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Stockport m

NHS Foundation Trust

September 2016

Dear Colleague

You are invited to a meeting of the Board of Directors which will be held on Thursday 29
September 2016 at 1.15pm in Lecture Theatre A, Pinewood House, Stepping Hill Hospital.

An agenda for the meeting is detailed below.

Yours sincerely

GILLIAN EASSON
CHAIRMAN

R I R S S SRR B S B R I B

AGENDA ITEM TIME

1. Apologies for Absence. 1.15pm -
1.20pm

i

2.  Opening Remarks by the Chairman.

3. Declaration of Amendments to the Register of Interests.

4. OPENING MATTERS:

4.1 To approve the minutes of the previous meeting of the Board of Directors held on 25 | 1.20pm —

August 2016 (attached). 1.25pm

4.2 Patient Story. iéggm )
4.3 Report of the Chairman. iiggm -
5. TRUST ASSURANCE / GOVERNANCE:

5.1 Performance Report (Report of Acting Chief Operating Officer attached). %gggm -
5.2 Financial Position Report (Presentation by the Director of Finance). ggggm -
5.3 CQC Action Plan (Report of Director of Nursing & Midwifery Attached). giggm -
5.4 Safe Staffing Report (Report of Director of Nursing & Midwifery attached). ggggm -
5.5 Maintaining Safe Staffing Levels (Report of Director of Nursing & Midwifery attached). ggggm -
5.6 Seven Day Services — Progress Report (Report of Medical Director attached). giggm -




AGENDA ITEM TIME
5.7 Board Assurance Framework (Report of Chief Executive attached). g;ggm -
5.8 Strategic Risk Register (Report of Director of Nursing and Midwifery attached). gégpm -
.30pm
5.9 Key Issues Reports from Assurance Committees: g-igpm -
.45pm
5.9.1 Audit Committee (attached and John Sandford to report)
5.9.2 Finance & Performance Committee (attached and Malcolm Sugden to report)
5.9.3 People Performance Committee (attached and Angela Smith to report)
5.9.4 Quality Assurance Committee (attached and Mike Cheshire to report)
6 STRATEGY AND DEVELOPMENT:
6.1 Report of Chief Executive 3.45pm —
3.55pm

7 CLOSING MATTERS:

7.1 Any Other Urgent Business.

7.2 Date of next meeting:

e Thursday 27 October 2016, 1.15pm, in Lecture Theatre A, Pinewood House,
Stepping Hill Hospital.




STOCKPORT NHS FOUNDATION TRUST

Minutes of a meeting of the Board of Directors held in public
on Thursday 25 August 2016
1.15pm in Lecture Theatre A, Pinewood House, Stepping Hill Hospital

Present:

Mrs G Easson Chairman

Dr M Cheshire Non-Executive Director

Mrs C Anderson Non-Executive Director

Mr J Sandford Non-Executive Director

Mr J Schultz Non-Executive Director

Ms A Smith Non-Executive Director

Mrs A Barnes Chief Executive

Mr J Sumner Deputy Chief Executive

Mrs J Morris Director of Nursing & Midwifery
Mr F Patel Director of Finance

Mrs J Shaw Director of Workforce & Organisational Development
Ms S Toal Acting Chief Operating Officer
Dr C Wasson Medical Director

Mr A Burn Financial Improvement Director

In attendance:

Mr P Buckingham Company Secretary

244/16

245/16

246/16

Apologies for Absence

An apology for absence was received from Mr M Sugden.

Opening Remarks by the Chairman

Mrs G Easson welcomed members of the Board to the meeting and noted that this
would be the final Board meeting for Mr J Schultz whose term of office as Non-
Executive Director would be completed on 31 August 2016. She thanked Mr J Schultz
for his positive contributions as a Board member during the previous three years and
noted in particular his role as Chair of the Building a Sustainable Future Committee
along with membership of other Board Committees. Mrs G Easson conveyed her best
wishes to Mr J Schultz in the future. Board members present endorsed these
sentiments.

Declaration of Amendments to the Register of Interests

The Chief Executive advised the Board of her nomination as a member of the
University of Manchester General Assembly for a further three years and the Chairman
advised of a similar nomination for a further four years.
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Minutes of the previous meeting

The minutes of the previous meeting held on 4 August 2016 were approved as a true
and accurate record of proceedings.

Patient Story

The Director of Nursing & Midwifery presented a report which reflected on feedback
received from a patient who had spent eight weeks on the Treehouse Children’s Unit
following a back injury. She provided an overview of the patient feedback which she
noted related to the patient’s ability to consume meals due to his prone position as
opposed to the quality of food provided. She advised the Board of work to ensure that
all patients were able to take on necessary nutrition and hydration and noted that the
feedback received from the patient had been shared with the ward and facilities
teams. In response to a question from Dr M Cheshire regarding wider learning, the
Director of Nursing & Midwifery noted her role as Chair of the Trust’s Nutrition Group
and advised that the Group considered how learning from such situations could be
applied across the organisation.

The Board of Directors:

= Received and noted the Patient Story report.

Trust Performance Report — Month 4

The Acting Chief Operating Officer presented the Trust’s Performance Report which
summarised the Trust’s performance against the Risk Assessment Framework
standards for the month of July 2016. The report also provided a summary of the key
risk areas within the Integrated Performance Report which was attached in full in
Annex A. She briefed the Board on the content of the report and noted two areas of
non-compliance in month 4 which were the non-achievement of the Accident &
Emergency (A&E) 4-hour target and the Referral to Treatment (RTT) 92% Incomplete
Pathway target. With regard to A&E performance, the Acting Chief Operating Officer
noted levels of attendance during July 2016 which were circa 8% higher than forecast
levels. She noted that, while a reduction in delayed transfer of care (DTOC) patients
during July 2016 had prevented further impact on performance levels, DTOC levels had
again increased during August 2016 with a consequent negative impact on
performance. The Acting Chief Operating Officer of pressures being experienced at
hospitals across the Greater Manchester area which would be the subject of a regional
event on 26 August 2016.

In response to a question from Dr M Cheshire regarding discharge of patients, the
Director of Nursing & Midwifery advised the Board of the SAFER initiative which was
part of the Length of Stay programme. She noted that this included proactive
monitoring of the discharge process, whiteboard rounds each morning and
identification of opportunities for discharge earlier in the day. She advised that
progress was slow but improving. In response to a question from Mr J Sandford
regarding timescales for improvement, the Director of Nursing & Midwifery agreed to
forward details of the improvement trajectory which formed part of the Length of Stay
project plan. The Chief Executive commented on an increasing number of patients
who were presenting with relatively minor conditions and advised that the Trust’s




Communications Team was working with CCG colleagues on public messaging relating
to access to services.

In response to a question from Mrs C Anderson, who queried measures to address
increasing numbers of DTOC patients, the Acting Chief Operating Officer advised that
introduction of crisis response teams and intermediate care initiatives were scheduled
to be implemented in October 2016 but noted that the feasibility of advancing these
initiatives was currently being assessed. She noted a reduction of circa 200 community
beds during the last year which meant that solutions could not be bed-based. Dr M
Cheshire noted the earlier response from the Director of Nursing & Midwifery and
suggested that a slow improvement in discharge rates was not reflected in the charts
32-34 included in the IPR. The Director of Nursing & Midwifery acknowledged this
point and advised that the charts did not reflect the week by week improvements
realised during August 2016.

Mrs G Easson commented on the operational challenges facing the Trust, which
emphasised the importance of effective winter planning, and queried when the winter
plan would be available for consideration by the Board. The Acting Chief Operating
Officer advised that the Trust’s plan would reflect the initiatives scheduled to
commence in October 2016 and re-design of the acute interface model. She agreed
that progress with the winter plan would be reported to the Board on 29 September
2016. The Acting Chief Operating Officer then briefed the Board on RTT performance
and noted the impact on performance of four specialties as detailed in the graph
included at s3 of the report. She assured the Board that processes were in place to
ensure that no patients were at risk as a result of the backlog. In response to a
guestion from the Deputy Chief Executive, the Acting Chief Operating Officer
acknowledged that the additional theatre capacity which would be provided on the
opening of D Block would help to manage the backlog.

In response to questions from Mrs G Easson and Mrs C Anderson, the Acting Chief
Operating Officer advised that specialty review of backlogs included clinical risk
assessments in order to mitigate the risk of safety issues. She also noted that efforts
to outsource activity had not been as successful as anticipated due to a combination of
provider unwillingness to accept activity at tariff rates and patient choice. In response
to a question from Ms A Smith regarding the Cardiology Outpatient Waiting List (OWL),
the Acting Chief Operating Officer confirmed that a vacant consultant position would
be filled in September 2016 and advised that this was expected to result in a speedy
reduction in the OWL. In response to a question from Ms A Smith regarding pressure
ulcer incidence detailed in Chart 11, the Director of Nursing & Midwifery provided an
overview of the approach to incidence management and the monitoring role of the
Quality Governance Committee.

The Director of Workforce & OD briefed the Board on the Workforce section of the
report and noted a very positive compliance rate for appraisals of 92.2% in July 2016.
She then noted the position relating to Bank & Agency costs in July 2016. In response
to a question from Mr J Sandford, the Director of Finance advised that he was
currently considering the subject of accruals accounting with the Director of Workforce
& OD. In response to a question from the Financial Improvement Director, the
Director of Workforce & OD agreed that in-month turnover data would be included in
future reports. In response to questions from Mrs C Anderson, the Director of
Workforce & OD confirmed that Bank & Agency costs remained within the Agency
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Ceiling trajectory and confirmed that the Trust’s ‘hard to recruit to’ positions reflected
national experience. With regard to performance against the Agency Ceiling, the
Director of Finance noted a potential risk to performance as a result of excessive
agency use to manage winter pressures. The Director of Workforce & OD also noted a
risk of increased agency use as a result of the transfer of stroke services from East
Cheshire.

The Director of Finance briefed the Board on the Finance section of the report and
noted a deficit position of £8.3m against a planned deficit of £8.9m as at 31 July 2016.
He then provided an overview of performance against the Trust’s cost improvement
programme (CIP). In response to a question from Dr M Cheshire regarding recovery of
CIP slippage, the Director of Finance advised that a significant risk to outturn had been
considered at the Finance & Performance Committee meeting on 22 August 2016 and
noted that the Committee had concluded that, at present, there was limited assurance
on the financial position. The Director of Finance noted that this emphasised the need
to pursue both delivery of the CIP programme and progress of the ‘bold schemes’. In
response to a question from Mr J Sandford regarding over-expenditure on clinical
supplies detailed in the Income & Expenditure Statement, the Director of Finance
advised that the increase in expenditure was related to cost of outsourced activity. He
also noted that the future cash flow position was considered by the Finance &
Performance Committee.

The Board of Directors:

= Received and noted the contents of the Trust Performance Report
= Noted the position for Month 4 compliance standards
= Noted the key risk areas from the Integrated Performance Report

Strategic Risk Register

Mrs J Morris presented the Strategic Risk Register and advised the Board that two new
strategic risks had been added to the register (2990 and 2884), two strategic risks had
been removed and that there were currently a total of 10 entries with a risk score of
20. She then provided an overview of the new entries related to Additional Beds
within the Medicine Business Group (2884) and Registered Nurse staffing in the ED
Department (2990). In response to a question from Dr M Cheshire regarding Risk ID
2884, the Director of Nursing & Midwifery advised that the issue of patients on beds in
the ED corridor had been identified during the CQC inspection. In response to a
qguestion from Mrs C Anderson regarding Risk ID 2990, the Director of Nursing &
Midwifery advised that the Trust sought to re-train existing nurses where possible but
noted that the pressurised ED environment affected the number of nurses interested
in this role.

Mrs G Easson then led the Board in conducting a page by page review of the Strategic
Risk Register during which the following points were noted:

= Risk ID 2742 — Mr J Sandford queried whether the increase in risk score was
correct. The Director of Nursing & Midwifery explained that the position had
deteriorated hence the higher risk score.

= Risk ID 2969 — Mrs G Easson advised that Mrs C Anderson had been nominated
as the Non-Executive Director member of the Hospital Falls Group
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= Risk ID 2877 — In response to a question from Mr J Sandford regarding the
likelihood of achieving a forecast completion date of 30 September 2016, the
Director of Finance noted continuing negotiations with the Christie Hospital
regarding the Acute Oncology Service and advised that 30 September 2016 had
been set as the deadline for resolution of contractual issues.

= Risk ID 2721 — In response to a question from Dr M Cheshire, the Medical
Director provided an overview of the Trust’s response to the Trauma Unit
External Peer Review

= Risk ID 2644 — In response to a question from Dr M Cheshire, the Medical
Director provided an overview of challenges relating to Upper Gl Bleed and
noted that a report on this subject was scheduled to be considered by the
Quality Governance Committee in September 2016.

The Board of Directors:

=  Received the report and noted the content.

Maintaining Safe Staffing Levels

The Director of Nursing & Midwifery presented a report which provided an overview,
by exception of actual versus planned staffing levels for the month of July 2016. She
briefed the Board on the content of the report and noted sub-optimal staffing levels in
certain areas of the Surgical & Critical Care Business Group with safe staffing levels
being maintained as a result of daily actions taken by the Matrons. She also referred
the Board to s3.9 of the report and provided an overview of recruitment plans. The
Board of Directors received assurance that safe staffing levels had been maintained
during June 2016.

The Board of Directors:

=  Received and noted the positive assurance on staff staffing levels during July
2016.

Terms of Reference — People Performance Committee

The Company Secretary presented a report seeking approval of Terms of Reference for
a People Performance Committee. He briefed the Board on the content of the report
and noted that the Committee would replace the former Workforce & Organisational
Development Committee. In response to a question from Mr J Sandford, the Company
Secretary acknowledged that the Board had previously agreed that Committees would
primarily operate on bi-monthly cycles. However, he advised that the monthly
frequency set out in the Terms of Reference was considered necessary to reinforce the
additional ‘grip’ activities applied during the Financial Improvement Programme.

In response to a further question from Mr J Sandford, the Chief Executive advised that,
while she attended a range of Committee meetings, the People Performance
Committee was the only Committee where she was formally identified as a member.
She suggested that it was entirely appropriate for the Chief Executive to have an active
involvement in Workforce-related matters. In response to a question from the
Director of Finance regarding workforce planning functions, the Company Secretary
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advised that additional clarity would be provided by an appropriate amendment to
s2.2vii of the Terms of Reference.

The Board of Directors:

= Approved the Terms of Reference for the People Performance Committee
subject to the amendment noted above.

Key Issues Reports

People Performance Committee

Ms A Smith briefed the Board on matters considered at a meeting of the People
Performance Committee held on 18 August 2016. She provided an overview of what
had been a busy agenda and noted that the monthly cycle for future meetings was
likely to result in leaner agendas. Ms A Smith advised the Board that the Committee
had noted positive assurance in relation to Nursing & Midwifery Revalidation and
Medical Revalidation and noted that, with regard to the latter, the Trust’s performance
compared favourably with that of peer organisations. Ms A Smith also noted
consideration of a report regarding the 2016 Staff Survey and advised the Board of
national guidance which recommended that trusts undertake full surveys, rather than
surveys based on a random sample, in order to achieve enhanced qualitative and
guantitative data.

Ms A Smith concluded her report by advising the Board of improvements in sickness
absence rates which had resulted in a Committee recommendation that the Trust’s
sickness absence target be amended to 3.5%. The Board of Directors approved this
recommendation. Mrs G Easson noted reference in the Key issues Report to
Committee consideration of a Medical Education Annual Report and commended what
was a comprehensive report on Medical Education activities.

Finance & Performance Committee

In the absence of Mr M Sugden, the Director of Finance briefed the Board on matters
considered at a meeting of the Finance & Performance Committee held on 22 August
2016. He referred the Board to Chart 59 in the IPR and provided an overview of the
Committee’s regular review of the Trust’s cumulative financial position which included
the monitoring of elements of the CIP programme which could be advanced for
delivery earlier in the year. He also noted Committee consideration of a cash flow
forecast through to July 2017.

In response to a question from the Chief Executive regarding levels of non-recurrent
savings, the Director of Finance assured the Board that this subject was a feature of
monthly performance meetings with Business Groups with an emphasis on achieving
recurrent efficiencies through service re-design as opposed to delivery of non-
recurrent savings. The Financial Improvement Director referred the Board to the
section of the report regarding progress with the Financial Improvement Programme
and advised Board members that the identified savings figure of £11.7m did not
include benefits from any of the ‘bold schemes’. Mrs G Easson thanked the Director of
Finance for the report and the Board noted the limited assurance assessment on
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Signed:

overall FIP delivery. The Board of Directors also re-stated its commitment to delivery
of the ‘bold scheme’ initiatives.

Chief Executive’s Report

The Chief Executive presented a report which detailed matters relating to publication
of the CQC Inspection Report and the ‘D Block’ Build Project. She briefed the Board on
the content of the report and noted that the CQC Inspection Report had been
published on 11 August 2016 and that the report was available on both the CQC and
Trust websites. She advised that the overall outcome of ‘Requires Improvement’ was
disappointing and noted that a number of areas of good practice had been identified
during the inspection. She then referred the Board to s2.3 of the report and provided
an overview of arrangements for the CQC Quality Summit which was scheduled to be
held on 9 September 2016.

The Chief Executive informed the Board that the D Block Build Project had been
handed over to the Trust on 5 August 2016 and noted that the facility was scheduled
to become operational on 3 October 2016. She advised that the project had been
delivered on time and on budget and noted that the facility would enhance patient
experience and would make a huge difference in the working environment for staff.
Mrs C Anderson commended the work of the Estates & Facilities team in project
delivery and Mr J Sandford noted that an Internal Audit review of project management
had resulted in an assessment of High Assurance. In response to a question from Mr J
Sandford, the Chief Executive confirmed that plans were in place for fit-out and
occupation of the new facility.

The Board of Directors:

=  Received and noted the Chief Executive’s report.

Date, time and venue of next meeting
There being no further business, Mrs G Easson closed the meeting and advised that the

next meeting of the Board of Directors would be held on Thursday 29 September 2016
at 1.15pm in Lecture Theatre A, Pinewood House, Stepping Hill Hospital.

Date:
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BOARD OF DIRECTORS: ACTION TRACKING LOG

Ref.

Meeting

Minute
Ref

Subject

Action

Responsible

3/16

26 May 16

127/16

Trust Performance
Report —Month 1

It was proposed to hold a deep dive session to share the Trust’s Urgent
Care Plan with the Board of Directors. Mr J Sumner proposed that this was
combined with the strategic session that was being arranged for June 2016
to discuss the Trust’s strategic direction.

Update on 30 June 2016 — The strategic session held on 16 June 2016 did
not cover the Urgent Care Plan in depth. A date for a further strategic
session to be confirmed.

Update on 4 Aug 2016 — A date for a further strategic session was to be
confirmed.

JSumner/ S Toal

JSumner /S Toal

4/16

30 June 16

188/16

Trust Performance
Report — Month 2

Mr J Sumner made reference to an Outpatient Waiting List national pilot
and noted the innovative work that was being led by this Trust’s staff. It
was proposed that this be explored further either at the next Board
meeting or the deep dive session.

Update on 4 Aug 2016 — This action was carried forward.

J Sumner

5/16

30 June 16

188/16

Trust Performance
Report — Month 2

Emergency Readmissions - Ms A Smith requested that the Board be
sighted of the different groups of patients re-admitted after 20+ days and
it was proposed that this subject be covered at the forthcoming Board
deep dive session.

Update on 4 Aug 2016 — This action was carried forward.

S Toal

7/16

30 June 16

190/16

External Review of
Never Events

It was noted that in order to ensure appropriate closure of the process, a
report would be considered by the Quality Assurance Committee in
September followed by the Board of Directors in October 2016.

Update on 4 Aug 2016 — A report would be considered at the Board
meeting in October 2016.

C Wasson
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30 June 16

191/16

Strategic Risk
Register

In response to a question from Mr J Sandford who queried risk 2889 (7 day
working), Dr C Wasson provided an overview of actions in place and
agreed to provide a comprehensive update to the Board at the September
meeting.

Update on 4 Aug 2016 — A report would be considered at the Board
meeting in September 2016.

C Wasson

10/16

4 Aug 16

206/16

PLACE — Quarter 1
Update

In response to a question from Mrs C Anderson who queried what actions
were in place to address the issues around cleanliness, Mr J Sumner
advised that these were included in the PLACE action plan which he
agreed to distribute to the Board.

J Sumner

11/16

4 Aug 16

208/16

Strategic Risk
Register

Ms A Smith made reference to the action plan completion column and
queried the possibility of including a separate column with regard to
progress against the actions. Mr P Buckingham agreed to review the
presentation of the report with Mrs J Morris.

J Morris /
P Buckingham

12/16

25 Aug 16

249/16

Trust Performance
Report

Mrs G Easson commented on the operational challenges facing the Trust,
which emphasised the importance of effective winter planning, and
queried when the winter plan would be available for consideration by the
Board. The Acting Chief Operating Officer agreed that progress with the
winter plan would be reported to the Board on 29 September 2016.

S Toal

-10-




Report to: Board of Directors Date: 29 September 2016
Subject: Trust Performance Report — Month 5
. . ' Joanne Pemrick
Report of: Chief Operating Officer Prepared by:
Head of Performance
REPORT FOR APPROVAL
Summary of Report
Corporate
objective This report summarises the Trust’s performance against the
ref: key standards within the Monitor compliance framework and
also provides a summary of the key issues within the Integrated
Performance Report.
Board Assurance
Framework ref:
CQC Registration

Standards ref:

Equality Impact
Assessment:

I Completed

|Z| Not required

Attachments:

Appendix 1

Monitor score card

|X| Board of Directors |:| PP Committee
[] council of Governors [] sbCommittee
[] Audit Committee [] Charitable Funds Committee
This subject has previously been X] Executive Team [ ] Nominations Committee
reported to: X Quality Assurance [] Remuneration Committee
Committee [] Joint Negotiating Council

(] F&P Committee X] other




1. Introduction

This report provides a summary of performance against Monitors Compliance Framework for the
month of August 2016, including the key issues and risks to delivery. It also provides, in section 4,
a summary of the key risk areas from the Trust Integrated Performance Report which is attached

in full in Annex A.

2. Compliance against Regulatory Framework
The table below shows performance against the indicators in the Monitor regulatory framework.
The forecast position for September is also indicated by a red (non-compliant) or green (compliant)

box.

Standard

Weighting

Monitoring|
Period

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Maximum time of 18 weeks from point of
referral to treatment in aggregate: Patients
on an incomplete pathway

92%

Quarterly

maximum waiting time of four hours from
arrival to admission/ transfer/ discharge:

95%

Quarterly

All cancers: 62-day wait for first treatment
from: urgent GP referral for suspected
cancer
All cancers: 62-day wait for first treatment
from: NHS Cancer Screening Service referral

All cancers: 31-day wait for second or
subsequent treatment, comprising:surgery

All cancers: 31-day wait for second or
treatment, ising:anti-

cancer drug treatments
All cancers: 31-day wait for second or
subsequent treatment,
comprising:radiotherapy
All cancers: 31-day wait from diagnosis to
first treatment

Two week wait from referral to date first
seen, comprising:all urgent referrals (cancer
suspected)

Two week wait from referral to date first
seen, comprising:for symptomatic breast

patients (cancer not initially suspected

85%

90%

94%

98%

96%

93%

93%

Quarterly

Quarterly

Quarterly

Quarterly

n/a

Qa

May-16

Jun-16

Sep-16
(F/cast)

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100.0%

100%

100%

100%

nfa*

100%

100%

100.0%

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

n/a

98.6%

97.5%

96.1%

97.8%

98.6%

97.4%

98.6%

97.3%

100%

96.7%

97.8%

98.0%

96.0%

97.3%

97.6%

97.0%

96.8%

97.5%

97.5%

96.6%

98.1%

97%

96.2%

97.4%

94.2%

94.7%

96.4%

98.9%

99.1%

98.8%

97.4%

Meeting the C. difficile objective (< 17in

de

year due lapse in care) minimis | 10 | Quarterly [ 0 1 0

applies

3. Month 5 Performance against Regulatory Framework

There were two areas of non-compliance against the regulatory framework in month 5:

A&E 4hr target

Performance in August was 77.1% and was below the NHSI trajectory. Attendances were
3.5% above expected with a further significant increase in delayed transfers of care.

‘;/: withind  A&E time from arrival to admission/
1;’;;5 transfer/ discharge (quarterly Monitor
’ target>=95%)
0% =O=— monthy performance S

80%

70%

----- NHSI trajectory

Jul Aug‘Sep Oct‘ch Dec| Jan | Feb Mar Apr May Jun Jul |Aug Sep

*= no patients treated in month.

Total inpatients with Delayed Transfers of Care

patients N _
delayed  (Snapshot at last Thursday in month, includes
120 delays attributable to Local Authorities)
97
100 ——KPI target (10) ’.
80 = O=monthly snapshaot ’0\ ’,’
60 =gt Yo
A s,
40 . \01
a e o T
20 ~ o O
s =

Jul Aug Sep Oct|Nov|Dec Jan|Feb Mar| Apr May Jun Jul Aug Sep
Q1 avg.=64 Q2 avg.=78

Q2=93.0% Q3=80.6% | Q4=73.0% Q1=821% Q2=79.4%
2015/16 2016/17 Q2 avg.=17 Q3 avg.=24 Q4 avg.=41
2015/16
Average DTOC/day by Month: SPC
100

- = LowerCl

Aug-16

201617



Strategies to affect performance centre on three of the five NHSI/NHSE mandated themes
for Urgent Care Improvement with specific sub projects designed to:
1) Appropriately stream patients in increasing number to ambulatory and primary care
— planned to commence October 17" in initial scope format
2) Improved flow related to the implementation of the SAFER bundle
3) Mandated discharge to assess planned to commence October 16

The numerous work-streams within these themes are owned by the organisational strategy
and implemented by the Urgent Care Review Group (UCRG)/Urgent Care Lead.

Long term models of care to address high volumes of attendances which could be managed
elsewhere and patients whose continuing care need not be in the acute setting are in
development with other providers through commissioners and Stockport Together for
implementation in 2016.

Short term internal measures to address performance include:
e Identifying and avoiding 4hr breaches by proactive management, escalation and

leadership once a patient’s attendance reaches 2.5hrs

e Protecting flow through the Medical Admissions Unit/Clinical Decisions Unit
(MAU/CDU) by avoiding overnight patient stays

e Utilising the protected clinical decision beds for patients requiring a ‘watch/wait for
results’ approach to free the space they might otherwise occupy in ED — analysis
pending

e Changes to the 10 Pledges to ensure ED referrals to surgical specialties meet agreed

KPI’s regarding time to be seen(to be measured and monitored by the UCRG weekly)

Urgent review of estate to create additional capacity in ED to avoid overcrowding.

Referral To Treatment, 92% Incomplete Pathway Target
Performance in August was 91.0%, which remains behind NHSI trajectory.

Incomplete pathways by specialty: Aug-2016

% wi;hin 18 Referral to Treatment: Incomplete General Surgery (2672) ® 885%
weeks pathways (quarterly Monitor target Urology (1907) = @ 86.1%
100% - >=92%) Trauma & Orthopaedics (3190) ® 93.3%
- ENT (2097) @ 85.0%
==0O==monthy performance = ----- NHSI trajectory Ophthalmology (2020) ® 97.0%
95% - Oral Surgery (1396) = «<80.1%
Neurosurgery (0)
MO_O_C\O\M%—' Cardiothoracic Surgery (29) ® 96.6%
90% - == General Medicine (3412) ® 93.8%
Rheumatology (313) 99.4% ®
Geriatrics (304) 98.0% ®
o Gynaecology (1391) 92.4% |®
’ Jul |Aug‘Sep‘Ocl‘Nov‘Dec‘Jan‘Feb‘Mar‘Apr|May‘Jun‘ Jul ‘Aug‘Sep‘ ) Other (1410) | | 97;0% _J 1
Q2=03.0% | Q3=024% | Q4=91.8%  Q1=012% | Q2=012% |  SPecialty (number 85% 20% 95% 100%
of pathways) % within 18 K
2015/16 | 2018/17 | o within 18 weeks

Of the 4 under-performing specialties reported in July, there has been a significant improvement in
General Surgery within month. The latest position for General Surgery is 88.3%, compared to July’s
performance of 85.8%.

Urology’s performance has remained static, as predicted, despite an increase in referrals and a
recurrent capacity gap.



Discussions are being progressed with NHS England as Commissioners regarding Oral Surgery. There
was a significant increase in referrals last year, and despite activity being above contracted levels,
the RTT backlog is unable to be sufficiently addressed.

ENT requires a further service review and options appraisal.

Future risks to compliance against Regulatory Framework
The risk to the A&E standard and RTT standard is expected to remain throughout Q2.

. Key Risks/hotspots from the Integrated Performance Report

4.1 Quality

Discharge Summary
The percentage of discharge summaries published within 48 hours including A&E
attendances has increased from 86.53% in July to 88.54% in August.

The most significant factor in performance below trajectory is again due to volume
of patients through acute assessment areas. The substantive Acute Junior Doctor
Rota came into effect on the 8™ August 2016 which allocates focused time to
complete HCR's.

Alerts are still distributed daily to Consultants/Junior doctors detailing any
outstanding HCR's at 24 hrs. This should then enable the HCR to be completed within
the 48 hr deadline.

Clinical Correspondence
The overall Trust performance for August was 89%. Ophthalmology was the only
specialty to underperform, which was due to staffing pressures within the service.

Patient Experience
Overall in August, the trust scored 92% extremely likely or likely to recommend, total
responses were 5437.

4.2 Performance

Cancelled ops — 28 day re-book

There was one breach of standard in month that related to a General Surgical patient
that was cancelled twice due to no HDU bed. HDU bed capacity was prioritized for
urgent cancer patients on both occasions.

Outpatient Waiting Lists:

Gastroenterology
Vacancies at Consultant level remain, however a locum Consultant has now been

secured which has significantly increased follow-up capacity in the short-term. It is
forecast that the OWL should begin to decline as future demand is more proactively
managed and fewer long term appointments are being given.

Cardiology
As described previously, the Cardiology OWL was expected to increase in the short

term until vacancies had been recruited to. Unfortunately, further vacancies are
expected as a locum has recently given notice. Assurance has been provided by the



directorate that high risk surveillance patients are monitored separately and given
priority.

Respiratory

The Respiratory OWL remains slightly behind trajectory, and progress remains reliant
on locum cover. Assurance has been provided by the directorate that high risk
surveillance patients are monitored separately and given priority

Ophthalmology
The OWL is ahead of trajectory as at the end of August. The new Consultants commence

September and October respectively. Assurance has been provided that there is
minimal clinical risk in this backlog, as high risk surveillance patients are monitored
separately and given priority. A vacancy remains at Specialty Doctor level which will
impact on capacity.

Emergency Readmissions

The Gynaecology, Urology and General Surgery audits have now been completed
and are in the analysis stage. Good progress has been made with the Medicine audit
and it is anticipated the forms will be ready to forward for analysis this month.

Plans then can progress as regarding feed back to the Business Groups to
enable pathway improvements in specific HRG categories.

As regards the work stream focusing on patient information and follow up telephone
calls, significant progress has been made. Patients are now contacted at 48hrs and
14 days post discharge to check recovery and signpost them to more appropriate
sources of support. This role is being incorporated into the patient flow team to
enable full integration with the readmission avoidance plans.

4.3 Finance

The Trust’s overall Financial Sustainability Risk Rating (FSR) is 2, classified by Monitor
as a material risk. The Trust’s operational plan for 2016/17 predicted a score of 2 for
August 2016 and our actual performance is in line with this.

Cash in the bank at the 31st August 2016 was £30.9m. This is £2.2m ahead of plan
due to low creditor payments during August and a receipt of £0.7m from charitable
funds.

NHSI released their new Single Oversight Framework on 13th September which will
come into effect from 1st October 2016. It covers five themes linked to the CQC's
key questions, aligned to the Carter review and the ‘'model’ hospital, as well as NHS
Improvement’s 2020 Objectives:

o Quality of care (safe, effective, caring, responsive)
Finance & use of resources
Operational performance
Strategic change
Leadership and improvement capability (well led).

O O O O



4.4 Workforce

Essentials training

In August 2016 there was an increase of 1% in compliance from the July position,
from 86.6% to 87.6%. External training will only be approved if a member of staff is fully
compliant with their Essentials Training and has an up to date appraisal. Monthly emails
reminders are sent to all staff that are non-compliant.

Appraisals
Appraisals rates further improved in August to 93.59%, an increase of 1.36% from
July 2016

Turnover

The Trust turnover in month has shown a relatively steady trend throughout the first
quarter of 2016, with a small increase from 1.97% in July 2016 to 2.05% in August
2016. The turnover percentage does not include internal moves, such as promotion
or transfers from within departments or other internal moves within the Trust.

Induction
Corporate Welcome attendance remains consistently at 100%. Local induction has
decreased from 70.83% in July to 53.75% in August.

Efficiency

Bank & Agency costs

The percentage of pay costs spent on bank and agency in August 2016 is 8.8% (the
July 2016 position was 9%), which equates to £1,521,645, a decrease of £39,127
from £1,560,772 in July 2016.

The Medicine Business Group has the highest spend on bank/agency at £1,021,072
in August 2016 which equates to 67.10% of the overall bank/agency spend, a
decrease of 4.43% (£95,283) from the 71.53% July 2016 figure of £1,116,355.

Agency shifts above cap

August 2016 shows an increase in the number of shifts which are taking place above
the agency cap of 171, from 1324 in July 2016 to 1495 in August 2016. Work
continues in line with the IDP Agency Cap programme to address the level of cap
breaches and to model the impact.

Trust pay variance

The Trust pay variance, expenditure above the financial envelope of establishment,
including vacancies in August 2016 showed a £557,116 underspend, an increase of
£403,372 from the £153,744 underspend reported in July 2016.

5. Recommendations
The Board is asked to:

Note the current position for month 5 compliance against standards.
Note the future risks to compliance and corresponding actions to mitigate.
Note the key risks areas from the Integrated Performance Report
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Key to wheels:

Mortality is assessed on the latest 12 months, CIP (Cost Improvement Programme) on the year-to-date.
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Integrated Performance Report
Changes to this month’s report —September 2016

e Workforce turnover: in-month turnover rate is now reported alongside the 12 moth rolling
turnover rate.

Key to indicators:

Monitor indicators (in Risk Assessment Framework):
Monitor indicators for which we have made forward declaration: ‘

Corporate Strategic Risk Register rating (current or residual):

Risks rated on severity of consequence multiplied by likelihood, both based on a scale from 1 to 5. Ratings could
range from 1 (low consequence and rare) to 25 (catastrophic and almost certain), but are only shown for
significant risks which have an impact on the stated aims of the Trust, with an initial rating of 15+.

Data Quality: Kite Marking given to each indicator in this report 6?

This scoring allows the reader to understand the source of each indicator, the time frame represented, and the
way it is calculated and if the data has been subject to validation. The diagram below explains how the marking
works.

Filled Blank Filled Blank

Trust Data National Data Validated Unvalidated

Filled Blank Filled Blank

Automated Not Automated Current Month Not Current Month
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Patient Experience

Chart 1

Friends and Family Test % recommend by type of
service (90% KPI target for highlighted services):
August 2016

Combined (5,437) ® 92%

A&E (1,331)

Inpatient & D.C. (2,341) 94%

Maternity (366) 97%

20%
would recommend

Outpatient (589) | 3% 91%

Community (810) 5%

service (no. of
responses)

88%

20% 0% 40% 60% 80% 100%

wouldn't

Chart 2

w would/nt Friends and Family Test% recommend

recommend (Combined responsesfromall services)
100% 92% would

0, 0,0, 0, 0.0, ,0,/.0 0 0 O 0,0 @

80%

60%

40%

20%

0% o OO [0 [0 [0 0 0000 00 e |
20% 3% wouldn't

Jul ‘Aug‘Sep Oct‘Nov‘Dec Jan‘Feb‘Mar Apr‘May{Jun Jul \Aug\Sep
Q2 Q3 Q4 Q1 Q2
2015/16 2016/17

Overall in August, the trust scored 92% extremely likely
or likely to recommend, total responses were 5437.
Broken down:

AREA Response rate Variance on % extremely Variance on
August previous month | likely / likely to | previous month
(RR) recommend (% Rec)
August

ED inc children’s 24% +3% 87% same
ED
Inpatients

44% +6% 94% -1%
Maternity

33% -6% 99% +3%
Outpatients

40% +2% 91% -3%
Daycase

39% +3% 95% same

Feedback Themes (acute):

ED (adult) Positive comments received for August
state staff are friendly, caring and some have a good
attitude (all disciplines) and provided a good service.
Alternatively, excessive waiting times continues to
receive negative feedback along with some staff poor
attitude (Drs, nurses and reception). Some other
negative comments included lack of information /
communication regarding what was happening and the
appearance of the department having a lack of
organization.

ED (Paediatric)

Overall positive comments were received in August
from the children’s ED. Feedback included staff were
attentive, friendly, efficient giving prompt treatment.
Positive comments were also received around a short
waiting time to be seen. Responses predominately
continue to be received via the iPads and encouraged by
staff as much as possible within the department.

Inpatients (adults) Positive comments received
included feeling well cared for, good staff attitudes and
one comment stated the treatment took into
consideration the patients dementia. Negative
comments included excessive waiting times to be seen
with no communication (C3 waiting area), poor
communication and the appearance of not enough staff
and staff being too busy.

Maternity - Overall positive comments were received
including staff were friendly giving good care. Some
comments stated care was excellent from triage
through to discharge. Minimal negative comments were
received, but of those received some patients stated
some information was inconsistent and conflicting at
times.

Your Health. Our Priority.

IPR

www.stockport.nhs.uk

Stockport | High Peak


http://www.stockport.nhs.uk/

Integrated Performance Report stockport [\V/z5&
Septem ber 2016 NHS Foundation Trust

Paediatrics (inpatients) - Mainly positive feedback
was received which stated staff were approachable and
they introduced themselves at all times.

Chart 3 Daycase - Negative comments continue to report long
% of eligihle  A&E Friends and Family Testresponse waiting times when admitted for procedures, feeling
et rate (2016/17 KPItarget>=20%),,,. ‘rushed’ at the visit, and the contact numbers to use if

20% M_%r&oa_ there was a problem did not work.

10% 3 Positive comments reported all levels of staff

Jul ‘Aug‘Sep‘ Oct‘Nov‘Dec‘ Jan‘Feb‘Mar‘ Apr‘May‘Jun‘ Jul ‘Aug‘Sep‘ encpuntered pFOVlded pr.“.,acy and dlgr}lty and pUt
Q2=23% | 0Q3=21% | Qa=21% | 01=20% | Qe=220 | Patients atease. Other positive comments included staff
2015/16 \ 2016/17 | were informative, kind and knowledgeable

0%

Out Patients - Positive comments received included
staff were polite, friendly, informative and had a good
attitude. Negative comments and the top theme for this
area continues to be excessive waiting times with
appointment times not being met and no
communication with regards delays.

Char t4 _ _ _ Community Services - Overall positive comments
% of eligible  Inpatient & Day Case Friends and Family Test were received stating good advice was given, staff were
patients response rate (2016/17 KPI target >=40%)

50% - caring and competent giving an excellent service.

20% - Negative comments received stated baby clinics were

o W excessively busy leading to long waiting times and
some comments continue to state poor waiting times

Jul ‘Aug‘Sep‘ Oct‘Nov‘Dec‘ Jan‘Feb‘Mar‘ Apr‘May‘Jun‘ Jul ‘Aug‘Sep‘ for appointments.

Q2=38% | Q3=38% | Q4=35% | Q1=35% | Q2=39%
2015/16 \ 2016/17

20%

IPad Inpatient Surveys
In August 204 inpatient iPad surveys were undertaken,

which is a decrease of 40 compared to July. This was a
challenge due to volunteers being on holiday in August
which had an impact on the number of surveys being
undertaken.

Return to FRONT page
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. A
Dementla @ w Charts 5 to 7 show performance against the

Chart 5 dementia standards. Compliance with standard is
Patients asked Dementia Finding question expected to continue following implementation of
patients within 72hrs (KPI target >=90%) an electronic recording.

100% - W
90% -

80% -

70% -

60% -

50%

Jul {Aug‘Sep Oct{Nov{Dec Jan{Feb{Mar

Apr‘May‘Jun Jul‘Aug{Sep
Q2=97.9% | Q3=96.5% | Q4=96.8% | Q1=96.6% | Q2=100.0%
2015/16 2016/17
Chart 6

Patients receiving Dementia Assessment

% relevant & Investigation (KPltarget >=90%)
patients

100% - M WW
90% \ /

80% -

70% -

60% -

50%

Jul {Aug{Sep Oct‘Nov‘Dec Jan{Feb{Mar Apr‘May‘Jun Jul {Aug{Sep
Q2=97.3% | Q3=86.9% | Q4=98.9% | Q1=96.8% | Q2=100.0%
2015/16 2016/17
Chart 7
% relevant Patients receiving Dementia Referral
patients (KPI target >=90%)
100% 4
90% -
80% -
70% -
60% -
50%
Jul ‘Aug‘Sep Oct‘Nov‘Dec Jan‘Feb‘Mar Apr‘May‘Jun Jul ‘Aug‘Sep
Q2=97.6% | Q3=100.0% | Q4=100.0% | Q1=98.2% | Q2=100.0%
2015/16 2016/17
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Discharge summary (published within 48 hours)
Chart 8

% of

Discharge summary published within 48 hours,

discharges including A&E attendances (KPItarget >= 95%)

100% -

90% 1

80% -

70%

88.5%

g~

Apr‘May‘Jun Jul{Aug{Sep
Q1=87.2% | Q2=87.5%

Jan { Feb‘ Mar:
Q4

Oct‘ Nov‘ Dec
Q3=86.9%

Jul {Aug{Sep
Q2=81.5%

2015/16 2016/17

Chart 8 shows compliance with discharge summary
completion within 48hrs.

The percentage of discharge summaries published
within 48 hours including A&E attendances has
increased from 86.53% in July to 88.54% in August.

The most significant factor in performance below
trajectory is again due to volume of patients
through acute assessment areas. The substantive
Acute Junior Doctor Rota came into effect on the 8th
August 2016 which allocates focused time to
complete HCR'’s.

Alerts are still distributed daily to
Consultants/Junior doctors detailing any
outstanding HCR’s at 24 hrs. This should then
enable the HCR to be completed within the 48 hr
deadline.

Return to FRONT page

Clinical correspondence (typing backlog)
Chart 9

Overall clinical Correspondence (Outpatient Letter typing)

Score

100% 1

90% A

80% A

70% -

60% =

50% 3

40%

% Waiting 14 days or less (KPI target >=95%)
89%

X O 68%
------ 7 days or less (target .
from Sep-16)
=0 % within target
Jul ‘Aug‘Sep Oct‘Nov{Dec Jan{Feb‘Mar Apr‘May‘Jun Jul {Aug{Sep
Q2=97.2% | Q3=94.8% | Q4=92.6% | Q1=95.5% | Q2=93.5%
2015/16 2016/17

Chart 9 shows the performance against the clinical
correspondence standard of 95% of Outpatient
letters to be typed within 14 days.

The overall Trust performance for August was
89%. Ophthalmology was the only specialty to
underperform, which was due to staffing pressures
within the service.

Return to FRONT page
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Falls

Chart 10
falls,major  Falls incidence (causing major harm

dab
e and above) 2016/17 target<=19
J @ YTD Unavoidable C—1YTD Under review

=== YTD Awoidable annual cum. target
40 3 — Stockport Acute - Total ==0=Avoidable

30
20

10 3£

|
\ Q2=8 \ Q3=9 \ Q4=7 \ Q1=4 ‘ Q2=0 ‘
\ 2015/16 \

Pressure Ulcers @

Chart 11

pressure Stockport Acute Pressure Ulcerincidence
U'C;OrS_ (grade 3 and above)2016/17target =0

2223YTD Unavoidable
25 1 ==YTD Under review {
20 < EEmYTD Avoidable e o

5 {/——annual cum. target ]
§ —=—Stockport Acute - Total: |

10 ‘ =O=Avoidable '—'

| Jul |Aug|Sep| Oct Nov‘Dec‘Jan‘Feb‘Mar‘ Apr‘Ma Jun| Jul |Aug| Sep
Q2=2 ‘ Q3=2 ‘ Q4=5 Q1=2 ‘ Q2=0
2015/16 ‘ 2016/17 ‘

This year’s target is 19 or below avoidable falls. In
August there were 7 falls graded major and above:
e 3are under review
e 4have been deemed as unavoidable

Year to date:

e There have been 27 falls graded major and
above April - end of August 2016

e 24 have occurred in Medicine, 3 in Surgery
and 0 in C&F.

e There have been 4 avoidable falls, these
occurred on E2, C2, A11 and B2.

e 17 falls out of the 27 were deemed
unavoidable.

e 6 are still under investigation

e There is still one outstanding investigation
yet to be completed for 2015/16 due to
further work required after initial
investigation

e To date the Trustis on target to meet its
trajectory for 2016/17

A project overview document has been devised
with milestones which will incorporate previous
action plans. It has been agreed that this project
plan will report into and be monitored by the the
Optimising Capacity Steering Group every 2 weeks.

Return to FRONT page

The stretch target for Stockport Acute services is
zero tolerance of avoidable pressure ulcers grade 3
and 4 by the end of 2017.

In August there has been 3 x category 3 and above
pressure ulcers, 1 are under review, and 2 have
been deemed to be unavoidable.

In Q2 there have been no avoidable pressure
ulcer’s confirmed, however there were 2 avoidable
pressure ulcers confirmed in Q1. There are 5
category 3+ pressure ulcers still under review, for
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the acute hospital dating back to May this year.

Chart 12
pressure Community Pressure Ulcerincidence The stretch target for Stockport Community is 50%
uicers (grade 3 and above)2016/17target <=3 reduction in grade 3 and 4 avoidable pressure
oo | TEYTD Unavoidable ulcers by end of 2017. The target is 6 avoidable
C—JYTD Under review
4o | =YD Avoidable - - pressure ulcers for the year.
——annual cum. target ,
%0 1 e Community-Total | | | e In August there have been 10 grade 3 or 4
20 | —O—Avoidable = = — ﬁ - pressure ulcers, 6 are under review and 3 have
TR f R ORCRUUTRTCC NG ; . been deemed unavoidable, whilst 1 has been
ol 5 | determined to be avoidable, bringing the total

Jul |Aug|Sep| Oct |Nov|Dec| Jan| Feb|Mar| Apr|May| Jun| Jul |Auglsep|  ayoidable severe pressure ulcers this financial year
Q2=2 | Q3=2 | Q=5 | Q1=2 Q2=0 to 8
2015/16 \ 2016/17 \

The total numbers of new pressure ulcers that are
being reported now appear to have stabilized,
however the concern is the severity of the pressure
ulcers that are developing, and the numbers being
determined as avoidable.

The Pressure Ulcer Committee meets Bi monthly
but attendance from key stakeholders remains
poor, this is influencing the speed of which changes
in practice can be established. Two key changes
introduced this month are a revised sskin bundle
documentation chart for critical care, which now
includes a section for checks made to medical
devices, and a revised PU screening tool /action
plan for Maternity.
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Clostridium difficile (C. diff.) infections 20

Chart 13
numberof  C. diff.infections (2016/17objective<=17  There has been 4 cases of Clostridium difficile in
infections dueto lapsesin care) August, the total number YTD is 14. Of these 14
5o | YT Not Bpsosn care =1 YID inder review cases 6 have been reviewed with the other 8 cases
EEmYTD Lapsesin care annual cum. target i i
- Total C-diff cases  =—0=Due to lapsesin care still under review.

40 ¢ = BB

%0 We have been advised by the CCG that three cases

| reviewed by them do not have significant lapses in

10 jg B8 S care and do not reach the threshold for reporting;

o lioeH0 i e ERRON oAl Tig however 3 cases do have significant lapses in care

3ul |Aug|Sep| Oct [Nov| Dec| Jan | Feb| Mar| Apr[May Jun| Jul |AugiSep| 41 do reach the threshold for reporting. Therefore
Q2=3 ‘ Q3=1 ‘ Q4=3 ‘ Q1=3 ‘ Q2=0 ‘ .

3 cases would not count towards the trajectory of

2015/16 \ 2016/17 \
17 significant lapses in care but 3 cases will.

20 1
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Mortality “»

Summary Hospital-level Mortality Indicator (SHMI)

This is the ratio between the actual number of patients who die following hospitalisation at the trust and
the number that would be expected to die on the basis of average England figures, given the
characteristics of the patients treated there. It covers all deaths reported of patients who were admitted
to non-specialist acute trusts in England and either die while in hospital or within 30 days of discharge.
Data source: Health and Social Care Information Centre

Chart 14 Mortality analysis now includes 3 measures, SHM],
sHMi value Trend of Summary Hospital-level Mortality RAM], and HSMR (not Dr Foster HSMR but a proxy
(baseline =1 Indicator (SHMI)for StockportNHS FT provided by the CHKS software). Where possible
data is shown to represent performance over time,
1.2 - against peers and with  weekend/week
g :expected { " .9, Comparisons.
range | o 0 o———O0—0

Whilst overall mortality profile is good and
reported as Green, investigation is needed into the
varying mortality at the weekend compared to the
Oct‘Nov‘Dec‘ Jan‘Feb‘Mar‘Apr‘May‘Jun‘Jul‘Aug‘Sep‘Oct‘Nov‘Dec‘ Week. ThlS W0u1d be in tandem Wlth the Trust 7

2014/15 ‘ 2015/16 ‘ d . t ]
End of rolling 12 month period ay services action plan

0.8 -

0.6
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Chart 15 Chart 16
SHMIvalue  Summary Hospital-level Mortality Indicator SHMI value Trend of calculated SHMI value for Stockport
ibfse“ne =1 January 2015 - December 2015 (baseline =1) NHS FT weekend and weekday admissions,
4 1.4 4 eai
all non-specialist acute trusts O Greater Manchester trusts @ Stockport emergency admissions only
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Risk Adjusted Mortality Index (RAMI)

The main differences in calculation from SHMI are: RAMI only includes in-hospital deaths; it excludes
patients admitted as emergencies with a zero length of stay discharged alive, and patients coded with
receiving palliative care; the estimates of risk used to work out the number of expected deaths are
calculated once per year (“rebasing”), data is shown here using latest 2014 benchmarks; RAMI includes
data from the whole patient spell rather than just the first two admitting consultant episodes.

Data source: CHKS

Chart 17 Chart 18
rAMI 2015 Trend of overall RAMI (CHKS)for Stockport NHS RAMI 2015 RAMI (CHKS) Apr-15to Mar-16
value FT (against constant benchmark) value with value and expected range for all trusts shown
14
1.4 -
all non-specialist acute trusts O Greater Manchester trusts @ Stockport
1.2 A 1.2 - ®
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1.0 4+ 20 868 To®
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Chart 19

RAMI 2015 Trend of RAMI value for Stockport NHS FT
value weekend and weekday admissions, non-elective
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Hospital Standardised Mortality Data (HMSR)

The main differences in calculation from SHMI are: HSMR only includes in-hospital deaths; the factors
used in estimating the number of patients that would be expected to die includes whether patients are
coded with receiving palliative care, and socio-economic deprivation; the estimates of risk used to work

out the number of expected deaths are calculated once per year (“rebasing”), data is shown here using
latest benchmarks.

Data source: CHKS (using Dr Foster Intelligence methodology)

Chart 20
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Referral to Treatment (RTT) waiting times

Chart 21
% within 18 Referralto Treatment: Incomplete
We‘jks pathways (quarterly Monitortarget
100% - >=020%)

=O==monthy performance =~ ----- NHSI trajectory

95% -

90% -

85%

Jul {Aug{Sep‘Oct{Nov{Dec‘Jan{Feb{Mar‘ Apr{May‘Jun‘ Jul {Aug{Sep‘
02=93.0% | Q3=92.4% | Q4=91.8% | Q1=91.2% | Q2=91.2% |
2015/16 \ 2016/17

Chart 22

Incomplete pathways by specialty: Aug-2016
General Surgery (2672) ® 88.5%

Urology (1907) = @ 86.1% |

Trauma & Orthopaedics (3190)

ENT (2097) @ 85.0% I
Ophthalmology (2020) \
Oral Surgery (1396) | «80.1% |

Neurosurgery (0)
Cardiothoracic Surgery (29) . ® 96.6%
General Medicine (3412) ® 93.8%

Rheumatology (313) | 99.4% ©

Geriatrics (304) 198.0% @

Gynaecology (1391)

Other (1410) |
Specialty (number

P of g;thways) 85%

® 93.3%

® 97.0%

92.4% |®

97.0% ®

90% 95%
% within 18 weeks

100%

Chart 23
numberkover RTT: Incomplete pathways
Lo (2016/17 KPIs target <=200 admitted)

750 -
SOOAd -
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0
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Chart 24

ggmberkover RTT: Incomplete pathways

lso‘ge_e ®  (2016/17 KPIs target <=1000 non-admitted)

1055
1000 0-—-05-0_0_0__%_0’0/’9:.—.0-.0_9.-‘---
Nop-admitted - oo/ 1
500 -
0
Jul {Aug‘Sep{ Oct{Nov{Dec{Jan{Feb‘Mar‘ Apr{May‘ Jun{ Jul {Aug{Sep‘

2015/16 2016/17

Chart 21 shows performance against the RTT
Incomplete standard.

The Trust performance for August was 91.03%,
which is behind NHSI trajectory.

Of the 4 under-performing specialties reported in
July, there has been a significant improvement in
General Surgery within month. The latest position
for General Surgery is 88.3%, compared to Julys
performance of 85.8%.

Urology’s performance has remained static, as
predicted, despite an increase in referrals and a
recurrent capacity gap.

Discussions are being progressed with NHS
England as Commissioners regarding Oral Surgery.
There was a significant increase in referrals last
year, and despite activity being above contracted
levels this year, the RTT backlog is currently unable
to be sufficiently addressed.

ENT requires a further service review and options
appraisal.

Chart 22 shows performance against the
incomplete standard at specialty level.

Charts 23 and 24 show the number of patients
waiting beyond 18 weeks split by admitted and
non-admitted pathways.
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Chart 25

% within 4
hours
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A&E time from arrival to admission/
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90% 1 =—O— monthy performance

----- NHSI trajectory
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Chart 26

Total inpatients with Delayed Transfers of Care

ngfy’ﬁ (snapshot at last Thursday in month, includes
120 delays attributable to Local Authorities)
i 97
100 1 ——— KPI target (10) [ J
80 < = ©O= monthly snapshot oL ,/
0 N i
40 d/ Sxy
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o]
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Chart27
a;'tefadge Trend of A&E attendances 2016/17.
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Chart 28

www.stockport.nhs.uk

Accident & Emergency total time in dept.
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20)

Chart 25 shows compliance against the 4hr A&E
standard.

Performance in August was 77.1% which was
behind NHSI trajectory. Attendances were 3.5%
above expected with a further significant increase
in delayed transfers of care as shown in Chart 26.

Strategies to affect performance centre on three of
the five NHSI/NHSE mandated themes for urgent
care improvment with specific sub projects
designed to:

1) Appropriately stream patients in increasing
number to ambulatory and primary care -
planned to commence October 17t in initial
scope format

2) Improved flow related to the
implementation of the SAFER bundle

3) Mandated discharge to assess planned to
commence October 16

The numerous workstreams within these themes
are owned by the organizational strategy and
implemented by the Urgent Care Review Group
(UCRG)/Urgent Care Lead

Long term models of care to address high volumes
of attendances which could be managed elsewhere
and patients whose continuing care need not be in
the acute setting are in development with other
providers through commissioners and Stockport
Together for implementation in 2016.

Short term internal measures to address
performance include:

e Identifying and avoiding 4hr breaches by
proactive management, escalation and
leadeship once a patient’s attendance
reaches 2.5hrs

e Protecting flow through the Medical
Admissions Unit/Clinical Decisions Unit
(MAU/CDU) by avoiding overnight patient
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A&E department ‘UM Gold' A&E performance, total time stays
Major, Type 1 i ithi ey .. ..
(Major. Type 1) in dept. within 4 hours e Utilising the protected clinical decision beds
Bolt [ ) 9 [ ) 9 . .. .
oton 86l L for patients requiring a ‘watch/wait for
Bury ® 826% @ 88/4% ,
results’ approach to free the space they
North Manchester ® 83|3% ® 7b.4% | . . . )
Oldham o s8.o% o s5.0% might otherwise occupy in ED - analysis
Salford @ 89.8% ® 90.9% pending
Stockport @ 77.1% ® 705% e Changes to the 10 Pledges to ensure ED
Tameside ® %0.5% ® 828% referrals to surgical specialties meet agreed
Wigan Wz 0% fn 5% KPI's regarding time to be seen(to be
70% 80% 90% 100% 70% 80% 90% 100% .
Data includes 18 Sep  Aug 2016 Sep-to-date measured and monitored by the UCRG
Source: Greater Manchester Academic Health weekly).
Science Network. e Urgentreview of estate to create additional

capacity in ED to avoid overcrowding.

Chart 28 shows ED pressures continue throughout
Greater Manchester and a region wide series of
confereces to address the required solutions has
been convened by Greater Manchester Combine
Authority with an initial event August 26t

Return to FRONT page
The next four pages show urgent care indicators (Chart 29 to Chart 41)

Urgent Care Key Performance Indicators

Chart 29
% of GPinit. GP injtiated emergency admissions, The following charts (29 to 34) are the high level

adms.

50% -

40% 4

30%

20% A

10%

% who arriveviaED (Trusttotal) KPIs to measure progress realized through the
implementation of the Urgent care 90 day plan.

S~
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32%

=== previous year ==O= monthy performance
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Chart 30
% of ED % ED attendances admitted
Seraances (conversion rate)
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Chart 31
days Average emergency Length of Stay
6 - (Trusttotal)
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=== previous year ==O= monthy performance
0
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Chart 32
% of Discharges before 12:00 (time left last ward, trust
dlehargeS total, excludes deaths in hospital, emergency
40% 1 admissions)
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Chart 33

% of Discharges between 12:00 and 16:30 (time left
d'S:hargeS last ward, trust total, excludes deaths in hospital,
70% 3 emergency admissions)
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30%
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Chart 34

chance of Weekend discharges (trust total adjusted for

discharge at nymber of weekends in month, excludes deaths

‘Zg;k'?"d in hospital, emergency admissions, target based
’ on 80% of weekday)
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Trust Urgent Care Key Performance Indicators

Chart 35 Chart 36
number  Ambulance handovers - NWAS only, financial number >12 hour ED trolley waits & >=8 hour total
exclusions applied (KPltarget = 0 per month) time in ED (KPI targets = 0)
400 ] 2000 -
350 1 =—=O=—Handovers>30mins- = O= ED total time >=8 hours
300 § =O= Handovers > 60 mins 1500 - ==O=— 12 hour trolley waits (DTA
250 - to admission time)
200 - 1000
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E S ] ’D_—O\ 352
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50 - oL~
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Chart 37 Chart 38

Timeto Initial  Time to Initial Assessment (95th percentile) Time to Initial Time to Initial Assessment (95th percentile)
Assessment Arrivals by Ambulance Assessment Walk in attendances

01:00 1 01:00 -

00:44
00:45 - 00:45 -
00:29
00:30 - M 00:30 =
00:15 - 00:15 -

00:00 00:00
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Q2=0:18 Q3=0:23 Q4=0:28 Q1=0:21 Q2=0:27* Q2=0:37 Q3=0:42 Q4=0:47 Q1=0:40 Q2=0:48*
2015/16 2016/17 2015/16 2016/17
*latest quarter includes current month’s data *latest quarter includes current month’s data
Chart 39 Chart 40
Time to seen Time from Arrivalto Seen for Treatment % of ED % Left ED without being seen
for treatment R . attendances
01445 - (median time) 8% -
01:30 - 6% -
/\ ./\ Q
01:15 - . . Nl e
/\ 4.4%
01:00 4 —o"d - T ovnos 2% -
00:45
Jul ‘Aug‘Sep Oct{Nov{ Dec Jan{Feb‘Mar Apr‘May{Jun Jul {Aug{Sep 0%
Q2=0:56 Q3=1:08 Q4=1:30 Q1=1:03 Q2=1:06* Jul {Aug‘Sep Oct{Nov‘Dec Jan‘Feb{Mar Apr‘May‘ Jun| Jul {Aug{Sep
2015/16 2016/17 Q2=3.2% Q3=4.3% Q4=5.1% Q1=3.8% Q2=4.8%
*latest quarter includes current month’s data 2015/16 2016/17
Chart 41
°/<;t0f ED ED Unplanned Re-Attendance Rate
attendances S
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Q2=6.1%
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Diagnostic tests (6 week wait)

Chart 42
. Patients waiting at month end for one of Chart 42 shows performance against the diagnostic
»wand 15 diagnostic tests (Monthly KP1>=99%) standard.

100% 1 W""pﬁ%—%
99% - 7

98% -

97% -
==O= monthy performance
%% 1 e NHSI trajectory

95%

Jul {Aug{Sep Oct‘Nov‘Dec Jan{Feb{Mar Apr‘May‘Jun Jul {Aug{Sep
Q2=99.7% | Q3=99.9% | Q4=99.9% | Q1=99.2% | Q2=99.7%
2015/16 2016/17
Return to FRONT page
Cancelled Operations € -
Chart 43
number of Patients not treated within 28 days of last Chart 43 shows there was one breach of standard
patients minute elective cancellation in month
5 4 .
(monthly KPI target =0)
] This related to a General Surgical patient that was
3 cancelled twice due to no HDU bed. HDU bed
, \ capacity was prioritized for urgent cancer patients
on both occasions.
1 -
°] Jul Aug‘Sep Oct‘Nov‘Dec Jan‘Feb‘Mar Apr‘Ma] Jun | Jul ‘Aug‘Sep
Q2=2 Q3=1 Q4=4 Ql=4 Q2=2
2015/16 2016/17
Chart 44
% of elective Last minute elective operations cancelled for Chart 44 shows Comp]iance against the standard
admissions non clinical reasons

3.0% - (shown against threshold <=0.85%) for last minute cancellations in July.

2.5% -
o0t There were a total of 22 cancellations on the day
. 0 . .
for non-clinical reasons.
1.5% A
L0% 1 oS The top reasons for cancellation were:

0.5% - T e 9 due to lack of theatre time
e 6 due tono HDU bed availability.

0.0%

Apr { May{ Jun| Jul ‘Aug{ Sep
Q1=0.79% | Q2=0.70%
2016/17

Jan { Feb‘ Mar
Q4=1.68%

Oct ‘ Nov‘Dec
Q3=0.96%
2015/16

Jul ‘Aug‘Sep
Q2=0.85%

In August, a new Standard Operating Procedure
was introduced to help minimise cancellations on
the day.
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Outpatient Waiting List (OWL) €D

The Outpatient Waiting List (OWL) is where patients are placed when awaiting a future follow up
appointment. When capacity and demand are mismatched, the numbers of patients who are overdue
their follow up by a certain date will increase and delay these patients.

There are four specialties within the Trust where this is a current problem. This situation is being
monitored by the Quality Assurance Committee (a sub-committee of the Board of Directors). This
committee requested that the data should be shared with the Board through the Integrated Performance
Report.

The Trust has been issued a First Exception Report based on performance against the original clearance
trajectories and is now required to provide a refreshed plan for each of the four specialties in addition to
completed Quality Impact Assessments to confirm patient care is not being compromised.

Chart 45 Ophthalmology OWLs past due date Ophthalmology

number past OWL overdue - Ophthalmology excluding

due date Glaucomaand Diabetic Retinopathy

Rl I recovery plan —O— monthy performance The OWL is ahead of trajectory as at the end of
1,500 - August. The new Consultants commence

— September and October respectively. Assurance
797 has been provided that there is minimal clinical
500 - risk in this backlog, as high risk surveillance
patients are monitored separately and given

Jul |aug|sep| Oct|Nov| Dec| 3an | Feb| Mar| Apr [May| Jun| Jul|Augisep|  priority. A vacancy remains at Specialty Doctor

02=193 | Q3=124 | Q4=333 | Q1=515 | Q2=708 . 1 . .
2015/16 | 2016/17 level which will impact on capacity.
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0
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Chart 46 Gastroenterology OWLs past due date
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Chart 47 Respiratory Medicine OWLs past due date
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Chart 48 Cardiology OWLs past due date
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==O=monthy performance
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2015/16

| Q4=343
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Gastroenterology

Chart 46 shows the number of Gastroenterology
patients on the Outpatient waiting list beyond their
due date.

Vacancies at Consultant level remain, however a
locum Consultant has now been secured which has
significantly increased follow-up capacity in the
short-term. It is forecast that the OWL should begin
to decline as future demand is more proactively
managed and fewer long term appointments are
being given.

Respiratory Medicine

The Respiratory OWL remains slightly behind
trajectory, and progress remains reliant on locum
cover. Assurance has been provided by the
directorate that high risk surveillance patients are
monitored separately and given priority.

Cardiology

As described previously, the Cardiology OWL was
expected to increase in the short term until
vacancies had been recruited to. Unfortunately,
further vacancies are expected as a locum has
recently given notice. Assurance has been provided
by the directorate that high risk surveillance
patients are monitored separately and given
priority.

Return to FRONT page
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Cancer waiting times @® &

Chart 49
‘;/owithkin Urgent Cancer:referral to date first seen
weeks . . .
100% - (quarterly Monitor target >=93%) Compliance with the urgent referral standard
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Chart 50

% Witfll(i” Breast patients: referral to date first seen
2 weeks (quarterly Monitor target >=93%)
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Chart 51

% within — All cancers: diagnosisto firsttreatment

31 days (quarterly Monitor target >=96%)
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Chart 52
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Chart 53
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Chart 54
% within Urgent GP cancer referral to first Chart 54 shows performance against the 62 day
ays treatment - with breach reallocation cancer standard.
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\/ ~x
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Chart 55 GP referral to first treatment with breach

reallocation, by tumour group.

Tumour Group Number of Performance | Monthly
(Aug-16 data) | breaches/cases (85% target) trend
e O
Urology 15/ 13| 88% ®
Upper Gl 15/35]] 22X BRAYAR
Haematology | 1/25] 60% @ m
Head & Neck | 05/3[] 83% ¢
o —
Breast 0/9 |:| 100% ®
Colorectal 0/55 |:| 100% o/~ V'V
Lung O/1|] 100% ®\/ VV—™~
Gynaecology o/ O.5| 100% 8 Y

Chart 55 shows performance against the 62 day

standard by tumour group.
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Emergency Readmissions “»
Chart 56

Emergency Readmission rate within 28 days of
discharge (shown vs. National rate)

% rate

10% -

6% -

4% -

2% -

0%

8%—%%

7.9%
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Q1=7.8% |
2016/17 |

Data source: CHKS / Health and Social Care
Information Centre

Chart 56 shows the Emergency Readmission rate
within 28 days of discharge.

The Gynaecology, Urology and General Surgery
audits have now been completed and are in the
analysis stage. Good progress has been made with
the Medicine audit and it is anticipated the forms
will be ready to forward for analysis this month.

Plans then can progress as regarding feed back to
the Business Groups to enable pathway
improvements in specific HRG categories.

As regards the work stream focusing on patient
information and follow up telephone calls,
significant progress has been made. Patients are
now contacted at 48hrs and 14 days post discharge
to check recovery and signpost them to more
appropriate sources of support. This role is being
incorporated into the patient flow team to enable
full integration with the readmission avoidance
plans.
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Financial Performance

Chart 57
£ 000s August 2016 Variance to Financial
(1,500) , , — Plan— . , , ~In the five months to August the Trust has made a
S £ £ % % pow g 3 £10.0m loss. The planned deficit was £11.9m, so
@oo) g £ & 2 ¢ 52 & this is £1.9m better than the profiled plan. Of this
— — © © = — .
g 8 2 e pe LL21“ g £1.1m is because NHS Improvement (NHSI) have
@500 {18 5 © 2 < asked for the Sustainability and Transformation
264 | (19 4679 Fund (STF) to be accounted for monthly, but the
A P, plan expected this income quarterly; we planned to
0.500) | have 3/12 at this point in the year but we have
' 5 2150 5/12 which shows as a favourable variance to plan
(4.000) 1 due to timing only and will catch up later in the
year.
Chart 58
Year to Date Variance to Einancial In total to August 2016 CIP is £0.7m ahead of the
£000s Plan 2016/17 profiled plan as shown in Chart 60; £3.6m (14%)
GO0 e 0 . o a2 oo BB were expected by this stage in the year when
os00 | £ § & g 8 ©° 52 8 £4.3m (17%) has been transacted. This is due to
S = . & £8 & timing as there has been a drive to action savings
(oooo B £ £ - - lier in th d reduced the f bl
E _E 5 : 8 earlier in the year, and reduce e favourable
(10,500) 1 & °© 38 2 variance on pay costs reported last month.
201 (10,007)
(11,000) - .
During August £1.7m of vacancy factor CIP has
(11,500) 1 been transacted relating to pay underspends in the
(12,000 RS five months to date. This shift of budget has
created a pay over-spend and CIP favourable
Chart 59 variance in month, shown in Chart 61, caused by
the timing of these transactions as a catch up from
Cumulative Trust Financial Position previous months. This is reinforced by Chart 62
which shows the year-to-date pay and CIP
(E2M) 1 Actual deficit (green favourable variances.
£am) - if favourable to plan)
mmm Actual deficit (red if
(EBM) 1 adverse to plan) Excluding the STF above, income has improved
(E8M) 1 — Planned deficit again in August and is £0.3m ahead of plan in
(E10M) - : . .
eionn | month, increasing the year-to-date variance to
EEMM; | £0.9m favourable. Elective activity continues to
E16M) | perform above plan, but this is linked to
E18M) | out-sourced activity undertaken to reduce the
Apr [ May| aun | aul [ Aug | sep| oct | Nov | DEC} san | Feb| Mar  referral to treatment backlog and represents a low
2016 2017

or nil margin contribution to the Trust.
Plans to deliver savings on a recurrent basis are

being actively progressed as part of the Financial
Improvement Programme (FIP).
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Capital Programme

Chart 63

panz016/7 vearopmenumtss B4-4M capital costs have been incurred to date.
Description Year Plan | Actual |Variance ] ] 1 ]

rear || e | Aal Vel This is against a plan of £4.3m so is £0.1m ahead of
‘ A - the profiled plan.

Surgical & Medical Centre - Building 3,740 2,770 2,847 (77)
Surgical& Medical Centre - Furniture & Fittings 600 175 3 172
Surgical& Medical Centre - Medical Equipment (partly donated) 660 - 802 (802) . . . .
Medical Ward Refurbishments 250 50 - 50 The Surglcal al’ld Medlcal Centre (D blOCk) buﬂdll‘lg
Emergency Department Expansion - - - - . .
Electronic Patient Records - Purchased Software 598| - - - 1S now SUbStantlally Complete and was handed over
Electronic Patient Records - Estates Enabling scheme b/f 55 55 102 (47) h T 5 h A l d Th .
Facilities Equipment b/ 60 60 R o to the lrust on ot ugust as planned. € gain
Medical Equi tb/f 52| 52| - 52| 3 : 3 : .
M oo e o bt ’ | | 7 share agreement will split project savings 50:50

MRI Estates Enabling works b/f

ss 6 with the contractor, and this element along with

6,015 3,162] 3,755 (593)

the final contract value is due to be settled in
Medical Equipment 1,290 470| 568 (98) . .
Facilties Equipment 7 | @] 1 October. The purchase of furniture and medical
IT Hardware 503 259 142 117 . .
ITSoftware w|| 1 e s equipment is ahead of plan by £0.8m and
e e e e 7| )| 4 currently being installed. This is in line with the
3,000 1,122 706 417

overall budget for the project but it has been
oo [ a2 sse] 7] possible to accelerate the purchases to ensure

[

Revenue to Capital I H I us)I 18I everything is ready to open to patients on 3rd
Capital to Revenue - - - -

October 2016.
TOTAL (excluding Finance leases) | 9,015| I 4,284[ 4,443[ (159)]
New Finance Lease Contracts : :
I miersyetoms PR Software T Building work has commenced on Phase 1 of the
M&T- EMIS Community EPR Software — Emergency Department Expansion, with Phase 3

due for completion in December 2016. This is
TOTAL including new Finance Lease Contracts 10,021 4,284 4,443 (159)

being carried out through the estates measured
term contract for expediency.

IT and Estates projects have been intentionally
held back as a cash preserving action to maintain
the Trust’'s cash position and offset the accelerated
Surgical and Medical Centre costs.

Both acute hospital and community EPR projects
are underway but no payment have been made yet
in year and this is considered under finance leases
as shown in the bottom section of table.
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Cost Improvement Programme 20) Return to FRONT page

Chart 64 The total Cost Improvement Programme for
Cumulative CIP Achievement 2016/17 needs to deliver £25.7m of savings to
£25M o allow the Trust to deliver the planned £6.0m
Red Plans deficit. This target is weighted towards the end of

£20M - Amber Plans . .
B AU Achicved the year, as shown as the black target line in Chart
£15M 1 Staircase Achieved 65 gets steeper. The Trust needs to make a surplus
—Target of £4m in the next seven months to reduce the

£10M 1 current five month loss from £10m to £6m and

m = l
i i . l I achieve the control total. This illustrates the scale
of the task ahead.

£5M

£0M -
Ao [may sun | 2 ‘;uli{ sep| oct [N | pec } o ‘zzeltﬁ Mar} To the end of August £4.3m of CIP has been
actioned towards the year-to date target of £3.6m,
so is £0.7m ahead of plan. This is due to timing as
there has been a drive to action savings earlier in
the year. £9.8m (38%) of the £25.7m annual
saving has been achieved, of which £5.3m is

recurrent.

A recurrent vacancy factor of £1.4m has been
transacted in August. Non-recurrent vacancy
factor generated from additional slippage on
vacant posts of a further £1.1m to date is the key
driver for the favourable variance on CIP in month.
The green, amber and red schemes identified to
date total £15.9m, which leaves £9.8m to be
achieved primarily through bold actions by the end
of the year (the gap between the top of the red bar
and the black line in March).

The Financial Improvement Group have been
driving planned savings through the FIG A and FIG
B meetings, and the Trust continues to work with
its Financial Improvement Programme and further
plans are being finalised and put through the
assurance processes. Achievement of CIP is
paramount in tackling the underlying deficit of the
organisation, achieving the agreed NHSI control
total and returning the trust to financial balance.
Whilst Phase 2 of the Financial Improvement
Programme (FIP) completes in September 2016
and KPMG’s involvement with the Trust will reduce
significantly, there will be a requirement for some
continuity of the implementation of FIP to ensure
the Trust manages the final delivery of CIP.
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Financial Sustainability Risk Rating

Chart 66
| Actual | Rating | Initiate [Excellent Poor | | Weight |Weighted
Override? 4 3 [ 2 [ 1] score
Balance Sheet Sustainability ~Capital service capacity (times) (1.4 1 Yes 2.50 1.75 1.25 - 25% 0
Liquidity Liquidity (days) -1.3 3 No 0 -7 -14 <-14 25% 1
Underlying Performance I&E margin (%) -9.9% 1 Yes 1.00% 0.00% -1.00% - 25% 0
Variance from Plan Variance in I&E margin as a % of income (%) 1.7% 4 No -1.00% -2.00% <-2.0% 25% 1
Financial Sustainability & Performance Risk Rating - Calculated 3
OVERRIDE INITIATED? Yes Yes
Financial Sustainability & Performance Risk Rating - Final Reportable 2
Chart 67 The Trust's overall Financial Sustainability Risk
Cash Position by Month Rating (FSR) is 2, classified by Monitor as a
£40M + . . .
material risk. The Trust’s operational plan for
E9m loan £30.9m 2016/17 predicted a score of 2 for August 2016
£30M . .. . . .
and our actual performance is in line with this.
£20M +

£25m minimum, equivalent to 30 days cash

£10M - —O—Actual
=O= Forecast
£0M
Jul ‘Aug‘Sep‘ Oct‘Nov‘Dec‘Jan‘Feb‘ Mar‘ Apr ‘May‘ Jun‘ Jul ‘Aug‘Sep‘
@ | e | & | a | @
2015/16 \ 2016/17

Cash in the bank at the 31st August 2016 was
£30.9m. This is £2.2m ahead of plan due to low
creditor payments during August and a receipt of
£0.7m from charitable funds.

NHSI released their new Single Oversight
Framework on 13th September which will come
into effect from 1st October 2016. It covers five
themes linked to the CQC’s key questions, aligned
to the Carter review and the 'model’ hospital, as
well as NHS Improvement’s 2020 Objectives:
Quality of care (safe, effective,
responsive)

Finance & use of resources
Operational performance

Strategic change

Leadership and improvement capability
(well led).

Scoring is between 1 (best) and 4 (worst), in
reverse to the current ranking. Providers will be
segmented into four, depending on the extent of
support needs identified through the oversight
process.

° caring,
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Elective Income vs. Plan

Chart 68

Elective income is above plan by £1.0m to the end
of August 2016. This is a further improvement of
4500000 £0.2m from last month, of which £0.1m relates to
4,000,000 finalisation of July’s case mix pricing of actual

3,500,000 77\‘7<;?_——%@¢é .
activity compared to forecast.

3,000,000 +— — —
2,500,000 +— — — T
2,000,000 1 —— —— —— —— . L . .
1500000 1 —— —— — — This over activity is linked to the RTT plan;

ol Il I I W however income at this level will not be sustainable

for the rest of the year from Stockport CCG.

Elective Income - £s

Day Case actuals Inpatients actuals === Pplan

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

Chart 69
Elective Income - Activity Elective in-patient activity is 149 cases (5%) above
oy Cose ety noatiens ety ——pin plan and 898 day cases (7%) above plan. This total
4000 of 1,047 cases above plan over five months has
3,500 - — generated £1.0m income above plan, but has not all
ol ol BN N ~ been delivered in house.
2000 — — — — ——
yolll I B B B Endoscopy are 125 cases ahead of plan, but have
s0 - spent £0.2m on in-sourcing in year. This activity is
vy w a0 Nev bec s e war undertaken in our facilities with our equipment

and consumables but with privately paid staff. Via
Trust Health trauma and orthopaedics have
in-sourced 161 cases, and ophthalmology 301. Out-
sourcing to non-NHS providers of a further 141
cases. In addition, the Surgical & Critical Care
business group has seen 751 patients as part of
waiting list sessions above standard sessions.

This means that additional activity above regular
in-house service has represented 1,479 cases and
9% of all elective activity in the first five months.
The over-activity above plan is 1,047 cases in total,
so all of the additional work has been delivered at a
premium cost.

Additional in-house capacity will be realised with
the opening of the new theatres as part of the
Surgical & Medical Centre in October 2016, but
requires detailed theatre scheduling work which is
currently underway.
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Expenditure Variance

Chart 70 The expenditure budgets overspend to date has
Trust Expenditure Variance reduced to £0.3m at the end of August, as the over
(above axis is worse than plan) achievement of CIP transacted in month has

£800K - 729K Pay NomPay reduced the variance.

£600K -

385K
£400K 1 183K Pay costs in August were £17.3m, the same as last

EZOO'; | 51K 53K month. Agency expenditure was £0.9m in month,
(£200K) | ok 1k o~ dipping below a million for the first time in the past
(£400K) - 1o 18 months. This is due to new starters recruited
(e600K) 39K into vacancies and the work of the temporary
(E800K) 1 staffing team as part of the Financial Improvement
Programme to tackle agency usage. The Trust is
currently in the process of a voluntary redundancy
exercise which is focused on making long-term

reductions in the total pay cost.

557K
Apr ‘ May‘ Jun ‘ Jul ‘Aug ‘ Sep‘ Oct ‘ Nov‘ Dec‘ Jan ‘ Feb‘ Mar‘
2016 2017 ‘

There is a variation across business groups but pay
continues to overspend in Medicine and Surgery,
where premium rate staff usage continues across a
number of specialties. Particular pressure points
for medical staffing are A&E and Acute Medicine,
and in nursing for theatre staffing.

As referred to above under Elective Income, there
have been significant amounts of in-sourcing and
out-sourcing which have cost £0.9m to date; £0.4m
orthopaedics, £0.2m ophthalmology, £0.2m
endoscopy, £0.1m general surgery and urology.

Excluding external healthcare providers, the
non-pay run-rate has reduced in August with total
costs of £5.1m against an average to date of £5.5m
per month. Drug costs of £1.7m were the highest
to date, but this was mainly offset by additional
income for specifically funded high-cost drugs.

The expenditure trend is moving in the right
direction, but must reduce further to achieve the
savings necessary to achieve the year end control
total. The Trust needs to make a surplus of £4m in
the next seven months to reduce the current five
month loss from £10m to £6m to achieve the
control total. This illustrates the scale of the task
ahead.
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Income Variance

Chart 71 In the five months to August the Trust is £2.0m
Trustincome Variance ahead of plan on income. Of this £1.1m is because
(above axis is better than plan) NHSI have asked for the Sustainability &

Clinical Income Other Income .

ELOOOK 1 T3k Transformation Fund (STF) to be accounted for
£800K 1 698K monthly, but we had only planned for it to come in
£600K 7 quarterly; we planned to have 3/12 at this point in
£400K - .
£200K 4 6K the year but we have 5/12 which shows as a

oK oo o favourable variance to plan due to timing only and

(£200K) 1 18K 8K will catch up during the financial year.

(E400K)

(E600K) 495K Receipt of the STF in Q1 was solely dependent on

Apr ‘ May‘ Jun ‘ Jul ‘Aug ‘ Sep‘ Oct ‘ Nov‘ Dec‘ Jan ‘ Feb‘ Mar‘
2016 017 ‘ acceptance of the control total, but from July

onwards payment is linked to separate financial
and operational access standards. At the time of
submitting the financial return to NHSI both RTT
and A&E access targets have not been achieved in
July and August, so we have lost 25% of these
months’ STF (£350k). This is recoverable if the
cumulative position improves to within 1% of
agreed trajectory by the end of Q2.

The remaining clinical income variance is primarily
Elective, as discussed above.

Stockport CCG Block Contract

e Non-elective activity for Stockport has
highlighted the operational and financial
pressure of delayed transfers of care. Activity
numbers are down as patients are only counted
on discharge, so patients still in beds with
extended length of stay are skewing the
reporting.

e Emergency Department activity is 4.2% above
plan to date, so below the 5% threshold agreed
with the CCG.

e Out-patient and non-tariff elements of the
Stockport CCG block remain a marginal benefit
to the Trust, which has not moved since last
month. Activity is slightly behind plan but we
are still receiving the standard level of income;
this is expected to fluctuate during the year.

e The block position is being closely monitored
and discussed with the CCG as part of the
reconciliation of the overall financial position.
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See also Financial Income and Expenditure table

Workforce Appraisals

Chart 72 The Trust’s total appraisal compliance for August
% staff Staff having annual appraisal 2016 is 93.59%, an increase of 1.36% since July
appraised (target >=95%) 2016 (92.23%).

100% 4

94%

90% The following Business Groups have seen increases
80% this month; Corporate Services from 90.34% to

91.16%, Medicine from 90.73% to 92.74%, Surgical
0% & Critical Care from 89.88% to 93.02%,
60% - Community Healthcare from 90.00% to 92.55%,
50% Estates from 91.07% to 94.74% and Facilities from

Jul ‘Aug‘Sep Oct‘Nov‘Dec Jan‘Feb‘Mar Apr‘May‘Jun Jul ‘Aug‘Sep 9465% to 9785% (achieved trust target).
Q2=79% Q3=77% Q4=82% Q1=87% Q2=93%

2015/16 2016/17

Diagnostic & Clinical Support decreased marginally
Chart 73 from 98.66% to 98.63%, however they have still
met the trust target. Child & Family decreased from
91.04% to 89.11%.

Staff Appraisals by Business Group - August 2016

100.00

B Individuals who do not have an update to date
"""" AT B B T appraisal will not be approved to attend external
% sno -— A training. In addition, an up to date appraisal is
required for those staff who are eligible for a pay
i increment from the 1st October 2016.
LA S A

. O E S
A ff‘ & o e f@
Chart 74
% staff Medical appraisals The medical appraisal rate for August 2016 is
appraised (target>=95%) 94.14%, an increase of 3.6% from July 2016
i (90.54%).
90% - W@/’_
80% 1 The compliance rates and the importance of the
completion of Appraisals continue to be presented
70% at the Trust’s monthly Team Briefing sessions.
60% -
50%
Jul {Aug{Sep Oct‘Nov‘Dec Jan{Feb{Mar Apr‘May‘Jun Jul {Aug{Sep
Q2=n/a Q3=n/a Q4=88% Q1=88% Q2=92%
2015/16 2016/17
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Workforce Turnover

Chart 75

% staff posts
(WTE)
100% 1

Staff in post
(target >=98%)

92-9%

°\o—-0—°/°\°—°—°—°\(=5=7_o/'

90% -
80% -
70% -
60% -

50%

Jul ‘Aug‘Sep Oct‘Nov‘Dec Jan‘Feb‘Mar

Apr‘May‘ Jun| Jul ‘Aug‘Sep
Q2=91% Q3=92% Q4=92% Q1=89% Q2=91%
2015/16 2016/17
Chart 76
% Permanent Workforce Turnover
headcount

(target <=10%)
15% -

12.3%

10% +

forecast

5% 1 —0=rolling 12-month turnover

2.1%
= O= in-month turnover °

o-0--0-~0-"®
0%
Jul ‘Aug‘Sep Oct‘ Nov‘ Dec|Jan ‘ Feb‘ Mar Apr‘May‘ Jun| Jul ‘Aug‘Sep
Q2=11.8% Q3=11.7% Q4=11.5% Q1=11.5% Q2=12.2%
2015/16 2016/17
Chart 77
Permanent Headcount Turnover by Business Group July 2016 W— - 16
18.00% 1F00% = = = Target
] 1544%
o B T T T I TN
12.000% 10748
10008 ey AT BIA%
0
G00%
A00%
200%
i)
Ol and ComuTnaty Conporate  DHagnoatic and Estabes Facilities Mizdicine Swipcal &
Family Healthcare Senices Enical Critical Care:
Support

The Trust staff in post for August 2016 is 92.9% of
the establishment, which is an increase of 3.17%
from 89.03% in July 2016.

The Trust’s permanent headcount turnover figure
for the 12 months ending August 2016 is 12.33%
against a national average rate of 13.93%. Thisis a
slight increase of 0.20% compared to the July 2016
figure of 12.13%, showing some stability in the
turnover activity. (This does not include the TFT
TUPE transfer staff which increases the August
2016 permanent headcount turnover figure to
25.72%). The turnover rate for comparison to
August 2015 was 11.82%.

The Trust turnover in month has shown a relatively
steady trend throughout the first quarter of 2016,
with a small increase from 1.97% in July 2016 to
2.05% in August 2016.

The turnover percentage does not include internal
moves, such as promotion or transfers from within
departments or other internal moves within the
Trust.
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Workforce Efficiency

Chart 78

£ 000s

£1,200
£1,000
£800
£600

|

|

Trust Pay Variance
(shown with cumulative quarters)

/\m/

Jul ‘Aug‘Sep‘Oct‘Nov‘Dec‘Jan‘Feb‘ Mar‘ Apr‘Ma% Jun‘ Jul ‘Aug‘ Sep‘
Q2=£49k | Q3=(E476K) | Q4=£1,029k | Q1=£354k | Q2=£711k |
2015/16 ‘ 2016/17 ‘
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(£ 200)
(£ 400)
(£ 600)
(£ 800)

Chart 79

% pay costs

Bank and Agency pay costs

(target <=5%)
15% 1

10% -
1 818%

-—-~~-
-

5% 1 ==O==Bank & Agency costs
Bank Staff

| === Agency Staff

0%

Jul {Aug‘Sep‘ Oct{Nov{Dec‘ Jan{ Feb{ Mar‘ Apr‘May‘ Jun‘ Jul ‘Aug{ Sep‘
Q3=11% ‘ Q4=11%

Q2=12% Q1=10% | Q2=9% |
2015/16 2016/17 \
Chart 80
number of Agency Shifts Above Cap

shifts
4000 ~

3500 -
3000 -
2500 -
2000 -
1500 A
1000
500

0

target zero above cap, based on weekly data

— . cw

Jul ‘Aug‘Sep‘Oct‘Nov‘ Dec‘Jan‘Feb‘Mar‘Apr‘May‘ Jun‘ Jul ‘Aug‘Sep‘
Q2=n/a \ Q3=n/a \ Q4=1133 Q1=3441 \ Q2=2819 \
2015/16 2016/17 \
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The Trust pay variance, expenditure above the
financial envelope of establishment, including
vacancies in August 2016 showed a £557,116
underspend, an increase of £403,372 from the
£153,744 underspend reported in July 2016.

The percentage of pay costs spent on bank and
agency in August 2016 is 8.8% (the July 2016
position was 9%), which equates to £1,521,645, a
decrease of £39,127 from £1,560,772 in July 2016.

The Medicine Business Group has the highest spend
on bank/agency at £1,021,072 in August 2016
which equates to 67.10% of the overall bank/agency
spend, a decrease of 4.43% (£95,283) from the
71.53% July 2016 figure of £1,116,355.

In July 2016, 3.55% of total pay costs were
attributed to bank staff and 5.25% of total pay costs
were attributed to agency staff, which is a slightly
higher % on bank and lower on agency than the July
2016 percentage figures of 3% bank and 6% agency.
The use of bank and agency staff is closely
monitored at Business Group Finance and
Performance meetings and the Establishment
Control Panel

August 2016 shows an increase in the number of
shifts which are taking place above the agency cap of
171, from 1324 in July 2016 to 1495 in August 2016.
Work continues in line with the IDP Agency Cap
programme to address the level of cap breaches and
to model the impact.
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Chart 81 Corporate Welcome attendance remains
% staff Local Induction consistently at 100%. Local induction has decreased
inducted (target 100%) from 70.83% in July to 53.75% in August.
80%

60%

40% 54%

20%

0%

Jul ‘Aug{Sep Oct‘Nov{Dec Jan‘Feb{Mar Apr{May‘ Jun Jul‘Aug‘Sep
Q2=78% Q3=77% Q4=76% Q1=52% Q2=58%
2015/16 2016/17
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Sickness Absence p
The in-month unadjusted sickness absence figure

Chart 82 for August 2016 is 3.60%. This is a decrease of

% staff Staff with Sickness Absence 0.07% compared to the July 2016 adjusted figure of

abeent (T8 (<=3.5% Full Time Equivalentbasis) 3.67%. The sickness rate for comparison in August
2015 was 4.57%.

5%

4% - ™

O—=0—0"9 The reduction in absence has been predominantly
3% - 3:6% from short term absences. In July short term

2% - absence was 1.09% reducing to 0.76% in August
1% A and long term absence increased from 2.58% in
July to 2.87% in August 2016. The management

Jul ‘Aug‘Sep‘ Oct‘Nov‘Dec‘ Jan‘Feb‘Mar‘ Apr‘May‘ Jun‘ Jul ‘Aug‘Sep‘ and monitoring of sickness absence levels

Q2=4.4% | Q3=4.6% | Q4=4.7% | Q1=3.8% | Q2=3.6% . .
SO15/16 | 2016/17 continues through the weekly tracker meetings.

0%

The unadjusted cost of sickness absence in August
2016 is £357,894, a decrease of £13,369 from the
adjusted figure of £371,263 in July 2016. This does
not include the cost to cover the sickness absence.

Community Healthcare, Diagnostics &Clinical
Services, and Surgical & Critical Care have reported
an increase in sickness absence in August 2016.
Community Healthcare (4.24%), Facilities (5.15%),
Medicine (3.66%), and Surgical & Critical Care
(4.01%) are above the target in August 2016.

The top 3 known reasons for sickness in August
2016 are back problems and other musculoskeletal
problems including injury/fracture at 32.82% (a
7.27% increase from 25.55% in July 2016), stress
at 29.61% (a 0.69% decrease from 30.30% in July
2016), and gastrointestinal problems at 6.81% (a
2.33% decrease from 9.14% in July 2016).

Chart 83

Staff Sickness by Business Group - August 2016
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Essentials Training »

Chart 84 In August 2016 there was an increase of 1% in
wsarr  Staff attending "Essentials" Mandatory compliance from the July position, from 86.6%
trained  Training in last 3 years (target>=95%) to 87.6%.
100% -
95% 1 Estates are the only Business Group to achieve
90% - W compliance.
8% ere Diagnostics and Clinical Support achieved
80% - 93.41%, Child & Family 92.16% and
7506 Community 91.33%. The remaining Business
Jul {Aug{Sep‘Oct{NOV{Dec‘Jan{Feb{Mar‘ Apr{May‘Jun‘ Jul {Aug{Sep‘ GI‘OllpS are under 90%.
02=89.1% | Q3=88.6% | Q4=89.4% | Q1=88.3% | Q2=87.1%
2015/16 \ 2016/17

e External training will only be approved if a
member of staff is fully compliant with their
Essentials Training and has an up to date
appraisal.

e Compliance with Essentials training is
required for those staff who are eligible for
a pay increment from the 1st October 2016.

e Monthly emails reminders are sent to all
staff  that are non-compliant.

The trust compliance rate for Prevent Level 2 is

currently 78.29%, Prevent Level 3 is 70.55%
and Information Governance is 87.25%

Return to FRONT page

Your Health. Our Priority.

IPR

www.stockport.nhs.uk 36

Stockport | High Peak


http://www.stockport.nhs.uk/

Integrated Performance Report stockport [\V/z5&
September 2016 Financial Table NHs Foundation Trust

Income and Expenditure Statement

Trust Year-to-date
Annual
Plan Plan Actual Variance
£k £k £k £k
INCOME
Elective 41,668 16,930 17,933 1,003
Non Elective 74,638 30,916 30,568 (349)
Outpatient 34,456 14,051 14,078 27
A&E 12,130 5,026 5,082 56
Total Income at Full Tariff 162,892 66,923 67,661 738
Community Services 31,369 13,209 13,161 (48)
Non-tariff income 61,837 24,084 25,514 1,430
Memo line: Sustainability & Transformation Fund (STF) 8,400 2,100 3,150 1,050
Clinical Income - NHS 256,097 104,216 106,336 2,120
Private Patients 698 291 84 (207)
Other 959 399 400 1
Non NHS Clinical Income 1,656 690 484 (206)
Research & Development 471 198 187 (11)
Education and Training 7,276 3,077 3,074 3)
Stockport Pharmaceuticals/RQC 5,525 2,324 2,103 (221)
Other income 17,907 7,095 7,416 321
Other Income 31,179 12,693 12,779 86
TOTAL INCOME 288,933 117,599 119,598 1,999
EXPENDITURE
Pay Costs (206,174) (89,025)[ (87,960) 1,065
Drugs (16,794) (7,897) (8,027) (131)
Clinical Supplies & services (18,947) (8,582) (9,284) (702)
Other Non Pay Costs (38,553) (17,912) (18,409) (497)
TOTAL COSTS (280,468) (123,415)| (123,680) (265)
| EBITDA [ 8465 [ (.816)] (4,082)] 1,734]
[ Depreciation [ (9.004)] [ @68  (3597)] 90}
Interest Receivable 63 26 37 11
Interest Payable (936) (397) (378) 20
Other Non-Operating Expenses (706) (294) (146) 148
Fixed Asset Impairment Reversal - - - -
Unwinding of Discount (30) - - s
Profit/(Loss) on disposal of fixed assets - - (55) (55)
Donations of cash for PPE 540 - - -
PDC Dividend (4,291) (1,788) (1,788) (0)
| RETAINED SURPLUS / (DEFICIT) FOR PERIOD [ (5,988)| [ (@1,956) (10,007)] 1,948|
Your Health. Our Priority.
IPR

www.stockport.nhs.uk Stockport | High Peak
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Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29" September 2016

Subject: CQC Action Plan

Prepared by: Director of Nursing &

Report of: Director of Nursing & Midwifery Midwifery

REPORT FOR APPROVAL

Summary of Report

Corporate
objective The report of the CQC inspection of Stockport NHS Foundation
ref: Trust, undertaken in January 2016, was published on 11"

August 2016. The overall rating of the Trust is ‘Requires

Improvement’ and an action plan is required by the CQC by 1*

October.
Board Assurance

Framework ref:

This report details the action plan.

The Board of Directors is asked to:

CQC Registration e Approve the action plan and the way in which
Standards ref: progress will be monitored
Equality Impact D Completed
A :
ssessment ] Not required
Attachments:
|:| Board of Directors |:| PP Committee
[] council of Governors [ ] sSD Committee
|:| Audit Committee |:| Charitable Funds Committee
This subject has previously been [] Executive Team ] Nominations Committee
reported to: X Quality Assurance |:| Remuneration Committee
Committee |:| Joint Negotiating Council
|:| F&P Committee Other

-1of3-
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2.1

2.2

3.1

3.2

4.1

4.2

5.1

6.1

INTRODUCTION

The report of the CQC inspection of Stockport NHS Foundation Trust, undertaken in January
2016, was published on 11" August 2016. The overall rating of the Trust is ‘Requires
Improvement’ and an action plan is required by the CQC by 1* October.

BACKGROUND

Following the CQC inspection in January this year, ‘headline’ feedback from the CQC was
provided and some actions were taken immediately to address the concerns raised. The
final report was published on 11" August, and a Quality Summit for key stakeholders was
held on 9" September where the key findings were discussed.

The CQC require a comprehensive action plan to address the ‘requirement notices’ in the
report and the range of other action areas across all the Trust services inspected.

CURRENT SITUATION
A comprehensive action plan has been developed which details all the required actions and
this will be submitted to the CQC by 1* October. It will also then be available on the Trust

website.

The action plan has been presented to the Quality Governance Committee and to the
Quality Assurance Committee during September 2016.

RISK & ASSURANCE

The risk associated with not implementing the CQC action plan is that when the CQC revisits
the Trust, there will have been little or no improvement and the Trust’s CQC rating will
remain the same or deteriorate.

Monitoring of the action plan will be through the Quality Governance Committee, with
assurance provided to the Quality Assurance Committee on progress, which will in turn be
reported to the Board of Directors.

CONCLUSION

A comprehensive action plan has been developed which details all the required actions and
this will be submitted to the CQC by 1* October.

RECOMMENDATIONS

The Board of Directors is asked to:

e Approve the CQC action plan and the way in which progress will be monitored

-30f3-
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Stockport m

NHS Foundation Trust

Our Improvement Plan — responding to the
Care Quality Commission Report

October 2016
Gillian Easson, Chairman

Ann Barnes, Chief Executive

Version as at October 2016 — Not yet approved with CQC
The plan is a live document, and will be adapted based on feedback



Introduction

Stockport NHS Foundation Trust underwent a comprehensive inspection by the Care Quality Commission (CQC) in January 2016.

The inspection was structured around the CQC’s 5 key questions (are services safe, effective, caring, responsive, and well-led?) for each of the
following eight core hospital services, plus community services:

A+E

Medical care, including frail elderly
Surgical care, including theatres
Critical care

Maternity and family planning
Children and young people

End of Life Care

Outpatients diagnostic and imaging

The Trust was rated overall as ‘Requires Improvement’ by the CQC

Our ratings for Stockport NHS Foundation Trust

Safe Effective Caring Responsive Well-led Overall

Overall : Requires Good Good . Requires Good . Requires
improvement improvement improvement

This comprises of the following individual ratings:

Stepping Hill Hospital (eight service areas): 5 Good, 3 Requires Improvement
Community Health Services for Adults: Requires Improvement

Community Health Services for Children, Young People and Families: Good
Community Health Inpatient Services: Good

End of Life care: Good



The final CQC reports were published on 11" August and the Quality Summit was held on 9" September 2016.
The reports are available from:

http://www.cgc.orqg.uk/sites/default/files/new reports/AAAF0543.pdf

Governance Processes

Internal

» The Board of Directors approves CQC Action Plan and receives monthly assurance updates

» The Quality Assurance Committee provides non-executive director led scrutiny on progress

» The Quality Governance Committee directly monitors and provides assurance on delivery of the CQC Action Plan

External
* CQC reviews delivery of CQC Action Plan and re-inspects the Trust


http://www.cqc.org.uk/sites/default/files/new_reports/AAAF0543.pdf

The key themes identified in the report

3 priorities to address | work has already started

We need to improve the safety of patients in our Emergency Department by reducing overcrowding
and improving nursing and medical staffing. We aim to reduce overcrowding by reducing Emergency
Department attendances and admissions, and by enhancing capacity and flow through the hospital. These
actions will not only improve patient safety, but also the care and experience of patients and families in the
Emergency Department.

We need to continue to improve our nursing and medical staffing through effective recruitment and
retention of staff, looking at new roles and continuing to reduce reliance on temporary staff. Whilst
significant progress has been made, we recognise that there remains work to do in specific areas such as
the Emergency Department, medical wards and Community Nursing.

We need to improve and maintain compliance with mandatory training and appraisals for all staff.



Version Control

Version(s) |Approval
Drafts 1-2
Version 1

Collation and consultative review as part of the process for development
Approved by Trust Executive 28 September 2016

Action Plan Submitted to |30 September 2016.
CQC



CQC Action Plan Status - Position at 30 September 2016

: : : : Overdue /
Service/Speciality Regulatlg(r)l /gﬁgﬂ:(rieg;ent/Must Action No Fln?DI:tZtlon No. of Actions Completed On Track Risks Overdue
Should 1 |
1-5

I
Stockport NHS Foundation Trust Regulation Requirement 31/12/2016 22 1 [ ]
Stockport NHS Foundation Trust Should do 6-18 31/12/2016 4 [ ]
Urgent and Emergency Care Must do 19-32 31/12/2016 36 4 ]
Urgent and Emergency Care Should do 33-47 31/12/2016 25 4 ]
Medicine Must do 48-51 31/12/2016 10 4 [ ]
Medicine Should do 52-54 31/10/2016 6 ]
Maternity and Gynaecology Must do 55-61 01/12/2016 13 ]
Maternity and Gynaecology Should do 62-66 01/12/2016 7 ]
Community End of Life Care Must do 70-71 01/12/2016 5 ]
End of Life Care (Hospital) Must do 72-76 30/04/2017 10 ]
Community Adults Must do 77-80 31/12/2016 12 ]
Community Adults Should do 81-89 31/12/2016 15 [ ]
Children and Young People Must do 90-95 31/12/2016 31 ]
Diagnostics Should do 96-101 31/03/2016 13 [ ]
Critical Care Must do 102 31/12/2016 2 ]
Critical Care Should do 103-106 31/12/2016 4 [ ]
Surgery Should do 107-115 31/12/2016 18 ]

Key- Action Confidence Assessment
Blue = Completed Green =0On Track Amber = Risk of Non Delivery Red = Overdue and cause for concern




CQC Action Plan Regulatory Requirements

Regulated Activitiy

Regulation

Action area

Action required

Responsible person

Target date  Comments on progress

Completion Status

ED expansion plans agreed at Board level July 2016.
This will increase trolley spaces by 7 majors cubicles

Director of Medicine /

reducing the number of patients within ED who will
require isolation.

1a which should reduce the reliance of use of the corridor Chief Operating Officer 311212016
space.
ED Care indicators show
Regulation 10 HSCA (RA) Regulations 2014 Dignity and 9 i i
res%ect (RA)Reg oniy Health Ensure that all Service Users are treated with 1b  [Continued monitoring of Nursing Care Indicators. ED Matron 01/09/2016 re 2?§Sﬁochzl;fn§eRzghem
Nursing Care and Solcial Care Act 2008 (Regulated Activities) dignity and respect CQC observed multiple ’ April to %ulyy2016 P
Treatment of disease, disorder . occasions where patients privacy and digni P .
Regulations 2014 (part 3) p p 4 gnity
or injury gu att p was not maintained in the Emergency — - ——— — -
Regulations 10 (1) (2) (a) Department Dignity and Respect, Equality and Diversity training to  |ED Matron, Business 31/10/2016
Service Users must be treated with dignity and respect ’ be monitored and staff identified routinely if out of date. |Manager, Clinical Director
1c
Commence discussions with NWAS regarding ED Matron 31/10/16
1d handover process on arrival to the Emergency
Department
Regarding pain scores - patients cannot now be fully ED Nurse Consultant 15/09/2016 [Changes to AdvantisED
triaged without having a pain score entered into made.
2a |AdvantisED. Pain has to be re-assessed at
commencement of Medical assessment.
The ED Nursing care indicators (12 & 13) include ED Matron 30/09/2016
"There is documented evidence in the notes of regular
2b |diet and fluids if not NBM". Ongoing adherence
monitored by Head of Nursing and ED Matron.
To move the Anderson score assessment to be ED Matron 30/09/2016
2c available for completion on arrival in ED.
Staff huddles regarding appropriate medication storage.|ED Matron 30/09/2016
2d
Ensure that care and treatment is provided in =P Tihe "G Sag" sch : o =D PR Tond So/00/2056 T i S
X X a safe way for service users. COC found: eviewed the "Green Bag" scheme for patient's armacy Lea 0 support this, work has
Regulation 12 HSCA (RA) Regulations 2014 Safe Care and Risks to p);tients were not alwa(\})s recognised medication to ensure they are larger and more fit for been done to ensure all
Nursing Care Z:lzatsn;i?;l Care Act 2008 (Regulated Activities) pealtn and assessed  Control measures not putpose. a;‘nttﬁulancte crewz arteh aware
2 Treatment of disease, disorder |Regulations 2014 (part 3) always in place to mitigate these risks 2e cenviony G:;rT atnh (:1 er_t |
e ! Requlati 12 (1) (2 b h Medicines were not always managed safely services within the hospital
orinjury Cegu a:jotns ; ( )t( ) (?)b( ) €) '(d?)d(‘) ¢ ¢ . |or stored securely Patients were not always are clear on how they are to
are and treatment must be provided in a saie way for service protected from risk of infections/isolated and be used.
users clinical areas not always cleaned between
patients uses in the emergency department Safe and Secure Handling of Medicines Audit (Duthie) |ED Pharmacy Lead / ED [30/11/2016
2f planned for October 2016. Matron
The drug fridge in the Resuscitation area of the ED is  |ED Pharmacy Lead / ED |31/08/2016
locked by staff in line with the policy and is subject to Matron
2g |random spot checks by the ED Matron to ensure
compliance.
Matron / Pharmacy to benchmark ED medicines ED Pharmacy Lead / ED |30/11/2016
2h management against Trust policies. Matron
Ward reconfiguration of acute medicine will allow for Director of Business 31/10/2016
GP referrals with possible infections to be isolated Group / Chief Operating
5 outwith ED in the acute medical unit. Therefore Officer
i




Regulated Activitiy

Regulation

Action area

Action required

Responsible person

Target date Comments on progress

Completion Status

The ED Nursing care indicators (12 & 13) include ED Matron 31/08/2016
Regulation 14 HSCA 2008 (Regulated Activities) Regulations [Ensure that nutritional and hydration needs of "There is documented evidence in the notes of regular
Meeting nutritional needs service users are met. CQC found that diet and fluids if not NBM". Ongoing adherence
. Health and Social Care ACT 2008 (Regulated Activities) patients were not always provided with monitored by Head of Nursing and ED Matron.
Nursing Care . L L 3a
Regulations 2014 (part 3) adequate nutrition and hydration in the (currently at 100%)
Regulations 14 (1) The |Emergency Department and that fluid balance
nutritional and hydration needs of service users must be met |recording was not always completed
ED risk register to be robustly monitored and discussed |Consultant Governance  |30/09/2016 |Risk register discussed at
E in detail and actioned accordingly at every ED Quality |Lead & Business Manager 07/09/2016 meeting and is a
) 4 nsure that systems and processes are Board meetin reqular agenda item
Regulation 17 HSCA (RA) Regulations 2014 Good established and operated effectively to 4a 9- 9 9 :
governance ensure compliance. CQC found that in the
Nursing Care Health and Social Care Act 2008 (Regulated Activities) Emergency Department key risks had not
Treatment of di , disord Regulati 2014 t3 been identified and d including th - - —
reatment ot disease, disorder eguations (part 3) een ldentiiied and assessed Including the Risk Assessment process formalised within the Consultant Governance  |30/09/2016
orinjury Regulations 17 (1) (2) (b) (c) risk of patients blemg pla9§d and Business Group (process in place March 2016) Lead, ED Matron
Systems or processes must be established and operated accommodated in non clinical areas such as including monthly informal review of pending risks and Busin’ess Mana ér
effectively to ensure compliance corridors. Records were not always up to date| 4b formal rgonthly eriew at Business GFr’oup Q?Jality Governance & guélity
d lacked detail i - " -
and lacked detallIn some cases Governance Board, feeding into the Trust Quality Manager, Director
Governance Committee.
International Recruitment continues with an additional |Head of Nursing 30/11/2016
Ensure that there are sufficient numbers of 5a |60 registered nurses commencing from November.
suitably qualified, competent, skilled and 201§: As at eﬁd of August 2016 thg vacancy rate in ED _
experienced persons deployed. CQC found 5b Additional registered nurses per shift to be agreed. Head of Nursing 30/09/2016
. . . that in the Emergency Department there was
Regulation 18HSCA (RA) Regulations 2014 Staffing routine staffing deficits with 54 out of 121 5c  |Ensure minimum safe staffing policy is adhered to. Head of Nursing 30/09/2016
Health and Social Care Act 2008 (Regulated Activities) e . N
Regulations 2014 (part 3) shifts in a four month period being - n - -
Nursing Care g i (] understaffed by at least one qualified nurse. 5d The Trust is running next Health Care Assistant Head of Nursing 30/11/2016
Regulations 18 (1) (2) (a) The uptake f i ; recruitment open day 24th September.
. ) " . ptake for mandatory training for nursing — - : - -
Sufficient numbers of suitably qualified, competent, skilled and | cc - 4o dical staff was significantly lower Actions in place to achieve and sustain compliance. ED Matron, Business 31/10/2016 |As at 01/08/2016 Level 3
experienced persons must be deployed. that the expected target in a number of 5e Ot{ts_tanding staff identified and dates planned for Manager, Clinical Director agul_t safeguarding tr;iining
subjects. The appraisal rated for staff were training completion. within ED is at 89.74%.
consistently and significantly below the trusts All outstanding staff for mandatory training to be ED Matron, Business 31/10/2016
target 5f  [identified and dates planned for training completion Manager, Clinical Director

scheduled.




CQC Action Plan The Hospital

Action area

The Hospital Should:

Action required

Responsible person

Target date

Comments on progress

Completed Date

The hospital should ensure that all actions and and lessons
learned from serious incidents are regularly reviewed and
completed appropriately

Develop a robust mechanism within the Trust Head of Risk and 31/12/2016
to ensure that there is a system in place to Customer Services
share learning from incidents. Including 6a
introduction of "7 minute briefing template".
Redesign the monthly High Profile report to Head of Risk and 31/08/2016
highllight more clearly lessons learnt 6b [Customer Services / All

Governance Leads
Monthly review meetings with Clinical Head of Risk and 31/08/2016
Commissioning Group which monitor robust Customer Services / All
action completion to include all business 6¢c |Governance Leads

groups for constructive feedback on reports
submitted

Consider monitoring all four harms outlined in the national safety
thermometer for the Emergency Department

See Urgent and Emergency Services tab.

Consider reviewing the number of defibrillators in the Emergency
Department to assess whether additional equipment is required

See Urgent and Emergency Services tab.

Consider that essential resuscitation equipment is
regularly checked and that these checks are recorded
in the emergency department.

See Urgent and Emergency Services tab.

10

Consider that all appropriate risk assessments are
completed for patients attending the emergency
department.

See Urgent and Emergency Services tab.

11

Consider that there are adequate numbers of suitably
qualified nursing staff on duty at all times in the
emergency department.

See Urgent and Emergency Services tab.

12

Consider that all patients receive nutrition and
hydration while in the emergency department.

See Urgent and Emergency Services tab.

13

Consider that patients receive adequate pain relief
within the emergency department if it is required.

See Urgent and Emergency Services tab.




14

Action area

Consider that any actions which are recommended as
a result of audits should be monitored and updated
regularly.

Action required

Clinical Audit Steering Group to continue to

review completion and monitoring of actions.

1l4a

Responsible person

Deputy Medical Director

Target date

30/08/2016

Comments on progress

15

Consider that deceased patients and their families are
treated with compassion and dignity at all times in the
emergency department.

See Urgent and Emergency Services tab.

Completed Date

16

Consider that medical patients are not
accommodated on the CDU or MAU unless there are
exceptional circumstances.

See Urgent and Emergency Services tab.

17

Consider that patients waiting for inpatient beds in the
emergency department are kept informed of any
delays in their allocation of a bed.

See Urgent and Emergency Services tab.

18

Consider that there is clear nursing leadership within
the emergency department and that the matron is
able to undertake her management role effectively

and unimpeded by the pressures of the department.

See Urgent and Emergency Services tab.




CQC Action Plan - Urgent & Emergency Services

Action area

The Hospital Must:

Action required

Responsible person

Target date

Comments on progress

Date completed

Introduction of 'Staff huddles' regarding ED Matron 30/08/2016
19a |appropriate medication storage.
Reviewed the "Green Bag" scheme for ED Pharmacy Lead 30/09/2016 To support this, work has been done
patient's medication to ensure they are larger to ensure all ambulance crews are
19b and more fit for purpose. aware of the system and other
services within the hospital are clear
on how they are to be used.
- . Regular and annual Safe and Secure Handling |ED Pharmacy Lead /  [30/11/2016
Ensure that all medications in the emergency department are - . .
19 . of Medicines Audit (Duthie) planned for ED Matron
securely stored at all times. 19c
October 2016.
The drug fridge in the Resus area of the ED is |ED Pharmacy Lead / |01/09/2016
locked by staff in line with the policy and is ED Matron
19d [subject to random spot checks by the ED
Matron to ensure compliance.
Matron / Pharmacy to benchmark ED ED Pharmacy Lead /  |30/11/2016
19e |medicines management against Trust policies. |ED Matron
Staff to be made aware of importance of giving |ED Matron 01/09/2016
20a [timely medications via safety huddles.
Ensure that patients received their medications in timely manner - — — - -
20 and ensure that any necessary checks are - TlTG: (;rgilﬁal mzd:::aﬁc;gs;gﬁbszlt?ided in ED Matron 30/09/2016
completed in line with local and national guidance and policy in outsta g actions entilied at tnage.
the emergency department. Appropriate medication checks to be reviewed |ED Pharmacy Lead / |31/10/2016
20c |and changes made as required. ED Matron
Staff reminded of the importance of timely ED Matron 30/09/2016
2la -
Ensure that patient records are accurate, up to date and reflect :iocumen?ta.ltlon.f el TED ED Matron/ Head of 130/09/2016
21 the care the patient receives in the emergency n recognition of the Impac pressures are latron fHead o
d having, the Trust have implemented one or two |Nursing.
epartment. 21b . . .
additional registered nurse post per shift.
Actions in place to achieve and sustain ED Matron, Business |31/10/2016 As at 01/08/2016 Level 3 adult
222 compliance. Outstanding staff identified and Manager, Clinical safeguarding training within ED is at
Ensure that all staff are up to date with their mandatory training in dates planned for training completion. Director 89.74%.
22 the emergency department. Specifically in relation
to life support and patient manual handling. All outstanding staff for mandatory training to  |ED Matron, Business |31/10/2016
22b |be identified and dates planned for training Manager, Clinical

completion scheduled.

Director




23

Action area

Ensure that patients are protected from infections by isolating
patients with suspected infections and cleaning areas
where patients receive care in line with their infection control
policies and procedures in the Emergency Department.

23a

Action required

Ward reconfiguation of acute medicine will
allow for GP referrals with possible infections
to be isolated outwith ED in the acute medical
unit. Therefore reducing the number of patients
within ED who will require isolation.

Responsible person

Director of Business
Group / Chief
Operating Officer

Target date

31/10/2016

Comments on progress

Date completed

23b

To scope additional resources to support
maintanence of the ED environment.

ED Matron

31/10/2016

23c

To review the role of Porters in ED to
incorporate elements of environmental
maintenance.

Business Manager

30/09/2016

24

Ensure that patients risk is appropriately identified and all
possible measures are taken to minimise risks to patients
safety are in place. Specifically in relation to patients being
accommodated in areas not designed for clinical care
such as corridor areas.

24a

To move the Anderson score assessment to
be available for completion on arrival in ED.

ED Matron

01/09/2016

24b

Poor compliance of fluid balance entry
completion is being discussed for increased
compliance at ED safety huddles and will be
monitored for future improvement.

ED Matron

01/09/2016

24c

It has been recognised that AdvantisED
system does not pull through fluids given once
documented as administered. To be
investigated and addressed by I.T. department.

ED Matron

31/12/2016

24d

Regarding pain scores - patients now cannot
be fully triaged without having a pain score
entered into AdvantiseED. Pain has to be re-
assessed at commencement of Medical
assessment.

ED Nurse Consultant

15/09/2016

25

Ensure that patients are treated with dignity and compassion and
that their dignity and privacy is maintained at all
times while they are in the emergency department.

25a

Dignity and Respect, Equality and Diversity
training to be monitored and staff identified
routinely if out of date.

ED Matron, Business
Manager, Clinical
Director

31/10/2016

Nursing Care Indicators have
improved - ED Care indicators show
100% compliance with regards to
Dignity & Respect April to July 2016.

26

Ensure that patients can access emergency care and treatment in
a timely way.

26a

To implement a formal clinical esclation model.
To include escalation directly to consulant,
specific amangement of elctive activity in times
when thresholds related to capacity, demand
and activity.

Chief Operating Officer

31/10/2016

26b

Increase nurse staffing establishment.

Head of Nursing

30/09/2016

26¢

Review alternative workforce models.

Head of Nursing / ED
Matron

30/09/2016

26d

Continue to progress workstreams which are
planned to implement alternative models of
emergency care access.

Chief Operating Officer
/ Director of Medicine

31/11/2016




Action area

Action required

Review of escalation triggers to ensure a
consistent and proportionate response is
always provided to times of surge both in and

Responsible person

Deputy Chief Operating
Officer

Target date

31/10/2016

Comments on progress

Date completed

27a |out of hours. This piece of work is being led by
the Deputy Chief Operating Officer to ensure a
"whole hospital" response.
A review of the roles and responsibilities of the |Associate Medical 31/10/2016
27 Ensure that the trusts internal escalation policies are followed Medical On-Call service to ensure we are Director
appropriately. 27b  |supporting the key pressure points within the
system and we have a fit-for-purpose On Call.
A review of patient flow through the Acute Clinical Director 31/10/2016
Medical Unit to the specialty wards to ease
27 times of surge - this is being led by the Clinical
€ |Director for Acute Medicine and will include
criteria for outlying patients and suitability of
transfer to specialty beds.
Ensure that there is an adequate policy or procedure to guide the Procedure in place alongs_lde risk asse;s_sment Head of Nursing 30/09/2016
28 i i e . 28a |for management of capacity when additional
practice of 'boarding' to ensure patient safety. .
beds required.
ED risk register to be robustly monitored and |Consultant Governance [30/09/2016 Risk register discussed at
discussed in detail and actioned accordingly at [Lead & Business 07/09/2016 meeting and is a regular
29a N X !
every ED Quality Board meeting. Manager agenda item.
Risk Assessment process formalised within the|Consultant Governance [31/03/2016
Business Group. Lead, ED Matron,
Ensure that all risks identified in relation to the emergency 29b Business Manager, .
A - Governance & Quality
29 department are appropriately risk assessed and -
R X Manager, Director
appropriate control measures are in place.
Monitoring of compliance via monthly informal [Consultant Governance|01/09/2016
review of pending risks and formal monthly Lead, ED Matron,
20¢ review at Business Group Quality Governance [Business Manager,
Board, feeding into the Trust Quality Governance & Quality
Governance Committee. Manager, Director
Secure a loan of 2 defibrillators to give a ED Matron / Business |30/09/2016
30a |complement of 4. Manager
Ensure that there is an adequate provision of
30 equipment used for resuscitation in all areas of the i _ i i
Submit request for 2 additional machines to ED Matron / Business |31/10/2016

emergency department.

30b

replace those on loan.

Manager




Action area

Ensure patients are offered food and drinks where

Action required

The ED Nursing care indicators (12 & 13)
include "There is documented evidence in the
notes of regular diet and fluids if not NBM".

Responsible person

ED Matron

Target date

31/08/2016

Comments on progress

Date completed

additional equipment is required.

Trust and present feasability study to Quality
Governance Committee

31 clinically advised by staff members 3la Ongoing adherence monitored by Head of
Nursing and ED Matron. (currently at 100%)
New Incremental pay progession policy to Executive Direcor of 01/05/2016
324 |include requirement for appraisal before HR
32 Ensure that staff within the emergency department increment to be launched
receive their annual appraisals Executive Direcor of  |01/05/2016
32b  |All staff to made aware of new Incremental Pay|HR
progression
The Hospital Should:
Secure a loan of 2 defribillators to give a ED Matron / Business |30/09/2016 Draft discussed at Business Group
Ensure that there is an adequate provision of equipment used for 33a complement of 4. Manager Quality Board 14/09/2016.
33 resuscitation in all areas of the emergency Submit request for 2 additional machinesto  |ED Matron / Business |31/10/2016
department. 33b  [replace those on loan. Manager
The ED Nursing care indicators (12 & 13) ED Matron 31/08/2016
include "There is documented evidence in the
34 Ensure patients are offered food and drinks where clinically 34a notes of regular diet and fluids if not NBM".
advised by staff members. Ongoing adherence monitored by Head of
Nursing and ED Matron.(currently at 100%)
35a New Incremental pay progession policy to Executive Direcor of 01/05/2016
35 Ensure that staff within the emergency department receive their include requirement for appraisal before HR
annual appraisals. 350 All staff to made aware of new Incremental Pay|Executive Direcor of 01/05/2016
progression HR
36a Sepsis audit within routine audit plans. ED Audit Lead 31/10/2016
Review of processes in view of Sepsis CQuUIN |Medical Director 31/12/2016
and introduction of clinical leads to implement
. . . ) L 36b )
Ensure that the care provided to patients presenting with sepsis is best practice.
36 evidence based and in line with national and local
guidance and ensure that this is reviewed and audited regularly. Audit Lead to be supported to review all Director of Business 31/10/2016
outstanding Audit action plans and amend Group, Associated
36¢ |accordingly. Medical Director, ED
Clinical Director &
Business Manager
Consider monitoring all four harms outlined in the Review the use of the safety thermometer and |ED Matron 31/10/2016
37 national safety thermometer for the emergency 37a |monitor those areas directly relevant to
department. emergency care.
Consider reviewing the number of defibrillators within Hospital Sumwal Gro.up. to review feasibility of Hospital Survival Group|30/11/2016
standardisation of defibrilaltors across the
38 the emergency department to assess whether 38a




39

Action area

Consider that essential resuscitation equipment is
regularly checked and that these checks are recorded
in the emergency department.

39%a

Action required

Daily checks in place. To be spot audited by
Matron & Head of Nursing.

Responsible person

ED Matron / Head of
Nursing.

Target date

31/10/2016

Date completed

Comments on progress

40

Consider that all appropriate risk assessments are
completed for patients attending the emergency
department.

40a

Work ongoing to utilise AdvantisED to
mandate risk assessment documentation e.g.
a patient cannot be fully triaged without having
a pain score entered into AdvantiseD.

ED Matron

15/09/2016

41

Consider that there are adequate numbers of suitably
qualified nursing staff on duty at all times in the
emergency department.

4la

International Recruitment continues with an
additional 60 registered nurses commencing
from November 2016. As at end of August
2016 the vacancy rate in ED is less than 4%.

Head of Nursing

30/11/2016

41b

Additional registered nurses per shift to be
agreed.

Head of Nursing

30/09/2016

41c

Ensure minimum safe staffing policy is
adhered to.

Head of Nursing

30/09/2016

41d

The Trust is running next Health Care
Assistant recruitment open day 24th
September.

Head of Nursing

30/11/2016

42

Consider that all patients receive nutrition and
hydration while in the emergency department.

42a

The ED Nursing care indicators (12 & 13)
include "There is documented evidence in the
notes of regular diet and fluids if not NBM".
Ongoing adherence monitored by Head of
Nursing and ED Matron. (currently at 100%)

ED Matron

31/08/2016

43

Consider that patients receive adequate pain relief
within the emergency department if it is required.

43a

Regarding pain scores - patients now cannot
be fully triaged without having a pain score
entered into AdvantiseD. Pain has to be re-
assessed at commencement of Medical
assessment.

ED Nurse Consultant

15/09/2016

Changes to AdvantisED made.

44

Consider that deceased patients and their families are
treated with compassion and dignity at all times in the
emergency department.

44a

Nursing Care Indicators have improved - ED
Care indicators show 100% compliance with
regards to Dignity & Respect April to July
2016.

ED Matron

01/09/2016

44b

Dignity and Respect, Equality and Diversity
training continues on an upward trajectory to
then achieve minimum 85% compliance.

ED Matron / Business
Manager

31/10/2016

44c

The bereavement room facilities and
environment will be reviewed and
imporvements made as required

ED Matron

31/10/2016




45

Action area

Consider that medical patients are not
accommodated on the CDU or MAU unless there are
exceptional circumstances.

Action required

Procedure in place alongside risk assessment
for management of capacity when additional
beds required.

Responsible person

Head of Nursing

Target date

30/09/2016

Comments on progress

Processes put in place by Chief
Operating Officer following risk

assessment written by Head of

Nursing, shared on 31/05/2016 to all
Senior Managers on call, all

46

Consider that patients waiting for inpatient beds in the
emergency department are kept informed of any
delays in their allocation of a bed.

Date completed

a7

Consider that there is clear nursing leadership within
the emergency department and that the matron is
able to undertake her management role effectively

and unimpeded by the pressures of the department.

45a Executives on Call and all Nursing
Site Managers. Managers are now
using these documents in times of
extremis to prioritise the needs of
our patients and the needs of our
services accordingly.
Reviewing nurse staffing and flows in the ED to|ED Matron 31/10/2016
ensure that ambulatory patients waiting for an
in-patient bed have a named nurse responsible
46a for their care - this will allow the Bed Managers
and Shift Co-ordinators to be aware of bed
allocation to in turn inform a patient's named
nurse.
Nursing staffing levels are being increased Head of Nursing 30/09/2016 see action 5
within the ED to ensure there is sufficient staff
a6b |0 maintain safety in times of surge and ensure
communication to patients and their families is
prioritised.
A review of senior nursing support within the  |ED Matron / Head of ~ |31/10/2016 Within the Medicine business group
department with a proposal to introduce a Nursing. all the matrons have time allocated
47a |Consultant Advanced Practitioner role as daily (8-10am) to be visible in their
additional clinical nurse leadership. clinical areas. Nursing leadership
with the Business group is aware of
- - the need to protect Matron
A review of the role of the Nurse Co-ordinator |ED Matron / Head of ~ |30/10/2016 management time.
and Shop Floor Lead to ensure clarity of roles |Nursing.
47p |and responsibilites in addition to consistency of

approach across all practitioners.




CQC Action Plan - Medical Care (including Older People's Care)

Action area

Action required

Responsible person

Target date

Comments on progress

Date completed

The Hospital Must:

International Recruitment continues with an Medicine Matrons / 30/11/2016
additional 60 registered nurses commencing |Head of Nursing
48a from November 2016. As at end of August
2016 the vacancy rate in ED is less than 4%.
Active recruitment days throughout the year, [Medicine Matrons / 30/11/2016
48b liaising with universitities to attract new Head of Nursing
48 Ensure the agreed establishment of qualified nurses are graduate nurses.
employed and deployed in the medical division. Review of exit questionnaires to ascertain Medicine Matrons / 30/11/2016
48c themes and trends with a view to improve Head of Nursing
recruitment and retention.
Daily equalising of staff and skill mix to Medicine Matrons / 30/11/2016
48d -y )
maximise safety across the Trust. Head of Nursing
Monthly review of Business Group wide Medicine Matrons / 30/11/2016
48e nursing staff to redistribute staff if necessary. |[Head of Nursing
Monitoring of inappropriate transfers by All Governance Leads |01/09/2016
49a incident reporting system.
Adherence to policy report to be undertaken Risk and Customer 31/12/2016
with findings presented to Risk Management |Services Team
49b . )
Committee for development of action plan. Manager
49 Ensure patients are not transferred from ward to ward for non
clinical reasons and out of hours. Trust wide bed reconfiguration ongoing which |Director of Business ~ [31/10/2016
will allocate appropriate bed numbers to Group / Chief
specialties with a view for more appropriate Operating Officer
49¢c patient allocation, improved length of stay and
timely discharge.
Through the Stockport Together Intermediate |Director of Business 30/11/2016
Tier programme a new model of care is being |Group / Head of
implemented with a focus on Discharge to Capacity and Flow
Assess (Home First), increased Packages of
Ensure that patients are discharged to their Care in the commumty, the implementation of
50 appropriate place of care when medically fit to do so 50a an Integrated Discharge team across Health
’ and Social care and the introduction of a Crisis
response team to in-reach into the Trust to
expedite discharge.
. Business Group to review budgets to consider |Head of Nursing / 31/10/2016
Ensure that records trollies are kept Iockgd when funding lockable notes trolleys for all Director of Business
51 unattended to ensure they are not accessible to the 5la

general public.

appropriate areas.

Group




Action area

The Hospital Should:

Action required

Responsible person

Target date

Comments on progress

Date completed

. Business Group to review budgets to consider |Head of Nursing / 31/10/2016
Ensure that records trollies are kept locked when unattended to . . )
52 - p 52a |funding lockable notes trolleys for all Director of Business
ensure they are not accessible to the general public. .
appropriate areas. Group
Regular hand hygiene audits ongoing. Ward Sisters / Charge |01/09/2016
53a Nurses / Infection
Prevention
Senior Staff completing ad hoc Infection Business Managers / |01/09/2016
53 Ensure hand hygiene rules are met by staff. 53b Prevention walk rounds. Clinical Directors /
Matrons
Ad hoc checking by senior staff at least four Business Managers/ [01/09/2016
53c times per month. Clinical Directors /
Matrons
Daily review of outliers completed by Patient |Head of Capacity & 01/09/2016
54a Flow Team with proactive attempts to get Flow
54 Ensure patients receive care on a designated medical ward patients to their best location.
wherever possible. The Medicine ward reconfiguration is designed |Director of Business ~ [31/10/2016
54b to ensure the Cardiology reconfiguration meets [Group

demand.




CQC Action Plan - Maternity & Gynaecology

Action area

The Hospital Must:

Action required

Responsible person

Target date

Comments on progress

55

Trust must ensure all staff are up to date with Adult Basic Life
Support training.

55a

Improve compliance rate for all staff to 100%
in regards to Basic Life Support training by
ensuring all ward managers are supported in
monitoring timely compliance of their staff.

All Line Managers

31/10/2016

Up to date compliance as of August
16 is 75% from a baseline at
inspection of <60%

55b

Central monitoring all episodes of withdrawal
from training due to ward/department
pressures

Governance Lead

31/10/2016

56

Trust must ensure there is a system in place to learn and share
learning from incidents, both locally and across the wider Trust

56a

Develop a robust mechanism within the
business group to ensure that there is a
system in place to share learning from
incidents. Including introduction of "7 minute
briefing template”.

Governance Lead

30/09/2016

56b

Development of Key Issues report to be
submitted monthly to the business group
Governance Board and cascaded down to
wards and departments

Governance Lead

31/10/2016

56¢

Ensure Monthly Trust Governance report
which highlights lessons learned is shared with
all wards and departments within business
group

Governance Lead

30/09/2016

57

Trust must ensure all steps of the Safer Surgery checklist are
completed for all surgical procedures in the obstetric theatre.

57a

Re-audit of Maternity WHO Checklist to be
completed

Governance and Audit
Leads

31/10/2016

57b

Develop Maternity team specific guidance
following audit with cascade training to ensure
adherence to WHO principles

Anaesthetic Consultant

30/11/2016

Discussed at labour ward forum
August

58

The Trust must ensure a system is in place to monitor patient
outcomes against set local or national targets.

58a

Re introduce the use of RCOG Dashboard to
be presented at Governance Quality Board
with exception reporting at the Trust
Performance/Finance meetings

Head Of Midwifery
(HOM)/Clinical Director
(CD)/Director

31/10/2016




Action area

Action required

Improve compliance rate for all staff to 95% in
regards to Skills Drills training by ensuring all
ward managers are supported in timely

Responsible person

All Line Managers

Target date

31/10/2016

Comments on progress

Up to date compliance as of August
16 - 80% from a baseline at
inspection of 74%

with additional mental and physical health need is provided

59a |compliance of their staff. Central monitoring of
59 The Trust must ensure that all midwives are up to date with Skills staff being withdrawn from training due to unit
Drills training activity.
Central monitoring all episodes of withdrawal |Governance Lead 31/10/2016
59p |from training due to ward/department
pressures
Develop bespoke training package for Governance Leads C & F |01/12/2016 Discussed at labour ward forum
The Trust must ensure midwives assisting the anaesthetist in the midwives to complete and demonstrate /Surgery August
60 . TS TS B . 60a L ) .
obstetric theatre are trained in line with national guidance. competence in line with National Guidance
Continued monitoring of feedback from HOM/CD/Director 09/09/2016
61a patients via friends and family surveys, | pad
Surveys and Complaints.
6 The Trus_t mufsthensurelz‘thatf tfr]]ere 1S {isysten‘ﬂdfolg COF(;IIHUT(US Monthly Trust Governance Report to highlight |Head of Risk and 31/10/2016
1 monitoring of the quality o t € service provided and make themes and trends in incidents, claims and Customer
necessary improvements. 61b complaints, external concerns and be Services/Governance
presented to Quality Governance Committee |Lead/BG Director
and Business Group Quality Boards
The Hospital Should:
Review process for equipment cleaning and Labour Ward Lead 01/10/2016
checking and develop new checklist
62a
62 To ensure that there is assurance that all emergency equipment
is in full working order at all times
Recruit to midwifery assistant staffing HOM 01/10/2016
62b |vacancies.
. Liaise with lead pharmacist to review current  |Director of Business 30/09/2016
63 Ensure input from thg _pharmacy department for-the management 63a  |support and medicine administration Group
of medicines on the maternity services processes.
Submit data to SCN and display reports when |HOM 01/11/2016
64a |published
64 Ensure there is a system in place to monitor improvements
identified during audits Continue to submit data to the maternity data |HOM 01/11/2016
64b |set and display published reports
. L o . CQC action plan for 2014 has clear trajectory |HOM/Director as per CQC action
65 Ensure sufficient specialist midwifery cover to support patients 65a |for this and this is being met plan 2014




Action area Action required Responsible person Target date Comments on progress

) ) ) Additional colposcopy and hysteroscopy clinics |Director of Business Group (30/06/2016
66 Ensure times against national 2 Wgek cancer referral to treatment 66a |were established June 2016. / Business Manager
targets are improved




CQC Action Plan - Community End of Life Care

Action area

The Trust Must

Action required

Responsible person

Target date

Comments on
progress

Date completed

Consultant in Palliative
Medicine and Macmillan

67a Complete Risk Assessment for the lack of Consultant Palliative Medicine L 31/10/2016
Palliative Care Lead
67 Review the lack of medical cover for out of hours and annual Nurse
leave for the specialist palliative care team
Pursue an outcome following the Business Case submission for additional Acting Director
67b  [Consultant / Medical cover for the Specialist Palliative Care Team - Community Business 01/12/2016
awaiting decision, track progress of decision making. Group
68 Identify named staff (individuals and groups) from the Electronic Staff Community EOL 31/10/2016
a Record / Trust Training Matrix that require this training Facilitator
Focus should be made on increasing the number of community 68b At the next Education Governance meeting discuss the inclusion of this Learning and 31/10/2016
68 |staff that have attended the mandatory training programme in training on the Trust Training Matrix to facilitate monitoring of compliance Development Manager
end of life care
Update District Nurse Pathway Leads and Band 7 District Nurses, Clinical c ity EOL
68c Leads regarding nursing staff's compliance with training. Agree trajectory to on;mtﬂlt)t/ 31/10/2016
achieve compliance with trust target by 31.03.17 acilitator
Following the successful completion of the initial training programme and
69 roll out of the IPOC, agree and implement an on-going programme to Macmillan Palliative Care 31/10/2016
a support the roll out of the individual plan of care for all community teams Lead Nurse
and new staff
Fully implement and utilise the Individual plan of care (IPOC) Support embedding of individual plan of care into practice through
69 document and standardise this procedure for the end of life 69b continued regular audit and presentation of results to the Quality End of Life Care Project 01/10/2016
patient Governance Committee to provide assurance of both roll out and effective Facilitators
implementation
Continue to keep record of community based training completed around the c ity EOL
69c individual plan of care and last days of life care with annual summary data OrmF:.T'tty 30/04/2017
reported in April 2017 acilitator
70 Review process of decontamination and infection control process related to | District Nursing Pathway 01/11/2016
a syringe drivers in Stockport District Nursing Service Leads
Review the infection control risks to staff in respect of the
70 procedure for the return and replacement of syringe drivers, with 70b Present case to business group to rectify any gaps observed and update on | District Nursing Pathway 01/12/2016
particular focus on the out of hours services actions already completed following the review Leads
70¢ Amend syringe driver policy to include process for decontamination of Macmillan Nurse 01/11/2016

syringe drivers in the community setting




Comments on

Action area Action required Responsible person Target date Date completed
progress
Specialist team managers to meet with Palliative Care Respite team to Head of Neighbourhood
7la identify ways of improving engagement on a short term and medium to long ea OS eignbournoo 01/12/2016
term basis ervices
Specialist team managers should be involved in engaging 71b Ensure staff engagement a key focus as part of Stockport Together Head of Neighbourhood 31/10/2016
71 community staff in the trust and addressing the issues (Neighbourhood / Borough wide new models of care) Services
highlighted in the staff survey
Discuss potential support to improve staff engagement with the Head of Head of Neighbourhood
7ic Organisational Development Services 81/10/2016




CQC Action Plan - End of Life Care

Action area

The Hospital Must;

Action required

Responsible person

Target date

Comments on

SRS Date completed

Continue to share End of Life care audit results with Trust Quality

Ensure that when audit results are sent to Business Groups for 72a  |Governance Committee six monthly and for current performance to be Medical Director 31/10/2016
72 actions that these are consistently followed up: Issues with the discussed at October Quality Governance Committee
completion of the DNACPR forms had been highlighted in audits Clinical Audit team to ensure process in place to monitor that Business
yet the completion of these continued to be variable in quality 72b  |Groups complete relevant Action Plans, escalating concerns to Clinical | Deputy Medical Director 30/10/2016
Audit Committee
Re-audit syringe driver training records as some concerns that the
73a current database detailing competent staff is inaccurate. Results from | Clinical Skills Development 31/10/2016
this audit will provide a steer for future action plan around training Manager
Ensure that the actions in the audit that identified a risk in terms requirements
73 of lapsed syringe driver training is followed up and ensure all
syringe driver training is up to date o . . .
Develop individual Business Group Action Plans to address gaps in Business Groun Heads of
73b  |Training Compliance following the Audit results, and to include Nursing and ISIidwifer 30/10/2016
trajectory to achieve compliance by 30/12/16 9 Y
742 Discuss and clarify how data could be captured with Intercom and Cons. in Palliative Care, 31/12/2016
accessing data from current electronic systems (EPAC and EMIS) Lead Palliative Nurse
74 The service should consider formally auditing the rate of
compliance with achieving patients' preferred place of care Agree targeted training programme for Community Advanced Nurse
Practitioners (ANPs) regarding recognition of; decline, advance .
74b communication skills and EPAC, to support the process of ACP and Head of Borough wide 80/10/2016
PPC with appropriate patients /families.
. . o . -
75a Ag'rge tmjeframe for expectation of 100% EOLC patients receiving an Lead Palliative Nurse 01/11/2016
Individualised plan of care.
The service should consider setting some clear target dates by . N ) .
when all End of life care patients (EOLC) should be supported by Support embedding of individual planlof care into practice thro'ugh ) )
75 an individualised plan of care and all staff required to have 75b continued regular aL_Jdlt and p_resentauon_ of results to the Quality End of Llfe_ _Care Project 01/10/2016
completed the EOLC training have done so Governance Committee, against to provide assurance of both roll out Facilitators
and effective implementation
Continue to keep record of ward training completed around the
75c  |individual plan of care and last days of life care with annual summary EOL Facilitator 30/04/2017

data reported in April 2017




Comments on

Action area Action required Responsible person Target date SRS Date completed

Ensure all risks affecting the provision of palliative and EOLC are
identified on one service-led risk register. Some risks identified by
76 the service, for example the level of EOLC consultant care, were

not included on the risk register. This meant that potential risks
may not be managed as effectively as they would if they were
regularly reviewed

In conjunction with the Trust Medical Director and Trust Risk Lead
76a [scope and review a Trust Wide Palliative and EOLC Risk Register with
a view to understanding the Governance arrangements to support this

Community Head of

30/11/2016
Governance




The Trus

CQC Action Plan - Community Health Services for Adults

Action area

t Must;

Action required

Responsible person

Target date

Comments on
progress

Date completed

The Trust should ensure the privacy and dignity of

Review room usage at Hazel Grove to scope the use of a second consulting

77 service users by stopping the sharing of treatment 77a . Podiatry Team Lead 15/10/2016
" / treatment room for Podiatry
rooms at Hazel Grove - Podiatry.
78a Adm.|n|strator at Fhe clinic to check whether the folding room divider is working Administration Manager 12/09/2016
and if not report it to NHS Estates
Ensure the reception area used for mother and baby — " —
78 clinic at Hazel Grove Health Centre is screened off to 78b ,:glrcr'umstrators to be instructed to close the screen when the baby clinics are Administration Manager 12/09/2016
maintain service users privacy and dignity
Case made to Children and Families Business Group for the purchase of Service Manager, Children and
78c o - - 15/10/2016
additional screens Families Business Group
Ensure that patient consent to treatment is indicated . . . . . .
. s [ This was applicable to the Diabetes service which transferred to Tameside . .
79 on Diabetic Clinic notes, even if this is just implied 79a Hospital NHS Foundation Trust (THET) Not Applicable Not Applicable
consent
80a Pursue an outcome from the Community Nurse staffing levels review Acting Director Community 15/10/2016
Business Group
80b In_ cc_mjuncnon with NHS Professionals recruit to bank posts both internally Integrated Locality Lead 31/10/2016
within the Trust and externally
Ensure that sufficient numbers of suitably qualified,
competent, skilled and experienced staff in District 80 Introduce electronic rostering for District Nursing Off Duty planning to aid Head of Clinical Leadership and 31/12/2016
Nursing services are deployed to make sure that they ¢ ‘visibility' from any location Governance
can meet people’s care and treatment needs and Integrated Locality Leads agree and monitor key performance indicators with | | - "o il L
80  |keep them safe at all times. Staffing levels and skil gog |respectto off duty planning and workload allocation, ensuring the District and Heag of Borouah Wide 15/10/2016
mix must be reviewed continuously and adapted to Nursing Escalation Policy is adhered to and the NHS Professional staff are oroug
respond to the changing needs and circumstances of booked appropriately Services
people using the service. - __
Understand how Stockport Together and Vanguard might be utilised to
80e promote a positive image of health and social care integration and community| District Nurse Pathway Lead 15/10/2016
nursing to support further recruitment to district nursing
80f Scc_;pe development opportunities for staff to take on different duties and District Nurse Pathway Lead 31/10/2016
review band 5 development post programme
80g Repeat the District Nursing Acuity / Workload Audit at least annually Head of Clinical Leadership and 31/12/2016
Governance
The Trust Should;
' S . 8la To scope opthns and benchmark_ aga|n§t other organlsanon_s, pre_sentmg an Governance Lead 30/10/2016
The trust should consider re-commissioning a dedicated lone options appraisal to the Community business group for consideration
81 worker safety system or device to maximise the safety of those
staff working alone in the community and out-of-hours . . i . . .
Depending on outcome of above review, present business case to Acting Director Community
81b L . ) . 31/12/2016
organisation for consideration Business Group
Consider that Diabetes Clinic Care Plans are clear
82 and written on the appropriate care plan 82a This was applicable to the Diabetes service which transferred to Tameside Not Applicable Not Applicable

documentation.

Hospital NHS Foundation Trust (THFT).




Action area

Consider keeping copies of care plans at District
Nursing bases, as well as in the patient's home, to

Action required

Review national practice to inform feasibility of care plans being kept at

Responsible person

Target date

Comments on

O Date completed

risk of falling below the 95% target

Healthcare Business Group

83 - L. 83a District Nursing bases once the District Nursing Pathway Leads have Head of Neighbourhood Services 30/10/16
enable better support, clinical supervision and . S X - ] .
L " considered the implications of introducing this new way of working
monitoring of compliance
Consider reviewing the clinical competencies
passport scheme to enable competencies gained in District Nursing Managers to work with new staff at Service level Induction to
other trusts or services to be transferable to build up a profile of skills and competencies, in line with the Clinical o . .
84 Community Health Services and to minimise any 84a Competency Passport, to understand how new staff can best be deployed District Nursing Practice Educator 80710/2016
delays where further competency training is within their Team
identified
The man_agement _bgard \was unaware that the Discuss Competency Passport with band 6 staff and their teams to - . .
85 introduction of a clinical competencies passport was 85a . . District Nursing Practice Educator 15/10/2016
. R understand the issues before a re launch is planned
not working as intended.
Community Healthcare Safety, Quality and Standard Group to ensure there is
Cor_15|der_ pn_)wdlng more information leaflets for 86a a process to ensure that every validation nevy and rewsgd IB_usmess_Group/ Governance Lead 15/10/2016
patients in different languages to reflect the local Service Leaflets includes the standard Trust 'Interpretation’ information that
86 community and providing clinicians working in the makes it clear that leaflets can be interpreted.
community with means of identifying the language
spoken by patients to enable future communication o i . .
via an interpreter. 86b Make Language Identlﬂcatlon Posters / Leaflets available in every service as Trust Equality and Diversity Lead 30/11/16
part of the Language Line roll out.
. . Monitor the recording of sickness absence now that Line Managers have
Enable better analysis of sickness absence by X . S -
. ! been instructed to obtain the reason for individual's sickness absence so that .
87 correctly recording reasons for sickness absence and 87a . ; 8 Business Group HR Manager 30/08/16
. . S this can accurately recorded on SMART and on the Business Group's
avoid recording “no reason given”. )
Sickness Absence Tracker.
Introduce as standard practice exit interviews with District Nursing Service
88a leavers to capture staff's experience of working in the service and the reason | Head of Neighbourhood Services 15/10/2016
for leaving
Look for ways to reduce the level of sickness absence due to Increat_se level of '”,for{T‘a' V'S't;'"ty from Senlct>_r minlag_erlnent te?m todenatble(; Acting Director of C it
88 stress-related reasons, especially amongst Band 5 staff in the 88b proactive gr;]mmunlcf:fa |onfexF angghsuppog\f/e d_b nguf]s o un ersdan I-(I: mlgh rec gr o om(r}nunl Y 15/10/2016
Communities business group issues and how staff are feeling, with agreed feedback mechanisms an ealthcare Business Group
timeframes
To hold engagement sessions (immediate and additional at regular intervals Head of Clinical Leadershio and
88c over the year) with staff at Band 5 and below, supported by Organisational Governance P 27/10/2016
development, to 'listen’ to concerns and agree actions
Continue to ensure the Community Healthcare Business Group Recovery Acting Director of Communit
89a Plan is implemented to achieve 95% compliance as reported in the HealgtJhcare Business Grou Y 15/10/2016
September Executive Review Report P
The Trust should ensure that staff in the
89 Communities Business Group are receiving a Ensure Line Managers are monitoring monthly those staff whose appraisals Acting Di £ .
12-monthly appraisal 89b are due in the forthcoming 3 months and that appraisal are booked in Hcetgl?hc;r;cg)lzsoinecssmé?gzlty 15/10/2016
sufficient time to avoid staff becoming non-compliant.. P
Business Group to continue to monitor monthly at Operational meeting Acting Director of Communit
89c Services' compliance with appraisal and target support where services are at 9 Y 15/10/2016




CQC Action Plan - Children

Action area

The Hospital Must:

& Young People

Action required

Responsible person

Target date

Comments on

B Date completed

Monitor and ensure safe staffing levels in the Paediatric 31/10/2016
90a Wards and Neonatal Unit which meet national standards. Ward' Me'magers/ Matron for
Paediatrics
Ensure robust system in place to identify senior Ward Managers/ Matron for |31/10/2016
90b lead/coordinator on every shift. Paediatrics
Ensure robust rostering in place to ensure skill mix reflects |ward Managers/ Matron for [31/10/2016
: . 90c  |service needs. Paediatrics
90 The Trust must ensure thereis a senior sta'ff member on each i _ i
shift on the Paediatric Unit. 00d Robust appraisal and monitoring of sickness and absence. |Ward Managers/ Matron for [31/10/2016
Paediatrics
Ensure strict adherence to Recruitment and Selection Ward Managers/ Matron for |31/10/2016
90e ioi L
policies. Paediatrics
Liaise with Finance to cost up extra band 6 to provide 24 31/10/2016
90f hour cover. Ward Managers/ Matron for
Paediatrics
On call Paediatric Consultants and Registrars with APLS Clinical Director ~ Ward 31/12/2016
9la training to be resident. Manager Matron
ANP
Ensure there is a robust system for ensuring that there is a . . 31/12/2016
nurse with HDU/PLS training on every shift. Clinical Director ~ Ward
91b Manager Matron
ANP
ANP/Consultant led teaching scenario's to be held on the |Clinical Director Ward 31/12/2016
91c Paediatric Ward. Manager Matron
ANP
Nurses to attend PLS training every 4 years, and IV training |Clinical Director ~ Ward 31/12/2016
91d /updates annually. Manager Matron
ANP
9 1 The Trust must ensure there is a staff member that is HDU 100% staff have annual appraisal to identify learning and  |Clinical Director ~Ward 31/12/2016
trained on each shift. 91e development. Manager Matron
ANP
Increase the number of nurses attending HDU and APLS  |Clinical Director ~ Ward 31/12/2016
91f training. Manager Matron
ANP
Work towards all experienced nurses having HDU Clinical Director ~ Ward 31/12/2016
91g competencies to work in HDU without close supervision. Manager Matron
ANP
Nurses invited to attend Quarterly Critical Care Reviews Clinical Director ~ Ward 31/12/2016
91h with the medical staff. Manager Matron
ANP
Monitoring of ongoing attendance at external training due to |Clinical Director  Ward 31/12/2016
91i limited availability Manager Matron
ANP




Action area

The Trust must ensure the door exit systems on the Paediatric

Action required

Estates contacted to review the current system and

Responsible person

Estates Matron

Target date

01/11/2016

Comments on

progress

A new door/entry has

Date completed

and Neonatal Unit are secure. 92a recommend more secure system. been approved for the
Ward manager NNU.
Raise awareness of the potential risk and introduce a more 01/11/2016
92b robust way of monitoring who is exiting and entering the Estates Matron
92 building. Ward manager
Review current staffing and supervision of the Estates Matron 01/11/2016
92¢  |entrance/exit. Ward manager
Liaison with Voluntary services to look at possible cover for |Eciates Matron 01/11/2016
92d |the units. Ward manager
Ensure that staff member's medications are securely stored |\yard Managers/ Matron for |30/07/2016
93a away from the generic patient medication. Paediatrics
93b Identify suitable storage on the ward for staff medication. Ward Managers/ Matron for |30/07/2016
93 The Trust must ensure staff members medications are securely _ Paediatrics
stored and do not include the Trust generic medication. 93¢ Ensure all staff know where to store medication. Ward Managers/ Matron for 30/07/2016
Paediatrics
Ensure the policy is complied with by carrying out spot Ward Managers/ Matron for 30/07/2016
93d  Ichecks. Paediatrics
Ensure fridge temperatures are checked, documented Ward Managers/ Matron for 30/07/2016
94a |daily. Paediatrics
Staff to be familiar with Trust Policy and their duty around  |\y/5rq Managers/ Matron for 30/07/2016
94b  |storage of medicine. Paediatrics
The Trust must ensure that fridge temperatures are regularly Drug fridges to comply with standards for storing Ward Managers/ Matron for |30/07/2016
94 checked, documented and acted upon in accordance with the 94c medications. paediatrics
Trust's policy ad procedures. i i
94d Members of staff nominated to carry out daily checks. Ward Managers/ Matron for |30/07/2016
Paediatrics
Spot checks to be carried out. Monitor compliance with 30/07/2016
9de Trust policy. Ward Managers/ Matron for
Paediatrics
Ensure all staff working with children and young people 30/09/2016
95a have achieved level 3 safeguarding training/updates. \é\fggix:::gery Matron for
The percentage
95 The Trust must ensure all staff working with children and young 95b Liai ith saf ding t " " i Ward Managers/ Matron for receiving level 3
people have level three safeguarding training. |a|_se wi . sareguar |ng_ e_am 0 ensure teams are meeting | o o yiatrics training has increased
their required level of training. o
to 90+%
95¢ Ward Managers/ Matron for

100% compliance with appraisals/identify training needs

Paediatrics




CQC Action Plan - Diagnostics

Action area

The Hospital Should:

Action required

Responsible person

Target date

Comments on progress

Date completed

1. 100 Day — Rapid access IBD pathway now in place to ensure referrals are Business Manager 01/07/2016 Daily monitoring of various cohorted
streamlined into the correct clinics. Once fully operational this will reduce the lists to make sure appropriate next
96a |number of FU appointments needed and create capacity to see more overdue steps are logged and patients
patients. prioritised in order of need.
All overdue FU appointments have been validated by the clinical nurse specialist |(Business ManagerClinical |31/03/2017
(CNS) teams. Any urgent patients identified and all patients now have a cohort.  [Director)
We are now looking at pathways to bring the various cohorts into differing
streams a. Some will come
96b in for consultant FU
b. Some will be given a telephone FU but have access to urgent advice a CNS
Ensure that number of overdue outpatient follow- clinics
96 up appointments, particularily in gastroenterology, c. Some will be reviewed in a virtual clinic environment, with Consultant, CNS,
are reduced pharmacy and Dietician present
Ongoing work with Stockport CCG to reduce OWL by collaborative working with [ Clinical Director 31/12/2016
the GPs and secondary care to ensure the care if offered at the right place at the
96¢ right time by the right clinician. More meetings are being scheduled with the CCG
and Consultant teams to take this work forward.
Undertake review and explore possibility to secure resources for a ‘Liver’ CNS to [Matron Medicine 31/12/2016
96d undertake additional clinics following pathway work by the liver team.
Review capacity and approach clinicians to work additional sessions to reduce  |Business ManagerQO 31/03/2017
96e  |our outpatient waiting lists.
Ensure that floor area in outpatients B can be Remove all carpet within OPD B areas and replace with acceptable flooring Clinical Service Lead for 31/12/2016
cleaned in line with HBN00-09 guidance for 97a OPD, DCS (with IP and
Infection Control in the Built Environment Estates)
97 review of state of flooring underneath carpeted areas- arranging Clinical Service Lead for ~ |31/10/2016
97b meeting/discussion with IP and Estates OPD, DCS (with IP and
Estates)
Estates contacting flooring contractor to survey and provide quotes 30/11/2016
97c Estates
Ensure the staff groups requiring level three To identify the staff that require level 3 training in the area and ensure staff are Clinical Service Lead for 31/10/2016
98 children's safeguarding training in the 98 then appropriately trained OPD, DCS (with
Safeguarding Children Training and Competency a Safeguarding Children
Strategy is reviewed Lead)
Ensure the provision of sufficient car parking for A new Car Parking strategy was launched August 2016. The strategy is designed |Trust Resilience Manager, |01/09/2016 [Completed
99 patients at the Stepping Hill site is considered 99a | release more parking spaces for patients and visitors Estates
Ensure patient feedback about changes made to To introduce Friends and Family - "'You said We did' posters in OPD areas. Clinical Service Lead for 30/10/2016 |Posters to be displayed in OPD
outpatient services as a result of complaints is OPD, areas
considered 100a
To include a regualr agenda item on monhtly staff engagements across OPD Clinical Service Lead for 01/09/2016 |Included as regular agenda item on
100p |areas OPD, monthly 'staff engagement' across
OPD areas.
Full scoping exercise needed prior to Business case - funding required to apply  |Clinical Service Lead for 31/10/2016 Scoping exercise commenced
TS . ] for scheme, additional funding required as F/T project manager at minimum Band |Radiology, DCS
E 1 \i the | S . - - I L .
101 nsure participation in the Imaging Services 10la |6 in addition to Clinician participation - minimum 1 PA per week needed to fullfil

Accreditation Scheme (ISAS)

criteria.




CQC Action Plan - Critical Care

Action area

Action required

Responsible person

Target date

Comments on
progress

Date Completed

The Hospital Must —
Ensure that the practice of pre-filling syringes with Inform all clinicians the practice must stop and spot check Matron - Theatres 26/09/2016
intravenous medicines and then storing them in the fridge for compliance.
fridge is not continued. 102a
102 For any scenario where a
clinical decision results in this practice being
reconsidered, then a detailed risk assessment should ] ] ] ] ] Business Group Quality  |31/12/16
be undertaken, which should include the involvement 102b  |Actions monitored via Business Group Quality Governance |5 o
of the critical care nharmacist Board
The Hospital Should:
Ensure that all staff receive training on the principles of Cascade training for staff via Matron/Governance Facilitator [Matron/Gov. Facilitator 31/12/2016
103 Duty of Candour. 103a
Ensure that work continues to improve the access and Work-streams to improve the patient journey continue with Acting Chied Operating 30/11/2016
flow in the department and improvements are made rigorous monitoring in place and key performance indicators |Officer
104 to the issue of delayed discharges 104a agreed
Ensure that nutritional supplements are not stored in Cease storage of Nutritional Supplements in visitors kitchen |Matron 26/09/2016
105 |the visitors kitchen 105a
Consider how it is going to meet the requirements of All points of the HBN to be reviewed and taken into account |Clinical Director - N/A
106 the latest health building notes guidance in any future 106a under any future expansion Anaesthetics / Director,

expansion of the critical care service.

S&CC




CQC Action Plan - Surgery

Action area

The Hospital Should:

Action required

Responsible person

Target date

Comments on

progress Date Completed

107

Ensure the standardisation of defibrillators across the trust to
comply with Resuscitation UK guidelines

107a

Hospital Survivial Group to review feasibility of
standardisation of defibrilaltors across the Trust and present
feasability study to Quality Governance Committee

Hospital Survival Group

30/11/2016

108

Ensure the procedures for checking of resuscitation equipment
and whether this is a daily of monthly check to ensure consistency
between wards

108a

Checks to be made daily; spot checks for compliance.
Actions will be monitored via Business Group Quality
Governance Board

Matrons/Head of Nursing

26/09/2016

109

Ensure that all resuscitation trolleys are sealed at all
times when not in use. They should also ensure that
when they are checked and re-sealed the relevant
unique reference number recorded for safety and
audit purposes.

109a

Additional medication removed from Recovery area arrest
trolley. Emergency drug boxes stored (sealed) on shelf
alongside arrest trolley (as agreed with pharmacy). overview
to be monitored by theatres recovery coordinator.

Matron

30/09/2016

109b

Arrest trolley checks completed to be added to daily theatre
checks;

Matron/Head of Nursing

30/09/2016

109¢

The recovery defibrilator trolley did not have the ability to be
sealed, this is currently being modified to comply with the
yellow standard seal

Matron/Head of Nursing

30/09/2016

110

Ensure that there is compliance with the medicines administration
policy concerning the recording of wastage of controlled drugs that
have not been used

110a

Medicines management presentation on this issue to be
undertaken at Audit afternoon in Oct 16.

Matron/Head of Nursing

30/10/2016

110b

Re-iteration of correct procedure at senior staff meetings
(band 6 and 7) throughout Sept and Oct.

Matron/Head of Nursing

30/10/2016

110c

Medicine management group to be commenced which will
lead audit and implement actions in responce to audit results -|
to be led by A+R band 7.

Matron/Head of Nursing

30/11/2016

110d

Current snap shot audit undertaken shows compliance with
practice but poor compliance with documentation of
"wasting".

Matrons/Head of Nursing

01/09/2016

110e

Audits and actions will be directly reviewed by Theatre
Matron.

Theatre Matron

30/11/2016

110f

Actions will be monitored via Business Group Quality
Governance Board

S&CC Governance Board

31/12/2016

111

Ensure that the policy regarding storage of IV medicines which are
not in a recognised medicines cabinet, to ensure this complies
with RPSGB

111

This is a Trust issue which has been discussed at Medicines
Management Committee on a number of occasions. The
Committee is happy to approve this deviation from the
standard in the Safe and Secure handling of medicine
recommendation because the drugs were being stored in a
locked room AND there is CCTV in those rooms for additional
security

Medicines Management
Committee

30/09/2016

Discussed with
Pharmacy regarding
response




Action area

Action required

Responsible person

Comments on

Target date
progress

Date Completed

Matron to contact all ward managers to ensure they create Matrons/Head of Nursing (31/10/2016
112 Ensure the polices and procedures concerning PGD and ensure 112 and hold an up to date PGD user list.
staff awareness in light of new electronic prescribing practice
Business Group explore feasibility of purchasing lockable Governance Lead/HON 31/10/2016
113a trolleys.
113 Ensure their patient records are stored securely and cannot be Communcation sent to all areas reminding all staff that Governance Lead/HON  (31/10/2016
accessed by non designated persons records should be kept in staff areas only; if the staff area is
113p |unmanned the doors to these areas should be closed. Where
this is not possible, notes trolley should be observed to
prevent any unauthorised access or locked
Work force report to be disseminated to Matron for Critical Matron 30/11/2016
1 1 4 Ensure steps to improve compliance with mandatory training and 114a Care, Matron to have focussed management to reach and
improve recording and accuracy of compliance are taken maintain target
New Incremental pay progession policy to include Executive Direcor of HR  [01/05/2016
. . . 115a | requirement for appraisal before increment to be launched
Ensure compliance with staff annual appraisal targets are - -
115 achieved Executive Direcor of HR  |01/05/2016
115p  [All staff to made aware of new Incremental Pay progression
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Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29" September 2016
Subject: Safe Staffing
. Prepared :
Report of: Director of N&M by-p Deputy Director of N&M
Summary of Report
Corporate Following the publication of the Francis report there was a
objective @ requirement for a Nursing and Midwifery staffing review to be
ref: presented to the Board every 6 months. Recent amendments to the
National Quality Board recommendations (June 2016) now require at
least an annual strategic staffing review, with a comprehensive follow
up review 6 months later. Review should also take place after any
Board service change or where quality concerns are identified. This report
Assurance = = ----- represents the Strategic staffing review of Nurse and Midwifery

Framework ref:

cQc
Registration
Standards ref:

staffing levels across the Organisation.

The Organisation implemented improvements to both Nurse staffing
levels and shift patterns in September 2015. Following this, two
further audits of Nurse and Midwifery staffing levels have taken place
for in-patient areas. The results provide assurance that safe staffing
establishments are in place across in-patient areas with some areas
requiring ongoing monitoring.

Community Nursing establishments changes continue to be discussed
with Commissioners with the aim of a further increase to Band 5

Equality [] Completed Community staff nurse levels.

Impact

Assessment: (1 Not required The Board of Directors is asked to note the contents of the report and
to note the significant improvements in staffing levels and changes to
shift patterns that have been introduced over the last 12 months.

Attachments:

This subject has previously been
reported to:

] Workforce & OD
Committee

[] BaSF Committee

[] Charitable Funds
Committee

[] Nominations Committee
] Remuneration Committee
[] Joint Negotiating Council
[] Other

[] Board of Directors

] Council of Governors

] Audit Committee

[] Executive Team

[] Quality Assurance
Committee

] FSI Committee
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1.1

2.1

3.1

INTRODUCTION

National Quality Board (NQB) recommendations require that all NHS organisations
will take an annual strategic staffing review to their Board of Directors on the nurse
and midwifery staffing levels within their organisation and confirm whether they are
adequate to meet the acuity and dependency of their patient population. This is then
followed by a further comprehensive review after 6 months. This report presents the
Strategic staffing review for 2016.

BACKGROUND

There is a greater focus now on ensuring that organisations have the right size and
shape of nursing and midwifery workforce to meet the needs and expectations of
their patients. Evidence which wasn’t always available can now directly attribute
failings in care and increased mortality rates to poorly staffed wards. It is not
however just about numbers of staff, delivery of safe dignified care is also
underpinned by; strong, empowered leadership, resources directed at supporting
the ward leaders and development and use of clinical and patient experience
metrics.

The updated National Quality Board recommendations (June 2016) now suggest
that establishment reviews are underpinned by the following 3 expectations;

e Expectation 1; Right staff — achieved through evidence based workforce
planning, professional judgment and comparison of staffing with peers

e Expectation 2; Right skills — achieved through mandatory training,
development and education, working as a multi professional team and
through effective recruitment and retention

e Expectation 3; Right place and time — achieved through productive working
time and eliminating waste, through efficient deployment and flexibility and
minimizing agency

This report will subsequently provide assurance against these 3 expectations.
CURRENT SITUATION
Expectation 1: Right Staff

The NQB recommends that there is an annual strategic staffing review, with
evidence that is developed using a triangulated approach (accredited tools,
professional judgment and a comparison with peers). This should be followed with a
comprehensive staffing report to the board after 6 months. The NQB recommends
use of the Safer Nursing Care Tool (SNCT) (adult inpatient wards) and Birth-rate
plus (Maternity) and Professional judgement. This organisation has used these tools
for several years.

This report presents the Annual strategic staffing review but noting that national peer
comparison remains under development whilst Care hours per patient day (CHPPD)
is reviewed.

-30f11-



3.2 Our approach to assuring safe staffing levels on our adult wards and within
the Emergency Department (ED)

i. The NQB recommends assessment incorporating evidence based tools and
also; staff to patient ratios (CHPPD/NHPPD), Patient to staff ratios, skill mix,
Whole time equivalents (WTE), Head count and fill rates. All these
measurements are currently used by the organisation

ii. The Safer Nursing care Tool (SNCT) is deployed as the evidence based tool.
It is recommended that changes to establishments are made based on a
minimum of two sets of data across the calendar year. This organisation
reviews 3 episodes of data collection. The current period runs from February
2016 to February 2017. Should a significant deficit be observed then action
would be taken — such results are discussed further on in this report

iii. Determining skill mix was traditionally recommended as 65:35 RN:HCA.
More recently, NICE guidance advocates implementation of acuity based
tool recommendations in conjunction with RN to patient ratios

iv. The Emergency Department has now undertaken two acuity reviews using
the Baseline emergency services tool (BEST) evidence base in 2015. The
outputs of this have been reviewed. The Emergency Department has also
now concluded the consultation to make changes to shift patterns to meet
European Working Time Regulations and health & Safety Executive
guidance. The changes have also transferred some temporary posts into
substantive posts. Further discussion on ED staffing is contained in section
3.4

3.3 Triangulation of Quality metrics and staffing outputs

All wards are subject to a triangulation of data with each 6 monthly acuity review,
including;

i. Red flag reporting — red flag events are used to report an issue which staff
feel is due to reduced staffing levels and/or increased patient acuity and
covers delays in administering pain relief to a reduction of staffing greater
than 25%. During the period of this report (February to July 2016) a total of
110 incidents were reported (an increase from 61 for the previous 6
months). B5, AMUZ2 and A10 reported incidents on between 5 and 17
occasions, issues relating to staffing levels. All remaining areas reported
isolated incidents. The increase is likely due to increased awareness of red
flag events through leaflets distributed to clinical areas. No specific themes
were reported.

ii. Safe staffing figures for the 6 month period since February 2016 show an
overall fill rate of over 90.7% against both RN and HCA day and night
shifts, against funded establishments which is in line with Greater
Manchester performance

iii. Nurse sensitive indicators — nationally evidenced indicators which deteriorate
in the absence of Registered nurse presence. These include falls, pressure
ulcers and medication errors, measured per 1000 bed days. For this period,
the top 5 locations are as follows;



Table 1; Harm data per 1000 bed days for period February 2016-July2016

Pressure Falls Medication
Ulcers Errors
MAU D5 D5

Top 5areas |ICU MAU ICU
AMU 1 A10 C2
AMU 2 B5 AMU2
M4 Al B6

Of concern is the number of Falls reported for A10 and A11 as this coincides with
concerns regarding staffing levels reported within section 3.4.

ICU has been subject to focussed action and harm rates are decreasing.

iv. Patient experience
The NICE in-patient guidance recommended that acuity results also be
triangulated against 7 specific questions from the national in-patient survey.
Table 2 provides the most recent results with previous year’s results also
shown. No specific concerns are drawn from this data

Table 2; National in-patient surgery Staffing related Questions

Survey Question | Number of | This Compared | Change | 2014
respondents | trust With other | from score
score | Trusts 2014 this
2015 this Trust
Trust
No statistical
significant
change
Q23. Did you get 151 7.5/ 10 | About the No 7.1
enough help from same change
staff to eat your
meals?
Q27. When you had | 492 8.3/10 | About the No 8.3
important questions same change
to ask a nurse, did
you get answers
that you could
understand?
Q30. In your 563 7.7 /10 | About the No 7.6
opinion, were there same change
enough nurses on
duty to care for you
in hospital?
Q36. Did you find 330 6.0/ 10 | About the No 5.6
someone on the same change
hospital staff to talk
to about your




worries and fears?

Q37. Do you feel
you got enough
emotional support
from hospital staff
during your stay?

345

7.2/10

About the
same

No
change

7.2

Q41. Do you think
the hospital staff did
everything they
could to help
control your pain?

324

8.0/10

About the
same

No
change

8.0

Q42. After you used
the call button, how
long did it usually
take before you got
help?

271

6.7/10

About the
same

No
change

6.6

3.4 Safer Nursing Care Tool (SNCT)Outputs July 2016

Medicine

Wards A10 and A11 continue to report staffing levels that do not meet the
levels suggested by the SNCT. Ward A10 also features in the top 5 location
for falls, however, there are other factors to be considered including the
specialty of the ward (rehabilitation) and layout. Both wards continue to
perform well against the Nursing and Midwifery dashboard. Local actions
have been agreed to monitor these wards

Wards AMU 1 and 2 continue to show a difference between staffing
requirements — this will be re viewed once AMU 1 and 2 merge in the
opening of the new ‘block’ in October 2016

B2 and CCU continue to report staffing levels over suggested levels
however, B2 is a stroke unit with nationally required staffing levels and
Coronary care unit operates on 2 RNs per shift and so further reductions are
not feasible. Changes are planned in line with the Cardiology review in
October 2016

E3 continues to report a larger deficit between funded establishment levels
and those recommended by the SNCT. This has maintained for the last two
years. A review of Quality metrics provides assurance with respect to patient
care. The business group has been asked to monitor staff attrition rates and
sickness levels and for the leadership team to also be commended. E3 will
need continued close monitoring and may require increased establishments
in the future

The Emergency department was highlighted in the CQC report due to
Registered Nursing numbers per shift regularly falling to below established
levels and compounded by ongoing increased demand in the department. To
mitigate this, the establishment has temporarily been increased with support
from temporary staffing (by way of fixed lines of work to ensure continuity).
Additional workforce models are also under discussion to further strengthen
both Nursing leadership in the department and provide additional resilience
to workforce recruitment challenges



3.5

3.6

3.7

3.8

Surgery and Critical care

Surgery and Critical care report outputs in line with those received in
2014/15 and any other changes likely reflective of seasonal changes (trauma
and orthopaedics)

There are no areas of concern to report

Our approach to achieving safe midwifery levels

The workforce requirements for the maternity unit have been calculated
using the national Birth-rate Plus tool and professional judgement
Birth-rate Plus is based upon the principle of providing one to one care
during labour and delivery to all women, with additional hours being identified
for more complex deliveries
The Birth-rate Plus overall recommended ratio is 1:29.5. Our funded Midwife
to Birth ratio is agreed at 1:30, taking into account the role of the Assistant
Practitioners in our workforce. For the period of reporting, the Midwife to
Birth ratio was 1:29.99, an improvement from the previously reported
1:29.40
NICE maternity guidance published in 2015 has been reviewed and our
Maternity service is compliant against the various parameters set
In the same way as for adult in-patient wards, Maternity services are
recommended to triangulate staffing data as follows;
¢ Red flag staffing events — 23 flag events were reported by Delivery
suite and Birth centre and related to staff not being able to take
breaks. These will be reviewed by the Head of Midwifery
e Safe staffing — fill rates for the period report achievement of above
95%

Our approach to achieving safe community nursing levels

The September 2015 and February 2016 Board staffing reports highlighted
the review of Greater Manchester (GM) district nursing services that was
commissioned by NHS England North on behalf of the twelve Clinical
Commissioning Groups (CCGs) in partnership with eight community
providers, including this organisation. The review was led by Keith Hurst,
Independent Researcher, who has been instrumental in developing tools to
measure staffing levels on acute wards. It looked at patient
dependency/acuity, staff activity, workload, and quality and establishment
data.

This acuity reviews had been undertaken during May/June 2015, and again
in autumn 2015, to ensure access to two sets of results (in the same way as
for adult inpatient areas) to then inform subsequent proposals

A review of Stockport community nursing also revealed that no uplift was
built into the establishment and work has been continuing with the CCG to
establish staffing to cover this increased level.

Community Acuity Review Outputs

In total, the reviews highlighted deficits across the Community Nursing budgets.
However, ongoing changes in both skill mix and staffing models due to the Stockport
Together Vanguard need to be acknowledged with the additional investment that
this has secured. Nonetheless, discussions with the CCG agreed that the band 5



3.9

3.10

community staff nurse deficit needed funding in totality. This is in recognition that the
community staff nurse and district nursing role will need an increase in numbers with
changing care models. An overall increase of 12.83 B5 wte was requested. To date,
this has been partially secured with 5.3 posts remaining to be funded. This is subject
to ongoing discussions with preliminary expectations that posts can be secured from
October 2016.

Our approach to achieving safe and effective Paediatric and Neonatal staffing
levels

Neonatal Unit ward staffing

The DOH Neonatal (NN) Toolkit (2012) and BAPM (2011) staffing levels guidance
suggests nursing requirements at the following ratios:-

NICU (neonatal) — 1:1

HDU - 2:1

SCBU (special care babies) — 4:1

Using our current average activity this would suggest a workforce between 30-34
WTE qualified nursing staff (this includes 25% uplift and a shift leader on every
shift).

i.  Current nurse staffing levels are showing a total of 28.94 WTE Qualified
nursing workforce

i.  Each shift needs to have at least 2 nurses qualified in speciality (QIS) on
every shift; this is usually at least one Band 6 or 7 and a Band 5 nurse who
has completed a specialist training course. The Band 4 workforce is
Assistant practitioners and can only work in the SCBU area under the
supervision of a registered nurse.

ii.  The CQC inspection highlighted the lack of 24/7 supernumerary shift
coordinator on duty — this is BAPM guidance and the Business group is
currently reviewing the provision of this cover in light of the report. This is in
the CQC Action Plan.

Paediatric Ward staffing establishment

Guidance around staffing a paediatric ward is less robust with no statutory guidance
to date. The Treehouse Children’s unit consists of the following areas:-

8 Observation and Assessment beds (Open 10.00 — 22.00)

4 Day case surgical beds (Open daily around surgical activity)
10 Surgical in-patient beds (including 2 side rooms)

12 Medical in-patient beds

10 Medical in-patient side rooms

2 bedded High Dependency Unit

The RCN document “Defining staffing levels for children and young people’s
services” is often used as a benchmark and this was updated in 2013 but a survey
of our peer Trusts showed that against most of the guidance there was no unit that
was fully compliant. The headlines from this document are as follows and we are
compliant against all:-

e Supernumerary shift supervisor on all shifts
e At least one RN on every shift be APLS trained
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3.12

3.13

3.14

Minimum staffing ratio of 70:30 Registered: Unregistered

e Minimum of 2 qualified RN (Child) in every setting where children are in
patients or day cases

e Nurses working with children should be trained children’s nurses.
Support workers should have additional training in working with Children and
Young People

e Additionally there should be at least 1 play specialist, but ideally one per day
shift 7 days per week

e There is also the expectation within a DGH of a senior Children’s nurse in a
minimum of a band 8(a) position to advise the organisation and the nursing
team in relation to nursing sick children

The CQC report highlighted two areas of concern for paediatric nurse staffing:-

1. The lack of 24 hour senior nursing staff as we currently cover the night shift
with Band 6 staff

2. The need to ensure that we have APLS/HDU trained nurses on duty 24/7 in
order to staff the HDU unit with appropriately skilled nurses

The senior nursing team have developed an action plan to address both of these
areas of concern and will present this to the Director of Nursing in September.

Expectation 2 — Right skills

The NQB states that clinical leaders should be supported at a local level to deliver
high quality, efficient services with a staffing resource that reflects a multi
professional team approach. Specifically, the following is recommended;

e Establishments should take into account the need for staff to undertake
training and fulfil all professional development requirements. Leaders should
also have supervisory time allocated

¢ Organisations should commit to investing in new roles and skill mix
That effective recruitment and retention strategies are in place

All in-patient wards and large departments (ED, ITU, and Theatres) have a minimum
of 0.60 wte supervisory status for the Senior Sister/Charge Nurse.

Expectation 3 — Right place and time

The NQB recommends that in addition to the delivery of high quality care, Boards
should ensure improvements in productivity. This will include effective management
and rostering of staff, with clear escalation policies if concerns arise.

Our approach to ensuring effective deployment of staff

Effective recruitment — at present, the number of substantive vacancies has again
reduced significantly with Medicine reporting circa 12WTE from a figure of 90WTE+
in September 2014 and Surgery reporting single figures (excluding theatres). Local
recruitment remains a challenge, and commissioning increases in student nurse
training places will not yield an outcome for 3 years. It is likely that further
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3.16

3.17

3.18

3.19

international recruitment will be required in 2017/18 to maintain progress made to
date.

Rotational posts — the organisation will run a rotational post for newly qualified
registered Nurses (Medicine, Surgery and Community). This has already been
recruited to and starts in September 2016 with 6 WTE confirmed

Effective rostering — the organisation utilises ‘Health Roster’ for nursing and
midwifery staff. The diagnostic review referenced in the September 2015 report has
been completed. The outputs support an effective rostering compliance, supported
by a robust monthly key performance management framework. Additional
amendments have been made and the rostering policy updated to reflect national
best practice.

Reducing the use of agency staff — the organisation is working in partnership with
four neighbouring acute providers. The % reliance on agency registered nursing
staff continues to reduce, with July figures reported at 3.3% against a 2015/16 figure
of 4.7%

International recruitment is expected to be required during 2017 to maintain the
progress made and to off-set the annual deficit between current attrition rates (which
are not an outlier) and the numbers of newly qualified staff available each year

Care contact audits (which record the % of value added and non-value added care
delivery by banding and skill) have been repeated. Ensuring we have the right staff,
with the right skills, in the right place is paramount if we are to support a high
standard of care with quality and experience at the core. This is supported by Carter
(2015) who emphasised within his report the importance of increasing productivity
by reducing staffs non-productive time.

Therefore, to assist in the trust’s safer staffing work, in February and March 2016 a
group of wards participated in the second care contact audit over a 24 hour period.
The aim of this audit was to identify what activities were undertaken by ward staff,
what was indirect and direct nursing care, and what could be considered value and
non-value adding time.

It is important to note due to the audit being undertaken over a 24 hour period
only, this would provide a ‘snapshot’ of direct and indirect care delivered, and is
not truly indicative of general ward activity as a whole.

Results showed that non-patient facing activities accounted for only an average of
7.8% of Registered Nursing time and 7.4% for HCAs — non-patient facing activities
include; student support, breaks, stock ordering, searching for item, training and off
ward with a patient. This supports a view that current processes maximise the skills
and abilities of the Nursing workforce. Notwithstanding this, there were areas
highlighted which are being reviewed as follows;

e On all wards meals / refreshments were given out by non-qualified staff only
— it is imperative to ensure registered nursing staff still retain an oversight on
patients intake and are an integral part of this fundamental activity of daily
living

e For Registered Nursing staff, medications appeared to take up an increased
amount of time. This requires review to ensure processes are both safe and
lean, without interruptions

-10-
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5.1

6.1

¢ Documentation results show that time spent completing documentation
significantly increased overnight, potentially completing complex discharge
referral information using readily available information. It is expected that the
Electronic patient record (EPR) will support a decrease in time spent on
documentation

The audit included 5 wards across medicine and surgery. This will be repeated on a
larger scale following the planned reconfiguration of wards in October 2016.

Care hours per patient day (CHPPD)

There is currently national work underway to explore how Care Hours per patient
day (CHPPD) can be deployed successfully to enable both comparisons between
peers and to help inform daily deployment of staff linked to changes in acuity and
occupancy. Currently, few organisations have the functionality to do this and where
this is in place, additional software packages have been purchased. The Deputy
Director of Nursing and Midwifery is visiting East Herfortshire in September 2016 to
review one such system. CHPPD are being collected monthly but analysis of the
information is currently limited.

RISK & ASSURANCE

This paper can assure the Board of Directors that there are safe staffing levels
within the current funded establishments, however, challenges related to
recruitment, retention and the covering of unforeseen absences requires at least
daily reviews of staffing levels to ensure safe staffing levels are maintained.

CONCLUSION

The report presents a comprehensive overview of Nursing and Midwifery staffing
levels across the organisation. Changes to both shift patterns and staffing
establishments during 2015 and 2016 have been beneficial. The triangulation of
Quality metrics provides assurance that staffing levels are currently safe supported
by local leadership.

However, Nursing and Midwifery staffing levels are dynamic and need to be
reviewed at least 6 monthly to respond to changes in acuity and dependency. A
subsequent review will be presented in March 2017.

RECOMMENDATIONS

The Board of Directors is asked to;
e note the contents of this report

S11-
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Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29" September 2016

Subject: Safe Staffing report

Report of: Director of Nursing and Midwifery  Prepared by: and Midwifery and Lead

Deputy Director of Nursing

Corporate Nurse

REPORT FOR APPROVAL

Corporate
objective
ref:

Summary of Report

The report provides an overview, by exception, of actual versus
planned staffing levels, for the month of August 2016.
Key points of note as follows;

Board Assurance
Framework ref:

e Average fill rates for Registered Nurses (RN) and Care staff
remain above 90%

e In Surgery and Critical Care Theatres presents the most
significant staffing challenge with a 10.57% band 5 vacancy
rate. Improvements are noted on the orthopaedic wards
following redeployment of B3 staff

CQC Registration
Standards ref:

e Neonates continues to receive support from Treehouse

e Medicine continues to face staffing challenges in the
Emergency Department with a 13% vacancy rate, and a
29% rate factoring in sickness and awaiting new starters —
mitigating actions are in place

The Board of Directors is asked to note the contents of this report

. [] completed with assurance given that Safe Staffing was maintained during
Equality Impact August 2016.
A ment:
ssessment |:| Not required
Annex A — Historical submission data
Attachments:

Annex B — UNIFY submission August 2016

This subject has previously been
reported to:

[ ] Board of Directors [ ] Workforce & OD Committee

|:| Council of Governors |:| BaSF Committee

[ ] Audit Committee [] Charitable Funds Committee

|:| Executive Team |:| Nominations Committee

|:| Quality Assurance |:| Remuneration Committee
Committee |:| Joint Negotiating Council

|:| FSI Committee |Z| Other
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2.1

3.1

3.2

33

3.4

INTRODUCTION

As part of the ongoing monitoring of staffing levels, this paper presents to the Board of
Directors a staffing report of actual staff in place compared to staffing that was planned, for
the month of August 2016.

Work-streams to support safe staffing continue, with a monthly Safe staffing group chaired
by the Director of Nursing and Midwifery.

The Board of Directors is asked to note the contents of this report.

BACKGROUND

NHS England is not currently RAG (Red, Amber, and Green) rating fill rates. A review of local
organizations shows that fill rates of 90% and over are adopted with exception reports
provided for those areas falling under this level.

AUGUST 2016 DAY NIGHT
RN/RM Average Fill Rate | 91.9% 1 95.3%]
Care Staff Average 103.6%] 117.2%)]
FillORate

CURRENT SITUATION

Registered Nurse/Midwife

Overall performance

In August 2016 the wards continue to report safe staffing levels overall. Theatres continue
to present significant recruitment challenges with difficulties encountered recruiting
experienced staff. Additional actions are underway and these have recently been
presented to the Workforce and Efficiency group. The Emergency Department is
encountering significant Registered Nurse staffing challenges linked to both vacancies,
sickness and maintained increased demand.

Temporary Staffing

Registered Nursing agency reliance figures are 2 months in arrears and therefore are
reported here for July 2016. Overall reliance on Registered Nursing agencies is 3.3% for July
2016. Our compliance with the introduction of capped rates for agency nursing staff is now
reported as 100% for all general areas from the 1% July 2016. Critical areas (ED, ITU,
Theatres) remain above capped rates, in line with the picture nationally, however
discussions continue as part of the Agency partnership programme with the aim to agree
compliance with the February 2016 capped rates. Reliance on agency has predominantly
been for Theatres although ED reliance is expected to rise due to vacancies

Surgery and Critical Care

The redeployment of B3 staff along with the seasonal bed closures have significantly
improved the Registered Nurse staffing levels on M4 and D1 which are wards which have
been highlighted on previous reports. Theatres continue to experience recruitment issues

-30of6-



3.5

3.6

3.7

3.8

3.9

7.1

Medicine

In month the care staff figures on 8 wards are showing increased levels which reflect the
number of 1:1 specials that have been required to ensure safe staffing. An alternative
model for the provision of ‘specialling’ is currently being scoped. B2 has now fully recruited
to vacant Registered Nurse vacancies.

Community
Community currently has very limited vacancies and discussions continue with the CCG
regarding sub optimal uplift/headroom provision. A risk register entry has been completed.

Child and Family

Neonatal reported high sickness levels which has contributed to their safe staffing figures.
However Tree House has supported Neonatal as Tree House activity levels low in the
month. 5 registered nurses have been recruited and will start September/October 2016

Recruitment

In month there has been a focus on preparing for the nurses arriving from India due to
arrive Autumn 2016.Care support open days are planned for September 2016 and if
successful this format will continue every 6 — 8 weeks. Also planned are student nurse
open days to align with optimal university graduation schedules. A review of workforce
requirements for 2017/18 is currently underway

Care hours per patient day (CHPPD)

August’s report also includes information relating to care hours per patient day (CHPPD).
This is the new staffing metric advised by the Carter review which aims to allow comparison
between organisations to a greater extent than previously, whilst noting that location
specific services (specialty centres for example) will influence the final measure.

The CHPPD calculates the total amount of Nursing (RN and Care staff) available during a
month, and divides this by the number of patients present on the in-patient areas at
midnight. This gives an overall average for the daily care hours available per patient (all
nursing and midwifery staff). During the Carter pilot stages, 25 trusts were included and
their results showed CHPPD range from 6.3 to 15.48 CHPPD and a median of 9.13.

For August 2016, our report shows an average CHPPD of 7.7. Further work is underway
nationally to inform next steps in relation to the interpretation of CHPPD.

RISK & ASSURANCE
The Organisation can be assured that safe staffing levels were maintained during August
2016

CONCLUSION
Safe staffing levels have been maintained.

RECOMMENDATIONS

The Board of Directors is asked to note the contents of this report



Appendix A — Previous months staffing fill rates

JULY 2016

RN/RM Average Fill Rate

Care Staff Average FillCRate

DAY

NIGHT

June 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

May 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

April 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

March 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

Feb 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

Jan 2016

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT

Dec 2015 DAY NIGHT
RN/RM Average Fill Rate

Care Staff Average Fill Rate

Nov 2015 DAY NIGHT

RN/RM Average Fill Rate

Care Staff Average Fill Rate

Oct 2015

RN/RM Average Fill Rate

Care Staff Average Fill Rate

DAY

NIGHT
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Sep 2015 DAY NIGHT

RN/RM Average Fill Rate 90.7% 1 97.3% 1

Care Staff Average Fill Rate 99.7% 1 109.8% 1

Aug 2015 DAY NIGHT

RN/RM Average Fill Rate 89.6% | 94.9% |

Care Staff Average Fill Rate | 98.7% | 108.2% 1

July 2015 DAY NIGHT

RN/RM Average Fill Rate 90.9% 1 97.2% 1

Care Staff Average Fill Rate | 101% 1 106.4% |

June 2015 DAY NIGHT

RN/RM Average Fill Rate 90.3% | 95.2% 1

Care Staff Average Fill Rate | 100.4% | 106.6% 1

May 2015 DAY NIGHT

RN/RM Average Fill Rate 91.4% | 95.1% |

Care Staff Average Fill Rate | 101.5% 1 105.7% |

April 2015 DAY NIGHT

RN/RM Average Fill Rate 93% 1 95.7% 1

Care Staff Average Fill Rate | 100.3% 1 108.2% |

March 2015 DAY NIGHT

RN/RM Average Fill Rate 92% 1 93.3% 1

Care Staff Average Fill Rate [ 97.9% | 106.9% |

February 2015 DAY NIGHT

RN/RM Average Fill Rate 90% | 91.8% |

Care Staff Average Fill Rate | 100.4% | 108.5% |

January 2015 DAY NIGHT

RN/RM Average Fill Rate 91.7% (62.4%-104%) | 94.5% (58.9%-113.2%)1
Care Staff Average Fill Rate | 101% (71% -137.9%)1 110.6% (51.6%-217%)1

December 2014 DAY NIGHT

RN/RM Average Fill Rate 92.2% (69.5%-112.4%) | 93.6% (59.7%-112.9%)]
Care Staff Average Fill Rate | 98.8% (62.8%-122.2%)| 106.5% (71%*-125.8%)1
November 2014 DAY NIGHT

RN/RM Average Fill Rate 93% (72.7%-100%) 1t 95.7% (69.2%-107.9%)1
Care Staff Average Fill Rate | 102.4% (67.6%-132.4%)1 106.1% (30%*-140.8%)]

Appendix B — Unify entry




Fill rate indicator return
Staffing: Nursing, midwifery and care staff

org: RWAJ - Stockport NHS Foundation Trust
Period:  August_2016-17
Please provide the URL to the page on your trust website where your staffing information is available
I\Amw.slockport.nhs.uk/llz/safe—slaﬁing |
Day Night Day Night Care Hours Per Patient Per Day (CHPPD)
) i ; ) Registered . Registered . :
Hospital Site Details Main 2 Specialties on each ward e e Care Stalf e o Care Stalf AR pa— igm:‘\:u:?
rate- |Averagefill| rate- | Averagefill m: mcr‘w’th Registered
Ward name Total Total Total Total Total Total Total Total | registered | rate -care | registered | rate-care | (= FONE | midwives/ | Care Staif | Overall [Head of Nursing Comment
nurses/mid | staff (%) | nurses/mid | staff (% nurses
. A SRS Sraya SR monthly | monthly | monthly | monthly | monthly | monthly | monthiy | monthly () [CONN oy
planned | actual | planned | actual | planned [ actual [ planned [ actual | wives (%) wives (%) g
staff hours | staff hours [staff hours [staff hours [staff hours [staff hours [staff hours [staff hours
Unit has 5 Registered Nurse vacancies - all recruited to
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Neonatal Unit 420 - PAEDIATRICS 2325 2040 0 0 1627.5 1323 0 0 87.7% nia 81.3% nia 89 00 8.9 |and starting Sept/Oct - acuity and capacity balanced for
378 staffing numbers.
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Tree House 420 - PAEDIATRICS 2790 2490 465 465 1860 1772 0 o 89.206 100.0% 95.3% nia 102 11 11,3 | Summer capacity was low in August - safe staffing
ar retained as one ward area closed due to low demand.
RWJ03 |STEPPING HILL HOSPITAL - RWJ09 Jasmine Ward 502 - GYNAECOLOGY 930 930 465 465 620 620 o o 100.0% | 1000% | 100.0% nla 213 73 22 95
RWJ03 |STEPPING HILL HOSPITAL - RWJ09 Birth Centre 560- MIDWIFE LED CARE | 501 - OBSTETRICS 1860 1837.5 465 465 1240 1230 310 310 98.8% 100.0% 99.2% 100.0% 64 419 121 60.0
RWJ03 |STEPPING HILL HOSPITAL - RWJ09 Delivery Suite 501 - OBSTETRICS 2790 2700 465 4515 1860 1730 310 270 96.8% 98.4% 93.0% 87.1% 230 185 30 216
RWJ03 |STEPPING HILL HOSPITAL - RWJ09 Maternity 2 501 - OBSTETRICS 560- MIDWIFE LED CARE | 16275 | 16275 930 8475 620 600 310 310 100.0% 91.1% 96.8% 100.0% 508 44 23 6.7
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 ICU & HDU ;Qés‘gm;\cm CARE 4650 4496 775 775 4092 4235 0 0 96.7% 1000% | 1035% | #DIvio! 37 259 23 28.2
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 ﬁ:“:" Sty surgieal 01 _ yroLoay 100 - GENERAL SURGERY | 21115 | 20275 8025 7785 801 881 682 647 96.0% 97.0% 98.9% 94.9% 18 47 23 7.0 L’g\t’;vemem from last month particularly around CSW
Increased care staff to support dependent bariatric patient.
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 86 100 - GENERAL SURGERY 101 - UROLOGY 1395 13335 | 11625 | 13575 682 682 682 924 95.6% 1168% | 1000% | 1355% 30 34 6.4 |Aditonal beds were also open for a short period of fime in
671 month
RWJ09 _[STEPPING HILL HOSPITAL - RWJ09 c3 100 - GENERAL SURGERY _|101 - UROLOGY 1627.5 | 1609.5 1116 1068 868 825 682 649 98.9% 95.7% 95.0% 95.2% 320 74 52 126
Registered Nurse days shortfall continues (o relate to
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 ce 101 - UROLOGY 100 - GENERAL SURGERY | 1395 1245 1395 1383 682 682 682 682 89.2% 99.1% 100.0% | 100.0% 30 32 6.1 |vacancies  further recruits due fo start September. Daly
Matron assurance, minimum 2 Registered Nurses per shift
651
Registered Nurse days shortfall continues to relate to
110 - TRAUMA & vacancies , further recruits due to start September. Daily
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 D1 16275 1500 1395 1347 682 682 682 814 92.2% 96.6% 1000% | 1194% 31 31 6.2 |Matron assurance, minimum 2 Registered Nurses per shift
ORTHOPAEDICS
. Additional CSW cover required to support dependent
o1 high risk patients
110- TRAUMA & Safety maintained, due to some capacity on the ward due
. 9
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 D2 ORTHOPAEDICS 1395 1149 1625 | 11385 682 682 682 682 82.4% 97.9% 1000% | 100.0% 195 37 37 A aiotion
110 - TRAUMA & ‘Additonal Registered Nurse_on days at the beginning of
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 D4 942 9825 | 10095 | 9795 682 678 495 489 1043% 97.0% 99.4% 98.8% 38 33 7.1 |the month due to staff redeployment and the need to
ORTHOPAEDICS
440 honour shifts
) 110- TRAUMA & The staffing pressure was at the beginning of the month
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 M4 ORTHOPAEDICS 15675 | 13345 1674 16705 682 671 1023 979 85.1% 99.8% 98.4% 95.7% s60 36 47 83 | o bodtcoanes
RWJ09 _[STEPPING HILL HOSPITAL - RWJ09 AMUL 300 - GENERAL MEDICINE 2802 2592 1953 1885.5 2046 1760 1705 1815 92.5% 96.5% 86.0% 106.5% 994 44 37 8.1
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 AMUZ 300 - GENERAL MEDICINE 1953 1695 1581 1707 1705 1661 1364 1375 86.8% 108.0% 97.4% 100.8% 679 49 45 g5 |Vacancies gﬁ‘g”g;;c'“"ed 0. Sale staffing . Matron
Recruitment ongoing .minimum 2 Registered Nurses on
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 AL0 430 - GERIATRIC MEDICINE 1789 | 147375 | 1674 2457 682 649 682 1331 82.4% 146.8% 95.2% 195,29 24 42 6.6 |duty at all tmes . Safety assured by Matron. Care staff
899 increased to support acuity and falls risk patients
Night care staff to support dependency, 2 patients
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 ALL 300 - GENERAL MEDICINE 1922 18245 | 14415 | 14045 682 682 682 1414 94.9% 103.7% | 1000% | 207.3% 30 35 65 |receiving 1-1 care and a bariatric patinet requiring
837 additional staff to provide care.
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 AL2 300 - GENERAL MEDICINE 1741 14255 1457 1442 682 682 682 682 81.9% 99.0% 100.0% 100.0% 819 26 26 52 |New 5‘3"9'55‘:::1;'::51:’:‘;5 awaiting Registered Nurse
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Al4 300 - GENERAL MEDICINE 1672 1406.5 1209 1107 682 682 682 869 84.1% 91.6% 100.0% 127.4% 26 24 50 |Vacancies being recruited to. Aways minimum 2
a1 Registered Nurses on duty . Matron assures safety
Focus recruitment in progress . Care staff numbers
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Als 300 - GENERAL MEDICINE 1769 1439 1209 1533 682 715 682 682 813% 1268% | 1048% | 100.0% 29 29 58 |increased to support dependency. Matron assurance for
5 safety. Always 2 Registered Nurses minimum on duty
4 nurses recruited awaiting start dates. Matron review for
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 B2 430 - GERIATRIC MEDICINE 1674 1302 837 963 1364 968 682 693 77.8% 115.1% 71.0% 101.6% 49 36 85 |safety assurance . Always 2 Registered Nurses on duty
460 minimum
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 B4 320 - CARDIOLOGY 1085 10325 837 8145 682 660 341 341 95.2% 97.3% 96.8% 100.0% 489 35 24 58
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 B5 300 - GENERAL MEDICINE 1085 9735 837 782 682 654.25 682 662 89.7% 93.4% 95.9% 97.1% 428 38 34 7.2 | Ward vacancies being recruited to. Always 2 Registered
Nurses on dutv . Safetv assured bv Matron
Nurse sickness . Always 2 Registered Nurses.
RWJBB  [THE MEADOWS - RWJ88 Bluebell Ward 318- INTERMEDIATE CARE 1209 982 2449 2401 682 682 682 1001 812% 1017% | 1000% | 146.8% 22 45 6.7 |Care staif increased to support dependency . Safety
769 assured by Matron
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 c2 300 - GENERAL MEDICINE 1085 10025 837 10575 682 682 682 1001 92.4% 126.3% 100.0% 146.8% 32 39 7.1 |Increased care support workers due to patient actity and a
525 number of patients requiring 1-1 care
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 ca 320 - CARDIOLOGY 10695 | 975.75 837 844 682 670 341 533 91.2% 100.8% 98.2% 156.3% 35 29 6.4 |Mmereased care support workers to support 1-1 for patient
ar2 with safeguarding concerns
RWJ09 _[STEPPING HILL HOSPITAL - RWJ09 Coronary Care Unit__|320 - CARDIOLOGY| 837 837 465 495 682 706 341 341 1000% | 1065% | 1035% | 100.0% 174 8.9 48 13.7
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Sm‘”‘ Decisions 1300 - GENERAL MEDICINE 496 496 496 496 310 310 310 310 100.0% 100.0% 100.0% 100.0% 116 69 69 139
RWJ03  [CHERRY TREE HOSPITAL - RWJ03 Devonshire Centre for 31, e iagy raTioN 1147 111 19095 | 18975 682 682 682 968 96.9% 94.9% 100.0% 141.9% 31 5.0 g |Mmcreased care support workers at night to support patient
Neuro-Rehabiltation s70 on1-1care
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 El 430 - GERIATRIC MEDICINE 2015 1675 23005 2169 1023 781 1364 1307 83.1% 93.9% 76.3% 102.4% 24 35 g |Safe staffing , Head of Nursing review of Night Duty
1005 Registered Nurse levels. Safety assured
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 E2 430 - GERIATRIC MEDICINE 23835 | 23835 1674 2077 1023 970 1023 1343 1000% | 124.1% 94.8% 131.3% 1080 32 33 65 |increase care support workers to support 1-1 patient care
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 E3 430 - GERIATRIC MEDICINE 23835 2376 1674 1666 1023 957 1023 1364 99.7% 99.5% 93.5% 133.3% 1070 31 28 59 'nr:;;‘fased care support workers to support 1-1 care at
Short Stay Olders
RWJ09  [STEPPING HILL HOSPITAL - RWJ09 Peoples nit 430 - GERIATRIC MEDICINE 837 822 465 3675 682 6305 341 341 98.2% 79.0% 92.4% 100.0% . 34 17 51
Total 50088 | 551275 | 395235 | 409435 | 351305 | 3347675 | 21513 | 25219 91.9% 103.6% 95.3% 17.2% 19975 44 33 77
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Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29 September 2016
Subject: Update on 7 day working
Report of: Medical Director Prepared by: Medical Director
REPORT FOR APPROVAL
Summary of Report
Corporate N/A Identify key facts, risks and implications associated with the report
objective content.
ref:
The purpose of this report is to update the trust board on
progress towards the national standards relating to delivery
of 7 day working.
Board Assurance N/A
Framework ref:
CQC Registration
Standards ref: N/A
Equality Impact D Completed
Assessment: X Not required
Attachments:

This subject has previously been

reported to:

|:| Board of Directors |:| PP Committee

[] council of Governors [ ] sSD Committee

|:| Audit Committee |:| Charitable Funds Committee

|:| Executive Team |:| Nominations Committee

|:| Quality Assurance |:| Remuneration Committee
Committee |:| Joint Negotiating Council

|:| F&P Committee |:| Other
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2.1

2.2

2.3

INTRODUCTION

The purpose of this report is to advise the Board of Directors about the current standards for
seven day working, and progress within the trust in meeting these standards.

BACKGROUND

In December 2013, Sir Bruce Keogh set out expectations based upon 10 standards for trusts, to
improve 7 day services. Of the original 10 standards, the focus has turned on four priority
standards (highlighted in grey). It is these areas that are currently to be prioritised by the
department of health.

Standard
1 Patient experience
2 Time to first consultant review
3 MDT review for all acute admissions (the MDT will vary by speciality but as a

minimum will include Nursing, Medicine, Pharmacy, Physiotherapy and for
medical patients : OT)

4 Shift handovers
5 Diagnostic services
6 Interventions/key services ( hospitals must have timely 24 hour access, 7 days a

week to consultant directed interventions that meet the relevant speciality
guidelines, either on site or through formally agreed networked arrangements
with clear protocols)

7 Mental health services

8 On-going review

9 Transfer to community, primary and social care
10 Quality improvement

The rationale for the 7 day services initiative was a belief that mortality rates varied across the
week. The department of ‘7 days services factsheet’ (DOH 24™ July 2015)summarised

e Patients are 16% more likely to die if they are admitted on a Sunday compared with a
Wednesday.

e The risk of death for patients admitted on a Sunday compared with a Wednesday is 37%
higher for acute and unspecified renal failure, 8% higher for urinary tract infections and
7% higher for a fractured neck of femur.

e Survival rates following a broken hip are much higher if patients are treated quickly,
ideally within 2 days. Patients are 24% more likely to have to wait longer than 2 days for
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2.5

2.6

a broken hip replacement on weekends.
e There is not always access to the right treatments or diagnostic tests at weekends, which
can result in delays and worsen the outcomes and experience for patients.

There have been considerable questions raised in the medical literature about whether the
evidence supporting the differing mortality rates between weekday and weekend admission
stands up to scrutiny. The ‘high intensity specialist acute led care’ study
(www.hislac.org/images/publications/HiSLAC-Lancet-paper-briefing-WEB.pdf), is an independent

scientific investigation into the weekend effect, funded by the National Institute of Health
Research. Phase 1 of this study concluded,;

‘the weekend effect (which has been studied in more than 100 publications covering different
health systems and continents) is multifactorial. There is evidence that patients admitted at
weekends are sicker (i.e. there are fewer low-risk admissions at weekends), and the weekend
effect may therefore have a ‘community dimension’ - the causes may include community and
social care as much as hospital care.” ‘Policy makers should exercise caution before attributing
the weekend effect mainly to differences in specialist staffing”.

Stockport NHSFT, Risk adjusted Mortality Index (RAMI) data tracks weekday and weekend
mortality rates and shows no significant difference between them.

RAMI 2015 Trend of RAMI value for Stockport NHS FT
value weekend and weekday admissions, non-elective

1.4 1 admissions only
1.2
1.0
‘ weekday
06 - 1 ’ weekday, 0.77
weekend
weekend, 0.76
o Jan|Feb|Mar| Apr|May|Jun | Jul |Aug|Sep|Oct|Nov|Dec Jan|Feb|Mar
2015 2016

End of rolling 12 month period
Figl.

7 day working remains high on the national agenda, with no evidence of this focus being lost.
National audit of 7 day working, using the ‘7 day self-assessment tool’ (7daySAT) is currently
underway, with all hospitals receiving acute admissions expected to submit data. Data will be
collected every six months for the next 18 months to track progress against the four core
standards. This data is likely to be publically shared and given a high profile.

While the relative merits of an evenly spreading all hospital activity over 7 days remains subject
to debate, key aspects of the proposals are difficult to dispute;
e Delivery of consistent care to acutely unwell patients at all times.
e Ensuring that the deteriorating patient in hospital, is as effectively managed at all times.
e Ensuring the treatment and investigation of hospital in-patients continues to progress
over the weekend.
e Ensuring patients who are fit to leave hospital do not wait over weekend for ‘medical
clearance’ on the Monday before going home.


http://www.hislac.org/images/publications/HiSLAC-Lancet-paper-briefing-WEB.pdf
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It is these aspects of 7 day working that are subject to the focus of the four ‘prioritised
standards’. It is our progress against these standards that are considered in the remainder of this

paper.

CURRENT SITUATION

Standard two : Timely consultant review:

All emergency admissions (EA) have a thorough clinical assessment by a suitable

consultant as soon as possible, but at the latest within 14 hours of arrival at

hospital.

96% of admissions are under the care of 6 acute specialties (highlighted in grey).

Specialty Number of emergency % of all emergency
admissions per year admissions
Accident & Emergency 934 2%
Breast Surgery 9 0%
Cardiology 278 1%
Critical Care 154 0%
ENT 349 1%
General Medicine and care of 23053 45%
the elderly
General Surgery 4036 8%
Obstetrics, Gynaecology and 9657 19%
midwife led care
Haematology 1 0%
Intermediate Care 9 0%
Oncology 0 0%
Ophthalmology 22 0%
Oral Surgery 1 0%
Paediatrics 7923 15%
Paediatric Surgery 1 0%
Paediatric T&O 3 0%
Pain 0 0%
Rehabilitation 46 0%
Respite Care 0 0%
Rheumatology 2 0%
Spinal Surgery 233 0%
Trauma & Orthopaedics 2172 4%
Urology 2661 5%
Grand Total 51544 100%
Figure 1.

Each of these 6 busiest specialties receive 7 — 63 admissions per day. For each of these

specialties, delivery of a consultant review within 14 hours requires a twice daily consultant ward
round. At present there is no comprehensive IT system for data capture the above process
standards and hence the ability to assess the real time on-going compliance with the standard is
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limited.

The 7days audit tool will provide a data snapshot by audit staff manually reviewing a sample of
the case notes.

The current specialty position in Stepping Hill is summarised in figure two and detailed below.

Time to consultant review of emergency admissions — Stepping Hill

Specialty % share of emergency Current position
admissions
Acute medicine 45%

Acute stroke

Obstetrics and Gynaecology 19% Standard partially met

Acute General Surgery 8%

Paediatrics 15% Standard partially met.

Urology 5%

Trauma and orthopaedics 1% Standard partially met.
Figure 2.

Acute Medicine (45% EA)

Weekday cover 14 hours per day onsite.
Weekend cover 12 hours per day onsite.
Standard met.

The redesign and co-location of the Acute Medical Unit (AMU) in “D” Block incorporating the GP
Assessment Unit (GPAU) along with the redesign of the Acute Physician rota model, will enhance
continuity of care and reduce delays and would facilitate further assurance with compliance with
this standard.

Acute Stroke: (managed emergency sub-speciality within acute medicine).

The trust operates as a Primary Stroke Centre and has formal networked arrangements with clear
protocols to provide 24/7 cover for acute stroke patients. We have stroke consultant presence

on site for 11.5 hours per day during the week, 7.5 hours at weekends. Timely consultant reviews
are supported with remote consultation with telemedicine ensuring timely assessment of
patients. This use of technology to remote review patients, may be translatable to other
specialties..

Obstetrics and gynaecology: (19% EA).

Consultants cover both obstetrics and gynaecology out of hours. There is a “consultant of the
week” model so that all new admissions can be reviewed within the 14 hour standard. There is
however considerable mal-distribution of on site consultant time between weekdays and
weekends.

Stockport had 3474 deliveries in 2015/16. National standards dictate 60 hours per week of
consultant cover on the delivery suite. We currently deliver 86 hours of consultant cover,
managed between 0830 and 2100 Monday — Friday, and two consultant resident nights per week
(no prospective cover). During the week, consultant review within 14 hours is consistently
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delivered.

There are daily consultant ward rounds at weekends but the on site commitment is considerably
less than is provided during the week, and a review within 14 hours is not consistently met.

Acute General Surgery: (currently 8% EA, likely to rise to 12% in 2017).

Currently run a ‘hot consultant’ model. Single consultant delivers 96 hours of continuous cover,
including review of admissions and delivery of emergency surgery. Demands upon a single
consultant see inconsistent delivery of the 14 hour standard.

Development of the Healthier Together initiative on the Stepping Hill site will see
implementation of consultant delivered assessment on the acute surgical unit 14 hours per day, 7
days per week (standard met). A separate consultant will be available for emergency surgery.
Implementation will begin from march 2017.

Paediatrics (15% EA)

From 1* October 2016 there will be a twilight consultant rota. This will deliver Monday — Friday
on site cover to 10pm. This is not currently prospectively covered. Weekday review of admissions
will be consistently deliverd.

At weekends there are only 6 hours per day of consultant on site presence. The 14 hour review
standard is therefore not met.

Urology. (4% EA)

Currently runs a ‘on call’ system. ‘On call’ consultant can be off site during the week making
routine review consultant of all admissions within 14 hours inconsistent (standard not met).

Current plans being developed to move to a hot week model. This has considerable resource
implications, but will deliver more consistent acute consultant time across 7 days. These plans
will be presented to the executive team early next month.

Trauma and orthopaedics (5% EA)

Designated trauma consultant on site 7:30 — 6 pm 7 days per week (standard potentially met). In
practice most consultant time is focused upon theatre cases. Routine review of every admission
within 14 hours may be inconsistent.

Standard 5: Improved access to diagnostics:

Hospital inpatients have scheduled 7 day access to diagnostic services.

Consultant-directed diagnostic tests and reporting available 7 days a week: within 1 hour for
critical patients; within 12 hours for urgent patients; and, within 24 hours for non-urgent
patients.

The key areas of intervention in our hospital are summarised in figure 3 and outlined in greater
detail below
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Summary of current diagnostic position at Stepping Hill

Within 12 hours for urgent
patients

Figure 3

Radiology

Access to reported CT and ultrasound is available 7 days a week and within 1 hour for critical

patients. Urgent in-patient surgical CT and ultrasound available within 12-24 hours 7 days a

week. Urgent medical cases available with 12-24 during core hours and supported via on-call

radiologist outside of core hours.

Non urgent CT are not typically delivered within 24 hours.

Access to plain film is available 24/7: this is reported later and is usually evaluated by the

requesting clinician to inform immediate management.

We do not offer access to inpatient MR imaging outside of core hours Monday to Friday 9-

Microbiology

The microbiology laboratory is staffed 0800-2000 weekdays & 0900-1700 weekends, with an on-

call service operating 24/7 outside these times. For urgent specimens requiring overnight
processing e.g. CSF microscopy/ cell count results are available within 1 hour of specimen
receipt. Rapid diagnostics are available for organisms with infection prevention and patient
throughput ramification: C. difficile, Norovirus and Influenza. These results are available within
24 hours of receipt and if received within normal working hours within 4 hours. There is a 24/7
consultant led clinical on-call service for urgent clinical advice, provided within 1 hour.

Lab medicine

Blood sciences provide a full service 24/7 with capabilities to provide urgent results on demand.
Consultant advice is available 24/7 provided within 1 hour.

Standard 6: Consultant directed interventions:

Hospital inpatients must have timely 24 hour access, 7 days a week, to consultant-directed
interventions.

The current position for consultant directed interventions is summarised in figure 4, and outlined
in greater detail below.

Summary of current delivery of consultant directed interventions over 7 days

Non vascular interventional radiology In planning for 2017

Emergency endoscopy

General surgical intervention

Trauma surgical intervention

Obstetric and gynaecology surgical
intervention

Critical Care Review

Figure 4
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Non vascular Interventional Radiology (IR).

Currently the interventional consultants can be contacted for urgent out of hours for non-
vascular interventional cases such as nephrostomies and they perform this on a payment per
case basis. There is no formal rota so this is not entirely robust but due to the occasional nature
of this work has traditionally provided out of hours interventional cover when required. We are
aiming to implement a formal out of hour’s rota in line with healthier together requirements by
Spring 2017. There are both pragmatic (spitting the rota) and resource (considerable cost)
implications. This will be a minimum standard as a specialist hospital.

Emergency endoscopy.

NCEPOD report ‘time to get control’ stated ‘Patients with any acute Gl bleed should only be admitted to
hospitals with 24/7 access to on-site endoscopy’. Emergency endoscopy is currently provided out of
hours by the acute surgical team. They lack the competencies to endoscopically manage some
causes of Gl bleeding. Our role as a specialist surgical hospital will see us need to resolve this
issue. The issue is common to many moderate sized hospitals.

Surgical intervention.

Currently the majority of surgical interventions are in Obstetrics, Gynaecology, Orthopaedics or
General surgery. The current consultant provision is outlined above, but is facilitated in a 24/7
CEPOD theatre and 24/7 obstetric theatre, with 24/7 consultant anaesthetist cover.

Critical Care Review

Critical care consultants are on site 16.5 hours per day during the week, and 13.5 hours per day
at the weekend. (compliant)

Standard 8: On-going review

All patients on the AMU, SAU, ICU and other high dependency areas must be seen and
reviewed by a consultant twice daily, including all acutely ill patients directly transferred, or
others who deteriorate. To maximise continuity of care consultants should be working multiple
day blocks.

Once transferred from the acute area of the hospital to a general ward patients should be
reviewed during a consultant-delivered ward round at least once every 24 hours, seven days a
week, unless it has been determined that this would not affect the patient’s care pathway.

The current position with regards to on-going review in Stepping Hills high dependency areas is
outlined in figure 5, and in more detail below.

Summary of high dependency areas delivery of 7 day standard
Intensive Care Unit
High Dependency Unit
Coronary Care Unit
Surgical Assessment Unit
Medical Assessment Unit
Hyper acute stroke unit.
Paediatric HDU Partially compliant
Neonatal Unit.
Figure 5
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Intensive Care / High Dependency Unit:

All patients are reviewed twice a day on the HDU / ICU (compliant). One review is in the form of
a formal ward round. The second review is an informal appraisal that the actions from the ward
round have been completed. Formalisation of the second patient review may be required to
meet the audit standards.

Coronary Care Unit:

We have a relatively small cardiology service. The Coronary Care Unit provides a monitored bed,
but only level 1 care (no invasive monitoring or organ supports). We have 4 hours of on site
consultant time over the weekend. Patients are reviewed only once per day (not compliant)

Surgical Assessment Unit:

Currently provided by single ‘hot surgical consultant’. Only one ward round per day, with acute
review of deteriorating patients and admissions. From April 2017, Healthier Together standards
will deliver 14 hours of SAU consultant time per day. All patients will be reviewed twice per day.

Medical Assessment Unit:

Even though there is scheduled twice daily ward rounds in AMU (compliant) the approach on the
ground when consultant is on site onsite is more of a rolling consultant review of new admissions
after the morning scheduled ward rounds of all patients in the acute medical unit (AMU). This is
likely to require formalising to meet the audit standards.

Hyper-acute stroke unit.
There are twice daily ward rounds in Hyperacute stroke unit. (HASU). HASU cover is delivered as
block rota to ensure continuity

Paediatric HDU: Weekday on site consultant until 10 pm will deliver consistent twice daily ward
rounds. Weekend cover of only 6 hours will not. Paediatric HDU is only a level 1 unit, offering
close monitoring but not organ support

Neonatal Intensive Care Unit.
Twice daily ward rounds in High Dependency areas do largely happen 7 days per week. They are

not formally resourced, but are prioritised at the beginning and end of the paediatricians day.

Consultant daily review in non acute areas.

Delivery of 7 day consultant review of all in-patients in non acute areas.

Figure 6

This year, prioritisation has been given to addressing the 7 day standards relating to acute
admitting areas. Daily review of patients in non acute areas occurs does not currently take place.

The goal of these reviews is to ensure that;
e Ensuring the treatment and investigation of hospital in-patients continues to progress
over the weekend.
e Ensuring patients who are fit to leave hospital do not wait over weekend for ‘medical
clearance’ on the Monday before going home.
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Daily review should reduce length of stay. It does require considerable resource. A daily 10
minute daily review of every non acute area in-patient would require a considerable expansion in
consultant numbers. Reducing length of stay is unlikely to release sufficing funding to cover this
cost.

Patients who are ‘medically fit for discharge’ do not need a daily review. Other patients who are
in the rehabilitation phase of their illness could also be deemed not to require routine weekend
review. Our next steps should be directed at quantifying how many patients would not fall into
these categories, and to develop strategies in each admitting specialty for how this standard can
be met.

Conclusions

Considerable progress has been made in our consistent care of acutely ill patients presenting to
Stepping Hill across 7 days of the week. Over half of our acute admitting areas now meet the 7
day standards. Continued progress in other areas is required.

Emergency diagnostics are well delivered across 7 days, but routine radiological investigations
are not. Recruitment in this area makes routine 7 day elective delivery challenging.

Plans for non vascular intervention are progressing. We need to renew focus on our
development of a consistent emergency endoscopy service across 7 days.

Good progress is being made in the reliable, twice daily assessment of patients in our high
dependency areas.

Routine daily consultant review of all in-patients remains a considerable challenge.

-11-
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Report to: Board of Directors Date: 29 September 2016
Subject: Board Assurance Framework
Report of: Chief Executive Prepared by: P Buckingham
REPORT FOR APPROVAL
Summary of Report
Corporate N/A Identify key facts, risks and implications associated with the report
objective content.
ref:
The purpose of this report is to present the current Board Assurance
Framework 2016/17 to the Board of Directors for consideration and
approval.
Board Assurance BAF Risk 2
Framework ref:
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Standards ref: N/A
Equality Impact D Completed
Assessment: X Not required
Attachments: Annex A — Board Assurance Framework

This subject has previously been

reported to:

|:| Board of Directors |:| Workforce & OD Committee

[] council of Governors [ ] sSD Committee

|:| Audit Committee |:| Charitable Funds Committee

|:| Executive Team |:| Nominations Committee

|:| Quality Assurance |:| Remuneration Committee
Committee |:| Joint Negotiating Council

|:| F&P Committee |:| Other
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3.1

3.2

4.1

5.1

INTRODUCTION

The purpose of this report is to present the current Board Assurance Framework 2016/17 to
the Board of Directors for consideration and approval.

BACKGROUND

Assurance Frameworks vary across organisations and, in some instances, can be lengthy
documents that are not always well understood. This can prevent the Framework’s
effective use for managing the business and its strategic priorities. To be of real value to an
organisation, the Board Assurance Framework must be clear, concise and tailored to the
organisation’s needs.

The format for the Trust’s current Board Assurance Framework was designed in partnership
with Mersey Internal Audit Agency (MIAA) with scope of content and presentation
informed by best practice identified by MIAA. The form of the Board Assurance Framework
was reviewed by Internal Audit in March 2016 and the review concluded that “The
organisation’s Assurance Framework is structured to meet the NHS requirements, is visibly
used by the Board and clearly reflects the risks discussed by the Board”.

At the Board of Directors meeting on 31 March 2016, the Board adopted a revised
approach to the Board Assurance Framework to ensure that strategic objectives, and the
principal risks to achievement of these objectives, were subject to periodic review in order
to maintain currency of the Framework content. To this end, the Board of Directors
formally closed the previous Board Assurance Framework and approved a revised set of
strategic objectives and principal risks which would form the basis of the Board Assurance
Framework 2016/17.

CURRENT SITUATION

The current Board Assurance Framework 2016/17, which is included for reference at Annex
A of the report, has been reviewed by the relevant risk owners and updated accordingly.

Board members will be aware of the need to ensure that the risks documented in the
Framework continue to accurately reflect the principal risks to achievement of strategic
objectives. In addition, Board members should satisfy themselves that the content of the
Framework is appropriately informing the content of Board agendas.

LEGAL IMPLICATIONS

There are no legal implications arising out of the subject matter of this report.
RECOMMENDATIONS

The Board of Directors is recommended to:

e Consider and approve the content of the Board Assurance Framework at Annex A.
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SO1 To achieve full implementation and delivery of the Trust’s Five Year Strategy 2015-20.
Risk 1 | Emphasis on day to day operational delivery, in response to environmental pressures, results in lack of focus Risk Owner: Chief Executive
on strategic change programmes with consequent impairment or failure to deliver the Trust’s Five Year
Strategy.
Board Risk Rating
Initial | 2 4 8 amostcentsin 5. 5 N --- The Board needs to spend time on ensuring delivery of the Five Year
Current | 3 a 12 Strategic Staircase as described in the approved Strategy, ensuring
L x C = Level ~ ey 4 4 R -- congruence with other significant strategic partnerships programmes of
§ Possible 3 103 6 9 12 Healthier Together, Stockport Together and GM Devolution.
Opened Date | 01/04/2016 E L. . . BEEE
Review Date 14/07/2016
Review Date 22/09/2016 el : : ) ’ The Trust is not risk averse in this area and accepts that there may be
Review Date I : ‘ ' ) : exposure to reputation and staff engagement risks in pursuing service
s £ S § % transformation. The communication and engagement of staff and key
= § = A E stakeholders is recognised as essential. However, the Trust remains risk
oo o = 3 averse to any negative quality, safety or patient experience issues and
AT EEOOECE understands the balance required for financial efficiency. Reduction of
50% of strategic Board discussions would require immediate review.

Dedicated Board Strategy sessions.

Resources identified to ensure detailed work up of the Strategic Staircase and
Innovation Programmes projects.

Assurance reports to the Finance & Performance Committee on financial
delivery of the strategic projects.

Assurance reports to the Finance and Performance Committee on operational
delivery of the strategic projects.

Regular CEO reports on progress with strategic programmes.

Quarterly review of progress against key organisational objectives.

Strategy 2016/17 presentation to senior managers and clinical managers 16 March
2016.

Start the Year: 3 & 5 May 2016 and rollout for all staff planned.

Increased capacity and focus at senior level on strategy delivery implemented from
April 2016.

Increased capacity and focus through the Financial Improvement Programme to
ensure financial improvement, efficiency and effectiveness of operational
performance is managed robustly and does not impinge on strategic delivery focus

Outcome of Monitor assessment of 2016/17 Operational Plan submitted on
18 April 2016.

Deputy Chief Executive leaving the Trust will create a gap in the strategy and
transformation work at executive level

Risk that concurrent strategic programmes will impair senior management capacity.




ACTION PLAN

134 of 190

Assigned to
Chief Executive

Deputy Chief Executive

Chief Executive

Action Detail
Board to be given dedicated time for strategic discussion

Monitor engagement with staff and facilitate workshop with Child
and Family Business Group

To ensure appropriate and sufficient executive capacity is put in
place to mitigate the loss of the Deputy Chief Executive from the
Trust

Progress to Date
Board to hold monthly strategy sessions

Business Group performance review
monitoring communication plan delivery.
Further workshop held and future workshops
scheduled.

Consideration underway on how to provide
capacity and capability of all the Deputy Chief
Executive responsibilities.

Due Date
Ongoing

Ongoing

Oct/Nov 2016




S02 To achieve best outcomes for patients through full and effective participation in local strategic change programmes including; Stockport Together,

Healthier Together & Greater Manchester Devolution.

Risk 2 | Failure to plan, resource and engage effectively with strategic change programme impairs level of control and | Risk Owner: Chief Executive

influence with a consequent detrimental impact on patient services.

Board Risk Rating RISK CONTENT
Initial | 2 4 8 srcstcersin & E - --- The Board needs to spend time on ensuring delivery of the Five Year
Current | 2 a4 8 Strategic Staircase as described in the approved Strategy, ensuring
. likely 4 4 8 2 -- congruence with other significant strategic partnerships programmes of
L x C = Level . h
g Possible 3 |9 6 9 12 Healthier Together, Stockport Together and GM Devolution.
Opened Date | 01/04/2016 S tukey 2.2 4 6 & lw
Review Date | 14/07/2016 " —— —
Review Date 22/09/2016 : : : . - The Trust is not risk .averse in this area and accc?pts 'that there may t.)e
Review Date s o exposure to reputation and staff engagement risks in pursuing service
pact =5 s £ 5 § B transformation. The communication and engagement of staff and key
v s . S 1] =] . . . . o
= ‘é = @ 2 stakeholders is recognised as essential. However, the Trust remains risk
. = 3 averse to any negative quality, safety or patient experience issues and
AT EEOOECE understands the balance required for financial efficiency. Reduction of
50% of strategic Board discussions would require immediate review.

Dedicated Board Strategy sessions.

Chief Executive and other Executives (especially Finance and HR) participation
in Greater Manchester Devolution developments.

Chief Executive and Executive Director participation in the Stockport Together
programme.

Deputy Chief Executive participation as member of the MCP Shadow Provider
Board.

CEO, Deputy Chief Executive and Clinical Lead attendance at South East Sector
Healthier Together Planning Committee.

Director of Partnership designated as Programme Director for SE Sector
Healthier Together implementation with consultancy resource support.
Locality plan for Stockport consistent with Trust Strategic Plan and planning
assumptions.

Positive outcome of the Healthier Together Judicial Review.

Regular CEO reports on progress with strategic programmes.

Stockport Together adoption of the Trust’s patient segmentation approach.
Increased capacity and focus at senior level on Stockport Together programme
implemented from April 2016.

Board approval of GM Devolution governance arrangements.

Appointment of interim Director of Provider MCP ( all providers)

Chief Executive, Deputy Chief Executive and Director of Finance are members of key
Stockport Together governance meetings

Board involvement and agreements required on all strategic decisions relating to MCP
including in scope functions and options for organisational form

Council of Governors to be kept informed of all strategic matters relating to the MCP
and to be a key partner in decisions on organisational form

GM Health and Social Care Partnership agreed in principle to funding of £19M
transitional monies over 3 years from the Transformation Fund — details tbc




Regulators appraised on potential options for MCP function and form and discussions
taking place as appropriate on regulatory change issues

Resource pressure associated with strategic change programmes.
Risk on full allocation of resource to fund the change programme as Vanguard
monies are now through the GM Health and Social Care Transformation

Programme Fund

Clarity on future organisational form of MCP provider — alternative models

being considered.

Clarity on future organisational structure of FT resulting from future
organisational form of MCP to be considered and agreed.

Risk that concurrent strategic programmes will impair senior management capacity.

Chief Executive

Director of Finance /
Director of Workforce & OD

Deputy Chief Executive

Deputy Chief Executive

Board to be given dedicated time for strategic discussion

Information requirements from Trust as result of the Provider
efficiency programmes Directors of Finance are undertaking at the
request of the Provider Federation Board

Member of newly established Executive Committee for Stockport
Together to ensure delivery of programme and member of shadow
Provider Board to ensure Trust as key stakeholder in future
organisational form, contract arrangements and delivery.

Actively involved in the production of the options on form
Business case as required by Commissioners through the
procurement exercise.

Board to hold monthly strategy sessions

Information provided as required

Revised organisational management
arrangements being actively considered by
partner organisations for discussion within the
Trust

Board to receive reports monthly on progress
and to approve final Outline Business Case on
options on form.

Ongoing

Ongoing

Nov 2016

Sept-Nov 2016




S03 To secure full compliance with requirements of the NHS Provider Licence through fit for purpose governance arrangements.

Risk3 Failure to achieve sustainable delivery of the 4-hour A&E target impairs quality of patient care and results in Risk Owner: Chief Operating
further regulatory intervention. Officer
Board Risk Rating
Initial | 4 4 16 amostcentsn 5. 5 N --- Mc:eeting national standards is key to maintaining tl?e provide.r license.
Current | 4 4 16 Failure to meet standards may adversely affect patient experience and
e - Level . Likely 4 4 8 -- have a negative impact on the Trust’s reputation. There may also be
g Possible 3 103 6 12 - contractual penalties imposed by commissioners.
Opened Date | 01/04/2016 = uniikety 2 R B B 3 | =
Review Date 27/07/2016
Review Date 22/09/2016 el ‘ : ) ’ The Board is prepared to take informed risks to resolve performance
Review Date I : . ' ) : issues such as a period of planned underperformance against standard
wact E £ s § f} in order to resolve patient wait times more quickly.
. s -§ s & E
g W = 3
IMPACT / CONSEQUENCE
Executive accountability and capacity enhanced with appointment of Acting Key Issues Reports from Quality Assurance Committee
Chief Operating Officer Escalation process to Board via Integrated Performance Report (IPR)
Weekly Urgent Care Task & Finish Group implementing and tracking actions Monthly Business Group performance reviews
Plans for Medicine Bed reconfiguration to enhance flow and ED capacity External reports on areas of underperformance, e.g. Cancer or ED through ECIST or
Daily Breach validation other bodies
‘Hot Clinics’ pilot. ‘Deep Dive’ session on ED initiatives with Board members 18 July 2016
NHSI & NHS England support for medium/long term plans for Stockport Together as
sustainable solution.
NHSI approval of revised trajectory for 4-hour standard in 2016/17.
Ability to maintain sustainable levels of DToC. Continuing increases impact Matching capacity and demand within clinical services to best mitigate failure
on hospital flow during periods of high demand. Effectiveness of MCP in supporting long term sustainability against the 4 hour
Emergency Department standard is still reliant on reduced demand which target; to avoid admissions and discharge to assess.
has not yet manifested despite actions taken by commissioners.




Acting Chief Operating
Officer, Chief Executive &
Director of Finance

Acting Chief Operating
Officer

Continue to work with the Health and Social Care Economy
leaders on the gaps in Urgent Care Provision across the health
economy to enable achievement of the ED target

Introduction of effective assurance reporting of outcomes from
the monthly Performance & Planning meeting to the Quality
Assurance Committee.

Systems Resilience Group in place and
meeting monthly

Action superseded by introduction of monthly
Business Group performance reviews which
are now fully established.

Ongoing




S04 To achieve, and maintain, a minimum ‘Good’ rating under the Care Quality Commission inspection regime.

Risk 4 | Inability to maintain and improve compliance with Care Quality Commission standards impairs patient Risk Owner: Director of Nursing &
experience, damages Trust reputation and results in regulatory intervention. Midwifery
Board Risk Rating
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If CQC outcomes are not met, then patient and family experience will
be jeopardised. Closely linked to culture and values and issues arising
from Francis, Keogh and Berwick reports. The ‘Requires Improvement’
rating received in August 2016 has the potential to impact adversely on
public confidence and staff morale

Risk averse with regard to all aspects of CQC compliance. Three or
more wards or departments in a business group, which continue in
‘turnaround’ following CQC mock inspections and Nursing Dashboard
escalation for longer than three months would trigger an immediate
review and further action.

Mock CQC inspection proforma to be incorporated into development of
accreditation process for clinical areas

Monitoring of performance with commissioners

Programme of activity forward to Board assurance through visibility and
structured clinical activity for senior nursing staff

Nursing & Midwifery Dashboard and escalation process for agreed triggers,
including action plans for ‘turnaround’ wards

Implementation of Trust Quality Improvement Strategy

Key Issues Reports from Quality Assurance Committee
Patient stories / complaints / incidents / patient experience quarterly report / High
Profile Report — shared widely throughout organisation
Quality elements of Integrated Performance Report
Annual Quality Report

Infection prevention and control reports

Independent internal reviews of ongoing compliance
CQC inspection results and any resultant action plans
Twice yearly nursing and midwifery staffing reviews
Outcomes of patient surveys

Monitoring of CQC Action Plan 2016

Ongoing recruitment issues for some areas of nursing and medical
workforce may jeopardise compliance with CQC standards

Overall rating for the Trust is ‘Requires Improvement’




Director of Nursing &
Midwifery

Lead the action planning required following the CQC inspection

Draft report received 12 July 2016; factual
accuracy response returned 27 July.

Action plan developed for all outstanding
actions and presented to Board of Directors

Completed

September 2016

Director of Nursing &
Midwifery

Lead on the implementation of the CQC action plan and
monitoring progress against timescales.

Monitoring will be through business group quality boards and
regular updates to Quality Governance Committee and Quality
Assurance Committee, with key issues to the Board of Directors

To commence 1 October 2016

Director of Nursing &
Midwifery

Establish preparation needed for return CQC inspection

To commence 1 October 2016

Director of Nursing &
Midwifery

Arrange bi-monthly engagement meetings with local CQC
managers to update on progress with action plan and other
relevant issues

Commence 21% October 2016




SO5 To achieve the level of financial sustainability necessary to ensure provision of good quality services and facilitate delivery of the Trust’s Five Year

Strategy

Risk 5 | Failure to deliver the required level of cost improvement to deliver the agreed control total and receipt of STF | Risk Owner: Director of Finance &

with a consequent impact on patient services, increasing the likelihood of regulatory intervention. Deputy Chief Executive

Board Risk Rating
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Catastrophic w

Failure to pay staff and suppliers to continue to provide safe and
effective services.

Triggering the need for distress financing which would increase the risk
of regulatory intervention.

Not being able to provide the range of services and failing respective
access and contract targets / clauses leading to financial penalties.

Not being able to support Strategic Development initiatives including
the need to modernise the estate and replace aging medical
equipment.

Necessity to take risks to deliver the cost improvement and significantly
challenging programmes to achieve financial resilience with a
willingness to review core services with a view to third party delivery
and/or outsourcing of corporate departments.

Detailed financial planning process including activity, workforce and capital
planning

Operational Plan 2016/17

Participation in the NHSI Financial Improvement Programme
Implementation of a CIP Governance Framework with Executive-level
monitoring

Performance Management Framework and Performance Review Meetings
Establishment Control Panel & Staff Absence Panel

Detailed financial report to F&P Committee

Finance and CIP Performance reports

Budget and Plan approval

CQUIN update

Finance & Performance Committee review of progress reported to Board
Strategic Development Committee reporting to Board

Financial Improvement Programme

Financial Improvement Group — monthly monitoring

Appointment of Financial Improvement Director on secondment




Wider clinical ownership and accountability for programme delivery
CQUIN objectives need to be devolved to those charged with delivery
Prioritisation of capital investment for Medical Equipment replacement
Financial impact of final CQC report.

Well defined and realistic efficiency programme for 2016/17
Appropriate targeting and deployment of additional resources to deliver savings and
improvements — capacity and capability
Potential conflict between Trust plans and those of wider health economy

Programme management experience amongst senior managers across the Trust
Transfer of skills from KPMG personnel to substantive staff.

Acting Chief Operating
Officer

Hold Business Group Directors to account for delivery of their
financial and activity plans

Performance Review meetings established,
supported by KPMG representatives.

future vacancies in order to establish workforce requirements
over the next 24 months.

conjunction with KPMG. Further development
of future needs planning subject to
development of demand and capacity plans.

Director of Workforce & OD | Develop and deliver a clinical and non-clinical engagement Communication plan to be implemented from | Ongoing
programme to ensure that staff across the Trust understand the 27 July 2016. Development of an engagement
financial challenges facing the organisation. plan and supporting communications to reflect
transformational change programme
developments
Director of Finance Progress application for a further loan as normal course of Meeting with ITFF scheduled to be held on 21
business with the ITFF. July 2016.
Director of Finance / Work with the Financial Improvement Programme to identify and | Significantly challenging projects to be scoped
Financial Improvement deliver cost savings to meet the NHSI control total. and assessed
Director
Acting COO / Director of Develop a demand and capacity model incorporating growth,
Finance impact of CIP/strategic programmes and impact of delivering
agreed trajectories.
Director of Workforce & OD | Preparation of a workforce plan which incorporates current and Implementation of headcount tracker in Ongoing
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S0O6 To develop, and maintain, a flexible, motivated and proficient workforce

Risk 6 | Failure to prepare and deliver effective workforce plans supported by continuous professional development
impairs the availability of workforce resources with a consequent impact on the delivery of patient services.

Development

Risk Owner: Director of
Workforce & Organisational

Board Risk Rating
Initial 3 4 12 Almost Certain 5 5 10 --
Current | 3 4 12
Likely 4 4 8 12
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§ Possible 3 3 6 9 12
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other specialist roles.

An engaged workforce is critical during a period of transformation and
associated uncertainty. Different staffing models will be needed
resulting in different ways of working with an increased requirement
for new roles, skill mix and role development. Key supply risks exist in
relation to a number of roles including medical and nursing posts and

workforce to achieve change.
Triggers for consideration:

outside of a 15% threshold

falls below 3.0

Risk averse given the necessity to engage successfully with the

1. >50% of the KPlIs in the Integrated Performance Report are

2. The Trust’s staff engagement score in the annual staff survey

Policies and procedures

Performance Appraisal Policy

Mandatory training

Establishment Control Panel

Quarterly Pulse Surveys, including Staff Friends & Family Test
Operational Plan 2016/17

Leadership plan

Staff focus groups

Business group performance meetings.

Pay Progression Policy

Recruitment and Retention Implementation Plan
Centralised temporary staffing processes

Absence and temporary staffing performance meetings

Workforce & OD Committee / People Performance Committee
Business Group assurance reporting

Assurance reporting on attendance, sickness, absence, mandatory training, turnover

and medical appraisal & temporary staffing spend

Annual Staff Survey results and Friends & Family results (3 x per year)
Freedom to Speak Up Guardian commenced in post in February 2016
Health & Wellbeing Strategy

Recruitment & Retention Strategy approved by Board of Directors

OD Strategy approved by Board of Directors

Leadership Strategy approved by Board of Directors

Talent management strategy approved by Board of Directors

NHS England Annual Organisational Audit — Comparator Report 2015/16

11




Revised terms of reference for Establishment Control Panel

Succession Plan
Staff Engagement Plan
Workforce Plan

Engagement Strategy

Head of Organisational

To ensure staff survey results are widely shared and robust

Results shared. Business group action plans in

Organisational
Development

Workforce Efficiency Group to be agreed.

Development and Learning | action plans are developed in response to the annual staff survey | development. Ongoing
and quarterly pulse surveys. Focus groups underway.
Further information to be sought through focus group
engagement.
Director of Workforce and Workforce KPIs reviewed for 2016/17 and approved by Business group performance monitored in Ongoing
Organisational Workforce Organisational Development Committee. Performance meetings.
Development
Deputy Director of Workforce planning cycle to be aligned to business planning and Workforce planning update shared with
Workforce workforce numbers monitored monthly. People Performance Committee. HEE
workforce planning return submitted and
reviewed by PP Committee Sep 16.
Business group planning template approved.
Ongoing
Refreshed approach to workforce planning in
partnership with KPMG.
Head of Organisational Engagement strategy to be developed to support the Financial Initial work focused on FIP with strategic Ongoing
Development and Improvement Programme and organisational change and oversight of the transformational change
Leadership transformation. agenda inc Stockport Together & Healthier
Together.
Director of Workforce and Terms of reference for People Performance Committee and Terms of reference for both Groups approved. | Complete

12




SO07 To implement and embed an Electronic Patient Record (EPR) system.
Risk 7 | Failure to ensure efficient management of the EPR project results in data loss from current systems and the Risk Owner: Deputy Chief
inability to realise the benefits expected to accrue from implementation of a comprehensive electronic Executive
system.
Board Risk Rating
Initial | 3 4 12 amostcentsin 5. 5 N --- Redesign of clinical and operational workforce will need to be enabled
Current | 3 4 12 by IT both within the Trust and across GM to ensure a sustainable
Z a tlelv 4 4 -- future.
L x C = Level
§ Possible 3 3 6 9 12 - . . . . o . . .
Opened Date | 01/04/2016 g Technology is key to delivering clinical services in terms of quality,
P : = Uniikely 52" S 4 6 gL safety and outcomes. The Board needs to be sighted on key projects.
Review Date 27/07/2016
; Rare 1 1 2 3 4 5
Review Date 22/09/2016 : : : . -
Review Date 5 g 5 o 2 The Board is prepared to take decisions on investment at scale in IT
ory Lo £ § g § 2 provided that there is strong assurance that there is the ability to
dhon 3 g recover costs through efficiencies.
IMPACT / CONSEQUENCE

EPR programme board chaired by CEO
Programme and project governance
Policies and procedures

Audit programme

1G Toolkit

External and internal audit reporting of design and operation of plans
External ‘gateway’ review process prior to key stages of implementation
Approval of strategies and plans through Finance & Investment Committee
Data integrity assurance — through data quality strategy

IGT assurance — through HIS Board

Project and programme assurance — through HIS Board & Capital Programme
Development Group

EPR Governance Assurance Report — Audit Committee 17 May 2016

Gaps in IT systems
Difficulty in recruitment of Benefits Analysts

Benefits realisation on large scale IT projects — further work required

13




Deputy Chief Executive

Ensure Electronic Patient Record programme has suitable
governance process in place

Ensure a process for developing benefits realisation is in place

Benefits analyst recruitment has been unsuccessful. Need to look
at alternative methods of recruitment through either different
scope or terms and conditions.

Programme Board in place with terms of
reference and executive leadership

First two meetings held. Risk Register and
programme reporting now in place.

Intersystems (strategic partner) have brought
in Channel 3 to work with the EPR programme
on benefits realisation process. Presentation
on approach endorsed by July EPR programme
Board.

Acting Director of IM&T and EPR Programme
Lead are reviewing this and talking to other
sites. Also looking at recruitment agency
support.

July 2016

Sept 2016

Oct 2016

14




Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29 September 2016
Subject: Strategic Risk Register
, . L Head of Risk & Customer
Report of: Director of Nursing & Midwifery  Prepared by: Services
REPORT FOR APPROVAL

Summary of Report

The strategic risk register reports on distribution of risk across the Trust
and presents in greater detail those risks which have an impact upon the
stated aims of the Trust.

A new format of Risk Register is being trialled this month for the board’s
approval. The changes have been made in order to improve quality of

Corporate information and to assist in providing assurance, regarding risk ownership
objective and management.
ref:

Improvement to the report will be further supported with the launch of the
new Datix Web based risk module. Work is currently underway designing
this and it is anticipated that all current risks will be transferred over by the
end of December 2016 with all new risks to be added to the data base
from the first week in December.

A new version of this report will be submitted for January Board of
Directors Meeting; the plan is to include information regarding the impact

of the risks against the strategic aims of the trust with greater clarity.

Board Assurance The headlines for this report are:

Framework ref: e One strategic risk has been mitigated and managed to below a risk

score of 15 this month

e Currently there are 7 severe strategic risks scoring 20

. . e Three new strategic risks are this month;

CQC Registration 3000 - Delivery of Sustainability and Transformation Fund
Standards ref: 3003 - RTT Pathway recording — Compliance

3006- Emergency Department Pressures

Equality Impact The Board of Directors is asked to approve the new format and note the
Assessment: Not required | contents of the risk register
Attachments: Strategic Risk Register
|Z| Board of Directors |:| PP Committee
[] council of Governors [ ] SD Committee
Audit C itt Charitable Funds C itt
This subject has previously been D ud! .omml ee D arl. a 'e unas o.mml ee
|:| Executive Team |:| Nominations Committee
reported to: ) ) )
[] Quality Assurance [] Remuneration Committee
Committee |:| Joint Negotiating Council
|:| F&P Committee |Z| Other
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Trust wide Risk and Severity Distribution

Stockport m

NHS Foundation Trust

1.1There are currently 349 live risks recorded on the Trust Risk Register system compared to

361 the previous month. Trust wide distribution of risk is shown below.

Low Significant High \I-/I:agr%/ Severe Unacceptable
6 | 8 | 9 |10 12 | 15| 16 20 25
August 31 44 | 34| 5 | 104
September 34 | 48 | 35| 7 | 111

Severity Distribution Trust Wide

B Low [OSignificant/High MYV High/Severe

64%

1.2 Top Five Sources of Risk across the Trust

108

B Equipment

B Compliance (with standards/mandatory or

[ Staffing

legislative)

B IT Systems

m Infection Prevention and Control
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2.1 Severity Distribution in Business Groups

90

80

70

60

50

40

30

20

10

@ Low Risk

O Significant-High

W Very High -Severe

Diagnostics and Medicine  Child and Family Community Surgery and Estate and Corporate Risk
Clinical Support Healthcare Crtiical Care Facilities

2.2 Strategic risk (approved) distribution across Business Groups.

Medicine
0 | 2 | 2 | 0
Child and Family
0 | 0 | 0 | 0
Community Healthcare
0 | 0 | 0 | 0
Surgery and Critical Care
0 | 0 | 0 | 0
Estate and Facilities
0 | 0 | 0 | 0
Corporate Risk (Nursing, Finance, I.T. Executive Team, HR.)
1| 8 | 4 | 0
Diagnostics and Clinical Support
0 | 2 | 1 | 0
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3.1 Closed risks and mitigated risks.

The strategic risk below has been reviewed and either closed or mitigated to a lower risk rating.

e 2730 - Pharmaceutical waste

3.2 New strategic risks.

There are three new strategic risks added this month.

e 3000 - Delivery of Sustainability and Transformation Fund
e 3003 - RTT Pathway recording — Compliance
e 3006 - Emergency Department Pressures

3.3 Changes in risk rating

All strategic risks are reviewed monthly. Currently there are 20 strategic risks, 7 of these are
considered severe. In this month, 2 risks have had their current risk rating reduced based upon the
actions carried out and assurances received. They are:

e 2971- “Non-compliance with Nursing and Midwifery Revalidation” now reduced from a risk

score of 20 to 15
e 2879- “Use of Temporary Staffing” now reduced from a risk score of 20 to 16
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Key for Committees:
QAC - Quality Assurance Committee
WOD — Workforce & Organisational Development Committee

Strategic Risk Register

FS&l — Finance, Strategy & Investment Committee

? - o & = o
@ o | I E g g g S |= 5= 3| & 2
o 2 o | xg| = ZEE| S0 . T | € c ol g S . x o .
c3la| 5| %5|38 SE| 3¢ Risk Existing Controls o ata 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
® = o | ®a| < 8| 82 < |52/5%| <€ completed S8
5 O 1) Q < < O o 2] x| @ 20
m [OZ (2] [e) =1 O |0 =X ud S
= T w o (i1 c Q = 5 =
(o] - (@] O
Jan 2016
(9]
Q
L 20
>
= @ Standard Operating procedure
S n . .
o g = Guidelines for all staff Develop specific training for
2 [} S N h Reduced
T O | £ conducting investigations validators
2 3 = S L . L . amount of June 2016
S ° | o 3 Poor level of Training offered via training Develop further training for reinvestigation
Z 9| g9 = O investigation into | brochure on how to undertake all involved in RCA 20
o S| E| > O < = estigatio ; I 4 | 4 L - 8 and reduced
@ N < g Ee) o - serious incident an investigation Training for Medicine - re criticism from
g 2|l & g Number of governance and RCA external
5] F 5 senior management staff have Report regarding quality of regulator
o o E undertaken the NPSA root investigations for QGC Sept 2015
< s} cause analysis training.
° 16
T
Jan 2016
2 16
[e]
(o)) P~
c 2]
‘B 0 =
5 § b=y g 2 Non Compliance Trust process in place to Spot Check Audits to Staff compliance | Sole
i g & |« s 9 s with the Trust circuIaFl)te alorts thF:ou h Risk & 4|4 Recommence 8 with Alert and U=
® 3 g 8 % % o m Alert & Hazards Safety Team 9 Introduction of new datix Hazard notices 16
] § |2 2w SOP Yy module to monitor alerts SoP
5 -
o =
3 Sept 2015
T
16
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Business
Group

ID

Source

Date Risk First

Reported

Risk Owner

Executive

Committee

Executive

Owner

Risk

Existing Controls

Initial Rating

Current
Consequence

Current
Likelihood

Current Rating

Mitigating actions to be
completed

Target Risk
Score

Key Indicators

Risk Journey 2016

Corporate Nursing

2969

Falls

9-Jun-2016

Cathy Gibson

QAC

IM

2969-Reduce the
number and
harm of Major to
Catastrophic
Patient Falls-
2016-2017

A number of
major to
catastrophic falls
has increased in
2015-2016.
Target of
avoidable falls was
not met.

Hospital falls group

Unavoidable Severe and
catastrophic falls managed as Sl
= full RCA

Policies and procedures in place
regarding falls prevention and
management.

Specialised falls prevention and
management training mandatory
every three years for nursing
and therapy staff.

Complete Trust Falls Alarm
Programme, to include
purchase of additional
alarms

Post falls action chart for
medical staff to be
developed

Trust falls SOP to be
reviewed and launched

12

To have less
than 19
avoidable falls in
ayear.

June 2016

16

Sept 2016

16

Corporate Nursing

2194

Infection Prevention and Control

29-Oct-2012

Nesta Featherstone

QAC

IM

Reduction in
number of single
rooms for
isolation of
patients

With the rising
trend and
increased
outbreaks during
2014-15 from
Carbapenemase
producing
Entrobacteriaceae
cases, the
requirement and
recommendations
for single room
isolation facilities
continues to be a
challenge across
the Trust.

SOP for isolation of patients

Bed managers following
training will take over side
room database. Opening of
D block

A robust system
is in place to
ensure patients
are appropriately
managed in
single rooms

Jan 2016
16

March 2016
16

May 2016
16

Aug 2016
16

Page 7 of 26




and the individual.

August Meeting. (July-
September Figures) present
at November mtg

Heads of Nursing to ensure
anyone who is non-
compliant is seen and has a
plan in place to achieve
revalidation asap

Zolz |eg o| 8 o2 )
2o | o | I8l [22] 2. S |25/28| 8 2
g Sl x5 | 22|28 : - B |ES|E8| & | witigating acti & o _ i
c3la| 5| %538 SE| 3 § Risk Existing Controls o ata 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
o = o | 2| « QE| @ cHERIEEIR completed o8
5 O (%} o &-’ » %5 8 i O s |Oc|OxX| = <
— = o | =
8 o c 38 8 [
Undertake ongoing
awareness raising via Team
Brief/ circulation of
information leaflets/ monthly
updates to Strategic Heads
of Nursing/ awareness
raising sessions in
Non-compliance Pinewood House and at .
o with Nursing and team meetings April 2016
c Midwifery - Devise and circulate
? o | © 2 A All nurses and midwives have P 20
2 8| g = R_evalldatlon. been contacted directly by the quarterly monitoring reports _
Z |lal § | o 1) Risk that some NMC to inf th f thei to show compliance of Trust Comply with
o 5|35 | ¢ N < = staff will not be 0 inform them ot their 5 | 3 staff and present at the 10 revalidation
J< ] g- s % =4 B ready in time for responsibilities. Workforce and requirement
o] Q| & = yint . Trust Professional Registration o q '
= O | g < revalidation which . . Organisational Development Sept 2016
5 O f : Standing Operating Procedure ; : P
O will have impacts C_ommlttee. (April-June
both for the Trust Figures) presented at 16
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Prescribing

possible after admission.
A warning on this risk added to
the nurses’ essential training.

16

I = ® =) & 2 o~
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0o o | Lol c 22| 25 S |ea|le gl © 2o
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a Do | @ 58| & = |0 2l0x| 2 =
IS 14 O E QI | 3 =
a © @)
Nov 2015
16
5] .
o A notice has been put on the
= front page of the ePMA screen Feb 2016
% 0 - Medication and on the intranet alerting staff 16
o _5 a % Errors Occurring | to the risks of having different Imolementation
£ | § ‘1' E 2 0 as a Result of systems for prescribing and that 4 4 Implementation of new EPR 12 OF; new EPR
g 8|5 | g Q@ o - Having Different | all drugs prescribed must be system. svetem
o § & 3 Systems for transferred to ePMA as soon as Y ’
= G |a May 2016
2
(o))
8
a

August 2016

16
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= sustainability of Service pager held by non- March 2016
5] existing AOS. ETVICE pager i y 16
=3 - clinical staff in times of absence
Q AOS is currently . :
5 ” as a message relaying service
N operating as a - h
= o | © o single-handed only to the_z visiting oncologists. ) _
o Q p=| 2 Staff training in acute areas on Await outcome of options
€ |~ & 1) nurse-led model : ) June 2016
= K| 8 Y [a} g n and 3.5 PAs of management of neutropenic 4 4 paper. 12 To be compliant
3 Py g S 3 o - oncolt-) ist time sepsis and MSCC. Options Action plan to be developed with requirement 16
o S | o 0109 ) paper prepared for Trust following QST review
= O |~ o which is provided ; ’ h
3 - consideration to increase
o by 4 visiting >
oy oncologists from staffing.
@ gISts 24 hour advice line available at Sept 2015
a The Christie The Christie
Hospital and is 16
non-compliant with
the requirement.
. Financial Improvement
gg{lg/i;ygfp Programme - Phase 2.
i i i June 2016
The Annual Plan As part of the Board Assurance s't:;?racgggl ?gaelztsslsaﬂfd
© of the Trust for Framework Structure ) € proj 20
_ | 3 . S deliverability over 5 years.
o T | o ] 2016/17 needs to performance (including finance Financial Imorovement
28| g |« = =) a deliver a break- and standards) are reported p i
S |@| & c ) o o - . 5 4 Programme Phase 3. CIP delivery
c & 8 (] > o even position and through the committees. This . ;
i £ |~ T . ; Implementation of actions
[T Y ¥ in order to achieve | has been enhanced by a second detailed in staff briefinas on
N this significant tier of performance and CIP 27th Jul 9 Sept 2016
transformational escalation meetings. Design and intro)(lj-uction of 20
zzvr'ggﬁsgzeds to innovation projects to deliver
: transformational change
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Risk Journey 2016
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° © g [ Staffing ) ! . . Reduction in
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- || g S IS = L} care through compliance Temporary
S| e £ ongoing or . . Staffing
IS ~ I} increasing use of New RNs being taught at clinical
I g ) induction from September 2015
temporary staffing

Jan 2016
20

August 2016
20

August 2016
16
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Failure to meet
NICE guidance

post is back out to advert to

allow the implementation of the

COW model.

Implement 2nd ERCP list to
reduce surgical patient wait
time and need for NHSP and
agency staff to escort
patients to UHSM
CNS teams to re-review all
cohorted patients monthly.
Release locum at earliest,
safest opportunity to reduce
financial pressures
Recruit 6th consultant in
post

® - o i =
» o | ZT| 8 03| o £ |-2|-38| & @
N o (7] 2= = = . g |c 9c L. . . o .
(] o x & = == = 0 . © S of ¥ x 2 _
c3la| 5| %538 SE| 3¢ Risk Existing Controls o ata 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
® = o | ®a| < 8| 82 < |52/5%| <€ completed SQ
2° S I 9| %° = |02lox| 8 =0
= o4 wo | o E Q| | 5 =
(o] - (@] O
Provisional agreement made
to re-recruit to FTC Locum
Cons post - using vacancies
Currently writing bottom up Jan 2016
business case in line with
current service pressures / 20
national guidance
Outsource New referrals to
BMI / CMFT
OWL Backlog patients are being Review nursing
S;iﬁ;oeenﬁitl?é?gg clinically validated by one of the establishment for service March 2016
ce P substantive team to ensure the and propose any changes 2
™ 0 Insufficient : - 0
o o oy . safety of patients both within budget and those
o > capacity to ; . . >
S lo| 5 N IS5 1) adequately deliver Reliance on Locum medical staff that require funding support Nice quidance
%’ S| s 2 E 8 % all s?arviceyareas is reducing as substantive 4 5 Implement IBD pharmacist 8 comg liance
g Nl O N § within recruitment continues clinics to provide capacity for P
& 3 . - . . )
S &7 Gastroenterology The 6th Substantive Consultant reviewing biologics patients June 2016

20

August 2016

20
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Department and
Trust delivering
Trauma Care

within 30 minutes, according to
data.

can demonstrate the use of
Rehabilitation prescriptions.
Audit whether CT within 30
minutes of request for Major
Trauma & timing of verbal
reporting.

z o o @ ) g’ 8 L] E’ <
g:;. S L—‘LB § == £ Risk g %é %8 5 Mitigati ti tob §° Risk J 2016
=) = = =Ek= = .. = .
ol 5| 25| 0 2E| 8BS IS Existing Controls X =o|les| = itigating actions to b€ | ~ 5| key Indicators Isk Journey
25 o |lxa| < 8| & = |52/5%| € completed Q0
>0 ? |G x5 | xO £ 020 2 20
@ FClg |Wd|uw | s E S e
g S| ° |8
Conduct quarter_ly practice 1an2016
Trauma call activation via
switchboard at differing 20
times of the day. Review the
Trauma Unit process of recording of the
External Peer Currently there is an ED CT reporting within 1 hour to
5 Review Serious Consultant on call for trauma assure demonstrates
= Concerns 24/7. performance indicator is March 2016
< A ; . :
- 5 Following the The ED Consultant is on site reached for appropriate 20
° g ) jéu Trauma Unit Peer | between 09.00 and 22.00, they patients.
S la| €18 m O review , serious are then on call and respond Examine current Triage Trauma unit
%’ NI ci g 8 % concerns were within 30 minutes. Currently 4 5 standards & if any Trauma 8 peer review
g N gl < 2 expressed in every patient has a named identified assure seen by compliance
= °) S terms of three Nurse could take this role. Consultant in 30 minutes. May 2016
5 o aspects of the Current baseline is that less than Develop a plan to enable a
B Emergency 16% are seen by a consultant robust Trauma coordinator 20
z service 7 days a week that

June 2016

20
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Registered
Nurses.

running for Experienced ED
nurses
Staff pulled from other front end
wards to support but not trained
in ED Advantis and
uncomfortable to work in ED
environment.

i.e. sickness.

Every day a safety staffing
huddle will take place; this
will also be undertaken
throughout the shift.
Increased presence of 1090
and SMOC out of hours.
Matron and Nurse
Consultant to undertake
shifts in ED

2 ) 0?® | o = g o] g e
(7} Lo ) = c = %)
0o o | Lol c 22| 25 S |ea|le gl © 2o
Q & X = == = 0 i L © S of ¥ s : . x 2 ) .
c3la| 5| %538 SE| 3¢ Risk Existing Controls o ata 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
25 o |lxa| < 8| & = |52/5%| € completed g3
2° S I 58| & © = |02lox| 8 =
2 = 9= E
cDrs o c 38 8 =
Consider the use of Block
booked agency.
Track incoming starters and
. . ) ensure no hold up.
Daily monitoring of staffing To consider further IQTM
Forward revlii\\//(\jlif advancin recruitment.
weeks rosters 9 Track incoming starters and
. . ensure no hold up.
Registered Nurse Shifts out to bank and agency in Forward review of rosters
staffing in a timely manner and movement of staff to
© E Emergency Pay micciri]r:lvifogrwf?ssis E/grkers keep numbers well spread.
o o | 8 5 Department. p g up . Ensure safety of Paediatric New July 2016 no review
= 21 m Own staff being paid flat rate . - 2 h
g & & o p 2 = The Emergency overtime as agreed 4 4 unit. 8 Improved since (initial rating was
T I 8 3 3 (o4 O department . as ag : All shifts out to NHSP as staffing levels challenged so reduced to
2 2 Continual recruitment plus F
s n ; @ plus Face
o~ a currently has a the Music campaign currentl soon as roster approved and 16 In July
N & deficit of 11 WTE paig Y as soon as gap is identified

Page 14 of 26




been prioritised
and there is a risk
that at present the
trust cannot
achieve

them in the given
timeframes:

CCU on Saturday and Sunday
Radiology staff on site 24/7 to
provide plain film x rays, mobile
X rays, theatre imaging and CT
scans. There is now continuous
CT provision on site providing
swifter patient access to CT
scanning for trauma and stroke
patients out of hours.

§ = o (= 8 ? X
7 a o | EZ 2 o | 2, gzgggﬁ .’i’m
[} o | xe | 2 SE| 8 : - = g o| & . . T o - .
c3la| 5| %538 SE| 3 § Risk Existing Controls o at) 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
o = o | ol < dE| @ < 15253 € completed oS
>0 N | | x5 | xO = |0 2|0x| @ =)
s gelg |48 d £1°8°3| & g
(a] - O O
Extending palliative care team
. support for community and
_T_r?eayKe\i\gorhkmg hospital over Saturday and
Review r?as Sunday, 8am to 430pm. Rota
recommended 10 changes of consultants in
standards to Medicine Business Group to
support the NHS provide Consultant Physical
] in Prﬁ rovin presence on AMU from 8am to
3 - cIinich out(?omes 5pm on Saturday and Sunday;
: g | S 2 and patient to provide Consultant delivered
= S | 8 & ) ward rounds on B2/E1 (stroke All actions to be taken Achievement of B .
= ()] © N (4] Q ? -
3 |8 & S = 8 % Sv);%ir;réze at unit) on Saturday and Sunday; 5 through Stockport Together | 12 | standardsin 7/7 No revzlgvlvg fsc;Pnc;ZI.IJanuary
1Nl E| £ ' to provide in reach Consultant Transformational Project working y
w S |9 Q 4 of these Cardiology input to AMU and
*g I o standards have gy Inp
=
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compliant with 2
standards, partially
compliant with 3
standards and
non-compliant with
4 (claim of breach
of duty).

treatment for non variceal
bleeding can be offered.
Aspirin and antibiotic therapy
advice is a given as per
guidance

24/7 provision of endoscopic
diagnostic and treatment
service

2 ) 0?® | o = g o] g -
%) Lo (0] = |2 5l= T 2
3 s g x £ § £ | £ Risk - S 1635 _§ § Mitigating actions to be e n Risk Journey 2016
% o8 3 .a’_:’ s|© S E| 3 § Existing Controls x| = FIE=Z| = completed ® 9| Key Indicators
20 |8 | sg|3 | z8]|5° 2 |3213%| ¢ =
— - (®) —_ ] —
8 o c 8 8 =
Upper Gl Bleed
Service Provision
\(I\’I\:?hn ’\(llggppggnce There is guidance for the
Gastrointestinal | Management of those patients Identify a Clinical Lead for
Haemorrhage who are haemodynamically Gl Bleedin
(Time to Gegt unstable to receive endoscopy Training of theatr(g staff in
this plan is different for in hours ;
% Cokr)llt_rohl) din 20 andpout of hours (Standard 2). the management of bleeding ey 200l
g o | « 5 g,l: d ;\TI CeE in 2015 Endoscopy within 24 hours can upp;e;ﬁ;%agzn;sézveegiure 20
S 2|l g 2 Guid 141 be offered to patients with the . > Sy te rot Full compliance
S13/ 218 |8 |g |z |mtepeld | ™ cucepion oithossben o | o R ez semmera | e
A = 3 . o O d admitted on Saturdays and on -naoscopy NICE/NCEPOD
X 5 | =z £ Guidance 141 has Sundavs preceding bank organisation ,Of Endoscopy uidance
- Ol < S Quality standards 12ys p 9 list to prioritise blood. 9 Jan 2016
17 O holidays In hours, the an
= at present the aporopriate en dos’co ic Development of a separate
= Trust is fully pprop P "bleeder rota” to provide 16
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end of March
2016, as such
failing the
standard for Q4 of
2015/16.

consultant PA for on-call to
1.4 both substantive
consultants to offer increase
in PM clinics when on-call.
Gastro-6th Consultant
appointed to commence.
Gastro-Prioritise booking of
new patients>18wks.
ENT/Oral Surgery-Continue
to offer choice of alternative
provider to new ENT
referrals. T&O-Implement
longer term service redesign
for spinal pathway.

2" = ) = 3 = g x
8ol |2 |Z8|E |22| 2% . 512828 8| icating act 2 |
% § o § S,_:, §_ 3 SE| 3 § Risk Existing Controls @ o % g% = Mltlgatér;%%cl:gtc;rés to be o § Key Indicators Risk Journey 2016
20 |8 | sg|3 | z8]|5° 2 |32/3¢| g £
g 4 O = gl - 3 =
ENT/Oral Surgery-Address
residual capacity & demand
deficit for both specialties
following impact analysis of
previous actions.
-Review pathway for micro-
suctioning with CCG and
further review of agreed
pathway.
Compliance with GS/Urology-Address
RTT 92% residual capacity & demand
Incomplete deficit for both specialties.
% Monitor Theatres-Extending staff
e o © Standard. Failure mode for theatres/wards to
g Q 3 T to achieve the Weekly Trust-wide PTL meeting be explored to maximise
ER IR s > 1) RTT 92% — captures performance weekend theatre capacity. Achieve the RTT | New June 2016 no formal
o o [o% c o < m . 4 5 . . - 12 .
e 8| €3 o o Incomplete overview and tracks progress Dlabetes/Er_ldqcnnoIogy target reviews
E 8 gg 2] standard at the against recovery trajectory Temporarily increase
g
=
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the Foundation
Trust both
financially and
reputation.

collaboration to deliver this
target

Junior Doctors Batching of
jobs e.g. TTO's
Acutes entering EDD into
Advantis.

Surgery escalation - SOP
(Co-ordination/ Leadership)
Surgery escalation - SOP
(Roles and responsibilities).
RAT Model - 1hr from arrival
to consultant (95th Centile).
Triage Plus Model - 15 min
to Triage (95th Centile)

2 ) 0?® | o = g o] g -
(] L © = = (2]
"o o | L3 | c =22 == _ = |E0|EZ| O o . T o .
g3 a | %5 5 SE| 3 § Risk Existing Controls S g3 é @ Mitigating actions to be % § ey (et Risk Journey 2016
25 (c/:) ol x 35 ©3 T S =i S completed o
m x| 2 Wws | W s |© 5 © = 5
cDrs o = 38 8 =
Ownership of longer term
issues
DTOCs - Ownership of
longer term issues.
DTOCs - Formalised outputs
with clear escalation where
required. Clear escalation
where required.
Failure to deliver DTOCs - 11:30 Meeting
4 hour Structure/ Agenda.
£ Performance Existing internal escalation CAIR - Leadership/
15 Target within ED processes Presence?
‘E g | g _ Failure to achieve Daily monitoring of staffing rotas CAIR - Daily processes. Achieving 95% 4" January 2016
2 |lal § 8' 3 18 this target would in ED and on-call CAIR - Clarity of Roles and in th 4gh transferred to Executive
§ S| =& = 'q') é 9 represent a The trust Unscheduled Care 5 4 Responsibilities. 10 g]erfc?rmar?gé team ownership and has
X3 - g =) A significant Plan- monthly meetings Clarity of Roles and Target within ED not formally been
- o | g corporate risk to Whole health economy Responsibilities. reviewed since this time
>
|_
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to manage all inpatient referrals
to prioritise referrals and
maximise use of capacity.
Endoscopy Cancellation
escalation procedure developed.

Confirm last year's activity
and project anticipated
demand.

Use department staffing
model to anticipate impact of
increased medical
endoscopist workforce.
Progression of unit
infrastructure change as
directed by exec board.
Efficiently recruit to vacant
posts.

20

z @ 0% | o 2 g ° ? e
§ a o L_: ° S 2L 2 b : = = g|e S 5 T . § o .
o = 5= 5 . > = .
c3la| 5| %538 SE| 3 § Risk Existing Controls o ata 2 gé = Mitigating actions to be % 8| Key Indicators Risk Journey 2016
25 o | X v QE| @ T |39%|5T| & completed IS
50 (%} 9] < x O = |O02(0Ox| @ 20
m Qx| 2 Ol | o = < = = <
S 14 ) c o = = ~
a} = © O
Improve sessional
productivity, adding 1 unit to
each list by developing case
pre-assessment and
additional nurses allocated
to procedure rooms. Jan2016
Continue to support
Flexible use of existing staff to estates/procurement in 16
cover as many unused lists as establishing plans for unit
possible. expansion.
= A plan to review the utilisation of Develop process to
o the unit and the changes needed feedback incomplete and
=1 @ to meet demand. inappropriate referrals to March 2016
@ 5 N - Mediscan have been evidence issue and inform 20
< 5 | o S Insufficient o ;
Q o | © 3 P commissioned to conduct 10 future improvement.
g |lo| ©| & 2 1) capacity in o . . h Endoscopy
= |®| © . = 1) additional weekend lists per Identify data required to
o 19| = o < f Endoscopy to 4 5 L 12 target to be
N 2| s o o month. support utilisation and .
o3 | < = meet the current - achieved
o S| & 3 demand Close monitoring of the performance management,
‘g £ | N breaching of targets Introduced explore potential for report June 2016
g O new role of Inpatient coordinator development.
IS
£

Sept 2016

20
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delivery

2" = o (= 8 ? X
) o | @ Vg | @ S |loc|o8B| = w
3 s g x £ § £ | £ Risk - S 1635 _§ § Mitigating actions to be e n Risk Journey 2016
£o|Q| 5| 20| O SE| 3 § Existing Controls x| = gle=| = leted @ 3| Key Indicators
7 o) [e) x o ~ o £ O o T Sa|l30 G:) comp ete o @
a Do | @ 58| & = |0 2l0x| 2 =
I 14 O c Q = = =
(a] - O O
% o Invite external RTT training
2 o | © ] RTT training - however very provider to discuss possible
o Q § IS RTT Pathwa limited resource to deliver and delivery options Compliance
£ |38| 8 & g &t) = recording - y sustain regular update training 4 Secure funding to support 9 with RTT New Audust 2016
818 g' 3 o o o Com Iiar%ce across all staff groups. training costs Pathway 9
i 8= < P Pathway validation - limited due Review and improve internal recording-
3 - S to resource required to sustain. processes that support RTT
>
=
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Programme.

Monthly regulatory reporting to
NHS Improvement is in place.

costing through Workforce
Efficiency Group
Completion of Phase 3 of
Financial Improvement
Programme

2 ) 0% | o = g o] g -
) Lo = |=5|= = 9
3 s S L—‘L 2 § e -‘% £ Risk 8 |655(6 § § Mitigating actions to be & Risk Journey 2016
ol 5| 25| 0 2E| 8BS Existing Controls X =o|les| = gating % 9| Key Indicators Y
=
o = o | 2| « QE| @ cHERIEEIR completed o8
5 O (%} o &-’ » %5 8 i O s |Oc|OxX| = <
— = o | =
8 o c 38 8 [
As part of the Board Assurance Completion of Phase 2 of
Framework Structure Financial Improvement
performance (including finance Programme -Phase 2 is to
and standards) are reported_ identify £25.7m of savings
) Delivery of through the committees. This Forecast of Achievement of
@ s | 9 A P has been enhanced by a revised STF in future months to be
e 18| ¢ N = 3 o Sustainability committee structure and undertaken on a monthly Achieve STF
S || & =2 N o and ) 4 4 h . 12 ; New August 2016
c sl & > > o . performance meetings as part of basis and submitted to NHSI requirement
[ Tl < G Transformation . : \9S
[ & X Fund the Financial Improvement Monitoring of Agency
-
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Risk Journey 2016

Key Indicators
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improvements to
the department
there remains a
risk of reduced
patient and staff
safety.

Meeting with HON, Head of

Risk, ED CD and business

manager for ED 22-9-16 to
further develop risk assessment

Staff to be allowed drinks in
main base to ensure hydration
due to building work reducing air
circulation and current weather

2" = ) = 3 g x
2o | g |ZB|2 | 22|25, = |z5|z8| B 2
23 o g %5 g §E § § Risk Sy Gonals S o 3|82 « Mitigating actions to be = o e e Risk Journey 2016
26 S| =8| LE| 25 RERAEEIR: completed &
a Plee| 2 | &8O 2 |Ocg|OZ| & 3
© 4 (©) c o - S (=
(a] - O O
Daily monitoring of both medical
and nursing staffing with
movement of staff as required.
Daily reviews of all actions which
can be taken to move patients
Emergency into the hospital from ED
Department Current work with Stockport
Pressures Together and the CCG in
Current pressures relation to reducing avoidable
within Emergency admissionsOver recruitment to
Medicine manifest current trained nurse vacancies Review of transfer unit
themselves as an Development of band 3 HCA staffing at weekend
- overcrowded roles for some current band 2 to Costing and order of x 4 vital
© = Emergency increase roles responsibility sign monitors
Q §2] b g Department. 2 additional nurses to be added Costing and Order of new Reduction in New September
© § é ‘EL' g 2 = Despite actions to each shift (Trained) via 4 4 defibrillator to increase 8 incidents related Actions being reviewed
I8 5] 2 a o O related to PULSE numbers to ED and more detailed risk
= £ £ @ increased staffing Change of internal process to Building work to be overcrowding assessment being written
“' 8 both medical and allow use of Pulse agency Loan completed to ensure more
nursing and of two x defibrillators from EBME space available within the
physical whilst purchase underway department
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6. RISK ASSESSMENT SCORING/RATING MATRIX

LIKELTHOOD OF HAZARD
LEVEL DESCRIPTER DESCRIPTION
5 Almost certain Likely to occur on many occasions, a persistent issue - 1 in 10
4 Likely Will probably occur but is not a persistent issue - 1 in 100
3 Possible May occur/recur occasionally - 1 in 1000
2 Unlikely Do not expect it to happen but it is possible - 1 in 10,000
1 Rare Can’t believe that this will ever happen - 1 in 100,000

The risk factor = severity x likelihood

By using the equation, a risk factor can be determined ranging from 1 (low severity and unlikely to happen) to 25 (just waiting to happen with disastrous and
widespread consequences). This risk factor can now form a quantitative basis upon which to determine the urgency of any actions.

CONSEQUENCE
1 2 3 5
HIKELIHOOD Low Minor Moderate Catastrophic
. AMBER AMBER
5 - Almost Certain (significant) (high)

AMBER AMBER

4 - Likely (significant) (high)

3 - Possible (s%wiﬁcl:z;t) A(“ﬂigﬁ)R A(wigE)R

2 - Unlikely (sgl\:iﬁfaﬁlt) (s%lriﬁfjﬁt) A('\f/lligﬁ)R
1- Rare (s'iog‘;\r?iﬁtl:zaRnt)
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QUALATIVE MEASURE OF CONSEQUENCE

Impact Score 1 2 3 5 |
DEmETS J NEGLIGIBLE / MINOR MODERATE MAJOR CATASTROPHIC
Description LOW
Impact on the safety Minimal injury Minor injury or illness, requiring Moderate injury requiring professional Major injury leading to long-term incapacity / An event which impacts on a large number of patients
of patients, staff or requiring no minor intervention intervention disability Multiple Fatalities
public (physical / intervention or Requiring time off work for <7 days Requiring time off work for 7-14 days Requiring time off work for >14 days
psychological treatment. Increase in length of hospital stay Increase in length of hospital stay by 4-15 Increase in length of hospital stay by >15 days

harm)

No time off work

by 1-3 days

days

RIDDOR / agency reportable incident

An event which impacts on a small number
of patients

Mismanagement of patient care with long-term
effects

Fatality

Multiple permanent injuries/irreversible health
effects

Quality / complaints /
audit

Peripheral element of
treatment or service
suboptimal

Informal complaint /
inquiry

Overall treatment or service
suboptimal

Formal complaint (stage 1)

Local resolution

Single failure to meet internal
standards

Minor implications for patient safety
if unresolved

Reduced performance rating if
unresolved

Treatment or service has significantly
reduced effectiveness

Formal complaint (stage 2) complaint

Local resolution (with potential to go to
independent review)

Repeated failure to meet internal standards
Major patient safety implications if findings
are not acted on

Non-compliance with national standards with
significant risk to patients if unresolved
Multiple complaints / independent review
Low performance rating

Critical report

Inquest / ombudsman negative finding

Totally unacceptable level or quality of treatment /
service

Gross failure of patient safety if findings not acted on
Gross failure to meet national standards

Human resources /
organisational
development /
staffing / competence

Short-term low
staffing level that
temporarily reduces
service quality (< 1
day)

Low staffing level that reduces the
service quality

Late delivery of key objective / service due
to lack of staff

Unsafe staffing level or competence (>1
day)

Low staff morale

Poor staff attendance for mandatory / key
training

Uncertain delivery of key objective / service due to
lack of staff

Unsafe staffing level or competence (>5 days)

Loss of key staff

Very low staff morale

No staff attending mandatory / key training

Non-delivery of key objective / service due to lack of
staff

Ongoing unsafe staffing levels or competence

Loss of several key staff

No staff attending mandatory training / key training
on an ongoing basis

Statutory duty /
inspections

No or minimal impact
or breech of
guidance / statutory
duty

Breech of statutory legislation
Reduced performance rating if
unresolved

Single breech in statutory duty
Challenging external recommendations /
improvement notice

Register concern

Enforcement action

Multiple breeches in statutory duty
Improvement notices

Low performance rating

Critical report

Multiple breeches in statutory duty
Prosecution

Complete systems change required
Zero performance rating

Severely critical report

Adverse publicity /
reputation

Local Press >1
Potential for public
concern

Local media coverage >1
Elements of public expectation not
being met

Local media coverage — long-term reduction
in public confidence

National media coverage with <3 days service well
below reasonable public expectation

National media coverage with >3 days service well
below reasonable public expectation.

Full Public Inquiry

MP concerned (questions in the House)

Total loss of public confidence

Business objectives /
projects

Insignificant cost
increase / schedule

slippage

<5 per cent over project budget
Schedule slippage

5-10 per cent over project budget
Schedule slippage

Non-compliance with national 10-25 per cent over
project budget

Schedule slippage

Key objectives not met

Incident leading >25 per cent over project budget
Schedule slippage
Key objectives not met

Finance including
claims / cost

Small loss Risk of
claim remote < £2k

Loss of 0.1-0.25 per cent of Trust
budget

Claim / cost less than £2- 20k

Loss of 0.25-0.5 per cent of Trust budget
Claim(s) / cost between £20k -£1M

Uncertain delivery of key objective / Loss of 0.5—
1.0 per cent of Trust budget

Claim(s) / cost between £1m and £6m
Purchasers failing to pay on time

Non-delivery of key objective / Loss of >5 per cent
of Trust budget

Failure to meet specification / slippage

Loss of contract / payment by results

Claim(s) >£5 million

Service / business
interruption
Environmental impact

Loss / interruption of
>1 hour

Minimal or no impact
on the environment

Loss / interruption of >8 hours
Minor impact on environment

Loss / interruption of >1 day
Moderate impact on environment

Loss / interruption of >1 week
Major impact on environment in more than one
critical area

Permanent loss of service or facility
Catastrophic impact on environment

Project related

Insignificant impact
on planned benefits

Variance on planned benefits <5%
and <£50k

Variance on planned benefits >5% or >£50k

Variance on planned benefits >10% or >£500k

Variance on planned benefits >25% or >£1m
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Stockport m

MHS Foundation Trust

Board of Directors’ Key Issues Report

Report Date:
29/09/16

Report Of: Audit Committee

Date of last meeting:
13/09/16

Membership Numbers: Quorate

1. Key Issues
Highlighted:

The Committee considered an agenda which included the following:

= [nternal Audit Progress Report

= Internal Audit Follow-Up Report

= External Audit Technical Update

= Raising Concerns at Work Report

= Referral to Treatment Report

= Board Assurance Framework

= Waiver Report

= Code of Governance Compliance Report

With regard to matters to bring to the attention of the Board, the Committee
considered a Progress Report from Internal Audit which was focused on the
outcomes of a review of the process for procurement of clinical services. The
review recommended means of strengthening internal controls where procurement
was subject to a Waiver of Standing Financial Instructions and this finding was fully
endorsed by the Committee. The subject matter of this report was incorporated in a
general Waiver Report which was considered later in the agenda. The report
provided assurance that instances of Waiver action are being authorised correctly
at the appropriate level. The Committee also noted the introduction of a revised
Procurement Policy which includes a provision for any breaches of Standing
Financial Instructions to be reported to the Committee. This would include Waiver
action, if appropriate, and is an area which the Committee will subject to close
scrutiny.

The Committee also considered a report which detailed the outcomes of a 6-
monthly follow-up of Internal Audit recommendations and was assured that good
progress is being made with the implementation of actions to address
recommendations arising from Internal Audit reviews. Board members should note
that the Trust's auditor commented positively on performance in this area in
comparison with other client organisations. The Committee reviewed a Technical
Update Report presented by the Trust's External Auditor and noted in particular a
briefing on NHS Improvement’s consultation on a single oversight process for NHS
providers. Coincidentally, the Single Oversight Framework (SOF) which resulted
from this consultation was published just prior to the Committee meeting. The SOF
will replace the current Risk Assessment Framework on 1 October 2016 and is
based on five theme areas as follows:

= Quality of Care




* Finance and Use of Resources

= Operational Performance

= Strategic Change

= Leadership and Improvement Capability (well-led)

Board members will need to quickly develop an understanding of the SOF, and the
segmentation approach which will determine the level of provider autonomy and
requirement, or not, for mandated support.

Board members will recall that the External Audit review of the Annual Quality
Report 2015/16 resulted in a qualified opinion relating to the nationally mandated
Referral to Treatment indicator. The Committee considered a report on this subject
which advised of continuing data accuracy issues in this area. The Committee
noted that root cause analysis had identified a training need for staff groups
involved in the multiple input points to this particular pathway and endorsed a
recent Executive Team decision to introduce a mandatory training package for
relevant staff groups. Board members should note that, due to challenges to this
particular indicator on a national basis, the indicator is likely to be mandated for
review in 2016/17. Consequently, there is currently a risk that the Trust’s review
will again result in a qualified opinion.

The Director of Workforce & OD attended the meeting to present an assurance
report on the effectiveness of the systems and processes in place relating to
Raising Concerns at Work. The Committee noted the assurance provided on
current systems with thematic analysis of issues and concerns raised with the
Freedom to Speak Up Guardian being reviewed by the People Performance
Committee. The Committee also noted a requirement to review the Trust’s policy to
ensure consistency with the National Whistleblowing Policy and has requested
assurance that the review will be completed by the target date of 1 April 2017. The
Committee reviewed the Board Assurance Framework (BAF) and recommended a
review of the risk related to SO4 to reflect outcomes of the CQC Inspection. The
Committee also considered its practice in relation to BAF reviews and agreed to
introduce a process of ‘deep dives’ on the controls and assurance aligned to
specific risks at future meetings.

Finally, the Committee noted assurance provided by the positive outcomes of a 6-
monthly review of compliance with the various elements of the NHS Foundation
Trust Code of Governance.

Risks Identified

Quialified opinion on the RTT indicator for 2016/17

Actions to be Nil

considered at the

Audit Committee

Report Compiled John Sandford, Chair Minutes available from: Company Secretary

by




Stockport m

MHS Foundation Trust

Board of Directors’ Key Issues Report

Report Date:
29/09/16

Report of: Finance & Performance Committee

Date of last meeting:

Membership Numbers: Quorate

21/09/16
1. Key Issues The Committee considered an agenda which included the following:
Highlighted:

= Strengthening Financial Performance & Accountability 2016/17
= Finance & Operations Flash Results - Month 5

= Month 5 Finance Report 2016/17

= Fair & Transparent Pricing Report

= Update on Financial Improvement Programme

= Impairment Review

= Operational Performance Report

= Root Cause Analysis — 52 Week Breaches

= Tender Log - August 2016

With regard to matters to bring to the attention of the Board, the Committee
considered a report regarding a document titled Strengthening Financial
Performance & Accountability in 2016/17 which was jointly published by NHS
Improvement and NHS England on 21 July 2016. The document, which applies to
both CCGs and Provider trusts sets out a wide-ranging set of actions which include;
organisation-specific performance improvement trajectories, financial control totals,
introduction of new intervention regimes, new controls relating to interim manager,
back office and agency costs and introduction of a two-year NHS planning and
contracting round for 2017/18 — 2018/19. With regard to the latter, the Committee
was advised that planning guidance is due to be published in the near future and
noted that the timescales for preparation of the two-year plans would be
challenging.  Additional implications for the Trust relate to the performance
framework for achievement of Sustainability & Transformation Funding (STF). The
report detailed financial benefits for the wider health economy, based on service
improvement assumptions included in the overarching Stockport Together business
case, and the Committee noted that these assumptions would need to be validated
as plans for MCP development progress.

The Committee reviewed “’Flash Reports’ for both Financial and Operational
performance which summarise performance data submitted to NHS Improvement in
mid-monthly returns. The Committee again endorsed use of these reports, which
are routinely circulated to Board members for information, and supported a
suggestion from the Chief Executive that a session aimed at improving awareness
and understanding of the nuances associated with individual performance metrics
be incorporated in the next Board development day.




The Committee considered in detail a comprehensive Month 5 Finance Report
which presented the Trust's financial position as at 31 August 2016. The
Committee noted a deficit position of £10m, which was £1.9m better than plan, of
which £1.1m related to timing of STF funding. Committee discussion and debate
concentrated on; the cost improvement programme, agency staffing and the Trust’s
cash position. With regard to Business Group performance, the Committee again
noted poor financial performance by the Medicine Business Group and was briefed
on the escalation measures taken by the Executive Team which included recent
consideration of a financial recovery plan for the Business Group. The Director of
Finance briefed the Committee on the financial implications of non-elective activity
and noted the effect on income of increased bed days resulting from delayed
transfer of care (DTOC). The Chief Executive advised the Committee of recent
developments to facilitate joint working on this area by the Stockport and South
Manchester health economies and the Committee endorsed this approach.

With regards to the cost improvement programme, the Committee noted a positive
variance against plan of circa £700k at 31 August 2016 and a more detailed report
on the Financial Improvement Programme was considered later in the meeting.
The Committee also noted continued positive performance against the Agency
Ceiling trajectory while acknowledging the challenge of maintaining such positive
performance through the winter period. The Director of Finance then briefed the
Committee on the challenges to achievement of the year-end forecast and delivery
of the deficit £6m control total for 2016/17 and advised of limited assurance on
delivery in the context of the position at 31 August 2016. After considerable
discussion, the Committee accepted this assurance level but requested that the
Executive Team prepare proposals for means of reporting and assessing
assurance levels for consideration at the next meeting.

The Committee then considered a similarly comprehensive Operational
Performance Report and noted the impact of DTOC on performance against the 4-
hour A&E standard with performance some way off the 95% standard at 77.1% for
August 2016. The Committee was advised that DTOC levels had averaged 60 per
day during August and noted initiatives mandated in the NHSI / NHS England A&E
Improvement Plan which included; Streaming at the front door, Improved flow and
Mandated discharge to assess. The Committee also considered performance
challenges relating to; 62 day cancer standard, referral to treatment (RTT) and
Outpatient waiting lists. The recently-appointed interim Deputy Chief Operating
Officer attended the meeting and advised the Committee that she had identified a
number of areas where there was scope for strengthening performance
management practices which were scheduled for consideration by the Acting Chief
Operating Officer and Chief Executive.

The Committee reviewed a separate report which detailed root cause analysis on
three 52 week breaches against the 18-week Referral to Treatment pathway which
had occurred in June and July 2016. The Committee was assured that none of the
affected patients had suffered harm as a result of the breaches and noted plans to
introduce a bespoke RTT e-learning package, completion of which will be
mandatory for relevant staff groups, to address training needs identified through the
root cause analysis. Finally, the Financial Improvement Director presented a report
which summarised progress against the Financial Improvement Programme and
the Committee noted good progress and a positive level of assurance associated
with identification of circa £16m savings as at 16 September 2016. Board members
should note that, while a proportion of the identified savings (circa 38%) relate to
pipeline schemes, the £16m figure does not incorporate savings expected to accrue
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from the ‘bold actions’. However, full delivery of ‘bold actions’ remains imperative
to achievement of the Trust’'s financial plan for 2016/17. The Committee also
supported management plans to brief managers on FIP progress at the Team Brief
session on 28 September 2016.

Risks Identified Delivery of 2016/17 control total
Achievement of operational performance trajectories for; A&E, 62 day cancer and
RTT.

Actions to be Nil

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

Report Compiled Malcolm Sugden, Chair Minutes available from: Company Secretary
by
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Stockport m

MHS Foundation Trust

Board of Directors’ Key Issues Report

Report Date: Report of: People Performance Committee

29/09/2016

Date of last meeting: | Membership Numbers: Quorate

22/09/2016

1. Key Issues The Committee considered an agenda which included the following:
Highlighted:

e Staff Story
e Workforce Race Equality Standard (WRES)
e Staff Friends & Family Test Update
e Workforce Plan Update
e Apprenticeship Scheme — Update
e Learning & Development Plan
e Core Skills Framework Update
o Workforce Streamlining Programme — Update
e Corporate Risk Register
e Policies for Validation
- Performance Appraisal Policy
- Work Experience Policy
e Key Issues Reports from Sub-Groups

With regard to matters to bring to the attention of the Board, the Committee
received a presentation from Ms J Shone (Clerical Assistant) and Mrs S Clark
(Equality & Diversity Manager). Ms J Shone, who had initially joined the Trust as a
Volunteer, was now a full-time employee, working as a Receptionist in the
Radiology Department. Ms J Shone, who suffered from profound hearing loss,
briefed the Committee of the difficulties she had encountered due to her disability,
noted the positive support she received from colleagues and advised of her
involvement in a number of developments to improve staff and patient experience.

The Chief Executive advised the Committee that the Health Education England
North West (HEENW) had undertaken an assessment visit to the Trust on 21
September 2016. She noted that, although the initial feedback had been largely
positive, some concerns had been raised which included issues in the Emergency
Department due to staffing levels. Mrs A Barnes noted that the HEENW would write
to the Trust with regard to the concerns and advised that a full report was expected
in approximately 12 weeks’ time.

Following the consideration of a Workforce Race Equality Standard (WRSE) report
at the Committee’s meeting in August 2016, the Equality & Diversity Manager
presented a follow up report which detailed proposals for relevant metrics to
measure progress against the action plan. Particular reference was made to
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Metrics 1 and 2 and the Committee considered the key messages with regard to
the communication of the action plan. The Committee received a verbal update
from the Head of Learning & Development with regard to the Staff Friends & Family
Test and discussed the proposed target which was to be agreed with the CCG and
noted the link with the Health & Wellbeing CQUIN.

The Committee considered a Workforce Plan Update Report which was presented
by the Workforce Transformation Manager. The Committee noted the submission of
the Workforce Plan to Health Education England by the deadline date of 24 May
2016 and was advised of the key factors which had impacted upon the plan. The
Committee considered an update report on the Apprenticeship Scheme, presented
by the Head of OD & Learning, which provided an outline on the current position
and an overview of the new apprenticeship standards, levy and organisational
targets. Reference was made to the challenges in meeting the new apprenticeship
target of 2.3% of headcount, which was a significant increase in numbers, 123,
compared to the 18 apprentices currently at the Trust. It was noted that a detailed
plan on how to achieve the new apprenticeship standards would be considered at
the Committee meeting in December 2016.

The Committee considered a draft Learning & Development Plan. Committee
members were asked to provide feedback on the draft plan to the Head of OD &
Learning which would be incorporated in a further version to be considered at the
Committee’s next meeting. The Committee also considered a report by the Head
of OD & Learning with regard to the move to adopt the Core Skills Framework in
line with the North West Workforce Streamlining Programme. The Committee noted
the considerable benefits that could be realised through the streamlining of
recruitment and induction processes in the North West. It was further noted that
with the adoption of the Core Skills Framework, which was due to ‘go live’ on 1
January 2017, the majority of staff would be expected to complete all core skills
topics via e-learning. The Committee discussed the importance of effective
rostering to ensure that staff were given protected time to undertake the e-learning.

The Committee noted the Corporate Risk Register and was advised of the need to
update workforce related risks 2880 and 2879. The Committee validated the
Performance Appraisal Policy and Work Experience Policy and received key issues
reports from the Joint Consultative & Negotiating Committee, Workforce Health &
Wellbeing Group and the Workforce Efficiency Group.

Risks Identified

e Outcome of the Health Education England North West Visit
e Achievement of Health & Wellbeing CQUIN targets
e Implementation of Workforce Plan.

Report Compiled
by

Angela Smith, Chair Minutes available from: Company Secretary




Stockport m

MHS Foundation Trust

Board of Directors’ Key Issues Report

Report Date:
29/09/16

Report of: Quality Assurance Committee

Date of last meeting:

Membership Numbers: Quorate

27/09/16
1. Key Issues The Committee considered an agenda which included the following:
Highlighted:

=  CQC Report & Trust Response

= Never Event External Review — Progress Report

=  CQUIN Progress Report

= Monthly Clinical Governance Report

= Quality Improvement Strategy Dashboard

= Nursing & Midwifery Strategy - Progress Report

= National Standards on 7 Day Services - Progress Report
= Clinical Audit Annual Report 2015/16

= Patient Engagement / Complaints & Claims Report
= |ncident Reporting

= Patient Safety Assurance Report

With regard to matters to bring to the attention of the Board, the Director of Nursing
& Midwifery presented a draft CQC Action Plan for review by the Committee prior to
consideration by the Board of Directors on 29 September 2016. The Committee
noted the comprehensive nature of the plan, which includes circa 250 individual
actions and received assurance from the Director of Nursing & Midwifery that plans
were in place to ensure robust progress monitoring and reporting through Business
Group Quality Boards, the Quality Governance Committee, the Quality Assurance
Committee and from there to the Board of Directors. The Committee also
requested details of the arrangements in place to facilitate ongoing monitoring of
compliance. Clearly, the Board of Directors will expect to be regularly briefed on
progress against this key action plan and be assured on Trust preparedness in
advance of a follow-up inspection by the Care Quality Commission.

The Committee considered a report from the Medical Director which detailed
progress against the action plan to address recommendations from the External
Review of Never Events. The Committee noted that good progress has been made
with 23 of the 34 actions fully completed and work in progress to address the
remainder of the actions. The Committee received assurances from the Medical
Director that all actions will be completed in the next 2-3 months. The Committee
received similarly positive assurance on progress with the 2016/17 CQUIN
Programme, with a report from the Director of Nursing & Midwifery detailing 95%
delivery of Quarter 1 milestones. Delivery at this level has a financial benefit of
circa £1.05m and represents a good start to the programme for the year.




The Committee reviewed a Clinical Governance Report which summarised serious
incidents and matters relating to the Coroner and the Health Service Ombudsman.
The report also provided trend information on areas of concern during 2016/17 and
the Committee noted advice provided by the Director of Nursing & Midwifery of
work being undertaken to facilitate practical application to policies. This related in
particular to areas of concern regarding adherence to the Falls Policy and Ulcer
Policy. The Director of Nursing & Midwifery also presented a report which detailed
progress against the Quality Strategy Delivery Plan 2016/17 and the Committee
noted positive assurance on progress made against the objectives aligned to the 11
projects in the Quality Strategy.

The Committee considered a report which provided a comprehensive overview of
Safeguarding Children and Adults activity during Quarter 1 2016/17. The
Committee noted in particular good levels of training compliance with targets for
training in both Children and Adult Safeguarding exceeded during the Quarter.
However, the challenges which impaired performance against the targets for
Prevent training were also noted. The Committee also considered a report from the
Medical Director, which detailed progress against the four priority standards for
improving 7-day services, and noted that good progress has been made in each of
the areas. The Committee also noted the challenges to completing consultant daily
reviews in non-acute areas and acknowledged that this was a challenge facing
many organisations due to the potential impact on consultant numbers.

Finally, the Committee received and noted the Clinical Audit Annual Report 2015/16
and a Patient Engagement Report presented by the Medical Director and Director
of Nursing & Midwifery respectively.

Risks Identified

Patient / Staff safety in relation to the CQC Action Plan

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

Nil

Report Compiled
by

Mike Cheshire, Chair Minutes available from: Company Secretary




Stockport m

NHS Foundation Trust

Report to: Board of Directors Date: 29 September 2016
Subject: Chief Executive’s Report
Report of: Chief Executive Prepared by: Ann Barnes

REPORT FOR NOTING

Corporate
objective S4
ref:
Board Assurance 505
Framework ref:
CQC Registration
Standards ref: N/A
|:| Completed

Equality Impact
Assessment:

|:| Not required

Summary of Report

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

include:

e  Stockport Together
e  Winter Planning & Escalation
e  Publications

Attachments:

Annex A — Greater Manchester Combined Authority Letter dated 21 September 2016

This subject has previously been

reported to:

|:| Board of Directors
[] council of Governors
|:| Audit Committee

|:| Executive Team

|:| Quality Assurance

Committee

|:| F&P Committee

|:| Workforce & OD Committee
|:| SD Committee

|:| Charitable Funds Committee
|:| Nominations Committee

|:| Remuneration Committee
[] Joint Negotiating Council

|:| Other
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2.1

3.1

3.2

3.3

4.1

INTRODUCTION

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

STOCKPORT TOGETHER

The four provider organisations in Stockport Together (Stockport NHS FT, Stockport MBC,
Pennine Care NHS FT and Viaduct GP Federation) are currently consulting their
organisations and stakeholders on the creation of a new provider form to deliver a Multi-
Specialty Community Provider (MCP) in Stockport. The options appraisal, which will
explore different types of form, will be completed by 17 October 2016 and outcomes will
then be shared with governing bodies of the provider organisations leading to an intended
decision on a preferred option at the end of November 2016. For Stockport FT this process
has been shared at a briefing for Governors and the options appraisal will be considered at
the October Council of Governors meeting and the November Board of Directors meeting.

WINTER PLANNING & ESCALATION

In a letter dated 21 September 2016, the Greater Manchester Health & Social Care
Partnership have signalled their commitment to a robust approach to improving Urgent &
Emergency Care performance and their intention to produce a single conurbation wide
document setting out the plan to manage Winter this year. A copy of the correspondence
is included for reference at Annex A to the report.

The NHS Stockport CCG Governing Body will be considering a paper on Tuesday 27
September 2016 outlining the significant transformation taking place in the Stockport
Urgent Care system over the coming months which will form the basis of our plans for
managing Winter this year. Many of you will be actively involved with this work. The paper
will be jointly presented by the Trust and the Chair of the Stockport Urgent Care Delivery
Group, Dr Catherine Briggs. It brings together the improvement schemes and wider
transformation plans for urgent care through the work of Stockport Together, the Urgent
Care Improvement Plan and the Winter Schemes for 2016/17.

Alongside this work, we are now commencing the more detailed planning for our own
internal assurance and escalation processes this Winter, learning from the lessons of last
year and capitalising on the improvements to the urgent care system and patient flow we
expect to see as a result. We will keep Board members informed and engaged throughout
this process.

PUBLICATIONS

Could | draw the attention of the Board of Directors to the following items from issues 84
and 85 of the NHS England ‘Informed’ publication.

e NHS framework shares learning from the multispecialty community provider
vanguards
NHS England has published a multispecialty community provider (MCP) emerging care
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http://links.nhs.mkt5643.com/ctt?kn=13&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0

model and contract framework. The framework outlines how place-based partnerships

can replicate the successful work of the 14 MCP vanguards, when establishing their
own programmes. A milestone for the new care models programme and the

implementation of the NHS Five Year Forward View, the document defines what being

an MCP means by taking features from the vanguards to create a common framework.
Commissioners and providers can follow the framework when establishing MCPs, and
the vanguards themselves will adopt or adapt it for their own local communities. The
MCP vanguards are transforming care by moving specialist services out of hospitals and
into the community.

Increasing responses to the NHS Staff Survey
NHS England has written to chief executives of NHS trusts, human resources directors

and staff survey leads to encourage a census approach, where all staff are given the

opportunity to take part, for their annual NHS Staff Survey. Last year, most trusts asked
all staff to participate in the survey, which resulted in a significant increase in response
rates when compared to previous years where only a sample of staff were asked to
take part.

New dementia awareness films published
New films by Health Education England aim to improve dementia diagnosis and care
through greater awareness. Finding Patience supports a culturally appropriate

approach to the dementia pathway. It aims to improve early diagnosis and support for
people within African Caribbean communities by improving awareness amongst both
health and care professionals, and those within the community. Focusing on dementia
in care homes, Finding Patience — The Later Years raises awareness of how dementia

can affect people differently. It encourages health and care professionals to reflect on
the care they provide and calls for person-centred care that focuses on the individual,
not the condition.

Health and Care Innovation Expo 2016: At a glance

Health and Care Innovation Expo 2016 returned to Manchester Central last week.
Opening its doors to over 5,000 delegates, this year’s conference focused on
implementation of the Five Year Forward View. The packed agenda included a host of
high profile speakers across two main stages, four specialist feature zones, more than
100 expert-led workshops and dedicated learning sessions and satellite events enabling
in-depth, peer-to-peer discussion on priority areas.

In his opening address, Professor Sir Bruce Keogh, National Medical Director for NHS
England said: “Part of the solution to improving quality of care and meeting demand
lies in awareness of emerging science and technology, embracing innovation and
constantly asking is there a better way of delivering the service? This is what Expo is all
about.”

Read about key NHS England announcements made over the two day conference.

Tell us about your #Expo16NHS experiences on Twitter @ExpoNHS or send us a blog
about how you are taking on ideas from Expo 2016 in your own team or organisation, at
england.expo@nhs.net

Global Digital Exemplars — The hospital trusts inspiring a digital revolution


http://links.nhs.mkt5643.com/ctt?kn=13&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=18&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=18&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=20&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=20&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=6&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=7&ms=NTIxODg5ODIS1&r=MTI2OTcyMzE3OTY3S0&b=3&j=OTg1NzUwNjcwS0&mt=1&rt=0
http://links.nhs.mkt5643.com/ctt?kn=15&ms=NTIzMDE2NjES1&r=MTI2OTcyMzE3OTY3S0&b=3&j=MTAwMjU5MjgzMQS2&mt=1&rt=0
mailto:england.expo@nhs.uk

5.

5.1

NHS England has announced 12 hospital trusts that will pioneer new ways of using

digital technology to drive radical improvements in patient care. Known as Global

Digital Exemplars, they are the most digitally advanced hospitals in the NHS and will
each receive up to £10 million from NHS England to inspire a digital revolution across
the health service. This follows the recommendations of an independent review, by

health IT expert Professor Bob Wachter on how the NHS can use technology to improve

services.

Plans launched for seven day hospital pharmacy services
NHS England delivered its first report on enhancing the quality of care and improving

access to seven day pharmacy services for patients in hospital, at the Royal

Pharmaceutical Society Annual Conference, on 5 September 2016. Transformation of

Seven Day Clinical Pharmacy Services in Acute Hospitals sets out a vision where hospital

pharmacy services could operate more efficiently and safely, and 13 key
recommendations of how clinical pharmacy services in hospitals can be strengthened,
particularly at weekends, to benefit patients.

New generic role templates support the redesign of the learning disability workforce
Health Education England has produced a set of five generic role templates to support

the development of new and different roles in learning disability community services.

The templates will help commissioners and providers of health and care services build a
flexible workforce capable of delivering the aims of the Building the Right Support

agenda. Divided into educational levels, the templates outline a range of activity-
specific competences that organisations can select, based on the features and focus of
the role that is being designed.

RECOMMENDATIONS

The Board of Directors is recommended to:

e Receive and note the content of the report.
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Greater Manchester Health & Social Care Partnership
4th Floor

3 Piccadilly Place

London Road

Manchester M1 3BN

Ref: Winter planning and improvement assurance
21 September 2016

Su Long, Chair, UEC Delivery Board

Kim Godsman, Chair, Wigan Borough System Resilience Group

Dr Ross Seaton, Chair, Salford UEC Delivery Board

Dr lan Wilkinson, Chair, Oldham A&E Delivery Board

Dr Naveed Riyaz, Chair, Tameside & Glossop A&E Delivery Board

Cath Briggs, Chair, Stockport A&E Delivery Board

Ed Dyson, Chair, City-Wide Urgent Care Transformation & Delivery Board
Dr Martin Whiting, Chair, North East Sector UEC Delivery Board

Dear Colleague

We all fully recognise the importance of a robust and effective response to the
challenges faced by health & social care systems during the winter months. In
addition we also fully support the national drive to improve Urgent & Emergency
Care performance through the 5 initiatives within the A&E Improvement Plan.

Current performance, as measured by the A&E Standard of 95% continues to be
extremely fragile in many systems. There is a high degree of variability across the
patch with significant difference between the highest and lowest. Colleagues will be
very familiar with the annual winter planning and reporting processes and also how
this has historically been managed.

In respect of this winter 2016-17, Greater Manchester intends to provide regional
and national colleagues with a single conurbation wide document that sets out our
shared intentions and direction of travel in relation to winter and the delivery of the
A&E Improvement Plan. | envisage that document to reflect the needs of your local
systems and seek your active engagement in ensuring we can successfully achieve
that. To that end | ask that you update us in respect of your planning;

e To manage the system pressures this winter (including escalation and
oversight)
e To deliver progress against the 5 priorities in the A&E Improvement Plan



CREATER
MANCHESTER
COMBINED

AUTHORITY in Greater Manchester

Ideally these will reflect clear timelines and milestones so we can identify how GM,
as a whole, will deliver. At the UEC Workshop on the 9" September the discussions
focused attention on the pressures and actions required to improve our collective
position so you will no doubt already be moving on the respective planning at your
system level.

That being the case | am hopeful that you will be able to provide your local system
overview to us by the 30™ September to enable us to assure colleagues that GM is
well prepared to meet the challenges.

Please direct your returns, and any questions on the issues raised in this letter or the
overall process, to colin.kelsey@nhs.net.

Yours faithfully

/

Jon Rouse
Chief Officer
Greater Manchester Health & Social Care Partnership

Cc

CCG Chief Officers
Trust Chief Executives
LA DASS

GM UEC Task Force
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