
 

  
              
            
 
 
 
 
 
 
 
 
 
 
 

 
 

BOARD OF DIRECTORS 
 

AGENDA AND PAPERS 
 

TUESDAY 1ST SEPTEMBER 2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Chairman   Sir Duncan Nichol     Chief Executive Tony Chambers 



  
 

MEETING OF THE BOARD OF DIRECTORS   
 

TUESDAY, 1st SEPTEMBER 2015 AT 12.30PM 
 

TRAINING ROOM 3 & 4  
 

A G E N D A 
 

FORMAL BUSINESS 
 
1. Welcome and Apologies  

 
Chairman 
 

2. Declarations of Interest Chairman 
 

3. To receive and approve the Board of Directors minutes of meeting 
held on 7th July 2015, BoD action tracker (August 2015) and  matters 
arising 
(Attached ) 
 
 

Chairman 

QUALITY & ASSURANCE 
 
4. To receive a Carers’ story 

 
Director of Nursing and 
Quality  
 

5. To receive a presentation on Winter Preparedness and A&E 4 hour 
target 
 

Deputy Chief Executive 
 

6. To review the Integrated Performance Report to month 4 to include 
Update on Cancer Performance  
Consider and Approve the Trust’s Cancer Access Policy 
 (Attached) 
 

Executive Team  
 
 

7. To receive an update of the Nursing & Midwifery Safe Staffing 
Establishment Review to include: 

• Specialist Nurse/Midwife Review 
• Midwifery Establishment Review 

(Attached) 
 

Director of Nursing and 
Quality 

8. To receive details of Doctors / Nursing & Midwifery Revalidation to 
include Annual Medical Appraisal Validation Report 
(Attached) 

 

Medical Director / Director 
of Nursing and Quality 
 

9. To receive an update on the 6 monthly Nursing & Midwifery Strategy 
update 
(Attached) 

 

Director of Nursing and 
Quality  
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10. To receive the Trust’s Mortality Report 
(Attached) 
 

Medical Director  
 

11. To receive a update on Never Events and Serious Untoward Incidents  Director of Nursing and 
Quality 
 

STRATEGIC DEVELOPMENT 
 
12.  To receive the Chief Executive’s Report (verbal)  Chief Executive 

 
13. To receive an update on Governor Matters (verbal) 

 
Director of Corporate & 
Legal Services 
 

FOR NOTING & RECEIPT  
(Please note these documents are available on request) 
 
14. To receive the Q1 letter to Monitor 

 
Chief Finance Officer 

15. To receive the Q4 and 15/16 Annual Plan Review Letter from 
Monitor 
 

Chief Finance Officer 

16. To receive letter from Monitor regarding FT Sector Plans and  
Financial Challenge and the Trust’s Response  
 

Chief Finance Officer 

17. To receive the minutes of the Quality, Safety and Patient Experience 
Committee 15th June 2015 
 

Director of Nursing and 
Quality 
 

18. To receive the minutes of the People and Organisational 
Development  Committee 2nd June 2015 
 

Director of Human 
Resources and 
Organisational 
Development 
 

19. To receive the Safeguarding Children’s Annual Report 
 
 

Director of Nursing and 
Quality 

20. To receive the Domestic Abuse Annual Report 
 
 

Director of Nursing and 
Quality  

21. To receive the Overseas Visitors Policy Chief Finance Officer 
 

22. To receive the Corporate Infection Prevention and Control Assurance 
– Quarterly Report (retrospective report based upon May 2015 
quarterly data update) 
 

Medical Director 
 

23. To receive the details of the Freedom of Information Requests 
received by the Trust from April 2015 – July 2015 
(By email only) 
 

Director of Corporate & 
Legal Services 

24. Date and Time of Next Meeting: 
 
Board of Directors Meeting 
Tuesday 13th October 2015 @ 12.30pm Training Room 3 & 4 
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 Attendance 

Chairman  Sir D Nichols   

Non Executive Director  Mr A Higgins   

Non Executive Director  Mr J Wilkie   

Non Executive Director  Mr E Oliver   

Non Executive Director Mrs R Hopwood   

Non Executive Director Dr E McMahon   

Chief Executive Mr T Chambers   

Medical Director  Mr I Harvey   

Chief Finance Officer  Mrs Debbie O’Neill    

Director of Nursing & Quality Mrs A Kelly    

Director of Planning, Partnerships & 
Development 

Mr M Brandreth   

Director of Human Resources and 
Organisational Development 

Mrs S Hodkinson     

Director of Corporate & Legal Services  Mr S P Cross   

 
In attendance: 
Mrs C Raggett – Secretary to the Board 
 
 
FORMAL BUSINESS 
 
B39/15 WELCOME AND APOLOGIES 

 
Sir Duncan welcomed all attendees to the meeting. 
 
Apologies were received from Mr Higgins. 
 

 

B40/15 DECLARATIONS OF INTEREST 
 
There were no declarations of interest. 
 

 

B41/15 TO RECEIVE AND APPROVE THE MINUTES OF BOARD OF DIRECTORS’ MEETING  

BOARD OF DIRECTORS  
 

MINUTES OF THE MEETING HELD ON TUESDAY,                  
7TH JULY 2015 at 12.30pm 

TRAINING ROOM 3 & 4 

1 
 



  

HELD ON 5TH MAY 2015 AND BOARD ACTION TRACKER JUNE 2015 
 
The Board of Directors minutes of the meeting held on 5th May 2015 were received 
as a true and accurate record. 
 
The Board noted the Board Action Tracker as at June 2015. 
 
MATTERS ARISING  
There were no matters arising. 
 

 
 
 
 
 
 

QUALITY & ASSURANCE 
 
B42/15 TO RECEIVE A PATIENT STORY 

 
The Board received details of a patient’s recent stay in hospital on Ward 52 and the 
excellent care and communication with the patient and his wife.  The patient gave 
details of how the communication had needed improvement on another ward and 
the impact that this had on the patient’s wife which had made her feel frightened 
and worried. 
 
In response to a question form Sir Duncan, Mrs Kelly stated that there were times 
where communication to patients needed improvement and that she was working 
with matrons and ward managers to share learning and good practice. 
 

 
 
 
 
 

B43/15 TO RECEIVE THE TRUST’S CQC INSPECTION PREPARATION  
 
Mrs Kelly outlined the details of the Trust’s CQC inspection preparation which 
included the following: 
 
• An inspection is not expected until after October 2015. 
• The CQC have released details of the fundamental standards and the Trust will 

now undertake a gap analysis against these standards. 
• The CQC inspection preparation action plan will be monitored via the Quality, 

Safety and Patient Experience Committee which is chaired by Mr Higgins. 
 
Mr Chambers referred to the recent mock inspection and asked if there was any 
learning from this.  Mrs Kelly stated that he Trust was working with Mid Cheshire 
Hospitals, who had carried out the inspection at the Countess.  There was a lot of 
positive feedback but a small number of gaps were identified in relation to Medical 
Records information governance.  They had felt that these could be left 
unattended on wards which is a challenge faced by all organisations nationally as 
clinicians do need to be able to access the records but there is a need to respect 
data protection.  Mrs Kelly and her team are looking into possible solutions. 
 
In response to a question from Dr McMahon, Mrs Kelly stated that non executive 
directors would be invited to join the Exec Walk Rounds and that Governors 
already undertake ward visits.  Mrs Kelly added that the Trust does undertake a 
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wealth of inspections and that there was a need not to overwhelm wards. 
Information gathered from all inspections was to be triangulated so that any areas 
for improvement can be identified.  Mr Cross added that he and Mr Hemmerdinger 
had attended a NHS Providers conference in relation to CQC Inspections and that 
this was a matter now considered at each Governors Quality Forum and Council of 
Governors meeting, in respect of Governor involvement. 
 

B44/15 TO RECEIVE AN UPDATE ON THE FRANCIS REPORT RECOMMENDATIONS 
IMPLEMENTATION ACTION PLAN 
 
Mrs Kelly presented the 6 monthly update on the Francis Report 
Recommendations Implementation Action plan. 
 
A discussion took place regarding the actions taken to date, which were now 
business as usual across the organisation and were key elements of board 
discussions.  The Board noted the action plan and were assured that future 
progress would be monitored by the appropriate Board Sub-Committee. 
 
Mrs Hopwood stated that it would be useful for some of the metrics to be included 
with the Board Assurance Framework (BAF).  Mrs Kelly agreed and stated that the 
BAF was a continually developing document and that the metrics being measured 
should be cross referenced in the BAF where appropriate. 
 

 

B45/15 TO REVIEW THE INTEGRATED PERFORMANCE REPORT TO MONTH 2 
 
Mr Chambers presented the new version of the performance report which now 
aligns with the framework of the CQC domains and is cross referenced in the BAF.  
The report will evolve over the coming months and the Board will be able to clearly 
see any variation with exception reports. 
  
The Board received details on the key issues within the integrated performance 
report to Month 2. 
 
Mrs Kelly was disappointed to report that the Trust had a third never event in May 
2015.  The never event was in dental services and a table top exercise was 
currently being undertaken.  Mrs Kelly stated that the Quality, Safety and Patient 
Experience Committee will review any learning from the never events.  Mrs Kelly 
assured the Board that the patient and their family had been kept up to date and 
were fully aware of the detailed review being undertaken.  Mr Harvey added that 
the preliminary review had shown no common factors. 
 
Mr Brandreth gave details of the Trust’s A&E performance and noted that there 
were 2 factors impacting on performance, one in relation to delayed transfers of 
care and medically optimised patients causing patient flow issues across the Trust 
and then the high numbers of patients attending A&E in a short period of time.  Mr 
Brandreth gave details of the actions being taken to support A&E which included a 
new discharge to assess process and options in relation to recruitment of an 
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additional consultant.  Mr Brandreth added that he would be spending a shift with 
Dr Laundy in A&E. 
 
Sir Duncan asked if specialist nurses could be utilised to support A&E.  Mr 
Brandreth stated that this was one option being considered.  Mrs Kelly added that 
there are emergency nurse practitioners and that she and her team were reviewing 
scheduling and rotas to support this. 
 
Mr Chambers referred to the forecast for A&E performance in Q2 and Q3 which 
were rated as green and asked what actions were giving confidence of achieving 
this.   Mr Brandreth replied that there were a number of things which included an 
improvement in maternity and sickness levels, rotas were better from August 2015 
and optimism in the new discharge to assess process.  Mr Brandreth added that the 
Q4 performance was currently forecast as red as there was a need for confidence 
from the wider health system in terms of winter resilience and stated that the 
Trust is working closely with partners to support this. 
 
Mrs Hodkinson reported that there had had been a great improvement in the 
completion of appraisals which was now at 89%.  However, it was important that 
this was not a tick box exercise and that the quality of appraisals would be 
reviewed at the People and Organisational Development Committee (POD).  Mr 
Oliver stated that it was important to achieve 95% of staff having received an 
appraisal and to review the content of the appraisals. 
 
Mrs Hodkinson reported that the POD was also focussing on variable pay and 
noted that it had reduced slightly from month 1 to month 2.  Mrs Hodkinson stated 
that further controls were being put in place around bank and agency staff and that 
Monitor has created a useful diagnostic tool which would support these additional 
controls.  Mrs Hopwood asked if the reduced spend on variable pay had been 
removed from budgets.  Mrs Hodkinson stated that as variable pay could fluctuate 
and  the money had not been removed from budgets at this stage. 
 
In response to a question from Mrs Hopwood, Mrs O’Neill gave details of the other 
pay schemes in the CRS programme and noted that it was important that all pay 
schemes should be aligned in the forecasting positon throughout the year. 
 
Mrs O’Neill gave details of the Trust’s financial position at Month 2 and highlighted 
the following points: 
 
• The Trust is £180k off plan at Month 2. 
• Overall spend on budgets is currently being offset by additional income. 
• There is a £500k spend on medical agency, this is a concern but the work Mrs 

Hodkinson is undertaking will bring this back in line. 
• There is an overspend on nursing staff of £30k. 
• Some budgetary pressures also due to outsourcing of activity due to capacity 

issues. 
• The CRS programme is £160k off plan, however a lot work is being done to 
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identify schemes which now totals £5m, there are number of schemes that are 
rated as red at this moment in time. 

 
Mr Oliver stated that there should be a degree of caution as to when variable pay 
will reduce as the spend on medical agency compared to previous years was higher 
so the reduction in spend may take longer to achieve. 
 
Mrs Hopwood stated that it would be useful to demonstrate the impact of variable 
pay on budgets and on financial forecasting at future committees. 
 
In response to a question from Mr Wilkie regarding the issues raised to the 
Complaints Team, Mrs Kelly stated that the PALS and Complaints Annual Report 
2014/15 would be presented to the November 2015 Board meeting. 
 
In response to a question from Sir Duncan, a discussion took place regarding the 
CRS programme and the need to start considering 2016/17.  Sir Duncan suggested 
that from Q3 the Board could get a view of future schemes to the correlation of the 
CRS programmes. 
 
The Integrated Performance Report for Month 2 was received by the Board. 
 

B46/15 TO RECEIVE AN ANALYSIS OF THE PICKER INPATIENT SURVEY RESULTS  ANALYSIS 
 
Mrs Kelly presented the Picker Inpatient Survey results analysis to the Board. 
 
Mrs Kelly gave details of the analysis which demonstrated that the results were on the 
whole the same as the previous which was in one respect a positive due to the challenges 
that the Trust had noted that the discharge planning and process was still not right and 
seemed to be a recurrent theme.   
 
Mrs Kelly stated that a lot of work was being undertaken and that actions were being 
monitored by the Patient Experience Group and also formed part of the HQCCL work 
stream of which Mrs Kelly was the executive lead. 
 
In response to a question from Sir Duncan and Mr Wilkie, a full discussion took place 
regarding the discharge process, areas of good practice, the shared lessons and actions 
being taken to improve the experience for patients when being discharged from hospital. 
  

 

B47/15 TO RECEIVE AN UPDATE ON THE MONITOR VISIT 
 
Mrs O’Neill gave details of the recent two day visit from Monitor to the Trust and 
outlined the following points: 
 
• Monitor are visiting Trusts who are posting a deficit of more than £9m. 
• Monitor requested a lot of detailed information prior to the visit. 
• Monitor have indicated that they are comfortable with the Trust’s assumptions 
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and that the CRS target of just over 3% was achievable. 
• Monitor stated that they will hold the Trust to account on CRS delivery, 

discharge to assess programme and reduction in agency spend. 
• Mrs Chambers, Mr Brandreth, Mrs O’Neill and Sir Duncan are going to visit 

Monitor in London on 20th July 2015 and feedback will be provided to Board at 
the meeting in September 2015. 

 
Mr Chambers thanked the Executives and their teams for work in preparing for the 
Monitor visit. 
 

B48/15 TO RECEIVE THE BOARD ASSURANCE FRAMEWORK – JULY 2015  
 
Mr Chambers presented the Board Assurance Framework (BAF) as at July 2015 and 
stated that a full review had been undertaken with the Executive Team at the 
Corporate Directors’ Group.   
 
Mr Chambers outlined details of CRS 2015/16 as this risk reflected the issues in 
relation to sustainability, the need for a system wide cost improvement plan and 
the work being undertaken by the Four Leaders meeting.  Mr Chambers added that 
in simple terms, the Trust would ultimately lead on the supply of services to 
patients. 
 
Mrs Hopwood stated that she was pleased to see the additional risks, however she 
asked how did the Board feel about risks in relation Wales as the income value 
from Wales was approximately 20% of Trust income.  Mr Chambers replied that 
20% is a significant amount of income for the Trust and that the Trust is having on-
going discussions with Betsi Cadwaladr Health Board and further meeting was 
planned for the end of August 2015.  Mr Chambers stated that he would discuss 
adding information in relation to Wales in the next version of the BAF. 
 
In response to a question from Dr McMahon, a full discussion took place regarding 
the importance of communication to staff and members of the public regarding the 
challenges and the future ambitions for the health services locally and nationally. 
 
A further discussion took place regarding the communication and culture 
conversations with staff and that feedback from these early conversations had 
been positive and acknowledged that challenge for the Trust and the NHS 
nationally.  Mr Chambers suggested that Mrs Hodkinson should lead on the 
communications to staff and public in relation to the Vanguard and the shape, 
scope and ambition for the local and regional health services. 
 
The Board noted and approved the Board Assurance Framework – July 2015. 
 

 

B49/15 TO RECEIVE AND APPROVE THE COST APPROVAL PROCESS 
 
Mrs O’Neill presented the cost approval process to the Board and stated that this 
was the 3rd year that Monitor had directed Boards to formally approve the process.  
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Mrs O’Neill assured the Board that the Trust was following appropriate guidelines 
and principles for the cost approval process. 
 
The Board approved the Cost Approval Process for the Trust. 
 

B50/15 TO RECEIVE AN UPDATE ON NEVER EVENTS AND SERIOUS UNTOWARD 
INCIDENTS 
 
Mrs Kelly reported the third never event under the performance report agenda 
item. 
 
Mrs Kelly reported that there had been 5 pressures ulcers which were being 
monitored via the Quality, Safety and Patient Experience Committee. 
 

 

STRATEGIC DEVELOPMENT 
 
B51/15 TO RECEIVE THE CHIEF EXECUTIVE’S REPORT (VERBAL)  

 
Mr Chambers gave an update on the following points: 
 
• The new junior doctors rotation takes place in August 2015 there are some 

significant challenges with gaps in rota which Mrs Hodkinson and Mr Harvey 
are currently reviewing. 

• The Trust held 2 masterclasses in June 2015 Dr Kate Granger, a locum 
consultant elderly care doctor who focussed on her #hello my name is 
campaign and one from the Chief Executive of Royal Salford Hospital, Sir 
David Dalton which focussed on the work they have been doing for over 13 
years in relation to low mortality rates and high patient satisfaction. 

• The Trust held the Outstanding Achievement Awards with 100 members of 
staff receiving an award. 

• There is a photo gallery wall in main reception which captures the ‘Team 
Countess’ demonstrating safe, effective and kind care. 

• The Trust’s Patient safety team were shortlisted for an award, unfortunately 
they did not win but the team did not get shortlisted by coincidence and 
demonstrates their hard work. 

• The Trust’s HR team, the only HR team from the NHS to be nominated for the 
CIPD People Management Team. 

• The second NHS Northwest Games took place at the beginning of July 2015, 
the Trust entered a team who take part 5k race, a rounders team and five a 
side team. 

• Mr Brandreth and his team are working on the High Quality Care Costs Less 
(HQCCL) work streams, which is about how the Trust plans a different way for 
delivering services. 

 

 

B52/15 TO RECEIVE AN UPDATE ON GOVERNOR MATTERS 
 
Mr Cross gave an update on the following points: 
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• That the Governor election process had started and that 2 informal drop in 

sessions for potential Governors had been held. 
• A Governor roadshow was held at the Countess Car Boot Sale on 5th July 

2015 which was very successful. 
• There will be a future roadshow for staff in the hospital which is to raise the 

profile of Governors and engage with staff to see what they are thinking. 
 

FOR NOTING& RECEIPT 
 
B53/15 TO RECEIVE THE MINUTES OF THE QUALITY, SAFETY AND PATIENT EXPERIENCE 

COMMITTEE – 20TH APRIL 2015 AND 18TH MAY 2015 
 
The Board received and noted the minutes of the Quality, Safety and Patient 
Experience Committee – 20th April 2015 and 18th May 2015. 
 

B54/15 TO RECEIVE THE LEVEL 2 ROOT CAUSE ANALYSIS INVESTIGATION REPORT – 
THEATRE INCIDENT TREND ANALYSIS 
 
The Board received and noted the level 2 root cause analysis investigation report – 
theatre incident trend analysis. 
 

B55/15 TO RECEIVE  THE COCH RESPONSE TO THE SAVILLE REPORT 
 
The Board received and noted the CoCH response to the Saville Report. 
  

 

B56/15 TO RECEIVE  THE MINUTES OF THE PEOPLE AND ORGANISATIONAL DEVELOPMENT 
COMMITTEE – 27TH MARCH 2015 
 
The Board received and noted the minutes of the People and Organisational 
Development Committee – 27th March 2015. 
  

 

B57/15 TO RECEIVE  THE MINUTES OF THE FINANCE AND INTEGRATED GOVERNANCE 
COMMITTEE – 7TH APRIL 2015 
 
The Board received and noted the minutes of the Finance and Integrated 
Governance Committee – 7th April 2015. 
  

 

B58/15 TO RECEIVE THE CORPORATE INFECTION PREVENTION AND CONTROL ASSURANCE 
– QUARTERLY REPORT (RETROSPECTIVE REPORT BASED UPON FEBRUARY 2015 
QUARTERLY DATA UPDATE) 
  
 
The Board received and noted the Corporate Infection Prevention And Control 
Assurance – Quarterly Report (Retrospective Report Based Upon February 2015 
Quarterly Data Update. 
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B59/15 TO RECEIVE  THE ADULT SAFEGUARDING ANNUAL REPORT 2014/15 
 
The Board received and noted the Adult Safeguarding Annual Report 2014/15.  

 

B60/15 TO RECEIVE  THE LSMS ANNUAL REPORT 2014/15 
 
The Board received and noted the LSMS Annual Report 2014/15. 
  

 

B61/15 DATE AND TIME OF NEXT MEETING 
 
Tuesday, 1st September 2015 – 12.30pm Education and Training Centre, Countess of 
Chester Hospital. 
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BOARD OF DIRECTORS ACTION LOG 2014/15 & 2015/16 
 

Meeting 
Date 

Minute 
Ref: 

Issue Action Update Responsibility Target 
Date 

16.12.14 130/14 The Board to consider the national and local picture 
in education for existing staff 

Alison Kelly and Sue Hodkinson to bring 
assurance to the Board in May 2015 

Update to be 
received to Board 
following review at 
POD  

Sue H and Alison September 
2015 

05.05.15 B25/15 The Board to receive details of the revised process 
for the sharing of learning from mortality reviews 

Ian Harvey to include an addendum in the next 
mortality report 

 Ian Harvey September 
2015 
 

07.07.15 B45/15 Variable pay – demonstrate impact of variable pay on 
budgets and on financial forecasting 

To review at POD, detailed report to EDG and 
monitored trough Finance sub-committee 

 Debbie 
O’Neill/Sue 
Hodkinson 

September 
2015 
 

07.07.15 B45/15 Review of issues being raised in complaints Alison Kelly to present Complaints and PALS 
Annual Report 2014/15  to Board 
 

 Alison Kelly November 
2015 

07.07.15  Communication to staff and public in relation to 
Vanguard and the shape, scope and ambition for 
local and regional health services 

Sue Hodkinson to lead via People and 
Organisational Development Committee 

Following 
discussion at EDG – 
this will be led 
through the System 
Wide Strategic 
Leadership Group 

Tony Chambers December 
2015 

  

  

 Action has slipped 

 Action is not yet complete but on track 

 Action complete 

* Moved with agreement 
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Board Assurance metrics

July 2015

    Description    Current position/comments        Trend Target

A&E 4 
hour 

target

Risk adjusted 
mortality ratio 
based on 
number of 
expected 
deaths.
National 
published 
figure from 
HSCIC.

This measure does not take into account 
palliative care codes.  It provides a 
complete picture of hospital deaths and 
includes deaths within 30 days of discharge 
showing whether the Trust is within the 
expected range when compared to the 
quarterly rebased national baseline.  The 
next full mortality update is due in the 
report produced in September 
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SHMI 

Ratio is the 

number of 

observed 

deaths divided 

by predicted

deaths.  HSMR 

looks at 

diagnoses 

which most 

commonly 

result in death

This measure is based on specific 
diagnosis groups that account for approx 
80% of our inpatients.  A ratio of greater 
than 100 means more deaths occured 
then expected, while a ratio of less than 
100 suggests fewer deaths occured than 
expected.
April data not avialable until late August 
due to delay in HSCIC releasing data post 
14/15 refresh.
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Incidents

Level 2 
severe harm 
or death to 
patient.  
Never events 
are serious 
largely 
preventable 
pt safety 

The level 1 reported incident was initially 
received as a complaint and was due to a 
delay in diagnosis fracture and 
management.  The level 2 reported 
incidents were due to medication given in 
error, an unexpected admission to NNU, 
deterioration in a patients condition and a 
radiological event
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Discharge 
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patients

90% of 
electronic 
discharges for 
admitted pts
should be 
sent within
24 hrs, 95% 
within 48 hrs 
and all within 
2 weeks

Performance within 48 hours remains 
under target .  See page 15 for exception 
report.  
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Green

As expected -
Blue

Above 
expected - Red

Below 
expected -
Green

No current
target but 
any Never 
event 
highlighted 
as red in 
month

90% within 24 
hrs per month

95% within 48 
hrs per month
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Board Assurance metrics

July 2015

    Description    Current position/comments      Trend Target

zero cases

Are we safe?

A&E 4 

hour 
target

Number of 

cases of 
hospital 

acquired MRSA 

bacteraemia 

(meticillin-
resistant 

staphylococcus 

aureusis)

The target for MRSA is zero cases within 
the year.  There were no cases in July.  It 
is now over 200 days since the last 
reported MRSA case
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Number of 
cases of 
Clostridium 
Difficile

A maximum of 24 cases has been set for 
2015/16.  There were no cases in July 
which is now on trajectory for the year to 
date
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hand 
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audits each 
month

Performance has achieved since February 
2015
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Safety 

Thermometer

Tool to 
survey a 
snapshot of 
harm free 
patient care.  
Includes 
pressure 
ulcers, falls, 
catheters, 
UTIs and VTE 

Small improvement in July from previous 
month but remains below target.See 
page 16 for the exception report 
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Are we 
safe?

BAF ref: 

CR1, CR2, 

CR3, CR6, 

CR7, CR10

Zero cases 
for the year

24 maximum
annual cases
exception 
report if two
consecutive 
months over 
trajectory

95% each 
month

Compare to 
National 
average

Above
average
- Green

Below 
average - red
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Board Assurance metrics

July 2015

    Description    Current position/comments      Trend Target

Requested

Authorised

Are we safe?

A&E 4 

hour 
target

Actual
staffing 
compared to 
planned for 
registered 
nurses/ 
midwives and 
care staff

Safe staffing remains above target.  See 
pages 25 and 26 for detailed safe 
staffing report  
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% staff planned/actual target

Safe

Staffing

Number of 
Deprivation
of Liberty 
applications 
requested 
during the 
quarter

Due to legislative changes in relation to 
DoLS in March 2014 our practice and 
criteria for applications in relation to 
these legal applications has substantially 
altered thus leading to increases in the 
numbers required. There is a current 
focus on education and training in 
respect of this area which is being 
closely monitored

DOLs
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Safeguarding 

training

% of level 2
training 
undertaken 
to be split by 
training for 
Adults and 
Children

Level 2 training is for all clinical staff and 
is the most challenging to achieve. The 
Director of Nursing & Quality is 
personally focusing on those who are 
non-compliant.  It is essential that both 
adults and childrens safeguarding 
training compliance is improved.  Due to 
this being a new measure an exception 
report will be provided in performance 
does not improve
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Adult Children Target

Inpatient
Falls with 

harm

Inpatient falls 
with harm

Three falls with harm were identified 
with moderate harm for July.  Of the 
three falls one was unavoidable, one has 
lessons learned and the other remains 
under investigation.  A new falls policy 
has been launched following review in 
line with recent NICE guidance.  Part of 
the workforce review is also supporting 
this work
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Are we 
safe?

BAF ref: 

CR1, CR2, 

CR3, CR6, 

CR7, CR10

>95% per 
month

No target for
this measure 
but has to be 
reported at 
Board level

>80% in 
month

Any falls 
with harm -
red

Target is 
zero cases in 
month
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Board Assurance metrics

July 2015

Description    Current position/comments      13 month rolling trend Target

A&E 4 

hour 
target

Western 
Cheshire CCG 
Stroke patients 
who spend at 
least 90% of 
their time in 
hospital on a 
stroke unit .

The stroke target was above the standard in 
June. TIA performance was 93.8% against 
the target of 60% . The measure will be one 
month behind due to clinical coding
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Stroke

National
CQuIN.

4 key items:
*Stage of AKI 
*Medicine review
*Blood tests requested on discharge 
*Frequency of blood tests post discharge

Fields not live on Meditech until July 15, all 
fields mandatory.  A separate audit of the 
quality of the information in the fields is 
being carrried out

Sepsis

Acute

Kidney 

Injury

Random sample 
of 25 patients 
who had an AKI 
alert on 
Meditech during 
their stay 'Did 
their discharge 
summary 
include 4 key 
items?'

Part 1 - Random sample of 60 AED 

attendances, if identified as a sepsis patient -
Were they screened following local protocol?

Only 1 patient identified in sample for Apr and 
they were screened. May and June = 0 pts 

were caught in sample with sepsis.
Part 2 - not reporting until end Q2.

Random sample of 30 patients coded with 
sepsis reviewed.  If identified as 'Red Flag' or 

'Severe' sepsis  - Did they receive IV 
antibiotics within 1 hr of arrival?
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Dementia

% of patients 
aged 75 or 
above asked 
case finding 
question 
within 72 
hours of 
admission

This is a national CQUIN. There is a 
continued achievement of this target
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% achieved target

Are we 
effective?

BAF ref: 

CR3, CR7, 

CR10

>80% per 
month

CQuIN will be 

awarded if 
improvement

from 
baseline, Q1,  

(or 
maintained if 

100%) is 
demonstrated

Target not 
agreed for 
this -
measure
by Sept15

>90%

80%

85%

90%

95%

100%

A
p

r-
1

5

M
a

y-
1

5

Ju
n

-1
5

Ju
l-

1
5

A
u

g-
1

5

Se
p

-1
5

O
ct

-1
5

N
o

v-
1

5

D
e

c-
15

Ja
n

-1
6

Fe
b

-1
6

M
a

r-
16

Part 1 Part 2



Page | 6 
 

 

Board Assurance metrics

July 2015

    Description    Current position/comments      Trend     Target

zero cases

A&E 4 

hour 
target

Would patients 
recommend 
service to 
friends & 
family.  
Introduced in 
2013 for 
Inpatients, A&E 
and maternity.  

Outpatient and day case services were 
introduced from April 2015  

75%

80%

85%

90%

95%

100%

Mar-15 Apr-15 May-15 Jun-15 Jul-15

A&E IP Mat

Friends & 
Family - % 

likely to 

recommend

Number of 
responses 
received for 
IP, A&E and 
maternity 
compared to 
eligible 
patients

Work continues to improve the 
response rate - the response rate for 
inpatients was particularly low for July 
but this was due to a change in the 
questionnaire template provided to 
patients

Friends & 
Family 

response 

rate
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Feedback

Monthly Trust 
complaints 
and formal 
thank you 
letters 
received by 
the Trust

In July 2015 the Trust received 25 new 
formal complaints.  82% of all complaints 
were sent out within time, up from 77% 
in June.  The Chief Executives office 
received ten formal thank you letters for 
the month of July
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Mixed Sex 
accommodation

breaches

Number of 
breaches to 
the mixed sex 
accommodati
-on standard 
for non 
clinical 
reasons

There were no breaches to this standard 
in the month of July
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Are we 
caring?

BAF ref: 

CR1, CR4, 

CR6, CR7, 

CR10

Target to 
be agreed 
with 
Director of 
Nursing by 
Sept 15

>15% per 
month

Complaints
to be within 
expected 
control
limits

Zero cases 
per month
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Board Assurance metrics

July 2015

    Description         Current position/comments      13 month rolling trend         Target

A&E 4 

hour 
target

Diagnostic tests 
to be carried 
out within 6 
weeks of
request being 
received. This is 
measured on 
the National 
DM01 return.

Diagnostics failed the target for the 
fifth month due to the number of 
breaches in echocardiography.  See 
page 17 for exception report 
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% achieved target

Diagnostic 

6 week 
standard

First 
treatment for 
cancer within 
62 days of 
urgent
referral 
through GP 2 
week referral 
route.  85% 
threshold

Performance for July is above target 
(provisional position). Q1 narrowly 
failed the target at 82.94%. An 
exception report has been provided 
due to under performance of target in 
Q1. See page 18 for exception report
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62 day 

standard
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Cancer 

31 day 

standard

Patients 
receiving first 
definitive 
treatment 
within 1 
month of 
cancer 
diagnosis. 
The threshold 
is 96%.

Perfromance against this standard 
continues to be achieved.
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Cancer 2 

week 

standard

Patients
referred from 
GP with 
suspected 
cancer should 
have their 
first 
appointment 
within 14 
calendar days

Perfromance against this standard 
continues to be achieved.
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% achieved target

Are we 
responsive?

BAF ref:

CR3, CR5, 

CR6, CR7, 
CR8, CR9, 

CR10

99% per 
month

85% per
Quarter

96% per 
Quarter

93% per 
Quarter
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Board Assurance metrics

July 2015

    Description    Current position/comments     Trend          Target

A&E 4 

hour 
target

Hospital 
cancellations 
due to no beds

There were 6 cancellations of patients 
due to no beds in July.  At this stage we 
continue to achieve the target of 
returning to 2012/13 levels
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Cancellation 

due to no 
beds

Percentage of 
completed 
pathways for 
English 
patients 
closed within 
18 weeks.  
The threshold 
is 90%.

Achieved in July.  Only the specilaties of 
General Surgery and Oral Surgery were 
under the 90% target
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pathways
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RTT non-

admitted 

pathways

Percentage of 
non-admitted 
pathways for 
English 
patients 
closed within 
18 weeks.  
The threshold 
is 95%.

All specialties continue to meet the 95% 
target for non admitted pathways
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RTT 

incomplete 

pathways

Percentage of 
incomplete 
pathways for 
English 
patients 
within 18 
weeks.  The 
threshold is 
92%.

Overall performance continued to be 
met.  Only General Surgery and Oral 
Surgery were under the 92% target
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Are we 
responsive?

BAF ref:

CR3, CR5, 

CR6, CR7, 
CR8, CR9, 

CR10

Internal target 
based on 
2012/13 levels

90% per
month

95% per 
month

92% per 
month
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Board Assurance metrics

July 2015

    Description    Current position/comments      13 month rolling trend Target

A&E 4 

hour 
target

Maximum wait 
time of 4 hours 
in A&E from 
arrival to 
admission, 
transfer or 
discharge.  
Target of 95%.

Performance has achived in July for the 
first time since Septmeber. A number of 
key actions including the launch of the 
Discharge to Assess and Acute Frailty 
Unit which has improved patient flow and 
care to patients. 
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A&E 4 

hour

standard

Number of 
emergency 
readmissions 
within 28 days.  
Excludes 
patients with 
diagnosis of 
cancer, 
nephrology, 
obstetrics

This is a new metric monitored on the 
board assurance report from April 2015
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optimised 

patients

Number of 
days within
the month 
where there 
are medically 
optimised 
patients 
within acute  
beds

Improvements have been seen in the 
number of patients medically optimised 
within acute beds. Based on this 
improvement and achievement of the A&E 
standard in July no exception report has 
been provided. 
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intermediate 
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Work is underway to develop the metric 
to measure and monitor from September 
2015
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>95% per
month
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be agreed 
with 
Executive 
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next 
month's 
report

Less than 40 
medically 
optimised 
patients 
within acute 
beds each 
day (target 
agreed with 
CCG)
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Board Assurance metrics

July 2015

    Description    Current position/comments

A&E 4 
hour 

target

Monitor's
(independent 
regulator) 
measure of 
financial risk

Planned and actual CoSR score is 3.
There is a year to date operating 
(EBITDA) deficit of £1.5m against a 
deficit plan of £1.1m, and liquidity 
remains healthy.                                                        
Monitor has recently changed its Risk 
Assessment Framework and we are 
currently assessing the impact.  It is 
likely that both our plan and actual will 
fall to a 2 under the new metrics

Continuity

of Service 
Risk 

(COSR)

Net income
and 
expenditure 
after 
adjusting for 
hosted 
services and 
impairments

Planned deficit YTD is £3.7m and we are 
reporting adverse performance against 
this is of £274k. Efficiency schemes are 
off plan by £503k at M4, contributing to 
this overspent position. Pressures 
continue within Medical and Nursing 
agency spend. Over achievement of 
income to date has been able to partly 
offset some of these  expenditure 
pressures. Exception report on page 19

Normalised

net 
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Debtor Days: 
Trade 
Debtors 
divides by 
income x 365

Debtor days, continues to increase, due 
to continued contract overperformance, 
which, in accordance with the national 
billing timetable won't be received until 
August, continuing issues with NHS 
organisations refusing to make 
payment without patient level 
information which we are legally no 
longer able to share and continuing 
problems with obtaining payment from 

Are we 
well led?
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Cash

Cash on 
deposit <3 
month 
deposit

The closing cash balance at the end of 
July was just under £38m which is £9m 
above plan. This is due to the receipt of 
the monthly payment on account from 
the West Cheshire CCG, offset by a 
continued increase in debtors
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As Plan

£28m
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Board Assurance metrics

July 2015

    Description    Current position/comments

Capital 

Expenditure

Capital
expenditure 
performance 
against plan / 
forecast out-
turn

Capital expenditure is £0.8m behind plan, 
due to slippage with purchasing medical 
equipment and  completing backlog 
maintenance.  The 4th Daycase Theatre is 
on plan.
The second installment of the agreed loan 
(£5m) has been received to support the 
capital program.

Are we 
well led?

CRS 

In Year

Planning
improvements 
in productivity 
and efficiency

Against the £6m annual efficiency
target, as at M4, £1,937k  (32%) in CRS 
savings have been  achieved with  
£3003k (50%) identified as either 
Green, Amber or Red rated schemes and 
£1,060k  (18%) outstanding.  As at M4 
the under achievement against the CRS 
savings plan is giving a £503k adverse 
variance.  Exception report is available 
on page 20
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Recurrently £1,318k (22%) in CRS savings 
have been achieved with £4,524k (75%) 
identified as either Green, Amber or Red 
rated schemes and £158k (3%) 
outstanding. Please note detail in the 
Exception Report on page 20 £0k
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BAF ref:

CR3, CR5, 

CR6, CR7, 
CR8, CR9, 

£3.6m 

No deviation 
from plan

No deviation 
from plan

Planning
improvements 
in productivity 
and efficiency

Medical Pay is currently overspent by 
£242k, due to agency costs in excess of 
those anticipated. Agency medical 
expenditure YTD to M4 is £1,186k (9% of 
the total medical spend). Nursing Pay is 
currently £230k overspent, however this 
offset in full by additional PbR income. 
Agency nursing expenditure YTD to M4 is 
£79k (0.5% of total nursing spend)
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Board Assurance metrics

July 2015

    Description    Current position/comments

Are we 
well led?

BAF ref:

CR3, CR5, 

CR6, CR7, 
CR8, CR9, 

Contract

performance
Activity 

YTD Contract 
performance 
against Trust 
Planned activity 
(English & 
Welsh)

Numbers continue to be above plan 
on elective and non elective 
activity. The anticipated reduction 
in antenatal and maternity activity 
has not materialised resulting in a 
favourable variance.                                                                                                         

However, activity numbers are 
below plan on daycase , outpatient 
activity and A&E attendances.
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Contract

performance
Financial   

YTD Contract 
performance 
against Trust 
Planned Value 
(English & 
Welsh)

At the end of month four, the 
financial value is £1,166k above 
plan year to date as follows:-
Elective IP +£82k
Non-Elective IP +£967k   
Daycase -£237k  
Outpatients -£340k 
Maternity +£280k 
Non PBR +£593k
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Board Assurance metrics

July 2015

    Description    Current position/comments      13 month rolling trend         Target

A&E 4 

hour 
target

% sickness
absence.  
Monthly rate 
excludes 
Comfort zone 
and Bank 
staff

Trust wide attendance management 
levels decreased in July to 3.73%, from 
the June figure of 4.12%. The rolling 12 
month average is 4.04% exceeding 
Trust target though we remain as 
having the third lowest level in the NW. 
There was a reduction in long term 
absence in month from 2.15% to 
1.76%; short term absence remained 
steady at 1.97%. Exception report on 
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Training 
Monthly Rate
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long term sick 
& mat. leave.

Mandatory Training position remains 
static this month. Current compliance 
rate of 89.7%, which exceeds the CQC 
target (76%) but is below the Trust 
target (95%). When taking into 
account those already booked to 
attend, the Trust achieves the 95% 
compliance rate. Exception report on 
page 22
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Staff with 
completed 

appraisal

We are pleased to report that the level of 
appraisal compliance continues to 
improve, achieving 90.5% in July.  This 
now exceeds the CQC target (84%) but 
remains below the Trust target 
(95%).Exception report on page 23

70%

75%

80%

85%

90%

95%

100%

Ju
l-

14

A
ug

-1
4

Se
p

-1
4

O
ct

-1
4

N
ov

-1
4

D
ec

-1
4

Ja
n-

15

Fe
b

-1
5

M
ar

-1
5

A
pr

-1
5

M
ay

-1
5

Ju
n-

15

Ju
l-

15

Appraisal % Trust target %
CQC Target %

Staff

turnover

Turnover 
Rate
Based on the
previous 12 
months and 
on permanent 
staff only. 
Rate should 
be under the 

Turnover remains under target at 
9.88%

6%
7%
8%
9%

10%
11%
12%

Ju
l-

14

A
ug

-1
4

Se
p

-1
4

O
ct

-1
4

N
ov

-1
4

D
ec

-1
4

Ja
n-

15

Fe
b

-1
5

M
ar

-1
5

A
pr

-1
5

M
ay

-1
5

Ju
n-

15

Ju
l-

15

% turnover Trust target

Are we 
well led?

BAF ref:

CR3, CR4, 

CR6, CR7, 
CR11

Appraisal 
Monthly Rate
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above and 
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staff with less 
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service.  

Below 3.65% per 
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results from 
the Staff 
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Board Assurance metrics

July 2015

    Description    Current position/comments      Breakdown by type by month         Target

A&E 4 
hour 

target

Variable pay 
as a 
percentage of 
the total pay 
budget

Medical agency spend illustrated a 
significant variance in month, with 
vacancies & gaps in rotas impacting in 
across a range of specialties (including 
Plastics, Rheumatology, Anaesthetics). 
Overtime usage reduced significantly
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EXCEPTION REPORT
Indicator: E-Discharge

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead: Divisional Directors 

Q1 Q2 Q3 Q4 Executive Lead: Mark Brandreth, Deputy Chief Executive

Both measures regarding e-discharge within 24 and 48 hours are currently not 

achieving the target. This issue is in a number of specilaties.

Performance is being monitored weekly and actions include:

- Continual review of performance by specilaty by Deputy Chief Executive at weekly 

operational performance meeting

- Detailed analysis of individual cases where by they have not been completed within 

time to understand themes and areas of concern

- Reports provided daily for Divisions to ensure real time compliance
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EXCEPTION REPORT
Indicator: Safety thermometer

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead: Sian Williams, Deputy Director of Nursing & Quality

Q1 Q2 Q3 Q4 Executive Lead: Alison Kelly, Director of Nursing & Quality

The % harm free is currently below the national level.  This is a point prevalent survey 

conducted once a month based on ward participation.  The numbers may vary on a 

monthly basis.

The Deputy Director of Nursing is supporting the matrons to look in more detail at 

the identified wards.  Any gaps will be addressed.  The further work is ongoing to 

improve the score and reduce harms.  The Practice Development Team are reviewing 

current inpatient catheter care.  We are currently analysing the data in more detail to 

identify any trends per ward and ensure action is being taken on those metrics which 

are of concern.  Training and education is ongoing to support pressure ulcer 

reduction.



Page | 17 
 

 

 

 

 

 

EXCEPTION REPORT
Indicator: Diagnostic 6 week wait

Issue: Historic data:

Lead: Richard Baird, Lorraine Burnett, Linda Fellowes (Divisional Directors)

Executive Lead: Mark Brandreth, Deputy Chief Executive

Forecast for improvement:

Q1 Q2 Q3 Q4

The diagnostic 6 week standard has been breached for five consecutive months due 

to issues within the echocardiography service.  This includes workload across the 

echo service, workforce, process and systems and issues with equipment.

Proposed actions:   

                                                                                            

Workforce:  As an interim, extra evening and weekend lists have been 

commissioned based on staff availability, however as we enter into summer period 

this is proving more difficult.  We have recruited two echocardiographers with one in 

post from the end of July and the remaining post in September.  Further recruitment 

is on-going however recent recruitment has been unsuccessful.  There is a national 

shortage of echocardiographers and physiologists

 

Process & Systems: We are exploring options to increase throughput and reviewing 

systems and process to see if they can be improved or streamlined.  Echo protocol 

has been revised and, working with IM&T,  changes are to be made to the Order 

Entry screens on Meditech to provide additional justification for ordering. Reviewing  

scheduling and utilisation has also taken place with the aims to improve utilisation.                                                                                   

Equipment: We are working closely with suppliers and EBME to gain early resolution 

on issues.   Procurement of replacement equipment is part of 2015/16 replacement 

programme. 

English - Number of Exams > 6 weeks

Month End Snapshot Jul-14 Aug-14 Sep-14 Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15

Magnetic Resonance Imaging 1 3 1 1 1 1 2 3 1
Computed Tomography 3 1 1 5
Non-obstetric ultrasound 3 44 5 15 1 1 1 8
Audiology - Audiology Assessments 2 1 1 1 1
Cardiology - echocardiography 37 24 2 2 1 4 6 3 51 114 84 130 96
Respiratory physiology - sleep studies 1
Colonoscopy 1
Flexi sigmoidoscopy
Cystoscopy 13 12 6 2 10 2 9 1 16 11 5 7 8
Gastroscopy 5
Total patients waiting 3738 3329 3506 3614 3567 3662 2774 3193 3798 3317 3236 3353 3729

% < 6 weeks 98.60% 97.70% 99.54% 99.9% 99.6% 99.4% 99.4% 99.8% 98.0% 96.1% 97.2% 95.4% 97.0%
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EXCEPTION REPORT
Indicator: 62 day cancer performance

Issue: Historic data:

Forecast for improvement: Lead: Ian Bett, Associate Director of Performance & Planning

Q1 Q2 Q3 Q4 Executive Lead: Mark Brandreth, Deputy Chief Executive

The position for Quarter 1 has now been finalised at 82.94%.  The 

table shows that whilst Q1 narrowly failed the target by 5 breaches, 

an improvement has been demonstrated against previous quarters.  

Whilst performance continues to improve, the number of patients over 

62 days is continually reducing.

The provisional position for July currently is 94.83% with 58 patients 

treated and 3 breaches.

Monthly and quarterly performance and number of patients over 62 days on 

PTL

Proposed actions:

Urology                                                                                              

Urology has been identified as one of the contributing factors to the 

underperformance of the 85% standard due to the number that 

remain over 62 days. Improvement meetings with Urology have been 

taking place and a number of actions have been agreed to improve 

performance and whilst the number of patients waiting over 43 days 

has improved performance remains a concern. Actions continuing 

include:                                                                                              

• Prostate patients to be triaged and asked to go straight to MR scan 

rather than an initial Outpatient appointment

• Additional scan results clinic to improve diagnostic times

• Improve first outpatient capacity to improve waiting times from 14 

to 7 days based on demand and capacity findings

• Reviewing pathways of other Trusts to ascertain further 

improvements

                                                                                                        

Upper GI

The work undertaken with Upper GI has shown some dramatic 

improvements in the number of patients over 62 days. Since October 

2014 the number of patients over 62 days has improved by 179 

patients. The continued reduction in the number of patients over 62 

days has resulted in 6 breaches in Q1. Improvement meetings are 

continuing with UGI to ensure continuing reduction in the PTL and 

improving performance into Quarter 2 with the main focus of 

addressing the outpatient capacity shortfall.

Speciality
Above 62+ days 

on PTL 31/07/15

Breast 3

Colorectal 1

Gynae 1

Haem 1

Head & Neck 4

Lung 3

Skin 4

Upper GI 25

Urology 7

TOTAL 49

Month
62 day 

performance (%)

Numbers over 62 

days

Oct-14 79.31 219

Nov-14 88.57 159

Dec-14 80 164

QUARTER 3 82.29

Jan-15 76.67 138

Feb-15 86.05 81

Mar-15 87.04 84

QUARTER 4 82.8

Apr-15 86.21 88

May-15 82.86 86

Jun-15 79.83 55

QUARTER 1 82.94

July 15 

(provisional)
94.74 49
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EXCEPTION REPORT
Indicator: Normalised Net Surplus / Deficit

Issue:

Proposed actions:

Forecast for improvement:

Q1 Q2 Q3 Q4

At the end of month 4, there is an adverse performance against plan of £274k.

Pay:      

There are pressures relating to Medical and Nursing pay covering sickness, maternity 

and vacancies.        

Non pay:      

CRS underachievement accounts for £503k of the variance.      

However there are activity related pressures resulting in overspends on drugs of 

£164k,  outsourcing of £92k and medical & surgical equipment of £84k that are not 

fully offset by the PBR funding received for the over performance on activity. Further 

analysis is required.      

Pressures are also highlighted in relation to expenditure on furniture & computers of 

£120k and consultancy of £35k which are being fully investigated and analysed. 

Income:      

Income is significantly over plan reducing the overall deficit. 

Divisions / departments have worked up action plans which will now be reviewed by 

the Chief Finance Officer in budget holder meetings for those areas with the greatest 

overspend. 

      

Further progress on developing and working up key milestones and savings for the 

CRS schemes that have been identified in conjunction with the PMO to ensure 

delivery on track. Additional support has been secured to work with the Planned Care 

Division to improve their CRS plans.    

      

Executive leads have been identified to review and reduce variable pay and non pay. 

Please see further details under CRS exception report.  

FINANCIAL PERFORMANCE AS AT 31ST JULY 2015

Category In Month Year to Date

£000s £000s

PAY Nursing (24) 230

Medical 74 242

Admin & Clerical (33) (59)

PTA / PTB (30) (30)

Ancillary (23) 19

Other (19) (25)

PBR funding 140 (142)

Total Pay 85 235

NON PAY Drugs 49 164

Furniture, Office & Computers 47 120

Outsourcing 26 92

Med & Surgical Equipment 75 84

Consultancy (3) 35

Other (87) 33

PBR funding (74) (164)

Total Non Pay 33 364

CRS CRS 146 503

INCOME (192) (828)

TOTAL 72 274

KEY VARIANCES
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EXCEPTION REPORT
Indicator: CRS in Year & Recurrently

Issue:

Proposed actions:

Forecast for improvement:

Q1 Q2 Q3 Q4

The CRS has not been delivered as planned as at month four. This is primarily due to 

a shortfall in the number of schemes identified resulting in a shortfall of delivery to 

date. There has also been some slippage in the start dates of some schemes. The 

target delivery profile is based on historical delivery trend resulting in a month 4 

target of £1,520k. The amount achieved is £1,017k resulting in underachievement of 

£503k at the end of month four.  

The Director of HR is leading a group tasked with reviewing all aspects of variable pay 

for the Trust, to include additional clinical sessions paid, overtime, outsourcing etc.  

The Director of Corporate Affairs & Legal Services, is leading a group tasked with 

reviewing all aspects of non pay expenditure for the Trust, to include drugs, furniture 

& computers, maintenance etc.  

The Divisions / Departments report monthly at QFWG on progress against green, 

amber and red rated schemes and pipeline work.

The PPD department is ensuring all PIDS are completed and key milestones delivered.

The organisation is currently working with DoH and Lord Carter in relation to support 

for further efficiency savings opportunities with plans currently being drawn up.

The High Quality Care Costs Less (HQCCL) work streams are also focusing on 

delivery of the recurrent CRS.

Additional capacity has been made available to the Planned Care team to support 

further development and delivery of the CRS. 

Division / Department

 2015/16 In Year 

CRS Target  Achieved   Outstanding Green Amber Red Pipeline

Planned Care 2,200,000£               414,996£                1,785,004£      238,484£       339,719£          190,000£     1,016,802£      

Urgent Care 2,200,000£               405,618£                1,794,382£      485,712£       856,833£          219,324£     232,513£          

D&P 580,000£                   251,269£                328,731£          24,220£         26,000£             31,000£       247,511£          

Estates   240,000£                   146,851£                93,149£            30,283£         24,000£             -£              38,866£            

Facilities 280,000£                   46,601£                   233,399£          44,000£         65,000£             13,000£       111,399£          

Nurse Mgmt 36,000£                     25,000£                   11,000£            46£                 3,657£               -£              7,297£               

Medical Photography 3,000£                       3,000£                     -£                   -£                -£                   -£              -£                   

Comms & Engagement 3,000£                       3,000£                     -£                   -£                -£                   2,500£          2,500-£               

Corporate Clinical 8,000£                       8,000£                     0-£                       0-£                    -£                   -£              -£                   

IM&T 200,000£                   41,272£                   158,728£          50,975£         2,500£               8,750£          96,503£            

HR 107,000£                   11,000£                   96,000£            24,000£         31,750£             29,375£       10,875£            

Trust Administration 28,000£                     7,500£                     20,500£            10,135£         1,388£               500£             8,477£               

PPD 20,000£                     9,878£                     10,122£            585£               9,537£               -£              -£                   

Finance 55,000£                     55,004£                   4-£                       4-£                    -£                   -£              -£                   

Procurement 40,000£                     40,000£                   -£                   -£                -£                   -£              -£                   

Central 467,937£                467,937-£          240,000£       -£                   -£              707,937-£          

TOTAL 6,000,000£               1,936,926£             4,063,074£      1,148,434£   1,360,384£       494,449£     1,059,806£      

32% 68% 19% 23% 8% 18%

IN YEAR

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT JULY 15

Division / Department

 2015/16 

Recurrent CRS 

Target 

 Achieved to 

date  Outstanding Green Amber Red Pipeline

Planned Care 2,200,000£      379,536£       1,820,464£   290,572£       425,478£       400,000£       704,414£       

Urgent Care 2,200,000£      316,976£       1,883,024£   627,208£       1,677,000£    270,653£       691,836-£       

D&P 580,000£          323,747£       256,253£       64,000£          46,500£          150,000£       4,247-£            

Estates   240,000£          141,824£       98,176£         28,176£          66,000£          40,000£          36,000-£          

Facilities 280,000£          29,247£         250,753£       44,000£          90,000£          40,000£          76,753£          

Nurse Mgmt 36,000£            -£                36,000£         -£                -£                -£                36,000£          

Medical Photography 3,000£               3,000£           -£                -£                -£                -£                -£                

Comms & Engagement 3,000£               3,000£           -£                -£                -£                -£                -£                

Corporate Clinical 8,000£               -£                8,000£            -£                -£                -£                8,000£            

IM&T 200,000£          41,272£         158,728£       84,752£          5,000£            15,000£          53,976£          

HR 107,000£          11,000£         96,000£         10,000£          82,500£          57,500£          54,000-£          

Trust Administration 28,000£            3,500£           24,500£         8,500£            1,388£            -£                14,612£          

PPD 20,000£            483£               19,517£         -£                -£                -£                19,517£          

Finance 55,000£            23,938£         31,062£         -£                -£                -£                31,062£          

Procurement 40,000£            40,000£         -£                -£                -£                -£                -£                

Central -£                   -£                -£                -£                -£                -£                -£                

TOTAL 6,000,000£      1,317,522£   4,682,478£   1,157,208£    2,393,866£    973,153£       158,251£       

22% 78% 19% 40% 16% 3%

RECURRENT

2015/16 EFFICIENCY PROGRAMME PERFORMANCE AS AT JULY 15
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EXCEPTION REPORT
Indicator: Monthly Sickness Absence rate

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead:    Dee Appleton-Cairns, Deputy Director of HR

Q1 Q2 Q3 Q4 Executive Lead:                Sue Hodkinson

The reduction in long term absence this month comes from the following changes: a 

20% reduction in Back problems (8.27WTE), 19% reduction in depression, anxiety, 

stress, mental health conditions (13.33WTE) and 20% reduction in Injury/fractures 

(8.25WTE). Other Musculoskeletal conditions are the highest reason for long term 

absences (18.6WTE) and short term absences (11.6WTE). Short term absences in 

July increased over a range of reasons including Cold, Cough, Flu, Gastrointestinal 

conditions and Genitourinary & Gynaecological conditions.  Reductions have been 

observed in relation to stress/anxiety/depression, ENT conditions and 

injury/fractures.  The absence rates across the region are currently averaging 4.2% 

as highlighted by EWIN regional benchmarking data. 

The Health and Well Being Strategy actions and progress will be provided in an update 

to the Board planned for November 2015.  Wider good health promotions continue 

including resilience education, lifestyle sessions, fit camps and dietary/nutritional 

advice sessions. The review of the Attendance Management Policy has continued 

through the joint group of Staff Side & Management representatives. The review has 

produced some good work and the group are currently managing some challenges in 

relation to getting common agreement on the % threshold/target and which 

absences count towards thresholds. A further meeting will occur in September and 

then consideration will have to be given in terms of a revised policy being 

implemented.  Following the revisions, training sessions will be held with managers 

and a relaunch of the Policy will occur. Hot spot analysis will continue.
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EXCEPTION REPORT
Indicator: Mandatory Training Completed In The Last 12 Months

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead:                    Linda Walker, Head of Learning & Development

Q1 Q2 Q3 Q4 Executive Lead:     Sue Hodkinson

The Mandatory Training position remains static this month, with the current 

compliance rate being 89.7%.  This exceeds the CQC target (76%) but remains 

below the Trust target of 95%. An additional measurement is partial compliance 

where staff who are non-compliant but are booked onto future programmes is 

standing at 95%, thereby achieving the Trust target.   Local Induction reduced month 

on month, at 86.4% which remains below the Trust target of 95%.

The Learning & Development team and those who participate in the Mandatory 

Training programmes are in the process of creating additional capacity to ensure 

access is open to as many staff as possible.  In addition, a review of what elements 

of mandatory training should be provided is being finalised, with review and approval 

to be undertaken by a future People &  OD Committee.  However, instances of DNAs 

remain which reduce our ability to accept higher numbers. Performance continues to 

be escalated to the Director of Human Resources & Organisational Development 

where continuous improvements are not being observed.   
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EXCEPTION REPORT
Indicator: Appraisals Completed In The Last 12 Months

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead:                      Linda Walker, Head of Learning & Development

Q1 Q2 Q3 Q4 Executive Lead:       Sue Hodkinson

Performance against the appraisal target of 95% continues to improve  to 90.5%, 

which is our highest ever compliance rate since our electronic records began in 2008.

Significant emphasis on the importance of appraisal completion remains within 

Stocktake discussions.  Close monitoring continues and where there are no signs of 

improvements, discussions will take place with the Director of HR & Organisational 

Development.   Work continues on the appraisal agenda, the Appraisal process, 

quality and compliance will form a strand of the culture strategy and associated 

action plan in order to maintain the profile.
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EXCEPTION REPORT
Indicator: Variable Pay

Issue: Historic data:

Proposed actions:

Forecast for improvement: Lead: Richard Baird, Jane O'Neill, Martin Godfrey, Diane Holder, 

Q1 Q2 Q3 Q4 Executive Lead:             Sue Hodkinson

To deliver the £4.5m required savings in relation to pay related CRS plans in 15/16, 

increased focus is being placed on the reduction of variable pay spend across the 

Trust.  Sue Hodkinson, Director of HR & OD, is the Executive Lead.  

Detailed position presented to Finance Sub Committee.  Paper being finalised for 

review at EDG detailing data analysis undertaken, issues identified and proposed 

recommendations.  Key concern relates to Agency spend, with increased gaps in 

both medical and planned care nursing.  Developing communication to wider 

organisation.  MIAA review on Medical agency spend  & controls commenced w/c 

20th July & waiting for final report.  People & OD Committee reviewing delivery in 

detail.  

N&M Vacancies (FTE) Urgent Care Planned Care Total
N&M Registered 3.48 25.52 29.00
Support Staff 2.45 8.41 10.86
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Appendix 1 – Safe staffing 

 

Caring for patients who require ‘one to one’ support continues. The Trust is working in a collaborative to look at improving the guidance of enhanced 
support at ward level. This is an ongoing piece of work.  The Hospital has performed its bi-annual staffing paper, the results of which has been 
presented to the boards and has been published on its web site. There are still a number of Registered Nurse vacancies. Members of the senior 
nursing team now have agreed dates to return to Spain for further recruitment of at least 30 nurses. We are also strengthening our links with the 
Spanish Nursing Universities. 
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Appendix 2 Changes to report 

Please note the following changes to the report from the previous month.  
 
Forecast for Improvement 
 
The forecast for improvement for areas that are currently not meeting performance standards have 
been reviewed since last month. This was done to ensure that all areas of improvement are 
coordinated and meet the strategy of the Trust. The following table provides a summary of the 
forecast for improvement for the remainder of the year. These will now be included each month as a 
summary of the forecasts provided.  
 

Area of underperformance 
(Exception report provided) 

Improvement trajectory 

E-Discharge 

 
Diagnostics 

 
62 day Cancer 

 
18 weeks (Admitted pathway) 

 
A&E 4 hour standard 

 
Normalised net 
surplus/deficit 

 
CRS delivery 

 
Sickness Absence 

 
Appraisals 

 
Mandatory Training 
 
 

 
Variable Pay 
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Amendments to measures/performance report since last month: 
 
Are we safe measures:  

 Weekend mortality added to the ‘Mortality HSMR’ measure 
 A new ‘Safeguarding training’ measure added 
 ‘Inpatient falls’ measure replaced by ‘Inpatient falls with harm’ 

Are we caring measures: 
 ‘Complaints’ measure retitled as ‘Feedback’ 

 
Reporting Mechanisms 
 
Further clarification on measures not included within the Board Report and the associated committees for which they will now report to are 
clarified in the table below. 
  

 

Area Metric Date Added/deleted

Committee to take 

responsibility for 

metric

Comment

Quality & Safety Care Metrics May-15 QSPEC

Quality & Safety Dementia questions 2 & 3 May-15 QSPEC
Question 1 remains on report as a 

metric

Quality & Safety Litigation, Claims & Inquests May-15 QSPEC

Quality & Safety VTE May-15 QSPEC

Quality & Safety Hospicom responses May-15 QSPEC

Quality & Safety Healthwatch Enter & View visits May-15 QSPEC

Quality & Safety Advancing Quality CQUINs May-15 QSPEC
National CQUINs on report and other 

metrics escalated as appropriate

Quality & Safety
Mental Capacity Assessments & 

DOLs
May-15 QSPEC

Operational performance Cancer targets May-15
CDG/Cancer 

performance group

14 day, 31 day and 62 day standards 

shown on report and others will be 

reported by exception

Operational performance Ambulance handovers May-15 CDG Report by exception

Operational performance No of referrals May-15 CDG

Operational performance
Monitor table – summary of 

performance
May-15 CDG

Finance
Performance against IN-YEAR 

monitor Plan for various metrics

Not currently included in May's 

draft Board Report
Finance Committee

Finance
Forecast out-turn for various 

metrics

Not currently included in May's 

draft Board Report
Finance Committee

HR

Metrics that have been 

reviewed to be agreed at 

People & OD committee

People & OD 

committee

Quality & Safety CDiff lapses in care May-15 CDG Part of Monitor reporting requirements



 
 

Improving and Sustaining Cancer Performance 
September 2015 

 
Aim 
 
The Trust received on the 14th July 2015 a joint letter from NHS England, NHS TDA and Monitor 
in relation to Cancer performance (appendix 1). This letter has been sent to all provider Trusts 
outlining the expectations in regard to improving performance and in particular the requirement 
to complete a self-assessment against 8 key priorities.  This paper aims to provide a brief 
summary on where the Trust is in relation to these expectations.  
 
The Trust received a further letter on the 4th August (appendix 2) notifying the Trust that it was 
required to submit a self-assessment but did not require the Trust to provide an action plan due 
to current performance. 
 
 
Providing assurance and further improvement 
 
The following provides a summary on where the Trust is against the requirements contained in 
the letter and identifies any further work required to improve performance. 
 
Eight key priorities 
 
A self-assessment (appendix 3) has been submitted detailing the progress the Trust has made 
against the 8 priorities. We have declared that the Trust is compliant against all 8 priorities. 
 
As part of the improvement work undertaken a review of the current Trust Cancer Operational 
Policy has been undertaken and the Board is asked to approve the revised policy (appendix 4). 
This forms part of the work in compliance with key priority number 3 outlined in the self-
assessment.  
 
Improvement Plans 
 
The Trust has been notified that at this stage it does not require any additional improvement plan 
other than the self-assessment however the Trust has had an improvement plan in place since 
October 2014 as part of its continual improvement in this area. 
 
Performance Reporting 
 
The Trust has been submitting its weekly PTL position as requested in the letter to the national 
system Unify. This has continued weekly since the 29th July 2015. No feedback has been 
received to date.  
 
Capacity Planning 
 
In liaison with the CCG, discussion have taken place regarding how a wider local health system 
plan can be produced to improve both current performance and also how it can be prepared for 
changes in demand over the coming years.  
 
 
Next Steps 
 
The Trust has submitted its self-assessment highlighting the progress made within this report 
and the Trust will provide any further information should it be requested. 
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To:  NHS CCG Accountable Officers 

Trust and Foundation Trust Chief Executive Officers 

System Resilience Group Chairs 

 

CC:  NHS England Regional Directors 

 NHS TDA Director of Delivery & Development 

Monitor Regional Directors 

 

14 July 2015 

 

NHS England Publications Gateway Reference: 03614 

 

Dear colleague  

 

Improving and sustaining cancer performance  

 

2014/15 was a challenging year for commissioners and providers. Performance 

against the cancer standards was generally strong, with certain areas making 

significant improvements in difficult circumstances. Despite this, performance against 

the cancer 62 day referral to treatment standard was consistently below the required 

85% at national level.  

 

We understand that operational performance standards can be challenging to meet 

in the context of current pressures. In some cases the pressure to meet them could 

lead to perverse consequences, and Sir Bruce Keogh’s recent review of standards 

addressed that issue head on – making changes which are specifically designed to 

support you all in doing what is best for patients.  

 

But when it comes to cancer standards, we know that waiting times have a very 

direct link with the quality of service we provide. We know that waiting for test results 

or treatment causes real anxiety for patients and their families. We know that many 

treatment options will only be effective if we employ them early enough. Ultimately, 

we know that delays in diagnosis and treatment are part of the reason that cancer 

outcomes in this country do not always compare well with our European peers.  

 

We have made huge progress in addressing these issues over the past decade. 

Age-standardised mortality rates have decreased year-on-year and nine out of ten 

patients now rate their care as excellent or very good. It is critical that we work 

together to maintain and build upon these improvements. 
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Monitor, the National Trust Development Authority and NHS England have therefore 

agreed to lead a national delivery group for improving 62 day performance, which will 

work closely with the Cancer Waiting Times Taskforce (CWTT) and Intensive 

Support Team (IST). This reflects a recognition that, as with many areas of 

operational performance, poor 62 day performance and the required solutions will sit 

with a combination of commissioners and often multiple providers. This letter sets 

out the group’s key streams of work. 

 

We recognise that some regions have already been taking action to address 

performance issues and this group is intended to bring together this work under a 

national programme. 

 

Eight key priorities 

 

The CWTT led by Dr Kathy McLean and Mr Sean Duffy have identified 8 key 

priorities for local health systems to implement as a matter of urgency – please see 

Annex A for details.   

 

These priorities offer practical actions to help providers and also support CCGs with 

effective commissioning of cancer services.    

 

They have been identified to ensure that effective cancer resilience planning is 

undertaken in the current financial year.  

 

All acute Trusts will be asked to complete a self-assessment of compliance with the 

8 key priorities and return a plan to achieve full compliance, (or explanation of 

planned non-compliance), by the end of August 2015.  

 

We believe the system will benefit if these priorities are supported by a strong 

assurance process. However, there are no quick fixes and as such we need to be 

realistic. These priorities should not be assured as a “tick box” exercise, but 

assurance should be used as a tool to get to a better position where we are able to 

deliver and sustain excellent care to our patients.  

 

Cancer delivery plan  

 

In addition to the 8 key priorities, a cancer waits action plan has been devised by the 

National Tripartite in response to the challenges we currently face and has the 

support of the Secretary of State for Health. 

 

The key now is to ensure the recommendations set down in the plan – as outlined 

below – are fully embedded.  
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Improvement Plans 

 

All Trusts will be segmented as poor/high concern/low concern/good based upon 

current and recent performance data.  

 

All poor or high concern Trusts will be expected to produce an Improvement Plan by 

the end of August for review and sign off by its Regional Tripartite. 

 

Trusts rated as good are likely to be followed up to discuss which additional 

operational measures have proved to be beneficial to performance so that this 

learning can be shared across other local health systems. 

 

We will be significantly increasing the capacity of the Elective IST so they can 

support the production of these Improvement Plans. 

 

Performance Reporting 

 

To support this, all Trusts and Foundation Trusts will be expected to produce weekly 

PTLs for the 62 day standard.   

 

Submissions from Foundation Trusts should be made via UNIFY2, so that 

information can be shared with commissioners. This will be coordinated through 

CCGs using the already established TDA weekly UNIFY PTL collection for NHS 

Trusts and which will be shared with FTs for use from week commencing 20 July. 

 

Patients who have breached the 62 day standard will be externally monitored in the 

same way that 18 week breaches are monitored externally.  

 

We will ask the CWWT to provide us with advice on the appropriate “backstop” 

measure which will then be operationalised into routine monitoring systems as we 

move forward. 

 

Regional Tripartites will liaise with commissioners to remind them that the Remedial 

Action Plan process should be used where Trusts are not delivering the 62 day 

standard.  NHS England will review the relevant sections of the national NHS 

Contract to ensure that the withholding regime for this standard reflects the 

importance of reliable delivery.   

 

Capacity Planning 

 

Each local health system will be required to prepare a cancer capacity plan setting 

out how it will deal with the projected increase in cancer demand. We will write to 

you again to set the detailed requirements and the required timeline for the 

production of local system capacity plans. We will also work on developing guidance 

to support this planning process. 
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System Resilience Groups 

 

The remit of System Resilience Groups (SRGs) will be explicitly expanded to cover 

the 62 day cancer standard given the need to drive better and sustained 

performance.   

 

Confirmation that the remit of SRGs explicitly now includes 62 day standard will be 

formally communicated in NHS England’s SRG Winter assurance letter 2015/16 

which is due to go out later in July. 

 

Review breach allocation policy  

 

We appreciate this is a particular issue for some providers, although we should bear 

in mind that “shared” cases only account for less than a third of breaches. It is also 

clear that deterioration in performance of shared cases has been exactly the same 

as non-shared cases. The ALB delivery group will look to commission a review of the 

current breach allocation policy by the CWTT to report back by end of August 2015. 

 

Focus on endoscopy 

 

Long waits for endoscopy procedures has become an increasing problem. Each 

system with long waits will be required to clear its backlog as a matter of urgency. 

 

To support this work InHealth are mobilising a Programme Management Office to 

facilitate this process and help providers to clear the endoscopy backlog.  

 

This will be operational from 1 August 2015, and will utilise a range of NHS and 

Independent Sector providers who are able to offer capacity. 

 

Further work is also being undertaken to look at a number of Trusts to understand 

local and national challenges and what might be done to help reduce waiting times 

and improve performance. 

 

Next steps 

 

The 62 day standard is one of the most important operational standards in the NHS. 

It has a strong relationship with the determinants of good cancer outcomes and 

positive patient experience. Delivering it is a key priority and we hope that the steps 

outlined in this letter – particularly the increased support available from the IST, 

Cancer Waiting Times Taskforce and Endoscopy PMO – will support you in doing 

what is needed in your own areas. 

 

If you have any queries in the meantime, please do not hesitate to liaise with your 

relevant local contact. 
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Yours sincerely, 

 

 

 

 

 
 

Paul Watson 

NHS England 

Lyn Simpson 

NHS TDA 

Adam Sewell–Jones 

Monitor 
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Annex A  

Cancer Waiting Time Standard: Eight Key Priorities 

 

• The Trust Board must have a named Executive Director responsible for delivering 

the national cancer waiting time standards. 

 

• Boards should receive 62 day cancer wait performance reports for each 

individual cancer tumour pathway, not an all pathway average. 

 

• Every Trust should have a cancer operational policy in place and approved by the 

Trust Board.  This should include the approach to auditing data quality and 

accuracy, the Trust approach to ensure MDT coordinators are effectively 

supported, and have sufficient dedicated capacity to fulfil the function effectively. 

 

• Every Trust must maintain and publish a timed pathway, agreed with the local 

commissioners and any other Providers involved in the pathway, taking advice 

from the Clinical Network for the following cancer sites: lung, colorectal, prostate 

and breast. These should specify the point within the 62 day pathway by which 

key activities such as OP assessment, key diagnostics, inter-Provider transfer 

and TCI dates need to be completed.  Assurance will be provided by regional 

tripartite groups. 

 

• Each Trust should maintain a valid cancer specific PTL and carry out a weekly 

review for all cancer tumour pathways to track patients and review data for 

accuracy and performance. The Trust to identify individual patient deviation from 

the published pathway standards and agree corrective action. 

 

• A root cause breach analysis should be carried out for each pathway not meeting 

current standards, reviewing the last ten patient breaches and near misses 

(defined as patients who came within 48hours of breaching).  These should be 

reviewed in the weekly PTL meetings. 

 

• Alongside the above, a capacity and demand analysis for key elements of the 

pathway not meeting the standard (1st OP appointment; treatment by modality) 

should be carried out. There should also be an assessment of sustainable list 

size at this point. 

 

• An Improvement Plan should then be prepared for each pathway not meeting the 

standard, based on breach analysis, and capacity and demand modelling, 

describing a timetabled recovery trajectory for the relevant pathway to achieve 

the national standard. This should be agreed by local commissioners and any 

other providers involved in the pathway, taking advice from the local Cancer 

Clinical Network. Regional tripartite groups will carry out escalation reviews in the 

event of non-delivery of an agreed Improvement Plan. 



 
 
To:  NHS Foundation Trust Chief Executive Officer 
 NHS CCG Accountable Officer 
    
 
 
Dear colleagues, 
 
Improving and sustaining cancer performance  
 
Monitor, the National Trust Development Authority and NHS England wrote to 
all Trust and Foundation Trust chief executives on 14 July 2015 setting out 
the steps being taken nationally to improve 62-day performance including the 
creation of a national tripartite delivery group for cancer, identification of eight 
key priorities for improving performance and development of a national cancer 
delivery plan.  
 
We are now in a position to provide more details of the steps we collectively 
need to take, as this letter sets out. This letter also provides details of the 
arrangements being put in place nationally to support delivery of local plans 
including the independent support team (IST) and the new endoscopy PMO. 
 
We recognise providers and commissioners are already taking significant 
action to address performance issues across the cancer pathways. The 
creation of the national group and the eight national priorities is intended to 
bring together this work under a single national programme and should 
supplement rather than replace any work already underway at a local level. 
 
 
1) For Action: next steps required 
 
Eight Key Priorities – Assurance Statement  
 
You will be aware that the Cancer Waiting Times Taskforce has identified 8 
key priorities for local cancer networks to implement as a matter of urgency.  
 
We are now asking all acute Trusts and Foundation Trusts, in collaboration 
with their local cancer network partners, to: 
 

 conduct a self-assessment against these eight key priorities; 
 develop a local response to address any identified gaps; and 
 submit an Assurance Statement to the Regional Tripartite that either 

confirms compliance with the eight key priorities, or outlines the steps 
being taken to ensure compliance as soon as possible. 

 



We have provided a pro-forma Assurance Statement with this letter and we 
ask that you submit a completed copy of this template by 31 August 
2015. This should be submitted to james.skelly@nhs.net 
 
Please note that Priority 8 advises that you should have a (system agreed) 
improvement plan for each pathway that is not meeting the standard; these 
are not to be submitted to the tripartite at this stage but compliance with this 
must be noted. This is a different requirement to the Improvement Plan 
described below. 
 
The Regional Tripartite will then review your Assurance Statement, and we 
may subsequently ask you to submit some additional information. We expect 
our initial review process to conclude by 11 September 2015 and will contact 
you again at that stage.  
 
Additional Action - Improvement Plan 
 
As outlined in our letter on 14 July 2015, all local cancer networks have been 
assessed based upon current and recent performance data against the acute 
62-day waiting time standard (see Annex A for assessment criteria). 
 
We collectively need to secure early recovery of our 62-day cancer 
performance standard across the North, and the Regional Tripartite will need 
to provide a recovery trajectory that we have confidence in at a regional level 
to the national team, for presentation to the Secretary of State. We are 
therefore asking some Trusts to lead on the production of an Improvement 
Plan in addition to the Assurance Statement requested above. 
 
Based on our assessment against the 62-day waiting time standard, your 
Trust does not fall into a category which requires an Improvement plan 
therefore you do not need to submit any additional information at this time 
aside from the aforementioned Assurance Statement. 
 
Performance reporting 
 
As of 20 July 2015 all Trusts and Foundation Trusts were required to produce 
weekly PTLs for the 62 day standard.. We recognise weekly PTLs will contain 
unvalidated data which may impact on their accuracy and reliability. We 
expect Trusts and Foundation Trusts to take all practical steps to ensure 
weekly reported data is as accurate as possible. 
 
 
2) For information: National support initiatives 
 
Our letter of 14 July 2015 also referred to a number of national initiatives 
designed to provide further support in improving 62-day performance, and we 
would like to update you on the following: 
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Endoscopy 
 
As previously noted, long waits for endoscopy procedures have become an 
increasing problem and each system with long waits in this area is being 
asked to clear its backlog as a matter of urgency. This may involve utilising a 
range of NHS and Independent Sector providers who are able to offer 
additional capacity, and a central PMO will be in place by 3 August 2015.  
 
The Regional Tripartite groups are responsible for ensuring that this PMO is 
utilised to its full potential, and we are asking all providers to engage with the 
PMO where a need for additional endoscopy capacity is identified. A separate 
will be sent out to providers with further details and we ask you to engage with 
this process as outlined in the separate letter. 
 
IST support 
 
Capacity will be mobilised in local cancer networks to work with the national 
elective IST, to provide targeted IST support to those local cancer networks 
who are being asked to submit Improvement Plans. We will provide more 
details of the IST support available locally to those networks once plans have 
been signed off by NHS England’s regional cancer leads. 
 
Other national workstreams  
 
There are additional national workstreams currently looking at breach 
allocation processes, backstop measures, and best practice medium-term 
capacity planning. We will write to you again with more details as this work 
progresses. 
 
 
Next steps 
 
We would be grateful if you could adhere to the requirements of this letter and 
to let us know if you have any questions at this stage. We continue to 
appreciate the huge amount of ongoing effort and resource providers are 
already giving to driving sustainable improvements in the 62 day standard. 
 
Yours sincerely 
 

 
 
Richard Barker 
NHS England 

    Lyn Simpson 
    NHS TDA 

Paul Chandler 
Monitor 

 
  



Annex A: Assessment criteria 
 
All local cancer networks have been segmented as 
“worst/concerned/remaining/best”  based upon current and recent 
performance data against the acute 62-day waiting time standard (before any 
breach reallocation) using the following criteria: 

  

1 best performers – Q4 and Q3 achieved 

2 remaining trusts 

3 concerned – Q4 less than 85% and worse than Q3 

4 worst performers – Q4 in 14/15 less than 75% or Q4 <80% and Q4 13/14<80% 

 
We are requesting an Improvement Plan from all Trusts in the 
worst/concerned performance categories 
 
 
 



Trust Response - Yes/No
Please provide appropriate supporting narrative for each question. Where you have given a "No" response could you please include in 

your narrative when you expect to be compliant.

1
Does the Trust Board must have a named Executive Director 

responsible for delivering the national cancer waiting time standards?
Yes

The Director of Planning and Operations and Deputy Chief Executive is the identified Executive Lead for Cancer Services and 
this is identified as such on the Trust monthly Integrated Board Report for which cancer standards are reported. The Executive 
Lead also receives the weekly PTL and montors this through a weekly Performance meeting and also is provided further 
assurance through the Trust Cancer Performance Committee. 

2
Does the Board receive 62 day cancer wait performance reports for 

each individual cancer tumour pathway, not an all pathway average?
Yes

The Trust Board as part of the Integrated Performance Report receive performance against all cancer standards. Including within this it 
receives a summary on the number of patients waiting over 62 days.  Since July  the Board has received  updates on the number of patients 
over 62 days by tumour site and actions being undertaken to address any issues identified. This report is also shared and performance 
discussed with Comissioners monthly at the Quality and Performance Contract meeting. 

3

Does the Trust have a cancer operational policy in place and 

approved by the Trust Board? This should include the approach to 

auditing data quality and accuracy, the Trust approach to ensure MDT 

coordinators are effectively supported, and have sufficient dedicated 

capacity to fulfil the function effectively.

Yes
The Trust does have an operational policy which has been in place since 2012 which has been owned by the Lead Cancer Clinician and 
Cance Manager. This policy has recently been reviewed and amended as part of ongoing improvement work. This includes the elements 
relating to roles and responsibilities, data quality and accuracy. Dedicated MDT coordinator capacity is reflected also. The CCG have also 
inputted to this amended policy and this was agreed by commissioners at the Quality and Performance Contract Meeting on the 20th August 
2015. The Trust Board is due to sign the final amended reviewed policy on the 1st September 2015. 

4

Does the Trust maintain and publish a timed pathway, agreed with 

the local commissioners and any other Providers involved in the 

pathway, taking advice from the Clinical Network for the following 

cancer sites: lung, colorectal, prostate and breast? These should 

specify the point within the 62 day pathway by which key activities such 

as OP assessment, key diagnostics, inter-Provider transfer and TCI dates 

need to be completed. Assurance will be provided by regional tripartite 

groups.

Yes

All tumour sites have in place agreed pathways.  As part of the ongoing improvement work at the Trust all pathways have all been recently 
reviewed and signed off by Clinical and Managerial leads for each tumour site. All pathways include key clinical activities and times on the 
pathways for when they should have occurred including inter provider transfer. This includes pathways for lung, colorectal, prostate and 
breast, all of which align to Network wide pathways. These reviewed pathways are to be shared with the CCG and formally agreed at the 
Trust Cancer Performance Committee (for which there is CCG representation) on the 16th Septmeber. The final agreed pathways will then 
be published on the CCG extranet by the 30th September. The monthly Trust Cancer Performance Committee will continue to monitor 
performance against these agreed pathways. 

5

Does the Trust maintain a valid cancer specific PTL and carry out a 

weekly review for all cancer tumour pathways to track patients and 

review data for accuracy and performance? The Trust to identify 

individual patient deviation from the published pathway standards and 

agree corrective action.

Yes Weekly PTL meetings have been in place for many months/years.  There is a weekly PTL which is distributed across all clinical and 
managerial teams. Actions, escalations and improvements are identified as part of these weekly meetings. A monthly Trust Cancer 
Perfromance Committee is also in place to identify areas of improvement and actions required to improve areas of performance. 

6

Is root cause breach analysis carried out for each pathway not 

meeting current standards, reviewing the last ten patient breaches 

and near misses

(defined as patients who came within 48hours of breaching)? These 

should be reviewed in the weekly PTL meetings.

Yes For all patients who breach have a breach analysis review undertaken and audited accordingly using an agreed breach analysis proforma. 
All breaches are discussed at weekly PTL meetings and also at the monthly Trust Cancer Performance Committee where lessons learnt and 
actions are formally agreed and minuted.  From the 12th August all patients who are considered a ‘near miss’ are also being discussed at 
weekly PTL meetings and the Cancer Performance Committee. All meetings minuted and action points noted.

7

Is capacity and demand analysis for key elements of the pathway not 

meeting the standard (1st OP appointment; treatment by modality) 

carried out? There should also be an assessment of sustainable list size 

at this point.

Yes
Routine capacity and demand analysis is completed by all specialties as part of internal Trust planning processes. Additional capacity and 
demand analysis has been performed in a number of areas where breaches and pathway concerns have arisen. This has taken place for 
areas of concern such as Upper GI with actions to address. A review of the outpatient capacity to achieve 7 day referral to first appointment 
has now been completed and identified some short falls in capacity for which now actions taken place to address. 

8

Is an Improvement Plan prepared for each pathway not meeting the 

standard, based on breach analysis, and capacity and demand 

modelling, describing a timetabled recovery trajectory for the 

relevant pathway to achieve the national standard. This should be 

agreed by local commissioners and any other providers involved in the 

pathway, taking advice from the local Cancer Clinical Network. Regional 

tripartite groups will carry out escalation reviews in the event of non-

delivery of an agreed Improvement Plan.

Yes An improvement plan with key milestones has been in place as part of the ongoing improvement in cancer for the last 9 months which is 
reflected in the ongoing improvement on the PTL and overall performance. This includes actions in relation to areas of concern such as 
Urology, Upper GI, first diagnostic and OP appointment. All actions have agreed timescales. This continues to be actioned and developed as 
work continues. The CCG are fully involved in this plan through the monthly Quality and Performance Contract Meeting, Trust Cancer 
Performance Committee and CCG led Cancer Strategy Group. The Trust and CCG closely work with the Cancer Network to ensure 
coordinated and focussed improvement across the wider network.

COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION 

TRUST
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1. EXECUTIVE SUMMARY/ INTRODUCTION 
 
This policy stipulates the way in which the Countess of Chester Hospital NHS Foundation 
Trust will manage patients who are waiting for an out-patient appointment, diagnostic 
investigation, in-patient or a day-case admission on a cancer pathway. 
 
This policy should be used in conjunction with: 

 Countess of Chester Hospital NHS Foundation Trust Access Policy 
 Countess of Chester Hospital NHS Foundation Trust Cancer Escalation Policy 
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2. PURPOSE AND SCOPE 
The purpose of this policy is to clearly set out the principles and processes relating to the 
management of suspected cancer patients and patients with a confirmed diagnosis of 
cancer.   
 
The aim is to ensure that the management of cancer patients’ access to services is 
transparent, fair, and equitable and according to clinical priority. It is the intention of this 
policy to ensure that referrals are handled efficiently and equitably, in line with national 
guidance (Going Further on Cancer Waits Guidance, version 8) and always in the ‘spirit’ of 
this guidance where it is down to local interpretation, so as always to ensure that the 
patient’s best interests are at the forefront of the Trust policies and practices. 
 
This access policy reflects and is to be read in conjunction with the Cancer Escalation 
policy. 
 
 

3. DUTIES AND RESPONSIBILITIES 
Explain key duties and responsibilities of the Chief Executive, Clinical Director, Divisional 
Manager and Head of Nursing and so on for the Trust Corporate documents. 
Within the Divisions/Specialty-specific documents it must clearly explain what is expected of 
staff. 
 
 

4. OBJECTIVES 
The policy is to ensure all staff who are involved in the cancer patient’s pathway are aware 
of and follow the processes in this document, to ensure:- 
 

 An improved patient experience, minimising unnecessary delays  
 Patients receive treatment according to clinical priority 
 Delays in the patient pathway are escalated at the earliest opportunity to the relevant 

manager/division (as per the Escalation Policy)  
 Accurate data recording and tracking for patients on a cancer pathway 
 The Trust achieves the national cancer targets 
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5. DEFINITION OF CANCER TARGETS 
The standards that NHS providers will be expected to meet are; 

Cancer waits – 2 week wait  

Maximum two-week wait for first outpatient appointment for patients referred urgently with 
suspected cancer by a GP – Operational Standard 93%  

Maximum two-week wait for first outpatient appointment for patients referred urgently with breast 
symptoms (where cancer was not initially suspected) – Operational Standard 93%  

Cancer waits – 31 days  

Maximum one month (31-day) wait from diagnosis to first definitive treatment for all cancers – 
Operational Standard 96%  

Maximum 31-day wait for subsequent treatment where that treatment is surgery – Operational 
Standard 94%  

Maximum 31-day wait for subsequent treatment where that treatment is an anti-cancer drug 
regimen – Operational Standard 98%  

Maximum 31-day wait for subsequent treatment where the treatment is a course of radiotherapy – 
Operational Standard 94%  

Cancer waits – 62 days  

Maximum two month (62-day) wait from urgent GP referral to first definitive treatment for cancer – 
Operational Standard 85%  

Maximum 62-day wait from referral from an NHS screening service to first definitive treatment for 
all cancers – Operational Standard 90%  

Maximum 62-day wait for first definitive treatment following a consultant’s decision to upgrade the 
priority of the patient (all cancers) – no operational standard set  
NHS document: Cancer Waiting Times: A Guide (Version 8, 2011)  

 
5.1 Adjustments 
For the cancer targets there are no clock pauses within the pathway.  Only on the following 
occasions that the treatment target date can be adjusted:- 

 DNA – 1st outpatient appointment (see section 8.7) 
 Pathway adjustment for admitted pathway (see section 9.7) 

Apart from the above occasions on the pathway, there are no  further adjustments or clock 
paused on the pathway, therefore it is important that any patient initiated delays are 
recorded (e.g. DNA, patient cancellations, declined appointments and patient choice) to aid 
tracking and analysis of breach reasons.   
 
There will be clinical circumstances where it is not possible to treat patients within the target 
due to unusually complex diagnostic pathways or because the patient is not fit for 
diagnostic tests or treatment.  No adjustments can be made to the target dates in these 
instances and patients must continue to be tracked. 
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6. DUTIES AND RESPONSIBILITIES 
It is the responsibility of each employee within the Trust who is likely to either come into 
contact with suspected  or diagnosed cancer patients that are currently on the pathway, to 
familiarise themselves with the contents of this policy and to practice within the confines of 
the policy at all times. 
 
Specific roles and responsibilities are laid out in each section below.  
The Trusts Cancer Escalation policy – Appendix 1 refers to the timescales for escalation for 
each staff group (if applicable).  
 
6.1 Chief Executive 
The overall and final responsibility for this policy in the Trust rests with the Chief Executive. 
 
6.2 Executive Lead for Cancer & Executive Directors 
The Executive leads for Cancer include the Medical Director who is responsible for the 
Clinical staff and standards, whilst the Director of Operations and Planning is responsible 
for the performance of cancer and compliance with the cancer waiting time targets. The 
Trust’s Executive team are responsible for ensuring effective delegation of responsibilities 
within their areas of responsibility, and effective support of their managers’ decisions and 
recommendations in terms of the provision of appropriate resources.  
 
6.3 Clinical and Non-Clinical Directors and Senior Management Team 
It is the responsibility of the Directors and Management Team to ensure that they are 
familiar with the contents of this policy and that identified persons within the departments 
have lead responsibility for ensuring the policy is available and adhered to. 
 
6.4 Cancer Services Management Team 
The Cancer Lead Clinician, Associate Director for Planning and Cancer Manager are 
responsible for ensuring each Multi-Disciplinary Team (MDT) lead is familiar with the 
contents of this policy. The Lead Cancer Nurse will ensure all cancer Clinical Nurse 
Specialists (CNS) are aware of the policy and understand this responsibility. The Cancer 
Manager will ensure the cancer polices are updated and communicated out to all relevant 
people (as necessary) and that all MDT Co-ordinators (MDTC) familiarise themselves with 
and adhere to the policy. 
The Cancer management team will ensure that all data is validated and accurate before the 
upload of data to the national database by the set monthly deadlines. 
 
6.5 Clinical Leads for Cancer and Clinicians 
All medical staff are responsible, through their Lead Clinician to the Trust Cancer Lead and 
Medical Director, for ensuring they comply with their responsibilities as outlined in this 
Policy. 
Clinical Leads for Cancer within each tumour site are responsible for ensuring their MDT 
members are familiar with this policy and adhere to it. Treating clinicians are responsible for 
ensuring their patients are treated in a timely manner that is in line with National Guidance. 
The Cancer Services Team and those tracking will assist in co-ordinating and producing 
information to enable treating clinicians to manage the pathway for these patients.   
Clinicians are responsible for ‘upgrading’ patients who they suspect or diagnose a cancer 
from an inpatient episode or an urgent/routine referral (see section 9.5). 
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It is vital that any clinician ordering investigations e.g. radiology/endoscopy and reporting of 
specimens clearly mark that the patient is on a Fast Track pathway, using the relevant 
priority code for that department e.g. in Radiology use of ‘C’ on the order entry, endoscopy 
wait lit form ‘F/T’ etc.   
 
6.6 MDT Co-ordinators 
It is the responsibility of the MDTCs to ensure that all suspected cancer patients are actively 
tracked throughout their pathway until either a low suspicion or non-diagnosis of cancer is 
confirmed or until the patient has received first definitive treatment, based on the cancer 
waiting time rules. All investigations and details regarding the patient’s pathway are 
recorded on Somerset Cancer Register (SCR). This information needs to be inputted within 
a timely manner to ensure that each patient is being tracked along their pathway within the 
given time frames.   
The MDTC are responsible to ensure that they initiate the Trusts Cancer Escalation Policy if 
they identify delays in the patient’s pathway. 
 
6.7 Fast Track Clerks 
It is the responsibility of the Fast Track Clerks to ensure that appointments are allocated 
within 14 days (7 day internal target) from receipt of referral and to the agreed booking rules 
within each speciality. They are also responsible for initiating the Escalation Policy if an 
appointment cannot be booked to the relevant Business Performance Manager (BPM) and 
Practice Manager (PM)/Business Performance Assistant (BPA) within 24 hours of receipt of 
referral. 
The Fast Track clerks are responsible for the logging of patients onto Meditech and 
recording appointments offered and updating the MDTC of any reasons to delay e.g. 
cancellation etc. 
 
6.8 Outpatient Receptionists 
The outpatient reception teams must ensure if a Fast Track patient DNA’s their appointment 
they inform the Appointments Hotline Team – Fast Track clerks immediately, to ensure that 
either a further appointment is made or the clinician is informed. 
 
6.9 Divisional Management Teams (Planned Care, Urgent Care, Radiology and Pathology) 
The Divisional management teams have an operational responsibility for the delivery of the 
national and local cancer waiting time target, by ensuring there is adequate capacity for all 
patients added to all waiting lists (Outpatients, Inpatients, Endoscopy and Radiology). 
All the Divisional management teams have a responsibility to ensure that their respective 
clinical teams have robust processes in place in order to enable cancer patients to be 
added to the waiting list in a timely and consistent manner. 
The Divisional management teams need to ensure that adhere to the policy and follow the 
escalation process as appropriate. 
 
6.10 Admissions Team (including Endoscopy) 
The Admissions Officers have the responsibility to ensure patients are dated within the 
timescales for diagnostics (2 weeks) or treatment (before breach). 
 
6.11 Secretaries 
The secretaries involved with cancer patients must ensure that all correspondence (clinic 
letters and endoscopy letters) are typed and available within 24 hours of the clinic 
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appointment, to ensure tests/investigations have been ordered, and for the MDTC to track 
the outcome from these appointments. 
In the event of a secretary receiving a fast track referral – they must immediately fax it down 
to the Appointments Hotline on the day of receipt (see section 7.4).  The secretary should 
contact the referrer and advise them of the correct route for the receipt of fast track 
referrals, to ensure they are dealt with in a prompt manner. 
 
6.12 Radiology/Pathology 
The Radiology department need to ensure that they have adequate capacity not only to 
provide the relevant test/diagnostic within 7 (10) working days, but also to provide the 
reports within 2 days of the test/diagnostic. 
The Pathology department needs to ensure that they have the capacity in place to prioritise 
Fast Track specimens and process them and provide a report within 5 days of the process 
relevant to the specimen. 
 
 

7. THE REFERRAL 
 
All patients referred to the Trust with suspected cancer (2 Week Referral) via a GP or GDP 
(including symptomatic breast referrals) must been seen within 14 days (7 days local target) 
from receipt of referral.   
 
7.1 GP/GDP Responsibilities 
In order for the Countess of Chester to achieve the 14 day target, it relies on the GP/GDP 
having responsibility to ensure:-  

 That the correct 2week referral form is used and all correct contact details (including 
a daytime telephone number) are submitted on the proforma. 

 That the patient is aware they must be available to attend an appointment within the 
next 14 days (this must be ticked on the referral form). 

 That the patient is aware they are being referred with symptoms that could suggest 
cancer and have been counselled re: the reason for referral and referral pathway - 
West Cheshire Clinical Commissioning Group Urgent Referral Leaflet can aid this 
discussion (this must be ticked on the form). 

 
7.2 Minimum referral dataset 
Cheshire and Merseyside Strategic Clinical Networks has agreed a standard suspected 
cancer referral proforma for each tumour type, which encourages GP/GDPs and other 
referrers to use; however, the Trust still accept referrals that are not received on the 
proforma.  It is expected that all referrals no matter their format should contain the following 
minimum dataset: 
 

 Full name of patient (correctly spelt) 
 Patient’s DOB 
 Patient’s gender 
 Patient’s full address 
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 Patient’s up-to-date contact telephone number (where possible also a mobile 
number) 

 Patient’s NHS number 
 Full clinical details on the reason for the referral in line with NICE suspected cancer 

referral guidance 
 Referrer details (including telephone and fax number) 
 In the case of breast referrals – stating whether the patient is a suspected cancer 

patient or a symptomatic patient. 
 Indication of whether the patient is aware of the nature of the urgency of the referral 

 
7.3 Suspected cancer referrals not containing the required information 
If a referral is received not containing information needed to process it, then the referring 
GP/GDP should be contacted immediately by the Appointments Hotline, thereby minimising 
the delay to the patient. This does not constitute a reason for making a pause to the 
pathway and patients should not be referred back to their GP/GDP to stop a pathway.   
 
7.4 Central points of receipt of suspected cancer referrals within the Trust 
It is now established practice that all suspected cancer referrals are sent through 
electronically on the ACJ system, faxed referrals should be sent through to the 
Appointments hotline on 01244 366013 (it is advisable that GP/GDP’s check that the fax 
has been received by ringing the above number). 
 
It is the joint responsibilities of the Countess of Chester hospital and local CCGs to ensure 
that this is reiterated to referrers, encouraging them to electronically refer to the 
Appointments Hotline, and those local departmental/secretarial addresses/faxes should not 
be given. 
 
7.5 Receiving a suspected cancer referral  
Once a referral has been received in the Appointments Hotline, it should be immediately 
stamped by the Appointments Hotline to confirm receipt. 
 
The Appointments Hotline will log the referral onto the Trust’s Patient Administration 
System (Meditech) within 24 hours of receipt of referral, following the Standard Operating 
Procedure (SOP) in the Trust’s Access Policy.  
 
7.6 Suspected cancer referrals that are received elsewhere in the Trust (outside the 
Appointments Hotline) 
In the event that a referral is not received directly in the Appointments Hotline e.g. a referral 
is received in another department, then it is the responsibility of the individual member of 
staff who opened/received the referral to date stamp it with the date that the referral was 
received in the Trust and fax it immediately to the Appointments Hotline on the numbers 
given above in order for the referral to reach the Appointments Hotline on the same working 
day and be processed urgently.   
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7.7 Clinically inappropriate referrals 
Should the consultant consider the two-week wait referral to be clinically inappropriate then 
this should be discussed with the GP/GDP and the GP/GDP asked to withdraw the two-
week wait priority. The consultant is not permitted to “downgrade” the referral without this 
discussion. 
 
If this request to withdraw the referral is authorised by the GP/GDP then the two-week wait 
referral must be withdrawn by the GP/GDP and then re-submitted as an 18 week referral. If 
the request is not authorised by the GP/GDP then the patient will remain on the two-week 
pathway and the clock will continue to tick. 
 
If the referral does not meet national guidance, this information will be shared with the 
GP/GDP with a request to change the priority of the referral. However, if he/she does not 
confirm that the appointment should be changed, the referral will still be counted under the 
14 day rule. 
 
The Appointments Hotline will record this information in the comments on Meditech and 
inform the MDTC by email. This would nullify the pathway and the record would not be 
uploaded to Open Exeter. 
 
7.8 Clock starts 
The clock start is the receipt of the referral. 

 2 week referral (and symptomatic breast referrals) – date received by the hospital 
 Breast screening – receipt of referral for further assessment (i.e. not back to routine 

recall); 
 Bowel screening – receipt of referral for appointment with specialist screening 

Practitioner to discuss suitability for colonoscopy. 
 Cervical screening - receipt of referral for appointment at colposcopy clinic. 

Receipt of referral is day 0 for the two week wait standard. 
 
7.9 Managing the Cancer Pathway: Appointments  
All 2 week referrals must be seen by day 14 (national target).  The Trust has an internal 
target of appointing 2 week referrals by day 7 where possible.  (Both targets will be reported 
on internally to the Divisions). 
 
In order for the Trust to correctly report 2 week referral Suspected Cancer figures, the 
following rules must be strictly adhered to: 

 The Escalation Policy MUST be followed by all staff. 
 When the Trust receives a Cancer Pathway Referral (or breast symptoms referral), 

we must contact the patient to offer an appointment within 7 days of our receiving 
the referral. 

 ALL patients MUST be telephoned with their appointment. If they are unavailable to 
attend due to holidays, ask the date of their return and enter on to Meditech/SCR. If 
a letter is sent after all attempts to ring the patient fail, this must be commented on 
Meditech/SCR. 
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 Comments MUST be added to Meditech/SCR if the patient does not accept the first 
date they are offered. 

 We MUST NOT book past the 14 day breach date but should aim to book within 7 
days, unless there is a valid reason of unavailability of the patient. This reason 
MUST be put on Meditech/SCR. 

 All 2 week referrals MUST be marked as a Fast Track Referral. 
 If a call is taken from a patient changing the date of their 2 week referral appointment 

and rebooking past 7 days due to holiday, you MUST let the Fast Track/MDT team 
know the new appointment date so that Meditech/SCR can be amended. 

 Patients who cancel two appointments MUST be referred back to their GP/GDP with 
an explanation and a request to discuss this with the patient, prior to making a new 
referral. 

This policy should be followed by anybody attempting to schedule a patient for an 
appointment under a 2 week referral.  
 
7.10 Booking of the appointment 
All referrals should be considered as being referred to a team, not to an individual 
consultant. There is no prioritisation process for suspected cancer referrals as all 
appointments should be booked within 7 (14) days of the actual date receipt of the referral 
by the Trust.  
 
Most tumour types will have dedicated fast track slots or clinics that any category of patient 
can be booked into.  
For patients referred to Upper GI (UGI) or Lower GI/Colorectal (LGI) (and other specialities 
if applicable, in the future) the referrals are triaged by the specialist nurses who determine 
which clinics/diagnostic tests the patient should be booked into/undergo.  There are local 
processes for the transport of these referrals to clinical teams for triage. All triaging should 
be completed within one working day.  If the patient is triaged for a diagnostic test e.g. 
endoscopy, the specialist nurses will inform the Endoscopy Admissions Team of this patient 
and complete the wait list form. 
 
The Divisional Management teams, in partnership with clinicians, will be responsible for 
identifying capacity and ensuring that all referrals are seen within 7 (14) days. 
 
 

8. THE APPOINTMENT 
The patient may receive either an outpatient appointment or diagnostic test from another 
relevant department (e.g. endoscopy, radiology) as their first appointment, therefore the 
below rules applies to ensure the patient is seen within 14 days (2weeks). 
The Appointments Hotline/relevant department will identify a potential date and must 
telephone the patient, on at least two occasions on different days and at different times to 
agree the appointment date and time.   
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The Appointments Hotline/relevant department team member making the call should inform 
the patient that they have been referred for an urgent appointment within 7 (14) days.   If 
the patient requests further information the patient should be advised to contact their 
GP/GDP for further details.   
 
Fixed appointment letters must not be sent before either a date has been agreed, or at least 
two attempts to contact the patient by telephone, on different days and at different times, 
have been made. The dates and times of phone calls will be documented on the spread 
sheet held by appointments hotline or on the Endoscopy PTL. If the patient is not 
contactable then the GP/GDP should be contacted to establish why.  
 
If an appointment letter is sent with reasonable notice (3 working days) to the correct 
address, but the Appointments Hotline/relevant department has not been able to contact by 
phone and there is a subsequent DNA or cancellation then this will be counted. In this case, 
the letter will be couriered to the patient’s home address (no signature required) wherever 
possible. 
 
An appointment letter must not be sent to a patient in circumstances where it is known that 
they will be unavailable to attend thus to induce a series of DNAs or cancellations resulting 
in referral back to the GP/GDP. On confirmation of an appointment, the Appointments 
Hotline/relevant department should send out a confirmation letter to the patient confirming 
the appointment and enclosing any relevant Trust or Network supplementary patient 
information leaflets, bowel prep and pre-op appointment details (as necessary). 
 
8.1 Discharging patients that Trust has not been able to make contact  
If the Trust has been unable to contact the patient after numerous attempts using a variety 
of communication methods (telephone and letter), including liaising with their GP/GDP or 
referrer, the patient will be discharged and referred back to their GP/GDP.   The Fast Track 
clerk telephones the GP/GDP practice to inform them that the patient has been unable to 
be contacted or has DNA’ed two appointments.  
The times, dates and method of contact must be recorded on Meditech and the MDTC 
informed to enable Somerset to accurately reflect the attempted contacts. 
  
8.2 Patients who choose a date ‘beyond their breach’ date – first appointments 
Where a patient chooses to have their initial appointment outside of the 7 (14) day waiting 
time (this may be for a number of reasons e.g. ill health, social or other reasons), the 
Appointments Hotline/relevant department should record the earlier date offered within the 
7 (14) day period. This is to ensure that the Trust has an audit trail showing that it was able 
to offer the patient an appointment within the maximum 7 (14) day waiting time period. 
 
The Appointments Hotline/relevant department must ensure the relevant MDTC is updated 
so that the reason can be accurately recorded on Somerset. 
 
The clock will continue to tick and the patient will be counted as a breach. Breaches 
attributed to patient choice have been taken into account within the operational standard of 
93%. The patient should be offered a further appointment as soon as possible after they are 
available.   
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The patient should not be discharged back to their GP/GDP unless they state that they no 
longer require the appointment. In the case of a patient stating that they no longer require 
an appointment, the GP/GDP should be notified of this by telephone and followed up in 
writing.  The MDTC must be informed of this decision. 
 
8.3 Booking Rules 
Each specialty is responsible for agreeing and regularly reviewing the booking rules for their 
service with the Appointments Hotline and Endoscopy to ensure that adequate provision is 
made for each tumour site to meet demand. 
 
8.4 Recording of 2 week referrals onto the cancer information system 
On receipt of referral, appointments hotline will record the information onto Meditech. A 
daily download of all fast track referrals/appointments is received by the MDTCs office to 
facilitate tracking within 24 hours of receipt. 
 
Each tumour site MDTC will enter all 2 week referrals on Somerset (SCR), the Trust’s 
cancer information system. The MDTC will record the patients’ details, the date that the 
referral was sent and the date that the referral was received. 
 
8.5 Potential Breaches 
Following referral, if the Appointments Hotline or relevant department anticipates that an 
appointment cannot be made within 7 (14) days, this information must be escalated within 
24 hours as per the Escalation Policy (Appendix 1).  
The relevant division must then follow the Cancer Escalation policy to ensure that the 
patient is offered an appointment within the 2week target. 
 
8.6 Management of Initial Appointment Cancellations 
Where a patient first cancels their first appointment, a further appointment must be made. It 
is always best practice to negotiate all appointments with patients rather than sending a 
fixed appointment. 
 
Where a patient is unable to reschedule their cancelled appointment at the point of 
cancellation, the Trust will encourage the patient to make contact to rebook the 
appointment within 1 working day. The Trust is responsible for all patients who are on an 
open pathway. The clock will continue to tick. 
 
If after two patient cancellations, the patient requests a third or more, the hospital clinician 
must decide if the patient should be discharged back to the care of their GP/GDP if this is 
deemed to be in the best interests of the patient, and a dictated letter should follow and the 
relevant MDTC copied in to ensure Somerset is updated. 
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8.7 Management of Initial Appointment DNAs 
Where a patient Did Not Attend (DNA) their initial appointment, the patient will automatically 
be offered a second appointment. Usually, where a patient on a suspected cancer pathway 
DNAs their initial appointment for the second time, they should be discharged and referred 
back to the GP/GDP. This is to ensure that the patient is not left “unmonitored” in the 
system. The clinician must be informed and a letter dictated to the GP/GDP before a patient 
is discharged back to the referring practitioner after two or more DNAs. This must be noted 
in the patient’s Meditech entry and outpatient notes.   The MDTC must be informed to 
ensure Somerset is accurately updated. 
 
In an exceptional case, the clinician (who will review all patient hospital notes at the end of 
a clinic), may make a decision to offer a further appointment to the patient. 
 
If a patient DNAs their first outpatient appointment or diagnostic clinic attendance that 
would have been recorded as Date First Seen then the clock can be reset from the date of 
the receipt of the referral to the date the patient rebooks their appointment. 
 
 

9. MANAGING THE CANCER PATHWAY: 31 & 62 DAYS 
This involves all patients referred under the  

 2 week rule, referred via an NHS screening programme or upgraded by a Consultant 
will count as potential 62 day wait patients.  

 All new cancers are counted under the 31 day rule. 
 All recurrences and subsequent cancer treatments with an agreed treatment plan are 

counted under the 31 day Subsequent wait rule.  
 Children’s cancers, Testicular Cancer and Acute Leukaemia are counted under the 

31 day rule. 
 
9.1 What Stops the 31 and 62 day Cancer Clock 
The following clinical decisions stop the clock on the date the decision is communicated to 
the patient and GP/GDP and original referrer if not the GP/GDP:  

 Patient declines all treatment. 
 Treatment starts. 
 Patient dies before treatment. 
 Patient undergoes non-English NHS commissioned care/treatment (i.e. private 

treatment and/or repatriated to Wales for treatment). 
 No cancer diagnosed. 
 Patient is admitted as emergency prior to 2 week referral first Outpatient 

Appointment (for the same condition). 
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9.2 Step Down Process 
Patients will only be removed from the cancer PTL and associated cancer tracking 
processes in the following circumstances; 
 Treatment completed 
 Patient declines treatment 
 Patient deceased 
 Diagnosis of cancer is ruled out. 
 
The MDTC is required to provide evidence of written confirmation from the clinical team e.g. 
a histology report confirming a benign diagnosis, or letter confirming ‘attended in clinic, 
reassured and discharged’. This written documentation is required prior to the patient being 
removed from cancer PTL and tracked by MDTC. 
 
9.3 First Definitive Treatment Definition 
First definitive treatment is defined as an intervention intended to manage a patient’s 
cancer and avoid further intervention. (Treatment will often continue beyond the first 
definitive treatment and after the clock has stopped). 
 
9.4 Consultant Upgrades 
A Consultant (or an authorised member of the consultant team) can upgrade a non-two 
week wait referral at any point on or before the MDT date, this patient will then become a 62 
day wait, from the date the consultant upgrades the patient, and the 62 day standard 
applies. This decision to upgrade must be made before the decision to treat (DTT) date is 
confirmed with the patient otherwise the referral will not be eligible for an upgrade.   
 
Where a decision to upgrade a referral is made, within 24 hours of the decision being 
made, an email should be sent to the MDTC to inform them of the decision. The MDTC will 
enter the details onto Somerset and ensure that the patient is appropriately tracked. 
 
9.5 Internal Referrals 
Some patients referred in on one pathway, may require referral to another speciality for 
investigations or diagnosis of another cancer.   These patients must be transferred with all 
clinical information, within 24 hours of the decision and the relevant secretary in the 
receiving speciality and MDTC informed. 
The receiving speciality must aim to arrange a further appointment (outpatient or diagnostic) 
tests and see the patient within 7 days of referral. 
The original target date will continue to apply even though the transfer of patient care has 
occurred between specialities. 
 
9.6 Patients Admitted as Emergency 
Where a patient is admitted as an emergency for the same condition as their 2 week 
referral (i.e. related to the suspected cancer) before they are seen they should no longer be 
recorded against a two week wait standard. The emergency admission is the referral into 
the system and effectively supersedes the original referral. However, such a patient could 
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be upgraded onto the 62 day period if a consultant or authorised member of their team 
suspect’s cancer is the cause of the admission. 
 
Patients, who are admitted as an emergency for a different condition, continue with their 
existing pathway. 
 
9.7 Pathway adjustment for admitted pathway 
A patient has to be offered a TCI date for admitted care (ordinary admission or day case) 
within the 31 or 62 day period. If the offer of admitted care, was reasonable, is declined, the 
clock can be paused from the date the declined appointment would have been to the point 
when the patient can make themselves available for an alternative appointment as shown 
below: 

 
9.8 Subsequent Treatment 
Subsequent treatment starts a 31 day cancer clock from decision to treat date or earliest 
clinical appropriate date and ends when definitive treatment is delivered which could be:  

 An anti-cancer intervention aimed at shrinking a tumour or delaying the growth or 
spread of the cancer 

 Provision of palliation for the cancer symptoms 
 Active monitoring (if no other treatment is appropriate) 
 Symptomatic support by non NHS palliative care services 

 
Reasonableness – outpatient and admitted treatment 
Cancer waiting times are too short for the usual Trust definition of reasonable offer (3 
weeks’ notice and choice of 2 dates) to apply. NICE guidance says that an offer was 
reasonable if “there was a sufficient amount of notice and the provider took account of 
personal circumstances”. 
 
All offers of admitted treatment are considered reasonable if they are between the start and 
end of the relevant cancer pathway, but should account for the preparations and planning 
that patients (and carers) often need to take and the clinical priority of the patient.  It is 
recommended that a minimum of 1 calendar weeks’ notice should be provided for all offers 
of inpatient treatments and 3 working days for outpatient appointments; however this does 
not preclude the Trust from offering an earlier appointment so long as the patient has fully 
agreed this earlier date.   
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The Trust will not offer inpatient treatment dates which they know a patient cannot attend, 
so as to induce a pause to the patient pathway, or to induce a series of DNAs and 
subsequent referral back to the patient GP/GDP.        
 
9.9 Patient fitness 
If a patient is not immediately fit for the diagnostics/treatments patients are required to 
remain on their cancer pathways and not be referred back to the GP/GDP, placed on a 
pending list, moved between cancer pathways or moved solely onto an 18 week pathway.   
 
This applies also to the first appointment where this is in a straight to test setting.  Patients 
should not be given appointments when it is known that they cannot attend owing to ill 
health in order to prompt a series of DNAs or cancellations resulting in referral back to the 
GP/GDP.  The clock should continue to tick. 
 
9.10 Downgrading referrals  
If the patient cannot ‘guarantee’ attendance for tests or treatment within a certain timescale 
then they should still remain on their referred pathway. 
 
The 62 day operational standard (85%) takes into account that some breaches are likely 
owing to patients choosing to wait longer.  In addition, an adjustment is allowed if a patient 
declines a reasonable offer for admitted treatment (see section on reasonableness).  
Patients must not be moved between cancer pathways i.e., 62 day to 31 day, or solely onto 
an 18-week pathway or placed on a pending list for non-admitted treatment because they 
cannot guarantee attendance. 
 
If a patient is unavailable for non-admitted care for a period of time, then they should 
remain on their referred pathway.  
 
Exceptions:  
The only exceptions exist where the patient declines all further treatments or investigations.  
In this situation, the clinician should liaise with the patient’s GP/GDP and discharge the 
patient back to their GP/GDP who will discuss with them directly what the obstacles are 
which are preventing them from undertaking the investigation(s).   
 
A treatment status of ‘Active Monitoring’ or ‘Watch and Wait’ must not be used incorrectly to 
stop a patient pathway.  A 2 week referral will not be downgraded by a consultant without 
the active consent of the referring practitioner. 
 
9.11 ‘Thinking Time’  
Where a patient has requested thinking time prior to making a decision to proceed with a 
treatment option, the clock will continue to tick.  A local period of one week has been 
agreed as a local monitoring and escalation trigger point to ensure the patient is not ‘lost in 
the system’ and is being given the support needed to make a decision about their 
treatment.   
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The patient’s clock will continue to tick during this period and must not be paused/adjusted, 
even if the patient requires longer to make a decision.  
 
9.12 Active monitoring/surveillance 
Active monitoring/surveillance (in terms of cancer waits) should only be used where a 
diagnosis has been reached but it is not appropriate to give any active treatment at that 
point in time but an active treatment is still intended. The patient is therefore monitored by 
the clinical team and tracked on SCR by the MDTC until a point in time when they are fit to 
receive or it is appropriate to give an active treatment.  
 
Active monitoring will not be used while waiting for a diagnosis to be confirmed or staging to 
be completed; neither will it be used to allow for thinking time or to address capacity issues 
that mean the proposed active treatment would not be available in 31/62 days.  
 
Active Monitoring – Prostate Patients 
If cancer is not yet confirmed and the patient needs repeat PSA (prostate specific antigen) 
testing this is not active monitoring.  
 
If a diagnosed prostate patient is offered a range of treatments and wants to take a couple 
of weeks to think about the options this is not active monitoring.  
 
If a diagnosed prostate patient is offered a range of treatments, selects brachytherapy and 
has to wait for this procedure it is not appropriate to say the patient is on active monitoring.  
 
However, if a prostate patient has a tumour that is not causing any significant problems and 
they decide that they don't want to pursue active treatment immediately but have the cancer 
kept under check by repeat PSA etc. this would be active monitoring. 
 
9.13 Tertiary Centres/Inter Trust Referrals (ITRs)  
Where a patient’s care is provided by the Trust and another provider organisation and the 
patient is on a 62 day cancer pathway, both providers share responsibility for ensuring that 
their respective parts of the dataset are uploaded and for ensuring that the 62 day waiting 
time service standard is met. 
 
Whilst the Department of Health (DoH) does not plan to set a national cut-off point by which 
referrals to a treating provider should be received and after which time the treating provider 
does not need to share a breach, there is a locally agreed policy across the Merseyside & 
Cheshire Cancer network that patients should be referred by:-  

 2 way pathway – day 42 in the event of a patients pathway spanning two hospitals 
 3 way pathway – day 21 whereby a patients’ pathway involves three hospitals i.e. 

being referred to two tertiary Trusts. Referral should be made to the first tertiary trust 
by day 21 

 Testicular/Acute Leukaemia patients – day 14. 
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This will ensure that the tertiary treating provider is given sufficient time to treat patients 
without breaching the standard.  Failure to achieve the above transfer to another provider 
results in the breach automatically transferring back to the original trust.  
 
Where the Trust needs to refer patients to other providers for treatment, the CARP form will 
be completed in full and electronically sent by the MDTC to the appropriate formal contact 
point at the receiving Trust within 24 hours of the decision to refer. 
 
9.14 Radiology requests 
Radiology requests will be made electronically through Meditech. The referrer must select 
the correct episode of care when making the request. 
 
The radiology request must be clearly marked “suspected cancer” or “cancer”, in the clinical 
history section, if it is suspected that the patient has cancer or if the patient is already on a 
cancer pathway. This will allow administrative staff in the relevant areas to process these 
patients’ appointments as urgent within 14 days, although the Trust has set an internal 
target of 7 days to facilitate a timely pathway, and ensure that the individual portions of the 
pathway are delivered in a time that allows achievement of the waiting time target overall. If 
an appointment cannot be booked within 7 (14) days of the request date then the booking 
clerk needs to follow the Trusts Cancer Escalation Policy.  
 
The Radiology department following the investigation must ensure reporting of these results 
within two working days. 
 
9.15 Diagnostic Tests 
Those patients who require diagnostic tests e.g. Endoscopy, Diagnostic TCI’s (Admissions 
Team, Radiology) will be actively monitored by the MDTC to ensure their appointment will 
allow enough time to treat the patients if required. We have set an internal parameter that 
all diagnostic waits should be no longer than 7 days.  
The booking/wait list form must be marked with “cancer or Fast Track (F/T)” and an internal 
parameter has been set so that all diagnostic waits should be no longer than 7 days.   If 
teams are unable to date patients within this timeframe the Trusts Cancer Escalation policy 
must be followed. 
 
9.16 Wait List forms and booking the admission for cancer treatment 
Wait list forms should be hand delivered to the relevant admissions team without delay 
within one day of the decision to add to the waiting list for cancer treatment. 
 
All Wait List forms must be marked with “cancer or Fast Track (F/T)”.  The Admissions 
Officer must ensure that they liaise with the MDTC to date within breach, or with their 
breach date and day on pathway at time of completion. This will allow staff in the relevant 
areas to prioritise these patients to ensure that the individual portions of the pathway are 
delivered in a time that allows achievement of the waiting time target overall.  
 
Any dates where the patient has indicated that they are not available should also be 
recorded on the Wait List form. 
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9.17 Earliest Clinical Appropriate Date (ECAD) 
The earliest clinically appropriate date applies to patients whose treatment plan involves a 
sequence of more than one treatment modality, but where further decision to treat dates are 
not applicable.  It can be either:  

 A pre-determined date, set by the clinician responsible for the patient’s care when it 
is anticipated that the patient will be fit to start the next stage of the care pathway 

 A date set during a clinical review or on receipt of test results, when it is anticipated 
the patient will be fit to start the next stage of the care pathway 

 An ECAD date can be changed once it is set, but only if the date has not passed.  
ECAD starts a 31 day cancer clock only if treating modality changes. 

 
9.18 Family History - Breast 
Asymptomatic patients are excluded from all cancer monitoring and reports. 
 
9.19 Overseas Visitors and Private Patients 
Patients who choose initially to be seen privately but are then referred for first or 
subsequent treatment will be monitored on the 31 day cancer pathway from diagnosis to 
first definitive treatment or subsequent treatment. 
 
Patients who receive their initial treatment from a private provider but then seek subsequent 
treatments through the NHS would be classed as subsequent treatments (even if it is the 
first one they had on returning to the NHS). 
 
9.20 Monitoring/Tracking the Cancer Pathway 
The Divisional Management Teams and Cancer Management Team together with the 
tumour site Consultants and MDTC are responsible for ensuring that patients on the 31 and 
62 day pathway do not breach the target.  
The MDTCs will track the patients on a daily basis from the time a suspected cancer referral 
is received and appointment made (by the Appointments Hotline), until the end of treatment 
(which may include several subsequent treatments) or at the point of confirming that the 
disease is benign.  MDTCs will record all appropriate appointments and treatments that the 
patient undertakes along their cancer pathway, whilst they are tracking the patient. 
The MDTC will try and resolve issues before alerting the relevant Division of delays and/or 
problems; at this point the Trust’s Cancer Escalation process will then be followed. 
 
Some patients will follow a difficult clinical pathway and will take longer to diagnose and 
agree a treatment plan. Within any patient pathway there should be no delay caused by 
administrative processes.  
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10. CANCER PERFORMANCE & REPORTING 
The Cancer Team will produce a weekly cancer PTL (Patient Tracking List) that is 
distributed to all Divisional Management teams, Lead Cancer Clinicians (Speciality), Cancer 
Nurse Specialists. 
 
It is the responsibility of the Divisional management teams to operationally deliver the 
Cancer Targets by ensuring enough available capacity and resolving pathway delays 
through attendance at weekly PTL meetings with the Cancer Team. 
 
All breaches are investigated and a pathway breakdown will be completed for each one by 
the MDTC. It is the responsibility of the Divisional Management Team and Lead Cancer 
Clinician for the relevant tumour site to discuss each breach to ensure that there were no 
delays’ to patient care and identify pathway improvements and make comments and sign 
off the report.  The breaches will then be discussed at the Cancer Performance Committee 
to ensure improvement of performance. 
 
The Cancer Team will produce monthly performance reports to show the Trust’s 
performance against the national standards by tumour type, which will be disturbed to all 
Divisional teams – management and Lead Cancer Clinicians.  This report will be submitted 
and discussed at the Trusts Cancer Performance Committee meeting and Trust Board. 
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MONITORING COMPLIANCE WITH ACUTE NHSLA RISK MANAGEMENT STANDARDS 

 
Minimum Requirements 
(Bold) 
 

Process for monitoring i.e audit, annual report 
Responsible 
individual for Audit 
& action Plan 

Frequency of 
audit  

Responsible Committee 
for review of audit 
results & review of 
action plan 

Cancer Waiting times are 
reported monthly to 
demonstrate compliance with 
National Standards 

o Monthly Performance Report is completed to 
review the performance against the Cancer 
waiting times and the activity within the month. 
Cancer is reported 2 months in arrears. 

Cancer Manager & 
PM: Cancer 
 

Monthly Divisional Boards 
Cancer Performance 
Committee 
Trust Board 

o Quarterly and Annual Performance Report is 
completed to review the performance against 
the Cancer waiting times and the activity within 
the quarter, analysing the trends that have 
occurred.  

Cancer Manager & 
PM: Cancer 
 

Quarterly & 
Annually 

Divisional Boards 
Cancer Performance 
Committee 
Trust Board 

o Peer Reviews for each tumour site Cancer 
Management Team 

Annually  

o Individual Breach reports, which demonstrate 
non-compliance against CWTs, are written by 
the MDTC, validated by the Cancer 
Management Team and then signed off by the 
relevant BPM, Speciality Cancer Clinician, Lead 
Cancer Clinician, Associate Director Planning.  
Where appropriate Radiology and Pathology will 
review breach reports to investigate delays in 
the diagnostic element of the pathway. 

Cancer Manager & 
PM 
MDTC 
BPM 
Lead Cancer 
Clinician 
Speciality Cancer 
Clinician Leads 
Radiology/Pathology 

Monthly Cancer Performance 
Committee 
 

o Breach reports are discussed in the Cancer 
Performance Committee.  

Cancer 
Performance 
Committee 

Monthly Cancer Performance 
Committee 
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SOURCES/ REFERENCES 
 Cancer Waiting Times (CWT’s) A Guide – Version 8 

 
 

GLOSSARY OF TERMS 
BPM  Business Performance Manager 
 
BPA/PM Business Performance Assistant/Practice Manager 
 
CCG  Clinical Commissioning Group 
 
CNS  Cancer Nurse Specialist 
 
CWT  Cancer Waiting Times 
 
DNA  Did Not Attend 
 
DDT  Decision to Treat 
 
GP/GDP General Practitioner/General Dental Practitioner 
 
F/T  Fast Track patient 
 
MDT  Multi-Disciplinary Team meeting 
 
MDTC  Multi-Disciplinary team Coordinators 
 
Meditech Patient Administration System used by the Trust 
 
PTL  Patient Tracking List 
 
SCR  Somerset Cancer Register database used by the Trust 
 
TCI’s  To Come In (patient operation date) 
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APPENDIX 1 

CANCER ESCALATION POLICY 

EXECUTIVE SUMMARY/INTRODUCTION 
 
The Cancer Target Escalation Policy sets out steps to ensure that in the event of 
anyone identifying a delay or potential breach in the patient’s cancer pathway, they are 
expected to follow this policy. This policy has been developed to ensure that all 
potential breaches within the Cancer waiting times targets are identified, investigated 
and escalated in a timely and appropriate way. 
 
The Cancer waiting times targets must be complied with 100%. Breaches against the 
target are not permitted; this policy sets out, steps to ensure this process is maintained 
and achieved. The 14, 31 & 62 day targets must be met in order to ensure that patients 
are seen in a timely manner and to ensure compliance with the Cancer waiting time 
targets.  
 

PURPOSE AND SCOPE 
Principles of Escalation 
It is the responsibility of all staff and departments involved in a patient’s cancer pathway 
to manage the patient’s through their pathway in a timely manner. Therefore, it is 
essential that patients are escalated in times of delay.  Each step of the pathway must 
be monitored at all stages to ensure that:- 
 Appointments are booked within target. 
 Attendance at appointments is tracked and recorded. 
 Legitimate ‘stop-the-clock’ adjustments are recorded in the notes. 
 Diagnostics are tracked and results recorded. 
 Follow-up appointments are booked in a timely manner. 
 Patients are discussed at MDT and decisions recorded. 
 Tertiary centres are informed of specific pathway and target dates. 
 Treatment is started and details recorded. 
 
In the event of anyone identifying a delay or potential breach in the patient’s pathway, 
they are expected to follow this policy. 
 
General principles of escalation are: 
 Effective and timely communication is key 
 Escalate as soon as possible, the earlier the better. It’s easier to stand people down 

once the problem is resolved than to catch up lost time, especially with the short 
timescales. 

 Escalate verbally, in person and document by email 
 Try everything you know to resolve the problem as soon as identified 
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 Recognise that you can’t solve all of the problems but by passing it on it will give    
others a chance to 

 Clearly record all details and pass on the steps already taken 
 Take action in a timely manner; be clear of the timescales of escalation 
 
In the event of being unable to follow this escalation pathway, or concerns regarding 
meeting cancer targets please contact your MDTC (MDT Coordinators and Assistant 
MDT Coordinators) or the Practice Manager: Cancer on ext. 6012. 
 

DUTIES AND RESPONSIBILITIES 
 
MDTC Escalations 
The Cancer Services team (MDT Coordinators and Assistant MDT Coordinators - 
MDTC) are responsible for tracking patients through their cancer pathway.   
They will liaise with relevant departments within the Trust to ensure patients are treated 
in a timely manner for example (but not definitive list):- 
 Admissions – TCI’s 
 Endoscopy – TCI’s 
 Secretaries – Review appointments, Letters awaiting typing, minor-op appointments 
 Radiology – appointment dates, reporting etc. 
 
If capacity issues cannot be resolved the MDTC’s will escalate to the relevant Division 
BPM and PM/BPA using the escalation form (Appendix 2). 
 
The Division (BPM & PM/BPA) responsible for the tumour site will be expected to 
resolve capacity issues and feedback within 48 hours (2 days) of escalation. 
 
Failure to feedback or respond within 48 hours, will prompt the MDTC’s to escalate to 
the Trust Cancer Manager.  The Cancer Manager will update the escalation form and 
re-escalate to the relevant Division (BPM & PM/BPA).   
 
If the Cancer Manager does not have a response or proposed solution within 24 hours, 
to the problem they will update the escalation form and forward to the Associate 
Director of Performance who will escalate to the relevant Divisional Director. 
 
PTL Meetings 
Following the weekly PTL meetings, any patients who have an outstanding action 
(listed below), an escalation/action email will be sent to the below relevant 
Division/staff. 
 

Escalation Email TO Email CC 
OPA (Review Appointments) PM/BPA BPM, MDTC 
TCI (Diagnostic or Treatment) PM/BPA BPM, MDTC 
Typing (Outstanding Letters) PM/BPM BPM, MDTC 
Endoscopy Endoscopy Team Leader 

Trust Endoscopy Lead 
BPM, PM/BPA, MDTC 

Radiology Radiology Secretary 
Heads of Department 
Appointments Clerks 

MDTC 
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The staff identified in the above email, are responsible to ensure that they address any 
problems e.g. capacity and feedback to the Cancer Team within 48hours of email. 
 
Escalations within other departments 
The table in Appendix 1 details appropriate time scales for escalation within each 
department group. This policy must be followed by ALL members of staff, in every 
event. 
 
Escalations Not Resolved 
Escalations not resolved by the Associate Director of Performance, will be escalated to 
the Lead Cancer Clinician and Deputy Chief Executive/Chief Executive (as 
appropriate). 
 
Cancer Performance Committee Meeting 
The monthly Cancer Performance Committee meeting is a forum to gain assurance and 
accountability from the Divisions in the operational delivery of cancer targets.  The 
meeting will also allow breach reports/delays to be discussed and trends/issues 
identified.  The PTL position will also be reviewed to monitor performance and ensure 
that the Divisions have appropriate capacity plans in place to meet demand, including 
forthcoming national campaigns. 
 
External Delays 
Patients who are having treatment at another Trust any delays must be highlighted to 
the Cancer Team who will record the reasons for the delay.  If appropriate, the Cancer 
Team (tertiary centres) and/or the Business Performance Manager (if COCH activity) 
should liaise with their colleagues at this Trust to ensure that patient care is not delayed 
or compromised.  
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Escalation Policy – Appendix 1 
Department  Pathway 

Element 
Responsible Issue & Timescale Escalations to be sent to:- Division responsibility 

and Timescale 
Issue Unable to be 
Resolved 

Appointments 
Hotline 

1st OPA Fast Track 
Clerk 
and 
Appointments 
Hotline Team 
Leader 

The Trust should aim to 
achieve an appointment 
within 7 days. 
 
Escalation – If capacity 
issues identified within 24 
hours (1 day) of receipt of 
referral. 
 

 Trust Lead for Access 
 Appointments Hotline Team 

Leader 
 Relevant Division (Planned 

Care or Urgent Care) 
o Business Performance 

Managers (BPM) 
o Practice Manager (PM) / 

Business Performance 
Assistant (BPA) 

 Cancer Manager and Practice 
Manager (Cancer) 

The Division (BPM/BPA) 
responsible for the 
tumour site will be 
expected to resolve 
capacity issues and 
feedback within 72 
hours (3 days) of 
escalation. 
 
 

The Division (BPM/BPA) 
must escalate to the relevant 
Divisional Director by the 
BPM or PM/BPA.  The 
Cancer Manager and 
Associate Director of 
Performance must be kept 
informed of these escalations 
and resolution to capacity 
issues. 

Endoscopy 
 
 

1st Appointment 
 
and 
 
Diagnostic 
Procedure 

Endoscopy 
Admissions 
Officer 
and 
Endoscopy 
Admissions 
Team Leader 

The Trust should aim to 
achieve a TCI within 7 
days. 
 
Escalation – If capacity 
issues identified within 24 
hours (1 day) from WL. 
 
 

 Trust Lead for Endoscopy 
 Relevant Division 
 (Planned Care or Urgent Care) 

o Business Performance 
Managers (BPM) 

o Practice Manager (PM) / 
Business Performance 
Assistant (BPA) 

 Cancer Manager and Practice 
Manager (Cancer) 

The Trust Lead for 
Endoscopy is expected 
to resolve capacity 
issues and feedback 
within 72 hours (3 days) 
of escalation. 
 

If a TCI cannot be allocated 
after this time, the Trust Lead 
must escalate to the Planned 
Care Divisional Director and 
BPM.  The Cancer Manager 
and Associate Director of 
Performance must be kept 
informed of these escalations 
and resolution to capacity 
issues. 

Admissions 
 
 
 
 
 
 
 
 
 
 
 
 
 

Diagnostics 
and 
Treatment 
 

Admissions 
Officer 
and 
Admissions 
Team Leader 

Diagnostics –  
The Trust should aim to 
achieve a TCI within 7 
days. 
 
Escalation – If capacity 
issues identified within 24 
hours (1 day) from WL. 
 
Treatment – unable to date 
within breach date 
 
Escalation – If capacity 
issues identified within 24 
hours (1 day) from WL. 

 Trust Lead for Admissions 
 Relevant Division 
 (Planned Care or Urgent Care) 

o Business Performance 
Managers (BPM) 

o Practice Manager (PM) / 
Business Performance 
Assistant (BPA) 

 Cancer Manager and Practice 
Manager (Cancer) 

The Trust Lead for 
Admissions is expected 
to resolve capacity 
issues and feedback 
within 72 hours (3 days) 
of escalation. 
 

If a TCI cannot be allocated 
after this time, the Trust Lead 
must escalate to the Planned 
Care Divisional Director and 
BPM.  The Cancer Manager 
and Associate Director of 
Performance must be kept 
informed of these escalations 
and resolution to capacity 
issues. 
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Secretaries Typing of 
Letters to 
ensure effective 
tracking of 
cancer patients 

Secretary 
and 
Secretary 
Team Leader 

Unable to type letter within 
24hours of clinic 
appointment. 

 Practice Manager (PM) / 
Business Performance 
Assistant (BPA) 

 Relevant MDTC 

The relevant PM or BPA 
will then ensure a plan 
is created to ensure that 
these letters are typed 
by the next day, so a 
total maximum time for 
letter typing is 48hours. 

If letters cannot be typed 
within this time the PM or 
BPA must escalate to the 
relevant BPM and the 
Cancer Manager and 
Practice Manager (Cancer). 

Secretaries Review OPA’s 
 

Secretary 
and 
Secretary 
Team Leader 

Unable to book a review 
appointment within 7 days. 
 

 Practice Manager (PM) / 
Business Performance 
Assistant (BPA) 

 Relevant MDTC 

The relevant PM or BPA 
will be expected to 
resolve capacity issues 
and feedback within 72 
hours (3 days) of 
escalation. 

If an OPA cannot be booked 
within this time the PM or 
BPA must escalate to the 
relevant BPM and the 
Cancer Manager and 
Practice Manager (Cancer). 

Radiology Diagnostic 
Appointments 
 

Radiology 
Clerk 

The Trust should aim to 
achieve an appointment 
within 7 days. 
 
Escalation – If capacity 
issues identified within 24 
hours (1 day) of receipt of 
referral. 
 
 

 Relevant Department Head 
 Cancer Manager and Practice 

Manager (Cancer) 
 

The Department Head 
(Radiology) will be 
expected to resolve 
capacity issues and 
feedback within 72 
hours (3 days) of 
escalation to the clerk. 
 

If an appointment cannot be 
allocated after this time, the 
Department Head needs to 
escalate this to the Radiology 
Services Manager, copying 
in the Cancer Manager and 
Associate Director of 
Performance. 
Radiology Services Manager 
is responsible for resolution 
to address the capacity 
issues and they must be 
keep the Cancer Manager 
and Associate Director of 
Performance informed of the 
outcome. 

Histology and 
Radiology 

Reporting of 
Results 

MDTC Radiology – Scans 
unreported after 2 working 
days Manager 
Histology – Biopsy’s remain 
unreported after 5 working 
days 

 Cancer Manager and Practice 
Manager (Cancer) 

 

Relevant Head of 
Service will be 
contacted and be 
expected to resolve 
outstanding reporting 
within 48hours. 
 

If any tests/reports remain 
unreported for a further 
48hours these will be 
escalated to the Associate 
Director of Performance. 
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Escalation Form – Appendix 2 

 
 

ESCALATION REPORT

CONSULTANT
MDT CO-ORDINATOR
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1. Introduction 

Following the ‘Hard Truths’ publication and in line with the National Quality Board 

recommendations ‘How to ensure the right people, with the right skills, are in the right 

place at the right time - A guide to nursing, midwifery and care staffing capacity and 

capability’, one of the expectations of this document is that a nurse staffing review will take 

place twice yearly as a minimum. This is to ensure the Board receives assurance that patient 

safety is being maintained in regard to staffing numbers and skills. 

The report is also to provide an assurance both internally and externally, that ward 

establishments are safe, that staff are able to provide appropriate levels of care to patients. 

Also a that the level  reflects the Trust values and the 6 Cs of the National Nursing Strategy 

(2012). This is particularly important in light of key recommendations made in the Francis 

Report (2013) and the Berwick Report (2013). 

The report also supports Care Quality Commission requirements under the Essential 

Standards of Quality & Safety, including outcomes 13 (staffing) and 14 (supporting staff. 

This is the third nursing establishment review following the publication of the Francis Report 

and its recommendations, the last was in July 2014  The Trust has a duty to ensure that 

ward staffing levels are adequate and that patients are cared for safely by appropriately 

qualified and experienced staff. Reviews must be carried out twice a year in line with the 

national recommendations. 

 

2. Summary of Key recommendations and actions taken from the December 2015 

nurse and midwifery  staffing establishment review: 

The following areas of work are recommended to the Board in order to provide further 

assurance 

• Task and finish project with Ward Managers looking at night shift cover 

A number of wards are using ad hoc bank to support peaks in night shift work load. 

Recruitment is underway to support a night pool of RNs 

• Detailed acuity on the identified wards then action to be taken on the findings   

The use of an acuity tool has not been as successful as anticipated, as out lined previously, 

due to subjectivity of the recording of the data. Work has now started to review patient care 

plans which will incorporate a built in acuity score 
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Review of the direct care versus indirect care as outlined in ‘A Guide to Care Contact Time’ 

This work highlights whether the nursing workforce is being utilized in the most effective 

way. 

The Trust is undertaking this work supported by the Department of Health (DH), two wards 

have undergone the ‘Care Contact’ review. Early results have demonstrated areas where 

improvements could be made in order to be more effective and efficient use of our workforce.  

However a number of other wards will also go through this process in order to provide a 

comparison and more accurate reflection. Once this has been completed the results can then 

be acted upon 

• Introduction of the Care and Comfort role on the staff bank  

Many wards have now converted hours of their establishment to Care and Comfort roles. In 

addition to this, work is underway to investigate the use of specific volunteers to support 

wards particularly in supporting patients with Dementia.  

• Continue to monitor the staffing using GRAPe reporting. 

This now forms part of the Integrated Board Report and identified areas are being monitored 

• Review of the bank nurse pay costs versus agency pay rates 

The Nursing Workforce Operational Group is working through considering the options to look 

at the bank staff pay scales. This is also part of Divisional reviews of variable pay attributed 

to nursing costs. 

• To work on the introduction  of E-rostering 

Unfortunately the Trust was unsuccessful in securing national funding via the ‘Nurse 

Tech Fund’ regarding the implementation of e-rostering. However ongoing work with 

the DH may enable the Trust to secure this resource. Ongoing work is in progress to aim 

towards this. 

 Review ED staffing in line with NICE guidance when agreed 

Although the Trust did perform a gap analysis against the draft NICE guidance, NHS England 

has made the decision to halt the work that NICE has been undertaking. Therefore this will be 

reviewed using professional supported by themes and trends form any incidents and patient 

experience 

3. Methodology 

As in previous reviews it must be remembered that the most important factor in any review is 

the professional judgment of the senior nurses. Their views have supported the use of the 

following objective information: 
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• Establishments were compared to January  2015 

• Patient Acuity information using the Safer Nursing Care Tool (SNCT) to acute adult 

inpatient wards (as per national guidance) 

• National standards for specialty wards e.g.  Intensive Care 

• Review of Registered to unregistered staff ratios 

• Review of staff to bed ratios in line with current national guidance 

• Utilisation of beds and bed occupancy 

• Use of nursing quality indicators and key safety and outcome measures  

• Role of the Supervisory Ward Manager- Care Contact 

 

The review covered the general wards on sites as well as the Emergency Department, 

Intensive Care Unit and Midwifery services  

  

4.0 Establishments were compared to January 2015 

In the last 6 months some Increase in staffing has been agreed and additional non recurrent 

funded posts have been given to individual wards. This has been following discussion with 

the Heads of Nursing. 

 Cover  

Establishments have been agreed and include the following cover built in to the budget often 

referred to or known as ‘headroom’ 

• 14.5% for annual leave (mid-range for A4C, built into establishment) 

• 3.65% for sickness (Trust target) 

• 1.5% for training (equates to 4 days per person) 

Recent feedback from the DH work has indicated that the cover budget does not benchmark 

favorably with national recommendations, as well as other Trusts. However, maternity cover 

at ward level is replaced like for like and therefore the benchmark may not be an accurate 

reflection compared to peers. 

 Acuity 

Throughout May and June 15 as recommended in recent NICE guidance, the Trust undertook a 

review of patients’ acuity in a number of wards where Heads of Nursing and Ward Managers 

believed there were concerns in relation to staffing. This was carried out using the SNCT tool. 

Once again, it is still apparent, despite support from Matrons and IT, the use of the scoring 

tool remains subjective. In some areas the completion of the tool was also inadequate, with data 

missing. In the remaining wards, professional judgement and nurse sensitive indicators were 

used. 
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Therefore, it has been decided not to include this information due to poor data quality and 

completeness. Going forward, the ‘nursing care plan’ project with built in electronic acuity, 

will help support the future reviews in a more robust way. 

There are no national mandated minimum standards for the general adult wards, however 

NICE guidance last year made reference to, but stopped short of mandating a 1:8 Registered 

Nurses to patient ratio on day shifts. 

Once again the review does demonstrate that, in the main, this can be achieved with the 

current establishments on day shifts, when there are no staffing issues. (Appendix 1)  

However, this is not the case on the night duty shift on most of the general wards, where the 

ratio is 1:14, as a maximum. It was accepted in most hospitals that this is the case, however 

recent benchmarking has demonstrated that Trusts are moving to a skill mix change on 

night duty. For example, where there had previously been 2 Registered Nurses (RN) and 2 

Nursing Assistants (NA) they have changed to 3 RN/1 NA. 

5.0 Department reviews 

 Emergency Department 

Staffing guidance was released from NICE in a draft format for consultation earlier this year. 

However, the DH has made the decision to suspend the work with NICE, therefore the final 

guidance was not released in May, as expected. However, the Head of Nursing for Urgent Care 

and the Matron of the Emergency Department (ED) have reviewed against the draft 

released and the Matron for ED has undertaken some skill mix within current staffing 

establishment. Further work is underway to look to enhancing skills of the nurses alongside 

further skill mix reviews as opportunities arise. 

 Midwifery 

This six month review demonstrates that the Midwifery staffing is currently has a staffing 

shortfall of 3.38 WTE identified from this review and a ratio of 1:30 which is outside of the 

national recommend ratio of 1:29 

In the months prior to this six month report Midwifery services experienced a reduction in 

booking activity (April to July 2014) resulting in reduce Midwifery staffing as part of the 

Trust Cost Reduction Strategy, with a 1.0 WTE Band 7 Community midwifery manager post 

not replaced on her retirement and that management function being amalgamated into 

another midwifery managers remit.  

However, maternity booking activity has steadily increased with 4 out of the last 5 months 

returning to 2010/11 levels with a return to a shortfall status which had previously been 

identified as 8.25 WTE by the external review team in January 2014. 
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Despite being slightly below national recommendations it is important to note that 

monitoring of harm is factored into levels of staffing as well as other indicators such as 

patient experience feedback and complaints.  

Staffing levels will continue to be monitored over the next 6 months and a further review is 

undertaken once NICE guidance is fully understood. There is a well versed process within 

the unit to support peaks in workload that is managed by Head of Midwifery by supporting 

the use of additional hours as required when there are peaks in workload 

More detailed further review will need to take place following the more strategic 

discussions that are ongoing across Cheshire and Merseyside regionally regarding future of 

both Maternity and Neonatal provision. The Head of Midwifery has written a detailed report 

on her review of staffing; this will be presented to the Nursing & Midwifery Board meeting 

in August 2015 

 Neo Natal Unit (NNU) 

BAPM standards stipulate that intensive care babies require 1:1; high dependency babies 

1:2 and special care babies require 1:4 nursing. The neonatal toolkit, NICE Standards and the 

Neonatal Network standards stipulate that the skill mix review must reflect the recognised 

standards to ensure patient safety. At the Countess as s is the case with other Trusts this depends 

on occupancy rates. 

Following a recent review, the unit has an action plan to replace staff at Band 4 who have 

left the unit, with a Band 5.  This work will support further compliance with national 

guidance/standards.  

The nursing staff are committed as a team and support short notice changes to their off 

duty to enable the unit to function effectively. However, this is not sustainable, therefore the 

Head of Nursing is supporting further reviews and has been asked to undertake some 

benchmarking with other units, based on occupancy and further recommendations will be 

made dependent on the outcome.  There is an emphasis on ensuring staffing levels are 

sufficient to meet needs of the service especially following the Kirkup Report. 

 Intensive Care Unit (ICU) 

There has been a new appointment to the post of Matron in ICU. In terms of skill mix,  nurse 

staffing issues have been identifies thus far. Previous significant investments in ICU have 

enabled the unit to meet recommendations. However, currently, as with other areas the 

main ongoing issue is the recruitment to vacant posts. This may be improved with some 

targeted recruitment of overseas nurses with specific skills. 
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 Paediatrics 

The optimal nurse staffing levels for general children’s wards are based on the RCN’s 

guidance ‘Defining staffing levels for children and young people’s services: RCN guidance for 

clinical professionals and service managers (second edition) (RCN, August 2013)’.  This 

document indicates the need to review staffing levels once a year, as a minimum and more 

frequently in response to any known service pressures, such as increased clinical acuity and 

seasonal activity. 

When setting baseline establishments the average age of the patient population should be 

considered. Where there are high numbers of children under 2 years, an increased 

registered nurse: patient ratio is required. We predominantly look after a higher proportion 

of children under the age of 5.  The RCN standards are children < 2 years of age 1:3 

Registered Nurse: child day and night. Children > 2 years of age 1:4 Registered Nurse: child, 

day and night. 

There have been prolonged periods of less than 50% occupancy this year and on occasions 

less than 6 children as overnight stays. Although we don’t comply with these 

recommendations if the unit were to be fully occupied, we are able to maintain safety by 

utilising staff from our other Paediatric areas and staff working additional shifts. Exceptions 

are monitored through the incident reporting system 

6.0 Quality & Safety 

Staffing is discussed at the ‘Patient Flow Meeting’. This meeting takes place 3 times a day, and 

ward dependency, ‘one to ones’ and general staffing gaps are discussed. The following 

actions are agreed to support a reduction of risk:  

• Moving staff from one ward to another 

• Moving from outpatient areas 

• Cohorting patients who require additional support in ‘zoned areas’ 

• Sanctioning additional staff if required due to a patient safety risk 

To support the management of any identifiable risks, the nurses in charge of wards are 

engaged with staff at a safety brief. A Trust Staffing Policy is in place to support the decision 

making process. The risks discussed for example, are confused patients that at risk of falls or 

who may be agitated and high acuity patients and those of a high risk of developing 

pressure ulcers. Staff also receive feedback regarding complaints or leaning from incidents 

that have taken place in or that affect the Trust.  
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 Nurse sensitive Indicators (Red Flags) 

The monitoring of the nurse sensitive indicators is now becoming routine, however the 

recording of these indicators needs to be more robust. Ward Managers have now been 

instructed on the use of a file to collect the data. This will then help inform future reviews 

regarding falls, skin integrity and medication errors. Use of the national Safety Thermometer 

tool is also a helpful measure that supports risk reduction of harm. 

 Supervisory Ward Managers   

The Ward Managers now work in a supervisory capacity. However, there are times due to 

staffing challenges, when it is not always achieved. It has been identified however, that the 

expectations of the role on a daily basis requires clarification. In light of this, some core principles 

need to be identified, this will be addressed over the next month. 

 Care Contact Time 

The Trust has started its review of front line areas using the ‘Care Contact’ document for 

guidance. Two wards have been completed to date and there are plans to continue this. 

Early feedback has demonstrated areas that could be improved upon.  

This will continue to be rolled out and it is anticipated most in-patient specialties will be 

completed  this year. 

 Challenges & Risks 

Retention of staff still requires focus and exit interviews are being performed to establish if 

there are any themes to be addressed. 

It is now becoming apparent that the Trust is starting to feel further recruitment challenges. 

As of July there are 17 Registered Nurse vacancies with the majority of these in the Planned 

Care Division.  

A recent proposal to the People and OD committee has recommended that the Trust should 

now start further plans to recruit from abroad. This is most likely to be from EU countries as 

very recent Government advice from the Border Agency makes it clear that it is unlikely that 

hospitals will be unable to recruit from none EU countries. 

7.0 Division Summary 

 Planned care 

There are seven inpatient wards within the Planned Care Division with agreed staffing 

levels. Following on from our previous workforce review in 2014 the Division has used a 

range of validated tools and methodologies to agree a staffing establishment for each ward. 

Whilst there has been an investment in Nursing in 2014 the Division is currently awaiting 
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final approval of the new surgical bed model by the Executive Team to be able to remodel 

the workforce requirements 

Going forward the Division is seeking approval of the surgical bed model enabling the 

completion work to take place on acuity within the surgical hub model proposed. Further 

staff consultation maybe required as they introduce new bed models in order to achieve the 

right skill mix and staffing establishment that will reflect NICE guidance. 

Work is underway to review the following within the Planned Care Division: 

 Acuity & nursing workforce requirement 

 Review staffing levels on ward 53 & 41 using agreed methodology 

 Review the staffing ratio between nurse & healthcare support worker, as there may 
be an need to have a higher ratio of support workers on some wards to meet the 
patients’ needs 

 Compare the red flag events as they occur to staffing levels-ongoing with both 
Divisions 

 Address the recruitment issues as recent recruitments to fill posts in Planned Care 
has not been successful and are over reliant on bank and agency to ensure ward 
staffing levels are safe.  

 Review support to wards in terms of ward clerk and housekeeper roles, this will 

require staff consultation to make any changes - ongoing with both Divisions 

 We need to agree a minimum staffing number of registered nurses on shift - both 

divisions are doing this 

 Increase flexibility of staff , any new contracts to work over seven days 

 Ward 54 9Vascular)requires review to address the lack of side rooms and staffing 

required to manage patients that have traditionally gone to ITU post operatively for 

24- 48hrs 

The Division is working through the actions identified above and this will be monitored via 
its own governance process and escalated appropriately 
 

 Urgent care 

Within Urgent Care there are 13 wards plus 10 beds Coronary Care Unit and 16 cots in Neo-

natal Unit. Building on previous workforce reviews in 2014 the Division has used researched 

based methods to agree safe staffing level and has recognised escalation procedures to 

manage increases in patient acuity, complexity and demand. 

The division recognises that some areas (appendix 2) experience significant workload 

pressures that have been revealed through incident trend analysis and this will need further 

investigation into the staffing establishment and complexity of patients on Wards 50 and 43 

in particular. The division is undertaking a number of service redesigns which will have an 

impact on skill mix and staffing numbers. This will allow the division to work within its 

existing funded bed capacity whilst delivering new models of care.  
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It is planned to commence Discharge to Assess (D2A) at Ellesmere Port Hospital (EPH) from 

July 2015 starting with Emerald ward this will then be classed as Intermediate Care level 

care and will need a staffing and skill mix review in line with this level of care. Once D2A has 

embedded within Emerald ward there is a plan to roll out to the remaining wards at EPH; 

this is in conjunction with a reduction in the number of beds. A reduction in bed capacity at 

EPH will support the innovation of developing an Acute Frailty Unit with rapid 72 hours 

duration of stay within ward 51 encompassing assessments and rehabilitation therefore 

enabling the budgeted capacity in bed numbers to remain unchanged.  

Within Urgent Care work is underway to review the following: 

 Review staffing levels and skill mix requirement for EPH with the change to 

Intermediate Care delivery. 

 Undertake further work to review acuity and nursing levels on wards 50 and 43. 

 Increase the flexibility of staff to work across specialisms within Medicine and 

Surgery. 

 Neo-natal review taking place using benchmarking and national guidance  

 Planning workforce for the future reviewing numbers of retirees, succession 

planning  and training and in particular investing in further Advanced Nurse 

Practitioners (ANP) to support medical colleagues. 

8.0 Results 

The results of the information obtained for this staffing review have demonstrated that the 

numbers are broadly in line with the ratio in the adult wards. (Appendix1.) 

In the last 6 months Heads of Nursing have reviewed a number of areas. This has resulted in 

action such as introducing additional ‘care and comfort’ roles as well as housekeeper hours. 

In Urgent Care, the Head of Nursing has agreed to over-establish on a number of wards that 

have regularly used additional hours and to address the acuity and ‘one to one’ care . As 

outlined previously in the paper divisions are progressing a number of identified pieces of 

work to support areas they have identified that need further work. 

9.0 Recommendations & Next Steps 

Both Heads of Nursing believe that if all the vacancies are filled then the current staffing 

level in the main meets the NICE guidance however ongoing work needs to ensure that the 

increasing acuity levels are addressed as needed. The Divisions need to ensure that when 

specialty bed bases and models that support care closer to home are implemented the 

impact on wards needs to be considered as potentially acuity and dependency could higher 

as a result. This need to be recognised when changes occur 

Although in the main staffing levels appear correct it is challenging at times when there is 

short term absence on top of the current vacancies. 
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Going forward the following actions have been agreed: 

 Overseas recruitment to support the vacancy challenge 

 Robust winter planning involving the Ward Managers 

 Ongoing Skill mix review in specialist areas 

 Participating in  the DH efficiency work programme 

 Review specific roles 

 Highlighting further areas to Health Education England  who agree the support for 

training places 

 Reviewing Skill mix on night duty supported by the ward managers 

 Clarity of the supervisory role of Ward Managers 

The board is asked to note the contents of the paper and the work that is ongoing to ensure 

that staff numbers are adequate and skilled to ensure patient safety is maintained at all 

times and that there are systems in place to manage any identified risks. It should be 

recognised that workforce utilisation is under constant review to reflect the changing needs 

of our patients. 

 

 

 

Alison Kelly 

Director of Nursing and Midwifery 

6th July 2015 
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Appendix 1.     Ward Nurse Staffing Establishments – July 2015 

Ward Number beds Early Late Night RN to patient 

ratio (days)* 

RN to patient 

ratio (nights) 

Support 

Staff  

Mon-Friday  

Planned Care         

40 11 2/1 2/1 2/intermittent 
twilight 

1:6 1:6 WC/ 

 41* 19- 
5 day ward 

4/3(T,W,T) 
4/2(M,F) 

3/2  
 

3/2 If HDU open 
2/1 If no HDU  

1:5 1:9 WC/ 

44 28 4/4 3/4 2/2 1:7 1:14 WC/ 

45 28 4/4 3/4 2/3 1:7  WC/ 

     53 ** 14 2/1 2/1 2/1 1:7 1:7 WC/ 

      52*** 28 4/3 4/3 2/2 1:7 1:14 WC/ 

54 30 5/4 4/4 3/3 1:8 1:10 WC/ 

        

Urgent Care  Number beds Early Late Night RN to patient 

ratio (days)* 

RN to patient 

ratio (nights) 

Support 

Staff  

Mon-Friday  

CCU 10 4/1 3/1 3/0 2:5 & 3:3 1:3 WC 

AMU 30 6/4 6/4 5/2 1:5 1:6 WC/HK 

33 28 4/5 4/4 3/2 1:7 1:9 WC/HK 

34 28 4/5 3/4 2/3 1:7&1:9 1:14 WC/HK/CC 

42 24 3/3 3/2 2/2 1:8 1:12 WC 

43 28 4/5  3/4 2/3 1:7&1:9 1:14 WC/HK/CC 

48 inc RSU 25 4/4 4/2 3/2 1:6. 1:8 WC/HK/ 

49 28 3/4 3/3 2/2 1:9 1:14 WC/HK/CC 

50 28 4/4 4/3 2/2 1:7 1:14 WC/HK 

51- SS 28 3/4 3/4 2/2 1:9 1:14 WC   
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 Rehabilitation  Number beds Early Late Night RN to patient 

ratio (days)* 

RN to patient 

ratio (nights) 

Support 

Staff  

Mon-Friday  

Ruby ward  26 3/5 3/3 2/2 1:8 1:13 WC/ 

Diamond  24 3/4 2/5 2/2 1:8  1:12 WC/ 

Emerald 16 2/4 2/3 2/1 1:8 1:16 +CSC WC/ 
        

        
Patients per RN per shift excludes Supervisory ward manager / co-ordinator 

WC = Ward Clerk 

HK = Housekeeper 

*  6 Beds are staffed but not recurrently funded- 5 day ward 

**Business case was for 11 beds-being reviewed 

***6 Beds are staffed but not recurrently funded 
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Specialist Nurses/Midwives 
 Advanced Nurse/Midwife Practitioners Review 

 
1 Background  

The Countess of Chester Hospital has a total headcount of 73 (Specialist 
Nurses/Midwife roles, 1 consultant nurse, and 20 Advanced Nurse 
Practitioners/midwife (ANPs- please refer to embedded attachments detailing the 
specific posts in Urgent Care & Planned care). This report excludes the following 
roles, Practice Development Nurses/Midwife, Practice Development Facilitators 
(PEFs), Discharge Liaison Nurses, Critical care outreach nurses, Tissue viability, IR 
nurses, infection control nursing team, research nurses/midwives & Clinical Site 
Coordinators who hold an ANP qualification. 

Specialist posts are dedicated to a particular area of nursing/midwifery; work in a 
variety of acute and community settings, specialising in in particular areas of practice 
caring for patients suffering from long-term conditions and diseases such as cancer, 
diabetes, Parkinson’s, chronic heart failure and dementia. The roles also cover 
service specialities such as vascular, orthopaedic, general surgery, plastics, breast, 
dermatology, upper & lower GI, urology, children’s, gynaecology, midwifery & pain 
services.  

ANPs/AMP – support the clinical teams; make autonomous clinical decisions whilst 
working within a defined caseload. They hold a masters qualification and work as 
independent prescribers. Professional accountability lies with HON/HOM, however 
they report to the medical staff on a daily basis. One of the ANPs in Planned care 
sits on the medical staffing budget and 11 in urgent. 

Specialist nurses/midwives can work in isolation or as part of a multidisciplinary 
team. They provide direct patient care and play a vital role in educating patients on 
how best to manage their symptoms, as well as offering support following diagnosis. 
In many cases the involvement of a specialist nurse/midwife can prevent patients 
being re-hospitalised. Specialist nurses/midwives offer multiple benefits which 
include:  

• Reduced waiting times 
• Avoidance of unnecessary hospital admission/readmission (through reduced 

complications post-surgery/enhanced symptom control/improved patient self-
management) 

• Reduced post-operative hospital stay times 
• The freeing up of consultant appointments for other patients 
• Services delivered in the community/at point of need 
• Reduced patient treatment drop-out rates 
• The education of health and social care professionals 
• The introduction of innovative service delivery frameworks 
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• Direct specialist advice given to patients and families.  
 

Advanced Nurse /Midwife Practitioners contribute to: 
• Reduce need for Admission  
• Release consultant time 
• Reduce risk & improve patient safety/experience 
• Improve clinical outcomes  
• Reduce LOS 
• Improve access to services 
• Order diagnostic tests, interpret results & take action 
• Support achievement of performance  targets 
• Expedite discharge   
• Hold supplementary prescriber qualification so can prescribe under specific 

formulary 
• Deliver key health promotion  messages 

 
Professional accountability for this group of staff lies with the Divisional Heads of 
Nursing & HOM. With operational responsibility shared between the HON/HOM and 
the Business Performance manager (BPMs) with the exception of the PEFs, 
research nurses/midwives, Infection control & tissue viability, as these posts are line 
managed and report to other managers within the Trust. 

Job plans are created between the HON/HOM, Consultants and the Business 
Performance manager (BPM) to ensure the right skills, competencies and training 
and development plans are in place to deliver the service needs.  The job plans are 
reviewed annually in line with business and capacity planning. 

2. Current and future Work 

There is currently an ongoing review being undertaken by the Divisional HONs to 
ensure productivity and efficiency is maximised across the specialist nurses/midwife 
posts. In addition we must ensure we have the calibre of staff required for these 
roles as they are used to cover gaps in medical rotas and support capacity plans. 
Given the level of competency, expert knowledge and skills required we need to 
consider how we can achieve robust succession planning. It takes several years to 
develop the expertise required for these roles to fulfil the post requirements. 

3. Urgent Care 

Within Urgent care there are currently two main focuses, Respiratory and 
Gastroenterology. A skill mix review has been completed in both specialities with a 
formal succession plan now in place. 

Respiratory services encompass the Early Supported Discharge element 
(Respiratory ESD), Community and Home Oxygen Teams. The internal teams are 
currently being reviewed by HON, BPM and consultant.  This work is focusing on: 
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• Full review of clinic templates 
• Tariff implications 
• Telephone clinics 
• How to increase the ESD service beyond the current ‘core hours’ 
• Develop integrated community pathways 

Work will also look at how the service can improve integrated services with 
community providers including cross cover with the home oxygen service. 

The gastro service will follow a similar model as outlined above. Urgent Care 
currently funds the gastro nutritionist service which they are keen to review as well 
as reviewing skill mix across the remainder of the nursing staff. 

Next steps including a review of the diabetes nursing structure which will look at how 
further support in the community can be achieved as well as supporting GP 
practices.  Within rheumatology there will be a focus on how better community based 
work can happen with a focus on expanding the team to support the growth and 
ensure succession planning.  It is anticipated that expansion will be cost neutral/self-
financing. 

Haematology services are currently under review which will includes the specialist 
nurse roles.  

4. Planned Care 

Within Planned Care a skill mix review has been completed within the colorectal 
nursing team following a staff promotion and retirement. This has allowed us to 
review job plans, skill mix, introduce new roles, review productivity and ensure a 
formal succession plan is now in place.  

A business case is under development to address the shortfall in the number of 
trauma nurses to be able to meet current service requirements and enable the Trust 
to move towards a seven day service. The current service is not sustainable, nor do 
we have any succession plans in place to ensure future viability of the trauma 
nursing service which evidence demonstrates this role improves clinical outcomes. 

Dermatology, Pain and Plastics have a single specialist nurse practitioner which 
causes issues operationally with no cover and prevents us from addressing 
succession planning. We currently have no identified funding to support any 
additional posts in these specialities. The risk is that the services ceases when staff 
are on planned or unplanned leave which results in a significant impact on services 
and potential delay in patient treatment.  
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Within the Breast team we are expecting retirement’s in the next two years which will 
provide an opportunity to review the service & nursing requirements. We are 
currently reviewing all job plans and developing a formal succession plan. 

Within Urology, there is a clinician expectation to have an Advanced Nurse 
Practitioner, currently this is not achievable as cannot be self-funding and there is an 
ongoing service review. We are reviewing current job plans but are limited in 
developing any future succession plans.  

There may be an opportunity to review the DVT specialist nurse roles & the vascular 
stocking/leg ulcer clinics. This would allow us to review the patient’s pathways and 
potentially develop a more integrated service with community nursing taking account 
that ultrasound support for DVT patients would need to be considered. 

A Vascular Nursing business case for recurrent funding for a band 6 & 7 vascular 
nurse specialist and VTE role has been agreed and is currently advertised. Both job 
plans have been reviewed to ensure the posts are self-financing with an increase in 
productivity. 

There is also a business case awaiting Executive approval to increase ANPs within 
the Surgical Ambulatory care unit.  Along with these plans we are developing a new 
role, of surgical specialist emergency practitioner with a focus on emergency 
surgery. We are working with Chester University to develop the training programme 
and have other Trusts interested in this development. 

Midwifery services have an Advanced Midwife Practitioner who runs Fetal Medicine 
Services, and is supported by a specialist sonographer midwife Other areas of 
Midwifery practice that have Specialist Midwives are Antenatal & Newborn Screening 
Teenage pregnancy Perinatal Mental Health and Infant feeding/Parent Education. 

Unlike other areas of the Trust Midwifery PBR pathways have resulted in no 
opportunity to income generate with the exception of the Lactation Clinic. The 
Specialist Midwife who leads this service is currently succession planning, training 
has commenced to allow for additional capacity and sustainability of this service in 
view of potential early retirement.  

Midwifery is progressing with its succession plans for Fetal Medicine, the deputy to 
the Advanced Fetal Medicine Practitioner works between Ultrasound and Midwifery 
to maintain skills and competencies. She will ultimately commence training to 
undertake all the aspects of amniocentesis from counselling to diagnosis. 

There are no current plans to increase the number of specialist midwives in the near 
future but the service will continue to ensure midwives develop and maintain the 
knowledge and skills to work within areas of midwifery such as hypnobirthing, 
Holistic & VBAC clinics. 
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5. Actions: 

• All specialist nurse/ANP roles to have an agreed job plan in place which 
reflects  their clinical activity and financial contribution 

• All job plans are reviewed annually in line with business planning process and 
updated  by HON/HOM & relevant BPM or sooner if service changes are 
required to ensure  effective utilisation & benefits of roles identified   

• Job plans will be measured in terms of individuals  productivity & efficiency & 
what impact this has on releasing consultant/medical time in delivering patient 
care and performance  metrics 

• Any roles that our at risk in terms of future sustainability will require a risk 
assessment and business case as appropriate  

• All roles are reviewed if vacancy occurs & skill mixes undertaken as 
appropriate 

• We need to address succession plans given the time it takes to develop this 
level of specialist expertise and that we have single handed practitioners with 
no identified funding to support development posts. We need to review the 
funding of these posts i.e. can they be self-funding if we increase PBR 
through productivity/new work, do we use part of the medical budget to fund 
to address gaps in rotas and our ability to recruit to medical posts  

6. Conclusion 

It is essential we have the staff skilled to provide a service that has long term 
sustainability and can support medical colleagues in improving clinical outcomes, 
patient safety, increasing productivity whilst addressing the lack of succession plans 
to ensure we have staff competent to take on these vital cost effective roles in the 
given many of our specialist nurses/midwives & ANPs are coming to the end of their 
careers. 

The Board of Directors is asked to note the content of the paper and the actions 
underway and being planned  
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1.0 National Context  

1.1 This is the second six monthly midwifery establishment review since the current 
Director of Nursing took up post in March 2013 (previously annual report as per 
NHSLA requirements- last January 2015). Following the ‘Hard Truths’ publication and 
in line with the National Quality Board recommendations ‘How to ensure the right 
people, with the right skills, are in the right place at the right time - A guide to 
nursing, midwifery and care staffing capacity and capability’. One of the expectations 
of this document is that a midwifery staffing review will take place twice yearly as a 
minimum. This is to ensure the Board receives assurance that patient safety is being 
maintained with regards to midwifery staffing numbers and skills. 

1.2 The report is also to provide an assurance both internally and externally, that 
midwifery establishments are safe and that staff are able to provide appropriate 
levels of care to women & babies with a level of care that reflects the Trust values, 
the 6Cs of both the National Nursing& Midwifery Strategy (2012) and the Trust’s 
Nursing & Midwifery Strategy. This is particularly important in light of key 
recommendations made in the Francis Report (2013) and the Berwick Report (2013) 
and the publication of NICE, Safe Midwife Staffing in Maternity Settings (2015). 

1.3 The report also supports the Care Quality Commission requirements under the 
Essential Standards of Quality & Safety, including outcomes 13 (staffing) and 14 
(supporting staff). 

1.4        The report acknowledges the contents of Safer Staffing: A Guide to Care Contact 
Time (2014) published in November by NHS England which builds on the work 
already undertaken in relation to staffing & sits alongside the National Quality Board 
recommendations. 

1.5       NICE published Safe Midwife Staffing in Maternity Settings in February 2015, this 
report acknowledges that guidance, however the staffing tool to accompany the 
guidance has not been published at the time of this report production therefore the 
staffing formula via Birthrate Plus a nationally recognised midwifery staffing tool has 
been applied using same format as for the January 2015 review but with recent data. 
In the NICE Guidance a minimum staffing ratio for women in established labour has 
been recommended, based on the evidence available and the Safe Staffing Advisory 
Committee's knowledge and experience. The Committee did not recommend staffing 
ratios for other areas of midwifery care. This was because of the local variation in 
how maternity services are configured and therefore variation in midwifery staffing 
requirements, and because of the lack of evidence to support setting midwife 
staffing ratios for other areas of care. High Quality Midwifery Care (RCM 2014) 
recognises the need that staffing levels are appropriate across the entire maternity 
pathway otherwise labour ward care is always prioritised at the expense of antenatal 
and postnatal care. The Midwifery & Support Staffing policy has been updated and is 
currently out for peer review by the midwifery management team, it will then be 
circulated to the Director of Nursing & Quality for her sign off as per NICE guidance ( 
February, 2015 p13).  
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1.6       MBBRACE-UK 2014.  Saving Lives, Improving Mothers’ Care Lessons learned to 
inform future maternity care from the UK and Ireland Confidential Enquiries into 
Maternal Deaths and Morbidity 2009-2012 reported that more than two thirds of 
women who died did not receive the nationally recommended level of antenatal 
care; a quarter did not receive a minimum level of antenatal care. 
 

1.7       Maternity Services are currently facing significant challenges with changing 
demographics, rising BMI numbers, an aging workforce that includes high levels of 
retirement, increasing financial constraints with rising maternal morbidity rates 
(Kings Fund 2011). 

 
1.8       The Trust is now publishing its midwifery staffing hours both Registered and 

Unregistered -planned versus actual, in line with the National Quality Board (NQB) 
guidance. This is published externally on NHS Choices with a link to the Trust’s own 
website. 

 
1.9       In January 2009 the Royal College of Midwives issued a position Statement on 

staffing standards in Midwifery; this was followed in February 2009 by a guidance 
paper. The implications of this paper for midwifery staffing requirements are that 
the Royal College of Midwives (RCM) recommends a national ratio of midwives to 
women of 1:29. 

 
2.0 Background 

2.1 The Trust has a duty to ensure that Midwifery staffing levels are adequate and that 
women are cared for safely by appropriately qualified and experienced staff. This is 
incorporated within the NHS Constitution (2013) and the Health and Social Care Act 
(2012). NICE (2015) states of the Trust board that it ‘should ensure that the budget 
for maternity services covers the required midwifery staffing establishment for all 
settings’ 

 
2.2        This Maternity Staffing Review paper has been produced to inform the Women and 

Children’s Care Governance Board of Midwifery staffing levels which via a cascading 
process is received by the Trust Executives 

2.3 The evidence suggests that appropriate staffing levels and skill mix influences patient 
outcomes, for example: 

• Reducing mortality & morbidity  

• Reducing 30 day readmissions for both mothers and babies 

• Reducing adverse incidents, particularly related to medication errors 
 
• Improves the patient experience 

 
2.4       Nice Guidance, Safe midwifery staffing for maternity settings, February, 2015 has 

recommended the use of red flags.  A midwifery red flag event is a warning sign that 
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something may be wrong with midwifery staffing. If a midwifery red flag event 
occurs, the midwife in charge of the service should be notified. The midwife in charge 
should determine whether midwifery staffing is the cause, and the action that is 
needed. The following are the recommended red flags and this data will be collected 
and reported in the next staffing review report. 
 

• Delayed or cancelled time critical activity. 

• Missed or delayed care (delay of 60 minutes or more in washing and 
suturing). 

• Missed medication during an admission to hospital or midwifery-led unit (e.g, 
diabetes medication). 

• Delay of more than 30 minutes in providing pain relief. 

• Delay of 30 minutes or more between presentation and triage. 

• Full clinical examination not carried out when presenting in labour. 

• Delay of 2 hours or more between admission for induction and beginning of 
process. 

• Delayed recognition of and action on abnormal vital signs (e.g, sepsis or urine 
output). 

• Any occasion when 1 midwife is not able to provide continuous one-to-one 
care and support to a woman during established labour. 

2.5       Staffing levels and skill mix within maternity services have been the focus of much 
debate in recent years. Maternity services nationally are constantly under pressure 
to utilise their manpower resources effectively and efficiently. A number of other 
factors have emerged, which include population demographics, national reports and 
guidelines along with an increase in public awareness and expectation. In addition, 
diversity and complexity of patient needs continue to increase, and range from 
promoting health and well-being through the wider public health agenda to the high 
dependency care of sick women and babies. The Quality Care Commission released a 
report in June 2012 which recognised that Maternity Services are under duress. 

 
2.6     It is acknowledged that a workforce designed around the needs of its users, can 

rapidly respond to the expectations of the public.  The composition and skills of the 
workforce will determine how effectively services are able to respond to demands. 

 
2.7       Increased annual leave provisions under Agenda for Change; core and specific 

mandatory training requirements; the increase in the complexity of care required by 
women across Western Cheshire & surrounding areas who select COCH as their unit 
of delivery has reduced the time available for midwives to provide direct care to 
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women. Lean & productive ward tools has supported some service changes to 
further improve the efficiency of the workforce. 

 
2.8       One of the Francis Report (2013) recommendations was that Trusts should make all 

ward managers supervisory, this means supplementary to the rostered workforce. 
This formed part of the planned changed to the Midwifery management team from 
February 2015 but has had an impact on midwifery hours available for clinical shifts. 

 
2.9       NICE, Safe midwifery staffing for maternity settings also recommends that when 

calculating the midwifery staffing levels that you base the number of whole-time 
equivalents on registered midwives, and do not include the following in the 
calculations: 

• registered midwives undertaking a Local Supervising Authority Programme 

• registered midwives with supernumerary status (this may include newly 
qualified midwives, or midwives returning to practice) 

• student midwives 

• the proportion of time specialist and consultant midwives who are part of the 
establishment spend delivering contracted specialist work (for example, 
specialist midwives in bereavement roles) 

• the proportion of time midwives who are part of the establishment spend 
coordinating a service, for example the labour ward.  

3.0 Methodology for June 2015 Establishment Review 
 
3.1 A review of recent national publications was undertaken prior to commencement of 

the establishment review in order to incorporate the latest evidence to inform the 
methodology and the recommendations.  

 
3.2  It is an important factor to incorporate the professional judgment of the midwifery 

managers. Their views are then supported objectively by the use of the following 
information: 

 
• Establishments were compared to January 2015 
• Review of registered to unregistered midwives ratios 
• The application of  Birthrate Plus® a nationally recognized tool which  is the 

classification of case mix by categories I–V 
• Booking & delivery statistics  
 

3.3       It is essential to undertake robust workforce planning to ensure there are 
appropriate staffing levels and skill mix with in the maternity service to ensure best 
outcomes are achieved for mothers and their babies therefore the Head of 
Midwifery has utilised the staffing data via Finance, Human Resources and the 
women’s & babies acuity data via Meditech from the Divisions I.T. Analyst.  
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3.4       The review process involved auditing the current staffing establishment against the 

Safer Childbirth (2007) RCOG standards for staffing levels in the maternity service to 
establish whether COCH were comparable via the nationally recognised tool for 
Midwifery Services known as Birthrate Plus.  

 
4.0       Birth rate Plus Methodology 
 

The Birthrate Plus Midwifery workforce planning system is based upon the principle 
of providing one to one care during labour and delivery to all women, with additional 
midwife hours for women in the higher clinical need categories. 
The Full study assesses the midwifery workforce of a service based on the needs of 
women and records for a minimum period of 4 Months on intrapartum care, hospital 
activity, and all other aspects of care provided by midwives from pregnancy till the 
mother and baby are discharged from postnatal care. 

 
The application of Birthrate Plus® which is the classification of case mix by categories 
I–V. (Appendix A).This classification for labour and delivery care has been used as a 
measurement of COCH current case mix and staffing levels. The data to undertake 
this report was derived from the Meditech Maternity System.  

 
5.0      Findings  
 
5.1       Staffing 

National and local statistics indicate that the profession continues to be 
predominantly female and that the age profile is rising. This contributes to increased 
competition for a workforce beset by similar issues and constraints. Along with these 
factors, the retirement of senior skilled midwifery staff is also expected to contribute 
to increasing staff pressures and potential shortfall of staff in the future.  The 
maternity services currently employ 166 staff (headcount) in a variety of roles 
including management. Within the hospital midwife headcount of 90, 21% of 
midwives are eligible to take retirement over the next 5 years based on a retirement 
age of 55, with 10% eligible to take retirement now. The maternity services 
community service employs 36 staff (headcount) in a variety of roles, of whom 41.5% 
of midwives are eligible to take retirement over the next 5 years and 20% are eligible 
to take retirement now. From the Maternity Support Worker & Maternity Assistant 
staff groups 25% are aged over 55.  This data itself demonstrates the fact that 
Chester has the potential to lose a large number of experienced staff from all fields 
in the near future including all its management roles and most specialist roles in the 
next 5 years. However it must be noted that the service has experienced no 
difficulties in recruiting to its vacancies this year to date. 

 
Desktop exercise 

On the basis of this analysis the following staffing needs are required 61% of COCH 
women in BR+ Category i---iii,   which means the ratio for assessing the requirement 
of midwives in hospital is 1:45. 
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The Requirement for homebirth including all ante and postnatal care is 1:35 and the 
community ante and postnatal care only ratio is 1:96. 
For a DGH the management and specialist component is an additional 8%. 
Stats are for the period 1st May 2014- 30th April 2015 
 
Hospital births 
2844    1:45    2844/45   = 63.20 WTE MW 
Homebirths 
38        1:35     38/35      = 1.08 WTE MW 
Community 
2530   1:96    2530/96   =26.35 WTE MW 
(2530+35 imports    = (3203-673 exports = 2530) 
 
Total Clinical midwifery requirement = 90.63 WTE midwives 
Management and specialist requirement at 8%   90.63 x 8% = 8.8 WTE Midwives  

 
Total Clinical, Specialist & Management Requirement = 99.43 WTE Midwives 
 
The current midwifery workforce is made up of 96.05 WTE Midwives. 

             
             Shortfall = 3.38 WTE 
 
6.0       Quality & Safety 

Staffing is discussed as part of the CLS shift leader hand over as they have the 
overview of Midwifery. This meeting takes place twice a day, and ward 
dependency, women on the protocols (high risk needing 121 care) and overall 
staffing ratios/ gaps are discussed. The following actions are agreed to support a 
reduction of risk:  

• Moving from outpatient areas 

• Moving staff from one ward to another  

• Moving from Community midwifery 

• Sanctioning additional staff if required due to a patient safety risk 

• Closing the Maternity Unit  

To support the management of any identifiable risks, the midwives in charge of 
wards/departments are engaged with staff at a safety brief. A Trust Midwifery 
Staffing Policy is in place to support the decision making process. The risks discussed 
for example are high acuity women and babies requiring additional monitoring to 
that of a low risk newborn. Staff also receives feedback regarding complaints or 
leaning from incidents that have taken place in or that affect the Trust.  

• Midwifery Unit Closure 
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Part of the Trust bed management policy contains a section regarding management 
of Midwifery capacity. Within the Midwifery section is a comprehensive section upon 
the reasons why the Maternity Unit would temporarily close to admissions (one of 
which is staffing levels) and the processes surrounding the closure to ensure safety 
of women & babies and to support collaborative working with neighboring Trusts. 
During the period 1st January -30th June 2015 the Maternity unit closed once due to 
peak in activity.   

• Staffing Incidents 1st January-30th June 2015 

During the period 1st January to 30th June there were 8 Datix logged in relation to 
staffing. Each Datix is reviewed in the context of the status of the maternity unit 
capacity, women’s acuity and overall staffing.  

  Lack of Staff 
Staff transferred to 
another clinical  area Total 

Central Labour Suite 1 0 1 
Ward 32 Cestrian 6 1 7 
Total 7 1 8 

 

• Datix Incidents overall 

During the period 1st January to 30th June 2015 there were 343 incidents submitted 
via Datix.  
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The severe harm relates to a SUI in March 2015 which is subject to a NPSA Level 2 with J 
Hughes as LIO. 
The death incident is the recent stillbirth in labour in June 2015 which is also subject to an 
NPSA Level 2 investigation with external scrutiny form the Head of Midwifery from Liverpool 
Women’s Hospital in the ethos of transparency & duty of candour. 
 

  

None 
(no 
harm 
caused) 

Low 
(minimal 
harm 
caused) 

Moderate 
(short 
term 
harm 
caused) 

Severe 
(permanent 
or long 
term harm 
caused) 

Death 
(caused 
by the 
Incident) Total 

19/01/2015 21 3 0 0 0 24 
09/02/2015 20 1 0 0 0 21 
22/06/2015 14 1 4 0 0 19 
16/02/2015 19 0 0 0 0 19 
16/03/2015 15 1 1 0 0 17 
26/01/2015 16 1 0 0 0 17 
13/04/2015 15 0 1 0 0 16 
01/06/2015 14 0 1 0 1 16 
11/05/2015 14 2 0 0 0 16 
09/03/2015 14 0 0 0 0 14 
18/05/2015 11 2 0 0 0 13 
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15/06/2015 13 0 0 0 0 13 
23/02/2015 12 0 0 0 0 12 
05/01/2015 11 1 0 0 0 12 
27/04/2015 12 0 0 0 0 12 
20/04/2015 10 1 1 0 0 12 
02/03/2015 10 0 1 0 0 11 
12/01/2015 9 1 0 0 0 10 
30/03/2015 7 2 0 1 0 10 
08/06/2015 10 0 0 0 0 10 
29/06/2015 9 0 0 0 0 9 
02/02/2015 6 2 0 0 0 8 
23/03/2015 8 0 0 0 0 8 
06/04/2015 8 0 0 0 0 8 
25/05/2015 7 0 0 0 0 7 
04/05/2015 6 0 0 0 0 6 
29/12/2014 3 0 0 0 0 3 
Total 314 18 9 1 1 343 

 

The incidents are searched by the date that they were opened rather than the date of the 
incident itself, hence the week commencing 29th Dec 2014 appear on the table. 
 

 

• Midwifery Indicators (Red Flags) 
The monitoring of the midwifery red flags will form part of the next six month report 
as they have only been introduced in July 2015. The details of the NICE red flags are 
detailed earlier in this report. Use of the national & Midwifery Safety Thermometer 
tool is also a helpful measure that supports risk reduction of harm.  
 

• Supervisory Ward Managers   
 The Ward Managers now work in a supervisory capacity. However, there are times 
due to staffing challenges or peak in activity, when it is not always achieved as 
patient care will always take president over management activities.  
 

• Challenges & Risks 
The age profile of the Midwifery staff and low numbers on the midwifery bank 
remain a potential risk to the organisation. However we have not experienced an 
problem with recruitment into any Midwifery vacancies to date and continue to 
explore recruitment to the Midwifery bank.   
 
 
7.0       Conclusion 
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This six month review demonstrates that the Midwifery staffing currently has a 
staffing shortfall of 3.38 WTE identified from this review and a ratio of 1:30 which is 
outside of the national recommend ratio of 1:29 
 
In the months prior to this six month report Midwifery services experienced a 
reduction in booking activity (April to July 2014) resulting in pressure to reduce 
Midwifery staffing as part of the Trust Cost Reduction Strategy, with a 1.0 WTE Band 
7 Community midwifery manager post not replaced on her retirement and that 
management function being amalgamated into another midwifery managers remit.  
However, maternity booking activity has steadily increased with 4 out of the last 5 
months returning to 2010/11 levels with a return to a shortfall status which had 
previously been identified as 8.25 WTE by the external review team in January 2014. 
 
In light of the staffing shortfall against national recommendations which will be part 
of the Care Quality Commissions assessment of Maternity Services and subsequent 
rating when COCH undergoes its pending inspection. The Head of Midwifery 
recommends a business case to address the 3.38 WTE shortfall. The Director or 
Nursing & Quality wishes to continue to monitor activity, staffing levels and incidents 
in respect of level of harm, this will be formally reviewed  again in 6 months’ time.  
 
 

 
Julie Fogarty 
Head of Midwifery 
July 2015 
 
 
 
 
 
 

Appendix A 
Birthrate Plus Classification  
 
Integral to Birthrate Plus® is the classification of case mix by categories I–V: 
 
Setting Case mix 

category 
Definition Midwife 

to woman 
standard  

MCA to 
midwife 

 
Home  
 

I and II Low-risk midwifery 
care: normal birth, no 
intervention, good 
birth weight and Apgar, 
no epidural. 
1.31% 

1 WTE 
Midwife 
to 1 
woman 

1 MCA 
for team 
of 6 m/w  

COCH I and II Low-risk midwifery 
care: normal birth, no 

1 WTE 
Midwife 

1 MCA 
for team 

11 
 



intervention, good 
birth weight and Apgar, 
no epidural. 
33.7% 

to 1 
woman 

of 6 m/w 

COCH III Moderate degree of 
intervention:  
Induction, fetal 
monitoring 
Instrumental delivery, 
third-degree tear, 
preterm birth. 
26.7% 

1.2 WTE 
Midwives 
to I 
woman 

1 MCA 
for 4 
m/w s 
each 
shift 

COCH IV Higher-risk/higher 
choice or need: normal 
birth with epidural for 
pain relief, elective 
caesarean sections, 
post-delivery 
complications,  
20.6% 

1.3 WTE 
Midwives 
to I 
woman 

1 MCA 
for 4 
m/w s 
each 
shift 

COCH V Highest risk, including 
emergencies: 
emergency caesarean 
sections, medical or 
obstetric complications, 
multiple births, 
stillbirths, severe 
pregnancy-induced 
hypertension. 
17.5% 

1.4 WTE 
Midwives 
to I 
woman 

1 MCA 
for 4 
m/w s 
each 
shift 

 
Appendix B  

 
Data via Human Resources from June 2015 staff list: 

 

Department Area Of Work Role 
Age 
Band Total 

210 MIDWIFERY SERVICES 
DIR 

210 Community 
Midwifery MSW 20-29 1 

      30-39 1 
      40-49 2 
      55-60 1 
    Midwife 20-29 1 
      30-39 3 
      40-49 7 
      50-54 12 
      55-60 6 
    Secretary 50-54 1 
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      60-65 1 
  210 Hospital Midwifery Clerical Worker 40-49 1 
      50-54 2 
    MSW & MA’s 20-29 4 
      30-39 6 
      40-49 8 
      50-54 5 
      55-60 4 
      60-65 4 
    Housekeeper 50-54 1 
      55-60 3 
    Midwife 20-29 13 
      30-39 33 
      40-49 16 
      50-54 18 
      55-60 5 
      60-65 2 
    Midwife - Manager 50-54 1 
      55-60 1 
    Nurse Manager 55-60 1 
    Receptionist 30-39 1 
      50-54 1 
Grand Total       166 

 
Data Source Glyn Jones on behalf of Maxine Wright HR BPM  
 
 
 
 
 
Midwifery WTE stats  
 

 
 
Data source Carl Moore, Finance  
 
Midwifery booking stats  
 
         
Count of Unit 
Number 

Years        

Booking Date 2009 2010 2011 2012 2013 2014 2015 Grand 
Total 

Jan 311 318 338 341 329 321 283 2241 
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Feb 284 310 292 326 274 284 306 2076 
Mar 310 371 353 300 273 294 323 2224 
Apr 309 332 272 279 311 275 314 2092 
May 286 286 327 333 301 278  1811 
Jun 347 278 329 292 291 255  1792 
Jul 342 310 312 316 346 300  1926 
Aug 294 280 298 319 278 273  1742 
Sep 320 316 309 263 290 288  1786 
Oct 318 286 314 332 302 304  1856 
Nov 284 341 346 314 277 270  1832 
Dec 327 293 306 256 248 266  1696 
Grand Total 3732 3721 3796 3671 3520 3408 1226 23074 
 
Data Source Laura Mohan, IM&T  
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Second annual report on medical appraisal and revalidation  

2014-15 
 

1. Executive summary 
There are 237 doctors with a prescribed connection to the Countess of Chester 
Hospital NHS FT, which includes 28 permanent new starters.  There have been 195 
completed appraisals within the appraisal year.  However all 209 doctors, eligible for 
appraisal within the year were appraised within the 15 month window allowed by 
NHS England’s Annual Organisation Audit 

 
It was identified in last year’s report that Trust doctors had not been included in the 
appraisal process; this has been remedied and all doctors with I prescribed 
connection to the Trust have had an appraisal. 
 
In the year 2014-2015, 79 recommendations were completed on time; there were no 
late or missed recommendations. 

2. Purpose of the Paper 
The purpose of this paper is to update the Board on the appraisal and revalidation of 
doctors who have a prescribed connection to the Trust. 

Medical appraisal is a process of facilitated self-review supported by information 
gathered from the full scope of a doctor’s work.  It is a protected time, once a year, 
for each doctor to focus, with a trained colleague, on their scope of work. This 
includes: 

• looking back at achievements and challenges and lessons learnt, including 
reviewing the previous year’s personal development plan objectives 

• looking forwards to their aspirations, learning needs and the recording of 
new personal development plan objectives. 

 
Revalidation is the process by which the General Medical Council will confirm the 
continuation of a doctor's licence to practise in the UK. Its purpose is to assure 
patients and the public, employers and other healthcare professionals that licensed 
doctors are up to date and fit to practise 
 

3. Background 
Revalidation aims to give patients greater confidence that their doctors are up to 
date in the area(s) of medicine in which they practise. It also supports doctors in 
maintaining and developing their practice throughout their career in medicine, by 
ensuring that they have the opportunity to regularly reflect on how they can change 
and improve their practice. 
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Every doctor holding a licence to practise is legally required to revalidate, usually 
every five years, by having a regular appraisal based on the GMC’s core guidance 
for doctors, Good Medical Practice. Successful revalidation means the doctor can 
continue to hold a licence to practise. 

Revalidation started on 3 December 2012 when Professor Sir Bruce Keogh was 
revalidated. It is expected that the majority of licensed doctors will be revalidated by 
March 2016.  Thereafter, revalidation will be a 5 year rolling programme with a 
doctor requiring 5 annual appraisals. 

Designated Body 

Most licensed doctors have a connection with one organisation that will provide them 
with a regular appraisal and help them with revalidation. This organisation is called 
their ‘designated body’.   

Responsible Officer 

Each designated body must have a Responsible Officer (RO).  The RO is usually the 
Medical Director or their deputy.  The Responsible Officer Regulations 2010 state 
that the RO is responsible for making recommendations about doctors’ fitness to 
practise to the GMC.  This responsibility to make recommendations about doctors’ 
revalidation cannot be delegated.  The RO does not make the decision about a 
doctor’s revalidation; the GMC does so based on the RO’s recommendation.   

The RO is not responsible for putting in place local systems to support revalidation –
 this is the designated body’s responsibility, but the RO must ensure that these 
systems are sufficiently robust to support revalidation. 

Provider organisations have a statutory duty to support their ROs in discharging 
their duties under the Responsible Officer Regulations1 and it is expected that 
provider boards / executive teams will oversee compliance by: 

• monitoring the frequency and quality of medical appraisals in their 
organisations; 

• checking there are effective systems in place for monitoring the conduct 
and performance of their doctors; 

• confirming that feedback from patients is sought periodically so that their 
views can inform the appraisal and revalidation process for their doctors; 
and 

• ensuring that appropriate pre-employment background checks (including 
pre-engagement for Locums) are carried out to ensure that medical 
practitioners have qualifications and experience appropriate to the work 
performed. 

 

1 The Medical Profession (Responsible Officers) Regulations, 2010 as amended in 2013’ and ‘The 
General Medical Council (Licence to Practise and Revalidation) Regulations Order of Council 2012’ 

2 
 

                                                 



Recommendations 

The RO may make one of three recommendations to the GMC: 

• a positive recommendation that the doctor is up to date, fit to practise and 
should be revalidated 

• request a deferral because they need more time or more information to make 
a recommendation about the doctor. This might happen if the doctor takes an 
extended break from practice. Deferral does not affect the licence to practise.  
It has no negative connotations 
 

• notify the GMC that the doctor has failed to engage with appraisal or any 
other local systems or processes that support revalidation. 

 
In last year’s report it was reported that not all doctors with a prescribed connection 
to the Trust had had an appraisal and also that there had been one late 
recommendation to the GMC. 
 
 

4. Governance Arrangements 
In addition to the RO, the Trust has an Appraisal Lead, an Appraisal and 
Revalidation Manager and an Appraisal and Revalidation Assistant. 
 
The Lead and Manager meet weekly and the RO and Lead meet monthly. 
 
The appraisal timetable is maintained on a spreadsheet by the Manager and is 
reviewed regularly with the Lead.  The documentation required for the RO to make a 
recommendation, appraisal and 360 MSF, is kept in a file on the “S” drive in date 
order linked to the doctor’s recommendation date. 
 
An accurate list of prescribed connections is maintained by cross referencing GMC 
Connect with a list of permanent staff maintained by Medical Staffing with doctors 
added or removed by the RO or Manager as indicated. 
 
Both the RO and Lead attend the relevant networks to maintain their knowledge of 
current legislation and best practice. 

 

5. Medical Appraisal 

a. Appraisal and Revalidation Performance Data 
There are 237 doctors with a prescribed connection to the Trust.  Of these, 28 are 
new starters whose first appraisal at the Trust has not fallen within the period of this 
report.  Within the period April 2014 – March 2015 there were 195 completed 
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appraisals.  If a 15 month window is allowed as per the Annual Organisation Audit 
then 209 doctors had a completed appraisal. 
 
 (See Appendix A; Audit of all missed or incomplete appraisals audit) 
 

b. Appraisers 
We have 59 trained appraisers, an increase of 15 on last years report.  The training 
used is that for strengthened appraisal developed by the Revalidation Support Team.  
The Lead hosts an Appraiser Support Group every 6 months. 
 

c. Quality Assurance 
For the appraisal portfolio: 
• The Appraisal and Revalidation Manager ensures that all Trust data and 

documents are attached to the electronic form sent out to the doctor for 
completion 6 weeks before the planned appraisal date. 

• The appraiser receives the completed form and supporting information a 
minimum of 2 weeks before the appraisal to provide assurance that the 
appraisal inputs: the pre-appraisal declarations and supporting information 
provided is available and appropriate and confirms that the appraisal will go 
ahead. 

• The completed form, once signed off by the doctor and the appraiser, is 
reviewed by the Divisional Medical Director and signed off by them to provide 
assurance that the appraisal outputs: PDP, summary and sign offs are 
complete and to an appropriate standard. 

• The appraisal outputs are reviewed and signed off by the RO to provide 
assurance that any key items identified pre-appraisal as needing discussion 
during the appraisal are included in the appraisal outputs  

For the individual appraiser: 

• The appraiser receives a feedback form completed by the doctor and includes 
this, together with any reflection and any appropriate continuing professional 
development in their appraisal portfolio.  The feedback is reviewed by the Lead 
and is, if necessary, cross-referenced with the appraisal document and the 
Lead provides further feedback to the appraiser regarding the standard of the 
process. 

• An annual record of the appraiser’s participation in appraisal calibration events 
such as reflection on ASG (Appraisal Support Group) meetings is included in 
the appraiser’s portfolio. 

For the organisation: 

• As part of their appraisal doctors are expected to have reflected on any 
complaints or significant events and to indicate what lessons have been learnt 
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and how their, and possibly their speciality’s, practice has changed to reflect 
those lessons. 

• In the event that a doctor does not forward a completed form with supporting 
data to their appraiser the Lead emails them reminding of their responsibilities.  
In the event that they fail to act the RO will contact the doctor to inform them 
that if no action is taken within two weeks of the email the GMC will be 
contacted and informed that the doctor is not engaging in the appraisal 
process. 

• The Lead audits a random sample of appraisal forms using the quality 
assurance tool “Excellence” to assure an appropriate standard is maintained. 

 
(See Appendix B; Quality assurance audit of appraisal inputs and outputs) 
 

d. Access, security and confidentiality 
Appraisal summaries are stored on the “S” drive with access restricted to the RO, 
Lead and Manager.  The electronic form and supporting information is forwarded by 
secure email only.  Additional paper supporting material is now being phased out but 
is delivered by hand to the individual.  Supporting data is anonymised. 
 
There have been no information governance breaches. 

 

e. Clinical Governance 
Data made available for doctors by the Trust: 
 
Clinical incident data 
PALS and complaints data 
Ongoing/settled claims data 
CHKS clinical activity data 
Annual and study leave trackers 
Mandatory training attendance record 
 
In addition, it is expected that patient and colleague feedback will be included at 
least once in every 5 year cycle of revalidation.  This is achieved by 3600 MSF, which 
to ensure that it falls within the 5 years is carried out 3 yearly using the Equiniti 360 
Clinical tool. 
 

6. Revalidation Recommendations 
This report covers the period April 2014 – March 2015. 
Number of recommendations: 79 recommendations for 76 doctors 
All 79 recommendations were completed on time. 
Positive recommendations: 71 
Deferrals requests: 8  
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All except one deferral request were to collect more information, for example, in 
doctors new to the Trust.  In one case a positive recommendation was subsequently 
made in year.  The exception was for a doctor undergoing a formal investigation 
process.   
Two requests were repeated to allow more time to collect information.  In one of 
these a positive recommendation was subsequently made after March 2014 and in 
the other it is anticipated that a positive recommendation will be made in September 
2015. 
Non engagement notifications: 0 

 
(See Appendix C; Audit of revalidation recommendations) 
 

7. Recruitment and engagement background checks  
Pre-employment checks include an identity check with proof of address, a right to work 
check (including work permits if applicable), occupational heath review, Disclosure and 
Barring Service (formerly CRB) and confirmation of professional registration. 
 
Post-employment/appointment checks include references (3 for Consultant, 2 for 
non-Consultant), checking of GMC registration, CCT certificate check for sub 
Consultant, and a report from the previous Responsible Officer 
 
(See Appendix E; Audit of recruitment and engagement background) 

 

8. Monitoring Performance 
Doctors’ performance is monitored by review of HED clinical benchmarking data, 360 
MSF and the review of incidents, complaints and claims by the SUI panel, which the 
RO sits on, both individually and looking for trends. 
 

9. Responding to Concerns and Remediation 
Currently there are no doctors on a remediation programme. 
 
The policy applied is: 
 
Medical And Dental Staff Remediation Through Re-Skilling, Rehabilitation And 
Targeted Support Policy which is based on the “The Back on Track framework for 
further training – Restoring practitioners to safe and valued practice”, National 
Clinical Assessment Service (NCAS), version 1 – December 2010 and “Good 
Medical Practice”, GMC, 2013. 
 
(See Appendix D; Audit of concerns about a doctor’s practice) 
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10. Recommendations 
The Board is asked to accept the report, which will be shared, along with the annual 
audit, with the higher level responsible officer. 
The Board is also asked to approve the ‘statement of compliance’ confirming that the 
organisation, as a designated body, is in compliance with the regulations 
 
(See Appendix F; Statement of Compliance) 
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Appendix A 
 
Audit of all missed or incomplete appraisals audit 
 
Doctor factors (total) 14 

Maternity leave during the majority of the ‘appraisal due window’ 0 

Sickness absence during the majority of the ‘appraisal due window’ 0 

Prolonged leave during the majority of the ‘appraisal due window’ 0 

Suspension during the majority of the ‘appraisal due window’ 0 

New starter within 3 month of appraisal due date 0 

New starter more than 3 months from appraisal due date 0 

Postponed due to incomplete portfolio/insufficient supporting 
information 

 

 

 

14 are 
split 
between 
these 
various 
reasons 

 

Appraisal outputs not signed off by doctor within 28 days 

Lack of time of doctor 

Lack of engagement of doctor 

Other doctor factors  

(describe) 

Appraiser factors 0 

Unplanned absence of appraiser  
 Appraisal outputs not signed off by appraiser within 28 days 

Lack of time of appraiser 

Other appraiser factors (describe) 

(describe)  

Organisational factors 0 

Administration or management factors  

Failure of electronic information systems 

Insufficient numbers of trained appraisers 

Other organisational factors (describe) 
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Appendix B 
 
Quality assurance audit of appraisal inputs and outputs  
 
Total number of appraisals completed  195  

(1/04/14 to 31/03/15) 
 Number of 

appraisal 
portfolios 
sampled (to 
demonstrate 
adequate 
sample size) 

Number of the 
sampled 
appraisal 
portfolios 
deemed to be 
acceptable 
against 
standards 

Appraisal inputs Number 
audited 

Number 
acceptable 

Scope of work: Has a full scope of practice been 
described?  

20 20 

Continuing Professional Development (CPD): Is CPD 
compliant with GMC requirements? 

20 20 

Quality improvement activity: Is quality improvement 
activity compliant with GMC requirements? 

20 18 

Patient feedback exercise: Has a patient feedback 
exercise been completed? 

Yes/No  18/20 

Colleague feedback exercise: Has a colleague feedback 
exercise been completed? 

20 5 
Not required every 
year 

Review of complaints: Have all complaints been included? 20 20  
As far as I am aware 

Review of significant events/clinical incidents/SUIs: Have 
all significant events/clinical incidents/SUIs been 
included? 

20 19 
1 non-declaration of 
disciplinary meeting 

Is there sufficient supporting information from all the 
doctor’s roles and places of work? 

20 18 

Is the portfolio sufficiently complete for the stage of the 
revalidation cycle (year 1 to year 4)?  
Explanatory note: 
 For example 

• Has a patient and colleague feedback exercise 
been completed by year 3? 

• Is the portfolio complete after the appraisal which 
precedes the revalidation recommendation (year 
5)? 

• Have all types of supporting information been 
included? 

20 16 
 
MSF not always 
completed by year 3 if 
no concerns 

Appraisal Outputs   
Appraisal Summary  40 36 

Some shortcoming 
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addressed 

Appraiser Statements  40 40 
PDP 40 36 

Some shortcomings 
addressed 
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Appendix C 
 
Audit of revalidation recommendations 
 

  

Revalidation recommendations between 1 April 2014 to 31 March 2015 

Recommendations completed on time (within the GMC recommendation 
window) 

79 

Late recommendations (completed, but after the GMC recommendation 
window closed) 

0 

Missed recommendations (not completed) 0 

TOTAL  79 

Primary reason for all late/missed recommendations   

For any late or missed recommendations only one primary reason must be 
identified 

 

No responsible officer in post 0 

New starter/new prescribed connection established within 2 weeks 
of revalidation due date 

0 

New starter/new prescribed connection established more than 2 
weeks from revalidation due date 

0 

Unaware the doctor had a prescribed connection 0 

Unaware of the doctor’s revalidation due date 0 

Administrative error 0 

Responsible officer error 0 

Inadequate resources or support for the responsible officer 
role  

0 

Other 0 

Describe other  

TOTAL [sum of (late) + (missed)] 0 

11 
 



Appendix D 
 
Audit of concerns about a doctor’s practice  
 

Concerns about a doctor’s practice High 
level 

Medium 
level 

Low 
level Total 

Number of doctors with concerns about their 
practice in the last 12 months 
Explanatory note: Enter the total number of 
doctors with concerns in the last 12 months.  It is 
recognised that there may be several types of 
concern but please record the primary concern 

1 1  2 

Capability concerns (as the primary category) in 
the last 12 months 

1   1 

Conduct concerns (as the primary category) in the 
last 12 months 

1   1 

Health concerns (as the primary category) in the 
last 12 months 

   0 

Remediation/Reskilling/Retraining/Rehabilitation  
Numbers of doctors with whom the designated body has a prescribed connection 
as at 31 March 2015 who have undergone formal remediation between 1 April 
2014 and 31 March 2015                                                                                                                                                                 
Formal remediation is a planned and managed programme of interventions or a 
single intervention e.g. coaching, retraining which is implemented as a 
consequence of a concern about a doctor’s practice 
A doctor should be included here if they were undergoing remediation at any point 
during the year  

0 

Consultants (permanent employed staff including honorary contract holders, NHS 
and other government /public body staff) 

0 

Staff grade, associate specialist, specialty doctor (permanent employed staff 
including hospital practitioners, clinical assistants who do not have a prescribed 
connection elsewhere, NHS and other government /public body staff)   

0 

General practitioner (for NHS England area teams only; doctors on a medical 
performers list, Armed Forces)  

0 

Trainee: doctor on national postgraduate training scheme (for local education and 
training boards only; doctors on national training programmes)   

0 

Doctors with practising privileges (this is usually for independent healthcare 
providers, however practising privileges may also rarely be awarded by NHS 
organisations. All doctors with practising privileges who have a prescribed 
connection should be included in this section, irrespective of their grade)  

0 

Temporary or short-term contract holders (temporary employed staff including 
locums who are directly employed, trust doctors, locums for service, clinical 
research fellows, trainees not on national training schemes, doctors with fixed-
term employment contracts, etc)  All DBs 

0 

Other (including all responsible officers, and doctors registered with a locum 0 
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agency, members of faculties/professional bodies, some management/leadership 
roles, research, civil service, other employed or contracted doctors, doctors in 
wholly independent practice, etc)  All DBs  

TOTALS  0 
Other Actions/Interventions  

Local Actions:  
Number of doctors who were suspended/excluded from practice between 1 April 
and 31 March:   
Explanatory note: All suspensions which have been commenced or completed 
between 1 April and 31 March should be included 

0 

Duration of suspension: 
Explanatory note: All suspensions which have been commenced or completed 
between 1 April and 31 March should be included  

Less than 1 week 
1 week to 1 month 
1 – 3 months 
3 - 6 months 
6 - 12 months 

 

Number of doctors who have had local restrictions placed on their practice in the 
last 12 months? 

0 

GMC Actions:  
Number of doctors who:  

 

Were referred to the GMC between 1 April and 31 March  1 
Underwent or are currently undergoing GMC Fitness to Practice 
procedures between 1 April and 31 March 

5 

Had conditions placed on their practice by the GMC or undertakings 
agreed with the GMC between 1 April and 31 March 

0 

Had their registration/licence suspended by the GMC between 1 April and 
31 March 

0 

Were erased from the GMC register between 1 April and 31 March 0 

National Clinical Assessment Service actions:  
Number of doctors about whom NCAS has been contacted between 1 April and 
31 March: 

 

For advice 1 
For investigation 0 

For assessment 0 
Number of NCAS investigations performed 1 
Number of NCAS assessments performed 0 
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Appendix E 

Audit of recruitment and engagement background checks 
 
Number of new doctors (including all new prescribed connections) who have commenced in last 12 months (including where appropriate 
locum doctors) 

 

Permanent employed doctors 8 

Temporary employed doctors 70 

Locums brought in to the designated body through a locum agency  6 

Locums brought in to the designated body through ‘Staff Bank’ arrangements  6 

Doctors on Performers Lists 0 

Other     -   short term ad hoc Locums through agencies 
Explanatory note: This includes independent contractors, doctors with practising privileges, etc. For membership organisations this 
includes new members, for locum agencies this includes doctors who have registered with the agency, etc 

110 

TOTAL  200 

For how many of these doctors  was the following information available within 1 month of the doctor’s starting date (numbers) 
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Permanent employed 
doctors 

8 8 8 8 8 8 8 8 8 8 8 8 8 8 0 8 

Temporary employed 
doctors 

70 70 70 70 70 70 70 70 70 70 70 70 70 70 0 70 

Locums brought in to the 
designated body through 
a locum agency 

6 6 6 6 6 6 6 0 0 6 6 6 0 0 0 6 
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Locums brought in to the 
designated body through 
‘Staff Bank’ arrangements 

6 6 6 6 6 6 6 0 0 6 6 6 0 0 0 6 

Doctors on Performers 
Lists 

0                

Other  
(independent contractors, 
practising privileges, 
members, registrants, 
etc) 

0                

Total (these cells will sum 
automatically) 

                

 
 

For Providers – use of locum doctors:   
Explanatory note: Number of locum sessions used (days) as a proportion of total medical establishment (days) 
NB: this section may change as a result of the SCL Project 
The total WTE headcount is included to show the proportion of the posts in each specialty that are covered by locum doctors 

Locum use by specialty: 
 

Total establishment in 
specialty (current 
approved WTE 

headcount) 

Consultant: 
Overall number 
of locum days 

used 

SAS doctors: 
Overall 

number of 
locum days 

used 

Trainees (all 
grades): Overall 
number of locum 

days used 

Total Overall 
number of locum 

days used 

Surgery      

Medicine      

Psychiatry      

Obstetrics/Gynaecology       

Accident and Emergency      
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Anaesthetics      

Radiology      

Pathology      

Other      

Total in designated body  (This includes all 
doctors not just those with a prescribed 
connection) 

     

Number of individual locum attachments by 
duration of attachment (each contract is a 

separate ‘attachment’ even if the same doctor 
fills more than one contract) 

Total 

Pre-
employment 

checks 
completed 
(number) 

Induction or 
orientation 
completed 
(number) 

Exit reports 
completed (number) 

Concerns reported 
to agency or 

responsible officer 
(number) 

2 days or less      

3 days to one week      

1 week to 1 month      

1-3 months      

3-6 months      

6-12 months      

More than 12 months      

Total       

 

16 
 



 

Appendix F – Statement of Compliance 
 

Designated Body Statement of Compliance 
 

The board of the Countess of Chester Hospital NHS FT has carried out and 
submitted an annual organisational audit (AOA) of its compliance with The Medical 
Profession (Responsible Officers) Regulations 2010 (as amended in 2013) and can 
confirm that: 

1. A licensed medical practitioner with appropriate training and suitable capacity 
has been nominated or appointed as a responsible officer;  

2. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is maintained;  

3. There are sufficient numbers of trained appraisers to carry out annual medical 
appraisals for all licensed medical practitioners;  

4. Medical appraisers participate in ongoing performance review and training / 
development activities, to include peer review and calibration of professional 
judgements (Quality Assurance of Medical Appraisers or equivalent);  

5. All licensed medical practitioners1 either have an annual appraisal in keeping 
with GMC requirements (MAG or equivalent) or, where this does not occur, 
there is full understanding of the reasons why and suitable action taken;  

6. There are effective systems in place for monitoring the conduct and 
performance of all licensed medical practitioners1, which includes [but is not 
limited to] monitoring: in-house training, clinical outcomes data, significant 
events, complaints, and feedback from patients and colleagues, ensuring that 
information about these is provided for doctors to include at their appraisal;  

7. There is a process established for responding to concerns about any licensed 
medical practitioners1 fitness to practise;  

8. There is a process for obtaining and sharing information of note about any 
licensed medical practitioners’ fitness to practise between this organisation’s 
responsible officer and other responsible officers (or persons with appropriate 
governance responsibility) in other places where licensed medical 
practitioners work;  

9. The appropriate pre-employment background checks (including pre-
engagement for Locums) are carried out to ensure that all licenced medical 

1 Doctors with a prescribed connection to the designated body on the date of reporting. 

1 
 

                                                 



practitioners2 have qualifications and experience appropriate to the work 
performed; and 

10. A development plan is in place that addresses any identified weaknesses or 
gaps in compliance to the regulations.  

 
Signed on behalf of the designated body 
 
Name: _ _ _ _ _ _ _ _ _ _ _  Signed: _ _ _ _ _ _ _ _ _ _ 
[chief executive or chairman a board member (or executive if no board exists)]  
 
Date: _ _ _ _ _ _ _ _ _ _ 
 

2 Doctors with a prescribed connection to the designated body on the date of reporting. 
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BOARD OF DIRECTORS 
 

Briefing Paper 
Nursing & Midwifery Revalidation 

August 2015 
 
 

1 Introduction 
 
This paper outlines the Trust’s organisational preparation and readiness to comply with Nursing 
and Midwifery Council Revalidation setting out the steps required to ensure that the processes 
within the Trust are in place when revalidation begins in early 2016.  Nursing and Midwifery 
Revalidation is being introduced to assure patients, the public and the nursing/midwifery profession 
that they are up-to-date and fit to practice, and to support their continuing professional 
development (CPD). It will be a positive affirmation that nurses and midwives are safe to practice. 
 
It is a legal requirement to be registered with the Nursing and Midwifery Council (NMC) and as 
such all registered nurses and midwives adhere to a Code of Professional Conduct which 
encompasses conduct, behaviour, ethics and professionalism. The Code reflects the professional 
standards expected by patients and members of the public, nurses and midwives must act in line 
with the Code at all times.  All registered nurses and midwives are required to maintain their 
registration through the process of NMC Revalidation at the point of renewal every three years. 
This applies to all nursing and midwifery staff irrespective of their role be that in education, 
research, management and leadership, advisory, policy or frontline clinical staff. Importantly it 
relates to substantive, temporary and short term contract staff including bank/agency staff. 
 
2 Background 
 
The Francis Report into the failings at Mid-Staffordshire NHS Foundation Trust recommended that 
the NMC implemented Revalidation for nurses and midwives. Revalidation is seen as a key tool in 
public protection, enabling Healthcare organisations to check that nurses and midwives are on the 
register, that their details are up-to-date and that they are considered fit to practice. This will 
ensure greater accountability for individual performance and improvement, managers will be 
expected to ensure that staff are engaging in professional development validated through third 
party confirmation. 
 
In March this year the NMC launched a revised Code to support the Revalidation process, the new 
code contains a series of statements which appear under the following four headings: 
 

• Prioritise people 
• Practice effectively 
• Preserve safety 
• Promote professionalism and trust 

 
From April-October 2015 the NMC is working with key stakeholders to pilot a Revalidation model 
which will be tested and evaluated in UK wide early implementer sites. Following evaluation of the 
pilot sites the NMC will decide on the final Revalidation model which will then be launched in 
December 2015. 
 



From April 2016 all nurses and midwives in the UK will be required to comply with the new 
Revalidation process upon renewal of their registration with the NMC every three years.  At the 
point of renewal a nurse or midwife will need to make on-line declarations to the NMC that they are 
committed to upholding the professional standards and have met the following requirements: 
 
(1) Undertaken a minimum of 450 hours of clinical practice within their scope of practice. This may 

include direct patient care, management, education, policy or research. 
(2) Undertaken 40 hours of continuing professional development (CPD), 20 hours of which must 

be participatory learning (exclusive of mandatory training).  In addition the learning must be 
linked to the Code and be relevant to the nurse's or midwife's registration. The outcome of the 
CPD must inform and keep up-to-date the individual’s scope of practice.  

(3) Obtain confirmation from a third party NMC registrant, usually a line manager, on an individual 
nurse or midwife’s continuing fitness to practice. Confirmation must be made by a person who 
is well placed to comment on a nurse or midwife's practice according to the requirements of the 
Code. 

(4) Third party feedback - nurses and midwives will need to demonstrate how they are using 
practice related feedback from patients, colleagues and others to improve their standards of 
care.  

(5) Reflection and discussion through a minimum of 5 written reflections on the Code, practice and 
CPD. 

(6) Declaration of health and character 
(7) Confirmation of professional indemnity arrangement 
 
Based on the information currently known it is believed that nurses and midwives will not be 
required to submit feedback directly to the NMC. They will however be expected to provide a 
minimum of five reflective commentaries which evidence how third party feedback has improved or 
affirmed their practice. In addition each reflection much have been discussed with their appraiser 
as part of the confirmation process. 
 
Revalidation is seen by the NMC as building on the existing appraisal processes, and for the 
majority of nurses and midwives, the annual appraisal should facilitate reflective evaluation and 
third party confirmation. The NMC advises that appraisals are used in this way and that practice 
and reflective accounts should be discussed in relation to the NMC Code. 
 
3 Trust responsibility 
 
It is the Trust’s responsibility as employer for ensuring that systems are in place to help meet, 
monitor and demonstrate the requirements for Revalidation. There is no additional funding for 
organisations to support implementation at this stage. The Trust will need to support staff by 
introducing: 
 

• A designated lead and working group to oversee the implementation of revalidation 
• Access to appropriate CPD activities 
• Yearly appraisals are performed in a timely manner 
• Sufficient numbers of senior nursing/midwifery staff to support third party verification and 

confirmation 
• Ensure that information systems are developed that can record and identify current 

registration status and alert staff to revalidation dates. 
 
4 Work in progress 
 
Regionally there is a Revalidation Board for the North of England (of which the Trust’s Director of 
Nursing & Quality represents the Wirral, Cheshire and Merseyside Area Team).  Regular Area 
Team meetings are planned so that the local area takes a consistent approach, however, in the 
meantime the Trust has already started to progress this locally. 
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To date the Trust has commenced preparations for the implementation of Revalidation by 
establishing a working group known as the Revalidation Group. The Trust’s Consultant Nurse in 
Orthopaedics was asked by the Director of Nursing and Quality to set up the group which has so 
far met twice. The Revalidation Group has Trust-wide membership and is supported by staff from 
the Faculty of Health and Social Care, University of Chester. In addition the Deputy Director of 
Nursing and Quality and the Consultant Nurse for Orthopaedics meet on a regular basis with the 
RCN’s Facilitator of Professional Learning and Development.   
 
The Revalidation Group meet on a monthly basis and have agreed on the following terms of 
reference:  
 
Purpose 
To provide clinical and academic direction to the Director and Deputy Director of Nursing and 
Quality for the delivery of revalidation in the Trust consistent with the core NMC revalidation model. 
 
Objectives 

• To provide guidance and support to the Director of Nursing/Deputy Director of Nursing for 
the effective implementation of all elements of Nursing and Midwifery Council Revalidation 
within the Trust. 

• To develop through individual and group projects a Trust Nursing and Midwifery 
Revalidation Implementation Plan with task timeline (Appendix 1) 

• To provide regular progress reports from all revalidation project work to the Director of 
Nursing and Quality and complete a statement of preparation for the Trust (Appendix 2) 

• To identify and escalate any risks associated with the implementation of Revalidation 
across the Trust to the Director of Nursing and Quality. 

• To identify and report to the Director of Nursing & Quality for consideration any unresolved 
issues associated with the implementation of revalidation. 

• To use this opportunity to fully embed a quality Appraisal process  
• To explore the potential utilisation of ESR, to support the recording and document 

management of appraisal and revalidation. Exploration of other systems may be required if 
ESR is not capable. 

 
The Trust has also been required to submit a return a ‘statement of preparation’ to Monitor 
(Appendix 3). 
 
 
5 Barriers to revalidation preparatory work 
 

• Dedicated time is required to undertake this project work, currently all members of the 
group are undertaking this role alongside their current work commitments 

• Currently no dedicated revalidation officer model for nursing and midwifery 
• Appraisal process requires significant change to support revalidation, therefore a review of 

current policy will be required. Appraisal will be a key element of revalidation and will form 
the basis of the recommendations made by the validating nurse or midwife. 

• Reliance on individual staff to register on-line with NMC to obtain revalidation date 
• System needs to be introduced that will record all data for revalidation 
• Provision of relevant education and training  
• Releasing staff from clinical/managerial/educational duties to attend awareness sessions 

and undertake training 
• Lack of monitoring and quality control processes specifically for revalidation 
• Management of individual non-compliance/career breaks/maternity leave/long-term 

sickness – links to HR policies. 
• IM&T support 
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6 Summary 
 
This paper summarises the change in the NMC revalidation process and the progress which the 
Trust has made to date. It is important to note that learning has been taken from the process 
implemented to revalidate doctors.  From April 2016 the Trust will be expected to begin revalidating 
registered nursing and midwifery staff. It is imperative that the Trust undertakes adequate 
preparation and has systems in place to facilitate its nursing and midwifery staff to meet the new 
requirements. 
 
This paper has highlighted some of the main enablers and barriers for this process.  It is important 
to highlight that currently limited information has been provided by the NMC and the results of the 
revalidation pilots will not be known until November/December this year. This has resulted in a 
relatively limited picture concerning final guidance and resources available for revalidation by the 
NMC. 
 
The Board of Directors is asked to note the contents of this paper, the progress to date and the 
state of readiness as an organisation  
 
 
 
 
Alison Kelly 
Director of Nursing & Quality 
 
Dr Sandra Flynn 
Consultant Nurse Orthopaedics 
 
Carmel Healey 
Head of Nursing Planned Care 
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Appendix 1 Revalidation tasks timeline 2015 
Month May June July August September October November December 
Weeks 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 
Tasks  
Revalidation 
support group 

                                

Briefing paper                                 
Awareness/ 
training sessions 

                                

Awareness raised 
at mentor update 
sessions  

                                

Screen savers                                 
Information cards                                 
Recruit University 
support/ 
Reflection 
sessions 

                                

ESR development                                 
Appraisal 
documentation 
review 

                                

Recruit 
Revalidation 
officer 

                                

Recording of 
revalidation dates 
on ESR  

                                

Establish third 
party sign off staff 
and training 

                                

Monitoring/ 
quality control 
processes 

                                



 

Appendix 2:  Statement of preparation 

Question Actions Timescale Responsible Lead 
Do you know the number 
of all Nurse and 
Midwifery Registrants 
within your 
organisation? (YES) 
 

Registrants identified through Electronic Staff Record  AK/SW 

Do you know your 
registrant’s revalidation 
dates?  (YES) 
 

All revalidation dates for registrants working for the trust have been collated  AK/SW 

Have you identified your 
first group of staff to 
support through 
revalidation?  (YES) 
 

A cohort of 59 staff has been identified with revalidation dates of April/May 2016. In 
total 433 registrants will be revalidating between April – December 2016. 

 AK/SW 

Have staff in the first 
cohort (from April 2016) 
had individual meetings 
with line managers to 
agree support and 
preparation 
 

Staff have been identified and will receive a letter from Director of Nursing. Support 
sessions are planned for October – December 2015. 

 AK/SW 

Have all your registrants 
got confirmers 
identified?  
 
 
 
 

Work in progress to identify staff who are able to take on the role of confirmer.   AK/SW 

Sandra Flynn/Carmel Healey August 2015 Page 1 
 



Do you have any 
registrants whose line 
manager is not a 
registrant 
 

We are currently working to identify staff who fall into this category and have already 
identified two cohorts of staff, research and clinical audit nurses. 

 AK/SW 

If yes please confirm that 
registrants without a 
registrant line manager 
have been aligned to a 
peer reviewer 
 

We have not yet allocated these registrants to a peer reviewer.  AK/SW 

Is a lead member of staff 
identified a lead to 
oversee implementation 
of revalidation and deal 
with any cases where 
revalidation is not 
successful 

Lead for revalidation identified in the trust but no lead identified to deal with cases 
where revalidation is not successful 

 AK/SW 

Have you made 
arrangements to capture 
practice hours/ CPD and 
reflection and feedback- 
through use of eportfolio 
or templates? 
 
 
 

Development of the trust ESR system is on-going and will enable staff to access via 
employee self-service. The system has been designed so that it will allow staff to 
capture the evidence required in order to be compliant with the new revalidation 
model. 

 AK/SW 
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If an organisation wide 
system for revalidation is 
not being adopted (i.e. 
an eportfolio or 
templates) is the 
organisation/confirmers 
clear with registrants 
how they intend to 
capture their 
revalidation information 
and recording this?  

N/A   

How are you engaging 
with staff in preparation 
for revalidation? (i.e.: 
events, communication, 
training) 
 

• The trust is running revalidation awareness sessions 
• Information included in registrants pay slips 
• Screen savers 
• Trust weekly roundup e-mail 
• E-mail from Director of Nursing and Quality to all nursing and midwifery 

managers 
• Workshops with RCN 
• Reflection workshops supported by the University of Chester running from 

September 2015 
• Identification of revalidation champions for the trust 

 AK/SW 

What events have you 
organised and what was 
the number of 
participants? 
 

Awareness sessions have been attended by over 100 nursing and midwifery staff. 
Heads of Nursing, Matrons, Ward and department managers have been targeted to 
disseminate information to staff. Records of attendance are being maintained. 

 AK/SW 

Have you taken a paper 
to your Board? (YES) 
 

Briefing paper presented at the People and Organisation Development Committee on 
the 2nd June. The paper will be presented to Board in September. 

 AK/SW 
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Appendix 3:  Nursing & Midwifery Revalidation – FT return to Monitor 

1. Has the board put in place suitable governance arrangements to ensure that 
you will meet your statutory responsibilities in this area?  

 
Yes 

Commentary/ supporting information: 
 
A Revalidation Task and Finish Group was established in the Trust in March 2015 to identify 
objectives and barriers to revalidation preparatory work. A NMC revalidation briefing paper was 
presented at the People and Organisational Development Committee on the 2nd June 2015. The 
paper will be presented to the Board of Directors in September by the Director of Nursing & Quality 
together with an action plan and timeline.  Staff engagement has already commenced: 
 

• The Trust is running revalidation awareness sessions 
• Information included in registrants pay slips 
• Screen savers 
• Trust weekly roundup e-mail 
• E-mail from Director of Nursing and Quality to all nursing and midwifery  managers 
• Workshops with RCN 
• Reflection workshops supported by the University of Chester running from September 
2015 
• Identification of revalidation champions for the Trust 

 
2. Does your organisation know its total registered workforce of nurses and 

midwives (recognising that some will be in non-nursing roles)? 
 

Yes 

Commentary/ supporting information: 
 
All NMC registrants have been identified via the Trust’s electronic staff record. This includes staff 
working in non-nursing/clinical roles. 
 
3. Does your organisation know the dates for all registered nurses and 

midwives to be revalidated? 
 

 
Yes 

Commentary/ supporting information: 
 
All NMC registrants working for the Trust have been identified together with their revalidation dates. 
This information has been circulated to Heads of Nursing, Director and Deputy Director of Nursing & 
Quality. 
 
A letter has been compiled that will be sent out to registrants on a rolling basis from the Director of 
Nursing & Quality highlighting their revalidation date and revalidation requirements. 
 
 
4. Has your organisation got a support programme in place to support the first 

cohort of registrants due to go through the process?  
 

Yes 

Commentary/ supporting information: 
 
We have identified our first cohort of registrants and we are in the process of preparing our support 
programme. We have linked with the University of Chester to assist with this programme, for 
example, we will be running a series of sessions from September 2015 with the University to aid staff 
with reflective commentaries. 
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Progressing our Nursing and Midwifery Strategy 

 ‘The Next Steps’ a six month review 

 

1.0 Background 

In December 2015 the Board accepted the Nursing and Midwifery Strategy – ‘The 
next steps of our journey from good to great’. The strategy reinforced the work to 
date and built on the more recent recommendations for our nursing workforce from 
national papers into one working strategy document which has become the Trust’s 
structured approach to lead and develop the nursing and midwifery workforce to 
support the care needs of its patients.  

2.0 Our journey to date  

We believe we are continuing to make significant and measurable progress to date. 
We do however realise we need to ensure the progress in embedded. We have 
completed a number of actions and continue to develop and progress others. The 
action plan (Appendix 1) outlines the work that has been achieved and is ongoing. 

Some of the significant achievements to date have been: 

• Development of a Nursing and Midwifery Transformation Group – reviewing the 
workforce to meet the needs of the service 

• Embedded and embraced the  ‘Speak Out Safely’ (SOS) campaign 
• Added to our ‘How are we doing’ web page - being transparent about our harms 

and complaints  
• Embedded our student nurse/midwife forum with the Director of Nursing and 

Quality 
• A number of our senior nurses have successfully completed national leadership 

programmes 
• Piloted and now  implementing the Care Certificate for our Nursing Assistants  
• Participated in a number of National days to support our nurses and showcasing 

their work  
• Implemented the ‘Sit and See’ role for our governors  

The list above is not exhaustive but outlines some key pieces of work underway and 
completed. 
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3.0 Have we made a difference?  

 We believe we have made a positive difference to the care our patients receive. As a 
consequence of the actions within our nursing and Midwifery Strategy we have had 
many positive letters. The ward manager workshops have been well received. The 
complaints that relate specifically to nursing care have reduced and our senior team 
clinical rounds have enabled us to her first hand the many positive comments.  

The nursing team have supported a number of external visits from Healthwatch 
these have been a valuable source of information. The feedback for nursing has been 
most positive.  

The further development of a nursing board now really ensures that the nursing 
voice is strong and displays the team ethos we have developed. 

There are still continual improvements to be made: 

• Readiness for revalidation  
• Focus on Education to improve pressure ulcers 
• Monitor the impact of the recently re-launched falls policy 
• Develop a strategy of brief intervention education opportunities  

These will be supported by our senior nurse and  practice development team 

4.0  Midwifery Strategy update 

 The focus on the past six months has been promoting midwifery services so that 
local women are fully aware of the range of options available to them whilst at the 
same time increasing service user engagement. This has been actioned via our 
successful Maternity Services Facebook page. 

Community midwifery has undergone changes to improve women’s access to a 
named community midwife with the establishment of a booking hotline, increased 
options for home booking, improved welcome to maternity services letter and access 
via mobile to a named midwife. 

To improve newborn delivery of care- all newborn examinations are recorded via a 
system called NIPE which interacts with other services such as referral to Ultrasound.  

Midwives & Obstetricians have continued to play an active role in the Cheshire & 
Merseyside, Maternity Children & Young People Strategic Clinical Network work 
streams to ensure equity of care irrespective of place of provision whilst aiming to 
improve outcomes.  
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We were proud to see our new Birthing Unit officially opened in March 2015.  Our 
information is demonstrating that more low risk women are having access to use of 
water in labour in conjunction with excellent service user feedback on the facilities.  

Through collaborative working with the Local Authority & Clinical Commissioning 
Group our infant feeding team has been successful at being selected to take part in a 
study ‘best beginning’ .  This is a study which aims to enable and empower parents to 
be to prepare physically and emotionally for parenthood.  

By listening to feedback from new parents the postnatal ward has established an 
area for family time for siblings to feel involved as they meet the new addition to the 
family.  

Our approach to using group appraisal of multi professionals working with Midwifery 
has been successful in 2015 demonstrating a great platform for sharing of ideas, 
information and updates on both Maternity Service & Midwifery strategy 
developments. 

 

5.0 Conclusion 

Our nurses remain focussed on ensuring we deliver safe, kind and effective care. Our 
excellent ward managers and senior midwives have demonstrated strong leadership 
in sometimes very challenging times-especially over the winter months. 

 Following a number of team development sessions, the senior nurses and midwives 
are now using their strengths to ensure the continued development of the strategy 
and they do not underestimate the remaining task ahead. 

The Board is asked to note the significant progress to date and the actions going 
forward within the plan. 

 

Alison Kelly 
Director of Nursing  and Quality 
August 2015 
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Appendix 1 
Monitoring of Action Plan Nursing and Midwifery Strategy 2014 and beyond 
Name of Lead for Action Plan:  Sian Williams, Deputy Director of Nursing & Quality 
 

Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

QUALITY 
Quality is about improving the 
outcome for the patient in 
order to optimise health and 
well-being at all stages of 
illness. It is our aim to ensure 
we deliver compassionate and 
high quality care. 

  

• Equipping our Registered Nurses and Nursing Assistants with the skills to 
support the implementation of the Strategy - ‘Putting our Words into 
Actions’ 

• Launch of the Midwifery Strategy 

• Further contribute to developing integrated teams to support our patients 
community settings 

• Work with our health, social care and academic partners in ensuring we 
deliver quality services to our community 

To work 
towards 

throughout 
the year  

 

 

 

 

 

 

 

 

 

 

 

 

At the end of June  2015 the 6 
month position is as follows: 

• Monitoring Complaints for 
trends and themes 

• NICE ‘Red flags’ file 
completed  

• Using the Safety 
Thermometer proactively 

• Falls review and policy 
work competed 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

COMPASSION 
This is why we joined our 
profession – to help make a 
difference to those who need 
us most, often at their most 
vulnerable time. 

• In conjunction with our local universities as part of a project, we are 
supporting a year in care to enable potential nurses to gain 
experience before they go on to do their training: 
Asking them the question -‘is nursing for you’? Observing them in 
practice ‘would I like that nurse looking after me?’ 
 

• We will continue to develop our Senior Nursing/Midwifery Clinical 
Rounds observing  compassionate care at every level - during days 
and nights 

September 

2015 

 

Ongoing 
review 

At the end of June 2015 the 6 
month position is as follows: 

• Piloted the care Certificate 
• Reviewed the rounds to 

reflect the a more in-
depth review  

COMMITMENT 
The nursing and midwifery 
team is fully committed to 
really deliver the challenges 
ahead to ensure we give great 
care to patients. 

• Work with the local university to fully understand why nurses leave 
the profession, then focus on changes to ensure we have a 
committed workforce 
 

• Through clinical leadership development, we will ensure we retain 
and support our nurses and midwives. 

  At the end of June 2015 the 6 
month position is as follows 

• We have an agreed 
process for exit interviews 

• Are asking the question at 
6 month reviews 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

SAFETY 
This is about improving and 
increasing the safety of any 
care or service we provide. It 
is our aim to deliver safe and 
effective nursing and 
midwifery care. 

We are focussing on our Duty of Candour. We know we don’t always get it 
right - we will ensure we always say sorry when we get it wrong and share 
the improvements we make 

• As part of our staff training we are ensuring our themes and trends 
about patient safety incidents are used to guide our practice 

• As part of the Trust joining the ‘Sign Up To Safety’ campaign we are 
focusing on further harm reduction. 

By end 
December   

2015 

At the end of June 2015 the 6 
month position is as follows: 

• Added ‘How are we doing’ 
Boards/web page in place 
the monthly complaints 
report 

• Raised and have a robust 
SOS Campaign completed 

• Reviewed  staffing 
guidance bi-annually 

• Have  a number of 
projects underway 
supporting ‘Sign Up To 
Safety’ 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

COMPETENCE 
Nurses and midwives will 
practice in an environment of 
continual learning and 
development, demonstrating 
their commitment to 
continuous quality 
improvement and an ability to 
learn from experiences and 
accredited sources of 
evidence. 

• The Nurses Education Strategy has been launched. This will support 
our aim of going from ‘good to great’. Actions and leads have being 
agreed to support this 2 year plan 

• Revalidation is now becoming a reality for nursing – plans are being 
drawn up to support this national mandate 

• Nursing Assistants are an important part of our workforce. This year 
sees the start of the Trust supporting a certificate for Nursing 
Assistants and in collaboration with Chester University, we will be 
supporting the ‘Year of Care’. This exciting programme aims to 
ensure we are recruiting the right students to train to become our 
Registered Nurses of the future 

• Engagement of our Advanced Practitioner and Specialist Nurses 
supporting the implementation of the nursing strategy 

• Review the contribution our research nurses make to the wider 
nursing and midwifery agenda 

• Develop research awareness across our nursing and midwifery 
workforce to support clinical practice. 

Review 
October 2015 

At the end of June 2015 the 6 
month position is as follows: 

• Revalidation group set up. 
Baseline assessments 
completed as well as 
awareness sessions taking 
place  

• Work underway for e-
portfolio for nurses using 
ESR 

• New agreed Care 
Certificate (for Nursing 
Assistants) has been 
trialled and will roll  

• ANP forums underway 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

COURAGE 
Courage enables us to do the 
right thing for the people we 
care for, to speak up when we 
have concerns and to have the 
personal strength and vision 
to innovate and to embrace 
new ways of working. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• Contribute to the implementation of Schwartz Rounds in supporting 
our staff 

 

• Further embed the ‘Speak out Safely’ culture, encouraging nurses 
and midwives to raise and share concerns. 

Commenced 
January  

2015 

At the end of June 2015 the 6 
month position is as follows: 

• Three Schwartz Rounds 
taken place- good 
feedback 

• Monthly staff forum in 
place 

• Speak out Safely (SoS) 
profile regularly raised  

• Quarterly non medical 
student Speak out Safely 
sessions underway 

• SoS session facilitated by 
exec members as part of 
CHaPs course 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

PATIENT EXPERIENCE 
This is about improving the 
experience, as described by 
our patients, when using the 
service for any reason. 

Use the Friends and Family data, publishing it at ward level 

Address the themes in our nurse training and induction of when we didn’t 
get it right for our patients 

Meet our patients in person and afford them the opportunity to explain their 
concerns 

Work with our vulnerable groups of patients to look at further improving 
care. 

Reviewed at 
patient  

experience 
group 

At the end of June 2015 the 6 
month position is as follows: 

• Patient Experience group 
in place 

• Sit and See with 
Governors in place and 
being embedded 

• Face to face meetings in 
place with families and 
patients who raise 
concerns direct CEO, 
Medical Director and 
Director of Nursing & 
Quality involvement 

• Carer Strategy launched 
• Patient stories at Board 
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Areas for Review Recommendation / Action Target  Date  
for 

completion  

Evidence / Update   

CARE 
Direct patient care is what 
determines the quality of 
service our nurses and 
midwives provide to our 
patients and will be the one 
aspect of their experience that 
will live long in their memory. 

Reviewing our Nursing Assistant recruitment and induction to ensure we are 
recruiting the right staff with the right values 

 We have invested in our Practice Development Team to ensure our nurses 
are being supported to achieve the standards of care we would expect for 
our patients. 

By Year end At the end of June 2015 the 6 
month position is as follows: 

• Started the Nursing 
Assistant review 

• Supported the team with 
Nursing assistant role to 
support training 

• Robust review of 
preceptorship completed 
 

COMMUNICATION 
Engaging with our patients 
and their friends, family and 
carers is essential to ensure 
we understand their 
experience throughout their 
patient journey. Listening to 
experiences will help us 
maintain high quality patient 
care and also help us to learn 
where improvements can be 
made. 

We are organising a patient experience sub group. We are going to invite a 
number of service user representatives as well as staff.  

This will enable us to look in more detail and use the other feedback our 
patients give us to improve the service. 

 At the end of June 2015 the 6 
month position is as follows: 

• Regular use of patient 
stories at Board 

• Governors to perform ‘sit 
and see’ aspects of the 
patient  journey week”  

• Carers Strategy-launched 
• Monitoring complaints 

about communication in 
place 
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Report of the Mortality Review Group – September 2015 
 
Seventy eight deaths between 23rd March 2014 and 14th May 2015 have been reviewed.  The wide 
range of dates reflects that some deaths that have been through the incident panel were referred 
for early review. 
 
There were 33 females and 45 males with an average age of 81.38 years (84.39 females and 79.18 
males) and a median of 83 years. 
 
The average length of stay was 15.86 days; maximum 107 days and minimum 0 days. 
 
Death was caused by sepsis in 42 cases, most commonly due to pneumonia (28), and cancer was the 
cause in 10.  There are 8 deaths in which the results of a Coroner’s post mortem is being obtained.  
One of these cases, a patient dying following an elective abdominal aneurysm repair who required 
re-operation because of bleeding from the lower anastomosis of the graft will be the subject of a 
Coroner’s inquest. 
 
In addition, there was one death due to sporadic Creutzfeld-Jacob disease, one due to C.difficile 
sepsis (pre 48 hours case) and two cases in which alcoholic liver disease was a major factor. 
 
The average time to Consultant review was 8.5 hours (range 0-40).  There were no cases in which 
the reviewers felt that there was a lack of responsiveness to nursing concerns by medical staff nor 
were there any cases in which it was felt that there was a lack of clinical observations. 
 
Sixteen deaths (21%) occurred in those admitted at the weekend which is not an over-
representation.  There was no identified increase in concerns in these patient’s care to indicate a 
lessening of standards at the weekend. 
 
Sixty three patients had a DNA-CPR notice instituted an average of 7.8 days after admission.  In 50 
cases the decision was discussed with relatives; it is apparent that in the majority of these cases the 
patient did not have capacity to take part in the discussion.  In 10 cases the patient was involved in 
the discussion and in 3 there is no evidence that the decision was made by any other than the 
medical team. 
 
In 67 cases (86%) there was evidence of a VTE assessment in the records. 
 
In 14 cases (18%) it was felt by the reviewers that the patient could have received care outside of 
hospital.  In only 5 (6%) cases was there any documentation regarding the patient’s wishes and in 
only 4 (5%) was there any indication of the preferred place of death whereas it was felt that in 16 
(21%) there would have been an opportunity to offer the patient a discussion about their 
preferences. 
 
There were a number of concerns raised by reviewers which have been referred back for further 
review by the treating teams.  There was a pattern to the nature of the concerns raised in that there 
was an issue of recognition of patients near to death, for example, a patient died in Radiology, a 



patient was transferred to Liverpool Heart and Chest Hospital but returned without a procedure 
being carried out and a patient was moved from a side room when they were known to have a 
palliative condition.  One is considered serious and was the patient who died following an 
interventional radiology procedure who was the subject of a regulation 28 notice from the Coroner 
on the back of which a task and finish group is being gathered to review the process of safe 
preparation of patients for procedures outside the operating theatres.  The findings of these further 
reviews of concerns will be fed back in future reports. 
 
The treating teams have fed back on two cases previously referred for review.  The first was a 
patient who died from meningococcal septicaemia.  The ED team have discussed this case at their 
M&M meeting and at a subsequent joint ED/ITU meeting and have demonstrated learning from this 
and other cases of delayed provision of antibiotics in sepsis, and have revised the severe sepsis 
pathway and introduced annual audit.  The second case related to a patient dying from sepsis post-
operatively who has been discussed at the specialty M&M meeting and will be at a future combined 
meeting with anaesthesia – again it has been demonstrated that there has been learning from the 
incident. 
  



Mortality Indices 
 
The HSMR for the period June 2014-May 2015 is 97.23 (94.65 non-weekend admissions and 105.69 
for weekend admissions). 
 

 
 
Our SHMI (monthly from HED) for May 2014 – April 2015 is 106.83. 
 

 



 
 

The treemap indicates a shift in that gastrointestinal haemorrhage now features as the most 
significant diagnosis for HSMR and difference between observed and expected deaths however, as 
with renal failure and urinary tract infections this is often the presenting condition rather than the 
definitive diagnosis.  It is anticipated that the change in the mortality review process will allow 
further elucidation of the reasons behind this together with a solution. 
 
 
Discussion 
 
The mortality indices for the Trust have remained within expected limits although there remains a 
difference between weekday and weekend HSMR.  This is the major driver for work carried out 
through the seven day services group which is looking at how we implement the Keogh standards for 
urgent and emergency care.  The mortality review process has not, however, identified any increase 
in concerns regarding the care of patients admitted at the weekend. 
 
During the period that the mortality review group has been operating there has been significant 
slippage in the timeliness of the reviews; it is now approximately one year behind.  This reflects the 
intensity of the process but cannot be accepted; the review loses its impact with the lack of 
timeliness.  For this reason, together with the Trust now having more timely data through HED 
clinical benchmarking, the review process is being amended and will have two strands.  Firstly, all 



deaths from two weeks before are reviewed by the Medical Director using the current protocol.  
Areas of concern are referred back to the treating team.  Secondly, cases in which HED has assessed 
a low risk of mortality (<10%) under HSMR will be reviewed by the review group teams together with 
any cases that the Medical Director feels need further scrutiny after initial “filter” review and team 
feedback.  This will mean that all deaths are reviewed, that the review teams will have a manageable 
workload and that those where there is likely to be the maximum of learning are looked at in depth, 
i.e. in general those assessed as being at low risk will be so either because the clinical record and 
process is such that it is incorrectly assessed or the patient was truly at low risk.  
 
In addition, this will allow a better system of feedback both to the treating teams and the review 
group.  Currently, the variation in times and timeliness of reviewing/reporting makes feedback of 
limited benefit and relevance to both groups.  This is seen as an essential part of the process both in 
terms of the learning for the treating teams but also for the reviewers, to give them a sense of what 
changes their reviews have resulted in. 
 
The Medical Director has already started review of all deaths and the focussed team reviews will 
commence at the beginning of September.  MIAA will be invited to review and critique the process. 
 
Ian Harvey 
September 2015 
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