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Board of Directors Meeting 
Thursday, 29 November 2018 

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

AGENDA 
  

Time   Enc Presenting 
0930 1. Apologies for absence 

 

  

 2. Declaration of Interests 
 

  

 3. Opening Remarks by the Chair  
 

 A Belton 

0935 4. Patient Story 
 

  

 5. OPENING MATTERS 
 

  

0955 5.1 Minutes of Previous Meeting:  31 October 2018 
 

 A Belton  

1000 5.2 Chair’s Report 
 

 A Belton 

1005 5.3 Chief Executive’s Report 
 

Verbal H Mullen  

1010 5.4 Key Issues Reports from Assurance Committees 

 Audit Committee 

 Quality Committee 

 Finance & Performance Committee 

 People Performance Committee 
 

 Committee Chairs 

 
 

6. PERFORMANCE   

1015 6.1 Performance Report  
 

 H Mullen  
 

1035 6.2 Winter Plan 2018/19 
 

 J Wood 

 7. FINANCE & QUALITY 
 

  

1045 7.1 Financial Oversight Briefing 
 

Verbal F Patel / S Toal 

1100 7.2 Medium Term Financial Strategy 
 

 F Patel 

1120 7.3 Brexit – Procurement Implications 
 

 F Patel 

1130 7.4 Strategic Staffing Review 
 

 A Lynch 

 8. GOVERNANCE 
 

  

1145 8.1 Committee Terms of Reference – Annual Review 
 

 P Buckingham 

1155 8.2 Trust Risk Register 
 

 A Lynch 

 9. CONSENT AGENDA 
 

  

 9.1 Nil Consent Agenda Items 
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 10. DATE, TIME & VENUE OF NEXT MEETING 
 

  

  
10.1 

 
Thursday, 31 January 2019, 9.30am in Lecture Theatre A, Pinewood 
House, Stepping Hill Hospital. 
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STOCKPORT NHS FOUNDATION TRUST 

 

Minutes of a meeting of the Board of Directors held in public 
on Wednesday, 31 October 2018 

9.00am in Lecture Theatres, Pinewood House, Stepping Hill Hospital 
 
Present: 
 

Mr A Belton  Chair 
Mrs C Anderson  Non-Executive Director 
Mrs C Barber-Brown  Non-Executive Director 
Dr M Cheshire  Non-Executive Director  
Mr D Hopewell  Non-Executive Director  
Ms A Smith  Non-Executive Director 
Mr M Sugden  Non-Executive Director 
Ms H Brearley  Interim Director of Workforce & OD  
Mr P Buckingham  Director of Corporate Affairs  
Ms A Lynch   Chief Nurse & Director of Quality Governance 
Mr H Mullen  Director of Support Services  
Mr F Patel  Director of Finance  
Mrs H Thomson  Interim Chief Executive  
Ms S Toal  Chief Operating Officer  
Dr C Wasson  Medical Director  
Ms J Wood  Urgent and Emergency Care Improvement Director  
 
In attendance: 
 

Mrs S Curtis   Membership Services Manager 
Ms S Ferguson   Stockport Neighbourhood Care Programme Director 
Mr P Gordon   Freedom to Speak Up Guardian 
Mr D Johnson   Consultant Orthopaedic Surgeon  

 
243/18 Apologies for Absence 
  

There were no apologies for absence.  
 
The Chair welcomed Board members and observers to the meeting.  
 

244/18 Declaration of Interests  
 

There were no interests declared.  
 

Mr D Johnson joined the meeting.  
 
245/18 Patient Story  
 

The Chair reminded the Board that the purpose of patient stories was to bring the 
patient’s voice to the Board providing real and personal examples of the issues within 
the Trust’s quality and safety agendas.  He welcomed Mr D Johnson to the meeting 
who delivered a presentation on Enhanced Recovery in Fractured Neck of Femur.  The 
presentation covered the following subject headings: 
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 Introduction  

 GM Orthopaedic Alliance 

 National Hip Fracture Database 

 Transforming the patient experience – current model 

 Looking at the data 

 Highlight of outliers 

 Goal setting – GMOA Dashboard 

 Fractured Neck of Femur – NHFD 2014 data 

 Fractured Neck of Femur – NHFD 2 

 What we need to work on  

 Protocol development  

 Resources  

 Project leadership  

 ERP creation team  

 How does change happen 

 Achievements and challenges  

 Hip fracture enhanced recovery guidelines published 

 What we still need to do  

 Best practice cost or does it?  

 Geriatrician support 

 Progress to date  

 Best Practice Tariff live updates 

 Length of stay 

 Why should you support us?  

 Transforming the patient experience – New Model  

 The future.  
  
 Mr D Johnson then sought the Board’s support with the following six pleas: 
 

1. Facilitate support when needed by providing a ‘permission slip’ to make vital 
interactions happen – inter-departmental, across providers and health care 
economy 

2. Assist change to best clinical practice 
3. Review Geriatrician support for surgery  
4. Provide dedicated audit support 
5. Trust and Council wide review of social care solutions  
6. Don’t be frightened to say ‘well done’ – Board to formally thank all staff involved in 

the project so far.  
 

 The Chief Nurse made reference to similarities between last month’s Patient Story, 
‘Rosemary’s Story’, and the Transforming the Patient Experience slide.  In response to 
a comment from the Interim Director of Workforce, regarding challenges to recruit 
Geriatricians, Mr D Johnson noted that the short term aim was to increase working 
hours of two existing part-time Geriatricians but that a wider Geriatrician support 
review was also required.  In response to a comment from Mrs C Barber-Brown, the 
Board wished to formally commend the work undertaken by Mr D Johnson and his 
team on the enhanced care pathway project.  Mrs C Barber-Brown also noted the 
scope for wider recognition of the project.  
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A number of Board members commented on the business case process referred to in 
the presentation, noting that, while it was important to have a robust business case 
process, it was also important that the process was not overly cumbersome.  The 
Medical Director commented that the presentation showcased the power of clinically-
led change. In response to questions from the Chief Operating Officer, regarding the 
six pleas, Mr D Johnson briefed the Board on which of the pleas would be realistic to 
achieve in the short term. Ms A Smith commented that the presentation would be a 
great case study for business managers across the Trust and requested that the 
Executive Team gave consideration to the way in which it could be shared accordingly.  
It was agreed that the Chief Operating Officer would lead on responding to actions set 
out in the presentation. Mr D Johnson agreed to circulate the presentation to Board 
members.  

 
The Board of Directors:  
 

 Received and noted the Patient Story.  
 
 (44 minutes) 
 
 Mr D Johnson left the meeting. 

   
246/18 Minutes of the previous meeting  
 

The minutes of the previous meeting held on 27 September 2018 were agreed as a 
true and accurate record of proceedings. The action log was reviewed and annotated 
accordingly.    
 
(2 minutes) 

 
246/18 Chair’s Report 
 

The Chair presented a report which included information with regard to notable 
events, matters concerning the development of the Board, Chair engagements, any 
significant regulatory developments that the Chair had been involved in and a forward 
look to significant events or possible developments.  The Board noted the report.  
 
The Board of Directors: 
 

 Received and noted the Report of the Chair.  
 

(1 minute) 
 
247/18 Report of the Chief Executive 
 

The Interim Chief Executive presented a report which provided an update with regard 
to national and local strategic and operational developments. She briefed the Board on 
the content of the report and provided an overview of an European Union (EU) Exit 
NHS Trust Contract Review.  The Interim Chief Executive reported that the Secretary of 
State for Health & Social Care had written to NHS Chief Executives on 12 October 2018 
on the subject of preparations to ensure continuity of supply of goods and services in 
the event of a ‘no deal’ exist from the EU. She noted that a copy of the letter was 
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included for reference at Annex A of the report.  The Interim Chief Executive advised 
that the letter stated that, while a ‘no deal’ scenario remained unlikely, trusts were 
asked to put plans in place to ensure continuity of supplies to the NHS.   
 
The Board noted that as part of these plans, the Department of Health & Social Care 
had developed a self-assessment methodology for NHS trusts to indicate any contracts 
that were deemed highly impacted by the EU exit.  The Interim Chief Executive advised 
that the self-assessments were due to be completed by 30 November 2018.  She also 
advised that trusts were required to appoint a Senior Responsible Officer (SRO) to 
oversee this activity, noting that the Director of Finance had been appointed as this 
Trust’s SRO.  It was agreed that a report on the Brexit-related contract review would 
be considered at the next Board meeting on 29 November 2018.   
 
The Interim Director of Workforce noted Brexit-related concerns with regard to 
staffing.  She also advised the Board that the Trust had been approached by the Home 
Office to participate in a pilot of an EU Settlement Scheme and provided an overview 
of the process.   
 
The Board of Directors: 
 

 Received and noted the Report of the Chief Executive.  
 

(3 minutes) 

 
248/18 Key Issues Reports  

 
Quality Committee 
 
Dr M Cheshire presented a Key Issues Report which detailed matters considered at a 
meeting of the Quality Committee held on 23 October 2018.  He briefed the Board on 
the content of the report and made particular reference to the ‘Alert’ section of the 
report.  Dr M Cheshire advised that, in considering a Learning from Deaths Report, the 
Committee had been disappointed with the reported position on evidenced Morbidity 
& Mortality meetings across a range of specialties.  He noted that the Committee had 
made clear its expectation that the process for such meetings had to be fully 
completed.   
 
Dr M Cheshire then made reference to the ‘Assurance’ section of the report and 
reported that the Committee had taken positive assurance from reports on Seven Day 
Services, Learning from Deaths, and the Safe, High Quality Care Action Plan.   He then 
referred the Board to the ‘Advise’ section of the report and advised that the 
Committee had noted the Safeguarding Group’s consideration of a Security Report 
related to a number of serious incidents.  The Chief Nurse advised the Board that the 
Trust’s investigation into the security incidents had concluded and that a resultant 
report would be provided to the Care Quality Commission.   Dr M Cheshire concluded 
his report by advising the Board that the Committee had welcomed the presentation 
of a revised Clinical Governance Report which would facilitate better monitoring of 
trends and themes. The Chair noted good progress made with regard to the quality 
improvement journey.   
 
 (3 minutes) 
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Finance & Performance Committee 
 
Mr M Sugden presented a Key Issues Report which detailed matters considered at a 
meeting of the Finance & Performance Committee held on 24 October 2018.  He 
briefed the Board on the content of the report and made reference to the ‘Alert’ 
section of the report.  Mr M Sugden advised that, in reviewing reports relating to 
Operational Performance, the Committee had noted a continuing negative position 
against a range of key standards, particularly relating to the A&E 4-hour standard.  He 
commented that the Committee had noted commitment from system partners to 
assist with contributing factors and winter plan initiatives but without a positive 
impact to date. Mr M Sugden advised that the Committee had also considered a report 
which detailed outcomes from a ‘deep dive’ on Referral to Treatment (RTT) 
performance and noted that the Committee had requested forecast performance 
trajectories for the next meeting on 21 November 2018.   
 
Mr M Sugden then referred the Board to the ‘Assurance’ section of the report and 
advised that the Committee was reporting moderate level of assurance regarding 
agency expenditure.  He reported that the Committee was reporting moderate 
assurance on overall delivery of the 2018/19 financial plan and had noted key risks to 
the delivery of the 2018/19 and 2019/20 Cost Improvement Programme (CIP).  He 
added that the Committee was only able to report limited assurance on the delivery of 
the CIP programme.  The Director of Corporate Affairs commented that, on a positive 
note, the Committee had taken positive assurance from a presentation delivered by 
the Chief Pharmacist on the Medicines Management CIP work stream.  He commented 
that the issues relating to the business case process raised by Mr D Johnson at his 
earlier presentation were also relevant in relation to the Chief Pharmacist’s 
presentation, noting that this was an area which would benefit from further support.  
 
In response to a question from the Chair, the Director of Finance briefed the Board on 
the current business case process and advised that the custodians of the process were 
the Chief Operating Officer and the Director of Support Services.  In response to a 
question from the Chair, the Chief Operating Officer and the Director of Support 
Services noted that the issues referred to earlier about business cases related to 
application of the process rather than the process itself.  In response to a comment 
from Dr M Cheshire, the Interim Chief Executive noted that Mr D Johnson’s 
presentation had highlighted the need to improve management support in the area of 
clinical leadership.  In response to a further comment from Dr M Cheshire, who noted 
Stroke as an example of good practice in this area, the Interim Chief Executive 
acknowledged this comment but noted the need for consistency across the 
organisation.   
 
In response to a question from the Chair, the Director of Finance advised that the 
Trust’s business case process had been strengthened following audit 
recommendations.  He also made reference to a presentation on a Clinical Services 
Efficiency Programme which the Deputy Chief Operating Officer had presented to the 
Finance & Performance Committee.  There followed a discussion on the business case 
process and a number of Board members noted a cultural issue regarding smaller bids 
and the need to provide further clarity of the process, especially to middle 
management.  It was agreed that regular progress updates on this subject would be 
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presented to the Finance & Performance Committee as well as the Quality Committee 
from a quality perspective.   
 
(21 minutes) 
 
People Performance Committee 
 
Ms A Smith presented a Key Issues Report which detailed matters considered at a 
meeting of the People Performance Committee held on 25 October 2018.  She briefed 
the Board on the content of the report and made reference to the ‘Alert’ section of the 
report.  Ms A Smith reported that the Committee had received a presentation on HR 
Systems and had been advised of action taken to improve the current e-rostering 
system as well as enable further roll-outs.  She advised that the Committee had noted 
cultural issues as an area of concern as well as the uncertainty of timescales for a full 
roll-out. In response to a comment from Mr M Sugden, who noted his disappointment 
with regard to the delays for full implementation of e-rostering, the Interim Director of 
Workforce provided further clarity on the current implementation status and noted 
the need for consistency of benefits. She advised that the Trust had an associated 
implementation plan which was being monitored.   
 
Ms A Smith then referred the Committee to the ‘Assurance’ section of the report and 
was pleased to report that the Health Education England North West (HEE NW) had 
recommended to the General Medical Council (GMC) that the Trust be removed from 
Enhanced Monitoring.  She also advised that the Committee had taken positive 
assurance from reports on Workforce Race Equality Standard and a Recruitment & 
Retention Strategy Implementation Plan. With regard to the ‘Advise’ section of the 
report, Ms A Smith advised that the Committee had considered results of the latest 
Staff Friends & Family Test.  She commented that the Committee had been 
disappointed to note that only 53.29% of staff would recommend the Trust as a place 
to work, which was a decrease of 5.58% since the previous quarter.  Ms A Smith 
advised that, as the results had only just been released to the Trust, further work 
would be undertaken to understand the reasons for the reduced score.   
 
Ms A Smith advised that the Committee had also received reports on Performance 
Appraisal, Health Care Worker Flu Vaccination and Agency Utilisation.  In response to a 
question from the Chair, the Interim Director of Workforce advised that the agency 
overshoot was improving and noted a considerable amount of work in this area to 
further improve performance.   
 
(6 minutes) 
 
The Board of Directors: 
 

 Received and noted the Committee Key Issues Reports.  

 
249/18 Trust Performance Report – Month 6 
 

The Director of Support Services presented the Trust Performance Report for month 6 
and provided a brief overview of content.  He advised that the report now included a 
Key Issues Update section on page 5. The Chief Nurse then briefed the Board on the 
Quality indicators in the Performance Report.  She provided an overview on 
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Clostridium Difficile performance, noting that a root cause analysis was being 
undertaken to establish whether any of the Clostridium Difficile infections had been 
due to lapses in care. The Chief Nurse then briefed the Board on Falls performance and 
Medication Errors.  She advised that the Emergency C-section rate had risen in month 
and provided an overview of mitigating actions, noting the inclusion of the subject area 
in the Saving Babies Lives bundles.  The Board noted that the Quality Committee would 
receive quarterly updates on Emergency C-section performance.  The Chief Nurse then 
briefed the Board on trust acquired Pressure Ulcers and complaints response rates, 
noting an improvement in performance in both areas. With regard to complaints 
responses, she made particular reference to the Integrated Care Business Group 
having achieved 100% performance.  The Chief Nurse concluded her report by advising 
the Board that a Never Event had occurred in month.  She noted that the incident had 
been reported to the Care Quality Commission and that the Quality Committee would 
be updated accordingly.  
 
The Director of Finance briefed the Board on the Finance indicators in the report.  He 
referred the Board to the Key Issues Update section on page 5 of the report and 
provided an overview of Income & Expenditure (I&E) and Cost Improvement 
Programme (CIP) performance.  With regard to Elective and Day Case performance, 
the Director of Finance advised that Business Groups were reviewing their recovery 
actions. He then briefed the Board on winter funding, noting that the subject was 
included as a separate item on the Board agenda. The Director of Finance advised the 
Board of a likelihood of contract penalties being issued to the Trust by Clinical 
Commissioning Groups for non-achievement of performance targets.  
 
The Interim Director of Workforce then briefed the Board on the Workforce indicators 
in the report.  She briefed the Board on bank & agency expenditure, noting that the 
Trust compared favourably with its peers in this area.  The Interim Director of 
Workforce noted a slight improvement in sickness absence performance but reported 
a slight decline in appraisal compliance.  She advised that Business Groups were 
preparing recovery plans in this area.  In response to a question from Mrs C Barber-
Brown, regarding capturing ‘soft’ intelligence with regard to workforce, the Interim 
Director of Workforce noted the importance of leadership and briefed the Board on 
work with NHS Improvement in this area.  She noted that a resultant culture 
dashboard would inform areas such as leadership programmes.  In response to a 
follow up question from Mrs C Barber-Brown, the Interim Director of Workforce 
advised that the culture dashboard would eventually be integrated into future versions 
of the Integrated Performance Report.   
 
The Chief Nurse referred the Board to the Safe Staffing Report and noted that staffing 
had been challenging in September 2018, particularly in two respiratory wards.  She 
briefed the Board on extensive executive level discussions with regard to staffing 
issues and noted mitigating actions to ensure safe staffing. The Chief Nurse also 
briefed the Board on recruitment and retention programmes in place. She advised that 
the Board would receive a full strategic staffing report at the meeting in November 
2018.  The Chief Operating Officer then briefed the Board on the Performance 
indicators in the report.  She provided an overview of Cancer performance and noted 
that, while the target had been achieved in September 2018, the position was not 
sustainable.  The Chief Operating Officer commented on the likely negative impact of 
the continued increase in referrals. With regard to breast services, the Chief Operating 
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Officer noted that mitigating actions were beginning to have a positive impact and 
advised that recovery was expected by early January 2019. 
 
With regard to Urgent Care, the Chief Operating Officer briefed the Board on the 
following three areas of focus; overnight breaches, stranded patients and early 
discharges. She noted that the Executive Management Group had agreed a hospital-
level approach to stranded patients and that a system-level approach had been agreed 
by the Urgent Care Delivery Board.  Mr M Sugden commented that he did not feel 
assured that the necessary capability and capacity was in place to achieve the stranded 
patient target in the short term. The Chief Operating Officer noted that the Trust 
needed to focus on the areas that it could influence and ensure these were in order 
before tackling issues which were influenced by external factors.  In response to a 
question from Ms A Smith, the Chief Operating Officer briefed the Board on the 
actions taken to address the stranded patient issue, including daily focus on data to 
pre-empt patients becoming ‘stranded’ and redefining professional standards to 
facilitate a better understanding of timescales.  
 
The Director of Support Services advised that the Board would undertake a review of 
the Integrated Performance Report during the Board development session on 13 
November 2018.  
 
The Board of Directors: 
 

 Received and noted the Trust Performance Report for Month 6.  
 

(27 minutes) 
 
250/18 Winter Plan 2018/19  
 

The Urgent & Emergency Care Improvement Director presented a Winter Plan Update 
Report.  She briefed the Board on the content of the report and advised that the 
Stockport Whole System Winter Plan 2018/19 had been included as Annex 1 to the 
report and a financial analysis had been included as Annex 2 to the report. The Urgent 
& Emergency Care Improvement Director referred the Board to s2 of the report and 
advised that the indicative financial impact and cost of proposed schemes exceeded 
the identified winter funding by approximately £2million.  She briefed the Board on 
mitigating actions in this area.  The Urgent & Emergency Care Director then referred 
the Board to s3 of the report and provided an overview of progress to date with regard 
to the following areas: escalation wards / additional beds; estates; workforce; and 
winter schemes.   
 
The Urgent & Emergency Care Improvement Director advised the Board of the 
following key risks and provided an overview of progress:  
 

 Ability to open and recruit to additional beds  

 Lead times on some of the primary care schemes 

 Internal availability of staff 

 Financial gap. 
 

The Chair noted that the system-wide Winter Plan was a big step forward. In response 
to questions from Dr M Cheshire and the Chair, the Urgent & Emergency Care 
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Improvement Director noted that reducing the number of stranded patients was a key 
area of focus and essential to enable the success of the Winter Plan.  The Medical 
Director commented that the focus was to deliver the Winter Plan with available 
resource as much as possible but noted the risk if that was not enough.  In response to 
a question from Mrs C Barber-Brown, the Urgent & Emergency Care Improvement 
Director briefed the Board with regard to resourcing the scheme, noting the inclusion 
of pharmacists.  In response to a question from the Chair, the Urgent & Emergency 
Care Improvement Director advised that the delivery of the plan would be monitored 
regularly and that the Executive Team would take a view if ‘plan b’ or ‘plan c’ needed 
to be mobilised.  
 
In response to a question from Ms A Smith, regarding partnership working, the Urgent 
& Emergency Care Improvement Director noted the following areas of concern: lead 
times on some of the primary care schemes; ability to appoint and utilise resources 
due to recruitment challenges; and availability of care home places.  In response to a 
question from the Chair, the Interim Chief Executive commented that the Urgent Care 
Delivery Board recognised the significant risks associated with the Winter Plan. She 
noted that the risks were similar nationally and were not peculiar to the Stockport 
system.  
 
In response to a comment from Mr M Sugden, the Urgent & Emergency Care 
Improvement Director advised that a thorough evaluation of the Winter Plan would be 
undertaken during and at the end of winter and that for next year, the winter plans 
would be incorporated as part of an operational plan.  In response to a question from 
the Chair, it was agreed that a report detailing progress in reducing the level of 
stranded patients and addressing staffing needs for additional capacity would be 
presented at the next meeting on 29 November 2018.  The Chair wished to thank the 
Urgent & Emergency Care Improvement Director and her team for the progress made 
with regard to the system-wide Winter Plan.  
 
The Board of Directors: 
 

 Received and noted the Winter Plan 2018/19.  
 

(20 minutes) 
 

Ms S Ferguson joined the meeting.  
 
251/18 Stockport Neighbourhood Care   
 

The Board welcomed Ms S Ferguson, Stockport Neighbourhood Care (SNC) Programme 
Director, to the meeting.  She delivered a presentation entitled ‘Stockport Together – 
Our Journey’, which covered the following subject headings: 
 

 Agenda  

 SNC Delivery Meeting Structure 

 SNC Functional Requirements Mapping 

 Actual Deliverables  

 Performance & Business Intelligence Dashboard 

 Logic Models – Programme Reporting Metrics  

 SNC Workforce Challenges  
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 SNC Service Performance Rating 

 Key Actions to Progress 

 SNC Core Priorities for Q3 

 Borough Wide  Update 

 Deteriorating Patient  

 Neighbourhood MDT Working  

 Hospital Attendances, Admissions and ECM by Neighbourhood 

 Neighbourhood Risk Stratification Tool. 
 

The SNC Programme Director offered to provide a demonstration to the Board on the 
Neighbourhood Risk Stratification Tool at a future meeting.  In response to a question 
from Mrs C Anderson, the SNC Programme Director briefed the Board on progress and 
challenges regarding the Stockport Together programme and noted that the new 
performance metrics provided clarity with regard to areas of concern.  Dr M Cheshire 
commended the SNC Programme Director for the progress made but noted that it was 
important to ensure that the improvements were causal and not incidental.  
 
The Director of Finance briefed the Board from a financial perspective and made 
reference to a risk & gain share.   In response to a comment from Ms A Smith, the SNC 
Programme Director agreed to provide the Board with a follow up report, which would 
summarise key themes from neighbourhoods.  In response to a comment from the 
Chair, the Board agreed that a Board development session on Stockport Together 
would be useful. The Chief Operating Officer agreed to liaise with the Director of 
Corporate Affairs with regard to identifying a date for the development session, whilst 
noting that the SNC Programme Director would be finishing in her post in December 
2018.  
 

 The Board of Directors: 
 

 Received and noted Stockport Neighbourhood Care Presentation.   
 
 (25 minutes) 
  
 Ms S Ferguson left the meeting.  
 
252/18 Corporate Objectives – Quarter 2 Progress   
 

The Director of Support Services presented a report which provided an update on 
progress against Corporate Objectives as at 30 September 2018.  He briefed the Board 
on the content of the report and advised that the strategic and corporate objectives 
2018/19, together with a progress update and RAG ratings, had been included in 
Appendix 1 to the report.  
   
The Board of Directors: 
 

 Received and noted the Corporate Objectives – Quarter 2 Progress Report.  
 

(1 minutes) 
 

Mr P Gordon joined the meeting.  
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253/18 Freedom to Speak Up Report  
 

The Chair welcomed Mr P Gordon, the Freedom to Speak Up (FTSU) Guardian, to the 
meeting and noted the opportunity to reflect on broader cultural issues, openness and 
transparency.  The Interim Director of Workforce also made reference to the Trust’s 
participation in an NHS Improvement Culture Programme. The FTSU Guardian 
presented a report which provided assurance on the effective working of the Trust’s 
FTSU arrangements.  He briefed the Board on the content of the report and made 
specific reference to s6.2 and s8.1 of the report, relating to casework and a Trust-wide 
FTSU survey.   
 
The Director of Corporate Affairs advised that the FTSU Guardian had also presented a 
report to the People Performance Committee on 25 October 2018.  He advised that a 
copy of a Register & Action Log detailing progress against National Guardian Office 
recommendations was included at Appendix 1 to the report.  The Interim Director of 
Workforce noted a link between FTSU and the Trust’s culture programme and 
commented that the FTSU Guardian attended meetings of the Culture & Engagement 
Group whenever possible to aid triangulation.   

 
 The Board of Directors: 
 

 Received and noted the report and acknowledged the positive assurance on 
Freedom to Speak Up arrangements detailed in the report.   

 
(5 minutes) 

 
254/18 Freedom to Speak Up – Self Review    
 

The Director of Corporate Affairs presented a report, the purpose of which was to 
facilitate completion of a Freedom to Speak Up (FTSU) Self-Review Tool by the Board 
of Directors. He briefed the Board on the content of the report and noted that the 
Board had undertaken an initial review of the self-review tool on 26 July 2018.  He 
noted that it was disappointing that the Board would, once again, be unable to 
consider the self-review tool in sufficient detail due to time constraints.    The Director 
of Corporate Affairs advised that at the July meeting it had been agreed that Board 
members would be invited to offer views on content and approach to inform further 
development of content prior to re-presentation of the self-review tool.  He noted that 
the version of the self-review tool, included at Annex A to the report, incorporated 
views received from Board members.  In response to a question from the Chair, the 
Director of Corporate Affairs advised that Board members still had the opportunity to 
forward any views that they had on the self-review tool content.   
 
The Director of Corporate Affairs referred the Board to s3.4 and s3.5 of the report and 
asked the Board to give consideration to whether the Trust’s current arrangements for 
the FTSU Guardian were sufficient to effectively manage what was an increasingly 
important and expanding subject area.  He commented that the subject of Freedom to 
Speak Up had been a recurring theme across a range of interviews during the recent 
CQC Well-Led Review, with an emphasis on whether there was sufficient time 
allocated to the FTSU Guardian role in an organisation of over 5,000 employees.  The 
Director of Corporate Affairs noted that, while the time currently allocated to the role 
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compared favourably with other organisations, the level of interest during the Well-
Led Review suggested that the Board should assure itself that the Trust’s current 
arrangements were sufficiently robust.  
 
The Interim Director of Workforce commented that it was positive that the Trust’s 
FTSU Guardian was employed in a dedicated role, rather than the role being an ‘add-
on’ to another role. She also acknowledged the benefits of the FTSU Guardian dividing 
his time between this Trust and Tameside, noting the consequent joint learning.  In 
response to a comment from Mrs C Anderson, the Director of Corporate Affairs agreed 
that it was difficult to ascertain what amount of time would be considered sufficient as 
there was a lack of guidance in this area and arrangements varied widely across 
organisations.  He commented, however, that as noted earlier, the Trust did compare 
favourably with regard to the time allocated to the role.  
 
In response to a question from Dr M Cheshire, the FTSU Guardian briefed the Board on 
the benefits of working both at this Trust and in Tameside and the benefits of chairing 
a regional FTSU network.  He acknowledged that there would always be scope for 
improvement with regard to engagement, training, awareness and improving the 
content of internal mechanisms.  The Board of Directors approved the content of the 
Self-Review Tool and agreed that the time currently allocated to the FTSU Guardian 
was adequate for the Trust’s needs.  In response to a comment from Mrs C Barber-
Brown, the Board agreed that it would be prudent to review the position periodically 
as part of a wider leadership & culture agenda.  
 

 The Board of Directors: 
 

 Received and noted the report. 

 Approved the content of the Self-Review tool and agreed that the time 
currently allocated to the Freedom to Speak Up Guardian was adequate for the 
Trust’s needs.    

 
 (10 minutes) 
 
255/18 Planning Framework & Operational Plan 2019/20  
 

The Director of Support Services presented a report which sought Board approval of a 
draft Planning Framework.  He briefed the Board on the content of the report and 
made particular reference to s3.1 and s3.2 of the report, which related to the 
development of the Operational Plan 2019/2020.  The Director of Support Services 
advised that the Finance & Performance Committee had considered the draft Planning 
Framework at its meeting on 24 October 2018 and had subsequently recommended it 
to the Board of Directors for approval.  
 
In response to a question from Mr D Hopewell, the Director of Support Services 
advised that further consideration would be given to the way in which the Council of 
Governors would be engaged in the process.  The Director of Corporate Affairs advised 
that the subject matter was included on the Council of Governors’ agenda on 5 
December 2018 and noted that, as in previous years, associated workshops were 
usually arranged for Governors around February time.  The Chair commented that the 
Planning Framework was part of a broader piece, and noted that the new Chief 
Executive would wish to give it some thought as well.  
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The Board of Directors: 
 

 Received and noted the report and approved the Planning Framework included 
at Annex A of the report.  

 
 (3 minutes) 

  
256/18 Trust Risk Register and Board Assurance Framework  
 

The Chief Nurse presented the Trust Risk Register and Board Assurance Framework 
(BAF) and provided a brief overview of content.  She advised that the Trust Risk 
Register had been considered by each of the Board Assurance Committees and noted 
the link with between the Risk Register, the BAF and the Corporate Objectives update 
report.  The Chief Nurse noted the need for clarity on achievements and understanding 
how the three documents worked together going forward.   

 
 The Board of Directors: 
 

 Received and noted the Trust Risk Register and the Quarter 2 Board Assurance 
Framework.   

 
 (1 minute) 
 
257/18 Consent Agenda  
 

 Health Care Worker Flu Vaccination   
 
The Board received the report and approved the Health Care Worker Flu 
Vaccination Self-Assessment Checklist included at Appendix 1 to the report.  
 

 Emergency Preparedness, Resilience & Response (EPRR) Report 
 
The Board received the report and approved the EPRR Core Standards Action 
Plan 2018/19 included at Annex B to the report.  

 
258/18 Date, time and venue of next meeting  
 

There being no further business, the Chair closed the meeting and advised that the 
next meeting of the Board of Directors would be held on Thursday, 29 November 2018, 
commencing at 9.30am in Lecture Theatre A, Pinewood House.  
 
   
 
Signed:______________________________Date:______________________________ 
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BOARD OF DIRECTORS: ACTION TRACKING LOG 
 

Ref. Meeting 
Minute 

Ref 
Subject Action Responsible 

22/18 26 Jul 18 181/18 

Winter Plan – 
Progress Report  

The Urgent & Emergency Care Improvement Director advised that a fully-
costed Winter Plan document would be presented to the Board of 
Directors on 27 September 2018. 
 

Update 27 Sep 18 – The Urgent & Emergency Care Improvement Director 
advised that a Winter Plan report was included on the agenda but that the 
presentation of a fully-costed Winter Plan would now take place at the 
Board meeting on 31 October 2018.   
Update 31 Oct 18 – A fully-costed Winter Plan on the agenda.  Action 
complete.  
 

 

Mrs J Wood (U&EC 
Improvement 

Director) 

28/18 27 Sep 18 227/18 

 
Trust Strategy  

The Director of Support Services advised that a progress report would be 
presented to the Board of Directors on 29 November 2018 and noted that 
a further report would be presented to the Board at the end of the 
consultation period in January 2019. 

 
H Mullen  

(Director of Support 
Services) 

 

29/18 27 Sep 18 229/18 

 
Medium Term 

Financial Strategy  

In conclusion of the discussion, the Board agreed that the strategy 
document required further refinement prior to re-presentation to the 
Board on 31 October 2018. 
 

Update 31 Oct 18 – The Director of Finance advised that the strategy 
document was currently being reviewed by Attain and would be presented 
to the Board on 29 November 2018.  
 

F Patel  
(Director of Finance) 

30/18 31 Oct 18 245/18 
Patient Story – 

Fractured Neck of 
Femur Presentation  

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

S Toal  
(Chief Operating 

Officer) 

31/18 31 Oct 18 247/18 

 

Report of the Chief 
Executive 

It was agreed that a report on the Brexit-related contract review would be 
considered at the next Board meeting on 29 November 2018.   

F Patel  
(Director of Finance) 

 

32/18 31 Oct 18 250/18 

 

Winter Plan 
2018/19 

In response to a question from the Chair, it was agreed that a report 
detailing progress in reducing the level of stranded patients and addressing 
staffing needs for additional capacity would be presented at the next 

J Wood 
(U&EC 

Improvement 
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 meeting on 29 November 2018.   Director) 

33/18 31 Oct 18 251/18 

 

 
Stockport 

Neighbourhood 
Care  

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

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

Officer) 

34/18 31 Oct 18 251/18 

 

Stockport 
Neighbourhood 

Care 

In response to a comment from the Chair, the Board agreed that a Board 
development session on Stockport Together would be useful. The Chief 
Operating Officer agreed to liaise with the Director of Corporate Affairs 
with regard to identifying a date for the development session, whilst 
noting that the SNC Programme Director would be finishing in her post in 
December 2018. 
 

 
S Toal (Chief 

Operating Officer) 
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Report to: Board of Directors Date: 29 November 2018 

Subject: Chair’s Report 

Report of: Chair Prepared by: Mr P Buckingham 

 

 

REPORT FOR NOTING  
 

 

Corporate 
objective  
ref: 

 

 

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

Chair’s recent and planned activities 

 

 

Board Assurance 
Framework ref: 

 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

Annex A – Board Business Cycle 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

  Joint Negotiating Council 

  Other 

21 of 214



- 2 - 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

- THIS PAGE IS INTENTIONALLY BLANK - 

 

 

22 of 214



 

-  3 of 5 - 

 

1. PURPOSE OF THE REPORT 
 

1.1 

 

 

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

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

Board meeting in relation to: 

 

 Notable events 

 Matters concerning the development of the Board itself 

 My own engagements and visits on behalf of the Trust 

 Any significant regulatory developments that as Chair I have been involved in 

 A forward look to significant events or possible developments.  

  
2. NOTABLE EVENTS 

 

2.1 

 

 

 

 

 

 

 

While not a notable event per se, the Trust continues to struggle with the challenge of 

maintaining patient flow through the hospital with a consequent impact on our 

performance against key national targets and, in particular, performance against the A&E 4-

hour standard.  Solving this conundrum necessitates seamless partnership working to 

enable the Stockport system to work as effectively as it can to alleviate the otherwise 

inevitable build-up of patients in the hospital.  While I acknowledge and thank staff across 

the hospital for the efforts being made, we must continue to maintain focus on ensuring 

that our own practice and processes are working efficiently and effectively for the benefit 

of patients.  Members of the public can also help by ensuring that the right services are 

accessed at the right time. 

 

3. BOARD DEVELOPMENT 

 

3.1 

 

 

 

 

 

 

3.2 

 

 

 

Both myself and other Board colleagues have held discussions and meetings with Mrs L 

Robson, who will assume the position of Chief Executive on 7 January 2019.  Further 

meetings are planned and matters discussed will help to ensure a smooth transition of 

leadership from Mrs H Thomson to Mrs L Robson.  Some of this discussion has related to 

succession planning, and plans to recruit a substantive Director of Workforce and a 

replacement Company Secretary have been developed. 

 

Board members participated in a Development Session on 13 November 2018 which 

focused on Safeguarding and reviewing the Board’s use of the Integrated Performance 

Report.  An additional session was held on 20 November 2018 which provided an 

opportunity to enhance their knowledge and understanding of the work of NHS Resolution.  

This informative session was facilitated by Mrs J Evans, Director of Finance & Corporate 

Planning, NHS Resolution. 

 

4. CHAIR ENGAGEMENTS 

 

4.1 

 

 

 

 

 

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

 

30 October 2018 Met with Dr C Briggs, Chair of Stockport CCG. 
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6 November 2018 

 

Met with Mr B Bridgewater, GM Director of Innovation   

6 November 2018 

 

Visited the Finance and Procurement teams 

7 November 2018 Met with the Chair and Deputy Chair from Pennine Care NHS 

Foundation Trust 

7 November 2018 Visited Woodley Health Centre 

 

7 November 2018 

 

Visited the Inpatient Therapies team 

13 November 2018 

 

Visited the hospital kitchens and met the Catering team 

15 November 2018 Confirmed the Trust’s support of veterans through signing of 

an Armed Forces Covenant 

20 November 2018 Met with Mrs N Dowd, Chief Executive, Stockport CCG 

 

21 November 2018 

 

Attended an Enhanced Oversight meeting with NHS 

Improvement representatives 

28 November 2018 Meeting with the Lead Governor and chairing a Nominations 

Committee meeting 
 

 

5. 

 

REGULATORY DEVELOPMENTS 

 

5.1 

 

 

 

 

 

 

5.2 

 

 

 

 

 

 

 

 

The Trust continues to participate in monthly Enhanced Oversight meetings with NHS 

Improvement representatives and these meetings continue to be challenging in view of the 

Trust’s financial position.   At the previous meeting in October 2018, the Trust requested 

support from NHS Improvement in the form of additional resource to help drive our 

financial improvement plans.  We expect to have an update on progress with this request at 

the next meeting on 21 November 2018. 

 

Board members will be aware that the Trust has been subject to Enhanced Monitoring by 

the General Medical Council (GMC) in relation to concerns regarding emergency medicine.  

I am pleased to advise that, following a further assessment in October 2018, the GMC 

wrote to me confirming that “the organization has satisfactorily and sustainably resolved 

concerns in connection with emergency medicine at Stepping Hill and will no longer be 

subject to our enhanced monitoring process”.  This is extremely positive news which 

evidences the good progress being made.  The outcome also reflects the hard work and 

dedication of Dr D Baxter and the wider team. 

 

6. FORWARD LOOK 

 

6.1 

 

 

 

 

6.2 

 

We hope to receive similarly positive news on publication of the CQC report following 

inspections undertaken in September and October 2018.  The Trust received the draft 

report for factual accuracy checking on 19 November 2018 and is required to respond by 5 

December 2018.  We anticipate that the report will be published shortly thereafter. 

 

A copy of the Board Business Cycle for 2018/19 to inform future agenda planning is 

included for reference at Annex A of the report. 
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7. RECOMMENDATIONS 
 

7.1 The Board of Directors is recommended to: 

 

 Receive and note the content of the report. 

 

25 of 214



This page has been left blank



BOARD BUSINESS CYCLE 2018/19

April May June July September October November December January February March
Core Agenda 
Items

Chair Report.
CEO Report.
Performance 
Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance 
Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance Report.
Trust Risk Register.
Key Issues Reports.
Urgent Care Report.

Chair Report.
CEO Report.
Performance Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance 
Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance 
Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance Report.
Trust Risk Register.
Key Issues Reports.

Chair Report.
CEO Report.
Performance 
Report.
Trust Risk Register.
Key Issues Reports.

Strategy & 
Planning

Q4 Corporate 
Objectives.
Approve 
Operational Plan.

Trust Strategy 
Progress Report.
Stockport Together - 
Status.
Theme 3&4 Update.
EPR Report.

Q1 Corporate 
Objectives.
Draft Trust Strategy.
Winter Planning.
Estates Strategy.

Winter Plan.
Estates Strategy
Trust Strategy.

Q2 Corporate 
Objectives.
Theme 3&4 Update.
Winter Plan.
EPR Report.

Winter Planning.
EPR Report

Q3 Corporate 
Objectives.
Theme 3&4 
Update.

Draft Operational 
Plan. 
People Strategy 
Progress

Approve Corporate 
Objectives.
Theme 3&4 
Update.
Estates Strategy 
Progress Report

Financial Annual Accounts. ITFF Revenue 
Request.
First Draft - MTFS 

Medium Term 
Financial Strategy.

Medium Term 
Financial Strategy.
Financial Recovery.

Procurement 
Contracts Review.
Medium Term 
Financial Strategy

Revenue Budget.
CIP Programme.
Capital Programme
Going Concern 
Statement.

Governance 
& Regulatory

NED Independence 
Statement.
Register of 
Interests.
Use of Common 
Seal.

Annual Governance 
Statement.
Annual Report.
Code of 
Governance 
Compliance.
Governance 
Declarations.
Review of 
Undetakings.

Corporate 
Governance 
Declaration.
Board Assurance 
Framework.

EPRR Annual Report.
CQC System Review 
Report.

Board Assurance 
Framework.
Review of 
Undertakings.

EPRR Assurance 
Statement.

Board Assurance 
Framework.
Review of 
Undertakings.

Registration 
Authority - Annual 
Report.

Board Assurance 
Framework.

Quality Patient Story.
FTSUG Report.

Patient Story.
Annual Quality 
Report.
Quality 
Improvement Plan.

Patient Story.
CNST Incentive 
Scheme.
Staff Survey Plan.

Patient Story.
Learning from 
Deaths.
Perinatal Mortality.
Freedom to Speak 
Self-Assessment.

Patient Story.
PLACE Assessment. 
People Strategy.

Patient Story.
FTSUG Report.
FTSU Self-
Assessment

Patient Story.
Strategic Staffing 
Review

Patient Story.
Learning from 
Deaths.

Patient Story. Patient Story.
Strategic Staffing 
Review.
Staff Survey 
Results.
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Board of Directors’ Key Issues Report 

Report Date: 
29/11/18 

Report of:  Audit Committee 

Date of last meeting:  
13/11/18 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Internal Audit Progress Report  
 Follow Up on Audit Recommendations 
 Anti-Fraud Progress Report 
 Referral to Treatment - Data Quality Report 
 Business Case Process Review 
 Audit Committee Self-Assessment  
 Terms of Reference - Annual Review 
 MIAA Briefing Note - Learning from Deaths  
 Procurement of Audit Services  

 Alert  The Committee reviewed the Internal Audit Progress Report which detailed the 
following audit outcomes: 

 
o HR Processes: Voluntary Service Review - Moderate Assurance 
o Business Cases Review - Substantial Assurance  
 
The Committee members considered outcomes of the Voluntary Service 
Review and noted recommendations relating to both identity checks and 
completion of Disclosure and Barring Service (DBS) checks for volunteers.  
While relevant actions have been agreed by management, the Committee 
referred these matters to the Interim Director of Workforce for further 
clarification and requested a progress report at its next meeting in January 
2019. 
 

 Assurance  The Committee noted the Substantial Assurance rating from the Business 
Cases Review and assurance was supplemented by a briefing from Mr A Bailey, 
Director of Strategy & Planning, who attended the meeting and advised the 
Committee of work in progress to further strengthen practice in this area.  This 
includes more robust identification, and means of measuring, expected benefits 
in business cases together with forward planning of priority requirements for the 
following financial year. 

 
 The Committee considered a report which detailed the current position on 

Referral to Treatment (RTT) training together with outcomes from the latest RTT 
data quality audit.  The report provided positive assurance on training 
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compliance for administrative and clerical staff with a compliance rate of 95.1%. 
The Committee noted that the training focus is now being applied to relevant 
clinical staff with inclusion of e-learning modules in the individuals’ mandatory 
training requirements.  Improved audit outcomes suggest a beneficial correlation 
from the progress made with delivery of training.  

 
 The Committee received assurance on progress with delivery of the 2018/19 

Anti-Fraud Plan and noted awareness raising activities which took place during 
International Anti-Fraud Week (11-17 November 2018) together with plans for 
ongoing activities.  The Committee noted completion of a Local Pro-Active 
Detection Exercise on Staff Car Parking which resulted in recommendations for 
an enhanced Car Parking Policy, more frequent enforcement patrols and a 
review of effectiveness of the permit / scratch card systems.      

 

 Advise  The Committee completed its annual self-assessment and review of the 
Committee Terms of Reference and outcomes will be the subject of a separate 
report to the Board of Directors on 29 November 2018.  During review of these 
agenda items, Committee members considered a revised, more holistic 
approach to the annual reviews carried out by Board Committees. A proposed 
approach is set out at s2 of this report for consideration and adoption by the 
Board. 

 
 The Committee considered a verbal briefing from the Director of Finance on 

arrangements for the procurement of both Internal Audit and External Audit 
services in 2019.  The Committee endorsed a two phase approach which will 
commence with a procurement exercise for Internal Audit services with a 
contract start date of 1 April 2019.  This will be followed by a procurement 
exercise to secure External Audit services with the appropriate involvement of 
members of the Council of Governors.  Board members will note that the 
contract award for External Audit services requires approval by the Council of 
Governors.  
 

 Finally, the Committee considered a Learning from Deaths Briefing Note, 
produced by Mersey Internal Audit Agency, which focused on the subject of 
working with bereaved families.  The Committee agreed that this was a helpful 
document that included useful prompts on relevant assurance areas and 
signposting to potential service developments.  The Committee noted that the 
Briefing Note had been shared with the Chair of Quality Committee, Medical 
Director and Chief Nurse.   
 

2. Committee 
Arrangements 
Proposal 

The Board is recommended to consider and adopt revised arrangements for annual 
Board Committee reviews to more closely align these with our financial and 
operational year.  This will ensure that Committees are fit for purpose, in the 
broadest sense, to provide appropriate review and assurance to the Board for the 
coming year.  
  
The proposed approach is as follows: 
  
January/ February 

 Individual Committee Members complete self-assessment of the 
Committee’s work and workings 

 Committee completes its self-assessment and reviews its Terms of 
Reference 
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 February 
 Committee Chair and Lead Executive complete an annual report for the 

committee covering its work over the past year  
  
Late February / Early March 

 Committee Chair meets with Trust Chair and Chief Executive to review the 
performance of the Committee during the year. This picks up the self-
assessment, the annual report and any proposals for changes to the Terms 
of Reference. The meeting is formally recorded and informs the March 
Board meeting as appropriate. 

  
March    

 Board notes that a review of the work and performance of each Committee 
for the year just ending has taken place 

 Board formally confirms Committee Structure ensuring this meets the 
anticipated needs of the Board for the coming year  

 Board approves Committee Terms of Reference 
 Board confirms the Chair, Deputy Chair and  Membership of each Board 

Committee 
 

3. Risks Identified  Nil 

4. Report Compiled 
by 

David Hopewell, Chair Minutes available from: Company Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
29/11/18 

Report of:  Quality Committee 

Date of last meeting:  
20/11/18 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Women, Children & Diagnostics Business Group Presentation 
 Quality Metrics 
 Quality Improvement Plan - Quarter 2 Progress  
 Quality Improvement Priorities - Quarter 2 Progress  
 Safe, High Quality Care Improvement Plan 
 CQUIN Progress Report 
 Security Report Action Plan 
 Infection Prevention & Control Annual Report 
 Draft CQC Report – Factual Accuracy Checking 
 Key Issues Reports: 

- Quality Governance Group 
- Safeguarding Group 
- Infection Prevention & Control Group 
- Patient Experience Group 

 Trust Risk Register 

 

 Alert  In reviewing the Quality Metrics, the Committee noted red-rated performance 
against the metric for Medication Error: Moderate Harm and Above.  While 
Committee members acknowledged that the nature of the business suggested 
that a number of medication errors would occur, the Committee agreed that 
there was a need for assurance in this area and requested that the Chief 
Pharmacist present an assurance report at the Committee’s meeting on 22 
January 2019. 
 

 Assurance  The Committee received positive assurance on the quality governance 
arrangements in place in the Women, Children & Diagnostics Business Group 
through a presentation delivered by Mrs C Woodford, Business Group Director.  
The briefing demonstrated a clear understanding of effective governance 
arrangements together with the key risks and priorities for the Business Group. 

 
 The Committee took positive assurance from reports detailing progress at 

Quarter 2 against both the Quality Improvement Plan and Quality Improvement 
Priorities for 2018/19.  There is a high level of assurance that all elements will 
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be fully achieved by 31 March 2019. 
 
 There was a similarly positive position in relation to progress against the Safe, 

High Quality Care Action Plan presented by the Chief Nurse with just 2 of the 31 
action areas currently assessed as red-rated.  The red-rated areas are: 

 
o Ensure that patients can access emergency care and treatment in a 

timely manner (patient flow) 
o Ensure that records are securely stored 

 
With regard to the storage of records, the Committee was advised that the first 
batch of bespoke storage cabinets had now been received which will address this 
particular action.  The Committee also agreed that the approach to action planning 
in this area should be reviewed, to ensure that any actions arising from recent CQC 
inspections are incorporated on the basis of a single action plan. 
 
 The Committee reviewed a report presented by the Chief Nurse which detailed 

progress against an action plan related to Security Incidents.  The Committee 
took positive assurance from the report which indicated that all of the 17 actions 
had either been fully completed or completed awaiting supporting evidence.  
The Chief Nurse confirmed that correspondence on this matter had been 
forwarded to the CQC on 2 November 2018. 

 

 Advise  The Medical Director presented a Key Issues Report from the Quality 
Governance Group and drew the Committee’s attention to introduction of the 
National Early Warning System (NEWS2) in December 2018.  He advised that 
transition to the new system would present a challenge in terms of initial staffing 
and training requirements.  The Medical Director agreed to provide the 
Committee with progress reports at its meetings in December 2018 and January 
2019.  

 
 The Chief Nurse briefed the Committee on the arrangements for completing 

factual accuracy checking on the draft CQC Report which was received by the 
Trust on 19 November 2018.  The Trust is required to respond with matters of 
factual accuracy only by 5 December 2018 and an update on progress will be 
provided at the Board of Directors meeting on 29 November 2018. 

 

2. Risks Identified Nil 

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

Nil 

4. Report Compiled 
by 

Mike Cheshire, Chair Minutes available from: Company Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
29/11/18 

Report of:  Finance & Performance Committee 

Date of last meeting:  
 
21/11/18 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Operational Performance Report 
 Month 7 Agency Utilisation Report  
 Month 7 Finance Report 
 Referral to Treatment (RTT) - Update Report 
 Outpatients CIP Workstream 
 CIP Progress Report 
 Key Issues Report – Strategy & Planning Group  
 Contracts Report 
 Terms of Reference - Annual Review 
 Procurement Update - Model Hospital 
 Financial & Performance Risks 
 Consent Agenda  

 Alert  The Committee reviewed the Operational Performance Report, which included a 
Key Issues Report from the Operational Performance Group, and was advised 
by the Chief Operating Officer of an increase in referrals which is impacting on a 
number of key targets.  The Committee noted that the matter would be 
considered at a Locality Assurance meeting on 26 November 2018 and 
requested that a specialty by specialty assessment of risk and impact be 
prepared in advance of this meeting.  Outcomes from the meeting and details of 
forward risk to be reported at the Board meeting on 29 November 2018. 

 
 The Committee considered a report on Referral to Treatment (RTT) Waiting List 

Size, in the context of the advice above on increase in referrals, and noted that 
the level of reduction achieved in October 2018 was below the trajectory to 
achieve the March 2018 baseline level by 31 March 2019.  The increase in 
referrals will impact efforts to achieve the overall reduction.  With regard to 
performance against the 92% RTT standard, the Committee will receive a report 
detailing forecast performance trajectories at its next meeting on 12 December 
2018. 

 
 The Committee noted some progress in reducing the level of stranded patients 

but expressed concerns at the variable nature of progress with a ‘yo-yo effect’ in 
terms of patient numbers.  The Trust’s aim is to consistently reduce the number 
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of stranded patients to below 300 by 31 December 2018.  Board members will 
be aware of the consequent impact on performance against the A&E 4-hour 
standard where performance levels continue to be way short of trajectory. 

 

 Assurance  The Committee considered the Month 7 Agency Utilisation Report and was 
advised that, while expenditure was within the forecast for October 2018, the 
level of expenditure had exceeded the monthly ceiling.  The Committee noted 
that the forecast outturn position for the year indicated an overshoot against the 
ceiling of circa £0.5m.  The Committee also noted a risk associated with winter 
pressures, in the context of a forecast which indicates reduction in expenditure 
over the winter period, and requested assurance on the basis for the forecast.  

 
 On the basis of the Month 7 Finance Report, the Committee continues to report 

a moderate level assurance on overall delivery of the 2018/19 financial plan with 
a deficit position of £22.1m against a plan position of £22.3m as at 31 October 
2018.  The Committee noted key risks relating to CIP delivery, elective/day case 
activity and contract penalties which could impact the full year outturn position.  
The Committee also noted the position against the Capital programme and the 
implications of continuing delays in commencing the Healthier Together 
programme with the likelihood that investment in estates works will slip to 
2019/20. 

 
 With regard to the financial position, the Committee was advised of the 

necessity of reducing the ‘run-rate’ of expenditure over the remaining five 
months of the financial year in order to maintain the deficit at planned levels.  
The Committee was advised by the Director of Finance of measures agreed by 
the Executive Team to apply additional grip controls and endorsed the actions 
being taken. 

 
 The Committee reviewed the CIP Progress Report and noted a favourable 

variance against plan of £0.7m as at 31 October 2018.  However, despite this 
positive variance there remains a gap of circa £5.4m against the £15m target for 
2018/19 and a need to significantly increase the proportion of recurrent savings.  
The Committee noted efforts to increase the pace of delivery for identified 
schemes and acknowledged mitigating actions to enhance the proportion of 
recurrent savings. However, at present, there remains only limited assurance on 
delivery of the CIP programme. 

 

 Advise  The Committee completed an annual review of its Terms of Reference and 
Committee effectiveness.  The outcomes will form a separate agenda item at 
the Board of Directors meeting on 29 November 2018. 

 
 In reviewing the Trust Risk Register, Committee members identified a number of 

entries where due dates had elapsed and commented on the need for 
management to maintain discipline of regular review of Risk Register content.   

 
  

2. Risks Identified  Delivery of the cost improvement programme 
 Delivery of the 2018/19 financial plan 
 Achievement of the national standard for RTT performance. 
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3. Report Compiled 
by 

Malcolm Sugden, 
Non-Executive Director 

Minutes available from: Company Secretary 
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Board of Directors’ Key Issues Report 

Report Date: 
29/11/18 

Report of:  People Performance Committee 

Date of last meeting:  
22/11/18 

Membership Numbers: Quorate 
 

1. Agenda The Committee considered an agenda which included the following: 
 

 Nursing, Midwifery & AHP Strategy 
 Staff Friends & Family Test  
 Medical Education Update Report 
 Workforce Flash Report 
 Month 7 Agency Utilisation Report 
 Trust Risk Register  
 Key Issues Reports: 

- JLNC 
- JCNC 
- CEG 
- WEG 

 Policies for Approval: 
- Work Experience Policy  
- Car Leasing Policy  
- Job Evaluation Policy  
- Retirement Policy  
- Parental Leave Policy  
- CEA Policy  
- Medical & Dental Annual Leave Policy 

  

 Alert  Ms G Clarke, Management Development Specialist, presented a report which 
provided an update on Staff Friends & Family Test results for Quarter 2 
2018/19.  As reported in the Committee’s Key Issues Report in October 2018, 
the results relating to staff recommending the Trust as a place to work were 
particularly disappointing and the Committee was advised of mitigating actions 
in place. The Committee was also briefed on health & wellbeing initiatives and 
developments in this area, including links with leadership development.  

 

 Assurance  The Chief Nurse presented a final draft Nursing, Midwifery & Allied Health 
Professional Strategy which the Committee recommended to the Board of 
Directors for approval.  It was noted that the Committee would receive six-
monthly update reports on progress against the strategy.  
 

 The Committee considered the Month 7 Agency Utilisation Report and was 
advised that, while expenditure was within the forecast for October 2018, the 
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level of expenditure had exceeded the monthly ceiling. The Committee noted 
that the forecast outturn position for the year indicated an overshoot against the 
ceiling of circa £0.5m. While the Committee noted a risk associated with winter 
pressures, in the context of a forecast which indicates reduction in expenditure 
over the winter period, the Committee felt that the Trust was doing everything in 
its gift with regard to mitigating actions. The Committee also noted that, given 
the Trust’s significant vacancy rate and the number of agency staff employed as 
a consequence, controls on agency expenditure were considered to be robust.  
 

 The Committee took positive assurance from a report presented by the Director 
of Medical Education and was pleased to note that the Trust had received 
confirmation from the General Medical Council (GMC) that the Trust had been 
removed from Enhanced Monitoring.   

 

 Advise  In considering a Workforce Flash Report, the Committee noted forecast 
challenges with regard to performance against Workforce Key Performance 
Indicators (KPIs) during the winter period.  Particular reference was made to the 
appraisal, recruitment and vacancy rates.   
 

2. Risks Identified  Performance against Workforce KPIs during the winter period.  
 

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

Nil 

4. Report Compiled 
by 

Angela Smith, Chair Minutes available from: Company Secretary 
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This subject has previously been 

reported to:

Trust Board 29 Nov 2018Date:Report To:

Subject: Integrated Performance Report

REPORT FOR ASSURANCE

The Board is asked to note the performance aginst the reported metrics.

Deputy Chief Executive

Corporate 

Objective Ref:

Board 

Assurance 

Framework 

Ref:

CQC 

Registration 

Standards Ref:

Equality 

Impact 

Assessment:

Report of:

Attachments:

Prepared 

by:
B.I & Performance Teams

Summary of Report

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Completed 

 Not Required 

 Board of Directors 

 Council of Governor 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 PP Committee 

 SD Committee 

 Charitable Funds Committee 

 Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

 Other 

SO2, 2a, 2b, 
3a, 3b, 5a, 5c, 

6a 

SO2, SO3, 
SO5, SO6 

10,12,17 & 18 
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The Board report layout consists of three sections:

Executive Summary: Provides a high level summary of performance against the Trusts’ Key 

Performance Indicators.  The indicators are grouped by the Care Quality themes of Safe, Caring, 
Responsive, Effective and Efficient.  The summary page reflects the Trusts’ performance against the 

Single Oversight Framework indicators as monitored by NHS Improvement.

Domain Summary: Provides a summary of indicator level performance, arranged by Care Quality 
theme. For each indicator, performance against target is shown at both Trust and Business Group level, 
where applicable.  Page numbers on this level of the report will advise on which page of the report the 
detailed information for each indicator can be located.

Indicator Detail: Provides detailed information for each indicator.  This includes clear descriptions of the indicator, a chart representing the performance trend, and 
narrative describing the actions that are being undertaken to either maintain or improve performance.

Introduction 
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The following chart types are in use throughout the report:

Trends are represented as a line where possible, with each monthly marker 
coloured to indicate achievement or non-achievement against target.

For indicators measured against a target variance, the green dotted lines indicate 
the target "safe-zone".

Where applicable, quarterly performance is indicated as coloured columns 
behind the main trend line.

Where a trend line is not as appropriate, column charts are used to display 
information on indicator counts and totals.

1 0 

1 

2 

4 

5 
3 

2 
0 1 

0 
0 

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

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

Avoidable

Unavoidable

To Be Confirmed

Chart Summary 
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Executive Summary

1 0 # 0 0
# 0 1 0 1# 0 # 1 0
# 1 # 1 0
# 0 # 0 01 # 0 0

#

#

#

#
Workforce Turnover 

Sickness Absence 
Rate 

Financial 
Sustainability 

I&E Margin 

I&E Position 

  

RTT: Incomplete 
Pathways 

Diagnostics: 6 
Week Standard 

Dementia: Finding 
Question 

Cancer: 62 Day 
Standard 

Patient Safety 
Alerts 

Friends & Family: 
Maternity 

Friends & Family: 
Inpatient 

Friends & Family: 
A&E 

DSSA (mixed sex) 

Patient Safety 
Incident Rate 

Never Events 

SHMI Mortality 
Ratio 

HSMR Mortality 
Ratio 

Emergency C-
Section Rate 

VTE Risk 
Assessment 

MSSA Infection 
Rate 

MRSA Infection 
Rate 

E.Coli Infection 
Rate 

C.Diff Infection Rate 

Metrics changing from green to red: 
 
- Falls causing Moderate Harm or                          
above 
- Never Event: Incidence 
- Patient Safety Alerts: Completion 
 
- Cancer 62 day        
 
- CIP 
 
Metrics changing from red to green: 
 
- Dementia Finding Question  
 
- Diabetes reviews   
 
To note: 
 
- Flu vacination uptake                    

Key Changes to the indicators in 
this period are: 

Agency Spend:Cap A&E: 4hr Standard Complaints Rate 
Bank & Agency 

Costs 
C.Diff Infection 
Count (lapses) 

0 10 5 3 8 4 12 2 2 4 8 1 5 6 11 

Performance 

Indicators 
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Print Pages

2

I M S W

Safe
 

C.Diff Infection Rate CN&DQG Sep-18 8.69 7.76 ∆ 11

C.Diff Infection Count (lapses in care) CN&DQG Sep-18 <=8 * 0 0 ∆ 11

MRSA Infection Rate CN&DQG Sep-18 0.46 0.75 ∆ 12

MSSA Infection Rate CN&DQG Sep-18 5.95 7.76 ∆ 12

E.Coli Infection Rate CN&DQG Sep-18 15.10 17.03 ∆ 13

E.Coli Infection Count CN&DQG Sep-18 <=19 * 4 13 ∆ 13

Falls: Total Incidence of Inpatient Falls CN&DQG Oct-18 <=804 * 108 782 ∆ 14

Falls: Causing Moderate Harm and Above CN&DQG Oct-18 <=18 * 9 23 ∆ 14

Pressure Ulcers: Hospital, Avoidable Category 2 CN&DQG Sep-18 <= 7 * 0 6 ∆ 15

Pressure Ulcers: Hospital, Avoidable Category 3 CN&DQG Sep-18 <= 3 * 0 3 ∆ 15

Pressure Ulcers: Hospital, Avoidable Category 4 CN&DQG Sep-18 <= 1 * 0 2 ∆ 16

Pressure Ulcers: Community, Avoidable Category 2 CN&DQG Sep-18 <= 20 * 0 3 ∆ 16

Pressure Ulcers: Community, Avoidable Category 3 CN&DQG Sep-18 <= 5 * 0 4 ∆ 17

Domain Summary

Target
BG PAT

YTDActualIndicator Direction
PAT 

Rating
Exec

Report 

Month
Page 

Forecast 

Risk

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 245 of 214



I M S W

Safe

Pressure Ulcers: Community, Avoidable Category 4 CN&DQG Sep-18 <= 2 * 0 0 ∆ 17

Safety Thermometer: Hospital CN&DQG Oct-18 >= 95% 95.0% 95.4% ∆ 18

Safety Thermometer: Community CN&DQG Oct-18 >= 95% 95.6% 95.8% ∆ 18

Medication Errors: Overall CN&DQG Oct-18 106 657 ∆ 19

Medication Errors: Moderate Harm and Above CN&DQG Oct-18 <= 4% 4.7% 4.7% ∆ 19

VTE Risk Assessment CN&DQG Oct-18 >= 95% 97.3% 96.9% ∆ 20

Clinical Correspondence COO Oct-18 >= 95% 58.3% 64.4% ∆ 20

Flu Vacination Uptake DoW&OD Oct-18 >= 70% 64.9% ∆ 21

Discharge Summaries MD Oct-18 >= 95% 92.5% 89.2% ∆ 21

∆

∆

∆

∆

Target Actual
BG PAT

YTD

Domain Summary

Indicator Exec Page 
Forecast 

Risk

PAT 

Rating
Direction

Report 

Month

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 346 of 214



Print Pages

1

I M S W

Effective

Patient Safety Incident Rate CN&DQG Oct-18 60.86 ∆ 22

Emergency C-Section Rate CN&DQG Oct-18 <= 15.4% 16.9% 17.7% ∆ 22

Never Event: Incidence CN&DQG Oct-18 <= 0 1 1 ∆ 23

Duty of Candour Breaches CN&DQG Oct-18 3 19 ∆ 23

Stranded Patients COO Oct-18 <= 35% 51.3% 47.6% ∆ 24

Delayed Transfers of Care (DTOC) COO Oct-18 <= 3.3% 4.5% 3.3% ∆ 24

Medical Optimised Awaiting Transfer (MOAT) COO Oct-18 <= 40 103 668 ∆ 25

Bank & Agency Costs DoW&OD Oct-18 <= 5% 11.8% 11.6% ∆ 25

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

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

Mortality: Deaths in ED or as Inpatient MD Oct-18 114 754 ∆ 27

Mortality: Case Note Reviews MD Oct-18 52 248 ∆ 27

Emergency Readmission Rate MD Aug-18 <= 7.9% 9.8% 9.2% ∆ 28

Domain Summary

Indicator Exec Target Actual
PAT 

Rating
Page 

Forecast 

Risk

Report 

Month

BG PAT
YTDDirection

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 447 of 214



Print Pages

2

I M S W

Caring

Patient Safety Alerts: Completion CN&DQG Oct-18 >= 100% 77.8% 76.2% ∆ 28

DSSA (mixed sex) CN&DQG Oct-18 <= 0 0 4 ∆ 29

Complaints Rate CN&DQG Oct-18 0.7% 0.8% ∆ 29

Complaints: Response Rate 45 CN&DQG Oct-18 >= 95% 59.5% 33.2% ∆ 30

Complaints: Parliamentary &  Health  Service  
Ombudsman Cases CN&DQG Oct-18 0 9 ∆ 30

Complaints Closed: Overall CN&DQG Oct-18 42 286 ∆ 31

Complaints Closed: Upheld CN&DQG Oct-18 12 79 ∆ 31

Complaints Closed: Partially Upheld CN&DQG Oct-18 21 134 ∆ 32

Complaints Closed: Not Upheld CN&DQG Oct-18 9 73 ∆ 32

Compliments CN&DQG Oct-18 16 152 ∆ 33

Friends & Family Test: Response Rate CN&DQG Sep-18 25.6% 26.3% ∆ 33

Friends & Family Test: Inpatient CN&DQG Sep-18 96.3% 94.8% ∆ 34

Friends & Family Test: A&E CN&DQG Sep-18 86.2% 89.1% ∆ 34

Report 

Month

Domain Summary

Indicator Exec Target Actual
PAT 

Rating
Direction

BG PAT
YTD Page 

Forecast 

Risk

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 548 of 214



I M S W

Caring

Friends & Family Test: Maternity CN&DQG Sep-18 96.6% 96.6% ∆ 35

Staff Friends & Family Test CN&DQG Jun-18 77.0% 77.0% ∆ 35

Diabetes Reviews MD Oct-18 >= 90% 90.9% 76.8% ∆ 36

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Actual
PAT 

Rating

Domain Summary

Indicator Exec Target
Report 

Month
Direction

BG PAT
Page 

Forecast 

Risk
YTD

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 649 of 214



Print Pages

2

I M S W

Responsive

Dementia: Finding Question CN&DQG Sep-18 >= 90% 91.6% 95.3% ∆ 36

Dementia: Assessment CN&DQG Sep-18 >= 90% 100.0% 100.0% ∆ 37

Dementia: Referral CN&DQG Sep-18 >= 90% 100.0% 100.0% ∆ 37

Serious Incidents: STEIS Reportable CN&DQG Oct-18 15 117 ∆ 38

Litigation: Claims CN&DQG Oct-18 10 40 ∆ 38

Litigation: Key Risk Claims Rate CN&DQG Oct-18 100.0% 100.0% ∆ 39

A&E: 4hr Standard COO Oct-18 >= 95% 70.8% 79.5% ∆ 39

A&E: 12hr Trolley Wait COO Oct-18 <= 0 18 34 ∆ 40

Cancer: 62 Day Standard COO Oct-18 >= 85% 70.4% 79.1% ∆ 40

Referral to Treatment: Incomplete Pathways COO Oct-18 >= 92% 83.5% 85.8% ∆ 41

Referral to Treatment: Incomplete Waiting List Size COO Oct-18 <= 22345 25002 ∆ 41

Diagnostics: 6 Week Standard COO Oct-18 >= 99% 99.7% 99.2% ∆ 42

Outpatient Activity vs. Plan COO Oct-18 +/- 1% -1.7% -1.7% ∆ 42

Domain Summary

Indicator Exec Target Actual Page 
PAT 

Rating
Direction

BG PAT
YTD

Forecast 

Risk

Report 

Month

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 750 of 214
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Responsive

Elective Activity vs. Plan COO Oct-18 +/- 1% -5.0% -5.0% ∆ 43

Elective Income vs. Plan COO Oct-18 +/- 1% -4.7% -4.7% ∆ 43

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Domain Summary

Indicator Exec Target Actual YTD
PAT 

Rating
Direction Page 

Forecast 

Risk

Report 

Month

BG PAT

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 851 of 214



Print Pages

2

I M S W

Efficient / Well Led

Financial Efficiency: I&E Margin DoF Oct-18 <= 2 4 ∆ 44

Financial Controls: I&E Position DoF Oct-18 >= 0% 0.9% ∆ 44

Cash DoF Oct-18 +/- 1% -55.5% ∆ 45

Financial Use of Resources DoF Oct-18 <= 3 3 ∆ 45

CIP Cumulative Achievement DoF Oct-18 +/- 1% 11.8% ∆ 46

Capital Expenditure DoF Oct-18 +/- 10% -38.9% ∆ 46

Financial Sustainability DoF Oct-18 <= 2 4 ∆ 47

Sickness Absence Rate DoW&OD Oct-18 <= 3.5% 4.1% 4.2% ∆ 47

Appraisal Rate: Non-medical DoW&OD Oct-18 >= 95% 92.7% 94.3% ∆ 48

Appraisal Rate: Medical DoW&OD Oct-18 >= 95% 96.5% 97.3% ∆ 48

Statutory & Mandatory Training DoW&OD Oct-18 >= 90% 90.9% 91.1% ∆ 49

Workforce Turnover DoW&OD Oct-18 <= 13.94% 14.2% ∆ 49

Staff in Post DoW&OD Oct-18 >= 90% 90.7% 90.0% ∆ 50

PAT 

Rating
Direction

BG PAT

Domain Summary

Indicator Exec Target Actual YTD
Forecast 

Risk

Report 

Month
Page 

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 952 of 214
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Efficient / Well Led

Agency Shifts Above Capped Rates DoW&OD Oct-18 <= 0 1000 6625 ∆ 50

Agency Spend: Distance From Ceiling DoW&OD Oct-18 <= 3% 16.9% 16.9% ∆ 51

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

∆

Domain Summary

Indicator Exec Target Page Actual
PAT 

Rating
Direction

BG PAT
YTD

Forecast 

Risk

Report 

Month

* Target calculated against Cumulative/YTD performance

** YTD figures related to last finanical year 1053 of 214



Indicator Detail Report: Trust Board Chart Ref Loop Count 81
7 1

2

8.69 3

4

5

6
7

8

9

8 10
11

0 12

13

14

15
16

17

18

19

Average number of C.Diff infections for every 100,000 bed days, calculated using a 
rolling 12 month number of Trust-attributable C.Diff infections compared to the rolling 12 
month average number of bed days per 100,000.

The average number of Clostridium difficile infections for every 100,000 bed days, 
calculated using a rolling 12month number of Trust –attributable Clostridium difficile 

infections compared to a rolling 12 month average number of bed days per 100,00.

Sep-18

Target

C.Diff Infection Count (lapses in care)

During September there was one case of Clostridium difficile
- Full investigations currently in progress for all cases
- The target rate is monitored through the infection prevention group

Actions

- A review of the new NICE draft guidance to combat drug resistant 
UTI’s with the antibiotic pharmacists and Consultant microbiologist has 

been undertaken. Awaiting final guidance  to be published
- Further work will be undertaken with the new site coordinator team 
around isolation of patients following review and update of the isolation 
SOP
- Following a Clostridium difficile investigation the case will be presented 
to the harm free care panel.

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

The target for 2018/19 Clostridium difficile cases is set at 16 lapses in care, in 
September we have had no lapses in care as all the cases are still under investigation

Chart Area 1

Chart Area 2

C.Diff Infection Rate

Sep-18

<=8 *

Target

11.44 11.47 11.50 10.19 9.33 9.35 
7.60 6.74 6.77 7.71 

9.11 8.69 

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

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

0 0 0 

1 

0 0 0 0 0 0 0 0 

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

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

22

0.46

23
24

25
26
27

28

297 30
31

5.95

32
33

34
35
36

37

38
39

Sep-18

The MRSA target remains zero for 2018/19, in September there were 
zero cases of MRSA
- The target is monitored through the infection prevention group

Target Rolling 12-month count of all MRSA  infections as a proportion of the average 12 month 
rolling occupied bed days per 100, 000 population

Chart Area 3

MRSA Infection Rate Actions
Average number of MRSA infections for every 100,000 bed days, calculated using a 
rolling 12 month number of Trust-attributable MRSA infections compared to the rolling 
12 month average number of bed days per 100,000.

ActionsSep-18 MSSA Infection Rate

Average number of MSSA infections for every 100,000 bed days, calculated using a 
rolling 12 month number of Trust-attributable MSSA infections compared to the rolling 
12 month average number of bed days per 100,000.

The MSSA infection rate is monitored as a whole health economy with 
no target. The figures represented within this report are Trust acquired 
cases

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

rolling occupied bed days per 100, 000 population

Chart Area 4

0.44 0.44 0.44 

0.89 0.89 0.89 0.89 0.90 0.90 0.91 

0.46 0.46 

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

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

6.60 
7.50 7.96 8.42 7.55 8.46 8.94 9.43 8.12 7.25 6.83 5.95 

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

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

42

15.10

43
44

45
46
47

48

498 50
51

4

52
53

54
55
56

57

58
59

<=19 *

Target

Nationally there is an aim to reduce healthcare associated gram-
negative blood stream infections by 50% by March 2021, firstly focusing 
on E coli infection as one of the largest groups. The figures represented 
within this report are trust acquired cases
- A reduction plan has been developed collaboratively between the 
Trust, Health protection nurses and CCG. 
- This plan will be monitored through the infection prevention group
- Discussions with the clinical director in laboratory medicine in regards 
to medical investigation of each case underway

Chart Area 5

Rolling 12-month count of all E. coli infections as a proportion of the average 12 month 
rolling occupied bed days per 100, 000 population

Average number of E.Coli infections for every 100,000 bed days, calculated using a 
rolling 12 month number of Trust-attributable E.Coli infections compared to the rolling 12 
month average number of bed days per 100,000.

- This is monitored through the Infection prevention group

Chart Area 6

The E Coli infection count is monitored as a whole health economy with no target. The 
figures represented within this report are trust acquired cases 

Target

Total number of E.Coli infections.
ActionsE.Coli Infection CountSep-18

ActionsE.Coli Infection RateSep-18

22.44 19.85 19.90 20.38 18.65 20.03 20.12 19.31 
16.24 15.86 15.48 15.10 

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

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

1 

3 

5 
4 

2 

5 

1 

3 

1 

3 

1 

4 

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

Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19
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Indicator Detail 60
8 61

62

108

63
64

65
66
67

68

698 70
71

9

72
73

74
75
76

77

78
79

Total number of falls causing moderate harm and above. There have been 9 falls this month that have caused moderate harm. All 
of these falls are under investigation by the business groups and 
lessons learned will be shared to all concerned. There is a newly 
introduced post fall proforma for matrons to complete. This will provide 
situational and environmental data to support lessons learned and will 
highlight processes and practice at the time of the fall.

Target The Trust has a target of reducing falls causing harm that it moderate or above by 25% 
in 2018/19 compared with 2017/18

Chart Area 8

Total number of Inpatient falls The reported figures are in line with achieving the target set. The safer 
mobility collaborative continues to move forward with quality 
improvement initiatives.

Target The Trust has a target of reducing all falls by 10% in 2018/19 compared with 2017/18.

Oct-18 Falls: Total Incidence of Inpatient Falls Actions

Chart Area 7

<=804 *

<=18 *

Oct-18 Falls: Causing Moderate Harm and Above Actions

#N/A #N/A 

120 
145 137 140 125 117 

87 
120 

98 
127 108 

#N/A #N/A 

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

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

#N/A #N/A 
1 

8 

5 5 

1 1 
3 

1 

6 

2 

9 

#N/A #N/A 

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

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

82

0

83
84

85
86
87

88

899 90
91

0

92
93

94
95
96

97

98
99

Our aim is to reduce hospital acquired avoidable category 2 pressure ulcers by 50% by 
the end March 2019. The figures represented here relate to September. Pressure ulcers 
are reported as either avoidable (lapses in care were identified), or unavoidable (no 
lapses in care were identified)

Chart Area 9

Sep-18 Pressure Ulcers: Hospital, Avoidable Category 2 Actions

<= 7 *

Total number of avoidable category 2 pressure ulcers in a hospital setting. This month there has been a total of 9 category 2 pressure ulcers 
reported in the hospital
Avoidable = 0, Unavoidable = 0, TBC = 9. These will be reviewed by the 
harm free care panel in November and December

September has seen a reduction in the total number of pressure ulcers 
reported. We remain on track for this quality target; there remain a 
number of outstanding pressure ulcer cases where the outcome of 
avoidable/unavoidable is yet to be determined. An action plan is in place 
which includes increasing the number of HFC panels, and BG 
strengthening processes that ensure that the pressure ulcer Proforma is 
completed in a timely manner. 
A refreshed 3 hour pressure ulcer prevention update session for nursing 
staff has commenced.
325 staff have now been trained in the Purpose T pressure ulcer risk 
assessment tool.
A pledge for all staff members to inspect patient’s skin for signs of 

pressure damage where appropriate is now considered as an always 
event

Target

Sep-18 Pressure Ulcers: Hospital, Avoidable Category 3 Actions
Total number of avoidable category 3 pressure ulcers in a hospital setting. This month there has been no category 3 pressure ulcers reported in 

the hospital

Target Our aim is to reduce hospital acquired avoidable category 3 pressure ulcers by 50% by 
the end March 2019. The figures represented here relate to September. Pressure ulcers 
are reported as either avoidable (lapses in care were identified), or unavoidable (no 
lapses in care were identified)

Chart Area 10

<= 3 *

1 0 

1 

2 

4 

5 
3 

2 
0 1 

0 
0 

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

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

Avoidable

Unavoidable

To Be Confirmed

1 

1 

1 0 0 

1 0 3 

0 

0 0 

0 

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

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

Avoidable

Unavoidable

To Be Confirmed
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Indicator Detail 100
9

0

9

0

Sep-18 Pressure Ulcers: Hospital, Avoidable Category 4 Actions

Sep-18 Pressure Ulcers: Community, Avoidable Category 2 Actions
Total number of avoidable category 2 pressure ulcers in a community setting. This month there has been a total of 12 category 2 pressure ulcers 

reported in the community
Avoidable = 0, Unavoidable = 0, TBC = 12. These will be reviewed by 
the harm free care panel in November and December
September has seen a reduction in the total number of pressure ulcers 
reported. 
We remain on track for this quality target; there remain a number of 
outstanding pressure ulcer cases where the outcome of 
avoidable/unavoidable is yet to be determined. 
A refreshed 3 hour pressure ulcer prevention update session for nursing 
staff has commenced.
325 staff have now been trained in the Purpose T pressure ulcer risk 
assessment tool.
A pledge for all staff members to inspect patient’s skin for signs of 

pressure damage where appropriate is now considered as an always 
event
A new categorisation skill resource package has been distributed to all 
ward managers, matrons and clinical leads.

Target Our aim is to reduce community acquired avoidable category 2 pressure ulcers by 50% 
by the end March 2019. The figures represented here relate to September. Pressure 
ulcers are reported as either avoidable (lapses in care were identified), or unavoidable 
(no lapses in care were identified)

Chart Area 12

Total number of avoidable category 4 pressure ulcers in a hospital setting. This month there has been no category 4 pressure ulcers reported in 
the Hospital.

Target Our aim is to reduce hospital acquired avoidable category 4 pressure ulcers by 50% by 
the end March 2019. The figures represented here relate to September. Pressure ulcers 
are reported as either avoidable (lapses in care were identified), or unavoidable (no 
lapses in care were identified)

Chart Area 11
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Indicator Detail9

0

9

0

Total number of avoidable category 3 pressure ulcers in a community setting. This month there have been 2 category 3 pressure ulcers reported in 
the Community
Avoidable = 0, Unavoidable = 0, TBC = 2. These will be reviewed by the 
harm free care panel in November and December
September has seen a reduction in the total number of pressure ulcers 
reported. 
We remain on track for this quality target; there remain a number of 
outstanding pressure ulcer cases where the outcome of 
avoidable/unavoidable is yet to be determined. 
A refreshed 3 hour pressure ulcer prevention update session for nursing 
staff has commenced.
325 staff have now been trained in the Purpose T pressure ulcer risk 
assessment tool.
A pledge for all staff members to inspect patient’s skin for signs of 

pressure damage where appropriate is now considered as an always 
event
A new categorisation skill resource package has been distributed to all 
ward managers, matrons and clinical leads.


Target Our aim is to reduce community acquired avoidable category 3 pressure ulcers by 50% 
by the end March 2019. The figures represented here relate to September. Pressure 
ulcers are reported as either avoidable (lapses in care were identified), or unavoidable 
(no lapses in care were identified)

Chart Area 13

Sep-18 Pressure Ulcers: Community, Avoidable Category 3 Actions

<= 5 *

Sep-18 Pressure Ulcers: Community, Avoidable Category 4 Actions
Total number of avoidable category 4 pressure ulcers in a community setting. This month there has been no category 4 pressure ulcers reported in 

the community.

Target Our aim is to reduce community acquired avoidable category 4 pressure ulcers by 50% 
by the end March 2019. The figures represented here relate to September. Pressure 
ulcers are reported as either avoidable (lapses in care were identified), or unavoidable 
(no lapses in care were identified)

Chart Area 14
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Indicator Detail1

95.0%

1

95.6%

Oct-18 Safety Thermometer: Hospital Actions

Oct-18 Safety Thermometer: Community Actions
The percentage of patients receiving harm-free care, calculated using a point 
prevelance sample based on falls, pressure ulcers, UTIs and VTE assessments.

The target has been achieved in month.

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

Chart Area 16

The percentage of patients receiving harm-free care, calculated using a point 
prevelance sample based on falls, pressure ulcers, UTIs and VTE assessments.

Weekly validation meetings continue to be undertaken to embed the 
process within the organisation.  

Work is underway as part of the AQUA quality improvement initiative to 
improve data capture and overall staff awareness.Target The Trust aim is that >95% of patients receive harm free care as monitored by safety 

thermometer.

Chart Area 15
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Indicator Detail2

106

1

4.7%

Total number of Medication Errors. Medication issues continue to be a focus for learning. 
in the Patient Safety Summit Updates sent out weekly.

Areas identified in October have included;
      an alert about repeat doses of medication given due to prescribing 
on different prescription forms, 
       a reminder of the policy relating to variable rates of infusion.

Target There has been an increase of medication issues reported across 3 of the clinical 
Business Groups; the only exception was Women, Children's and Diagnostics which 
saw a reduction from September. 

Chart Area 17

Oct-18 Medication Errors: Overall Actions

Oct-18 Medication Errors: Moderate Harm and Above Actions
The percentage of medication errors causing moderate harm and above. The 5  incidents reported this month, relate to the prescribing of 

medication. Investigations are being undertaken by the business 
groups.

Each individual prescriber involved in these incidents will be managed 
as per the medication incident reporting policy if required. 


Target There have been 5 medication incidents reported that have caused moderate harm or 
above in October 2018. This is an increase from last month. 

Chart Area 18
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Indicator Detail1

97.3%

1

58.3%

The percentage of eligible admitted patients who have been given a VTE risk 
assessment.

The target has been achieved in month.

Target The target is that > 95% of agreed cohorts of patients admitted to the Trust receive an 
assessment relating to their individual risk of developing a venous thromboembolism.

Chart Area 19

>= 95%

Oct-18 VTE Risk Assessment Actions

Oct-18 Clinical Correspondence Actions
The percentage of clinical correspondence typed within 7 days. Operational and performance management has transferred to the 

Medicine Business Group management.
Assessment of capacity to achieve the standard suggests that the only 
option, to achieve the 7 day standard, would be to out source the 
backlog. This would necessitate additional spend out with current 
budget. 
Early demand and capacity suggests that current demand could be met 
with minimal increase in capacity. Risk to this would be a further 
increase in referrals.
In view of current operational and financial demands the Trust would 
seek agreement with the CCG to maintain the standard at 14 days 
rather than 7. Current compliance with 14 days is over 95%


Target Overall Trust performance has decreased in October.

Chart Area 20
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Indicator Detail1

64.9%

1

92.5%

Oct-18 Discharge Summaries Actions

>= 70%

>= 95%

Oct-18 ActionsFlu Vacination Uptake

The percentage of staff receiving the flu vaccination. Corporate Services Business Group has the highest uptake at 83%, 
whilst Estates & Facilities BG has the lowest uptake at 57%.

Medical & Dental staff group has the highest percentage uptake at 72%, 
whilst Healthcare Scientists has the lowest uptake at 45% so far.

Promotion of the flu vaccine to encourage update continues, supported 
by flu link nurse, the pharmacy shop and occupational health. Regular 
updates are provided to managers detailing the areas with low 
compliance to assist in the focussing of efforts.

Target 64% of staff have been vaccinated as at week 6 of the campaign (Oct-17 53.6%), 
against a total target of 75% by the end of week 22.  (64% of frontline staff have been 
vaccinated).  

Chart Area 21

The percentage of discharge summaries published within 48hrs of patient discharge. The October data includes a part month effect of the change in reporting 
for short stay patients following the start of the pilot agreed with the 
CCG (excluding short stay patients on the clinical decision unit not 
requiring a full HCR). 

Performance within Integrated Care has shown an improvement in 
performance of 6.1% in month. 

Target Performance against target continues to improve. October's achievement was 92.4% 
(up 1.6% on the September position).

Surgery 94.6%, Medicine 92.3%, Womens' 91.5%, Integrated Care 88.0%

Chart Area 22
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Indicator Detail7

60.86

1

16.9%

Oct-18 Patient Safety Incident Rate Actions
Average number of patient safety incidents for every 1000 bed days, calculated using a 
rolling 6 month number of reported patient safety incidents compared to the rolling 6 
month average number of bed days per 1000.

<= 15.4%

Oct-18 Emergency C-Section Rate Actions
The percentage of births where the mother was admitted as an emergency and had a c-
section.

The emergency C-section rate needs to be taken into account alongside 
the number of ladies who had their labour induced.

For the month of October the induction of labour rate was 36.5%. This is 
monitored through the maternity dashboard within the Business Group. Target The emergency caesarean section target is <15.4%

Chart Area 24

Refresher training has been delivered for staff who review incidents, 
during October. Positive feedback has been received about the incident 
reporting system.

Work continues to improve the timeliness and standard of investigation. Target The average number of patient safety incidents for every 1000 bed days, continues to 

increase. This indicates a good reporting culture. 

Chart Area 23
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Indicator Detail2

1

2

3

ActionsNever Event: Incidence

Total number of never events.  Never events are serious, largely preventable patient 
safety incidents that should not occur if the available preventative measures have been 
implemented.

A formal investigation is being undertaken to find the root cause and 
identify any actions that will prevent this happening again. 

Target A never event occurred in October, in the Woman, Children's and Diagnostic business 
group. 

This was due to a retained tampon following a difficult delivery of a baby.  

Chart Area 25

Oct-18 Duty of Candour Breaches Actions
Total number of Duty of Candour breaches in month. Duty of candour compliance is being monitored on a weekly basis and 

non compliance has been escalated to the Business Group Directors.

Training continues to be delivered to ensure all staff are aware of the 
requirement, the timelines involved and the actions required to be 
compliant.

Target In October 2018, out of the 15 incidents that were reported via the Strategic Executive 
Information System, 3 did not have duty of candour completed within the 10 day 
timeframe.

Chart Area 26
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Indicator Detail1

51.3%

1

4.5%

Actions
Actions as per system stranded response

Target The percentage of delayed transfers of care increased significantly in October.

Chart Area 28

Oct-18 Stranded Patients Actions
The percentage of patient that have had a length of stay of 7 days or more.  This is an 
average number calculated using daily snapshot data.

The percentage of patients that have remained in their hospital bed beyond their 
transfer of care date.  This is an average number calculated using daily snapshot data.

A system wide review was facilitated by GM/NHSI. the top 8 themes 
have been categorised across three work streams
In Hospital
Out of Hospital
Out of area
These and the actions will be monitored through a system delivered 
Stranded patient Board which will report to Urgent Care Delivery Board 
and OPG.
By 31st December the aim is to consistently below 300 
And 260 by the end of January 2019

The Risk of non achievement will impact on Winter Plans and 
sustainability

Target Slight improvement in month but this remains consistently above 300 patients and is 
cyclical across the week with numbers increasing over the weekend.

Chart Area 27

Oct-18 Delayed Transfers of Care (DTOC)
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2

103

1

11.8%

Medical Optimised Awaiting Transfer (MOAT)

Indicator Detail

Oct-18 Actions

The total bank & agency cost as percentage of the total pay costs In month 7 the Trust spent £916,000 in total on agency, £605,000 on 
medical agency and £263,000 on non-medical, clinical agency. This is 
within the forecast; however, the expenditure exceeds the ceiling. There 
has been a significant reduction in medical middle grade spend in 
Medicine and Clinical Support and an increase in nursing spend 
particularly in Integrated Care.

Actions remain in place to reduce the level of spend and the current 
forecast for the end of the year is £11M, exceeding the agency ceiling of 
£10,534,000 for 2018/2019. The Trust is currently being represented at 
a medical conference in India and at an acute medical conference in 
London to support medical recruitment to hard to fill vacancies. During 
October the Trust was represented at five nursing recruitment events to 
attract graduate nurses to our vacant posts

Target Bank and agency costs in October 2018 account for 11.75% (£2.23M) of the £19.09M 
total pay costs.  This is a £139K decrease from the position reported in September 2018 
(£2.37M) and an improved position from October 2017 which was 12.3%.

Chart Area 30

<= 5%

Oct-18 ActionsBank & Agency Costs

Total number of patients each day who have been medically optimised.  This is an 
average number calculated using daily snapshot data.  ‘Medical optimisation’ is the point 

at which care and assessment can safely be continued in a non-acute setting.

Actions as per the system response to stranded 

Target MOAT patients are generally a sub set of the Stranded patients. The numbers have 
remained static

Chart Area 29
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Indicator Detail4

1.09

4

0.97

Aug-18 Mortality: HSMR Actions
This is the ratio between the actual number of patients who either die while in hospital 
compared to the number of patients that would be expected to die based on whether 
patients are receiving palliative care, and socio-economic deprivation.

The AQUA quality improvement project, which is reviewing clinical 
practice, documentation and palliative care coding, to support greater 
alignment of HSMR and SHMI is on-going. A paper will be presented to 
the Quality Committee in December. 

Target HSMR has risen as a direct result of changes to our coding of pneumonia, rather than 
changes to clinical practice. Focus needs to be on all measures to improve outcome, 
but also to ensure that our coding is as good as it can be. Considerable assurance can 
be taken from our 'above average' SHMI results. 

Chart Area 31

Mar-18 Mortality: SHMI Actions

<= 1

This is the ratio between the actual number of patients who either die while in hospital or 
within 30 days of discharge compared to the number that would be expected to die on 
the basis of average England figures, given the characteristics of the patients treated.

Review of all outlying mortality indicators if and when they occur. The 
project to review of our HSMR data will also impact upon our SHMI 
results. 

Target SHMI continues to remain 'above average'. We have 17 'low mortality' alerts, but no 
'high mortality alerts'. 

Chart Area 32
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Indicator Detail2

114

2

52

Oct-18 Mortality: Deaths in ED or as Inpatient Actions
Total number of patient deaths while patient was in the emergency department or as an 
inpatient.

We continue to monitor the mortality ratio's relative to peer hospitals.

Target The number of deaths in month continues to follow the trend of 17/18, however the 
number of deaths per month has been lower for six of the last seven months.  

Chart Area 33

Oct-18 Mortality: Case Note Reviews Actions
The total number of case note reviews undertaken of each death in ED or as inpatient A significant improvement has been seen this month.


We have carried out a focused review of acute kidney injury deaths, due 
to a high mortality alert from Dr Foster (HSMR). 30 additional deaths 
have been reviewed as part of this process. 

Learning from the reviews is discussed at the Business Group Mortality 
and Morbidity meetings.

Target 52 learning from death reviews were undertaken in the month of October.  This is 46% 
of the total number of deaths.  The trust target is 30%.

Chart Area 34
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Indicator Detail1

9.8%

1

77.8%

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

Stockport together will provide good alternative support at neighborhood 
level, and increased investment in crisis response and community 
elderly care physicians should help avoid readmissions. 

Target Emergency readmission rate will continue to prove challenging over the winter months. 
Readmissions are particularly common amongst the frail elderly, and this result 
correlates closely with the high proportion of Stockport patients who die in hospital, 
suggesting a lack of alternative provision. 

Chart Area 35

<= 7.9%

Oct-18 Patient Safety Alerts: Completion Actions
The percentage of Patient Safety Alerts that are completed within their due date. The two alerts that were not completed within the timeframe were 

associated with medical devices and there has been a delay in the 
Estates department receiving appropriate information from the 
manufacturers. Other trusts are in a similar position.

The Nutrition and Hydration group is leading on the compliance of the 
placement of NG tubes alert.  the outstanding action is associated with 
doctors being trained in checking placement of NG tubes after initial 
insertion. 

Target There were 9 alerts that were due to be completed in the month of October. 
There were 5 Medical Device Alerts (MDA), 2 NHS Improvement (NHSI) alerts, 1 
medication alert and 1 manufacturer alert. 
7 were completed within the timeframe.
Non compliance with NHSI NG tube placement alert remains outstanding.

Chart Area 36
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Indicator Detail2

0

1

0.7%

Oct-18 DSSA (mixed sex) Actions
Total number of occasions sexes were mixed on same sex wards There were no patients affected by a mixed sex breach in the month of 

October.

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

Chart Area 37

Oct-18 Complaints Rate Actions

<= 0

The total number of formal written complaints received compared with the whole time 
equivalent staff.

The Patient and Customer Services continue to focus on resolving 
concerns informally where appropriate in order to reduce the number of 
formal complaints. This is evidenced by the increased number of 
informals year to date against the same period for last year.

Target 32 complaints were received in October 2018:
Integrated Care = 10, Medicine = 7, Surgery = 11, WCDS = 3, Estates & Facilities = 1

Chart Area 38
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Indicator Detail1

59.5%

2

0

Oct-18 Complaints: Response Rate 45 Actions
The percentage of formal complaints responded to within 45 days. The Patient and Customer Services Team continue to liaise with the 

business groups and the executive team with the aim of improving the 
Trust complaints response rate.






Target There were 33 responses due out in October 2018 however only 17 were sent on time.  
This has resulted in an overall response rate of 51.5% for the month.
Medicine = 28.6%, Integrated Care = 100%, Surgery = 36.4%, WCDS = 71.4%

Chart Area 39

Oct-18 Complaints: Parliamentary &  Health  Service  Ombudsman Cases Actions
The total number of open Ombudsman cases. The PALS and Complaints Team Lead are responsible for liaising with 

the Ombudsman to ensure continuity and a seamless service.  

Target No new cases were received from the Parliamentary and Health Service Ombudsman 
for October 2018.

Chart Area 40
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Indicator Detail2

42

2

12

Oct-18 Complaints Closed: Overall Actions
The total number of formal complaints that have been closed. Of the 42 closed, 12 were due out before the month of October and 14 

were not due until November or December. 

Target In October 42 cases were closed. 
Integrated care = 9, Medicine = 14, Surgery = 14, WCDS = 4, Estates & Facilities = 1 

Chart Area 41

Oct-18 Complaints Closed: Upheld Actions
The total number of upheld formal complaints that have been closed. The chief nurse continues to monitor the learning from complaints 

requests that this is always shared with the complainant. 

Target For October 2018, 12 cases were upheld out of 42.

Chart Area 42
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Indicator Detail2

21

2

9

Oct-18 Complaints Closed: Partially Upheld Actions
The total number of partially upheld formal complaints that have been closed. The chief nurse continues to monitor the learning from complaints 

requests that this is always shared with the complainant

Target In October 2018 21 cases were partially upheld out of 42.

Chart Area 43

Oct-18 Complaints Closed: Not Upheld Actions
The total number of not upheld formal complaints that have been closed. Complaints that have not been upheld may still have learning points for 

staff to reflect.  If this is the case, this will be shared with the 
complainant and fed back to appropriate staff.

Target In October 2018 9 cases were not upheld of the 42 complaints closed. 

Chart Area 44
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Indicator Detail2

16

1

25.6%

Oct-18 Compliments Actions
Total number of compliments received. During the month of October, any compliments received by the Patient 

and Customers Services Team are shared with the chief nurse who 
acknowledges them in writing.  If a member of staff is identified, the 
chief nurse will present them with a Proud to Care Certificate in 
recognition of their hard work. 

The Matron for Patient Experience & Quality Improvement is leading a 
pilot during the month of November.  The pilot is across 3 wards and will 
see compliments being uploaded onto the datix system. This will enable 
us to capture a wealth of information from thank you cards, letters, gifts 
and verbal feedback from service users and members of staff.  It is 
envisaged that this information will be used to populate a dashboard for 
each clinical area and their respective business group. 

Target The Patient and Customer Services Team received 16 compliments in the month of 
October 2018 for the Trust.

The trust has also received 6 compliments from Care Opinion.

Chart Area 45

Sep-18 Friends & Family Test: Response Rate Actions
The percentage of eligible patients completing an FFT survey. Although there is no national indicator for response rate business 

groups, Wards and departments are encouraged to ensure as many 
patients as possible continue to provide feedback to enable us to 
triangulate the information with other patient feedback mechanisms.

The Patient Experience Group and the Patient Experience Action Group 
monitor results on a monthly basis. 

Target The overall trust response rate for October 2018 for the Friends and Family test is 
25.6%

Chart Area 46

7 8 4 6 8 4 2 5 0 

64 

22 

43 

16 
#N/A #N/A 

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

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

27.6% 
28.3% 

26.0% 

27.5% 27.5% 
28.1% 28.3% 

25.8% 26.0% 
26.8% 

25.8% 25.6% 

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

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

3376 of 214



Indicator Detail1

96.3%

1

86.2%

Sep-18 Friends & Family Test: Inpatient Actions
The percentage of surveyed inpatients who are extremely likey or likely to recommend 
the Trust for care.

Although there is no national indicator for response rate business 
groups, Wards and departments are encouraged to ensure as many 
patients as possible continue to provide feedback to enable us to 
triangulate the information with other patient feedback mechanisms.

The top 3 themes collected by Healthcare Communications for 
inpatients FFT for October are:

Positive:
Staff Attitude (496), Implementation of Care (253), Environment (156)
Negative:
Implementation of Care (7), Staff Attitude (7), Environment (5)

The Patient Experience Group and the Patient Experience Action Group 
monitor results on a monthly basis. 

Target The percentage of surveyed inpatients who are extremely likely or likely to recommend 
the Trust for Care. 

Chart Area 47

Sep-18 Friends & Family Test: A&E Actions
The percentage of surveyed A&E patients who are extremely likey or likely to 
recommend the Trust for care.

Although there is no national indicator for response rate business 
groups, Wards and departments are encouraged to ensure as many 
patients as possible continue to provide feedback to enable us to 
triangulate the information with other patient feedback mechanisms.

The top 3 themes collected by Healthcare Communications for the 
Emergency department for FFT in October are:

Positive:
Staff (102), Attitude (102), Clinical (43)
Negative:
Time (17), Waiting (16), Communication (8)


The Patient Experience Group and the Patient Experience Action Group 
monitor results on a monthly basis. 

Target The percentage of surveyed inpatients who are extremely likely or likely to recommend 
the Trust for Care. 

Chart Area 48
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Indicator Detail1

96.6%

1

77.0%

Sep-18 Friends & Family Test: Maternity Actions
The percentage of surveyed maternity patients who are extremely likey or likely to 
recommend the Trust for care.

Although there is no national indicator for response rate business 
groups, Wards and departments are encouraged to ensure as many 
patients as possible continue to provide feedback to enable us to 
triangulate the information with other patient feedback mechanisms.

The top 3 themes collected by Healthcare Communications for the 
Maternity for FFT in October are:

Positive:
Staff (32), Care (21), Friendly (11)
Negative:
There were no negative comments.



The Patient Experience Group and the Patient Experience Action Group 
monitor results on a monthly basis. 

Target The percentage of surveyed Maternity patients who are extremely likely or likely to 
recommend the Trust for Care. 

Chart Area 49

Jun-18 Staff Friends & Family Test Actions
The percentage of all surveyed staff who are extremely likely or likely to recommend the 
Trust for care.

In Qtr.1 2018/19 58.8% of staff indicated that they were likely or 
extremely likely to recommend the Trust as a place to work. This is 9% 
higher than the 2017/18 Qtr. 4 survey. There has been a focus on 
engagement and health and well being which is having a positive impact 
on resilience and staff experience

With regard to recommending the Trust as a place to receive care 
77.0% of staff responding to the survey indicated that they were likely or 
extremely likely to recommend the Trust to friends and family with 3.7% 
saying that they were unlikely or extremely unlikely to do so.

Target The staff F&F Test is a quarterly survey that provides data on the likelihood that a) staff 
would recommend their Trust as a place to work and b) as a place to receive care to 
friends and family. The data we recieve is triangulated with staff survey and pulse survey 
to support delivery of the Culture and Engagement plan.

Chart Area 50
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Indicator Detail1

90.9%

1

91.6%

Oct-18 Diabetes Reviews Actions
The percentage of inpatients with known diabetes,  on treatment and with a blood 
glucose  of less than 3mmol/L, that have been reviewed by the diabetes team prior to 
discharge.

Considerable focus will not be on sustaining this achievement.

Target A good improvement in the performance of this metric this month, with an achievement 
of our target for the first time. 

Chart Area 51

Sep-18 Dementia: Finding Question Actions
The percentage of eligible patients who have a diagnosis of dementia or delirium or to 
whom case finding is applied.

The target was achieved in month.

Target The Trust has a target of above 90% for the finding question within the FAIR process.

Chart Area 52
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Indicator Detail1

100.0%

1

100.0%

Sep-18 Dementia: Assessment Actions
The percentage of eligible patients who, if identified as potentially having dementia or 
delirium, are appropriately assessed.

The target was achieved in month.

Target The target is >90%

Chart Area 53

>= 90%

Sep-18 Dementia: Referral Actions
The percentage of eligible patients where the outcome was positive or inconclusive, are 
referred on to specialist services.

The target has been achieved in month. 

Target The target is >90%

Chart Area 54
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Indicator Detail2

15

2

10

Oct-18 Serious Incidents: STEIS Reportable Actions
The total number of STEIS reportable incidents. Investigations are underway in accordance with trust policy

In October there were
5 cases where patients waited over 12 hours from being clerked in the 
emergency department 
4 cases of category 3 pressure ulcers 
1 case where a radiological investigation was delayed 
1 case where the interpretation of a diagnostic test was inaccurate
1 maternity divert 
1 patient fall resulting in a fracture 
1 patient who was discharged  inappropriately
1 case where a tampon was retained following delivery (never event)

Target There have been 15 StEIS reportable incidents in the month of October. All Serious 
Incidents have been reviewed by the Chief Nurse & Director of Quality Governance and 
the Medical Director.

Chart Area 55

Oct-18 Litigation: Claims Actions
Total number of claims opened in month. The process for investigating the claims received has commenced in 

line with trust policies and procedures.

Target In October 2018, the trust received 10 litigation claims. 
All of these were potential medical negligence claims.

Chart Area 56
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Indicator Detail1

100.0%

1

70.8%

Oct-18 Litigation: Key Risk Claims Rate Actions
The percentage of claims opened in month that are related to key risk areas. Key risk claims include those relating to;

Obstetrics
Slips, trips or falls
Failure or delay in treatment
Failure or delay in diagnosis

The claim settled this month related to a biopsy being taken from the 
wrong place. 

Target In October 2018, three claims were closed, of which two were defended successfully. 

Chart Area 57

Oct-18 A&E: 4hr Standard Actions
The percentage of patients who were admitted, discharged, or leave A&E within 4 hours 
of their arrival.

We are continuing to embed the actions that will address:
- overnight breaches -changes in workforce rotas has seen an  
improvement on wait to be seen overnight. The overnight breaches are 
predominantly as a result of a wait for a bed

- early discharge - some improvement seen in discharges before 10 a.m 
as SAFER continues to be embedded and monitored by SAFER board 
and weekly Red to Green meetings, both led by senior Executive team 
members.
- stranded patients - as per previous actions. Aiming for <300 by 31st 
December and < 260 by 31st March 2019.

Target Performance for October was 70.8% , this was predominantly due to poor patient flow 
across the system. 

Chart Area 58
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Indicator Detail2

18

1

70.4%

Oct-18 A&E: 12hr Trolley Wait Actions
Total number of patients whose decision to admit from A&E was over 12 hours from 
their actual admission.

Escalation of any patient waiting more than 8 hrs to an Executive team 
member to risk assess the most appropriate plan with the senior 
clinician in charge.


Target There were 18 reported 12 hour trolley waits in the month of October.

Root cause analysis was undertaken for each patient, no harm caused.

Chart Area 59

<= 0

Oct-18 Cancer: 62 Day Standard Actions
The percentage of patients on a cancer pathway that have received their first treatment 
within 62 days of their GP referral.

A site visit by the Chair of the Cancer Network at Cheshire & 
Merseyside is scheduled for the 20th November to review and advise on 
pathways and processes.

GM Cancer representatives are also meeting with lead Clinicians and 
Managers at the Trust to discuss cancer pathways and improvement

Work is progressing  regarding straight to CT for colorectal and straight 
to MR for prostate patients.

A 'vague' symptoms pathway is also being explored.

A recovery trajectory is being developed and will be available for the 
December board.


Target Referrals continue to be 22% higher than last year, with the highest ever number being 
received in October. 
New treatment timescales (38 days to refer out for treatment) commenced 1.10.18. Both 
factors are contributing to under- performance against standard.

Chart Area 60
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Indicator Detail1

83.5%

2

25002

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

RTT recovery plans have been requested at specialty level and will be 
submitted to the December F&P committee.

In general:

Demand management from a CCG perspective is due to commence 
with a tailored approach for individual GP Practices.

There is a new lead for the Outpatient Programme who will develop an 
implementation plan for vetting, advice and guidance and patient 
initiated follow-up processes.




Target Performance against standard remained static this month. 

Chart Area 61

Oct-18 Referral to Treatment: Incomplete Waiting List Size Actions

>= 92%

The total number of patients on an open pathway. Good progress, and impact, has been made in terms of data quality and 
validation.

To further support this, refresher training has been delivered to key 
administrative staff to prevent recurrence of administrative errors.

GP referral management is due to commence, led by Stockport CCG.

Additional elective activity plans have been devised and should be 
delivered from November.

Risks to delivery include:
- Impact of winter and cancellations
- GP Practice adherence
- Competing operational priorities



Target Significant reduction in waiting list size seen in month, despite a further increase in GP 
referrals year to date.

Chart Area 62
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Indicator Detail1

99.7%

5

-1.7%

Oct-18 Diagnostics: 6 Week Standard Actions
The percentage of patients refered for diagnostic tests who have been waiting for less 
than 6 weeks.

The CT scanner is being brought on site for additional sessions to meet 
the increased demand. 

Continue to progress business case / implementation plan for 3rd CT 
scanner. Note significant risk if this is delayed.

There is still a National supply chain issue of contrast stock affecting 
MR capacity which is resulting in extended waits for a small number of 
patients.

There is a risk to future compliance with the standard should the rate of 
demand increase further.

Target Compliance with standard continues, however increased demand for certain modalities 
continues.

Chart Area 63

Oct-18 Outpatient Activity vs. Plan Actions
The percentage variance between planned outpatient activity and actual outpatient 
activity.

Recovery is linked to the aspects of the RTT recovery plans.

Target Under-performance against the plan has significantly reduced in month, closing the gap 
to -1.7%

Chart Area 64

>= 99%

+/- 1%

99.8% 99.9% 99.9% 99.9% 99.8% 

98.7% 
99.4% 

98.7% 98.4% 

99.6% 99.3% 
99.7% 99.7% 

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

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

-1.1% -1.1% -1.0% -1.4% 
-2.2% 

-3.2% 

-0.1% 
1.4% 

0.2% 

-1.5% 

-3.3% 
-2.7% 

-1.7% 

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

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

4285 of 214



Indicator Detail5

-5.0%

5

-4.7%

Oct-18 Elective Activity vs. Plan Actions
The percentage variance between planned elective activity and actual elective activity. Endoscopy significantly over-performed in month due to an acute 

increase in demand in month, which has off-set the under-performance 
of other specialties.

An elective recovery plan is in place which should start to reduce the 
variance.

Risk to delivery remain the effect of winter on bed availability


Target At month 7 the Trust is 5% adverse to plan which is an improvement from the previous 
month.


Chart Area 65

+/- 1%

Oct-18 Elective Income vs. Plan Actions
The percentage variance between planned elective income and the actual elective 
income.

T&O is the main driver of variance to plan in month. 

The biggest contributor is the knee service which is due to the delayed 
start of the locum employed to cover the part-time gap in the knee 
service.

The winter plan to ring-fence elective beds to allow operating to 
continue over this period should enable the gap to reduce.


Target Elective income has deteriorated against plan in month.

Chart Area 66
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Indicator Detail2

4

5

0.9%

Oct-18 Financial Efficiency: I&E Margin Actions
A calculated score based on the Income & Expenditure surplus or deficit against total 
revenue.

The financial outlook for the Trust remains difficult; in the twelve months 
to 31st March 2019 the Trust is planning a loss of £34m (£93,000 per 
day) even after the achievement of a £15.0m CIP. This is a deterioration 
of £12m from the £22m loss in 2017/18, where the Trust relied on non-
recurrent measures to achieve the year-end position. 

The Trust's underlying position continues to be monitored by NHSI 
through the Enhanced Financial Oversight and Use of Resources 
processes, and is working closely with colleagues to improve the 
underlying run-rate.

Target The Trust's 2018/19 Operational Plan does not deliver the target of a score of a 2 or 
better, as the planned deficit of £34m is a deficit of 12%.  To improve from a 4 to a 3 the 
planned deficit would need to improve by circa £30m to a deficit of less than £3m (within 
1% of planned operating income).

Chart Area 67

Oct-18 Financial Controls: I&E Position Actions

<= 2

The percentage variance between planned financial position and the actual financial 
position.

As the Trust is favourable against the financial plan at this stage of the 
financial year, the Trust is scoring a 1 (best) under the NHSI use of 
resources (UoR) metric within the Single Oversight Framework. 

There are a number of risks which will need to be actively managed to 
assure the year end financial position, primarily delivery of the cost 
improvement programme. There is an action plan in place to mitigate 
the non-delivery of CIP but given the elective income performance, 
uncertainty over winter demands, risk of additional contract penalties 
due to operational performance, and risk on Stockport Together, there 
remains moderate assurance that the operational plan will be delivered 
at the end of 2018/19.

Target The Trust has lost of £22.1m in the seven months of the financial year to date, an 
average loss of £103,000 per day. The planned deficit was £22.3m so this is £0.2m 
favourable to the profiled plan. The Trust is reporting moderate assurance on the 
delivery of this metric.

Chart Area 68
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Indicator Detail5

-55.5%

2

3

Oct-18 Cash Actions
The percentage variance between planned borrowing-to-date and the actual borrowing-
to-date.

Cash in the bank on 31st October 2018 was £4.1m, which is the same 
as last month as now the Trust is in a revenue financing situation this 
reflects the present minimum cash balance to be maintained.

The Trust borrowed £2.6m in October, increasing the total borrowed to 
date to £4.9m.  The Trust has received a further £5.5m in November 
and forecasting to require £2.9m more in   December. The Trust is 
forecasting to borrow £26.4m in the current financial year.

The Trust can only borrow to a maximum of the in-year deficit value, 
£34m.  This means that the forecast cash risk is directly linked to 
achievement of the forecast out-turn financial position and therefore 
CIP.  

Target Cash in the bank on 31st October 2018 was £4.1m. The graph shows that the Trust 
accessed borrowing for the first time in September 2018. The forward risk is forecasted 
as a green, as the Trust has applied and received confirmation of revenue support.

Chart Area 69

Oct-18 Financial Use of Resources Actions
A calculated score based on capital service capacity, liquidity, income & expenditure 
margin, distance from financial plan, and agency spend.

For the three metrics on financial sustainability and financial efficiency 
the Trust scores a 4 (worst). This is not expected to change. 

The Trust remains in breach of the agency ceiling in month so this score 
is a 2 (second best).Target The Trust’s overall Use of Resources (UOR) score under the Single Oversight 

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

Chart Area 70
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Indicator Detail5

11.8%

5

-38.9%

Oct-18 CIP Cumulative Achievement Actions
The percentage variance between planned CIP achievement and the actual CIP 
achievement.

Recurrent CIP delivery is the most significant risk to the Trust’s financial 

position for 2018/19 and beyond, as it is a key driver for the 
deterioration in the Trust’s underlying financial position and planned 

£34m deficit in 2018/19. Recurrently £5.2m of savings have been 
delivered against the £15m requirement. 

Even with potential mitigation the Trust can only provide moderate 
assurance at this stage on the delivery of the 2018/19 Cost 
Improvement Programme.

Target The Cost Improvement Programme (CIP) is £0.7m ahead of the profiled plan to date 
with £6.7m delivered to date.  £9.6m of CIP has been delivered against the £15.0m in 
year target.  The unidentified gap has been reduced to £2.3m.

Chart Area 71

+/- 1%

Oct-18 Capital Expenditure Actions
The percentage variance between planned capital expenditure and the actual capital 
expenditure.  Capital expenditure includes such things as buildings and equipment.

The major variance for equipment is £0.7m for the gamma camera 
project which has been reforecast from August to December 2018.  
Installation is scheduled to commence on 15th November 2018 but will 
then take several weeks to install.  Other equipment projects including 
ventilators for the intensive care unit (ICU) and diathermies are running 
behind schedule but are in the trial process.  Estates projects are also 
behind plan but the Trust is confident that these projects will deliver in 
line with plan by the end of the financial year.

The full funding of Healthier Together schemes is fundamental to the 
delivery of the capital programme, but these are highly unlikely to be 
incurred in the current financial year, so as a result the Trust’s capital 

plan will show a variance for the Healthier Together schemes later in the 
year.  The Trust’s overall capital plan will reduce to £10.1m for 2018/19. 

This includes the capital lease costs of the Electronic Patient Record 
(EPR) at £1.8m.

Target Capital costs of £4.2m have been incurred to date against a plan of £6.9m so is £2.7m 
behind plan. 
This relates to equipment which is £1.4m behind plan and estates schemes which are 
£1.2m underspent.

Chart Area 72

+/- 10%

26.6% 
1.6% -4.1% -10.9% -14.3% -19.9% 

-53.2% 

-17.9% 
-2.5% -0.9% -4.1% -0.6% 11.8% 

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

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

-54.6% -59.2% -59.6% -58.2% -49.6% 
-39.2% 

-20.9% 
-5.3% 

-32.4% -24.0% 
-33.8% -38.6% -38.9% 
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Indicator Detail2

4

1

4.1%

Oct-18 Financial Sustainability Actions
A calculated score based on the Capital Service Capacity (the degree to which the 
Trust's generated income covers its financial obligations) and Liquidity in days (the 
number of days of operating costs held in cash or cash-equivalent).

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

Chart Area 73

Oct-18 Sickness Absence Rate Actions

<= 2

The percentage of staff on sickness absence, based on whole time equivalent. Top 3 reasons for absence are Anxiety/stress/depression, 
Back/musculoskeletal (including injury/fracture), and gastrointestinal 
problems. We have proactive wellbeing initiatives in place to support the 
top 2 reasons.
The unadjusted cost of sickness absence in October 2018 is £449,683; 
a decrease of £50,318 from the adjusted figure of £500,001 in the 
previous month.   
Proactive support for early returns including phased return and 
reasonable adjustments is provided by OH. On-going dedicated HR 
support is provided to assist managers in the management of 
attendance.

Target The in-month unadjusted sickness absence figure for October 2018 is 4.12%; a 
decrease of 0.22% from September 2018. The sickness rate in October 2017 was 
4.21%.  The 12-month rolling sickness percentage for the period to October 2018 is 
4.35%. The unadjusted cost of sickness absence in October 2018 is £454,849.

Chart Area 74

<= 3.5%

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

#N/A #N/A 

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

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

4.2% 
4.5% 

4.8% 
4.5% 4.5% 

4.2% 
4.0% 4.0% 4.0% 

4.4% 4.5% 
4.3% 

4.1% 

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

Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19
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Indicator Detail1

92.7%

1

96.5%

Oct-18 Appraisal Rate: Non-medical Actions
The percentage of non-medical staff that have been appraised within the last 15 
months.

Focussed support will be provided to the remaining 3 business group's 
whose performance is below the target. In support of this an appraisal 
task and finish group has been established, which is exploring options 
to refine the process and further support managers the completion of 
outstanding appraisals. 


Target There has been a 0.6% reduction in the appraisal rate from last month to 92.7%. 
Corporate Services, Estates & Facilities and Women's and Children's & Diagnostic are 
all above the 95% target.

Chart Area 75

Oct-18 Appraisal Rate: Medical Actions
The percentage of medical staff that have been appraised within the last 15 months.

Target The medical appraisal rate for October 2018 is 97.72%, an increase on the last month’s 

figure of 96.71% and above the Trust target of 95%. 

Chart Area 76

>= 95%

>= 95%

92.8% 
93.5% 

94.4% 
93.4% 93.7% 

94.4% 
95.1% 95.0% 

94.5% 94.7% 94.5% 

93.3% 
92.7% 

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

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

95.5% 
96.8% 97.1% 

97.7% 97.4% 97.3% 97.0% 97.3% 97.3% 
98.2% 97.9% 

96.7% 96.5% 

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

Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19
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Indicator Detail1

90.9%

6

14.2%

Oct-18 Statutory & Mandatory Training Actions
The percentage  of statutory & mandatory training modules showing as compliant. The provision of taught sessions, reviews of the data and support to 

areas below target continue. 

Oct-18 Statutory and mandatory training remains at 90%.

Chart Area 77

>= 90%

Oct-18 Workforce Turnover Actions
The percentage of employees leaving the Trust and being replaced by new employees. Work to address areas of high turnover continues; progressing the 

actions and interventions as detailed in the recruitment & retention 
strategy implementation plan and the progression of the NHSI 
Registered Nursing Recruitment and Retention programme.

Target The rolling 12-month permanent headcount unadjusted turnover figure at the end of 
October 2018 is 14.21%.  The adjusted rolling 12-month permanent headcount turnover 
figure for the period to October 2018 is 12.71%, which falls below the Trust target.

Chart Area 78

<= 13.94%

86.7% 
88.9% 89.0% 88.3% 89.0% 90.1% 91.3% 91.8% 91.1% 91.5% 91.1% 90.0% 90.9% 
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14.1% 
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14.2% 
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Indicator Detail1

90.7%

2

1000

Oct-18 Staff in Post Actions
The percentage of whole time equivalent staff in post compared with the current 
establishment.

Work to progress the actions and interventions as detailed in the 
recruitment & retention strategy implementation plan are on-going.

Target The number of staff in post has increased in October 2018 as has the establishment, 
however, the vacancy rate remains below target at 9.25%. 

Chart Area 79

Oct-18 Agency Shifts Above Capped Rates Actions

>= 90%

Number of agency shifts above above the provider spend cap. The most significant increase was within Surgical GI&CC which saw a 
total of 213 shifts above cap, an increase of 46 compared to September. 
Medicine & Clinical Support had the highest number of agency cap 
breaches with 458, of which 20% were medical locum shifts within 
Elderly medicine.

The total number of agency shifts worked in this period, including shifts 
under cap, was 1,654 – an average of 413 per week.  The majority of 

these were medical (865) and nursing (687) shifts, which have 
increased by 80 and 41 respectively compared to September. There 
were a total of 162 shifts paid at or above £100 per hour, which required 
Chief Executive approval, which is an average of 40.5 shifts per week.

A substantial review of the middle grade rota to support out of hours 
urgent medical care to include further usage of non-medical roles is 
underway.
Increased challenge and scrutiny of all agency requests at the 
Establishment Control Panel and performance reviews continues.

Target There were a total of 1,000 shifts paid above the NHSI cap rate during the 4 week 
period from 1st – 28th October.  This equates to an average of 250 shifts per week 

which is an increase of 26 shifts per week compared to September’s figures but a 

reduction of 48 shifts per week compared to October 2017.

Chart Area 80

<= 0

91.2% 91.6% 91.2% 
90.6% 

91.2% 91.1% 

89.7% 89.8% 89.5% 89.7% 89.8% 

90.9% 90.7% 

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

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

1184 1237 
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783 

977 853 
1017 1098 

897 1000 

#N/A #N/A 

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

Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19
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Indicator Detail5

16.9%

Oct-18 Agency Spend: Distance From Ceiling Actions
The percentage variance between Trusts expenditure on agency and external locums 
across all staff groups and the cap set by NHSi.

Action to address agency spend continues, of note there has been a 
growth to our medical bank of 30 high cost medical agency locums 
successfully transferred to the bank to avoid commission costs and the 
exercise with procurement to implement discounted commission rates 
from highest supplier agencies is now operational.Target There were a total of 1,000 shifts paid above the NHSI cap rate during the 4 week 

period from 1st – 28th October.  This equates to an average of 250 shifts per week 

which is an increase of 26 shifts per week compared to September’s figures but a 

reduction of 48 shifts per week compared to October 2017.  

Chart Area 81

<= 3%

19.4% 
14.2% 11.3% 

7.6% 
2.4% 

-1.3% 

14.6% 
9.0% 7.0% 8.6% 

13.0% 
16.8% 16.9% 

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

Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19
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Safer Staffing Report J:\Safe Staffing\HoN_SafeStaffingStatement_1819.xlsx

Oct-18

Ward Name

P
lanned

A
ctual

P
lanned

A
ctual

P
lanned

A
ctual

P
lanned

A
ctual

AMU 4,092 3,433 3,348 3,480 3,720 2,965 3,069 3,186 83.9% 103.9% 79.7% 103.8% 1682 3.8 4.0 7.8 0 0 0 1

Clinical Decisions Unit 372 372 372 372 341 341 341 341 100.0% 100.0% 100.0% 100.0% 186 3.8 3.8 7.7 0 0 0 0

D4 1,163 990 791 731 682 682 682 671 85.2% 92.4% 100.0% 98.4% 504 3.3 2.8 6.1 0 0 0 0

A3 1,423 1,318 977 999 1,023 847 682 704 92.6% 102.3% 82.8% 103.2% 749 2.9 2.3 5.2 0 0 0 0

A10 2,790 2,352 2,046 2,112 2,046 2,013 1,364 1,320 84.3% 103.2% 98.4% 96.8% 828 5.3 4.1 9.4 0 0 0 0

A11 1,581 1,104 1,628 1,339 682 594 682 803 69.8% 82.2% 87.1% 117.7% 839 2.0 2.6 4.6 0 0 0 1

A12 1,907 1,817 1,442 1,532 682 682 682 924 95.3% 106.2% 100.0% 135.5% 782 3.2 3.1 6.3 1 0 0 0

B4 1,209 759 605 893 682 682 682 670 62.8% 147.6% 100.0% 98.2% 490 2.9 3.2 6.1 0 1 0 2

B6 1,209 864 1,070 942 682 693 682 748 71.5% 88.1% 101.6% 109.7% 600 2.6 2.8 5.4 0 0 0 1

Bluebell Ward 1,209 1,095 2,077 1,861 682 658 682 526 90.6% 89.6% 96.5% 77.1% 718 2.4 3.3 5.8 1 0 0 0

C4 1,209 969 605 1,297 682 682 682 748 80.1% 214.5% 100.0% 109.7% 495 3.3 4.1 7.5 1 0 0 0

Coronary Care Unit 837 837 465 391 682 682 341 341 100.0% 84.1% 100.0% 100.0% 144 10.5 5.1 15.6 0 0 0 0
Devonshire Centre for 
Neuro-Rehabilitation 1,070 1,064 2,000 1,945 682 725 682 979 99.4% 97.3% 106.3% 143.5% 534 3.3 5.5 8.8 0 0 0 0

E1 1,952 1,382 2,310 2,092 1,023 803 1,364 1,342 70.8% 90.6% 78.5% 98.4% 969 2.3 3.5 5.8 0 0 0 0

E2 2,279 2,241 1,581 1,994 1,023 1,023 1,023 1,364 98.4% 126.1% 100.0% 133.3% 1044 3.1 3.2 6.3 1 0 0 0

E3 2,279 2,260 1,581 1,605 1,023 1,012 1,023 1,518 99.2% 101.5% 98.9% 148.4% 1028 3.2 3.0 6.2 0 0 0 0
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Safer Staffing Report J:\Safe Staffing\HoN_SafeStaffingStatement_1819.xlsx

Oct-18

Ward Name

P
lanned

A
ctual

P
lanned

A
ctual

P
lanned

A
ctual

P
lanned

A
ctual

A1 1,442 1,307 1,209 1,149 1,023 924 1,023 1,044 90.6% 95.0% 90.3% 102.1% 802 2.8 2.7 5.5 0 1 0 0

B3 837 863 977 1,050 682 676 495 792 103.0% 107.5% 99.1% 160.0% 510 3.0 3.6 6.6 0 0 0 0

C6 837 945 977 1,139 682 682 682 671 112.9% 116.6% 100.0% 98.4% 505 3.2 3.6 6.8 0 0 0 0

D1 1,581 1,143 1,349 1,436 682 671 1,023 1,023 72.3% 106.5% 98.4% 100.0% 741 2.4 3.3 5.8 0 0 0 0

D2 1,143 775 977 939 682 378 594 638 67.8% 96.2% 55.4% 107.4% 611 1.9 2.6 4.5 0 0 0 0

D6 1,209 959 1,209 769 682 516 682 674 79.3% 63.6% 75.7% 98.8% 664 2.2 2.2 4.4 0 0 0 1

M4 1,568 1,358 1,674 1,632 682 682 1,023 1,089 86.6% 97.5% 100.0% 106.5% 374 5.5 7.3 12.7 0 0 0 0

SAU 1,814 1,652 977 881 1,023 880 682 627 91.1% 90.2% 86.0% 91.9% 463 5.5 3.3 8.7 0 0 0 0

Short Stay Surgical Unit 1,895 1,745 771 741 891 842 594 572 92.1% 96.1% 94.5% 96.3% 646 4.0 2.0 6.0 0 0 0 0

ICU & HDU 4,464 4,068 775 763 4,123 3,799 0 0 91.1% 98.5% 92.1% na 297 26.5 2.6 29.1 1 0 0 0

Birth Centre 930 780 465 435 620 580 310 310 83.9% 93.5% 93.5% 100.0% 18 75.6 41.4 116.9

Delivery Suite 2,790 2,678 465 458 1,860 1,790 310 300 96.0% 98.4% 96.2% 96.8% 187 23.9 4.1 27.9

Maternity 2 1,628 1,598 930 900 620 610 310 300 98.2% 96.8% 98.4% 96.8% 494 4.5 2.4 6.9

Jasmine Ward 930 930 465 465 620 620 0 0 100.0% 100.0% 100.0% na 225 6.9 2.1 9.0 0 0 0 0

Neonatal Unit 2,325 2,033 0 0 1,628 1,302 0 0 87.4% na 80.0% na 250 13.3 0.0 13.3 0 0 0 0

Tree House 3,255 2,841 465 465 2,170 1,873 0 0 87.3% 100.0% 86.3% na 745 6.3 0.6 7.0 0 0 0 0

55,223 48,525 36,576 36,802 35,007 31,909 22,391 24,225 87.9% 100.6% 91.2% 108.2% 19124 4.2 3.2 7.4 5 2 0 6
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Registered Nurses monthly expected 

hours by shift versus actual monthly 

hours per shift.  Day time shifts only.

Registered Nurses 

monthly expected hours 

by shift versus actual monthly hours 

per shift. Night time shifts only.

October 91.2%

September 92.8%

August 93.6%

91.2% of expected Registered Nurse hours were 

achieved for night shifts

Non-registered staff

Monthly expected hours 

by shift versus actual monthly hours 

per shift.

Day time shifts only.

Non-registered staff Monthly 

expected hours by shift versus actual 

monthly hours per shift.

Night time shifts only.

October 100.6%

September 97.5%

August 2018 

98.2%

October 108.2%

September 

108.6%

August 2018 

106.2%

100.6 % of expected Non-registered hours were 

achieved for day shifts.

108.2 % of expected Non-registered hours were 

achieved for night shifts.  For areas with over 

100% staffing levels for non-registered staff this is 

reviewed & is predominately due to wards 

requiring 1:2:1 support for patients following a 

risk assessment or to support Registered Nurses 

staffing numbers when there are unfilled RN 

shifts.

TRENDAGGREGATE POSITION
October 87.9%

September 87.6%

August 88.1%

87.9 % of expected Registered Nurse hours were 

achieved for day shifts.  This is below the 90% 

benchmark for the 4th month.

Any Registered Nurse numbers that fall below 

85% are required to have a business group review 

& an update of actions provided to the Chief 

Nurse & Director of Quality & Deputy Chief Nurse.

BOARD PAPERS – Quality, Safety & Experience Section : October 2018
DESCRIPTION

The lowest RN staffing levels during the day were on Ward B4 at 62.8%. This has 

been supported by an increase in non-registered staff to 147.6%. There are never 

less than 2 RN on duty. The plan going forward is to revise the establishment to 

have 2 RNs & 1 Registered Associate Nurse or Assistant Practitioner (Band 4) on day 

duty. The acuity audit undertaken summer 2018 indicates that the actual staffing 

versus acuity was 14.41% above required, which supports this proposed 

establishment review.  

The lowest RN night staffing levels are reported on D2 at 55.4% which relates in 

part to the ward move and budget re-alignment. 

The Associate Nurse Director is reviewing the staffing levels across the orthopaedic 

division following the ward reconfiguration.  The ward is monitored closely by the 

Matrons to assure safe staffing and harm free care metrics are also closely 

monitored. 

The lowest non registered staffing levels for day duty is on ward 

D6 at 63.6% which is suboptimal. The ward has successfully recruited non 

registered recruitment staff and is awaiting start dates. Matrons closely support D6 

to assure safe staffing.  

The lowest levels of non-registered night duty staffing at 77.1% are on Bluebell 

ward which is suboptimal.  Recruitment has been successful with start dates 

awaited for new recruits.   Close monitoring and support is provided by the business 

group and Matron to assure safe staffing and harm free care.   

PERFORMANCE AGAINST PREVIOUS MONTH
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Report to: Board of Directors Date: 29th November 2018 

Subject: Winter Plan 2018/19 - Staffing of Winter Schemes and Stranded Patients Update 

Report of: Improvement Director (UEC) Prepared by: 
Assistant Business Manager for 
Strategy and Planning and 
Improvement Director (UEC) 

 

 

REPORT FOR INFORMATION 
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
The purpose of this report is to provide a summary of the progress 
made to support the opening of the proposed winter beds and 
implementation of specific winter schemes for winter 2018/19. 
The report also provides an update on actions taken and next 
steps to reduce the numbers of stranded patients. 
 

 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments:  

Annex 1 – Financial Summary – Winter Plan 

 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 Finance & Performance 

       Committee 

 

 People Performance    

       Committee 

  Charitable Funds Committee 

  Exec Management Group 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 

99 of 214



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

- THIS PAGE IS INTENTIONALLY BLANK - 

 

 

100 of 214



 

 

 1. EXECUTIVE SUMMARY 
 

 
 
 

In coming to agreement on the model plan Commissioners and Providers have ensured that 
SFT has plans in place to try and open a proportionate number of beds aligned to the 
2018/19 Operational Plan and NHSI recommendations, together with a range of supporting 
schemes which will address the major drivers of performance in ED, AMU, flow through the 
wards as well as promoting rapid and timely discharge. Agreement was also reached to 
ensure that there is additional resilience in primary care on weekdays and at weekends 
supported through Viaduct and Mastercall, optimisation and delivery of deflection schemes 
and finally support from SMBC in terms of additional beds, packages of care, facilitation of 
discharge and access to care homes.  
 
As well as funded winter schemes there are a number of SNC programmes and other 
developments that have been funded through transformation monies. Some of these 
schemes are optimised, some are currently being optimised and others are having their 
hours of operation extended. All these developments will help to support attendance and 
admission avoidance, patient flow and will help to facilitate discharge.  
 
Initially the indicative financial impact and cost of proposed schemes exceeded the winter 
funding identified by approximately £2 million. However, over the last week 2 weeks 
following award of £1.283 million to SMBC for winter, proposals have been put forward to 
utilize this funding within the Stockport System. These proposals still require to be ratified 
through SMBC. If accepted this would reduce the financial gap to £977k. Given that some of 
the winter schemes may take longer to come to fruition this financial risk should continue 
to reduce. However, in the meantime:  
 

 Each provider is reviewing the costs within the model plan and adjusting downwards, 
for example where the initial operational period was assumed to be October to March. 

 Each provider is reviewing the schemes in terms of their ability to deliver/recruit/ 
operationalize. 

 Leadership teams supported by finance teams will continue to identify additional 
resource or partial resource where possible. 

 
In this paper progress is reported against the recruitment to enable the opening of 
additional beds, specific winter schemes and the work being undertaken to reduce numbers 
of stranded patients.  
 

 2. CURRENT SITUATION FOR SFT SCHEMES  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 To support ED/AMU the following schemes have been put forward: 
 

 Extra Acute medical consultant at weekends 9am to 5pm  and weekdays 

 Extra AMU SHO/ANP at weekends 9am to 5pm 

 Extra Acute SHO/ANP in ED 6pm to 2am 7 days a week  

 Extra ED consultant or middle grade 7 days a week 6pm to2am 

 ED consultant extended from 10pm finish until midnight  

 Extra Consultant 2pm to 10pm at weekends 

 ED streaming clinical navigator role 7 days a week 12 hours a day.  

 ED streaming Band 4 support 

 ED treatment stream and outstanding actions- Band 3 

 ED Physiotherapist (FRESH) extend to 12 hour days 

 ED social worker to support FRESH 

 Additional Pharmacist deployed in ED and AMU. 

 AMU therapy- weekend cover 

 AMU OT- 7day cover 
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To support patient flow with the wards the following schemes have been put forward: 
 

 The recruitment of a Transfer Team 

 Transfer Unit to be open at weekends 

 Additional consultants at weekend- 3hr PA (Sat and Sun).  Each consultant to be 
supported by a FY2 

 Consultant of the week-DMOP 

 In reach in to AMU- Cardiology and Respiratory. 

 ITT support to escalation wards. 
 
3. IMPACT OF EACH SCHEME 
 

i. The extra acute medical consultant at weekends 9am to 5pm and weekdays will 
ensure that early decision making occurs for the expected increase in acute medical 
referrals throughout the winter period, to reduce length of stay and enable earlier 
identification of requirements for patients discharge in order to engage the rest of 
the system.  

 
ii. The extra AMU SHO/ANP at weekends 9am to 5pm will provide additional resource 

to assist the on-call teams in the Acute Medical Unit (AMU) to ensure medical 
clerking occurs in a timely manner (within 4 hours of referral to medicine) over 
winter when there is an increase in medical referrals during peak attendance hours.  
 

iii. The extra Acute SHO/ANP in ED 6pm to 2am 7 days a week will help to meet the 
demand peaks which are highest from 4pm-midnight when reviewing previous 
year’s data.  The increased referrals to medicine should then be able to be clerked 
as soon as possible to ensure their safety and speed of on-going care pending 
specialty review either in ED or on the Acute Medical Unit (AMU). 

 
iv. The extra ED consultant or middle grade 7 days a week 6pm to 2am will avoid 

inappropriate referrals to specialty at peak hours when pressure to see the next 
patient is high and the department is congested.  The scheme will also ensure those 
patients who are referred are clerked as soon as possible and the required 
investigation and management can begin and hence contributing to a shorter 
length of stay. 

 
v. The extension of ED consultants finishing their shifts at 10pm to finishing at 

midnight and the extra Consultant 2pm to 10pm at weekends will contribute to 
additional senior decision making capacity in the out-of-hours period.   

 
vi. The ED streaming clinical navigator role 7 days a week 12 hours a day will be 

responsible for the streaming of patients, health promotion and directing patients 
to the correct place for treatment. 

 
vii. The ED streaming Band 4 will support the clinical navigator to improve performance 

in triage times for majors patients, a potential impact will be a reduction of the wait 
to be seen for true majors resulting in fewer non-admitted breaches. 

 
viii. The ED treatment stream and outstanding actions Band 3 to help reduce non-

admitted breaches through continuous provision of Rapid Assessment and Triage 
(RATs) and enabling an increase in the patient cohort seen through these schemes. 

 
ix. An ED social worker to support FRESH (Function, Risks, Equipment, Support Home 

environment function) will enable timely assessments, prevent delays in decision 
making, support timely transfer of care from acute care setting and improve links 
with ECM case managers 
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x. The recruitment of the Transfer Team to help support wards and move patients in a 
timely way together with the opening of the Transfer Unit (Discharge Lounge) at 
weekends will support flow within the hospital, as patients awaiting discharge can 
be transferred there to free up beds. 

 
xi. Additional medical consultants at weekends on Saturdays and Sundays, supported 

by a FY2, will increase weekend discharges, increase Monday discharges and reduce 
length of stay. 

 
xii. In-reach in to AMU from Cardiology and Respiratory, this will reduce length of stay 

in AMU. 
 
xiii. ITT support to the escalation/winter wards will allow for timely assessments in 

winter escalation areas, prevent delays in decision making and support timely 
transfer of patients from the acute care setting. 

 
4. PROGRESS ON MOBILISATION OF SCHEMES REQUIRING FUNDING 
 

Within the Trust a Task and Finish group has been established and has been meeting 
weekly for a number of weeks to oversee progression of estates work, recruitment for 
staff for the required beds as well as recruitment to deliver specific schemes. A clear 
project plan has been produced to monitor progress. The CCG has requested partners 
within Viaduct and Mastercall to mobilise agreed schemes. SMBC is also progressing 
schemes. Two more winter planning meetings have been scheduled to agree the final set 
of winter metrics for all schemes to enable ongoing monitoring and also facilitate a winter 
evaluation and also to check on progress of schemes that are supporting winter and 
progress of funded partner schemes. 

 
i. ESCALATION WARDS/ADDITIONAL BEDS WITHIN THE SYSTEM 

 

To date, the plan is to open 63 beds within the Trust and 19 beds within the Community 
(Annex 1). The Bluebell Scheme has been removed from the winter plan as this is not a 
winter scheme and will be picked up in contracting discussions. A risk assessment on the 
ability to open beds within the Trust has been undertaken. Plans are in place to open the 
required beds with the first ward planned to open on 4th December, the second on 24th 
December and the final ward at the end of December or early January. Escalation areas on 
A1 and C6 are already in use when required. 
 
ii. ESTATES UPDATE 

 

SFT winter wards require Estates work for them to be fit for purpose. This consists of 
general maintenance for two of the wards and significant refurbishment for the 3rd ward. 
This work is in progress and is monitored through the Task and Finish group. Estates work 
will be complete to enable the beds to be opened as detailed in i. above. 

 
iii. WORKFORCE UPDATE 

 

Nursing staff recruitment is planned to dovetail for when escalation wards are ready to 
occupy however there is a risk with recruitment as SFT still has circa 170 RN vacancies. The 
Associate Directors of Nursing are working together to ensure a mix of substantive staff 
and bank staff are able to support each of the winter wards. Agreement has been reached 
that 3 Medical Teams are required to cover for winter and agency recruitment is 
progressing. 
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iv.  SPECIFIC WINTER SCHEMES 
 

Good progress is being made to fill the required roles. Progress is reviewed weekly though 
the Task and Finish Group. 
 
v.  WINTER PLAN MONITORING 
 
The monitoring plan is being finalised and will be available at the end of November. 

 
vi. OPEL ACTION CARDS AND SYSTEM ESCALATION PLAN 
 
The required range of OPEL action cards and sitrep proformas for SFT and all system 
partners and the System Action Plan are being finalised. Training to support the above will 
be provided as necessary by the Trust and system partners. 
 
vii. WINTER COMMUNICATIONS 
 
A communication system for escalation is being finalised to include email and a WhatsApp 
group for key on call personnel across the system to support escalation meetings.  
 

5. STRANDED PATIENTS  
 

i.  CURRENT POSITION 
 

The following charts present the trends for Stranded and Super-Stranded patients over the 
past 6 months. Despite improvements in recent weeks, the numbers of Stranded patients 
remain in excess of the 260 target and any reductions in numbers are not being maintained.  
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The deterioration in Stranded numbers tracks to the worsening performance against the 
Emergency Department 4 hour standard, as demonstrated by the chart below. The table 
below also shows the performance for this week and the 6 week average for stranded and 
super-stranded patients, noting that the target is 260 patients (40%). 

 
 

Proportion of stranded patients (7 days)   Number of daily stranded patients (7 days) 

This week 

 

6 wk avg. 
 

  This week 6 wk avg. 

52.18% 53.07%   316 318 

          

         

                  

Proportion of stranded patients (21 days)   Number of daily stranded patients (21 days) 

This week 

 

6 wk avg. 
 

  This week 6 wk avg. 

24.12% 24.89%   146 149 

          

         

 
The Super-Stranded position has improved over the past month, showing 4 points below the 
Mean on the chart below, however the position has increased since May 2018. 
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ii. IMPROVEMENT ACTIONS 

 
A System Approach to the Management of Stranded Patients was presented to the Stockport 
Improvement Board (Appendix 1) on Thursday 1st November. This approach described the driver 
diagram in Appendix 1, outlined the data analysis undertaken and made the following 
recommendations: 
 
• Establish the governance and reporting structure to ensure clear lines of responsibility and 

accountability (Appendix 2). This is essential to consolidating System-level ownership of the 
Stranded position and improvement plan. 
 

• Further develop a locally tailored dataset to allow for more in-depth and frequent analysis 
to provide a better understanding of the true root causes to our Stranded problem. 
 

• Deliver on the accelerated improvement actions to ensure the benefits of the high impact 
interventions identified through the thematic analysis are being realised. 

  
In response to those recommendations: 
 

a. Governance and Reporting Structure 
 

Actions Taken 
 

To put in place the structure outlined in Appendix 2, the following actions have been taken: 
 

• The inaugural meeting of Stockport Stranded Board took place on Thursday 16th November 
2018 to agree the Terms of Reference for the group.  

• The first meeting of the “In-Hospital” group took place on 6th November, chaired by the SFT 
Delivery Director, the Acute Hospital Associate Medical Director and the Deputy Chief Nurse 
– these meetings are now scheduled to take place monthly. 

• It has been agreed that the “Out of Area” group is to be chaired by the Associate Director of 
Commissioning at Stockport CCG. 

 
Next Steps 

 
The following next steps are required: 
 
• Each of the sub-groups will have their Terms of Reference compiled and shared. 
• Each of the sub-groups is to be provided with the key priority areas from the Driver Diagram 

and tasked with devising their work plan, to include milestones and metrics. 
• The “Out of Hospital” group mirrors the work being undertaken by the Stockport 

Neighbourhood Care team so the progress reporting mechanism needs to be agreed.  
• The Chairs of the Stockport Stranded Board need to agree the reporting mechanism to the 

Urgent Care Delivery Board. 
 

b. Locally Tailored Dataset 
 

Actions Taken 
 

To further develop the locally tailored dataset, the following actions have been taken: 
 
• The first meeting of Weekly Red2Green Review took placed on Tuesday 13th November, 

chaired by the Foundation Trust Chief Nurse. This weekly review uses local Red2Green data 
gathered at the White Board Rounds to identify delays or potential delays in patient care. 
The intention of this review is to: 
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• Ensure the timely provision of care to avoid patients becoming stranded. 
• To hold to account each of the services across the Trust involved in the timely provision 

of care. 
• Develop a robust and comprehensive dataset that allows for more accurate analysis of 

trends and the impact of improvement actions. 
 

Next Steps 
 
The following next steps are required: 
 

• The “In-Hospital” group to lead on: 
• Further PDSA reviews of the Weekly Red2Green Reviews to refine the review process 

and ensure the provision of timely and accurate updates. 
• Working with the Ward teams to improve data quality and timeliness. 
• The development of a suite of reports based on the dataset to allow for a better 

understanding of the delays within the System. 
 

c. Accelerated Improvement Actions 
 
Actions Taken 
 
To ensure the identified improvement actions have the required effect, the following has been 
done: 
 

• Each of the sub-groups in the Governance Structure has been tasked with the delivery of a work 
plan to improve the performance against the high impact codes described in Appendix 1. 
 
Next Steps 
 
The following next steps are required: 
 

• The ongoing monitoring of progress with the priority actions through the Stockport System 
Stranded Board. 

 
6. KEY RISKS  
 

 For winter: 

 the availability of financial resources within the Trust and from partners to fund the 
desired schemes  

 the lack of national funding – and if any does become available the ability to utilise it  
effectively with a short lead time 

 the delivery of supporting winter schemes for admission avoidance  

 ability to secure sufficient staff numbers to provide adequate levels of acute care in all of 
the additional bed capacity areas within the Trust. 

 For stranded: 

 Failure of the methods employed and actions to reduce stranded patients and the 
associated effect on ED 4-hour performance 

 Failure to enable timely discharges of medically fit patients. 
 

7. RECOMMENDATIONS 

 

The Board is asked to: 
 

 Note that agreement has been reached by the system on a model winter plan 

 Note the agreed winter bed capacity requirements and progress in delivery 

 Note the specific schemes from SFT and system partners agreed and progress in their 
delivery   
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 Note the progress made to reduce the financial gap regarding  the system winter plan and 
the proposed way forward to continue to manage/ mitigate this  

 Acknowledge the actions taken so far in terms of winter and stranded, also support the 
delivery of the next steps identified. 

108 of 214



 

 

Appendix 1 – Stockport System Approach to the Management of Stranded Patients 
 
The Stockport System Driver Diagram: 

 
 
Following a detailed analysis of the October 2018 Point Prevalence data, the coded delay reasons in 
the table below have been identified as those that result in the largest number of Stranded Bed 
Days. This has been calculated following the exclusion of those patient cohorts with an expected 
extended length of stay and those patients identified as not being fit for discharge. 

 
The high impact interventions can be mapped to the Stockport System Driver Diagram primary and 
secondary drivers as per the diagram below. 
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Appendix 2 – Governance Structure 
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Stockport Locality Winter Plan 2018/19
SUMMARY OF SYSTEM RESPONSE

Provider

Identified 
by 

Provider
£000s

Funding 
Request

£000s

Change 
in Bed 

Numbers

ASC Grant
£000s

Updated 
GAP

£000s

VIADUCT HEALTH (GP FEDERATION) - 343 (343) -
MASTERCALL HEALTHCARE - 346 (161) 185
STOCKPORT MB COUNCIL (SMBC) - 595 19 (575) 20
STOCKPORT NHS FT (SFT) 297 3,301 63 (104) 3,197

Additional Beds at Stepping Hill Hospital (SHH) 9 2,009 63 - 2,009
Specific schemes 288 1,187 - (25) 1,162

Neighbourhood schemes - 105 - (79) 26
OTHER PROVIDERS - - - - -
REDUCE ESCALATION BEDS TO NHSI PLAN (306) (8) - (306)
GRAND TOTAL WINTER PLAN 297 4,279 74 (1,183) 3,096

Hospital beds schemes 2,009
All other schemes 2,270

4,279

FUNDING IDENTIFIED

2018/19 SRG allocation 717 717
Healthier Together 250 250

Community Integrated Stroke 552 552
Stockport CCG 1,519 1,519

Sub-Total Comissioner Allocation 1,519 1,519

Stockport NHS FT (planning assumption) 600 600

TOTAL FUNDING IDENTIFIED 2,119 2,119

SHORTFALL (2,160) (977)
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Stockport Locality Winter Plan 2018/19
VIADUCT HEALTH (GP FEDERATION)

Scheme
Identified by 

Provider
£000s

Funding 
Request

£000s
Social Prescribing:
Evidence base that this reduces ED activity  by 24% and admissions by 5%. Investment to support 
further rollout to support the development of Health Champions at practice level. 
Funded by Stockport Together, low priority in Winter Plan. £253k

- -

7 Day Hubs:
·         Flip appointments at peak times from Urgent to Routine

Clinical Triage and Acute Home Visiting:
·         Extend operating hours for visiting GP
·         Clinical triage to support surges in General Practice demand 
·         Additional face to face appointments to underpin the triage model
·         Clinical advice to the Crisis Response Team
Baseline service being optimised, should be in place for winter but unsure if extension is 
feasible £218k.

Care Navigation PODs:
Appropriate signposting of individuals to relevant service using West Wakefield model
Extensivist / HIT Team:
Team to provide support for frail/complex patients and those with advance progressive disease in 
the form of  hot clinics, clinical support to primary care and INTs, facilitate early discharge (could 
provide some step up/down bed clinical input) ***
Team make up:

1.        Community geriatrician
2.        Frailty Team (GP/Paramedic)

Pharmacy team to support discharge and care home pressures 
Prioritise resource to focus on care home medication reviews and practice medication reviews to 
ensure that all patients have required medications through the holiday period. Focus on rescue 
packs for COPD patients and asthma patients.
Take home and tuck up:
Support for patients in initial 24/48 hours following discharge. Operates from 10pm to 1am M to F 
and 7pm to 7am w/e and sees patients safely taken home by a non-emergency ambulance which is 
booked by an on duty nurse. Links within community asset and 3rd sector. Providers have identified 
as not a priority so not proceeding. £128k
GP support to stranded ward rounds 
£21k approved, £77k subject to proof of concept/ results - NB Provider to be confirmed. - 77

Flexible GP resource - Provider and scheme to be defined - 150

Sub-Total VIADUCT HEALTH (GP FEDERATION) - 343

*** 2017/18 SRG allocation

-

-

-

-

116

-

-

-

-

-

-

-

112 of 214



I:\Archive & Indiv Folders\Soile\Notes\Board of Directors\13 - BoD 2018\11 - 29 November 2018\Public\Item 6.2_1 - Attach 
to Winter Plan Report.xlsx 22/11/2018

Stockport Locality Winter Plan 2018/19

MASTERCALL HEALTHCARE

Scheme
Identified 

by Provider
£000s

Funding 
Request

£000s
Sat Sun: 0800-2400 Resilience (1GP/Driver) - ATT/OOH/APAS contract. 
Not prioritised by providers, £156k - -

Additional On call ‘pot’ to cover surges. 
Not prioritised by providers, £114k - -

Additional IV slots x4/day (7days/week). - 41
Winter CRP testing service.
Not prioritised by providers, £13k - -

Winter D Dimer testing
Not prioritised by providers, £3k - -

ATT Plus:Options proposed
Option 1.        £401k
Option 2.        £255k
Option 3.        £177k
Option 4.        £120k  Weekend support to Care Homes - need Care Home offer

UCP (Cat 3 & 4) Winter scheme
Review of service provision, validation of data required £199k - 100

Capacity to manage higher acuity/volume of home visits during winter - 85

Sub-Total MASTERCALL HEALTHCARE - 346

120-
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Stockport Locality Winter Plan 2018/19

STOCKPORT MB COUNCIL (SMBC)

Scheme

Ide
ntifi
ed 
by 
Pro
vid
er

£00
0s

Funding 
Request

£000s

Change 
in Bed 

Numbers

Social Care input to Enhanced Case Management. 600 high risk patients proactively managed. - -
Social Care element of Neighbourhoods working over a seven day period. 
Already funded in baseline. - -

Continuation of improvements to Length of Stay in Intermediate Care home and bed base. Continue to 
implement the SAFER approach across the bed base.
Challenge to further investment noting evaluation of current progress. £40k

- -

Care Home Trusted Assessor in place across 20 Care Homes (pilot approach) - -
Further roll out of the Red Bag scheme - -
Increased capacity for bed based interim placements within the private care sector (explore the viability and 
impact of 15 beds)
5 beds Clifford Court contracted at risk. 10 beds being progressed at risk *

- 180 19

Re-commissioning of Home Care packages across the borough - -
Weekend admission into care homes - incentivisation. - -
Increased number of packages of care * - 75
Trusted Assessor and Transfer to Assess pathways embedded - additional OT £40k - -
Additional Social Workers recruited and in place across the Neighbourhoods and ITT - 320

Create 2 a Hospital step down team for people waiting a POC to ART, as a transition from hospital to home - -

Active Recovery N’hood teams to link to CRT to support preventing admissions. Single point of access triage 
team for streamlining the allocation of cases - -

Influenza Service to care homes - provider potentially GPs linked with care homes - 20

Sub-Total STOCKPORT MB COUNCIL (SMBC) - 595 19

* Funding from Improved Better Care Fund (iBCF)
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Stockport Locality Winter Plan 2018/19

STOCKPORT NHS FT (SFT)

Scheme

Identified 
by 

Provider
£000s

Funding 
Request

£000s

Change 
in Bed 

Numbers

Additional and Retained Beds at Stepping Hill Hospital (SHH)
Retain Bed Capacity - Retain 21 beds on Ward B6 to March
ISSUE: Impact on planned ward closure for CIP £0.5m - -

Additional Bed Capacity - Open escalation areas 6 beds A1 and 7 beds C6 December to 
March (17 weeks). Nursing input only, no medical. 431 13

Additional Bed Capacity - Open Ward B2 (16 beds) on 4th December. This includes moving 8 
beds from A12 to B2. Then on 24th December move A12 to C3. Then open the second winter 
ward (B5 with 15 beds) at the end of December or beginning of January (depending on 
staffing)  

727 20

Additional Bed Capacity - Flip 16 surgical beds to medical beds on B3 from 19th December 184 16

Three medical escalation teams, each 1x consultant 3x JCF
Trauma Assessment Unit (TAU) - additional 8 spaces (not necessarily all beds) and 
continued use of chairs in CDU waiting room 8am to midnight January to March. 115 8

Jasmine business case to create 4 additional bed spaces to flexibly use to support day case 
surgery, daytime hours only. 9 4

E1/A10 – Community Integrated Services – ESD (see Neighbourhood Plan) 552 2
Implement #NOF enhanced rehabilitation - -

Specific Schemes 

Extra ED Acute med consultant at weekends 9-5pm (Nov-Mar) and weekdays (Dec-Mar) 156

Extra AMU SHO/ANP at weekends 6pm to 2am 30
Extra ED SHO/ANP 6pm to 2am, 7 days a week from Dec to March 242
ED consultant 10pm to midnight ** 65

Extra ED consultant and middle grade 6pm to 2am, 7 days a week from Dec to March** 173

Extra ED consultant 2-10pm at weekends 67
ED streaming clinical navigator role 7/7 12 hours 128
ED streaming and deflection – Band 4 support 28
ED treatment stream and outstanding actions – Band 3 19
ED Physio (FRESH) extend to 12 hour days. 26

ED Social Worker – to support FRESH 25

Additional pharmacist deployed in ED, AMU and/or discharge by control room 
weekdays/weekends. 86

AMU Therapy (Physio) - weekend cover 12k -

AMU OT -  7 day cover 43

Transfer team 114
Mortuary capacity – mobile store 50
Access to diagnostics at weekend – Radiologist case to increase from 6 to 12 hours at 
weekend 89

Additional consultants at weekend – 3 Hr PA (Sat and Sun) Each consultant supported by 
FY2 (Weekend cold consultant at WLI rates plus JCF on internal bank) 46

Consultant of the week in DMOP 57
In reach into AMU – cardiology and respiratory 14
Geriatrician at front door (links with frailty) 8
Shadow rota for escalation (managerial) 8

Neighbourhood Schemes
Transfer Unit Weekend opening 26
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Crisis Response Team Expansion (to increase overall capacity) 
Not fully optimised so not supported by providers £111k -

Active Recovery - additional therapy and nurse capacity 
Not yet optimised, not supported by CCG or other providers £160k -

ITT support to escalation wards. 79

Sub-Total STOCKPORT NHS FT (SFT) 297 3,301 63

**  Stockport Together funding £250k
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Stockport Locality Winter Plan 2018/19

OTHER PROVIDERS

Scheme
Identified by 

Provider
£000s

Funding 
Request

£000s

Change 
in Bed 

Numbers

Pennine Care: 24 hours Mental Health liaison Service to whole hospital - -

Pennine Care: Mental health Crisis Pathway - -
Pennine Care: 5 additional Saffron beds at Meadows - -
CCG: Bluebell CHC Procurement - -
NWAS: NHS 111 online - -

Sub-Total OTHER PROVIDERS - - -
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Report to: Board of Directors  Date: 29 November 2018 

Subject: Medium Term Financial Strategy (MTFS) 

Report of: Director of Finance Prepared by: Director of Finance 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

 
 
C12, C13 
 
 

 

Summary of Report 
 
One of the key urgent actions resulting from NHSI’s Review of 
Undertakings at Stockport NHSFT in 2017 was the development of a 
Medium Term financial Strategy (MTFS). 
 
The MTFS sets out the actions required as a Five-Point Improvement 
Strategy to address the deterioration in the financial performance of 
the Trust. 
 
Since the Draft MTFS was presented to the Board of Directors in July 
and September, the Trust has sought independent support to 
critique the document and receive feedback on the expectations for 
the 2019/20 financial plan. 
 
This report seeks approval of the MTFS from the Board of Directors.   

Board Assurance 
Framework ref: 

S05 

CQC Registration 
Standards ref: 

 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 
 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

  Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 In 2017/18, the Trust had a Review of Undertakings by NHSI as it was failing to deliver the 

Emergency Department performance, it had been given a rating of “requires improvement” 

by the CQC and there were concerns on the Trust’s ability to deliver the financial plan in 

2017/18.  One of the urgent actions from the review was that the Trust needed to develop 

an MTFS to show how the Trust would return to a break-even position over the next five 

years.    

 

1.2 Developing a medium-term financial strategy (MTFS) will help bring together all known 

factors affecting an organisation’s financial position and its financial sustainability into one 

place.  It allows the Board of Directors to balance the organisation’s objectives against 

constraints in resources. 

 

2. THE DEVELOPMENT OF THE MTFS 

 

2.1 The development of the MTFS was predicated on three options but following discussion with 

Board Members, four options were considered; 

a) To only deliver 2% implicit improvement per year over the planning timeframe in line 

with national experience; 

b) To develop improvement objectives to offset the inflationary challenges over the next 

four years; 

c) To develop improvement objectives to half the overall deficit over the planning 

timeframe; or 

d) To develop improvement objectives that delivered a financial break-even in the next 

five years. 

 

2.2 The MTFS is intended to be reviewed in tandem with the overall Trust Strategy and other 

enabling strategies such as the Workforce Strategy and Estates Strategy.  As internal and 

external factors change, the Trust needs to be able to respond appropriately to changes in 

its operating environment.    

 

 

3. DEVELOPMENT SINCE JULY AND SEPTEMBER 

 

3.1 Further to the Board of Directors meeting, there have been a series of meetings to 

determine the best possible outcome from the MTFS.  The Trust has now also developed a 

Trust that shapes the future of services at the Trust. 

3.2 In order to meet the £70.4m sustainability challenge over the next five years, further 

analysis is being undertaken of the Trust’s strategy by the Finance Team, namely: 

a) For patient services that the Trust will maintain as part of its strategy, what is the 
overall level of efficiency opportunity; 

b) For patient services that the Trust wants to expand to sector wide provision, what is 
the overall level of efficiency opportunity AND market share opportunity; and 

c) For patient services that the Trust aims to collaborate, what is the level of loss / 
profitability that the Trust can gain? 
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3.3 The Trust has also sought an independent critique of the document from Attain (who helped 
develop the Trust’s Strategy) and receive feedback from NHSI on the expectations of the 
2019/20 financial plan.  

 

 

4. CONCLUSION 

 

4.1 Financial forecasts show that that starting with a pre-CIP deficit of £49m and the Trust 

incurring inflationary pressures of a further £44m in the next four years (average £11m per 

annum), the Trust would need to deliver a cost improvement of £93m, equating to £18.6m 

per year (c6.7%) to achieve the breakeven.  Annual savings of this magnitude would impact 

upon the quality and safety of services.   

 

4.2 The financial strategy therefore, focussed upon the Trust delivering improvement objectives 

to approximately halving the financial deficit over the planning period.  The level of financial 

improvement to deliver this option is £66.3m in the next four years, which is still considered 

to be challenging.  This document describes the strategy to be employed to achieve this 

objective.   

 

5 RECOMMENDATION 

 

5.1 The Board of Directors are asked to: 

 approve the Trust’s Medium term Financial Strategy; and  

 agree to share with regulators and stakeholders. 

 

122 of 214



1 

 

 

 

 

 

 

 

 

 

MEDIUM TERM FINANCIAL STRATEGY 

 

2018 – 2023  

 

 

 

 

 

 

 

 

 

 

 

123 of 214

http://intranet.stockport.nhs.uk/business/intranet/Default.aspx


2 

1. BACKGROUND 

1.1 The Chartered Institute of Public Finance and Accountancy (CIPFA) has published an Insight 

Briefing entitled “Looking Forward”1, which articulates the importance of Medium Term 

Financial Planning.  The CIPFA document summarises a number of factors that required Public 

Sector Organisations to plan ahead.  This report states that “while it may be produced by the 

finance team, it should be owned by the wider organisation, especially by decision makers. 

Financial forecasting cannot be separated from project management”.  

 

1.2 Developing a medium-term financial strategy (MTFS) will help bring together all known factors 

affecting an organisation’s financial position and its financial sustainability into one place.  It 

allows the Board of Directors to balance the organisation’s objectives against constraints in 

resources.  

 

2. INTRODUCTION 

2.1 In 2017/18, the Trust had a Review of Undertakings by NHSI as it was failing to deliver the 

Emergency Department performance, it had been given a rating of “requires improvement” by 

the CQC and there were concerns on the Trust’s ability to deliver the financial plan in 2017/18.  

One of the urgent actions from the review was that the Trust needed to develop an MTFS to 

show how the Trust would return to a break-even position over the next five years.    

 

2.2 In the development of the MTFS, the financial strategy was predicated on four options; 

a) To only deliver 2% implicit improvement per year over the planning timeframe in line 

with national experience; 

b) To develop improvement objectives to offset the inflationary challenges over the next 

four years; 

c) To develop improvement objectives to half the overall deficit over the planning 

timeframe; or 

d) To develop improvement objectives that delivered a financial break-even in the next 

five years. 

 

2.3 Early analysis showed that starting with a pre-CIP deficit of £49m and the Trust incurring 

inflationary pressures of a further £44m in the next four years (average £11m per annum), the 

Trust’s sustainability challenge would be £93m, equating to £18.6m per year (c6.7%) to 

achieve the breakeven which would impact upon the quality and safety of services.  

 

2.4 Based on the Trust’s recent performance, and national best practice, delivering annual 

efficiencies of over 5% is very ambitious therefore the Trust acknowledges that there needs to 

be a new approach to take money out and retain high quality and safe services.  

 

2.5 The financial strategy therefore, focuses upon the Trust delivering improvement objectives to 

half the financial deficit over the planning period.  The level of financial improvement to 

                                                           
1
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deliver this option is £70.4m, which is still considered to be challenging.  This document 

describes the strategy to be employed to achieve this objective.   

 

2.6  This MTFS includes:  

 The Trust’s recent financial performance including why is the Trust delivering a 

deficit (Section 3 and 4); 

 The Initial Financial Forecast (Do Nothing Scenario) (Section 5); 

 The Five Point Financial Improvement Plan to significantly strengthen the financial 

sustainability of the Trust (Section 6); 

 The Financial Impact of the Improvement Strategy (Section 7) 

 The delivery resources and mechanism (Section 8) 

 Key Influencing Factors of Risk and Opportunity to the Strategy (Section 9). 

2.7 The MTFS is intended to be reviewed in tandem with the overall Trust Strategy and other 

enabling strategies such as the Workforce Strategy and Estate Strategy.  As internal and 

external factors change, the Trust needs to be able to respond appropriately to changes in its 

operating environment.    
 

3. THE TRUST’S RECENT FINANCIAL PERFORMANCE 

3.1 In order to appreciate the direction of travel for financial resilience and sustainability, it is 

important to understand the Trust’s historic financial performance.   Table 1 below 

summarises the key financial metrics for the Trust. 
 

 
Table 1 – Historical Key Financial Metrics 

Financial Position
2013/14 

(£'m)

2014/15 

(£'m)

2015/16 

(£'m)

2016/17 

(£'m)

2017/18 

(£'m)

Financial Plan (Surplus / (Deficit) (4.0) (4.9) (13.1) (6.0) (27.4)

Reported Performance (Surplus / (Deficit) 1.0 3.7 (12.9) (6.3) (22.0)

Normalised Performance (Surplus / (Deficit) 1.0 (0.1) (15.5) (14.5) (27.2)

CIP
2013/14 

(£'m)

2014/15 

(£'m)

2015/16 

(£'m)

2016/17 

(£'m)

2017/18 

(£'m)

Target 8.4 13.3 11.8 25.7 15.0

Recurrent Delivery 7.1 6.6 9.1 8.1 6.3

Non-Recurrent Delivery 2.2 6.9 2.7 14.6 12.0

Achievement (Under / Over) (0.9) (0.2) 0.0 3.0 (3.3)

Recurrent Shortfall 1.3 6.7 2.7 17.6 8.7

Cumulative 1.3 8.0 10.7 28.3 37.0

Agency Costs
2013/14 

(£'m)

2014/15 

(£'m)

2015/16 

(£'m)

2016/17 

(£'m)

2017/18 

(£'m)

Agency Spend (All Staff) 8.6 12.0 18.2 13.5 12.0

% of total pay costs 4% 6% 8% 7% 6%

Cash
2013/14 

(£'m)

2014/15 

(£'m)

2015/16 

(£'m)

2016/17 

(£'m)

2017/18 

(£'m)

Yearend Cash Balance 46.6 44.6 31.4 23.7 15.5

Capital Programme
2013/14 

(£'m)

2014/15 

(£'m)

2015/16 

(£'m)

2016/17 

(£'m)

2017/18 

(£'m)

Capital costs 9.4 9.9 16.4 8.8 6.6
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3.2 In 2016/17, the Government announced a £1.8bn Sustainability and Transformation Fund 

(STF), which was linked to the delivery of a financial control set by NHSI and the delivery of an 

agreed ED target (determined locally).  The Trust’s received £11.4m in 2016/17 from the STF 

including incentive and bonus payment.   

 

3.3 The Trust historically delivered financial surpluses but as the external climate changed, largely 

as a result of the economic downturn and a squeeze on the public sector, the Trust has not 

adapted quickly enough to mitigate the impact of these changes.  To date there has been an 

over reliance on one-off measures while the Trust has had limited impact on recurrent 

measures.  By 2015/16, the underlying deficit had reached £15.5m partly explained by: 

 

a) an unplanned increase in additional capacity required to deal with the urgent care 

demand, which has continued in the past two years; 

 

b) the increase of agency costs from £12.0m in 2014/15 to £18.2m in 2015/16 

representing 8% of total pay costs, resulting in the Trust having one of the highest 

medical agency spend in the country ; and  

 

c) the cumulative effect of not delivering recurrent improvements in previous years.  

The recurrent cumulative shortfall reached £10.7m in 2015/16 and has continued to 

increase to £37.0m in 2017/18. 

 

3.4 It was also during 2016/17, that the Trust was chosen of as one of twenty Trusts nationally to 

partake in Wave 1 of the Financial Improvement Programme (FIP).  The Trust was supported 

by KPMG to help deliver the financial performance in 2016/17 however, the delivery of the 

performance was through extremely challenging one-off projects and failed to deliver 

significant clinical transformation change.  
 

 

4. WHY IS THE TRUST DELIVERING A DEFICIT? 

4.1 NHSI use a provider controllability model review a Trust’s financial position.  The model 

illustrated in the diagram overleaf assesses how much control an organisation has over its 

financial position to understand where the opportunity and accountability can be influenced.   
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Diagram 1 – Provider Control of the Deficit 

 

4.2 Using the NHSI provider controllability approach we can break down the underlying issues 

that are causing the current deficit.  Table 2 presents the main drivers of the deficit from a 

£1m surplus in 2013/14 to the planned £34m deficit in 2018/19.  Operational issues are 

described as cost pressures, strategic issues are described as service investments and 

structural issues as contract changes. 
 

 
Table 2 – Stockport FTs Spectrum of Deficit Controllability 

 

4.2 The Trust has invested in a patient level costing system (PLICs), to support operational and 

clinical leadership teams to understand the contribution to overheads that specialties make to 

the Trust financial position.  

 

4.3 A summary of the specialty financial performance for 2017/18 is shown in Table 3.  The table 

shows the overall contribution to the overheads as well as the overall surplus / deficit by 

specialty.  This highlights those specialties that contribute the most significant impact on the 

overall financial position, which informs our strategic and clinical transformation priorities.  

 

Cost Pressures £m Service Investments £m Contract changes £m

Agency medical staff based on out-turn 4.5
Investment in nursing for safe staffing 

following Berwick & Francis reports
1.2

Transfer of Community Services to Tameside after 

incorporating into Stokcport Community and 

therefore loss of contribution

2.4

Delivering elective capacity with minimal 

contribution from outsourcing
2.1 Additional investment in ED - medical 1.3

Loss of contracts for Sexual Health for Stockport 

(contribution)
0.3

Delivering diagnostic capacity at premium 

rates including endsocopy
1.3 Additional CQC investment in nursing 1.4

Loss of contract for wheelchairs for Tameside 

(contribution)
0.4

Nurse and medical recruitment support 1.0 Electronic Patient Record 3.0
Diagnostic angiography transfer to UHSM (loss of 

contribution
0.1

Nurse specialling in Medicine 0.8 D Block 1.0 SMBC deflation on Health Visiting contract 0.6

Community consumable contracts 0.2 Urology robot 0.3

Nursing acuity 0.5
Transformation Team / Exec Team / 

Management structure
1.5

CIP non recurrent delivery - where balance 

sheet or other non recurrent means has met 

the shortfall

7.9
GI bleed rota / Gastroenterology permanent 

posts
0.5

Reverse of CIP on car parking charges linked to 

salary sacrifice
0.3 Stockport Together risk share 2.4

Total 18.6 Total 12.6 Total 3.8

Grand total 35
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Table 3 – Key Specialty Profitability in 2017/18 

 

4.3 A different way of analysing the data would be to show this by “point of delivery” which refers 

to how a patient is treated e.g. outpatients, elective inpatient or day case or emergency 

admission.  Point of delivery is analysed for each specialty and the following table shows a 

high level analysis of this for the Trust. 

 

 
Table 4 – PLICs 2017/18 by Point of Delivery 

 

4.4 Table 4 shows that 60% of the Trust’s deficit is related to non-elective admissions and 19% 

due to A&E attendances. This analysis, and that in Table 3, indicates there is significant cost 

pressure due to non-elective care of older people, across the entire range of Trust services. 

This financial challenge was one of the key factors in the Trust’s support for the Stockport 

Together Programme to deliver sustainable change in patient activity.   

 

5. THE INITIAL FINANCIAL FORECAST (THE DO NOTHING SCENARIO) 

5.1 In line with the NHSI Operational Planning Guidance of 2017/18, the Trust developed a two 

year Financial Plan, which was refreshed following the publication of the 2018/19 Planning 

Guidance.  The main financial movement between the 2017/18 outturn and the 2018/19 Final 

Financial Plan is illustrated in the diagram overleaf. 

 

Service line description

Contribution to 

overheads

£m

Overheads

£m

Surplus / 

(deficit)

£m

Overall 

Surplus/(Deficit) 

as percentage of 

Income
Emergency Department (3.1) (0.9) (4.0) -29%
Acute Medicine 5.2 (1.6) 3.6 23%
General Medicine (1.4) (5.2) (6.7) -22%
Other Medical specialties (inc. 
diabetes/rheu/chest) 3.7 (1.6) 2.1 13%
Care of the Elderly (2.7) (2.8) (5.5) -43%
General Surgery (0.6) (3.5) (4.1) -21%
Ophthalmology 0.3 (1.5) (1.2) -19%
Trauma & Orthopaedics 0.8 (4.5) (3.8) -14%
Urology 2.2 (2.2) (0.1) 0%
Other surgery (inc breast, ent) 1.4 (3.1) (1.7) -12%
Adult Critical Care 0.4 (0.6) (0.2) -3%
Gynaecology 1.3 (1.1) 0.2 3%
Obstetrics 0.3 (2.4) (2.1) -14%
Paediatrics 2.8 (2.0) 0.9 7%
Community 2.0 (4.9) (2.9) -9%
Support Services (inc. pathology/ 
radiology/ pharmacy) 5.2 (0.6) 4.6 34%
Total 17.6 (38.5) (20.8)

Point of delivery

Overall 

Surplus/(Deficit) 

£m

Elective admissions (1.5)
Day cases 2.8
Non-elective admissions (12.5)
Out patients (6.6)
A&E attendances (4.0)
All other 0.9
Total (20.8)

128 of 214



7 

 
Diagram 2 – Key movements between 2017/18 and 2018/19 

 

5.2  In developing the 2018/19 financial plan, the Board of Directors rejected the offer of £10.7m 

Provider Sustainability Fund (PSF) to deliver a surplus of £2.0m.  The Trust would have needed 

to deliver a CIP of £40.3m (c14%) to achieve the required control total.  The Board felt that 

this level of saving could not have been enacted without deterioration in quality and safety 

 

5.3 Using the 2018/19 Final Operational Financial Plan as a foundation, the Trust has created a 

five year model which aligns to the reporting required for Greater Manchester Health and 

Social Partnership (GMH&SCP), where a “roll-up” of the ten localities is requested that 

incorporates Providers, Clinical Commissioning Groups (CCGs) and Local Authorities (LAs).  This 

is to compare the latest financial forecast versus the original £2bn gap analysis undertaken 

previously as part of the GM devolution strategic financial case. 

 

5.4 The Trust has used the NHSI national mandated planning assumptions in the development of 

the “do nothing” scenario.  The underlying assumptions that have been used to develop the 

model are presented in Table 5 below.   

 
Table 5 – Inflation and growth assumptions 

 

5.5 The headline financial forecast for the “do-nothing” scenario is summarised in Table 6 

overleaf. 

 

Expenditure inflators 2019/20 2020/21 2021/22 2022/23 2023/24

Clinical supplies & services 3.10% 3.10% 3.10% 3.10% 3.10%
Drugs 4.10% 4.10% 4.10% 4.10% 4.10%
Other non pay costs 1.90% 1.90% 1.90% 1.90% 1.90%
Pay inflation and incremental drift (pre pay award 18/19 finalisation) 1.60% 2.90% 2.90% 2.90% 2.90%

Indicative hospital activity model (IHAM) growth Published Published Estimated Estimated Estimated

A&E attendances 2.02% 2.11% 2.07% 2.07% 2.07%

Non elective 1.80% 2.00% 1.90% 1.90% 1.90%

Elective 1.70% 1.60% 1.65% 1.65% 1.65%

Out patients 3.50% 3.50% 3.50% 3.50% 3.50%
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Table 6 – Do nothing base model 

5.6 In developing the scenario, there are three assumptions that are subjective, all other 

assumptions such as the impact of Stockport Together have been agreed: 

a) The latest NHS Pay Deal has been fully assessed and analysed.  The assumption for 

planning purposes is that the increase in 2018/19 and beyond is fully funded and 

therefore assumed as being cost neutral in this model (this may change when final 

funding details emerge).  

b) Any activity growth costs the Trust approximately 14% more than the income based 

on our current rate of overall loss;  and 

c) The 2% CIP in 2018/19 and beyond is assumed to be delivered on a recurrent basis 

based on historical trends and outcomes of national reviews.   

 

5.7 As can be seen in Table 6, if the Trust only delivers 2% recurrent CIP (in line with all available 

historical national learning) the Trust financial deficit increases every year leading to a £51.5m 

deficit by 2022/23.  This level of financial performance is not sustainable and the Trust needs 

to enact strategies to mitigate the scale of the forecast losses.   

 

5.8 Given the experience of other Trusts in a similar position in recent years (once in a deficit 

position it can be stabilised but becomes persistent), it will be very challenging for the Trust to 

break even in the next 5 years unless there is a significant change in the economic operating 

context of the NHS for example enabling the Provider Sustainability Funding to be distributed 

on a more realistic basis.   

 

6. THE FIVE POINT FINANCIAL IMPROVEMENT STRATEGY  

 

It is clear that more of the same is not an option.  To take a pro-active approach the Trust has 

developed a Five-Point Financial Improvement Strategy that utilises all available information 

and knowledge to significantly improve the forecast.   The proposed improvements stem from 

addressing the drivers of the deficit described at in section 4. 

 

This strategy is being delivered as part of the Trustwide Clinical Services Efficiency Programme 

to drive clinical and organisation improvement not just reducing costs. This approach is being 

led by the Interim Chief Executive and is embedded in all Business Groups, with progress on 

each of the five initiatives reported directly to the Trust Board on a monthly basis.   

 

6.1 Objective 1 - Significantly reduce workforce costs and reliance upon non-substantive staff  

6.1.1 The Trust has struggled to recruit to key clinical posts across the Organisation, as have most 

other Trusts in the country. 

Category
2018/19 

(£'m)

2019/20 

(£'m)

2020/21 

(£'m)

2021/22 

(£'m)

2022/23 

(£'m)
Income 281.0 284.3 293.3 299.2 303.3

Expenditure (330.0) (328.1) (341.2) (352.3) (361.6)

Underlying Deficit (49.0) (43.8) (47.9) (53.1) (58.3)

Agreed Improvement 15.0

Assumed 2% Improvement 6.2 6.7 6.8 6.9

Forecast "Do Nothing" Deficit (34.0) (37.6) (41.2) (46.3) (51.4)
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6.1.2 The Trust has seen particular consultant gaps in areas such as Microbiology, Neuro Radiology, 

Cardiology, Respiratory and Histopathology where there are national shortages and the 

agency costs are significantly higher and in excess of the hourly rate set by NHSI.   

 

6.1.3 The Trust is experiencing significant shortfalls in Doctor training grade rotas across the Board 

and therefore needs to utilise costly agency staff, coupled with approximately 170 nursing and 

midwifery vacancies that are predominantly filled by bank staff. 

 

6.1.4 In order to address the issue, the Trust will undertake the following actions: 

 

i. Increase Retention – The Trust is currently experiencing staff retention rates of 

approximately 10%-12%, which is average nationally however the Trust is struggling to 

recruit to these vacancies.  The strategy involves:  

a) Increasing staff health and well-being, making staff more resilient and reduce 

the overall numbers of staff leaving taking up posts in less stressful roles; 

b) Develop better career progression prospects for staff either joining the hospital 

or have worked in the Trust for a considerable period.  The Trust retention rate 

is symptomatic of staff not being able to progress into more senior roles; 

c) To develop job enhancement and allow staff to experience and develop into 

other roles across the Trust.   

 

ii. Increase Recruitment – The Trust has struggled to recruit to individual posts and 

therefore may need to consider different approaches such as: 

a) Redevelop historically acute based services such as respiratory, cardiology and 

care for the elderly into more community focussed roles; 

b) Develop job share roles with tertiary centres and allow new recruits to spend 

some time in other Trusts; 

c) To give an overall focussed recruitment campaign recruiting significant number 

of posts to allow for a more flexible working pattern.   

 

iii. Redesign Traditional Job Roles – The Trust, like many other Providers, still have the 

historic medical and nursing model.  The Trust must focus upon the development of 

other staff groups to provide healthcare such as: 

a) develop more ANPs and Physician Associates for traditional Junior Doctor roles; 

b) better use of therapy staff to provide more generic nursing care; 

c) develop Trust based development programmes that take HCAs into more 

experienced care workers. 

 
6.1.5 The elements above must help solve the 7 day working programme and be an enabler to more 

safe and efficient care.   

 

6.1.6 If the Trust was to reduce the agency spend as percentage of total pay costs in line with 

another GM DGH (Bolton NHSFT) then the estimated savings could be £5.4m per year fully 

realisable in 2020/21. 
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6.2 Objective 2 – Drive all available opportunities in Model Hospital, CHKS and Reference 
Costs  
 

6.2.1 The Trust uses benchmarking information from services such as the Comparative Health 

Knowledge System (CHKS) to assess its financial opportunities.   

6.2.2 The Department of Health’s Model Hospital uses data from a variety of sources including 

Trust reference costs, annual accounts and the employee service records (ESR) to create a 

weighted activity unit (WAU) in order to compare every Trust in the country.  The data also 

looks at findings from the Getting it Right First Time reviews (GIRFT) of clinical specialities in 

order to identify areas of unwarranted clinical variation. 

6.2.3 We are embedding the Model Hospital approach throughout the Trust in order to challenge 

specialties to move from their current position to a different quartile or to average or to 

upper quartile; each specialties circumstances will be different. 

6.2.4 The Trust still shows a Potential Productivity Opportunity (PPO) of £21.8m opportunity in the 

presentation by NHSI North’s Operational and Productivity Team.  The main focus is 

regarding the pay costs per Weighted Activity Unit and the actions focussed in the 

Workforce Strategy could reduce this PPO to £16.4m.  The overall productivity improvement 

chart shows the potential within specialities from benchmarking nationally.  The results 

currently available show the following for the Trust: 

 
Table 7 – Model hospital opportunities June 2018 extract – 2016/17 reference costs 

6.2.5 Sustainable change will come from clinical engagement and leadership.  The Trust is 

developing a culture of improved quality of care through the leadership of the Chief Nurse 

and Director of Quality Governance.  Improvement in the use of resources and the reduction 

in unwarranted clinical variation in the Trust will need to formulated and delivered through 

focussed Clinical Service Reviews that have commenced in 2017-18. 

6.2.6 The indicative Model Hospital productivity opportunities broadly match the specialties which 

have the greatest deficit within the Trust.  
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6.2.7 When looking at the opportunities in the Model Hospital, the Trust has the opportunity to 

compare itself against all acute Trusts in the country or a specific peer group.  Based on 

Acute Trusts with a similar turnover and delivering similar District General Hospital (DGH) 

services, the Trust has agreed a peer group.    

6.2.8 The Trust has established a specialty review programme which is reviewing each of the 

specialties within the Trust in order to identify all the opportunities available, challenge the 

data available and agree an action plan including a financial opportunity. This rolling 

programme of specialty reviews and the resulting transformation initiatives ensures that 

there is a continuous improvement cycle.   

6.2.9 The results of the first set of service reviews have highlighted a number of opportunities 

which are being pursued as actions through the current CIP themes.  A summary can be 

shown in the following table: 

 
Table 7 – Matrix of opportunities through service reviews 

 
6.2.10 Whilst the majority of focus is on front line clinical services, the Model Hospital also directs 

users towards opportunities in clinical support services and corporate services.  The Trust is 
currently developing opportunities in: 

a) Shared corporate services with either the local authority or other NHS 
Organisations in Greater Manchester dependent upon fit; and 

b) Federated Pathology services to create resilience and sustainability. 
 

6.2.11 Through these means, the Trust must develop plans to develop approximately 4% cost 
improvement over the planning period which could deliver approximately an extra £6m per 
year. 
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6.3 Objective 3 - Deliver the Stockport Together Benefits  

6.3.1 In June 2017, the Board of Directors considered the Stockport Together Outline Business 

Cases and endorsed the development and implementation of new models of care.  This 

decision was made on the basis the new models of care will deliver significant financial 

savings to the Health and Social Care Economy.   

6.3.2 Since that date, the Health and Social Care Partners of Stockport Together (Partners) have 

been recruiting, mobilising and delivering parts of the new models of care.  In July 2018, the 

Partners have reassessed the Stockport Together Benefits following challenge from the 

Greater Manchester Health and Social Care Partnership Team (GMH&SCP) and the CQC.  

One of the factors in the financial modelling is the impact of activity growth especially in 

urgent care pathways.  Stockport is an outlier in GM and nationally and the cost of delivering 

the urgent care pathways is negatively impacting the Trust by £16.5m as presented in table 4 

above. The diagram below shows Stockport CCG’s comparative position.  

 
Diagram 3 – Stockport CCG Comparative Emergency Admissions 

6.3.3 The Trust will receive investment of £7.9m recurrently to deliver increased service provision 

in ambulatory care and neighbourhood services.   

6.3.4 The Stockport Together programme has a two-fold benefit to the Trust.  It negates activity 

growth which reduces the need for increased capacity at costs above tariff but it also begins 

to reduce the requirement for loss making services contributing a net saving £0.5m per year.   

6.3.5 The financial impact of achieving the refreshed benefits will require the Trust to contribute 
£2.4m and £2.3m in 2018/19 and 2019/20 respectively into the risk and gain share before 
receiving £2.0m and £3.6m in 2021/22 and 2022/23 respectively. 

 
6.3.6  The Trust is working closely with the Stockport Together partners to ensure that the 

programme is delivered its intended outcomes and that these are aligned to on-going Trust 
plans. 
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6.4 Objective 4 – Increase income opportunities through repatriation of planned day case and 
elective activities, increase births and contract discussion  

 
6.4.1 A recent review of Stockport CCG activity (2017-18) showed that a significant level of activity 

is being delivered at either an Independent Sector organisation or other Trust as per the 
table below: 
 

 
Table 9 – Analysis of Stockport CCG Activity 

6.4.2 Most of the activity undertaken at the Independent Sector Provider (IS Provider) will be low 

risk, low cost and high contribution activity.  A closer review shows that the majority of 

activities are in Ophthalmology (Cataracts), Orthopaedics (Minor Procedures) and General 

surgery (Hernia Operations) or Scoping Procedures.  Each activity is potentially financially 

advantageous for other Trusts. 

6.4.3 Activity at other NHS Providers is significantly more complex predominantly due to the 

specialist activity such as cancer treatment, heart surgery etc.  However the Trust needs to 

review referral patterns for non-specialist activity to undertake them at the Trust and aid the 

relative profitability. 

6.4.4 A recent review found that the Trust waiting times was not updated and accurate at the 

time that patients were making decisions under the patient choice option and therefore 

were choosing to be treated at the Independent Sector provider. 

6.4.5 If the Trust assumed that 50% of the work undertaken at the Independent Sector could be 

repatriated with an average tariff of £500 then the Trust could benefit from an injection of 

£1.7m per year however a fuller assessment is required to ascertain variable costs. 

6.4.6 With regards to Maternity Services, the Trust has the consultant and estate capacity to 

undertaken 4,000 births however at present the Trust is only delivering 3,300 as many would 

be mothers choose to have their children elsewhere.  If the Trust was able to attract 700 

births that had a financial contribution of 70% than the Trust would benefit by £1m per year.      

6.4.7 In both of these aspects, the Trust would benefit from making concerted effort to raise 
public and referrer awareness and confidence in the services offered by Stockport FT.  We 
are not intending to negatively impact CCGs but rather transfer available resources towards 
Stockport FT. 

 
6.4.8 The Trust continues to be penalised for readmission penalties and non-elective threshold 

adjustments as per the national contract to the value of approximately £4m each year.    
Local health and social care economies have decided to phase out these adjustments in 
return for assured contracts (block).  The Trust will aim to phase these adjustments out over 
the period. 

 
 

IS Provider NHS Provider

Daycases 6,324             11,112           

Elective Cases 570                 2,481             

Grand Total 6,894             13,593           
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6.5 Objective 5 – Exploit opportunities arising from Greater Manchester development and / or 
neighbouring Trusts  

6.5.1 There are a number of services across the Trust that are seen as well led and are able to 

provide services over a larger geographical footprint.  Whilst the GMH&SCP Theme 3 work 

may influence the overall strategy of where services develop, the Trust already has a 

number of highly regarded services that provides (will provide) services across a larger 

footprint such as services such as: 

a) General Surgery – preferred provider of emergency complex care for the population 

of the South East Sector and the High Peaks (currently a number of years behind 

plan) ; 

b) Urology Services – currently  provide Consultant led care across the South East 

Sector; 

c) Orthopaedic Services – currently the second largest provider in Greater Manchester. 

6.5.2 The Trust continues to engage with neighbouring Trusts to review all available opportunities 
to consolidate services to create resilience from a workforce and financial basis.    

   
 
7. FINANCIAL IMPACT OF THE IMPROVEMENT STRATEGIES 

7.1  As described in Section 2.4 above, the Trust has a sustainability challenge of £93m over the 

next five years.  The overall Five Point Improvement Plan will partially address the challenge 

and with the assumption that the £10.7m Provider Sustainability Fund (PSF) becomes 

recurrent in 2020/21.   

 

 
Table 10 – Net Impact of Improvement Strategy 

 

Category
2018/19 

(£'m)

2019/20 

(£'m)

2020/21 

(£'m)

2021/22 

(£'m)

2022/23 

(£'m)

Deficit before CIP (49.0) (43.9) (39.9) (28.0) (25.2)

Agreed Improvement 15.0

Recurrent shortfall (3.0)

Assumed 2% Improvement 6.2 6.7 6.8 6.9

Forecast "Do Nothing" Deficit (34.0) (40.7) (33.2) (21.2) (18.3)

Category
2018/19 

(£'m)

2019/20 

(£'m)

2020/21 

(£'m)

2021/22 

(£'m)

2022/23 

(£'m)

Budgetary Reductions 2.0

Improvement 1 - Workforce 1.8 1.8 1.8

Improvement 2 - Service Reviews 2.0 2.0 2.0

Improvement 3 - Stockport Together 0.5 2.0 1.6

Improvement 4 - Income Opportunities 2.2 2.2 2.2

Improvement 5 - Federation 5.0

Provider Sustainability Fund (PSF) 10.7

Total Improvement 0.0 8.0 17.2 8.0 6.6

Total Sustainability Plan 15.0 14.2 23.9 14.8 13.5

Revised Surplus / (Deficit) (34.0) (29.7) (16.1) (13.2) (11.7)
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7.2 It is important to note that there will be duplicating factors involved in trying to deliver the 

current improvements under the “Do Nothing” Scenario and the values attributed to the 

Improvement Plan.  The original assumption and the overall improvement strategy deliver 

approximately £70.4m (including the PSF) over the planning period and would approximately 

half the financial deficit.   

 

7.3 The Prime Minister has also announced 3.6% real growth which may have a positive impact on 

the underlying deficit.  At present, the Trust has to find savings to meet inflationary pressures 

of £10m per year.   

 

 

8. DELIVERY RESOURCES AND MECHANISM 

8.1 In order to support the development of transformation change, the Trust has made significant 

investment in the supporting infrastructure at the Trust.  It is important that the Trust 

develops the necessary culture of clinical transformation that will implement the scale of 

change that has been highlighted above.  

8.2 The Trust is implementing a Clinical Services Efficiency Programme managed by the Deputy 

COO to ensure delivery of the elements outlined in this strategy.   

8.4 The Clinical Services Efficiency Programme is aligned to the development of the Trust Strategy, 

intended to meet the need for sustainability of services and driven by use of benchmarking 

and best practice data.   The Programme will have Model Hospital metrics at its heart meaning 

we are directly linking our improvement actions to our Use of Resources assessment and 

aligning the metrics to our Business As Usual performance. 

8.3 The Clinical Services Efficiency Programme builds on the work already underway with AQUA to 

embed the Quality Improvement methodology across the organisation. This is essential to the 

long term sustainability of our services and the clinical engagement required to maintain 

them.  The Programme will be supported by the introduction of the QI Faculty, working to 

build the Quality Improvement capacity and capability across the Trust. In addition, the 

programme will be supported by the improved co-ordination and collaboration of existing 

Corporate Support Functions. 

8.5 As outlined in the introduction to this strategy 5% annual efficiency is very ambitious 

therefore it is vital that the appropriate capacity is available to ensure the named accountable 

Directors and the Chief Executive have confidence that the necessary transformation is being 

delivered to assure the Board and enhance the reputation of the Trust as being well lead.  

 

9. KEY INFLUENCING FACTORS OF RISK AND OPPORTUNITY TO THE STRATEGY 

 
9.1 There are a number of key internal influencing factors of risk and opportunity that need to be 

considered:   

137 of 214



16 

a) Operational Performance – The single biggest issue facing the Trust is that Stockport FT 

has not delivered the 95% Emergency Department target since 2013, and is a significant 

focus for NHSI regulators.  RTT and cancer performance has become more challenging 

therefore require immediate improvement as well as longer term transformation; 

 

b) Care Quality Commission – Requires Improvement Rating – Linked to the above, the 

Trust has a Requires Improvement Rating following unannounced visits in 2016 and 

2017.  The Trust has had its Well-Led and Use of Resources Assessments and is awaiting 

the outcome at the end of November.   .    

 

c) Workforce - The greatest challenge to the Trust is to have sufficient workforce in order 

to be able to deliver its priorities.     The Trust has non-substantive staffing costs 

equivalent to 12% of pay costs.  This does not include the substantial level of activity 

undertaken using waiting list initiatives.  If included, the Trust reliance on non-

substantive workforce costs would rise to 26%.  The Government has asked businesses 

to plan for the impact of exiting the European Union however this is risk that had yet to 

be assessed. 

 

d) Condition of the Trust’s Estate and IM&T Infrastructure - The current condition of the 

Trust’s estate and IM&T Infrastructure requires improvement and the development of 

these supporting strategies will focus upon a reduction the overall footprint, reduce 

utility usage and support efficient working practices.  The Trust is continuing to develop 

the acute and community Electronic Patient Record (EPR) as an enabler to delivery safe 

and efficient care.  Furthermore, the Trust has submitted bids to the Department of 

Health for Urgent Care monies however due to restricted investment funds, the safest 

option to raise funds is to request investment from the Independent Trust Financing 

Facility (ITFF) on the premise that land can be freed up to develop social low cost or key 

worker housing. 

 

e) Commissioning Landscape - There is on-going change in the commissioning landscape 

with Clinical Commissioning Groups and Local Authorities creating Joint Strategic 

Commissioning Boards and devolving “tactical” commissioning to Providers.  The Trust 

should see this development as an opportunity to influence the patient pathways for the 

future. 
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Report to: Board of Directors Date: 29 November 2018 

Subject: Update on the Procurement Implications of Brexit 

Report of: Director of Finance Prepared by: Head of Procurement 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

----- 
 

 

Summary of Report 
 
The purpose of this report is to provide an update to the Board of 
Directors on the on the risk assessments being undertaken on the 
supply of goods and services in the event of a no-deal Brexit. 
 
 
 
 

Board Assurance 
Framework ref: 

----- 

CQC Registration 
Standards ref: 

----- 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

 

Attachments: 

 

 

 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Assurance 

Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

 

 

1.2 
 

 

The purpose of this report is to provide an update to the Board of Directors on the risk 

assessments currently being undertaken across the Trust supplier base. A number of 

suppliers that are critical to the NHS nationally are being risk assessed by the Department 

of Health and Social Care (DHSC).  

 

At the time of writing this report we are still awaiting guidance on the impact of UK stocks. 

 

2. BACKGROUND 

 

2.1 

 

 

 

2.2 

 

 

2.3 

 

 

 

 

2.4 

 

 

 

2.5 

 

 

The DHSC has been developing plans for a no-deal exit from the EU for some time; a no-

deal scenario may have an impact on the provision of goods and services being supplied in a 

timely manner thereby causing a disruption to the provision of healthcare. 

 

The planning undertaken by the DHSC has led to the creation of the Self-assessment 

Methodology which Trusts are required to complete.  

 

Trusts are expected to carry out a review of procurement spend to identify those suppliers 

who are deemed to be at high risk and then to perform a deep dive analysis. Two routes 

have been identified by the DHSC, the first, ‘Route A’ is for suppliers covered by formal 

contract arrangements and the second, ‘Route B’ is for all other non-pay spend. 

 

A deadline of the 30th November 2018 has been set for the results of the deep dive and 

proposed mitigation strategies to be returned to the DHSC.  The returns will be submitted 

to the DHSC through a dedicated email address. 

 

For information, the blank questionnaire template is attached – see Appendix 1 

  

3. CURRENT SITUATION 

 

3.1 

 

 

3.2 

 

 

 

The ‘Route A’ process is applicable to 119 suppliers with a further 266 suppliers having to 

be assessed via the ‘Route B’ process.  

 

The ‘Route A’ list of suppliers has been split between the procurement team who are 

currently collating the required data. 

 

4. RISK & ASSURANCE 

 

4.1 

 

 

 

 

 

 

There are a number of risks associated with this piece of work: 

 The scale of the requirement is having a significant impact on procurement staff 

time and consequently Business as Usual contractual work will be affected in the 

short term. 

 There will be a reduction in opportunities to identify savings in the short term. 

 There is potential risk that not all of the work will be completed by the deadline set 

by the DHSC. 
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4.2 

 

 

 

4.3 

 

 

 

4.4 

As far as possible the Procurement team is splitting their time between savings 

identification/realisation, contract awards/contract review meetings and the Brexit supply 

chain risk assessment thereby ensuring that some progress is made against the three areas. 

 

As there is insufficient time to complete the risk analysis of the ‘Route B’ suppliers those 

that are deemed to be the most critical will be prioritised with the remainder following at a 

later date. 

 

Work to risk assess all of the suppliers will continue after the DHSC deadline has passed. 

 

 

5. CONCLUSION 

 

5.1 

 

 

Whilst this is a large piece of work to undertake it will provide assurance to the Trust that 

our mitigation strategies for relevant suppliers is as robust as it can be.  A further update 

will be provided at the Board of Director ahead of the 30th November deadline. 

 

6. RECOMMENDATIONS 

 

6.1 The Board of Directors is asked to note the contents of this report. 
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APPENDIX A – SUPPLIER ASSESSMENT QUESTIONAIRE  

 

 

Ref #
Organisation
Contract Owner
Contract Title
Contract Description
Supplier

Contract Expiry: 
If this contract is due to expire before the 29th March 2019, is there a requirement to continue 
the delivery of goods/services post this date?  

UK borders:

How impacted would the contract be by a change in the customs arrangements for supply 
routes via UK border crossings?  

(e.g. does it rely on ‘just-in-time’ deliveries via a UK port – and is the supplier liable for paying 

service credits in the case of delayed deliveries?))

Customs Tariffs:

How impacted would the contract be by a change in customs tariffs between the UK and EU? 

(e.g. are products manufactured in the EU  or the UK – and, if in the EU, who is currently 

contractually responsible for the higher cost should tariff barriers be raised?))

Economic:

How impacted would the contract be by changes in the value of sterling? 

(e.g. who owns the currency risk – and are any exchange rates referenced in the contract tied 

to the date of the contract’s signature)

Finance:

How impacted would the contract be by disruptions to the flow of funding between the UK and 
EU? 

(e.g. transactions to and from EU bank accounts)

Data:
How impacted would the contract be if data could no longer be stored/processed in the EU? 

(e.g. back office contract based in a EU country, or data stored in a data centre in the EU)

Human Resources:

How impacted would the contract be by a more restrictive immigration regime?(?

(e.g. in the case where delivery of the contract is dependent to some degree on EU nationals 
working in the UK )

Regulation: 

Excluding the EU procurement directives, does the contract rely on specific regulations from 
the EU in order to specify the services/goods being delivered? 

If yes, please outline which regulations in the comments box 

Supply Market: 

Is there a competitive market for the goods/services being provided under this contract and are 
there substitute products/services that could be procured? 

If yes, please outline an estimate of the time needed to switch between suppliers in the 
comments box 

Public Facing: 
Do the general public directly interact with the provider of the goods/services in this contract? 

(e.g. call centre services) 

Volume Changes:
Will an EU Exit significantly increase the demand volume on the services being provided?

(e.g. increase in call volumes)? 

Supplier:

Would the supplier be able to meet its contractual commitments in the event of a ‘No Deal’ EU 

Exit? 

Contract Changes:

Will you need to make substantial changes or variations to the contract terms or specification 
as a direct result of EU Exit? 

(A “substantial change” is one that materially changes the nature or character of the contract.  

It does not include minor changes in volume or scope e.g. the development of new IT 
functionality outside of the initial scope of the procurement)
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Report to: Board of Directors  Date of Meeting:  29 November 2018 

Subject: Strategic Staffing Review Report 

Report of: 
Chief Nurse & Director of Quality 

Governance  

Prepared by: 

Deputy Chief 

nurse 
 

REPORT FOR INFORMATION / ASSURANCE 

Corporate 
objective  
ref: 

SO2, 2a.2b,  
6d 

 

Summary of Report 
 

This report provides the People and Performance Committee and 
the Board of Directors with a comprehensive update on nurse and 
midwifery staffing on the ward areas within the Trust. The report 
includes an overview of the current staffing position across the 
wards based on the results of planned six monthly acuity 
assessments and establishment reviews undertaken in July, August 
and September 2018. 
 
The report is grounded in the need to ensure safe nurse staffing and 

midwifery levels 

The Board of Directors is asked to: 

Note the work undertaken in relation to assurance of safe staffing 

across the wards as identified in this Strategic Staffing Review. 

Note and support the actions to be undertaken following the 

staffing reviews in Q2/3 2018.  

Support the recommendation that registered nurse levels needs to 

be subject to continued scrutiny and that any incremental 

investment is to be made in line with recommendations that must 

follow Trust governance processes.   

Board Assurance 
Framework ref: 

SO2, SO3 
SO5, SO6 

CQC Registration 
Standards ref: 

Regulation 12,18 

Equality Impact 
Assessment: 

 Completed 
 

 Not required 

Attachments:  None 
 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

 Other  
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Strategic Staffing Review Report November 2018 
 
This report provides the Board of Directors with a comprehensive update on nurse and 
midwifery staffing on the ward areas within the Trust. The report includes an overview of the 
current staffing position across the wards based on the results of planned six monthly acuity 
assessments and establishment reviews undertaken in July, August and September 2018. 
 
The report is grounded in the need to ensure safe nurse staffing and midwifery levels and 
has been reinforced through the following publications / resources: 
 

 National Quality Board - Safe, sustainable and productive staffing. An improvement 
resource for adult inpatient wards in acute hospitals. 2016 (2017 approved) 



 Hard Truths – The Journey to Putting Patients First ‘Hear the patient, speak the 
truth and act with compassion’. Published by the Department of Health 2014 

 
 National Quality Board report – How to ensure the right people, with the right skills, 

are in the right place at the right time. Published by NHS England. 2013 
 

 The Model Hospital Portal - a new digital information service provided by NHS 
Improvement to support the NHS to identify and realise productivity opportunities; 
key nursing information is contained within the portal. 
https://improvement.nhs.uk/news-alerts/updates-model-hospital/ 
 

 National Quality Board report- Safe, sustainable and productive staffing. An 
improvement resource for the district nursing service. Edition 1 2018 
 

1. Executive Summary 

This paper provides the required assurance that Stockport NHS Foundation Trust plans 
safe nurse staffing levels and that there are appropriate systems in place to manage the 
demand for nursing staff.  This includes all in-patient ward areas, including maternity, 
paediatrics, theatres, emergency department and community. In order to provide greater 
transparency the paper provides detail of the first Strategic Staffing Review undertaken in 
line with the National Quality Boards requirement of December 2016 to review nurse 
staffing as a quality and performance measures and details the patient acuity data from 
June 2018. 
 
Stockport NHS Foundation Trust Board reviews safe staffing levels every month via the 
Monthly Safe Staffing Report which includes monthly fill rates, and actions taken to address 
shortfalls.  From May 2018 (with April data), the Board of Directors have received data and 
analysis relating to safe staffing within the Integrated Performance Report.  This includes 
triangulation with indicators from the monthly point prevalence indicators within the Safety 
Thermometer. 
 
The ‘Hard Truths Commitments Regarding the Publishing of Staffing Data’ (Care Quality 
Commission, March 2014) states ‘data alone cannot assure anyone that safe care is being 
delivered. However research demonstrates that staffing levels are linked to the safety of 
care and that fewer staff increases the risks of patient safety incidents occurring.’ In order 
to assure the Board of safe staffing on wards this report summarises a range of information 
including: 
 
Acuity and dependency data 
Skill Mix 
Nurse to bed ratio 

146 of 214

https://improvement.nhs.uk/news-alerts/updates-model-hospital/


 
 

Page 3 of 22 
 

Incidence of pressure ulcers 
Incidence of falls 
Incidence of medication incidents 
Incidence of complaints relating to nursing care 
The Friends & Family Test results 

2a. National Quality Board Safe, Sustainable and Productive Staffing 
summary 

The Safe, Sustainable and Productive Staffing resource (SSPS) resource describes that 
the key to high quality care for all is our ability to deliver services that are sustainable and 
well led. For nurse staffing, this means continuing our focus on planning and delivering 
services in ways that both improve quality and reduce avoidable costs, underpinned by the 
following three principles set out in the SSPS document: 
 
Right care 
Minimising avoidable harm 
Maximising the value of available resource 
 
The paper reports on the bi-annual acuity and dependency reviews and the in-depth 
reviews during July, August and September 2018, to the ‘Safe Sustainable and Productive 
Staffing’ (SSPS) document, published by the National Quality Board. The document aims to 
support NHS Providers to deliver the right staff, with the right skills in the right place at the 
right time and builds on previous guidance. 
 
A proforma was developed (see Appendix 1) which took into account the detailed 
requirements of the NQB guidance, and was used to provide a 360 degree review of wards 
and overnight clinical areas, including the Emergency Department. Between July and 
September 2018, 32 separate staffing reviews took place with the Ward 
Manager/Department Manager, Matron and Associate Nurse Director for each clinical area.   
 
Each Ward Manager spent time analysing their individual information, and presenting their 
findings and recommendations during their own two hour staffing review.  The reviews were 
led by the Chief Nurse and Deputy Chief Nurse.  The Business Group Accountants and 
Human Resource Advisors were in attendance and provided business intelligence, the 
Corporate Lead Nurse for Workforce and the Director of Workforce and Organisational 
Development attended reviews to assist.   
 
In line with the NQB recommendations, the reviews took account in each ward/department 
of the following: 
 
Bed occupancy rates 
Ward attenders / outpatient attendance 
Total budgeted establishment 
WTE based on June 2018 acuity and dependency 
Ward based registered nurses 
Ward based HCAs 
Skill mix 
WTE per bed 
RN ratio per bed Mon-Fri 
RN ratio per bed Sat/Sun 
RN ratio per bed nights 
 Care Hours per Patient Day (Average number of actual nursing care hours spent with 

each patient per day - all nursing including support staff). 

Medical Staff 
Allied Health Professionals 

147 of 214



 
 

Page 4 of 22 
 

Pharmacy staff (including medication administration) 
Advanced Nurse Practitioners / Clinical Nurse Specialists 
Assistant Practitioners 
Technicians 
Ward Clerk 
Housekeeper 
Hostess / Support Staff 
Phlebotomy 

2b. Background to assuring safer caseloads in district nursing. 

Patients cared for by the district nursing service, often have complex care needs. The care 
environment adds to that complexity. The reference for the community is to safe caseloads 
rather than safe staffing as this is a better reflection of determining the required staffing 
levels.  A variety of caseload management tools exist and as a result the benchmarking 
across services is challenging. The district nurses at Stockport NHS Foundation Trust 
developed a tool which captured their case loading activity.   

Actions to be taken for all areas as a result of the findings of the review are presented 
in a later section. 

3. Background to assuring safe staffing levels on acute wards 

In 2001 the Audit Commission recommended that establishment setting, regardless of the 
method, must be simple, transparent, integrated, benchmarked and linked to ward 
outcomes. 

NICE Guidance in July 2014 (NICE Guidance: Safe Staffing for nurses in adult in-patient 
wards SG1) described that there is no single nursing staff-to-patient ratio that can be 
applied across the whole range of wards to safely meet patients' nursing needs.  
 
Each ward has to determine its nursing staff requirements to ensure safe patient care. The 
guideline made recommendations about the factors that should be systematically assessed 
at ward level to determine the nursing staff establishment. It recommends on-the-day 
assessments of nursing staff requirements to ensure that the nursing needs of individual 
patients are met throughout a 24-hour period. 
 
Further guidance published in 2015 (Safer Nursing Care Tool: Shelford Group) described 
an evidence based tool that enables nurses to assess patient acuity and dependency, 
incorporating a staffing multiplier to ensure that nursing establishments reflect patient 
needs in acuity/dependency terms. At Stockport NHS FT, we have utilised this model which 
measures patient dependency and is then supported by the professional judgement of the 
senior nursing leaders.    
 
The Trust adopted this tool in 2014 in recognition of its’ sensitivity and ability to provide 
information based on actual patient needs as opposed to averages and bed ratios and that 
this information could be aligned to other patient experience, safety and outcome data.  
However, this report is the first that has triangulated the data from acuity, dependency and 
a range of patient and staff outcomes over time.  
 
In addition, our establishments meet the need to have built within them uplifts that enable 
the compliment of staff to absorb annual leave, short term sickness and study leave without 
the need to use temporary staff. The Trust’s ward budgets are uplifted as below in Table 1 
to support training, annual leave and sickness.   
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Registered Nurses % uplift to provide cover Health Care Assistants %uplift to provide cover 
Annual Leave 11.41% Annual Leave 11.34% 

Training 2.7% Training 1% 

Bank Holidays 2.07% Bank Holidays 3.07% 

Sickness 3.5% Sickness 3.5% 
Table 1 Ward Budget uplifts 
 

4. Current staffing position across wards based on results of acuity 
assessment 

 
4.1.1 Adults 
We have looked at the results of the acuity data undertaken in June 2018 and triangulated 
this data as previously described. As always, it is important that data must be 
considered over time due to changing acuity and season variation in activity. 
 
The WTE (whole time equivalent) multiplier attributed to each level of care is as below in 
Table 2: 
 
 
Level of care:  Each patient is assessed as to their ‘level’ 

 
WTE 

0 
patient requires hospitalisation 
needs met b provision of normal ward cares 
 

0.99 

1a 
Acutely ill patients requiring intervention or those who are UNSTABLE with a 
GREATER POTENTIAL to deteriorate 

1.39 

1b 
Patients who are in a STABLE condition but are dependent on nursing care to meet 
most or all of the activities of daily living 

1.72 

2 
May be managed within clearly identified, designated beds, resources with the 
required expertise and staffing level OR may require transfer to a dedicated Level 2 
facility / unit 

1.97 

Table 2: Acuity and dependency multipliers. 
 
4.1.2 Paediatrics 
The senior nursing team within Paediatrics has developed an approach to assessing 
nursing requirements in children’s in-patient areas, using a modified version of the Shelford 
tool, in the absence of an agreed national model. Acuity and dependency has been 
measured during June 2018.   
 
4.1.3 Maternity 

Birthrate Plus (BR+) is a framework for workforce planning and strategic decision-making   
that has been used within UK maternity units since 1988. 
 
The principles underpinning the BR+ methodology are consistent with the 
recommendations in the NICE safe staffing guideline for midwives in maternity settings, 
and have been endorsed by the Royal College of Midwives (RCM) and the Royal College 
of Obstetricians and Gynaecologists (RCOG). 
 
BR+ measures the workload for midwives arising from the needs of women, from 
admission to the labour ward. The tool identifies the establishment required to care for 
women based on a minimum standard of providing one-to-one midwifery care throughout 
established labour. 
 

149 of 214



 
 

Page 6 of 22 
 

Birthrate Plus methodology was applied to the number of annual births and activity that 
occurred during the period and suggested ratios for safe practice standards were applied. 

The report suggested that the Registered Midwifery funded establishment should be 127.74 
WTE and highlighted that additional staffing resources were required in Antenatal Clinic, 
Delivery Suite and Ward M2. 
 
The current funded position for midwifery staffing is 114.98 WTE with a deficit of 12.76 
WTE midwives. This deficit must be considered along with the recommendations and 
subject to the Trust governance processes. 
 
 

Acuity results by Business Group 
 
4.2.1 Medicine and Clinical Support Services Business Group 
 
Medicine and Clinical Support Services Business Group Acuity Data is detailed below 
following June 2018 assessment 
 
 Funded 

Establishment 
(WTE staff 
providing 
clinical care) 

Safer Nursing 
Care Tool 
(WTE) Acuity 
assessment 

June 2018 460.45 (realignments of 
establishments due to 
reconfiguration 
programme in medicine)  

469.20* 

December 2017 472.44 472.01 
CCU and Devonshire Ward included, where the acuity tool 
can be unreliable and have underestimated staffing 
requirements by approx. 20WTE  

June 2017 470.84 Information available, but not appropriate to 
include as wards have changed specialty, 
location and number of beds. 

 
The acuity data collected in June 2018 shows a deficit of 8.75 WTE overall relating to 
acuity and dependency. The professional judgement of the senior nursing team is that, 
whilst in the majority of the wards, there is sufficient staffing establishment following 
previous investment supported by the Board of Directors, some areas do require 
investment. Reconfiguration of two areas that equate to 9.42 WTE of the under 
establishment* are planned in the business group in the current financial year to address 
deficits in 2 key areas. 
 
4.2.2 Surgery, Gastrointestinal (GI) and Critical Care Business Group 
Surgery, GI and Critical Care Business Group Acuity Data is detailed below following June 
2018 assessment 
 
 Funded 

Establishment 
(WTE staff 
providing 
clinical care) 

Safer Nursing 
Care Tool 
(WTE) Acuity 
assessment 

June 2018 302.63*(Funded 
establishment reduced as bed 
reduction since  last audit in 
Trauma and Orthopaedics 
and urology)  

259.09* (*36.54 WTE above establishment equates to 
ICU) 

December 2017 319.63 303.87 
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June 2017 315.99 Information available, but not appropriate 
to include as wards have changed 
specialty, location and number of beds. 

 
The acuity data collected in June 2018 shows a positive position in staffing relating to 
acuity and dependency overall. The professional judgement of the senior nursing team is 
that, for the majority of the wards, there is sufficient staffing establishment following 
previous investment supported by the Board.  
 
As part of the fractured neck of femur pathway work, the business group have moved M4 to 
D2 to enable a trauma and orthopaedic unit collocated with D1. This has led to a reduction 
in 6 beds. Elective orthopaedic unit has now relocated to M4 with an additional 2 beds. The 
total reduction of beds equates to 4.  
 
4.2.3 Integrated Care Business Group  

Integrated Care Business Group Acuity Data is detailed below following June 2018 
assessment 
 
 Funded 

Establishment 
(WTE staff 
providing 
clinical care) 

Safer Nursing 
Care Tool 
(WTE) Acuity 
assessment 

June 2018 118.48 AMU SSOP 
(plus 138.71 Emergency 
Department total 257.19 wte) 

104.25 AMU and Short stay for older people 
acuity only. Acuity and dependency tools are 
not specific to emergency areas, therefore 
professional judgement and assessment of a 
range of patient outcomes is utilised.  

December 2017 280.85 (uplifted WTE for 
winter pressures Emergency 
Department)  

Acuity and Dependency tools are not 
specific to acute medicine or emergency 
areas, therefore professional judgement 
and assessment of a range of patient 
outcomes is utilised 

June 2017 241.60 Acuity and Dependency tools are not 
specific to acute medicine or emergency 
areas, therefore professional judgement 
and assessment of a range of patient 
outcomes is utilised 

 
The professional judgement of the senior nursing team is that, following significant 
investment in staffing there is sufficient staffing establishment as a result of previous 
investment supported by the Board.  
 
4.2.3 Women’s, Children’s and Diagnostic Services Business Group 
 
Women’s, Children’s and Diagnostic Services Acuity Data is detailed below following June 
2018 assessment 
 
Women’s Health Acuity 
 
 Funded 

Establishment 
(WTE staff 
providing 
clinical care) 

Safer Nursing 
Care Tool 
(WTE) Acuity 
assessment 

June 2018 15.73 10.80 (Jasmine ward only additional WTE to 
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support gynaecology  assessment area)  
December 2017 18.08 Acuity and Dependency tools are not 

specific to assessment areas that include 
both clinic areas and in-patient beds. 
Therefore professional judgement and 
assessment of a range of patient 
outcomes is utilised 

June 2017 18.08 Acuity and Dependency tools are not 
specific to assessment areas that include 
both clinic areas and in-patient beds. 
Therefore professional judgement and 
assessment of a range of patient 
outcomes is utilised 

 
 The professional judgement of the senior nursing team is that there is sufficient staffing 
establishment within Jasmine Ward.  
 
Paediatric Acuity 
The new senior nursing team have developed the methodology by which professional 
judgement, acuity and dependency, staff and patient outcomes can be assessed.  This is 
the paediatric Shelford tool and was completed for the first time in June 2018. The senior 
nursing team has highlighted a discrepancy in the number of patients captured via the tool 
as the ward does not currently record all patients’ attendances. Additionally the acuity tool 
does not collect the HDU or assessment areas and therefore the data cannot be reliably 
interpreted at the current time. The senior nursing team are confident that the staffing levels 
are safe.  
 
 Funded 

Establishment 
(WTE staff 
providing 
clinical care) 

Shelford Tool- Acuity Assessment  

June 2018 36.02 31.00 
 
 
Maternity  
The Intrapartum Acuity Tool provides an objective assessment of the complexity and risk of 
women during Intrapartum care, in order to calculate the number of midwives required to 
achieve the agreed staffing standard of one midwife to one woman during labour and 
delivery. Labour Ward calculate the acuity for the High Risk (HR Acuity) area alone and for 
the Labour Ward Suite (Escalation Acuity) every 4hrs, using the escalation guideline to 
manage risk in real time. 
 
High Risk Acuity (Includes High risk labour rooms, theatre, Induction of Labour suite and 
Triage) 
 
Escalation Acuity - Includes all above and Midwifery Led Unit. The aim is to pro-actively 
manage the workload and staffing to achieve a positive acuity, which equals a safe 
standard of care. 
 

June 2018 Acuity needs met or exceeded 64% of time 
February 2018 Acuity needs met or exceeded 69% of time 
October 2017 Acuity needs met or exceeded 77% of time 
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These figures show that adequate measures were put in place to maintain safe staffing on 
the labour ward areas. 
 
 
 

2. Establishment and Strategic Staffing Reviews – agreed actions 
 
The nursing actions following the establishment reviews undertaken in July, August and 
September 2018 Strategic Staffing Reviews are as follows: 
 

2.1 Medicine and Clinical Services Business Group  
 

Ward Agreed Business Group Actions 

A3 and CCU Ward attenders must be captured as activity 
 
Devise and acuity tool for CCU 
 
Review supernummary time for ward manger 
 
Transformation plans for the heart care unit 
 

A10 Develop housekeeper role 
 
Share ward welcome pack across all ward mangers 
 
Ward identified as ideal for nurse associates.  
 

A11 Ensure staffing on the quality boards are up to date 
 
Use the ward quality metrics to promote quality improvements 
 

A12 Introduce the twilight shift 
 
Physiotherapist attendance at whiteboard rounds 
 

B4 Recommend funding 0.6 to enable the Ward Manager to work in 
supervisory role (currently none in place) 
 
Ward identified as ideal for nurse associates.  
 
Develop housekeeper role 
 

B6 Increase volunteers to the ward 
 
Develop learning disability nurse role 
 
Ward identified as ideal for nurse associates.  
  

Bluebell Explore ensuring a twilight HCA shift – review at next Strategic Staffing 
Review in June 2018 
 
Progress the case to increase HCA staffing 

C4 Fund 0.6 Ward Manager Supervisory time 
 
Introduce the twilight shift 
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Review health roster management 
 
To report staffing incident via the incident reporting system 
 
Progress NIV training and action plan 
 
Progress tracheotomy ward model 

E1 Ward identified as ideal for nurse associates 
 
Develop bespoke nursing recruitment campaign 
 
Reaudit for student placements 
 
Scope additional band 6 post 
 

E2 Recommend an additional Registered Nurse on Twilight shift 
 
Recommend an additional Health Care Assistant on Twilight shift 
 
Develop plans toward employing RMN or LD registered nurses (to be 
within current establishment) 
 
Ward identified as ideal for nurse associates 
 
Scope the activity coordinator role 
 

E3 Recommend an additional Registered Nurse on Twilight shift 
 
Recommend an additional Health Care Assistant on Twilight shift 
 
Develop plans toward employing RMN or LD registered nurses (to be 
within current establishment) 
 
Ward identified as ideal for nurse associates 
 
Scope the activity coordinator role 
 

Devonshire Take part in AQUA project for length of stay 
 
Develop a full time supervisory role within the budget 
 
Develop housekeeper role 
 
*NB please note the separate review of the Devonshire currently being undertaken.  

 

Outpatients  Supervisory time for unit managers 
 
Succession planning and leadership development for band 6 and 7’s  
 
Review health roster management 
 
Develop safety huddle process 
 
Develop housekeeper role 
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Review staffing across outpatients including activity and room usage 
 
Progress plaster room technician role 
 
Roll out Bookwise across all outpatient areas  
 
Quality and safety boards to be progressed 
 

 
 
5.2 Surgery, GI and Critical Care Business Group 


Ward Agreed Business Group Actions 

A1 
 

Review phlebotomy service across Business Group 
 
Review health roster management 
 
Await the outcome of Establishment Genie review 

B3 
 

Review the use of the shift co-ordinators responsibility check list – as 
part of AQuA Quality Initiative 
 
Review the staffing establishments based upon acuity and dependency 
 
 

C6 
 
 

Increase use of volunteers on the ward 
 
Review health roster management 
 
 

D1 
 

Review health roster management 
 
 

D2*change of 

ward function 
 
 

Review of ward staffing levels in view of ward change of function 
 
Review health roster management 
 

D5 Review health roster management 
 
Consider succession plan for the ward 
 
Review nurse led discharge criteria 

D6 
 

Review of ward staffing levels 
 
Review health roster management 
 
Improve discipline in recording accurate reasons for booking temporary 
staffing 
 

ICU 
 

Consider ICU matron role 
 
Deep dive in to sickness/absence 
 
Develop acuity and dependency tool for ICU 
 

Theatres Develop clinical lead practice role 
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Consider contingency plan for maternity theatres 
 
Develop bespoke nursing recruitment campaign 
 

M4*change of 

ward function 
 

Review health roster management 
 
Re-run acuity and dependency in January 2019  
 

SAU 
 

Review methods by which acuity and dependency may be more 
meaningfully adopted in assessment areas 
 
Review health roster management 
 
Progress work to ensure staff are allocated breaks  

SSU Review health roster management 
 
To take part in Establishment Genie pilot  
 
 
Review nurse led discharge criteria 





5.3 Integrated Care Business Group 


Ward Agreed Business Group Actions 

Acute 
Medical Unit 
 

Develop training and competency assessments 
 
HR training for the  band 6/7’s 
 
To scope the ward tracker role 
 

Ambulatory 
Care Unit 
  
 

Recruit to vacancy 
 
Develop/adapt an acuity and dependency tool for use in assessment 
area 
 

Emergency 
Department 
 
 

Develop role of ward clerk in Clinical Decisions Unit (CDU) 
 
Progress trial of new documentation in CDU 
 
Increase number of volunteers 
 
Develop the commander role to be ‘in charge’ 
 
Meet with corporate workforce lead to look at ‘Establishment Genie’ 

Short Stay 
for Older 
People 
 

Recruit to vacancies 
 
Increase reporting of incidents, particularly staffing incidents 
 

Community 
district 
nursing 
teams 

Develop the standards for the ward accreditation for the community 
setting 
 
Explore opportunities for standardisation of documentation with 
consideration for a task and finish group for nursing records 
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Give consideration to the KPI’s for the community setting 
 
Scope the opportunities with the safeguarding team for the IDVA 
service 
 
Review the falls training and scope the ‘Steady in Stockport’ provision 
for community staff 
 



 
 
5.4 Women, Children’s and Diagnostic Services Business Group 


Ward Agreed Business Group Actions 

Jasmine 
Ward 

Staff breaks to be supported 
 
Undergoing establishment genie review of staffing model 
 
Review of staffing to support the weekend cover 
 

Maternity 
services 

Progress the development of PROMPT training 
 
Review health roster management 
 
Develop deputy ward manager role 
 
Perform a deep dive for all babies readmitted  
 
Progress midwifery led discharge as part of the AQUA project 
 
Review pharmacy support 
 
Review of mentorship and preceptorship programme 
 
Review and develop a rotation programme for staff 
 

Paediatrics 
 

Recording of all patients including ward attender to capture activity 
 
Review health roster management 
 
Succession planning programmes for band 6 and 7’s 
 

Neonatal unit Develop a supernummary shift leader 
 
Review the non-registered staffing establishment 
 

 
3. Vacancies 

 
As of 30 September 2018, the Trust has 181 WTE vacancies, which is an improvement on 
figures reported in January 2018 of 200 WTE. 
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Current Registered Nurse and Registered Midwife vacancies by Business Group are as 
below: (please note that this is ALL registered RN and RM staff and not just those working 
in in-patient areas) 
 
Medicine and Clinical Support BG   62.98 RN vacancies 
 
Integrated Care BG     79.59 RN vacancies 
 
Surgery, Gastro-enterology and Critical Care BG 23.33 RN vacancies 
 
Women Children and Diagnostics BG  9.03 RN / RM vacancies 
 
Corporate Services     6.51 RN vacancies 
 
It is recognised nationally that there is a shortage of registered nurses and that most care 
organisations are facing the same challenges in filling registered nursing vacancies. To 
help address this, the Trust has a number of on-going long and short term initiatives, 
including: 
 

 Taking part in the NHS Improvement collaborative to support Recruitment and 
Retention Strategy, with four main work-streams: 

o Career crossroads – supporting our staff when they feel they have ‘itchy 
feet’ 

o Turnover rates - aiming for 1.5% reduction in turnover in Top 10 areas 
o Retirement – increasing retire and return roles  
o Graduate nurse program – retaining our newly registered nurses 

 Development of the Associate Nurse role in identified areas 
 Inspirational and ward specific adverts on NHS jobs, newspapers and social media 

including Facebook and Twitter. 
 Planned recruitment drives, specific to business groups 
 Close working with the partner universities and student nurses to improve Stockport 

NHS Foundation Trust ownership and relationship with potential recruits. 
 Flexible working arrangements where possible 
 Trust attendance at job fairs and school career fairs 
 Recent attendance at universities open days other than Manchester to widen our 

pool of potential students 
 Overseas recruitment 
 Offering alternative career pathways to registered staff to encourage retention, such 

as specialist nurse and advanced nurse practitioner posts 
 Review of alternative professions to provide support to wards, such as 

physiotherapists and pharmacists  
 

4. Care hours per patient day 
 

Care hours per patient day (CHPPD) was introduced in April 2016 following the 
independent report for the Department of Health by Lord Carter of Coles, Operational 
productivity and performance in English NHS acute hospitals: Unwarranted variations 
(February 2016).  CHPPD is calculated by adding the total amount of Nursing (RN and 
Care staff) available during a day, and dividing 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 September 2018 the report 
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shows an average CHPPD of 7.4.  This staffing review has found that the Trust has not 
utilised benchmarking previously, this is now planned.  The plan includes measuring 
CHPPD over time between Strategic Staffing Reviews.  In this way, more meaningful 
comparisons can be made. 
 
 
 

5. National Quality Board Safe, Sustainable and Productive Staffing 
summary 

 
This section provides a summary to the recently published ‘Safe Sustainable and 
Productive Staffing’ (SSPS) paper published in July 2016 by the National Quality Board 
which aims to supporting NHS Providers to deliver the right staff, with the right skills in the 
right place at the right time and builds on previous guidance. 
 
The SSPS document describes that the key to high quality care for all is our ability to 
deliver services that are sustainable and well led. For nurse staffing, this means continuing 
our focus on planning and delivering services in ways that both improve quality and reduce 
avoidable costs, underpinned by the following three principles set out in the SSPS 
document: 
 
Right care 
Minimising avoidable harm 
Maximising the value of available resource 
 
The document also describes the importance of measurement and improvement of safe 
and sustainable staffing and the use of Care Hours per Patient Day as a measure over 
time. The Trust has been using CHPPD as a measure since June 2016. Guidance is 
offered in the SSPS on using other measures of quality, alongside care hours per patient 
day (CHPPD), to understand how staff capacity may affect the quality of care. It is 
important to remember that CHPPD should not be viewed in isolation and does not give a 
complete view of quality. 
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8.1 Expectation 1 – Right Staff 
The document describes that Boards ‘should ensure there is an annual strategic staffing 
review, with evidence that this is developed using a triangulated approach (i.e. the use of 
evidence-based tools, professional judgement and comparison with peers), which takes 
account of all healthcare professional groups and is in line with financial plans. This 
should be followed with a comprehensive staffing report to Board after six months to ensure 
workforce plans are still appropriate. There should also be a review following any service 
change or where quality or workforce concerns are identified’ 
 
Specific recommendations of Expectation 1 are: 

Boards should ensure that the Trust has in place 
Evidence based workforce 
planning 

The Trust uses validated workforce planning tools that 
are endorsed by NICE, RCN, RCM and RCOG and 
applies NQB guidance to Strategic Staffing Reviews. 

Professional judgement Professional judgement is determined by utilising the 
skills of the ward manager and matron in collaboration 
with the most senior nursing leaders. 

Compare staffing with peers The Model Hospital data is accessed for comparison 
when undertaking Strategic Staffing Reviews. 

 

8.2 Expectation 2 – Right Skills 
The document describes that Boards ‘should ensure clinical leaders and managers are 
appropriately developed and supported to deliver high quality, efficient services, and there 
is a staffing resource that reflects a multi-professional team approach. Decisions about 
staffing should be based on delivering safe, sustainable and productive services. Clinical 
leaders should use the competencies of the existing workforce to the full, further developing 
and introducing new roles as appropriate to their skills and expertise, where there is an 
identified need or skills gap’ 
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Specific recommendations of Expectation 2 are: 

Boards should ensure that the Trust has in place 
Mandatory training, development 
and education 

The Director of Workforce and Organisational 
Development reports mandatory training compliance to 
the Board of Directors on a monthly basis via the 
People and Performance Committee 

Working as a multi-professional 
team 

Multi-professional working is in place across the wards 
and departments. This is evident from the Strategic 
Staffing Reviews and Services Reviews, and within 
staffing business 
cases. 

Recruitment and retention We are part of cohort 2 of NHSI’s Retention Program 

 
8.3 Expectation 3 – Right Place 
The document describes that Boards ‘should ensure staff are deployed in ways that ensure 
patients receive the right care, first time, in the right setting. This will include effective 
management and rostering of staff with clear escalation policies, from local service delivery 
to reporting at board, if concerns arise. Directors of nursing, medical directors, directors of 
finance and directors of workforce should take a collective leadership role in ensuring 
clinical workforce planning forecasts reflect the organisation’s service vision and plan, while 
supporting the development of a flexible workforce able to respond effectively to future 
patient care needs and expectations’ 
 
Specific recommendations of Expectation 3 are: 

Boards should ensure that the Trust has in place 
Productive working and 
eliminating waste 

Evidence of lean methodology approaches, quality 
improvement methodology is utilised to support staff 
productivity. 

Efficient deployment and 
flexibility 

Staffing reviews take place in the Business Groups up 
to three times per day Monday to Friday, with a main 
pan-site meeting at 11am each day.  A forward 
planning review takes place every Friday which takes 
into account staffing requirements for the weekend.   
Staffing deployment is an agenda item at every site 
meeting, with use of the Staffing in Extremis Guidance 
during times of extreme pressure. 
This could be made much more efficient by improving 
the use of the E-Rostering system.  Plans are in place 
to address this.  
Improvements are to be made to daily staffing review 
processes to ensure inclusion of community staffing in 
the pan-site review. 

Efficient employment and 
minimising agency 

There has been a sustained reduction in nurse agency 
reduction across the Trust. There is a robust escalation 
policy in place across the Trust. 

 
Additional areas important for monitoring are that Boards should ensure there is sufficient 
investigation and learning from patient safety incident and serious incident data; workforce 
metrics are in place that demonstrate staff capacity; and workload metrics that provide 
context to CHPPD. These areas will be routinely reported to Board from May 2018 (with 
April 2018 data). 
 

6. Conclusion and recommendations 
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9.1 Conclusion 
 
The Trust continues to see a growing acuity/dependency of patients across a number of 
adult inpatient wards, with a number of areas having agreed investments for 2018/19.  The 
priority area of focus remains the recruitment and retention of registered nurses and 
unregistered health care assistants, as it is without doubt that having staff in post against 
agreed establishments is likely to have the greatest impact on our ability to provide safe, 
cost effective nursing care. We have seen some innovative approaches to recruitment as 
this paper describes, these are continuing in a planned way. An additional area for 
prioritisation is the development of the Associate Nurse role, and work is well under way 
having identified the number of roles required across the Trust in wards and departments. 
 
The ambition for nurse staffing remains unchanged: aiming for 7/7 consistency across all 
wards.  Acuity and dependency will continue to be the ultimate driver to ensure sustained 
safe staffing levels.  
 
The National Quality Board recommendations have been reviewed and embedded in 
practice, with this paper representing our second annual strategic staffing review that took 
place between July, August and September 2018.  
 
9.2 Recommendations 
 
The Board of Directors is asked to: 
 

 Note the work undertaken in relation to assurance of safe staffing across the wards 
as identified in this Strategic Staffing Review.

 Note and support the actions to be undertaken following the staffing reviews in Q2/3 
2018.  

 Support the recommendation that registered nurse levels needs to be subject to 
continued scrutiny and that any incremental investment is to be made in line with 
recommendations that must follow Trust governance processes.   

 

Alison Lynch 
Chief Nurse and Director of Quality Governance 
November 2018 
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Appendix 1 

Safe, Effective, Caring, Responsive and Well led Care – 
Strategic Staffing Review 

Ward Name  
Business Group  
Specialty  
Number of beds & layout  
Matron  
Ward Manager  
Clinical Lead  
Occupancy rates  
Average LOS  
Ward attenders  
Right Staff  

Total budgeted establishment  
Establishment providing clinical care  
Ward Manager Supervisory allocation  
WTE (based on December acuity & 
dependency) 

 

Difference  
Ward based registered nurses  
Ward based HCA’s  
Skill mix  
WTE per bed  
RN ratio per bed Mon - Fri  
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RN ratio per bed Sat & Sun  
RN ratio per bed nights  
CHPPD 
Average number of actual nursing care hours 
spent with each patient per day (all nursing and 
midwifery staff, including support staff) 

 

  
Acuity and Dependency Results 
 
 
 
 
 
 
 
 
 
Agreed actions following meeting 
To be discussed at the meeting 

 
 
 
 
 
Then include: Numbers and time spent on wards 
Medical Staff  
AHP’s  
Pharmacy staff (inc medication 
administration 

 

Assistant Practitioners (inc band)  
Ward Clerk  
Housekeeper  
Hostess / Support Staff  
Phlebotomy  
HR Metrics  
Sickness levels  
Annual leave  
Parenting leave  
Secondments  
Student placements  
Patient Outcomes:  
Falls (inc conversion to harm)  
Pressure Ulcers  
HCAI’s  
Medication Errors (inc conversion to harm)  
EWS audit results  
Cardiac arrest incidents  
Serious incidents 
Level 1 investigations 
Level 2 investigations 
Never Events 

 

Total incident numbers and conversion to 
harm 

 

Patient Experience Measures:  
FFT results  
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Compliments  
Complaints  
Staff Outcomes:  
Exit interview themes / reasons given for 
leaving 

 

Staff FFT  
Staffing incidents  
Process Measures  
Nursing Metrics results & actions  
Patient Safety Audit & actions  
Ward attenders:  
Benchmarking (CHPPD) via Model Hospital  
Tameside & Glossop NHS FT  
Wrightington, Wigan and Leigh NHS FT  
Bolton NHS FT  
Right Skills  

Delivery of care  
What is the care and treatment to be 
provided on the 
ward 

 

What competencies are required to deliver 
that care / 
treatment 

 

Which staff member is competent and best 
placed to 
deliver that care / treatment 

 

Can aspects of the care / treatment be 
safely 
delegated with appropriate education and 
training (if 
so, to whom) 

 

What are all members of the team 
responsible for: 
Inc service manager, matron, ward manager 
etc 

 

What is the skill mix  
Training levels (mandatory, PDR)  
Clinical training specific to the care delivery  
How do staff access training  
How have the ward leaders been prepared 
for their 
role and given on-going support 

 

Recruitment and retention 
 

 

Vacancy rate 
 

 

Turnover 
 

 

Age profile 
 

 

Recruitment plans  
Right Place, Right Time  

Work processes should be reviewed 
annually 

 

165 of 214



 
 

Page 22 of 22 
 

Shift patterns 
 

 

Sufficient rest periods 
 

 

Evidence of any lean methodology 
approaches? 
 

 

Part of a collaborative? 
 

 

Are there any new or redesigned roles 
 

 

Multi-professional documentation? 
 

 

Documentation reviews?  
Roster compliance 
 

 

Latest audit results of roster compliance 
 

 

Flexible use of the establishment 
 

 

Escalation processes 
 

 

Staff aware of process to escalate staff 
shortage / other concerns 

 

Measure and improve  
Plans to measure and improve outcomes  
To be completed during the meeting 
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Report to: Board of Directors Date: 29 November 2018 

Subject: Committee Terms of Reference – Periodic Review 

Report of: Director of Corporate Affairs Prepared by: P Buckingham 

 

 

REPORT FOR APPROVAL  
 

 

Corporate 
objective  
ref: 

N/A 
 

 

Summary of Report 
Identify key facts, risks and implications associated with the report 
content. 
 
The purpose of this report is to present the Terms of Reference for 

the Finance & Performance Committee and Audit & Risk Committee 

for approval following periodic review.  

 Board Assurance 
Framework ref: 

N/A 

CQC Registration 
Standards ref: 

N/A 

Equality Impact 
Assessment: 

 Completed 
 
X Not required 

 

Attachments: 

Annex A – Draft Finance & Performance Committee Terms of Reference 

Annex B -  Finance & Performance Committee Self-Assessment Pro Forma 

Annex C – Draft Audit & Risk Committee Terms of Reference 

Annex D – Audit & Risk Committee Self-Assessment 

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

 Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

 Joint Negotiating Council 

  Other 
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1. INTRODUCTION 

 

1.1 

 

 

The purpose of this report is to present the Terms of Reference for the Finance & 

Performance Committee and the Audit Committee for approval following periodic review.  

 

2. FINANCE & PERFORMANCE COMMITTEE 

 

2.1 

 

 

 

 

2.2 

 

 

 

 

 

 

 

 

 

 

2.3 

 

 

 

The Finance & Performance Committee completed a review of its Terms of Reference 

during a meeting held on 21 November 2018 and proposed amendments can be identified 

by use of bold italics / strikethrough in the draft Terms of Reference included at Annex A to 

the report. 

 

Board members attention is drawn specifically to a proposed amendment at s2.3 viii of the 

draft Terms of Reference, which relates to the financial threshold for consideration of 

investment business cases by the Committee.  The proposed amendment reduces the 

threshold from £1m to £0.5m in the context of the Trust’s challenging financial position and 

the need for a greater degree of Committee / Board oversight of investment decisions.  

While a majority of Committee members supported the proposed amendment, the decision 

was not unanimous and a counter-argument was raised in relation to the change in practice 

impairing the Board’s aim of empowering management to implement service 

developments.  Consequently, it was agreed that the Board should determine whether the 

proposed amendment is approved. 

 

Board members will note that s7.1 of the Terms of Reference requires the Committee to 

complete an annual review of effectiveness.  This review was also completed at the 

meeting held on 21 November 2018 and the outcomes of the review are included for 

information at Annex B of the report. 

 

3. AUDIT & RISK COMMITTEE 

 

3.1 

 

 

 

 

 

 

3.2 

The Audit & Risk Committee completed a review of its Terms of Reference during a meeting 

held on 13 November 2018 and agreed a small number of amendments to the current 

Terms of Reference.  The proposed amendments are identified by means of strikethrough 

and/or bold font italics in the document included for reference at Annex C of the report.  

Board members should note in particular the proposal to reduce Committee membership 

from four to three Non-Executive Directors. 

 

Board members will note that s7.1 of the Terms of Reference requires the Committee to 

complete an annual review of effectiveness.  This review was also completed at the 

meeting held on 13 November 2018 and the outcomes of the review are included for 

information at Annex D of the report. 

 

4. RECOMMENDATIONS 

 

4.1 The Board of Directors is recommended to: 

 

 Approve the draft Terms of Reference for the Finance & Performance Committee 
included at Annex A to this report. 
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 Approve the draft Terms of Reference for the Audit & Risk Committee included at 
Annex C to this report. 

 Note the outcomes of annual reviews of effectiveness included at Annex B and 
Annex D of the report. 
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FINANCE & PERFORMANCE COMMITTEE 

 

TERMS OF REFERENCE 
 

 
1. CONSTITUTION 

 

1.1 The Board of Directors hereby resolves to establish a Committee, to be known as the 

Finance & Performance Committee (hereinafter referred to as ‘the Committee’).  The 

Committee has no executive powers, other than those specifically delegated within 

these terms of reference.   

 

2. REMIT AND FUNCTIONS OF THE COMMITTEE 

 

2.1 The Committee is established to seek assurance on all aspects of the Trust’s financial 

performance, operational performance and the planning and delivery of strategic 

change programmes.   

 

2.2  The Committee will also seek assurance on the Trust’s response, and the 

effectiveness of this response, to strategic developments in the local and/or regional 

health economy. 

 

2.3 The main functions of the Committee are to: 

 

i. obtain assurance on the development and effectiveness of the Trust’s 

financial plans 

ii. review performance against key financial metrics and advise on Executive 

action to address any adverse trends    

iii. obtain assurance on both the planning of cost improvement programmes and 

delivery of in-year programmes 

iv. review draft Capital programmes, recommend to the Board of Directors for 

approval and obtain assurance on delivery of approved in-year Capital 

schemes 

v. obtain assurance on the effectiveness of controls to mitigate high level 

Finance-related risks 

vi. review proposed transactions that fall within the NHS Improvement 

definition of significant and material transactions and make 

recommendations as appropriate to the Board of Directors 
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vii. obtain assurance on the effectiveness and sustainability of the Trust’s 

commercial activities 

viii. receive, review and recommend business cases with an investment value in 

excess of £1m £0.5m (capital and/or revenue) to the Board of Directors as 

appropriate 

ix. validate Finance-related, Performance-related and IM&T-related policy 

documents 

x. obtain assurance on both the delivery of key operational performance 

metrics, including those for Stockport Neighbourhood Care, and the 

effectiveness of management action to address any areas of under-

performance 

xi. obtain assurance on the preparation of the annual Operational Plan and 

compliance with relevant regulatory standards or best practice guidance 

xii. obtain assurance on delivery of the Operational Plan including progress 

against strategic change programmes 

xiii. periodically review the Planning Framework and make an appropriate 

recommendation to the Board of Directors for approval. 

xiv. obtain assurance on benefits realisation from strategic transformation 

programmes and/or efficiency projects through consideration of post-

implementation reviews. 

xv. obtain assurance on the effectiveness of controls to mitigate high level risks 

associated with financial performance, operational performance and 

strategic change programmes. 

xvi. obtain assurance on the Trust’s participation, and the effectiveness of 

participation, with external strategic change programmes such as; Healthier 

Together and Greater Manchester Health & Social Care Partnership 

xvii. receive, review and recommend documents relating to the Trust’s Financial, 

Operational Performance and overall Strategy to the Board of Directors as 

appropriate 

2.4 There is an expectation that reports to the Committee will be fully integrated, where 

appropriate, to ensure that the Committee is informed of the financial, operational, 

quality and people implications relating to the subject matter of reports. 

 

3. COMPOSITION AND CONDUCT OF THE COMMITTEE 

 

3.1 The Committee shall comprise the following membership: 

 

- Non-Executive Director (Chair) 

- 3 x Non-Executive Directors (one of whom shall be Deputy Chair) 
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- Director of Finance 

- Chief Operating Officer 

- Director of Workforce & Organisational Development 

- Chief Nurse & Director of Quality Governance 

- Director of Support Services 

 

There is an expectation that members will attend all Committee meetings during 

each financial year.  Individual attendance levels will be monitored by the Chair of the 

Committee who will take appropriate measures should attendance be less than 75%.   

 

3.2 Nominated deputies shall attend in the event of absence of any member; however 

this shall be in an advisory capacity only and attendance of a deputy shall not count 

towards the attendance level set out in s3.1. 

 

3.3 Other Officers of the Trust shall attend at the request of the Committee. However, 

only members of the Committee are permitted to vote.  The Chairman of the Trust 

and the Chief Executive will have a standing invitation to attend Committee 

meetings but are not permitted to vote. 

 

3.4 Quorum.  No business shall be transacted unless at least five members, to include at 

least one Non-Executive Director and at least one Executive Director, are present.  

Deputies in attendance do not count towards the quorum. 

 

3.5 Notice of meeting.  Before each meeting, a notice of the meeting specifying the 

business proposed to be transacted shall be sent by post or electronic mail to the 

usual place of business or residence of each member, so as to be available at least 

three clear days before the meeting. 

 

3.6 Frequency of meetings.  The Committee will, as a minimum, meet nine times a year.  

The Chair may, however, call a meeting at any time provided that notice of the 

meeting is given as specified in s. 3.5 above. 

 

3.7 Minutes.  The minutes of meetings shall be formally recorded by a member of the 

Corporate Governance team, checked by the Chair and submitted for agreement at 

the next ensuing meeting, whereupon they will be signed by the person presiding at 

it.   

 

3.8 Administration.  The Committee shall be supported administratively by the 

Corporate Governance team, whose duties shall include: agreement of the agenda 

with the Chair and collation of papers; producing the minutes of the meeting and 

advising the Committee on pertinent areas. 
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4. DELEGATED AUTHORITY 

 

4.1 The Committee is authorised by the Board of Directors to: 

 

i. investigate any activity within its terms of reference 

ii. seek any information it requires from any employee and all employees are 

directed to co-operate with any request made by the Committee. 

 

5. RELATIONSHIP WITH THE BOARD OF DIRECTORS 

 

5.1 The Committee will report to the Board of Directors by means of a Key Issues Report 

summarising business conducted by the Committee together with key actions and/or 

risks.  A Key Issues Report will be forwarded to the Board of Directors following each 

Committee meeting. 

 

6. RELATIONSHIP WITH OTHER COMMITTEES / GROUPS 

 

6.1 The Committee will receive reports, in the form of Key Issues Reports, from the 

following Committees / Groups: 

 

 Operational Performance Group 

 Cash Action Group 

 EPR Programme Board 

 Community EPR Programme Board 

 Capital Projects Development Group 

 Strategy & Planning Group 

 

The Committee will also receive reports from any task and finish groups which may 

be established from time to time. 

 

7. REVIEW 

 

7.1 The Committee will evaluate its own membership and review the effectiveness and 

performance of the Committee on an annual basis.  The Committee must review its 

terms of reference annually and recommend any changes to the Board of Directors 

for approval. 

 

7.2 Compliance with the Terms of Reference will be monitored on an ongoing basis by 

the member of the Corporate Governance team providing support to the 

Committee.  Any concerns in relation to compliance will be reported to the Chair of 

the Committee.  In addition, the annual review described in s7.1 will include a 

summary on compliance with the Terms of Reference. 
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COMMITTEE SELF-ASSESSMENT PROFORMA 
 

Name of Committee: Finance & Performance Committee      Date: 21 November 2018 
 

Question Yes No N/A Comments/ improvements needed or planned 

Is there a work plan for the Committee and does the work plan 
cover the functions detailed in the Committee’s terms of 
reference? 

 

   

Are the terms of reference subject to annual review by the 
Committee? 

 
   

Does the composition of the Committee provide an appropriate 
range of skills and experience? 

 

  Sometimes unclear as to who are members and who are in 
attendance.  Potential that Non-Exec membership is weighted 
more towards finance than performance. 
  

Do all Committee members participate fully in meetings in 
terms of providing effective scrutiny and constructive 
challenge? 

 
  

 More evidence now of Exec to Exec challenge but scope to 
improve further. 

Do all Committee members routinely attend meetings?    
See attendance register. 

Are meeting agendas manageable within the time allotted for 
meetings? 

   
Meetings have become more manageable since the transition to 
3-hour meetings. 

Are papers circulated in good time for members to be able to 
consider them properly? 

   
There is a need to minimize the instances of last-minute papers. 

Does the Chair keep the Committee focused while allowing 
sufficient debate? 

 
   

Are decisions made on a firm evidence base?   
 This can be variable but the new format for finance and 

operational performance reports should help in this regard. 
 

Are actions agreed by the Committee clearly recorded, assigned 
appropriately and reviewed at subsequent meetings? 

   
 

Does the Committee routinely report to the Board of Directors?    
The transition to an Alert / Assure / Advise format for Key Issues 
Reports was a positive development. 

 
 

Any other comments? 
 

 Reports to the Committee need to be more forward-looking and incorporate meaningful leading indicators.  
 The Committee needs to fully integrate finance and performance aspects.  175 of 214



 Need to further develop Committee practice for Risk Register reviews to more clearly determine whether the Committee has discharged its 
function to “obtain assurance on the effectiveness of controls to mitigate high level Finance-related risks”.   
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AUDIT & RISK COMMITTEE 

 

TERMS OF REFERENCE 
 

 
1. Authority 

 
1.1 The Audit & Risk Committee is constituted as a standing committee of the 

Foundation Trust's Board of Directors.  Its constitution and terms of reference shall 
be as set out below, subject to amendment at future Board of Directors meetings.  
The Audit & Risk Committee shall not have executive powers in addition to those 
delegated in these terms of reference. 

 
1.2 The Audit & Risk Committee is authorised by the Board of Directors to investigate 

any activity within its terms of reference.  It is authorised to seek any information it 
requires from any member of staff and all members of staff are directed to co-
operate with any request made by the Audit & Risk Committee.   

 
1.3 The Audit & Risk Committee is authorised by the Board of Directors to obtain outside 

legal or other independent professional advice.  The Committee is authorised by the 
Board of Directors to request the attendance of individuals and authorities from 
outside the Foundation Trust with relevant experience and expertise if it considers 
this necessary or expedient to the carrying out of its functions. 

 
 

2. Purpose 

 
2.1 The Audit & Risk Committee has primary responsibility for monitoring and reviewing 

financial and other risks and associated controls, corporate governance and financial 
assurance.  

 
2.2 The Board of Directors is responsible for ensuring effective financial decision-making, 

management, risk management and internal control including: 
 

 Management of the Foundation Trust’s activities in accordance with statute 
and regulations; 

 

 The establishment and maintenance of a system of internal control to give 
reasonable assurance that assets are safeguarded, waste or inefficiency 
avoided and reliable financial information produced, and that value for 
money is continuously sought; 
 

 The establishment and maintenance of a Risk Management Framework that 
identifies risks to the Trust’s activities and plans and mitigates those risks in 
accordance with the Trust’s identified risk appetite.  
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2.3 The Audit & Risk Committee shall provide the Board of Directors with a means of 

independent and objective review of financial and corporate governance, assurance 
processes (including the Board Assurance Framework) and risk management across 
the whole of the Foundation Trust's activities (clinical and non-clinical) both 
generally and in support of the annual governance statement.  In addition the Audit 
& Risk Committee shall: 

 

 Provide assurance of independence for external and internal audit; 
 

 Ensure that appropriate standards are set and compliance with them is 
monitored in all areas that fall within the remit of the Audit & Risk 
Committee; and 

 

 Monitor corporate governance (e.g. compliance with terms of the licence, 
constitution, codes of conduct, standing orders, standing financial 
instructions). 

 
 

3. Membership 

 
3.1 The Committee shall be composed of four three independent non-executive 

directors, at least one of whom should have recent and relevant financial experience. 
 

3.2 Quorum - No business shall be transacted unless at least two independent non-

executive directors are present. 

  

4. Attendance 

 
4.1 Only members of the Audit & Risk Committee have the right to attend meetings, but 

the Director of Finance and Head of Internal Audit of the Foundation Trust shall 
normally be invited to attend meetings.  Similarly the Chief Nurse & Director of 
Quality Governance as the Executive responsible for the risk management system 
will normally be invited to attend the meeting, together with the Head of Risk 
Management.  

 
4.2 A representative of the external auditors will normally be invited to attend meetings 

of the Audit & Risk Committee. 
 
4.3 Foundation Trust directors and/or staff shall be invited to attend those meetings in 

which the Audit & Risk Committee will consider areas of risk or operation that are 
their responsibility.   

 
4.4 The Foundation Trust Chair shall not be a member of the Committee but may be 

invited to attend meetings of the Audit & Risk Committee as required. 
 
4.5 A representative of the local anti-fraud service may be invited to attend meetings of 
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the Audit & Risk Committee. 
 
4.6 The Chief Executive should be invited to attend each meeting but must attend at 

least annually to discuss with the Committee the process for the assurance that 
supports the Annual Governance Statement.  

 
4.7 The Company Secretary shall be the secretary to the Audit & Risk Committee and will 

provide administrative support and advice.  The duties of the Company Secretary in 
this regard include but are not limited to: 

 

 Agreement of the agenda with the Chair of the Audit & Risk Committee and 
attendees together with the collation of connected papers; 

 

 Taking the minutes and keeping a record of matters arising and issues to be 
carried forward; 

 

 Advising the Audit & Risk Committee as appropriate  
 

 
5. Frequency of meetings 

 
5.1 Meetings shall be held at least five times per year, with additional meetings where 

necessary. 
 
5.2 The external auditor and internal auditor shall be afforded the opportunity at least 

once per year to meet with the Audit & Risk Committee without executive directors 
present.  

 
5.3 The Audit & Risk Committee will agree a forward work programme for each year.  

 
 

6. Duties 

 
6.1 Internal control and risk management 

 
6.1.1 To ensure the provision and maintenance of an effective system of risk 

identification and associated controls, reporting and governance. 
 
6.1.2 To maintain an oversight of the Foundation Trust’s general risk management 

structures, (Board) Assurance Frameworks, systems for clinical audit and risk, 
processes and responsibilities, including the production and issue of any risk 
and control-related disclosure statements.  

 
6.1.3 To review processes to ensure appropriate information flows to the Audit & 

Risk Committee from executive management and other Board committees in 
relation to the Trust's overall internal control and risk management position.  

 
6.1.4 To review the adequacy of the policies and procedures in respect of all Anti-

Fraud services work.  
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6.1.5 To review the adequacy of the Foundation Trust’s arrangements by which 
Foundation Trust staff may, in confidence, raise concerns about possible 
improprieties in matters of financial reporting and control and related 
matters or any other matters of concern. 

 
6.1.6 To review the adequacy of policies and procedures for ensuring compliance 

with relevant regulatory, legal and conduct requirements. 
 

 
6.2 Internal audit 

 
6.2.1 To review and approve the internal audit strategy and programme, ensuring 

that it is consistent with the needs of the organisation.  
 
6.2.2 To oversee on an on-going basis the effective operation of internal audit in 

respect of:  
 

 Adequate resourcing;  
 

 Its co-ordination with external audit;  
 

 Meeting relevant internal audit standards;  
 

 Providing adequate independence assurances;  
 

 Having appropriate standing within the Foundation Trust; and  
 

 Meeting the internal audit needs of the Foundation Trust. 
 

6.2.3 To consider the findings of internal audit investigations and management’s 
response and their implications and monitor progress on the implementation 
of recommendations.  

 
6.2.4 To evaluate performance of the internal audit service against relevant key 

performance indicators on an annual basis.  

6.2.5  To oversee the conduct of a market testing exercise for the appointment of 
an internal auditor at least once every five years and, based on the outcome, 
make a recommendation to the Board of Directors for award of contract. 

 

6.3 External audit 
 

6.3.1 To make a recommendation to the Council of Governors in respect of the 
appointment, re-appointment and removal of an external auditor and related 
fees as applicable.  To the extent that the recommendation is not adopted by 
the Council of Governors, this shall be included in the Annual Report, along 
with the reasons that the recommendation was not adopted. 

 
6.3.2 To discuss with the external auditor, before the audit commences, the nature 
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and scope of the audit, and ensure co-ordination, as appropriate, with other 
external auditors in the local health economy.   

 
6.3.3 To assess the external auditor’s work and fees each year and based on this 

assessment, to make the recommendation in 6.3.1 to the Council of 
Governors with respect to the re-appointment or removal of the auditor.  
This assessment should include the review and monitoring of the external 
auditor's independence and objectivity and effectiveness of the audit process 
in light of relevant professional and regulatory standards.  

 
6.3.4 To oversee the conduct of a market testing exercise for the appointment of 

an external auditor at least once every five years and, based on the outcome, 
make a recommendation to the Council of Governors with respect to the 
appointment of the auditor. 

 
6.3.5 To review external audit reports, including the annual audit letter, together 

with the management response, and to monitor progress on the 
implementation of recommendations. 

 
6.3.6 To develop and implement a policy on the engagement of the external 

auditor to supply non-audit services. 
 

6.3.7 To consider the provision of the external audit service, the cost of the audit 
and any questions of resignation and dismissal of the auditors. 

 
 

6.4 Annual accounts review 
 

6.4.1 To review the annual accounts, before they are presented to the Board of 
Directors, in order to determine their completeness, objectivity, integrity and 
accuracy.  This review will cover but is not limited to: 

 

 The meaning and significance of the figures, notes and significant 
changes; 

 

 Areas where judgment has been exercised;  
 

 Adherence to accounting policies and practices; 
 

 Explanation of estimates or provisions having material effect; 
 

 The schedule of losses and special payments;  
 

 Any unadjusted statements; and 
 

 Any reservations and disagreements between the external auditors 
and management which have not been satisfactorily resolved. 

 
6.4.2 To review the Annual Report (including the Annual Quality Report following 

approval by the Quality Committee) and Annual Governance Statement 
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before they are submitted to the Board of Directors to determine 
completeness, objectivity, integrity and accuracy. 

 
6.4.3 To review all accounting and reporting systems for reporting to the Board of 

Directors, including in respect of budgetary control. 
 
 

6.5 Standing orders, standing financial instructions and standards of business conduct 
 

6.5.1 To review on behalf of the Board of Directors the operation of, and proposed 
changes to, the standing orders and standing financial instructions, the 
constitution, codes of conduct and standards of business conduct; including 
maintenance of registers. 

 

6.5.2 To examine the circumstances of any significant departure from the 
requirements of any of the foregoing, and whether those departures relate to 
a failing, an overruling or a suspension. 

 
6.5.3 To review the scheme of delegation.       

 
 

6.6 Other 
 

6.6.1 To examine any other matter referred to the Audit & Risk Committee by the 
Board of Directors and to initiate investigation as determined by the Audit & 
Risk Committee. 

 
6.6.2 To review each year the accounting policies of the Foundation Trust and 

make appropriate recommendations to the Board of Directors.  
 
6.6.3 To consider the outcomes of significant reviews carried out by other bodies 

which include but are not limited to regulators and inspectors within the 
health and social care sector and professional bodies with responsibilities 
that relate to staff performance and functions. 

6.6.4 To review and monitor the Trust’s Clinical Audit programme through the 
consideration of six-monthly progress updates.  

 
 

7. Reporting 

 
7.1 The minutes of Audit & Risk Committee meetings shall be formally recorded by the 

Company Secretary and a Key Issues Report submitted to the Board of Directors.  
The Chair of the Committee shall draw to the attention of the Board of Directors any 
issues that require disclosure to the Board of Directors or requires executive action.    

 
7.2 The Audit & Risk Committee will report annually to the Board of Directors in respect 

of the fulfilment of its functions in connection with these terms of reference.  Such 
report shall include but not be limited to functions undertaken in connection with 
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the Annual Governance Statement; the assurance framework; the effectiveness of 
risk management within the Foundation Trust; the integration of and adherence to 
governance arrangements; and any pertinent matters in respect of which the Audit 
& Risk Committee has been engaged.  

 
7.3 The Foundation Trust’s annual report shall include a section describing the work of 

the Audit & Risk Committee in discharging its responsibilities.  
 
 

8. Review 

 
8.1 The terms of reference of the Audit & Risk Committee shall be reviewed by the 

Board of Directors at least annually. 

 
9. Required frequency of attendance by members 

 
9.1 Members of the Audit & Risk Committee must attend at least three meetings of the 

Audit & Risk Committee each financial year and should aim to attend all scheduled 
meetings. 
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Draft Audit Committee Self-Assessment Checklist 2018 
 

 
Area / Question Yes No N/A Comments 

Composition, Establishment and Duties 
 

Does the Audit Committee have written terms of reference 
that adequately define the Committee’s role in accordance 
with Department of Health / Monitor guidance? 
 

   Terms of reference prepared in 
accordance with guidance contained in the 
NHS Audit Committee Handbook.   
 

Have the terms of reference been adopted by the Board? 
 

   Terms of reference last reviewed and 
approved by the Board 30 November 
2017. 
 

Are the terms of reference reviewed annually to take into 
account governance developments and the remit of other 
committees within the organisation? 
 

   Annual review scheduled to be completed 
by the Committee on 13 November 2018 in 
advance of Board approval on 29 
November 2018.   
    

Are Committee members independent of the management 
team? 
 

   All members of the Committee are Non-
Executive Directors.  

Are the outcomes of each meeting reported to the next 
Board meeting? 
 

   Regular Key Issues Report to the Board 
after each meeting by Chair of the 
Committee. 

Does the Committee prepare an annual report on its work 
and performance in the preceding year for consideration by 
the Board? 
 

   The Committee should consider 
preparation of such a report for 2018/19. 
  

Does the Committee assess its own effectiveness 
periodically? 

   Achieved through annual completion of the 
Self-Assessment Checklist. 
 
 
   

Has the Committee established a plan of matters to be 
dealt with across the year? 
 

   Committee work plan in place.  Work plan 
to be reviewed 13 November 2018. 
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Area / Question Yes No N/A Comments 

Are Committee papers distributed in sufficient time for 
members to give them due consideration? 
 

   Committee papers are generally available 
to members 5 days in advance of 
meetings. 
 
 

Compliance with the law and regulations governing the NHS 
 
Does the Committee review assurance and regulatory 
compliance reporting processes? 
 
 

   6-monthly reports on compliance with the 
FT Code of Governance supplemented by 
content of Internal and External audit 
reports. 
 

Does the Committee have a mechanism to keep it aware of 
topical, legal and regulatory issues? 
 

   Committee advised by Internal & External 
Auditors. Both internal and external audit 
progress reports incorporate briefings on 
such issues.   
 
 

Internal Control and Risk Management 
 

Has the Committee formally considered how it integrates 
with other committees that are reviewing risk e.g. risk 
management and clinical governance? 
 

   Subject last formally considered by the 
Committee on 1 March 2016.  Members 
have cross membership with other 
Committees and are informed by the 
content of Committee Key Issues Report to 
the Board of Directors. 
 
 

Has the Committee reviewed the robustness and 
effectiveness of the content of the organisation’s Assurance 
Framework? 
 

   Committee reviews the Assurance 
Framework and considers the Head of 
Internal Audit Opinion on the Framework. 
 

Has the Committee reviewed the robustness and content of 
the draft Annual Governance Statement before it is 
presented to the Board? 
 

   Draft Annual Governance Statement 
reviewed by the Committee on 17 May 
2018 prior to presentation to the Board.  
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Area / Question Yes No N/A Comments 

Is the Committee’s role in reviewing and recommending to 
the Board the annual report and accounts clearly defined? 
 
 

   Role detailed in the Committee’s Terms of 
Reference, Reservation of Powers to the 
Board and Scheme of Delegation. 

Does the Committee consider the External Auditor’s report 
to those charged with governance including proposed 
adjustments to the accounts? 
 

   ISA260 Report, which incorporates any 
proposed adjustments, was considered on 
17 May 2018 in advance of Board 
consideration of the accounts on 24 May 
2018. 
 
 

Internal Audit 
 

Is there a formal ‘charter’ or terms of reference, defining 
internal audit’s objectives, responsibilities and reporting 
lines? 
 

   Defined in the Internal Audit contract 
Service Specification.  
 

Does the Committee review and approve the Internal Audit 
plan at the beginning of the financial year? 
 

   2018/19 plan approved by the Committee 
on 20 March 2018. 

Does the Committee approve any material changes to the 
plan? 
 

   This is an integral part of the Audit 
Committee cycle.  Internal Audit reports 
detail progress against plan and the 
Committee is briefed on, and may propose, 
ad hoc changes to the plan. 
  

Is the Committee confident that the audit plan is derived 
from a clear risk assessment process that links closely to 
the Assurance Framework? 

   Content of the Internal Audit work plan is 
driven by the Assurance Framework and 
Trust Risk Register. 
 

Does the Audit Committee receive periodic progress 
reports from the Head of Internal Audit? 
 

   Internal audit progress reports which 
include progress against plan are provided 
to each Committee meeting.  Director of 
Internal Audit Opinion reviewed by the 
Committee on 17 May 2018. 
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Area / Question Yes No N/A Comments 

Does the Committee effectively monitor the implementation 
of management actions arising from internal audit reports? 
 
 

   A process for follow up on audit 
recommendations is in place and is well-
embedded. Tracking log now reviewed at 
each meeting. 
  

Does the Head of Internal Audit have a right of access to 
the Committee and its Chair? 
 

   The Service Specification provides the 
Head of Internal Audit with the right of 
direct access to all Committee members. 
 
 

Is the Committee confident that internal audit is free of any 
scope restrictions and, if not, has it considered the impact 
of these on the annual Head of Internal Audit opinion? 
 

   There are no scope restrictions in place 
and the audit plan is approved by Audit 
Committee. 

Does the Committee hold periodic private discussions with 
the Head of Internal Audit? 

   Periodic private discussions are held with 
both Internal and External Audit.  Next 
session scheduled on 13 November 2018. 
 
 

Has the Committee evaluated whether internal audit 
complies with the Public Sector Internal Audit Standards? 
 
 
 

   Incorporated in Director of Audit Opinion 
Report reviewed on 17 May 2018. 

Has the Committee agreed a range of Internal Audit 
performance measures to be reported on a routine basis? 
 

   Performance Indicators incorporated in the 
Internal Audit Service Specification. 

Does the Committee receive and review the Head of 
Internal Audit’s annual report and opinion? 
 

   Last reviewed by the Committee on 17 
May 2018. 

External Audit 
 

Do the External Auditors present their audit plans and 
strategy to the Committee for approval? 
 

   External Audit plan for 2017/18 annual 
accounts considered by the Committee on 
6 February 2018. 
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Area / Question Yes No N/A Comments 

Does the Committee receive and monitor actions taken in 
respect of prior years’ reviews? 
 

   A process for follow up on audit 
recommendations has been implemented 
and is well-embedded.   
 

Does the Committee review the External Auditor’s annual 
audit letter? 
 

   ISA 260 and Quality Account Report 
reviewed by the Committee on 17 May 
2018 prior to consideration by the Board of 
Directors on 24 May 2018. 
 

Does the Committee review the External Auditor’s value for 
money conclusion? 
 
 

   Incorporated in the ISA 260 reviewed by 
the Committee on 17 May 2018. 
 

Does the Committee review the External Auditor’s opinion 
on the Quality Account when necessary? 
 
 

   Quality Account Report reviewed by the 
Committee on 17 May 2018. 
 

Does the Committee hold periodic private discussions with 
the External Auditors? 
 

   Periodic private discussions are held with 
both Internal and External Audit.  Next 
session scheduled on 13 November 2018. 
 
 

Does the Committee assess the performance of External 
Audit? 
 

   This is an integral part of Audit Committee 
cycle based on consideration of regular 
progress reports. 
 

Does the Committee require assurance from external audit 
about its policies for ensuring independence? 
 

   A statement of independence is included in 
the ISA 260 report in accordance with 
International Standards on Auditing (UK & 
Ireland). 
 

Has the Committee approved a policy to govern the nature 
and value of non-audit work carried out by the External 
Auditors? 
 
 
 

   Policy approved by the Committee on 11 
November 2014.   

189 of 214



Reviewed & Updated  – 27 October 2018                                                                                                                                       6 

Area / Question Yes No N/A Comments 

Does the Committee receive information on all non-audit 
work undertaken by External Audit? 
 

   The Committee receives information 
relating to the value of non-audit work 
during consideration of the draft Annual 
Report. 
 

Does the Committee review the proportion of audit and 
non-audit work every time the External Auditors change? 
 

    

Clinical Audit 
 
Is the Committee clear about where clinical audit 
assurances are received and monitored? 

   Clinical audit assurances are received and 
monitored by the Quality Committee.  Most 
recent review on 23 October 2018. 
  

If the Committee is NOT the main Committee receiving 
direct feedback from clinical audit, does it receive a report 
from the relevant Committee on the progress made by 
clinical audit during the year along with a clear view on the 
outcome of the annual work plan? 

   See above. 
 
  

Anti-Fraud 
 

Is the Committee aware of NHS Protect requirements in 
relation to anti-fraud and security activity? 
  

   Provided by regular reports from the Local 
Anti-Fraud Specialist (LAFS). 

Does the Committee review the planned anti-fraud and 
security work at the beginning of the financial year and in 
particular its scope and coverage? 
 

   Anti-Fraud work plan for 2018/19 approved 
by the Committee on 20 March 2018. 
 
 
 

Does the Committee satisfy itself that the work plan is 
derived from clear processes based on risk assessments 
and that coverage is adequate? 
 
 
 
 
 

   Work plan is based around the generic 
areas set out by NHS Protect and the 
Committee considers the relevance of 
number of audit days allocated to each 
area. 
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Area / Question Yes No N/A Comments 

Does the Committee receive notification of any material 
changes to the plan? 
 

   Reactive changes are approved by the 
Director of Finance and retrospectively 
reviewed by the Committee.  Any 
fundamental changes to the plan would 
require Committee approval prior to 
implementation. 
 

Does the Committee receive periodic reports about counter 
fraud and security activity? 
 
 
 

   The Committee considers regular progress 
reports from the LAFS. 

Does the Committee effectively monitor the implementation 
of management actions arising from anti-fraud and security 
reports? 
 

   Follow up of anti-fraud recommendations 
incorporated in the general process for 
follow-up of audit recommendations.  

Do those working on anti-fraud and security activity have a 
right of direct access to the Committee and its Chair? 
 

   Right of access documented in service 
specification. 

Do those working on anti-fraud and security activity have 
the necessary technical knowledge and experience to 
ensure that work is carried out as it should be? 
 

   Service provided by an appropriately 
qualified LAFS.   
 

Does the Committee receive and review an annual report 
on counter fraud and security activity? 
  

   Annual report reviewed by the Committee 
on 20 March 2018. 
 
 

Does the Committee receive and discuss reports arising 
from inspections by NHS Protect in relation to the quality of 
the counter fraud and security provision? 
 

   Incorporated in LAFS progress reports to 
the Committee where relevant. 

Annual Report & Accounts 
 

Is the Committee’s role in the approval of the annual 
accounts clearly defined? 
 
 

   Defined in the Committee’s Terms of 
Reference. 
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Area / Question Yes No N/A Comments 

Is a Committee meeting scheduled to discuss proposed 
adjustments to the accounts and issues arising from the 
audit? 
 

   Committee meeting scheduled to review 
annual accounts and outcome of audit 
work prior to approval by the Board of 
Directors.  In 2018/19 the meeting was 
held on 17 May 2018. 
 

Does the Committee specifically review: 
 Changes in accounting policies? 
 Changes in accounting practice due to changes in 

accounting standards? 
 Changes in estimation techniques? 
 Significant judgements made in preparing the 

accounts? 
 Significant adjustments resulting from the audit? 
 Explanations for any significant variances? 

 

   Review of accounting policies is an integral 
part of External Audit work on annual 
accounts.  The Committee will further 
review as part of the sign off process of the 
final accounts.  Accounting policies report 
considered by the Committee on 6 
February 2018. 
 

Does the Committee ensure it receives explanations for any 
unadjusted errors in the accounts found by the external 
auditors? 

   If appropriate, relevant details are included 
in the ISA 260 Report for consideration by 
the Committee. 
 
 

Does the Committee receive and review a draft of the 
organisation’s Annual Governance Statement? 
 
 

   The Committee reviewed the draft Annual 
Governance Statement on 17 May 2018. 

Does the Committee receive and review a draft of the 
organisation’s annual report and accounts? 
 
 

   The Committee considered the relevant 
draft documents on 17 May 2018. 

Does the Committee receive and review the evidence 
required to demonstrate compliance with regulatory 
requirements (for example, as set by the Care Quality 
Commission, NHS Improvement)? 
 
 
 
 

   The Committee receives 6-monthly reports 
on compliance with the Foundation Trust 
Code of Governance.  

Other Issues  
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Does the Committee provide a summary report of its 
meetings to the next available Board meeting? 
  

   Regular Key Issues Report to the Board 
after each meeting by Chair of the 
Committee. 
 

Has the Committee reviewed its performance in the year for 
consistency with its Terms of Reference 
 

   Review scheduled to be completed during 
the meeting on 13 November 2018. 
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Report to: Board of Directors  Date: 29 November 2018 

Subject: Trust Risk Register  

Report of: 
Chief Nurse & Director of Quality 
Governance  

Prepared by: 
Deputy Director Quality 
Governance 

 

REPORT FOR ASSURANCE 
 

Corporate 
objective  
ref: 

2a,3a,3b 
 

Summary of Report 
The data for this report was collated on 1

st
 November 2018.  

 
This paper provides an overview of the current Trust Risk Register. 
 
This report includes all current risks of 15 and above for the members 
to review. 
 
There are currently 362 live risks recorded on the Risk Register systems. 
 
There are 37 risks rated 15 or above on the Trust Risk Register with 
corporate approval.  This is an increase of 3 compared to last month. 
 
Across the 37 risks rated 15 or higher that have been corporately 
approved;  

 12 risks are associated with staffing issues (124, 231, 50, 
67, 75, 78, 505, 125, 408, 587, 457,618) 

 12 risks are associated with capacity issues  or increase in 
demand (130, 400, 586, 96, 183, 429, 506, 407,576, 
624,627, 355) 

 7 risks associated with statutory or regulatory activity 
(134, 135, 162, 513, 476, 499, 638) 

 4 risks are associated with financial issues (469, 127, 461, 
466) 

 1 risk is associated with equipment (46) 

 1 risk is associated with contractual delivery (652). 

Members are asked to note the risks and the identified actions to 
mitigate those risks 

 
 

 SO2, SO3, SO5, SO6 

CQC Registration 
Standards ref: 

17 

Equality Impact 
Assessment: 

 Completed 
 
 Not required 

 

Attachments:  

 

This subject has previously been 

reported to: 

 

 Board of Directors 

 Council of Governors 

 Audit Committee 

 Executive Team 

Quality Committee 

 F&P Committee 

 

 PP Committee 

  SD Committee 

  Charitable Funds Committee 

  Nominations Committee 

 Remuneration Committee 

  Joint Negotiating Council 

     Other – Quality Committee 
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1.0    Trust Wide Risk & Severity Distribution  

 

1.1    There are currently 362 live risks recorded on the risk register system.  This is an  

          increase of 24 since last month. In addition there are 10 risks waiting for corporate approval and  

          39 risks waiting for business group approval 

 

       1.2   Trust wide distribution of risk is shown below:- 

 

 Low Significant High Very High Severe 
 

Unacceptable 

 1 2 3 4 5 6 8 9 10 12 15 16 20 25 

New System 1 3 13 49 1 42 41 59 15 91 16 20 10 0 

 

 

 
1.5       Trust Risk (approved) distribution across Business Groups.  

 

Business Group Risk Score 

15 

Risk Score 

16 

Risk Score 

20 

Risk Score 

25 

Total 

 

Corporate 4 3 6 0 11 

Integrated Care 0 2 1 0 3 

Medicine and Clinical Support 4 4 0 0 8 

Surgery, GI and Critical Care 1 3 0 0 3 

Women’s and Children and 

Diagnostic 

2 5 2 0 9 

 

  

68% 

17% 

15% 

Severity Distribution Trust wide 

Significant/Moderate Risk Low Risk Severe/V High/Unacceptable Risk
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1.6       Risk movement of risks of 15 and above in month 

      The table below shows the movement of risks that are on the trust risk register and those that 

             have been taken off in month. 

Risk 

number 

Mar 

18 

Apr 

18 

May 

18 

Jun 

18 

Jul 

18 

Aug 

18 

Sep 

18 

Oct 

18 

Nov 

18 

 Dec 

18 

Jan 

19 

Feb 

19 

Mar 

19 

46 16 20 20 20 20 20 20 20 20 ↔     

130 20 20 20 20 20 20 20 20 20 ↔     

134 20 20 20 20 20 20 20 20 20 ↔     

135 20 20 20 20 20 20 20 20 20 ↔     

231 20 20 20 20 20 20 20 20 20 ↔     

400       15 20 20 ↔     

124        20 20 ↔     

469    20 20 20 20 20 20 ↔     

586        20 20 ↔     

624        16 16 ↔     

627        16 16 ↔     

183 16 16 16 16 16 16 16 16 16 ↔     

461    16 16 16 16 16 16 16 ↔     

466    16 16 16 16 16 16 ↔     

505       16 16 16 ↔     

506      16 16 16 16 ↔     

125 16 16 16 16 16 16 16 16 16 ↔     

127 16 16 16 16 16 16 16 16 16 ↔     

429   20 20 20 16 16 16 16 ↔     

50      16 16 16 16 ↔     

67    16 16 16 16 16 16 ↔     

75 16 16 16 16 16 16 16 16 16 ↔     

78 20 20 20 20 16 16 16 16 16 ↔     

96 16 16 16 16 16 16 16 16 16 ↔     

162 15 15 15 15 15 15 15 15 15 ↔     

457        15 15 ↔     

407      15 15 15 15 ↔     

408   15 15 15 15 15 15 15 ↔     

513      15 15 15 15 ↔     

576      15 15 15 15 ↔     

476        15 15 ↔     

499    15 15 15 15 15 15 ↔     

638        15 15 ↔     

587       15 15 15 ↔     

355 15 15 12 12 12 12 12 12 15 ↑     

652         16 N     

618         16 N     

 

 

 

 

 

Key  

↓ Risk rating reduced in month 

↑ Risk rating increased in month 

↔ Risk rating stayed the same in month 

C Risk closed in month 

N New risk in month 
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1.7       Risk movement in previous months  

     The table below shows when risks have been removed from the trust risk register. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Risks removed from the Trust Risk register in previous months 

Risk 

number 

Mar 

18 

Apr 

18 

May 

18 

Jun 

18 

Jul 

18 

Aug 

18 

Sep 

18 

Oct 

18 

Nov 

18 

Dec 

18 

Jan 

19 

Feb 

19 

Mar 

19 

 

53 16 12             

76 16 16 16 16 4          

74 25 10             

87 16              

91 15              

108 16 16 16 16 16 16 8        

109 16 16 1            

101 20 20 20 20 20 20 20 10       

126 16 16 16 16 12          

137 16 16             

145 16              

159 20 20 16 12           

160 15 15 8            

177 15 12             

261 16 16 16 16 16 16 C        

282 15 15 12            

286  15 15 15 15 15 15 C       

288 15 15 9            

296  15 15             

305    15 15 10         

318 15 6             

319 15              

354 16 16 16 16 16 C         

355 15 15 12            

362 15 15 15 9           

399  15 15 15 C          

458    16 16 16 16 16 C      
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2.0 New Risks Identified 

2.1 The group approved 3 risks at Safety and Risk Group  (355, 652 and 618) to the Trust Risk register of 15 or above. 

 
 

3.0    Existing Risks  

3.1    There are 37 risks rated 15 or above on the trust risk register with corporate approval.   

3.2    Movement this month;  

 2 new risks was added to the register this month (652 and 618) 

 1 risk increased its score from 12 to 15 (355) 

 

4.0       Trends 

4.1     The risk register is presented in order of current rating  

4.2     Across the 37 risks rated 15 or higher that have been corporately approved;  

 12 risks are associated with staffing issues (124, 231, 50, 67, 75, 78, 505, 125, 408, 587, 457,618) 

 12 risks are associated with capacity issues  or increase in demand (130, 400, 586, 96, 183, 429, 506, 407,576, 624,627, 355) 

 7 risks associated with statutory or regulatory activity (134, 135, 162, 513, 476, 499, 638) 

 4 risks are associated with financial issues (469, 127, 461, 466) 

 1 risk is associated with equipment (46) 

 1 risk is associated with contractual delivery (652). Please note this is not on the published risk register 

 
  

200 of 214



 

- 7 - 

RISK ASSESSMENT SCORING/RATING MATRIX 

LIKELIHOOD OF HAZARD 

 

LEVEL DESCRIPTER DESCRIPTION 

5 Almost certain Likely to occur on many occasions, a persistent issue - 1 in 10 
4 Likely Will probably occur but is not a persistent issue - 1 in 100 
3 Possible May occur/recur occasionally - 1 in 1000 
2 Unlikely Do not expect it to happen but it is possible - 1 in 10,000 
1 Rare Can’t believe that this will ever happen - 1 in 100,000 

 

The risk factor = severity x likelihood 
 
By using the equation, a risk factor can be determined ranging from 1 (low severity and unlikely to happen) to 25 (just waiting to happen with disastrous 
and widespread consequences).  This risk factor can now form a quantitative basis upon which to determine the urgency of any actions. 
 

 CONSEQUENCE 

LIKELIHOOD 
1 2 3 4 5 

Low Minor Moderate Major Catastrophic 

5 - Almost Certain 
AMBER 

(significant) 
AMBER  
(high) 

RED                 
(very high) 

RED  
(severe) 

RED 
(unacceptable) 

4 - Likely 
GREEN  

(low) 
AMBER 

(significant) 
AMBER  
(high) 

RED                 
(very high) 

RED  
(severe) 

3 - Possible 
GREEN  

(low) 
AMBER 

(significant) 
AMBER  
(high) 

AMBER           
(high) 

RED                 
(very high) 

2 - Unlikely 
GREEN 

(low) 
GREEN  

(low) 
AMBER 

(significant) 
AMBER 

(significant) 
AMBER           
(high) 

1 - Rare 
GREEN  

(low) 
GREEN  

(low) 
GREEN  

(low) 
GREEN          

(low) 
AMBER 

(significant) 
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QUALITATIVE MEASURE OF CONSEQUENCE 
 

Impact Score 1 2 3 4 5 

Domains  /  

Description 
NEGLIGIBLE / LOW MINOR MODERATE MAJOR CATASTROPHIC 

Impact on the safety 
of patients, staff or 
public (physical / 
psychological 
harm) 

Minimal injury 
requiring no 
intervention or 
treatment.  
No time off work 

Minor injury or illness, requiring 
minor intervention  
Requiring time off work for <7 days 
Increase in length of hospital stay 
by 1-3 days 

Moderate injury requiring professional 
intervention 
Requiring time off work for 7-14 days 
Increase in length of hospital stay by 4-15 
days 
RIDDOR  /  agency reportable incident 
An event which impacts on a small number 
of patients 

Major injury leading to long-term incapacity  /  
disability 
Requiring time off work for >14 days 
Increase in length of hospital stay by >15 days 
Mismanagement of patient care with long-term 
effects  
Fatality 
Multiple permanent injuries/irreversible health 
effects 

An event which impacts on a large number of 
patients 
Multiple Fatalities 

Quality / complaints / 
audit 

Peripheral element of 
treatment or service 
suboptimal 
Informal complaint  /  
inquiry 

Overall treatment or service 
suboptimal 
Formal complaint (stage 1) 
Local resolution  
Single failure to meet internal 
standards 
Minor implications for patient 
safety if unresolved 
Reduced performance rating if 
unresolved 

Treatment or service has significantly 
reduced effectiveness 
Formal complaint (stage 2) complaint 
Local resolution (with potential to go to 
independent review) 
Repeated failure to meet internal standards 
Major patient safety implications if findings 
are not acted on 

Non-compliance with national standards with 
significant risk to patients if unresolved 
Multiple complaints  /  independent review 
Low performance rating 
Critical report 
Inquest  /  ombudsman  negative finding 

Totally unacceptable level or quality of treatment  /  
service 
Gross failure of patient safety if findings not acted on 
Gross failure to meet national standards 

Human resources /  
organisational 
development / 
staffing / competence 

Short-term low 
staffing level that 
temporarily reduces 
service quality (< 1 
day) 

Low staffing level that reduces the 
service quality 

Late delivery of key objective  /   service due 
to lack of staff 
Unsafe staffing level or competence (>1 
day) 
Low staff morale  
Poor staff attendance for mandatory  /  key 
training 

Uncertain delivery of key objective  /  service due 
to lack of staff  
Unsafe staffing level or competence (>5 days) 
Loss of key staff  
Very low staff morale 
No staff attending mandatory  /   key training  

Non-delivery of key objective  /  service due to lack of 
staff 
Ongoing unsafe staffing levels or competence 
Loss of several key staff 
No staff attending mandatory training   /  key training 
on an ongoing basis 

Statutory duty / 
inspections 

No or minimal impact 
or breech of 
guidance  /  statutory 
duty 

Breech of statutory legislation  
Reduced performance rating if 
unresolved 

Single breech in statutory duty 
Challenging external recommendations  /  
improvement notice 
Register concern 

Enforcement action 
Multiple breeches in statutory duty 
Improvement notices 
Low performance rating 
Critical report 

Multiple breeches in statutory duty  
Prosecution 
Complete systems change required 
Zero performance rating 
Severely critical report 

Adverse publicity / 
reputation 

Local Press >1 
Potential for public 
concern  

Local media coverage >1 
Elements of public expectation not 
being met  

Local media coverage – long-term reduction 
in public confidence 

National media coverage with <3 days service well 
below reasonable public expectation 

National media coverage with >3 days service well 
below reasonable public expectation. 
Full Public Inquiry  
MP concerned (questions in the House) 
Total loss of public confidence 

Business objectives / 
projects 

Insignificant cost 
increase  /  schedule 
slippage 

<5 per cent over project budget  
Schedule slippage 

5–10 per cent over project budget 
Schedule slippage 

Non-compliance with national 10–25 per cent over 
project budget  
Schedule slippage 
Key objectives not met 

Incident leading >25 per cent over project budget 
Schedule slippage 
Key objectives not met 

Finance including 
claims / cost 

Small loss Risk of 
claim remote < £2k 

Loss of 0.1–0.25 per cent of Trust 
budget 
Claim    /  cost less than £2- 20k 

Loss of 0.25–0.5 per cent of Trust budget 
Claim(s)   /  cost between £20k -£1M 

Uncertain delivery of key objective  /  Loss of 0.5–

1.0 per cent of Trust budget 
Claim(s)   /   cost  between £1m and £5m 
Purchasers failing to pay on time  

Non-delivery of key objective  /   Loss of >5 per cent 
of Trust budget 
Failure to meet specification  /  slippage  
Loss of contract   /   payment by results 
Claim(s) >£5 million  

Service / business 
interruption 
Environmental 
impact 

Loss  /  interruption 
of >1 hour  
Minimal or no impact 
on the environment 

Loss  /  interruption of >8 hours 
Minor impact on environment 

Loss  /  interruption of >1 day 
Moderate impact on environment 

Loss  /  interruption of >1 week  
Major impact on environment in more than one 
critical area 

Permanent loss of service or facility 
Catastrophic impact on environment 

Project related Insignificant impact 
on planned benefits 

Variance on planned benefits <5% 
and <£50k 

Variance on planned benefits >5% or >£50k Variance on planned benefits >10% or >£500k Variance on planned benefits >25% or >£1m 
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New risks November 2018

1

Risk 
Register 
Type

Risk ID
Risk 
Owner

Business 
Group 

Rating 
(initial)

Risk Title Controls in place
Conseque
nce 
(current)

Likelihoo
d 
(current)

Rating 
(current)

Title Due date
Rating 
(Target)

A review is required of the 
sepsis steering group terms 
of reference

30/11/2018

With the introdcution of 
NEWS2 across the 
organisation in December 
2018, there is a need to 
review the current inpatient 
sepsis screening tool

03/12/2018

To review the governance 
structure for the sepsis 
steering group

30/11/2018

Medical involvement in 
decision making

29/03/2019

Use decision matrix to 
determine which elective 
surgery cases are 
appropriate to cancel during 
periods of extreme bed 
capacity and patient flow 
pressures

29/03/2019

8A sepsis screening tool was rolled out across the 
Trust in 2016 which is adapted from the national 
audit of sepsis screening tool
The introduction of NEWS2 in December 2018
Quality improvement project on the 
deteriorating patient  

12

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e)

61
8

Fe
at

he
rs

to
ne

,  
N

es
ta

Co
rp

or
at

e 
N

ur
sin

g This is a risk of a failure to 
recognise and adequately 
treat sepsis within our 
organisation

There is a risk of cancelling 
elective activity due to bed 
and patient flow pressures, 
particularly during the 
winter months

Monitor impact 29/03/2019

4 4 16

15

Bu
sin

es
s G

ro
up

 R
isk 35

5

Tu
nn

ic
lif

fe
, M

r A
nd

re
w

Su
rg

er
y 

GI
 a

nd
 C

rit
ic

al
 C

ar
e 3 5 15 6Start the day meetings to assess the position and 

prioritise patients. In response to NHSI guidance, 
cease operating on routine procedures.
Screened trauma patients to enable the elective 
orthopaedic units to admit these patients.

Elective programme to re-commence on 9th 
April. Plan in place to de-escalate B3 (discharge 
or repatriate patients into Medical wards) and 
deep clean ward, repatriate patients from D2 to 
B3 and deep clean D2 in preparation for 9th 
April.Plan in place to maximise opportunity to 
undertake joint replacement work to aid backlog 
recovery, reschedule cancelled patients, and 
compensate in part for lost training 
opportunities for senior trainees in 
Orthopaedics. Deanery programme director 
visiting trust on 13th April
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Trust Risk Register November 2018

Page 1 of 9

Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Continue weekly monitoring of 
situation for a month

30/11/2018

Use volunteers and bank staff to 
increase throughput 

31/12/2018

Changes to Screening Procedure 30/11/2018

review BG for wider IP team 28/11/2018

Current work load undertaken by 
the IP service team

30/11/2018

4 5 20•2 Consultant Microbiology posts have 
been advertised with one including the 
IP doctor role
•Pathology have provided the IP service 
team a member of staff for an hour per 
week to input the information on to the 
MESS data collection system
•Monthly meetings have taken place 
between the DIPC and the IP strategic 
lead nurse
•Business case was produced in May 
2017 and taken to SMG twice 

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 231

Gl
yn

n,
  M

ar
ie lack of medical and nursing staff 

resulting in mandatory work only 
being undertaken resulting in an 
inefficient IP service.

4 5 201. Medico Legal Team adhere closely to 
guidance (see earlier risk re pressures)
2. There is a clear process (doesn't 
include all areas)
3. Health Records follow process

20

St
ra

te
gi

c 
Ri

sk 135

Le
hn

er
t, 

M
rs

 
Je

an There is a risk that Subject Access 
Provisionis not adequate to meet 
GDPR requirements

4 5 20Workload is discussed weekly between 
band 3 and Risk and Customer Services 
Manager. All mail is checked on arrival 
and priority is given to court orders, 
emails are checked and the same 
principle applies

20

St
ra

te
gi

c 
Ri

sk 134

Ke
rs

ha
w

,  
He

le
n There is a risk that the statutory 

requirements and billing will not be 
met due to lack of capacity in the 
medico-legal team

4 5 20Existing internal escalation processes20

Tr
us

t R
isk

 
(s

co
re

 1
5 

an
d 

ab
ov

e) 130

Pl
um

m
er

,  
Su

sa
n There is a risk that the ED 4 Hour 

Target will not be met

5 4 20•	Telepath has 24/7 365 day support 
(hardware 11 years old). This system 
also has a failover server (also 11 years 
old).

16

Tr
us

t R
isk

 
(s

co
re

 1
5 

an
d 

ab
ov

e) 46

Sm
et

hu
rs

t, 
M

r 
Ri

ch
ar

d There is a risk that the Telepath 
Server will Fail

Replacement Telepath Server 16/01/2019

High Impact Priority Action Plans 03/12/2018

Continue Weekly updates from 
Team

30/11/2018

Determination of requirements to 
meet legislation post review

30/11/2018

review long term option for IV 
service 

24/12/2018

review links with sepsis agenda 24/12/2018

5

10

8

8

8

W
om

en
 

Ch
ild

re
n 

an
d 

Di
ag

no
st

ic
s 

Bu
sin

es
s G

ro
up

In
te

gr
at

ed
 C

ar
e 

Bu
sin

es
s G

ro
up

Co
rp

or
at

e 
N

ur
sin

g
In

fo
rm

at
io

n 
an

d IT
Co

rp
or

at
e 

N
ur

sin
g
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

To produce a gap analysis against 
the Health & Social Care Act

24/12/2018

present compliance data against the 
H&SC act

24/12/2018

Selective Mutism bid to increase 
capacity

31/03/2019

Develop a demand and capacity 
model

28/09/2018

To regularly report the key issues 
facing the Trust as part of the 
Stockport Together Programme

29/03/2019

CIP Recovery Plan 31/12/2018

5 4 20The performance management 
framework implemented in April 2017 
will be refreshed for 2018/19 and used 
to ensure under-performance is 
escalated and managed. This will be 
through bi-monthly business group 
performance review meetings chaired 
by the Deputy CEO.

A monthly financial improvement group 
(FIG) chaired by the CEO will  hold SROs 
to account for their respective delivery 
programmes.

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 469

W
iss

,  
Ka

y There is a risk that the Trust will not 
deliver its 2018/19 financial 
performance

4 5 20Weekly ECP meetings / Nursing Staffing 
Meeting / Weekly Agency Usage Review 
Meetings / Weekly ECP meetings / 
Nursing Staffing Meeting / Monthly KPI 
Meetings / Agency Usage Review 
Meetings / Agency performance 
monthly reporting to WEG/PPC/F&P

Review of current expenditure in order 

25

St
ra

te
gi

c 
Ri

sk 124

St
im

ps
on

,  
Em

m
a Use of Temporary Staffing

4 5 20The service has published its 'local offer' 
as required by the Special Educational 
Needs and Disabilities (SEND) code of 
practice.
This defines what the NHS in Stockport 

15

Bu
sin

es
s G

ro
up

 
Ri

sk 400

Sp
er

rin
g,

 M
rs

 
Ca

ro
l Capacity V Demand Issues in 

Children's Therapies 

     
      

  
      

         
        
   

     
       

 
      

      

 
 

 
 

   

      
     

     
  

LOCAL OFFER DEFINED FOR 2018 31/03/2019

No actions 

Ensure that the Business Groups are 
held to account on the delivery of 
their respective operational plans

29/03/2019

Preparation of a workforce plan 30/11/2018

6

12

10

 
W

om
en

 
Ch

ild
re

n 
an

d 
Di

ag
no

st
ic

s 
Bu

sin
es

s G
ro

up

Hu
m

an
 R

es
ou

rc
es

Fi
na

nc
e
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 586

St
at

ha
m

, M
r D

av
id

 

Es
ta

te
s a

nd
 F

ac
ili

tie
s 20 There is a risk due to the significant 

Estate Backlog Maintenance 
Increase

The significant increase is a fair 
reflection of the estate at the present 
time. The implications of the report 
have highlighted a large number of high 
and significant risks which the 
directorate are prioritising.  The current 
available capital expenditure is 
insufficient therefore posing a risk to the 
Trust. The updated survey provides 
individual risk assessments for each 
element to understand where the risks 
are associated to.
Prioritisation of high and significant risk 
areas identified within the 5 facet 
survey and individually risk assessed. 
Ensuring areas with associated statutory 
requirements are prioritised.
Planned Preventative Maintenance 
(PPM) schedule of works.
Regular walkrounds/visual checks 
undertaken by Estates Staff.
Estates Helpdesk: Facility to report jobs.
On-going review & monitoring of DATIX 
Incidents & appropriate 

4 5 20 Prioritise Identified High Risks 01/01/2019 8

4 4 16Proactive management of bookings to 
ensure maximum slot usage.
CCG made aware during contracts 
meeting 23/7/18.
Daily monitoring of situation.

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 624

O
'N

ei
ll,

 M
rs

 M
el

an
ie There is a risk to patient safety due 

to the lack of capacity for Breast 
2WW appointments

Increase capacity 29/03/2019 8

W
om

en
 C

hi
ld

re
n 

an
d 

Di
ag

no
st

ic
s B

us
in

es
s 

Gr
ou

p
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Amend pathway 31/10/2018
Cross over into endo/pre-op of staff 
to gain greater understanding of the 
issues

31/12/2018

Documentation of information 
given and advice re drugs etc.

31/10/2018

Extend scope of current Pre 
assessment pathway to include 
triage of patients suitable to go 
straight to CT Colonography or CT 3 
day prep if unfit for Colonoscopy

31/12/2018

Cancer Services Manager to review 
Department roles and 
responsibilities to ensure staff are 
engaged with targets

30/11/2018

Action plan being created with 
input from Business Groups to 
ensure sustained performance

30/11/2018

Awaiting outcome of discussions on 
potential loss of Urology cancer 
activity and impact on Trust 62 day 
Cancer performance, this is 
dependent on the future service 
model design. (scenario paper 
produced by Performance Team)

30/11/2018

Management of elective plan 28/02/2019

Patient Flow Support
Spend Control
Agency Locums

28/02/2019
28/02/2019
28/02/2019

4 4 16Profiling of elective activity to take into 
account her winter period
Proactively reviewing alternative 
options with recruitment eg, physician 
associates, ANP's etc
Validation of all activity with a view to 

16

Tr
us

t R
isk

 (s
co

re
 

15
 a

nd
 a

bo
ve

) 461

Ha
tc

he
ll,

  K
ar

en There is a risk that Surgery, GI & 
Critical Care will not deliver the 
financial position required for 2018-
19

4 4 16Monthly Cancer Board chaired by Trust 
Lead Cancer Clinician 
There is an established team of 
experienced Cancer Trackers and Cancer 
MDT Coordinators who are tracking all 
cancer patients to ensure they are 
treated within 31 and 62 days.
Cancer Services Manager monitors 
performance on a daily basis using the 
'Predictor tool' 
Cancer Access Manager undertakes 
weekly Tumour specific PTL meetings 
with Business Manager and Cancer 
Pathway Tracker.
Weekly Trust-wide PTL chaired by the 
Director of Operations
An escalation policy is in place to alert 

      

12

St
ra

te
gi

c 
Ri

sk 183

KE
H Failure to meet the 62 day Cancer 

target standards

4 4 16Consultants vet the patients16

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 627

Cu
lv

er
w

el
l, 

 C
ar

ol
in

e There is a risk that patients may not 
be properly assessed for 
colonoscopy under the current 2 
week pathway

1

8

12

Su
rg

er
y 

GI
 a

nd
 C

rit
ic

al
 C

ar
e

Ex
ec

ut
iv

e 
te

am
s

Su
rg

er
y 

GI
 a

nd
 

Cr
iti

ca
l C

ar
e
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Tr
us

t R
isk

 (s
co

re
 

15
 a

nd
 a

bo
ve

) 466

Ar
m

ita
ge

,  
N

ad
in

e

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 S

up
po

rt 16 There is a risk that the BG will fail to 
deliver the CIP Target

4 4 16 No actions 8

Pilot and run 4 joint lists where 
feasible 

29/03/2019

Flex job plans to increase thatre 
operating and usage of thesatre 
sessions

29/03/2019

4 4 16Dependant on internal cover and locum 
bookings

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 125

M
R1 Reduced Emergency Department 

Medical Staffing

4 4 16weekly monitoring and tracking of 
elective activity

weekly meeting with waiting list teams 
to ensure optimal theatre utilisation

fortnightly tracking of elective activity in 
business group finance meeting

Ring fence protocol agreed for elective 
orthopaedic unit. Support from 
executive team to continue elective 
inpatient orthopaedic operating 

16

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 506

Tu
nn

ic
lif

fe
, M

r A
nd

re
w There is a risk that winter pressures 

on ED, patient flow and capacity 
will affect delivery of 2018-19 
elective plan in Ortho

4 4 16Locum pathologist employed on part 
time basis. Forwarding work to Source 
Bioscience for reporting

16

Tr
us

t R
isk

 
(s

co
re

 1
5 

an
d 

ab
ov

e) 505

M
ay

,  
Da

vi
d The risk of the lack of capacity in 

Cellular Pathology on turnaround 
times and patient pathways

No open actions on datix.  New 
actions have been agreed on the 
22.11.2018

Recruit to vacant histopathologist 
posts

31/01/2019

weekly prospective monitoring of 
elective activity with booking team 

29/03/2019

4

8

8

W
om

en
 

Ch
ild

re
n 

an
d 

Di
ag

no
st

ic
s 

Bu
sin

es
s 

Su
rg

er
y 

GI
 a

nd
 C

rit
ic

al
 C

ar
e

In
te

gr
at

ed
 C

ar
e 

Bu
sin

es
s G

ro
up
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Additional Consultant PA’s in post 
to provide ADHD service

28/11/2018

Review pathway for ADHD service 28/11/2018

Representation of Business Case 12/11/2018

4 4 16Approval granted for 2 locums posts 
Part time locum being recruited 3 days 
per week for 6 months.
Temporary staffing processes being 
followed including use of standard 

     

    
       

20

 
 

re
 1

5 
an

d 
ab

ov
e) 67

ry
, M

rs
 M

ar
ga

re
t There is a risk to service delivery 

due to the lack of Consultant 
Microbiologist Cover

4 4 16- Monthly review and dashboard 
monitoring of 
midwife/birth ratio based on Birth Rate 
Plus 
workforce tool.
- Required staffing establishment 
calculated using a nationally recognised 
workforce tool in June 2017 ie Birth 
Rate Plus
- Compliance with the  intrapartum 
acuity using Birth rate Plus Acuity tool 
undertaken every 4hrs, and reviewed in 

16

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 50

Co
tt

on
, M

rs
 Ja

ne
t Risk of maternity diverts and clinical 

incidents related to unsafe staffing 
levels in maternity.

4 4 16Capacity deficit raised with Stockport 
Commissioner
Additional OWL lists monthly (not 
covering current demand) 

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 429

Cu
rt

is,
 M

rs
 K

el
ly Inadequate capacity to meet 

demand in Paediatric ADHD 
Services

4 4 16Monthly reporting of finance and 
performance; including review of 
Clinical Income (including activity), 
Expenditure budgets and CIP.  
Documentation highlighting financial 
position shared to Business Group 

16

Tr
us

t R
isk

 (s
co

re
 

15
 a

nd
 a

bo
ve

) 127

Ar
m

ita
ge

,  
N

ad
in

e There is a risk that the M&CS BG 
overspends due to agency costs

      

 
 

 
 

 

   
 

       
      

Introduction of medical e-rostering 14/12/2018

Advertise additional consultant PA’s 
to provide ADHD Service

28/11/2018

No actions 

Recruitment 30/11/2018

12

8

8

8

 
 

 
M

ed
ic

in
e 

an
d 

Cl
in

ic
al

 S
up

po
rt

W
om

en
 C

hi
ld

re
n 

an
d 

Di
ag

no
st

ic
s B

us
in

es
s 

Gr
ou

p
W

om
en

 C
hi

ld
re

n 
an

d 
Di

ag
no

st
ic

s 
Bu

sin
es

s G
ro

up
 

 
 

s B
us

in
es

s G
ro

up
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Local recruitment 08/02/2019
Supporting the retention of staff 08/02/2019

4 4 16Twice daily assessment of staffing 
across the Business Group
Band 7 on each ward to regularly 
monitor off duty for changes, ensure 
accurate numbers, significant gaps to be 
escalated to Matrons
Daily staffing safety Huddle with Surgery
Staff re-deployed to balance the risk 
across the Business Group
Reference to the Minimum safe staffing 
escalation policy
Monitor of DATIX and Red Flags
Pro-actively put shifts out to NHSP and 
Agency
Ongoing local and international 
recruitment
Quarterly organisational one stop 
recruitment events
Management of sickness in line with 

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 78

In
gl

eb
y,

 M
rs

 S
ar

ah There is a risk to patient safety and 
BG finances due to the excessive 
registered nursing staffing deficit 
within Medicine & CS

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 S

up
po

rt

4 4 16During absences if Specialist palliative 
care medical advice is required the 
medics at St Ann’s Hospice will provide 
telephone advice but not face to face 
assessments.
Clinical Nurse Specialists attend some 
cancer MDT’s if they have capacity
Current Consultant is available for 
telephone advise in own personal time

20

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 75

W
at

er
m

an
,  

Da
vi

d There is a risk that there could be 
management of palliative atients 
due to lack of Specialist Palliative 
Care Medical Cover

      
       

    
    

     
placement as alternative to direct 
engagement
Antibiotic pharmacists working from 
laboratory office to be in proximity to 
consultant.Tr

us
t R

isk
 (s

co
r

 
 

 

Dr
ur

 
 

       
      

 

Reference to the Minimum safe 
staffing escalation policy 

08/02/2019

There is a risk that Macmillan will 
not fund ongoing costs of new 
recruitment in palliative care

30/11/2018 9

8

W
om

en
 C

hi
ld

re
n 

an
d 

Di
ag

no
st

ic
s 

 
In

te
gr

at
ed

 C
ar

e 
Bu

sin
es

s G
ro

up
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Implement new EPR to ensure 
appropriate coding of patients

26/02/2019

electronic prescribing system 16/11/2018
3 5 15Survey Specification15

 
 

or
e 

15
 

 a
bo

ve
) 513

ad
, M

r 
ep

he
n There is a risk that ward kitchens in 

a poor state of repair may impact 
       

es
 a

nd
 

ci
lit

ie
s

3 5 15To maintain a pharmacy service the 
following controls are in place.

•	Suspended input to palliative care 
patients

15

Tr
us

t R
isk

 
(s

co
re

 1
5 

an
d 

ab
ov

e) 408

da
m

an
t, 

M
rs

 
gi

lli
an There is a risk that if we have 

insufficient pharmacy resources to 
manage the increasing 
Haematology demand

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 S

up
po

rt

3 5 15- Urgent OWL codes used to identify 
patients who need to be prioritised for 
urgent Follow Up.
- Consultants doing some validation of 

12

Tr
us

t R
isk

 
(s

co
re

 1
5 

an
d 

ab
ov

e) 407

Ca
rt

ne
r, 

 
Ja

ni
ne There is a risk to patient safety due 

to the number and length of the 
Respiratory Overdue Waiting List 
(non confirmed cancer)

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 

Su
pp

or
t

3 5 152x BMS adverts have been approved on 
19/04/18.
1xBMS advert will be submitted for 
approval on 23/04/18.
Seeking to compile a business case for 
locum BMS cover ASAP till staff 
numbers on the OOH rota stabilizes. 
 06/08/18 1XWTE locum obtained as of 

12

Bu
sin

es
s G

ro
up

 R
isk 457

Za
m

an
, M

s.
 R

ai
sa There is a risk to patient safety due 

to a lack of 
Haematology/TransfusionStaff in 
Post

W
om

en
 C

hi
ld

re
n 

an
d 

Di
ag

no
st

ic
s B

us
in

es
s 

Gr
ou

p

5 3 15NHSI improvement Board
Patient Quality Summit weekly
Safe, High Quality care action plan
Quality Governance Framework
R l  t t ith th  CQC 

20

St
ra

te
gi

c 
Ri

sk 162

Ke
rs

ha
w

,  
He

le
n There is a risk to the Trust 

maintaining unconditional CQC 
registration which may have a 
detrimental effect on patient 

f t  

Co
rp

or
at

e 
N

ur
sin

g

4 4 16Waiting list sessions are undertaken by 
Consultants, middle grade doctors to 
backfill current lists and clinics where 
possible.  

Constant validation is also taking place 
and urgent cases and short term follow 
ups are being prioritised 

Glaucoma and DRS patients are given 
top priority for capacity 

16

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 96

Ed
w

ar
ds

,  
Jo

an
ne There is a risk of lack of capacity for 

timely outpatient reviews in the 
Ophthalmology

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 S

up
po

rt Review spend on WLI and convert 
to substantive

10/12/2018

Deliever safe, High Quality CAre 
Action plan

31/12/2018

recruitment of BMS posts 09/11/2018

Bank pharmacist 16/11/2018

Locum (Resp Medicine) LAKHANPAL 
to perform WLI  

17/12/2018

Review cleaning programme for 
Ward Kitchens

30/11/2018

8

5

6

6

3

9
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Risk 
Register 
Type

Risk ID

Ri
sk

 O
w

ne
r

Bu
sin

es
s 

Gr
ou

p 

Ra
tin

g 
(in

iti
al

)

Risk Title Controls in place

Co
ns

eq
ue

n
ce

 (c
ur

re
nt

)

Li
ke

lih
oo

d 
(c

ur
re

nt
)

Ra
tin

g 
(c

ur
re

nt
)

Actions Due date

Ra
tin

g 
(T

ar
ge

t)

Business Case for expansion to be 
developed

12/11/2018

Service Review 19/11/2018
Clinic Utilisation 10/12/2018
Additional Clinics 19/11/2018
Capacity and Demand Modelling 19/11/2018

Review of Lung function provision 12/11/2018

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 499

Bu
ck

le
y,

  L
isa

Co
rp

or
at

e 
N

ur
sin

g 15 There is a risk that complaints 
responses are not being completed 
within Trust timescales

Action plan set up for business groups 
to have cleared their backlog and be 
working in real time by 31 July 2018.
Monitored by the reporting process

3 5 15 weekly monitoring of complaints 
that are overdue 

31/01/2019 4

Awaiting a quote for the new CL3 
swipe card access

30/11/2018

Sealing of CL3 ROOM LEAKS 29/03/2019
5 3 151. Deputy Systems Manager is being 

trained up but can not yet do the 
15

Tr
us

t 
Ri

sk
 

(s
co

r
 

 

587

Fo
x,

 
M

rs
 

Pa
dd There is a risk to the operation of 

the Trust electronic syst/ntwrk due In
fo

r
m

at
i

on
 

an
d IT

3 5 15Access is restricted by a digital lock 
system
Room is risk assessed yearly by the 

15

Bu
sin

es
s 

Gr
ou

p 
Ri

sk 638

Ha
tc

h,
 

M
rs

 
Ca

th
er

in There is a risk to non compliant 
with HSE guidleines due to CL3 
room access and sealing  W

om
en

 
Ch

ild
re

n 
an

d 
Di

ag
no

st ic
s 

3 5 15Guidelines on reviewing antibiotics exist 
and should be embedded in practice 
already.  

15

Tr
us

t 
Ri

sk
 

(s
co

re
 

 
d 476

da
m

an
t, 

M
rs

 
gi

lli
an There is a risk of not achieving the 

empiric review of antibiotic 
prescriptions &reduction in antibx M

ed
ic

in
e 

an
d 

Cl
in

ic
al

 
Su

pp
or

t

3 5 15- ring-fenced capacity for 2ww and 
Cancer upgrade patients
- clinical triage of all referrals
- patients booked into clinic by clinical 
urgency / longest wait
- monitoring of wait times in Trust 
performance meetings.
- Capacity and Demand work 
completed.

15

Tr
us

t R
isk

 (s
co

re
 1

5 
an

d 
ab

ov
e) 576

Ca
rt

ne
r, 

 Ja
ni

ne There is a risk to patient safety due 
to the long wait of time to be seen 
by the Respiratory Team for new 
patients

M
ed

ic
in

e 
an

d 
Cl

in
ic

al
 

Su
pp

or
t

 

Tr
us

t R
isk

 (s
co

 
 

an
d 

a

W
hi

te
he

a
 

 
St

        
       

upon the ability to clean to required 
standards.Es

ta
te

 
 

Fa Programme of Food Safety Training 
for Ward Based Staff

31/12/2018

Consider additional antibiotic 
pharmacist post

01/12/2018

Recruit to 2 senior IT posts 31/01/2019

6

6

9

10
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