Standards for Liaison Psychiatry
Services.
The trust had been working closely with the local mental health NHS trust and with an improvement manager from NHS
England and NHS Improvement. At the previous inspection the mental health assessment room in the department was
unsuitable for high risk patients. Improvements had been made and the room was now safe. The trust was also making
improvements to the appearance of the room, including plans for vinyl pictures and a new door to give more privacy to
patients in appropriate circumstances. There was agreed funding for an improved and safer paediatric assessment room
and improvements to the toilets in the main department. A ligature risk assessment had been completed across the
department.
Since the January and February 2020 inspection the department had introduced the mental health risk assessment tool.
There was one for adults and one for children and young people under 16 years of age. There was a risk management
standard operating procedure for patients who presented in the department in mental health crisis. The pathway risk
assessed patients which then indicated the level of input and oversight. We also saw collaborative working with the
mental health liaison team and the trust’s safeguarding team.
In June and July 2020 the service had completed 100% of mental health assessments. Of those completed 67% were
fully completed in June and 93% in July 2020.
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We reviewed 10 patient records from mental health patients in the department as part of the inspection. Nine of the ten
records showed that patients were triaged and reviewed within four hours, with times in the department of just over one
hour to three hours forty minutes. One patient waited for five and a half hours in the department but was admitted to an
acute psychiatric bed in the middle of the night and required transport to the mental health trust. They were triaged and
reviewed in a timely manner.
There was a rolling programme of mental health training for staff in the emergency department provided by the local
mental health NHS trust. A mental health aware passport had also been developed providing a knowledge framework to
support the development of the staff in the department. Staff in the department were now part of cohorts that were
assigned to a speciality and one of these was for mental health. This cohort were trained in mental health awareness
provided by the local mental health NHS trust. There had also been recruitment of health care assistants with
experience of working in mental health.
The department had introduced an observation check for the waiting room in the department. This was carried out
every hour by a triage nurse. They could observe if patients were becoming agitated or needed pain medicine and try to
address any issues. The nurse completed a record that the observations had taken place and we saw that this had been
completed on the day of the inspection.

Is the service well-led?
The warning notice stated that there were ineffective governance systems to monitor quality, safety and risk
across the emergency department. Without these patients were or maybe at risk of harm through the lack of
identification of and subsequent review and mitigation of risk
Governance
We saw improvements in governance systems within the service since our January and February 2020 inspection. Since
the inspection there had been strengthening of the leadership with an emergency department triumvirate appointed so
that senior managers in the organisation could focus on improvements within the service. An improvement manager
from NHS England and NHS Improvement had been appointed to support mental health services and the clinical
director for quality and assurance was working exclusively in the department. There had also been changes to leaders
within the department.
Staff told us that the pandemic had enabled them to “reset” the department. As there were lower numbers of patients,
staff had time to complete training and to be involved in the operational development to make the improvements
needed in the department following publication of the CQC report. There had been involvement from staff in the
development of the mental health standard operating procedure. We saw that patients forums had been involved in
mental health developments.
The service had a number of improvement workstreams including care of the escalating patient and staff had been
involved in breach analysis and were using a surge tool to look at capacity and demand. We saw examples of how they
had used quality improvement methodology, such as ‘plan, do, study, act’ cycles to review and make changes to
processes.
The increase in staffing numbers and the changes in the nursing leadership had led to an improved patient safety
culture in the department. Governance structures had been improved so that there was two-way feedback from staff to
management about quality and safety in the department. The patient safety checklist audits were discussed at the staff
meetings. Work on the checklists was ongoing. Staff had been given areas of development that they were interested in
and so had ownership of these areas. Link nurses had also been identified for the department.

8

Stepping Hill Hospital 27/10/2020

Urgent and emergency services
Following the appointment of a new lead nurse, there were now monthly sisters meetings that included the emergency
nurse practitioners, where agenda items included staff development, recruitment, complaints, lessons learned, trends
from incident reporting, compliments and reasons for breaching. There were meetings for all nursing staff in the
department which were specific to their banding and feedback from these meetings fed into the sisters meetings.
There was an emergency department clinical governance meeting which was now held every month. There was
representation from medical consultants, advanced care practitioners, the director of emergency medicines, senior
nursing staff, the governance facilitator, and the business manager for the department. Agenda items included
complaints, incidents, issues from the coroner, a nursing overview report, safety alerts, the departmental risk register
and any serious incidents.
The service had an emergency department business group meeting with membership including the clinical director for
the department, the associate medical director and the trust head of quality and governance. The meeting agenda
focused on assurance and risk with agenda items including the nursing overview of the department, friends and family
data, the quality improvement plan, incidents, information from inquests, morbidity and mortality reviews, learning
from deaths and assurance compliance for the National Institute for Health and Care Excellence.
Since our January and February 2020 inspection the service had set up a monthly quality board for the department, with
the first meeting on 13 May 2020. This was chaired by the clinical director for quality and assurance and had
representation from board level directors and senior nurses and clinicians from the department. The terms of reference
were reviewed at the first meeting to include the progress of the CQC action plan from the previous inspection. There
was a focus on patient experience, patient quality and safety and governance. National and local audit data was
discussed, and the meeting minutes showed that sepsis data and data from the national cardiac arrest audit were
reviewed. The risk register for the department was an agenda item and we saw that changes were made to the risk
register as a result of the meeting. The highest scoring risks at this meeting were insufficient nurse staffing, nurse
shortages and the breaching of the four-hour operational standard for emergency departments.
We saw evidence of escalation of issues and performance through the trust governance structure which was an
improvement. Progress against the improvement plans for the service were monitored through the committee structure
through to the trust board. A report had been received by the trust board on 28 July 2020 of the CQC Improvement plan –
the update and exception report, a more detailed report was due at the September board. The papers were also
escalated to the health system wide improvement board which had been set up following our previous inspection.
Following the reconvening of the trust’s quality and safety committee in August 2020 (which had been stood down due
to COVID-19), the associate nurse director for the emergency department had submitted a report which included
information on quality metrics, an update on patient safety checks, the mental capacity act, risks including staffing and
flow and training. An emergency department quality dashboard had been developed to monitor patient safety and
quality of care and this was reviewed by the trust patient safety quality board.
The frequency, membership and terms of reference of the meetings provided assurance that there were governance
structures in place to monitor quality, safety and risk in the emergency department. However, many of the changes in
the department needed to be embedded to ensure sustainability of the improvements. All staff we spoke with told us
that they were concerned that this winter would bring challenges to the department and to the trust particularly around
the flow of patients through the department and the hospital. We saw that wards had closed in the hospital due to
COVID-19 outbreaks which had affected patient flow.
We saw improvement in the governance processes in relation to the care of patients with mental ill-health. A
Memorandum of Understanding had been drafted with the local mental health NHS trust to enable effective joint
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working which was ratified in July 2020. A mental health governance structure was set up for the two trusts. There was
an adult emergency department mental health liaison meeting every week that fed into a mental health partnership
forum along with the inpatient mental health liaison meeting. There would be input from the paediatric mental health
liaison meeting, but this was not established at the time of the inspection.
The mental health partnership forum meetings were held every month, and these fed into mental health board meetings
with executive sponsorship from the mental health trust and the acute trust. These meetings were held every three
months.
The weekly meeting of the adult emergency department/mental health liaison was an operational meeting between
staff from both trusts and was attended by local police. The agenda included incidents, serious incidents, complaints,
risks and any breaches.
The improvement manager had developed an improvement bundle of key activities moving forward. Some of these
included improvements on crisis pathways and a reduction in reliance on the acute trust for children and young people
in crisis, alternative streams to the emergency department for people in mental health crisis and a reduction in high
intensity use attendance rates to the department.
Managing Issues, Risk and Performance
Since the inspection in January and February 2020 we saw improvements in the trust’s management of risk. We
reviewed the risk register for the department. There were two risks that scored 20 which were the highest scoring risks
for the department. These risks were, meeting the four-hour access target for emergency departments and insufficient
nurse staffing for the department. The access target risk had been put on the risk register on 1 September 2017, there
were mitigating actions against the risk and the next review date was 19 November 2020. The risk of insufficient nurse
staffing was put on the register on 14 April 2020 and had a review date of 30 September 2020, there were mitigating
actions against the risk.
We saw, from the minutes of meetings of the quality board meeting in May 2020 that risk was discussed and that the risk
register was amended following the meeting. Senior staff we spoke were able to verbalise risk and describe the
mitigation and review measures that had been put in place. Risk was discussed at departmental governance meetings
so we were assured that senior staff and managers in the department and the trust could identify, review and mitigate
the risk in the department.

Areas for improvement
The trust should :• Continue to reduce their reliance on agency staff in the emergency department.
• Ensure that every shift in the paediatric emergency department has two registered children’s nurses.
• Continue to embed the patient safety checklist into the processes of the emergency department.
• Ensure that role specific training is completed for appropriate staff with competency sign off.
• Ensure that the momentum of change is embedded in the department particularly at times of additional pressure
during winter.
• Ensure that all staff are fully engaged in departmental change.
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Our inspection team
The inspection team comprised an inspector and a specialist advisor, who was a senior nurse from an acute trust with
experience of working in and managing an emergency care department. The inspection was overseen by Judith Connor,
Head of Hospitals in the North West.
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