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Public Meeting of the Trust Board  
Date: On 07 September 2017 at 12.30pm – 3.30pm 
Location: Trust Boardroom, Postgraduate Centre, Medway NHS Foundation Trust  

Item  Subject Presenter Time Action 

1.  
 
Patient Story 
 

Karen Rule 12.30pm 
Discuss 

Opening of the Meeting 
2.  Chair’s Welcome Chairman 

1.00pm 

Note 

3.  Quorum Chairman Note 

4.  Register of Interests Chairman Note 

Meeting Administration 

5.  Minutes of the previous meeting 
held on 3 August 2017 Chairman 

1.05pm 
Approve 

6.  Matters Arising Action Log  Chairman Note 

Main Business 
7.  Chair’s Report Chairman 1.10pm Note 

8.  Chief Executive’s Report  Chief Executive 1.15pm Note 

9 

Strategy  
a) STP Update 
b) Outcomes from the Well Led 

review 
c) Trust Improvement Plan 

 
 
Chief Executive 
 
 
2020 Team 

 
 
1.20pm 
 
 

 
 
Note 
 
 
Discussion 

10. 

Quality 
a) IQPR 
b) Annual Infection Prevention & 

Control Report 
c) NQB Learning from deaths 

(March 2017) 
d) Organ Donation Report 

 
 
 
 
Executive  
Director of Nursing 
 
Medical Director 
 
Dr Paul Hayden, 
Consultant in 
Anaesthesia & 
Critical Care 

 
1.35pm 

 
 
 
 
Discussion 
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Medicine 
& 
Dr Gill Fargher, 
Chairman, Organ 
Donation 
Committee/Clinical 
member, Medway 
CCG  

 
 
Assurance 

11 

Performance 
 

a) Finance Report 
 

b) Communications Report 
 

 
 
 
Director of Finance 
& Business Services 
Director of 
Communications 
 

 
 
2.15pm 

 
 
 
 
Discussion 
 
Discussion 

12. 

 
Governance 
 

a) Corporate Governance 
Report 

b) Board Assurance Framework 
 

 
 
 
Acting Director of 
Corporate 
Governance  

 
 
 
2.20pm 

 
 
 
Assurance 
 

13. 

People  
 

a) Workforce Report 
b) Equality and Diversity Report 

 

 
 
Deputy Director of 
HR & OD 
 

 
 
2.30pm 

 
 
Assurance 
 

For Approval 

14. 
Medical Appraisal and Revalidation 
Report 
 

Deputy Medical 
Director 

2.45pm Approval 

15. 
Standing Financial Instructions & 
Scheme of Delegation Policy 
 

Director of Finance 
& Business Services 
 

2.50pm Approval 

16. Corporate HR Policy 
Deputy Director of 
HR & OD 
 

2.55pm Approval 

Reports from Board Committees 

17. Quality Assurance Committee 
Report QAC Chair 3.00pm Assurance 
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18. Finance Committee Report Finance Chair 3.05pm Assurance 

19. Audit Committee Report Audit Chair 3.10pm Assurance 

AOB 

20. Council of Governors’ Update Governor 
Representative  

3.15pm 

Discussion 

21. Any other business Chairman Note 

22. Questions from members of the 
public  Chairman Discussion 

Close of Meeting 

23. Date and time of next meeting: 5 October 2017 
Boardroom, Post Graduate Centre, Medway NHS Foundation Trust  
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MEDWAY NHS FOUNDATION TRUST  
 

REGISTER OF INTERESTS FOR BOARD MEMBERS  
 

1.  Jon Billings  
Non-Executive Director  
 

 Director of Fenestra Consulting Limited  
 Associate of Healthskills Limited  
 Associate of FMLM Solutions  

2.  Ewan Carmichael 
Non-Executive Director 

 Timepathfinders Ltd 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 Chair of the Medway NHS Foundation Trust 

Quality Assurance Committee 
3.  Stephen Clark 

Chair  
 

 Pro-Chancellor and chair of Governors 
Canterbury Christ Church University 

 Deputy Chairman Marshalls Charity 
 Chairman 3H Fund Charity 
 Non-Executive Director Nutmeg Savings and 

Investments 
 Member Strategy Board Henley Business School 
 Business mentor Leadership Exchange Scheme 

with Metropolitan Police 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 Chairman of the Medway NHS Foundation Trust 
 Access Bank UK Limited – Non Executive 

Director 
4.  James Devine 

Director of HR & OD 
 Member of the London Board for the Healthcare 

People Management Association 
5.  Lesley Dwyer 

Chief Executive 
 Member of the Corporate Trustees of Medway 

NHS Foundation Trust Charitable Funds 
6.  Diana Hamilton-Fairley 

Medical Director 
 Director of Education Transformation at Guy’s 

and St. Thomas’ Hospitals NHS FT 
 Member of London Clinical Senate Council 
 Elected Fellows Representative for London South 

for RCOG 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
7.  Anthony Moore 

Non-Executive Director 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 Chair of the Medway NHS Foundation Trust 

Finance Committee 
8.  Joanne Palmer 

Non-Executive Director 
 Member of the Corporate Trustee of Medway 

NHS Foundation Trust Charitable Funds 
 Director of Lloyds Bank (Fountainbridge 1) 

Limited 
 Director of Lloyds Bank (Fountainbridge 2) 

Limited 
 Director of Halifax Premises Limited 
 Director of Gresham Nominee1 Limited 
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 2 

 Director of Gresham Nominee 2 Limited 
 Director of Lloyds Commercial Properties Limited  
 Director of Lloyds Bank Properties Limited  
 Director of Lloyds Commercial Property 

Investments Limited 
 Director of Target Corporate Services Limited  

9.  Karen Rule 
Director of Nursing 

 Member of the Corporate Trustee of Medway 
NHS Foundation Trust Charitable Funds. 

10.  Mark Spragg 
Non-Executive Director  

 Trustee for the Marcela Trust  
 Trustee of the Sisi & Savita Chartiable Trust 
 Chair of the Medway NHS Foundation Trust 

Integrated Audit Committee 
 Director of Mark Spragg Limited  

11.  Tracey Cotterill 
Director of Finance 

 Member of the Corporate Trustee of Medway 
NHS Foundation Trust Charitable Funds. 
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 Meeting in Public  
Board of Directors Meeting in Public on 03/08/2017 held at Trust Boardroom, 
Postgraduate Center, Medway Maritime Hospital, Windmill Road, Gillingham, Kent, 
ME7 5NY  

Members: Name: Job Title: Initial 

 Mr S Clark Chairman SC 

 Mrs L Dwyer Chief Executive  LD 

 Mr J Billings Non-Executive Director JB 

 Mrs T Cotterill Director of Finance and Business Services TC 

 Mr J Devine Director of HR & OD JD 

 Mr T Moore Non-Executive Director TM 

 Mrs J Palmer Non-Executive Director  JP 

 Mrs K Rule Director of Nursing KR 

 Mr M Spragg Non-Executive Director MS 

 Dr K Mukherjee Acting Medical Director KM 

 Mr. E Carmichael Non-Executive Director EC 

 Mr A Ward Non-Executive Director AW 

Attendees: Ms G Alexander Director of Communications GA 

 Ms K White Acting Director of Corporate Governance, 
Risk, Compliance & Legal 

KW 

 Mr C Bradley Director, 20/20 Delivery (item 9b only) CB 

 Ms K McIntyre Co-Director of Clinical Operations 
Families & Clinical Support Services (FCSS) 
Directorate 

KM 

 Mr R Nicholls Deputy Director of Nursing RN 

 Ms S Murphy Trust Secretary SM 

 Ms N Meadows Assistant Company Secretary NM 

 Mrs. Stella Dick Lead Governor SD 

 Ms Doreen King Governor Board Representative DK 

 Dr P Krishnan Consultant Anaesthetist (Presentation only) PK 

Apologies: Dr D Hamilton-
Fairley 

Medical Director  DHF 
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 Mr. A Lindsay Co-Director of Clinical Operations - FCSS 
Directorate 

AL 

 Mr J Lowell Director of Clinical Operations, Acute and 
Continuing Care Directorate 

JL 

 Mr. Ben Stevens Director of Clinical Operations, Co-ordinated 
Surgical Directorate 

BS 

 
 
1. PRESENTATION 

1.1 KM referred to the recently held annual clinical audit competition which was a 
success. KM Introduced PK the Resuscitation Committee Chair who gave a 
presentation on Resuscitation Decision Making: A Trust-Wide Initiative on behalf of 
the winner of the competition. 

1.2        PK explained CPR and DNACPR and noted that in November 2015, DNACPR audit 
revealed that resuscitation decision making was poor. This led to the introduction of 
Treatment Escalation Plan (TEP) forms in 2016 so as to ensure that every patient 
had their ceiling of care discussed and documented and also signed off by a 
consultant within 24 hours. 

1.3        PK explained that the target was for all patients to have an appropriately completed 
TEP form by September 2017 through communication, engagement and education 
all of which are now at an advanced stage of progress. PK noted that the Trust is 
one of the first hospitals in the region to introduce such plan. 

1.4        PK noted that there is still room for improvement as shown during the review of TEP 
and DNACPR forms in January 2017. She advised that the TEP form has been 
revised in light of the results through extensive collaboration with senior critical care, 
medical and surgical consultants. The new TEP form was only introduced four 
months ago and there would be an audit in September. 

1.5        SC thanked the team and noted that it was good to know that the Trust is making 
progress in such a critical area 

2 Welcome and Apologies for Absence 
2.1 The Chairman welcomed everyone to the meeting.  Apologies were noted as 

detailed above.  
2.2 The Chairman welcomed and introduced KW, SM and AW.  

 
3 Quorum 
3.1 The Chairman confirmed that a quorum was present. 

4 Register of Interests 
4.1 The Board noted the register of interests.   
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5 Minutes of the Previous Meeting 
5.1 The minutes of the meeting held on 6 July 2017 were APPROVED as a true and 

accurate account of the meeting subject to a minor amendment.    
 

6. Matters Arising – Action Log 
6.1 The Board of Directors RECEIVED the Action Log and the following changes and 

updates were noted:   
 0376 – Action closed; 
 0385 and 0386 – DK confirmed that she had received a response to the queries. 

Work is in progress in respect of item 0386. It was agreed that these actions should 
be closed; 
387 - Action closed. 

 
7. Chair’s Report 
7.1  SC noted that work was underway in a number of workstreams throughout the Kent 

and Medway STP in order to develop new ways of working together as a whole 
system to provide care for the population of Kent and Medway more effectively. SC 
highlighted the public and stakeholder dimension to the STP and the need to carry 
them along. 

 7.2 SC advised that all relevant information in relation to the above would be shared in 
due course. 

8. Chief Executive’s Report 
8.1  The Chief Executive presented her report which was taken as read. The following 

points were highlighted: 
 Trust improvement plan: The intensive four week huddle on workforce and 

digital has been completed. Significant improvements have been seen in both 
areas and work has now begun on financial recovery. 

 The good news story of the Trust’s mortality rate which is now below 100. 
 Significant progress in the training and supervision of junior doctors. The Trust 

is now seen as an organisation where people desire to work with positive 
feedback from patients and members of staff always. 

 Medway CCG rated “good” in its annual assessment by NHS England. LD 
noted that an improved relationship with the Trust was a major contributory 
factor to this achievement. 

 Changes to the executive team were noted.  
8.2 LD noted that this was a good month in the Trust.  

9. Strategy 
STP Update 
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9.1 The report was taken as read. LD noted the progress made in Kent and Medway 
STP especially the establishment of the Medway, North and West Kent (MNWK) 
delivery board in addition to the East Kent delivery board. 

9.2 LD highlighted the plans for public and patient engagement and the series of events 
already underway in East Kent and West Kent. LD encouraged participation in the 
events focusing on the provision of urgent care in Medway.  Following a query from 
SD, GA confirmed that the first of such events would take place at 6.30pm on 9 
August at the Priestfield Stadium, Redfern Avenue, Medway. 

9.3 LD noted that further events are planned in the autumn to inform and engage 
stakeholders in service redesign and change. LD also noted the feedback from 
patients, the public and staff members from the listening events and commented 
that issues like transport, staff recruitment and retention amongst others are likely to 
be common themes across Kent and Medway. 

 
Trust Improvement Plan 
9.4   JD noted that of the 13 improvement workstreams, the financial recovery and 

development teams had kicked off whilst focus on patient flow, workforce and digital 
continues. It was noted that in the last month, workforce and digital workstreams 
had shown progress. 

9.5 Whilst some reduction had been seen from the initial improved four hour 
performance target, it was noted that the Trust is beginning to show a recovery 
towards the 95% target. JD explained that high attendances impacted the 
performance together with protocols which had to be constantly adhered to. JD 
noted that performance is now back to the required standard adding that the focus  
areas now are on embedding and communicating the new flow model, board 
rounds, etc. He advised that the weekend plan continues. 

9.6 CB provided an update on financial recovery which is the new focus area. He 
advised that 2020 has been working on that and have already started reducing the 
financial deficit whilst setting out a detailed plan to return to balance. CB noted that 
NHSI was due to visit on 4 August and that they have a robust plan which enables 
them give assurances that the needful is being done. CB added that Carter was 
being considered. 

9.7 Further to the above, TC commented that senior staff met and a presentation was 
given with lots of grounds covered and key financial issues identified. TC noted that 
the delivery phase is now being approached by launching the green belt 
development programme. The senior staff were said to have received this well and 
with enthusiasm and positivity.  

9.8 JD explained that the next steps for the improvement programme. LD noted that the 
role of communications in the Trust with regards to the BBB improvement 
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programme was Key. A short clip put together by the communications team was 
shown detailing the Trust’s effort to be brilliant for all.  

9.9 JB raised a query on the place of quality. Discussions ensued around this. JD 
explained that DHF and KR are active in this area though a fair challenge exists. TC 
advised that there is no conflict between quality and value as in the Trust, quality 
clearly takes priority over value. 

 
10 Quality 
 Integrated Quality and Performance Dashboard  
10.1 The report and dashboard for June performance was taken as read. KR noted that 

whilst the Trust did not achieve the four hour target for June, performance had 
improved to over 90% in June. KR explained  the improved performance was as a 
result of the continuance of the BB flow work stream, more work in the clinical 
control centre and more patients going through the discharge lounge. 

10.2 KR highlighted the following key points: 
 0 12 hour breaches in June 
 hour breaches for June 
 HSMR is currently below 100. KR noted that this significant achievement was 

due to staff efforts  
 Improved Referral to Treatment Time (RTT) performance though Cancer 

targets have not all been achieved. 
 Slight increase in the number of falls in June, She noted that this was within 

benchmark limits and that the Trust is not in any way complacent. 
 Complaints have slightly decreased 

 
10.3  There were discussions with regards to infection control and it was noted that plans 

were in place to improve this whilst noting the significant impact that a missed 
screen may have on performance. Cdiff post 72 hours and breaches from year to 
date were discussed with the 2 level 3 cases which may attract a fine of £10,000 
per case if  the Trust breaches end of year target. KR advised that control campaign 
initiatives and other ways of creating awareness are being looked into. 

10.4 JB raised concerns on Cdiff, LD noted that re-education had been done, junior 
doctors trained, app developed around the greenbook  and clear protocols are all in 
place.KR commented that there is usually an increase in Cdiff in this time of the 
year adding that data capturing and validation are being looked into as advised by 
EC. 

10.5 Following DK’s query on communication with the users of the hospital, and the 
public, KR confirmed that the Trust had considered putting signage in the floor and 
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other rotational initiatives, patients paddles promoting clean hands and keeping 
messages as fresh as possible.  

10.6 SC noted that steps needed to be taken to counter infections and advised this to be 
picked up in QAC and reported back to board. 
Action: Infection controls to be looked into in QAC and reported back to 
Board. 

 
Safeguarding Adults and Children’s Report 
10.7 The report was taken as read. KR noted that the report had gone to QAC and was 

here for noting adding that it is a statutory requirement to present an annual report 
to the board showing how the trust has met its safeguarding responsibilities. 

10.8 KR noted that Care Act 2014 puts adult safeguarding on a statutory footing whilst 
explaining the concept of safeguarding. KR noted that the Trust needed to 
demonstrate its commitment and duty to safeguard adults at risk as stipulated in the 
Care Quality Commissions Regulations. She advised that the report provided proof 
that these expectations are being met. 

10.9 KR stated that Children’s safeguarding was very high on the agenda, Delivery 
policies are in place, expert advice available and easy to access, training of staff to 
identify safeguarding concerns. KR noted that the report sets out safeguarding 
activities in the Trust and confirmed that safeguarding training is regularly reviewed. 

10.10  KR stated that DOLS audit show that members of staff have better awareness; she 
added that the team ought to be commended for the achievement since last year. It 
was noted that CQC children’s action plans are being delivered, the learning 
disability nurse has been fantastic and that a new person with learning disability 
background is being awaited to join the team. 

10.11 EW noted that training levels needed to improve and KR confirmed that 
improvement on compliance with regards to training was discussed at the last PRM. 
TM commented that the new training system MOLLY is more user friendly 
compared to the previous. JD confirmed this position and added that it has a better 
reporting and reminder system. 

10.12 SC thanked the safeguarding team. 
   
11 Performance 
Finance Report 
11.1 The report for Month 3 was taken as read. TC highlighted the following key points 
 

 Good progress was made with regards to the CIP target though more work still 
needs to be done 

 Cash remains tight and the Trust is managing to maintain the minimum balance  
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 Deficits and liabilities are really high. The team has been tasked to do a report 
so as to give assurances that debts are being chased. 

 The Trust is on plan with the revised forecast and good progress has been 
made in relation to the financial recovery plan 

 
11.2 TM noted that an area of concern was revenue and advised that the board will get a 

better sight of this at the next board. Interaction with CCGs and taking a joint 
approach was suggested 

 
Communications Report 
11.3    The Board noted the report. GA explained the methods adopted by communications 

in supporting the improvement plan in the various workstreams including finance 
recovery, digital etc and also in telling the story. GA explained that the work is going 
well as lots of people including members of staff and the people on wards are being 
reached out to. 

11.4 GA noted there is wider communication now as the team is getting more strategic 
and working in a more planned way. It was noted that in a bid to identify areas 
which require improvement, the team is aligned to directorates and projects. Survey 
results that come out have proved useful in knowing what needs to be done to 
improve the Trust’s services. 

11.5 In relation to social media, GA noted that the team had engaged thousands and 
thousands of people on twitter and facebook with short simple videos and 
animations being used to attract more interest. GA noted that there had been 
positive and negative posts, however, the positives far outweigh the negatives. 

11.6 MS inquired about the nature of the negative comments and how they are dealt 
with. GA confirmed that the team speaks with people on the telephone and address 
the issues for them where they are within the hospital team members go to them 
and ensure that issues are addressed. 

11.7 GA noted that the engagement officer continues to do terrific work on engagement 
and that talk on STP is included also. It was noted that governor coffee mornings 
have been planned to take place in Hoo on 16 September and Luton on 16 
November. 

 
Communications strategy 
11.8 GA referred to the report on Communications strategy noting that she wished to do 

some more work on it. As a result, she requested that this item be withdrawn from 
the agenda. 

11.9      SC obliged GA. This item was therefore withdrawn. 
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12.   Governance  
Board Assurance Framework (BAF) 
12.1 The report was taken as read. It was noted that there had been no adjustments in 

the scoring of the strategic risks since the board last reviewed the BAF in July, 
however there had been some positive updates and actions to address gaps in 
control. 

12.2     The Board was requested to note the Trust fire plan. TC commented on the fire 
risk work, the plan to increase the number of fire wardens and fire training. It was 
noted that the evacuation process was ready for final approval. It was also noted 
that Fire Service had visited and that the Trust would request for a report. 

13 The Board noted the BAF and the assurances therein. KW noted that the report 
would get clearer and easier to interpret going forward. 
 

Corporate Governance Report 
12.4       The board noted the report which gave a brief overview of corporate governance 

activities and issues arising. It was noted that a positive engagement meeting was 
held with the Trust’s Care Quality Commission Relationship Manager and 
inspection manager. A key matter discussed was the new insight dashboard which 
the CQC will be issuing. LD commented that the Trust’s former CQC relationship 
manager is coming back to the Trust 

12.5  KW made reference to the table of corporate policies and the few that still required 
review and approval. KW noted the standard of business conduct policy which has 
been changed or redrafted as a conflict of interest policy 

12.6       KW noted that a more detailed report on corporate governance would be provided 
to the board in September. Following a query by JP on whether the Trust’s 
Information management was in line with the new regulation, KW confirmed that it 
was. 

 
13    People  
Workforce Report 
13.1  The Board took the report as read.  JD highlighted the following from the report: 

 The workforce team works closely with the Director of Nursing. An incentive 
programme has commenced and has been encouraging as the exercise has 
increased the number of starters. 

 The Trust turnover rate and vacancy rate are reducing. The number of starters 
and leavers is encouraging. 

 A further 14 nurses were welcomed in July from the successful EU 
recruitment. And more are expected to arrive in October 
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 The Filipino nurses are undergoing some tests. The Trust’s target is 120 
altogether. 

 In relation to medical staffing, 6 middle grade doctors have been offered posts 
in ED. In Medicine, 11 MTIs have received offer letters. The Trust has offered 
its first physician Associate a post in trauma and orthopaedics 

 In relation to directorates metrics, turn over has decreased 
 Temporary staffing- last week experienced the lowest price cap breach of 129. 
 Agency spend reduced for the 3rd month in a role 
 Apprenticeship was launched on 6 July launched. To date the Trust has 83 

apprenticeship programmes to cover the next couple of months 
 
Workforce Race Equality Standard (WRES) 2017 
13.2     The report which was for discussion and approval was taken as read. JD noted that 

it is a requirement in NHS standard contracts to report on the WRES annually. He 
noted that when compared to the Trust’s first report in 2016, significant 
improvements can be seen from the 2017 report. 

 
13.3      The WRES 2017 report was reviewed and APPROVED by Board. 
 
14 Conflicts of Interest Policy 
14.1     SM presented the Conflicts of Interest Policy to the Board for approval. SM 

explained that there is a need for staff to understand and know their responsibilities 
with regards to declaring conflicts of interest.  

14.2     SM noted that when the policy has been embedded, potential conflict between 
public and private work would be considered.  

14.3     TC on the counter fraud dimension noted that at the Audit Committee, LS (Acting 
Trust Secretary at the time) was clear that the Conflict of Interest Policy is in line 
with national guidance. TC advised that the LCFS Self -Assessment would also go 
to the Audit Committee and that the idea behind this is to strengthen the 
communication of fraud awareness  

14.4      The Board APPROVED the Conflicts of Interest Policy. 

15 Quality Assurance Committee Report 
15.1 The Quality Assurance Committee had met on 28 July. EC highlighted the following 

key points; 
 IQPR- Certain unclear aspect had been clarified- Data quality is to be 

considered at a future meeting 
 Improved safe guarding training rates and safe staffing training rates 
 Risks associated with CQUINS   
 Small amount of data loss has been reported to commissioners 
 Reports to be presented at the next meeting including women’s and children 

directorate, management of controlled drugs and breast screening 
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 16        Council of Governors’ Update  
16.1     DK as Governor Board Representative noted that there is concern in relation to the 

smoke free policy as defaulters are still seen especially contractors on site, funding 
of post of wardens is not sorted and remains a bank position.  LD advised that the 
issue of contractors smoking at the hospital entrance will be addressed 
.Action:TC to pick the issue of contractors smoking on site up with the 
Director of Estates 

            16.2      Further to the issue above, KMC noted that at the recent Smoke-Free Committee, 
the role of the wardens being permanent was considered. KMC also noted that the 
Committee is not satisfied that the policy is well embedded and as a result it was 
agreed that the committee will continue to meet till next April. Managers are held to 
account for staff caught smoking. LD noted that at staff inductions, the smoke free 
policy of the Trust is made known and that clinicians are encouraged to talk to 
patients on this 

16.3  SC noted that it is important to lay good examples to patients and visitors as there 
are concerns in terms of health and also safety on buildings. Following the second 
query about the proposed meeting of Governors and Non-Executive Directors, SC 
confirmed that this will be arranged. 

 
17 Any other business 

17.1    JP referred to the increased security threat and advised that a report should be 
brought to Board on Terrorism. TC confirmed that discussions are on-going by the 
Executives in relation to the point raised. 

18 Questions from the members of the public 

18.1      A female member of the public raised a query on drug control in the Trust and 
referred to a recent incident where drugs returned to the Trust were not taken back. 
TC confirmed that this is a safety issue and that the Trust puts safety before 
finance.  Following another query, it was confirmed that all consultants and other 
members of staff have the housekeeping code. 

18.2      A male member of the public asked the following questions and answers were 
adequately provided; 

 Would the movement of Pathology to another location improve the turn-around 
time? It was confirmed that this is an expectation as there were plans in place 
for better service and a 24 hour service. 
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 As part of the communications strategy, could there be a question and answer 
forum on the internet for members of the public. GA advised that questions 
can be asked on the website adding that a lot of information require 
publication and the Trust constantly provides this information. There are also 
policies available on the internet. 

 In relation to hand sanitiser, has the Trust considered using volunteers at the 
entrance to prompt people to use. The suggestion was noted and would be 
considered by Board 

 Following a query in relation to the STP urgent care plan effective April 2019, 
SC explained that in terms of the STP, there are no outcomes that have been 
agreed but that collaborative efforts were being made by members of board on 
finding the best solution for the people of Medway and not on what contractors 
get what. 

 Following a query in relation to the improvement of clinical care for people of 
Medway through flow and whether more acute beds are needed in the Trust to 
assist the flow process. LD explained that many patients do not require acute 
beds once they have finished their acute phase of sickness, there is work with 
CCGs and others in supporting nursing homes and residential care, the Trust 
has an integrated discharge team who get people to the right place and there 
is an escalation ward  

 
Date of next meeting 
The next meeting of the Trust Board will be held on Thursday 7 September 2017.   
 
The meeting closed at 3.20 pm. 
 
 
Stephen Clark:     Date: 
Chair 
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Chief Executive’s Report – September 2017 
This report provides the Trust Board with an overview of matters t on a range of strategic 
and operational issues, some of which are not covered elsewhere on the agenda for this 
meeting 

The Board is asked to note the content of this report 

 

 

In and around Medway 

Our Improvement Plan – Better, Best, Brilliant 

We have been continuing with our Better, Best, Brilliant (BBB) improvement programme 
which was launched with a significant focus on patient flow through the hospital. Although 
we are continuing with our work within the Trust to improve flow to ensure a better patient 
experience, we have now made progress in rolling out more workstreams across the Trust. 
These were identified in April to fulfil our strategic objectives. Staff involved in leading the 
improvement work have been trained in improvement methodology so that projects can be 
implemented at pace with clear results. Improvement projects are Executive-led with support 
from 2020 Delivery.  

It is important that the improvements we put in place are sustainable, and that the 
methodologies we employ are embedded so that we develop a continuous cycle of 
improvement.  

   

Fire Safety 

The Trust has continued to work with Kent Fire and Rescue Service and NHS Improvement 
in the light of increased vigilance following the Grenfell Tower fire in London. The Trust takes 
fire safety extremely seriously and there has been a continued focus on reviewing fire 
evacuation plans, updating staff training and ensuring that there are trained fire wardens in 
each area. We have also reminded our staff to be vigilant, to keep the corridors free of 
rubbish, and to ensure fire doors remain closed.   

Significant incident 

Last month we dealt with an incident in one of our theatres, which resulted in a significant 
incident being called. A quantity of formalin (a preserving chemical) had been spilt as a 
surgical procedure was drawing to a close. The patient was moved to recovery away from 
the area, and staff who had been in the area were checked in ED to ensure they had not 
been affected by the chemical. Due to the prompt action of colleagues I am pleased to say 
patients were kept safe at all times and our well-rehearsed plans were followed. The incident 
was stood down within 30 minutes. We will, of course, be considering any lessons learnt. 
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Pharmacy trainees 

In July, Health Education England carried out a ‘quality management’ visit at the Trust 
following feedback from some of our pharmacy trainees. Following the visit, Health 
Education England wrote to me advising that they had concerns about our current capacity 
to provide the level of support required for trainees. 

I am pleased to say that since then further discussions have taken place, and as a result 
HEE is now reassured about arrangements which will be put in place to provide adequate 
support to the trainees over the next year. This will take into account current staff vacancies 
and the anticipated training requirements across all pharmacy staff, particularly Pharmacy 
Assistants, over the next six months.  

HEE has therefore confirmed that it will continue to commission Preregistration Trainee 
Pharmacy Technician training at Medway, which is really good news. 

Stroke peer review 

This month we welcomed visitors from the Royal College of Physicians and Sentinel Stroke 
National Audit Programme for a peer review of our stroke services. They are undertaking 
similar reviews at all the Kent trusts. Our team did very well and initial feedback was positive 
and encouraging in terms of the future of stroke services. 

Stroke and vascular services 

Reviews over both stroke and vascular services across Kent and Medway have been carried 
out over the past two years. 

It is recognised that in both cases changes are needed to the way services are provided to 
ensure better patient outcomes. 

Locally the CCGs and NHS England have been engaging with service users to test criteria 
that will determine future options. We will ensure updates are provided as this work moves 
into the next stages. 

The work comes under the umbrella of the Kent and Medway Sustainability and 
Transformation Partnership, although it began before the STP was formed, 

 

Kent and Medway Sustainability and Transformation Partnership 

Work is continuing in a number of workstreams throughout the Kent and Medway STP. 
Particular developments have been made through the productivity workstream, for example 
looking at the temporary workforce, with many workstreams already beginning to look at how 
to develop new ways of working together as a whole system to become more efficient and 
provide care for the population of Kent and Medway more effectively.  

There have been two workshops held to discuss the preferred options for  the Accountable 
Care Partnerships (ACPs) for Kent and Medway. The workshops have been productive and 
allowed for good debate around how health and social care should be shaped. Discussions 
will continue so we can arrive at the best solution for the delivery of care for all our patients.    

Medway, North and West Kent Delivery Board 
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On 18 August 2017, I chaired the third meeting of the delivery board for Medway, North and 
West Kent. The board is starting to take shape and beginning to carve out areas where 
progress can be made quickly such as addressing hospital length of stay. This will be a great 
way to demonstrate how primary, secondary and local care organisations can work together 
to improve the patient journey. 

Value in healthcare 

The South East Clinical Senate has just released a new publication on value in healthcare. I 
was interviewed as part of compiling this document. 

 
Senate Chair Dr Lawrence Goldberg says delivering 'value' to patients and the population is 
seminal to future NHS healthcare provision, but awareness of the concept of value in 
healthcare (and the associated need to deliver and measure more meaningful patient 
focussed outcomes, shared decision making, understand total pathway costs, and avoid low 
value activity), is not widespread amongst the clinical (and managerial) community. The 
short briefing document is intended to help spread understanding of these concepts as we 
all look to make the best clinical decisions for our patients and population, whilst targeting 
NHS resources for maximum patient benefit. 

 

ACHSM Conference 

At the end of September, I will have the pleasure of speaking at the ACHSM conference in 
Australia where I have been asked to talk about my experiences at Medway Hospital and the 
differences that I have seen between the UK health system and the Australian one. It has 
given me a lot of time to reflect on how some things are very different yet the focus on 
quality and safety are the same.  

 

Tackling social isolation 

The Trust is working with Medway Council, police, higher education, the Clinical 
Commissioning Group and other partners to tackle social isolation in our community. The 
project is in its early stages but is looking at any additional support that is needed to support 
people who become isolated for various reasons. It will also help signpost help that is 
already there but not widely known.  

The initiative has come from Chief Executives and other leaders in Medway who recognise 
the close relationship between social isolation and poor health, as well as the impact on 
other aspects of lifestyle. 

 

New centre in Strood 

A multi-million pound project to create a new children’s and young people’s health and 
wellbeing centre in Strood reached its latest milestone at the end of August as the building 
was officially handed over. 

The new Child Development Centre on the site of the former Temple School, Strood, is to be 
called The Snapdragons Centre. 
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The new facility will provide a centre for local children and young people to access 
community healthcare services delivered by the Trust, Medway Community Healthcare 
(MCH), and Medway Council. 

 

Away from Medway 

NHS Improvement Single Oversight Framework and Use of Resources 

NHS Improvement is proposing a number of updates to its Single Oversight Framework 
including changes to some of the triggers and metrics it uses to identify support needs. At 
this stage NHS Improvement is seeking views on the proposals.  

A Use of Resources framework has also been published by NHS Improvement and the Care 
Quality Commission following a period of consultation. Use of Resources assessments aim 
to help patients, providers and regulators understand how effectively trusts are using their 
resources to provide high quality, efficient and sustainable care. This is in line with the 
recommendations of the Carter review, which we are now raising awareness of with our staff 
as part of our financial recovery plan. 

GP referral review 

As demand for hospital services rise, reducing unnecessary primary care referrals remains a 
real challenge for Trusts and CCGs. New NHS England guidelines designed to address this 
challenge hit the headlines yesterday, following the leak of an NHS memo in Pulse Today. 
The scheme is being expanded nationwide from next week, following a pilot in Darlington 
and Hartlepool and Stockton-On-Tees CCGs. 

The memo suggests that CCGs will scrutinise practices’ referrals by asking them to ensure 
that there is a clinical peer review of all non-urgent referrals. More than half of CCGs have 
already implemented a peer review system according to NHS England. 

The good news is that the guidance makes it clear that GPs will retain responsibility for each 
patient and make the final decision. 

 

‘Retire and return’ guidance 

The Department of Health has published guidance about  re-employing staff who receive an 
NHS pension, sometimes known as ‘retire and return’.  

The guidance says in future decisions should be made on a case by case basis, and 
approval given only where there is a business case and value for money is demonstrated. 

The guidance follows criticism of the cost to taxpayers when senior managers, consultants, 
nurses and other staff retire and claim their full NHS pension benefits but then return to work 
earning additional money. 
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Assessing the role of EU citizens in our economy and society 
 
The Home Secretary has asked the Government’s independent advisers on migration, the 
Migration Advisory Committee (MAC), to complete a detailed assessment of the role of EU 
citizens in the UK economy and society.  
 
The MAC, which comprises a group of internationally recognised experts in their field, will 
examine the British labour market, the overall role of migration in the wider economy and 
how the UK’s immigration system should be aligned with a modern industrial strategy. 
 
This commission does not affect EU citizens already living here. It concerns the future 
immigration system. Over the coming months the MAC will consult widely with businesses, 
employer organisations and EU citizens working in the UK. We would expect this to include 
the NHS. 
 

Kent County Council restructure 

 

Kent County Council has appointed Anu Singh as its new Corporate Director, Adult Social 
Care and Health.  Anu is joining Kent from NHS England.  She took up her post on 29 
August 2017 and will assume the statutory function of Director of Adult Social Services. 

Andrew Ireland will continue with the Council as the statutory Director of Children’s Services 
until the arrival of the appointed person into that role, and will be leaving Kent County 
Council at the end of the year. 

NHS England – new Director of Primary Care Delivery 

NHS England has announced that Dominic Hardy will become its new permanent Director of 
Primary Care Delivery. 

Currently Director of Commissioning Operations in Wessex in the NHS England South 
region, he will take over from Rosamond Roughton in October. He will be responsible for 
primary care, including the Five Year Forward View Next Steps targets, delivering the 
General Practice Forward View (GPFV) and the public health agenda. Key areas of 
responsibility includes expanding the GP workforce, delivering improvements to primary care 
facilities, supporting technology implementation and creating more diverse teams to support 
staff and patients. 
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Report to the Board of Directors 

Board Date:       Agenda Item:  

 

Title of Report 
 

Well-Led Review  

Presented by  
 

Chief Executive 

Prepared by  Sheila M Murphy 
Committees or Groups 
who have considered 
this report 
 

 
Well Led Review feedback to Board  workshop 

Executive Summary 
 

The purpose of this report is : 
 
To inform the Board of the findings of the Well Led Review, 
recommendations and action to be taken 
 
Key points are : 

 Achievement in moving out of special measures 
 Confidence in Trust’s ability to continue to implement  

necessary change 
  

 
Resource Implications 
 

Not Applicable 

Risk and Assurance 
 

Not Applicable 
 
 
 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
Review of best practice for support, induction and development 
of the Board and Governors. 
 
 
 

Recovery Plan 
Implication 
 

Not Applicable 

Quality Impact 
Assessment 
 

Not Applicable 

Recommendation 
 

 Note 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

    

9b 
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Executive Summary 
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This paper is presented for information to the Public Board to summarise the findings 
of the Well Led Review, its recommendations, action the Trust has identified to 
address those recommendations. 

 
1 Summary 
The Foresight Centre for Governance (FCG) at GE Healthcare Finnamore undertook 
a Well Led Review in accordance with NHS Improvement’s Well Led Framework and 
The Healthy NHS Board Principles of Good Governance.  FCG reported back to the 
Board in a private session Workshop on 6 July 2017.           
 

2 The Well Led Review (the Review) 

The Review took into account multiple perspectives including online surveys of 
Board members and stakeholders, observation of the Board and Board committees, 
focus groups of senior clinical staff and Governors and a review of key strategies 
and policies, organisation structure, Board and Board committees’ papers and 
minutes.  

The Review noted the considerable achievement in moving from special measures 
during a time of difficult circumstances including several changes to the Board 
membership. It acknowledged real strengths in areas where change is known to be 
difficult and the maintenance of an extremely positive attitude despite the challenges 
faced by staff.  Inherited issues were not all considered to be within the control of the 
Board or Trust; recruitment challenges caused many problems including financial 
difficulties.  The review also acknowledged that plans are in place with the potential 
to address these issues. 

The Review identified that many of the less positive findings were associated with 
structure and process and commented that given the Trust’s recent achievement it 
has the ability to successfully implement necessary change. However there were no 
red flags identified. 

The Trust needs to consolidate and sustain the gains before moving on to new 
priorities. 

 

3 Key Recommendations 

In total 16 key recommendations were identified: 

1. Clarify the Trust’s strategic position regarding the Kent and Medway STP. 
2. Standardise risk management across Directorates driving a streamlined 

corporate approach. 
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3. Greater support and development of the Board and its members. 
4. Consideration of the Board alternating its formal meetings in public with more 

informal strategy of development sessions. 
5. Consider CEO/Executive Director succession. 
6. Support of the Director of HR and OD, Directorate leaders and others 

implementing people development programmes including staff development. 
7. Develop standard operating procedures to support learning and development  
8. The Medical and Nursing Directors should clearly design and own quality and 

clinical governance processes and account to the Board. 
9. Quality governance should recognise the interdependence between quality 

and other aspects of the Trust’s business. 
10. Clarify the structure and roles of the corporate and directorate level 

committees, their structure and effectiveness. 
11. Clarify workings of the Quality Assurance Committee and Quality Assurance 

Group. 
12. Potential to develop the IQPR to include financial performance; triangulation 

of data sources; further analysis of performance trends. 
13. Build confidence in its escalation and performance management processes. 
14. Consider Governor representation on Board committees and sub-committee 

to reduce duplication of Governor working groups. 
15. Consider how to more actively involve clinicians and other staff in strategic 

discussions. 
16. Utilise benchmarking and other comparative information. 
17.  

4 The Workshop - Priority Actions Identified  
1. Structure and cycle of board and committees 

2. How to leverage the capabilities of the board 

3. Strategic behaviours in the wider economy 
4. Board roles and behaviours 

 

1. Structure and cycle of Board meetings 
What Timeframe Who 

Bi-monthly public meetings with other 
meeting being 
strategic/development/private 

Start   
September 
2017 

Lesley Dwyer, 
Stephen Clark, 
Jo Palmer 

Clarity around the purpose of the board: 
Strategy 
Performance insight 
Culture 

Start 
September 
2017 

Lesley Dwyer, 
Stephen Clark, 
Jo Palmer 

Further work needed on: 
-Role of board committees 

Start 
September 

Lesley Dwyer, 
Stephen Clark, 
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-Role of Governors 
-Formalised structure of assurance visits 
which includes governors 

2017 Jo Palmer, 
Sheila Murphy 
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2. How to leverage the capabilities of the board 

What Timeframe Who 
Issues: 
-Capacity to deal with issues 
-Is it a group of individuals or a cohesive 
group? 
-Is the Board collaborative 
-Blame culture – safety in numbers 
-Taking responsibility for areas 
 
Approach/Actions: 
-Each Board member has a lead separate to 
their job. e.g. Charity, Governors. 
-Differentiate between board and strategy. 
Strategy is dialogue, not just receipt and 
presentation of information which is the 
current norm. 
-Currently no “joint” output from the board. 
Using a bi-monthly board strategy day would 
help to create the environment to generate 
this. 
-Recruit appropriate infrastructure support to 
ensure board/committee papers and agendas 
are ready 7 days before meetings 

September 
2017 

Lesley Dwyer to 
lead 

 

3. Strategic behaviours in the wider economy 

What Timeframe Who 
Core principles: 
-Advocacy for the people of Medway and 
Swale 
-Social responsibility 
-Public engagement 
-Inclusion/Accessibility 
-Leadership of Health system 
-Financial stability 
-Strong and clear Governance 
-Aspiration to be in the top decile of 
performance in care 
-Focus on population health to achieve 
best outcomes 
 
Approach/Actions 
-Refocus the STP group to include Non-
Executive Directors and possible governors 
-Strategic priorities - focus 
-Sense check clinical comments 
-Board development sessions 

Start immediately Lesley Dwyer to 
lead but agree who 
will take lead on 
specific actions 

Page 30 of 468.



-Governor member meetings (September) 
-Engage Systems Partners (CCG, Council, 
Community Health, Universities) 
  

4. Board roles and behaviours 

What Timeframe Who 
Issues 
-Clarity of roles 
-Interdependencies of roles 
-Etiquette/Conduct 
-Informal conversations- time to build 
ownership – conversations give assurance 
-Visible challenge 
-Expectations of each other – mutual respect 
Actions: 
-Change public board meetings to bi-monthly 
and use alternate months for board 
development 
-Focus less internal – joint GEMBA – 
Executive Directors/Non-Executive 
Directors/Governors 
-Regular touch-points – Executive 
Directors/Non- Executive Directors 
-Build on partnering 

August-October 
2017 

James Devine and 
Glynis 
Alexander 

 
5 Conclusion 
It was also agreed that the Well Led Report is sent to the Trust’s regulators and 
Governors.  
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Appendix 1 

This paper is to inform the Board of the anticipated cycle of Board meetings and to 
note current Board and Governor Committees and working groups.  

Further to discussion and agreement as to appropriateness, it is proposed that the 
Board meets two monthly with the next full Private/ Public Board meeting to take 
place in November.  An additional Private Board meeting could take place in the 
intervening month to promote greater discussion with the Executive and Non-
executive directors. 

The process of preparation for Board meetings, specifically timelines and quality of 
reporting providing assurance is to being reviewed by the Trust secretariat  - it is 
anticipated changes will be implemented before the next Private/Public Board 
meeting. 

Board Committees 

Nominations (EDs and NEDs), 

Audit, 

Remuneration,  

Finance, 

QAC (one Governor attends and currently one public member is present) 

Charity (two Governors attend) 

Governors Committees/Groups 

Patient Engagement Group 

Membership Engagement Group 

Quality Working Group 

Governors Steering Group 

Induction 

An induction/refresher induction day is being organised for Governors and is due to 
take place on 2 October with a representative from NHS Providers attending. 

It is anticipated that induction for NEDs will be reviewed and formalised by mid 
October. 
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Board Report    

Report date: 07 September 2017    Agenda Item:  

 
Title of Report 
 

 
Better, Best, Brilliant – Our Trust Improvement Programme 

 
Presented by  
 

 
James Devine, Executive Director of HR&OD and Improvement 

 
Lead Director 
 

 
Lesley Dwyer, CEO  

 
Committees or Groups 
who have considered 
this report 
 

 
Executive Group 
 
 

 
Executive Summary 
 

 
The Board approved the Business case for the appointment of 
2020 Delivery to support the Trust in the Better, Best, Brilliant 
Improvement Plan.  
 
2020 Delivery have been working to the Trust Executive and 
importantly with Trust staff and Stakeholders to identify and 
support improvement initiatives.  
 
The Executive Group has previously focused all Trust and 2020 
effort on improving Patient Flow which is number 1 in our list of 
13 improvement work streams.  
 
Patient Flow: The performance ranges between 82.6% (week 
14) to 93.6% (week 12) in the last four weeks, this range is 
similar to the performance range in the preceding four weeks 
(weeks 8 to 11).   The important step is toward sustaining 
performance at or above the target.  The methodology we are 
using to support the programme means that we are constantly 
evaluating and looking at where changes need to be made to 
achieve a sustained improvement in meeting the four hour 
performance target.  To do this, we are focussing on embedding 
and communicating the new flow model; standardisation of 
processes in flow-critical areas; co-ordination of flow- critical 
activity; and improving discharge processes and reducing length 
of stay. 
 
Financial Recovery Workstream:  As part of the BBB 
programme, we are now also supporting the financial recovery 
workstream and specifically the cost improvement programmes. 
 
The Board is asked to note progress and the further work 
outlined.   

 
Resource Implications 

 
As outlined in the presentation. 

09c 
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Risk and Assurance 
 

 
The core risk is continued non delivery of the 4 hour ED 
standard. Risk mitigation and assurance so far is attached in the 
presentation, there remains more work to do. 
 
Sustainability of the improvement workstreams is a risk and all 
actions contain elements for medium to long term sustainability. 
 

 
Legal 
Implications/Regulatory 
Requirements 
 

 
None at this point. 
There is the clear expectation that further improvement in 
services standards and ratings in made. This programme will 
enable us to do that. If we do not then further regulatory action 
will follow.  
 

 
Recovery Plan 
Implication 
 

 
As above. 

 
Quality Impact 
Assessment 
 

 
All actions continue to follow an appropriate QIA process 

 
Recommendation 
 

 
The Board is asked to note the progress made in the report 
and the further work required. 

 
Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

 X 
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Better, Best, Brilliant 
Our improvement programme 

Board Update 6th September 2017 

Page 35 of 468.



We now have six Improvement Teams and 14 Green Belt projects up and 
running and are planning the next phase of improvement work 

2 

Integrated 
health care Innovation Our people Financial 

stability 

Patient flow STP Quality 
Care 

redesign & 
Networks 

All Improvement work 
aligns to our strategic 
objectives for 
2017/2018 

We established 13 
Improvement Teams 
and are currently 
reviewing their scope to 
agree the next 
priorities for the BBB 
programme to focus on 

We have so far 
prioritised improvement 
work across six  
improvement teams 

We also launched 14 
‘Greenbelt’ projects  
to drive forward discrete  
projects across some of 
the improvement teams 

Digital Developme
nt 

Informatics 
and 

Analytics 
Workforce 

Culture & 
Engageme

nt 

Governanc
e & 

Standards 

Financial 
recovery 

Commercial 
effectivenes

s 
Estates 

Improving 
use of 

existing 
digital 

technology 

Developme
nt 

Programme 

Safe and 
sustainable 

medical 
and nursing 

staffing 

Governanc
e and 

standards 

FRP 
developme

nt 

Emergency 
flow 

3  
patient flow 

projects 

2 
 quality 
projects 

2  
workforce 
projects 

1  
C & E 
project  

1 
Developme
nt project 

1 
CE project 

1  
analytics 
project 

2  
FR projects  

STP Quality 
Care 

redesign & 
Networks 

Informatics 
and 

Analytics 

Culture & 
Engageme

nt 

Commercial 
effectivenes

s 
Estates 

STP 
Care 

redesign & 
Networks 

1  
Digital 
project 

Governanc
e & 

Standards 
Estates 
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77.1% 

92.2% 93.8% 97.0% 95.5% 
90.8% 

88.4% 

86.5% 
82.9% 

87.5% 

94.3% 
87.9% 

93.6% 
88.2% 

82.6% 

89.7% 

Historical
Average

21st May 28th May 4th June 11th June 18th June 25th June 2nd July 9th July 16th July 23rd July 30th July 6th
August

13th
August

20th
August

27th
August

Week ending 

Although weekly 4 hour ED performance has been variable, since Flow Month 
every week has been over historical average, reaching 90% overall 

3 

AVERAGE WEEKLY PERFORMANCE AGAINST THE 4 HOUR ED TARGET 

Source: Trust data from QlikView 
Historical average: 1st January to 14th May 2017 

95% target 

Average since 
FM = 90.0% 

4-hour ED performance 

Historic average 
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We now want to ensure that performance is sustained and are focussing on a 
number of key areas 

• Development, dissemination and implementation of SOPs, one-page guides and directives in a number of 
flow critical areas: 

– Outliers 
– EDD – definition and use 
– Board rounds 
– Weekend planning 
– ED escalation when reaching certain capacity 

4 

Standardisation of 
processes in flow-
critical areas 

Coordination of flow- 
critical activity 

Embedding and 
communicating the 
new flow model 

• Embedding weekend preparation starting on Wednesday through the CCC, including identification 
of patients for weekend discharge and strengthening criteria-led discharge 

• Roll out of use of ExtraMed for live bed updates, with education of the ward and bed management 
teams 

• Introduction of 26 ambulatory care pathways, with associated referral criteria 
• Cementing the acute admission model, based around MAU/SAU and Short Stay Wards with a maximum 

stay of 48 hours 

Improving discharge 
processes and 
reducing length of stay 

• Implementation of the ‘10x10’ rule – aiming to release 10 beds from back-end wards by 10am 
• Streaming of patients from MAU based on their EDD – if <48 hours, then SSW, if >48 hours then back 

end wards 
• Expediting the EDN/TTO process through early medicines reconciliation/pharmacist prescribing on acute 

wards 

4-hour ED performance 
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-£1,945,000 

-£10,159,000 

-£30,535,000 

-£52,514,000 

-£42,856,000 

-£37,800,000 

£0 

2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2020/21

We have largely completed our Financial Recovery Plan, which sets out our 
plan for returning to balance by 2020/21 

5 

MEDWAY NHS FOUNDATION TRUST DEFICIT BY YEAR 

Source: MFT finance, July 2017 

2017/18 
control total 

Financial 
Recovery 

Plan 

Financial recovery 
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The focus is now on delivering cost improvements quickly 

• 2017/18 CIPs and the CIP pipeline come to a total of £10.5m 
• Month by month, we will monitor closely and take all necessary action to ensure that delivery is on 

track 

6 

CIP delivery 

CIP development 

We have identified a further £36.6m of opportunities which we are rapidly developing into CIPs. Our work is 
currently focussed on the following areas 
• Temporary staffing, including consideration of rates of pay and agency → bank → substantive 

‘conversion’ 
• Analysis of staff productivity 
• Mapping opportunities to specific improvements at the specialty level 
• Service Line Reporting 

 

Identifying further 
opportunities 

Beyond the above, there is still a remaining financial gap to be bridged over the next 3 years. New 
opportunities are being scoped in the following areas. 
• System-wide opportunities 
• Reducing the spending on outsourcing 
• Corporate benchmarking 
 

 

Communications and 
staff engagement 

• The scale of the financial challenge has been communicated Trust-wide 
• Staff engagement events are being used to generate Cost Improvement ideas 
• A new Cost Improvement Plan (CIP) email address has been set up and the ideas are coming in thick 

and fast 

Financial recovery 
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The programme will begin new improvement work on estates, workforce and 
continuing to expand the development programme 

7 

Development 
Programme 

Workforce  

Estates   

• Deliver further Introduction to Improvement training including ‘Train the Trainer’ sessions in order to 
spread a consistent improvement methodology across the Trust and build a cohort of trainers 
within the Trust to ensure that the Improvement Programme is sustainable 

• Launch the second wave of the green belt development programme, involving training and 
mentoring over 5 months as participants deliver improvement projects and build capability 

• Launch the yellow belt development programme, involving lighter touch training and mentoring linked 
to improvement projects 

• Scoping and supporting a workforce review including a review of establishment, grades and roles, and 
internal and external benchmarking 

• This will also link into the ongoing work to increase the proportion of substantive staff and reduce 
temporary staffing costs  
 

• Identify cost improvement opportunities within Estates, including new ways of working, streamlined 
processes and assurance 

Next steps 
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Report to the Board of Directors 

Board Date: 7th September 2017     Agenda Item  

Title of Report 
 

 
Integrated Quality Performance Dashboard - Update 

Presented by  
 

N/A 

Lead Reporting 
Director 
 

Executive Team 

Committees or Groups 
who have considered 
this report 
 

Draft to Quality Assurance Committee  
Draft to Quality Improvement Committee 

Executive Summary 
 

To inform Board Members in the form of a flash report of July’s 
performance across all functions and key performance 
indicators. A full report will be presented to the next Board. 
 
Key points are: 
 The Trust did not achieve the four hour ED target for July 

and performance has decreased from 91.05% in June to 
88.48% in July. The main reasons for this as outlined by 
the Operational Teams are; 

o July saw the continuance of the Better, Best, 
Brilliant (BBB) Flow work stream. 

o The ED streaming process continues to redirect 
patients to a more appropriate place of care 
within the primary care setting. 

o Lister ward remains as a 24hr acute medical unit 
to increase flow in the evening and an ambulatory 
emergency care unit 7 days a week. 

o The reconfiguration of surgical bed base has 
resulted in a larger Surgical Assessment Unit with 
co-located specialties. 

o The discharge lounge continues to see up to 40 
patients per day, allowing better patient 
experience and much earlier provision of bed 
availability, which in turn, improved flow and 
performance. 

o However, July saw an over 6% increase in total 
attendances compared to June.  This was also a 
2.3% increase compared to same month last 
year. 

o Ambulance arrivals in July also increased by 5% 
compared to June. 

o Admissions also increased by 4% in July. 
o Bed occupancy remains steady at 94.92% for 

July compared to 94.48% in June.  
 

 
 The Trust has reported a total of one 12 hour breac in 

July.  

10a 
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 HSMR data reported in this month’s IQPR is for the period 

from April 2016 to March 2017 and is the final year-end 
position. This is currently 98.50, which is below the national 
benchmark. 

 
 This month saw an 18.92% increase in the number of 

Mixed Sex Accommodation breaches, which totalled 44 
in July.  The Trust is currently reviewing the source and 
methodology of the MSA reporting since the adoption of the 
Extramed System, and the increased use of Lister Ward as 
an assessment unit.  

 
 RTT performance has improved to 84.08% from 82.42%.  

This is below the national standard of 92%, however this 
remains above the agreed trajectory. Currently just over 
one month ahead, for delivery of the standard by the end of 
January 2018. 
 

 
 Cancer targets have not all been achieved. The 2 week 

wait performance increased by 14.58% to 88.22%. This 
was predominantly due to the historical clinic capacity 
issues in Skin as a result of ongoing Consultant vacancy 
and lack of clinical capacity in Dermatology. 
 

 There was a 5.19% decrease in the number of falls in July 
(73) when compared to June (77). 

 
 69 complaints were reported in month, an increase on 

June’s 62.  The number of complaint returners has 
remained the same at 4. 
 

Resource Implications 
 

N/A 

Risk and Assurance 
 

See report 
 

Legal 
Implications/Regulatory 
Requirements 

 
N/A 
 

Recovery Plan 
Implication 
 

Supports the  Recovery Plan in the following areas: Workforce, 
Data Quality, Nursing, Finance 

Quality Impact 
Assessment 
 

See report as appropriate 

Recommendation 
 

N/A 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

  X
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Integrated Quality and  
Performance Report 

August 2017 

Please note the data included in this report relates 
to July performance. Executive updates are now 
included within this report. 
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    patients 
arrived at ED via ambulance 

which is  a 5.07% increase on 

last month 

   
                Patients 
visited our ED , which  

is a 6.0% increase on the 

previous month, with 88.48% 

seen within 4 hours, compared to 

91.05% . 2332 Patients  

were admitted, with an decrease 

in conversion rate to 22.04% 

compared to 22.63% in June. 

        417 Babies were 

delivered in the month of July 
(28 less than June) with  
Emergency C-Section rate with a 

slight increase of 3.69% from 

the previous month to 23.02% 

July’s Story…. 

3 

3339 10581 

41.9%  

There were 5498 total patient 

admissions July, and  

5491 patients were discharged. 

 
 
 

Of ambulance 
patients were 
seen in under 15 
minutes 

24650 Patients attended  

an outpatient appointment 

with 9.34% DNA rate 

which is a decrease of  

0.01% on last month 

There were 73 total falls 

in July, compared to 77 
 in June 

82% of staff have had an 

appraisal compared to 80%  
in June 

         Bed Occupancy                         
           increased by  

         0.44% in July 

to 94.92%.   

 HSMR is 98.50 and 
within expected parameters 
(92.92 – 104.32).  This has been 
the lowest rate for the Trust. 
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4 

              RTT Overall Incomplete                          

Pathways for July was 84.08% 

which improved by 1.66% on 

previous month.  We remain on 
our improvement trajectory. The 

trust also reported 25 x 52 
week waiters which increased by 

4 compared to June 

2 Week Wait cancer 
performance for June 

was 88.22% (reported one 

month in arrears) . This is a 

14.58% improvement on 

May’s performance 
 

2 Week Wait symptomatic 
breast dropped below the 

target of 93% in June with 

performance of 89.58% - 
improved by 7.86% 

                 97.79% of  patients 

waited under 6 weeks for 
diagnostic tests in the month 
of July, this has improved by 

1.64% since June’s reported 

performance 

We received 69 complaints in 

July, increasing from those 

received in June by 7. The 

number of complaint returners 

remained the same in July at 4 

There were 44 Mixed 

Sex Accommodation 
 breaches in 
 July
 which is a  

 18.92% 
increase on June’s 
performance 

31 day subsequent  treatment 
surgery cancer target was 

achieved at 100% in June 

(reported one month in arrears) 
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Executive Summary 

Safe Page 11 

Compliant with target 

Breaching target 
Legend 

Infection Control 
MRSA bacteraemia - no cases in July 
 
C Diff post 72 hours - one case in Arethusa.  This is the second case on this ward within a month.  Post-infection review is still outstanding.  However, 
provisional surveillance from the IPCT revealed that the patient received appropriate multiple antimicrobial therapy for gangrenous leg ulcers but did 
not have a risk assessment undertaken at the onset of the patient’s T 5-7 stool.  The Ribotype differed from the previous case and therefore no cross 
transmission.  This is the Trust’s tenth case for the financial year against a trajectory of 20. 
 
MRSA Screening - above 95%.  However, recurring issues include number of urine samples are not tested due to mislabelling.  Wards are given written 
feedback of areas of non-compliance which should be addressed as part of the Directorate HCAI action plan. 
 
Pressure Ulcers 
One Grade 4 pressure ulcer has been reported this month.  The 89 year old patient was admitted due to being generally unwell, with a history of 
dementia, bed bound and poor nutrition. A grade 3 pressure ulcer was declared which was declared as a Stage 4  following autolytic debridement just 
prior to the patient becoming end of life, this is now subject to a serious incident investigation.   
 
NICE Technology Appraisals (TA) 
There were 7 TAs published in July 2017, 3 of which were terminated by NICE.  The remaining 4 relate to Acute Paediatrics, Gastroenterology and 
Cancer Services.  1 TA has been assessed, with a further 3 to be assessed by 31 October 2017 (the 90 day standard deadline). 
  
NICE Clinical Guidelines (CG) 
There were 3 CGs published in July 2017, relating to Cardiology, Acute Paediatrics and Neurology.  These are all within the 90 day deadline of 31 
October 2017.   
  
NICE Quality Standards (QS) 
There were no Quality Standards published in July 2017. 
  
Other news 
The NICE & NCEPOD Facilitator attends Directorate, Specialty and Governance meetings, as well as meeting with individual clinicians to ensure full 
response and implementation of NICE Guidance within 90 days. 
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Serious Incidents 
 
As at 2nd August 2017, there were a total of 135 open Serious Incidents (SIs) including SIs that are subject to an active investigation (88), SIs that have been 
submitted for review at the CCG SI Closure Panel and referred back to the Trust for further information (4) and SI investigations that have been completed 
and are awaiting review at a forthcoming CCG SI Closure Panel (43). 

• Open  SIs within allocated timeframe – 49 
• Open SIs breaching the allocated timeframe – 86 
• New SIs reported on STEIS in July 2017 – 7 
 

In line with the NHS England SI Framework (2015) and Schedule C (Quality) of the NHS Standard Contract 2017/18, the Trust is required to: 
• Report 100% of all serious incidents within 2 working days of the incident being reported on Datix. Trust wide compliance with notification of an 

incident to STEIS/CCG was 12% in May, 19% in June 2017 and 71% in July 2017. 
• Submit a 72 hour report to the Clinical Commissioning Group (CCG) within 3 working days of the SI being reported.  Trust wide compliance with 

provision of a 72 hour report to the Clinical Commissioning Group (CCG) within 3 working days was 67% in May, 56% in June 2017 and 80% in 
July 2017. 

• Submit 100% of all serious incident final reports to the CCG within 60 working days.  Trust wide compliance with submission of a final report to 
the CCG within 60 working days was 56% in May, 10% in June 2017 and 7% in July 2017. 

 
The Quality Team will be providing Root Cause Analysis - Management of Serious Incidents and Duty of Candour training. The purpose of this course is to 
provide delegates with the knowledge and skills necessary to facilitate an effective root cause analysis investigation. There are two sessions scheduled for 
each month during the period from August 2017 to December 2017. 
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New VTEs 
 
The data collected from the Safety Thermometer (ST) monthly audit provides data about the proportion of inpatients receiving “harm-free care” on a 
particular day in a month. 
 
Review of July VTE data has highlighted two acquired thrombosis.  One relates to a patient who had a community-acquired thrombosis and the other a 
hospital-acquired thrombosis.  The outcome will be reported following the completion of the Root Cause Analysis (RCA). 
 
 
 
Emergency Caesarean Section Rate 
 
Our emergency C-section rates are within the average for the South Coast maternity dashboard year-to-date.  Also, we are within the national average 
according to the recent Getting It Right First Time (GIRFT) report.  Medway has a higher morbidity compared to the rest of the country.  This will be 
reflected in the case mix for Obstetric population in terms of higher rates for obesity, smoking and co-existing medical problems which will undoubtedly 
have an impact on the rate of operative intervention in Obstetrics. 
 
We are regularly auditing our C-section rates with a monthly discussion in our governance meetings.  An audit of 30 emergency C-sections was done by a 
women’s health MDT team in August 2017.  The most common reason was presumed foetal distress.  A thorough care review of these cases provided 
assurance around care planning, peer review, CTG interpretation and decision-making.  The findings will be presented in the departmental audit meeting 
on 13th September 2017. 
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Mortality 
 
The Hospital Standardised Mortality Ratio (HSMR) is currently 98.50 (for the period from April 2016 to March 2017) and is below the national 
benchmark. The current figure is the final year end data for 2016/2017. The current peer comparison and rolling HSMR trend are demonstrated in the 
following graphs. 

 

The latest SHMI value for the period January 2016 – December 
2016 was published on 22 June 2017. The value remains the same 
at 1.09 (for the period from January 2016 to December 2016) 
which is within the expected range. The rolling year trend is 
illustrated below. 
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The HSMR for Septicaemia is currently below the national 
benchmark (100) at 97.61. 
 

The HSMR for Pneumonia is also below the national 
benchmark (100) at 92.25. 
 

The HSMR for Congestive Cardiac Failure is currently 
below the national benchmark (100) at 91.00. 
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Caring Page 13 

Effective Page 12 

CQUIN – currently showing latest quarter 1 position.  The Trust is awaiting signed-off update. 

Mixed Sex Accommodation (MSA) Breaches 
 
There has been a month on month increase in MSA breaches. The reasons for breaching include delayed step down from ICU/HDU and acute 
clinical need of patients requiring specialist care.    
  
The Trust continues to participate in the NHS South East MSA project group. We have completed a review of our source and methodology for MSA 
reporting which has identified variations across the region. The Trust collates MSA data for the calendar month rather than taking a snapshot report 
at a defined time stamp. Both approaches are currently deemed acceptable but the variation results in significant differences in performance for 
organisations against the MSA standards. The Trust will be participating in a one week region wide MSA audit in September 2017.  Following the 
audit new MSA guidance will be drafted for the region. In the meantime the Trust will continue to report using current methodology.   
 
  

RTT 
 
Performance against the incomplete 18 weeks standard has improved on the previous month.  Performance for July was 84.1% against the national 
standard of 92% however this remains above the agreed trajectory, currently just over one month ahead, for delivery of the standard by the end of 
January 2018. 
  
The total number of patients waiting more than 18 weeks on an open pathway has reduced by 402 patients from the previous month with the overall 
reduction since the start of the financial year being 1881. 
  
The numbers of patients waiting over 52 weeks for treatment has increased slightly from 31 in June to 25 in July.  Patients waiting longer than 52 weeks 
are reviewed clinically with no incidence of moderate or severe harm identified.    
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ED  
 

The Trusts Emergency Department’s (ED) performance, against the national 4 hour standard, for July was 88.48%.  July saw 3.57% deterioration in 
performance compared to June 2017 and was 6.52% below Medway Foundation Trust (MFT) planned trajectory of 95% for the month. The Trust revised 
its trajectory to deliver 95% performance from June 2017. 
  
This decrease in performance was driven by a number of individual factors.  
• July saw the continuance of the Better, Best, Brilliant (BBB) Flow workstream. The BBB work began to focus on unblocking the trusts urgent care flows 

thus allowing staff to provide care in the manner and place where it would be optimised. The work focused on eliminating blocks within pathways and 
increasing patient facing time for clinical staff. July saw this continue with a minimum of 3 times daily CCC meetings well attended by the appropriate 
staff representatives and attendance dictated by performance. 

• The ED streaming process continues to redirect patients to a more appropriate place of care within the primary care setting. The team’s current 
performance remains in line with the best performing units nationally. 

• Lister ward remains as a 24hr acute medical unit to increase flow in the evening and an ambulatory emergency care unit 7 days a week, till 8pm 
Monday to Friday and 6pm Saturday and Sunday. 

• There is continual monitoring of the length of stay on the acute admissions wards to ensure patients spend no more than 48 hours. This, again, is a 
key metric of the CCC discussion.  

• The surgical bed base rapid reconfiguration has resulted in a larger Surgical Assessment unit with co-located specialties which is taking more patients 
through within 4 hours of arrival to the ED. 

• The discharge lounge is now seeing up to 40 patients per day through allowing a better patient experience and a much earlier provision of bed 
availability improving flow and performance. 

• All of the facilities and clinical support services have reviewed their processes which effect patient flow and as a result have assisted with patient 
treatment times and added immense value to the wider BBB initiative.  

• Ambulance arrivals were 5% up in July on June, however, despite this, saw 1.9% more ambulance patients receiving a meaningful, NEWS based 
assessment with a plan of care within 15 minutes. 

• Admissions increased 4% in July. 
 

July 2107 saw an over 6% increase in total attendances compared to June and a 2.3% increase on the same time last year. MFT remains consistently one 
of the top performer’s in the region for ambulance handover with 41.9% of offloads within 15 minutes for July despite seeing the largest number of 
conveyances in the region (3336), 1.2% above the next highest.  
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Cancer 
 
2WW - The Trust failed to achieve the 2 week wait standard as a result of breaches across a number of tumour sites.  This was predominantly due to 
consultant vacancy and lack of clinic capacity in Dermatology.  The remaining breaches in Brain, Breast, Head & Neck, Lower GI, Upper GI and Urology were 
due to patient choice, DNAs and clinic capacity.  Appointments for the majority of these breaches (49 of 75) were offered within 3 days of receipt of referral. 
 
Compliance with the 2 week wait symptomatic breast standard failed to be maintained.  Ten breaches for symptomatic breast were due to patient choice and 
DNAs. 
 
31D – The Trust has achieved the first definitive treatment standard and subsequent surgical treatment 
• Three breast patients were delayed due to patient choice and reduced theatre capacity as a result of consultant leave. 
• One Urology patient was referred to Medway from Maidstone Hospital.  The Maidstone referring consultant requested further tests before agreeing to 

refer the patient for surgery. 
 
31D – Sub – The Trust did not achieve the 31D first definitive treatment for subsequent drug treatments.  Two Lower GI breaches were a result of one 
patient recovering from surgery before commencing chemotherapy and another patient who requested genetic testing and sperm storage prior to 
commencing chemotherapy treatment. 
 
62D - The Trust failed to achieve compliance with the GP 62 day referral standard and is below the agreed trajectory of 85% for June. 
• Pathway breaches were varied due to complex pathways, patient choice, theatre and diagnostic capacity, and consultant leave. 
• Current shadow reporting of the national 38-day breach allocation would indicate that the Trust’s performance would be marginally improved to 80.12% 

for June.   
• There were 6 breaches over 104 days and 12 breaches between 62 and 76 days, for which Medway is a national outlier. 
 
62D Screening – The Trust failed to achieve the 62D Screening target. 
• There were 2 Breast breaches in June.  One was due to theatre capacity / consultant leave.  The other was due to patient decision. 

12 
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Enablers Page 16 

13 

Data Quality Validation Update 
  
Emergency Department (ED) DQ project update: 
The Data Quality Team continues to support the ED Department by identifying data items entered late or incorrect onto the Symphony System. The reporting 
mechanisms are currently being set up to ensure this information is available to the ED Team for them to address the issues immediately.   
  
Theatres/Galaxy DQ reporting: 
The Data Quality Team is currently working with the General Manager for Perioperative & Critical Care Programmes to highlight missing or incorrect data 
items with the Theatres Galaxy system.  Good data quality ensures patient operations are scheduled promptly and correctly, and enables better management 
of theatre rotas and theatre capacity. 
  
Referral To Treatment (RTT) update: 
The DQ Team continues to support the Operational Divisions with managing and monitoring their 18 week RTT position. Monitoring daily RTT reports where 
patients have not been validated after hitting trigger points, such as: 
1 outpatient appointment since last validation  
Patient over 15 weeks since last validation 
Additionally, the DQ Team monitors patients that have waited over 52 weeks for treatment, ensuring these are accurate through validation and sign off with 
the divisions. This information is fed back to Business Intelligence. The DQ team, on a weekly basis check a further 25 reports that have links to RTT, ensuring 
data is accurate and liaising with the service teams with any concerns or issues that are discovered before validation. 
  
Furthermore, bespoke DQ RTT Decision making training has been reviewed in collaboration with Training, resulting with a redesign content format, in 
consultation with divisional service managers. The decision making training sessions should commence by the end of September. 
  

Well Led Page 14 

Voluntary turnover (across all staff groups) continues to decrease slightly to 9.4% (-0.3%) and above the tolerance level of 8%.  Sickness absence (at 
3.81%) remains slightly below the tolerance level of 4% and is also a slight decrease from the previous month (-0.03%).  Ratios of long-term sickness 
have increased in July (+0.2%) with a similar reduction of 0.2% in short-term sickness. 
 
In July, we continued to see a net increase in staffing (more starters than leavers) by +24 FTE.  The number of leavers of the last three months is largely 
in line with the year to date average. 
 
Temporary staff has increased by +1.1% compared to June – now standing at 18%.  This is a slight increase following credit note distorting usage in 
June.  Plans continue to be implemented to further reduce our agency expenditure and support staff in moving from temporary to substantive posts. 
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14 

Page 58 of 468.



15 

Safe Staffing – Nursing Update - Highlights 

Care Hours per 
Patient per Day 

Safe Staffing 

Temporary 
Staffing 

We have continued to see 
good performance 
remaining over the target 
of 8 for July. 

Daily huddles are being 
undertaken to make sure wards 
are staffed correctly for patient 
safety. 

There has been a small 
decrease in the amount of 
actual hours worked vs 
plan, but we continue to 
perform above 100%. 

Staff issues are being risk 
assessed multiple time daily. 
Nursing days are being held with 
good turnout which has led to 
more recruitment in the pipeline. 

The Trust remains below 
target for Temporary 
Staffing. 

The Trust is working to transfer 
staff from Agencies to the Trust’s 
staffing bank, to reduce the 
Agency spend. 
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Staffing Levels – Nursing & Clinical Support Workers 

Directorate WARD Beds

Total monthly 
planned staff 
hours

Total monthly 
actual staff 
hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Total monthly 
planned staff 

hours

Total monthly 
actual staff 

hours

Acute & Continuing Care

Bronte Ward

18 1495 1140 1109 1411 1093 1081 729 1058 76% 127% 99% 145% 4,425           4,689                106% 263             6%

Acute & Continuing Care Byron Ward 26 1494 1262 1148 1693 1013 1218 1035 1368 85% 147% 120% 132% 4,689           5,541                118% 852             18%

Acute & Continuing Care CCU 4 703 704 0 0 713 719 0 0 100% 101% 1,416           1,422                100% 6                0%

Acute & Continuing Care

Gundulph

25 1991 1352 1584 1358 1352 1418 1342 1310 68% 86% 105% 98% 6,269           5,438                87% 831-             -13%

Acute & Continuing Care Harvey Ward 24 1207 1101 1639 1396 1035 1054 1046 1046 91% 85% 102% 100% 4,927           4,598                93% 328-             -7%

Acute & Continuing Care Keats Ward 27 1731 1486 1342 1360 1001 1336 1023 1100 86% 101% 133% 108% 5,097           5,283                104% 186             4%

Acute & Continuing Care Lawrence Ward 19 1098 1056 873 928 686 743 698 821 96% 106% 108% 118% 3,355           3,547                106% 193             6%

Acute & Continuing Care Milton Ward 27 1474 1113 1210 2182 1001 1008 1035 1784 75% 180% 101% 172% 4,721           6,087                129% 1,367          29%

Acute & Continuing Care Nelson Ward 24 1527 1198 1179 1129 1001 981 682 693 78% 96% 98% 102% 4,389           4,001                91% 388-             -9%

Acute & Continuing Care Sapphire Ward 28 1687 1042 2306 1993 979 935 1364 1331 62% 86% 96% 98% 6,335           5,300                84% 1,035-          -16%

Acute & Continuing Care Tennyson Ward 27 1870 1061 1702 1525 1046 1018 1046 1378 57% 90% 97% 132% 5,664           4,982                88% 682-             -12%

Acute & Continuing Care

Wakeley Ward

25 1925 1493 1543 1468 1384 1350 1395 1374 78% 95% 98% 99% 6,247           5,685                91% 562-             -9%

Acute & Continuing Care Will Adams Ward 26 1673 1131 1110 1632 1001 1137 990 1355 68% 147% 114% 137% 4,774           5,255                110% 480             10%

Co-ordinated Surgical Arethusa Ward 27 1743 1842 1231 1674 1330 1448 1078 1375 106% 136% 109% 128% 5,381           6,339                118% 958             18%

Co-ordinated Surgical ICU 9 3704 3229 0 0 3409 3136 0 0 87% 92% 7,113           6,366                89% 747-             -11%

Co-ordinated Surgical Kingfisher SAU 14 1953 1437 1472 1592 1254 1584 638 880 74% 108% 126% 138% 5,317           5,493                103% 176             3%

Co-ordinated Surgical McCulloch Ward 29 1487 1339 1202 2130 968 1398 1011 1473 90% 177% 144% 146% 4,668           6,340                136% 1,672          36%

Co-ordinated Surgical Medical HDU 6 1472 1381 364 322 1070 1047 357 357 94% 89% 98% 100% 3,262           3,106                95% 155-             -5%

Co-ordinated Surgical Pembroke Ward 27 1850 1845 1410 1667 1001 1661 1021 1406 100% 118% 166% 138% 5,282           6,579                125% 1,297          25%

Co-ordinated Surgical Phoenix Ward 30 1984 1564 1615 1646 1342 1387 1320 1398 79% 102% 103% 106% 6,260           5,994                96% 267-             -4%

Co-ordinated Surgical SDCC 26 1746 1509 1490 819 473 461 605 418 86% 55% 98% 69% 4,313           3,207                74% 1,106-          -26%

Co-ordinated Surgical Surgical HDU 10 2288 2187 386 354 1685 1937 0 22 96% 92% 115% 4,358           4,499                103% 141             3%

Co-ordinated Surgical Victory Ward 18 1111 886 1011 1157 913 832 913 858 80% 114% 91% 94% 3,948           3,733                95% 215-             -5%

Women & Childrens Delivery Suite 15 2973 2873 732 719 2976 2932 420 420 97% 98% 99% 100% 7,101           6,944                98% 158-             -2%

Women & Childrens Dolphin (Paeds) 34 3120 3092 712 1028 2496 2473 334 368 99% 144% 99% 110% 6,661           6,960                104% 299             4%

Women & Childrens Kent Ward 24 1102 1048 438 414 732 721 684 665 95% 95% 98% 97% 2,956           2,848                96% 108-             -4%

Women & Childrens NICU 25 3579 4028 150 150 3519 3915 0 0 113% 100% 111% 7,247           8,093                112% 846             12%

Women & Childrens Ocelot Ward 12 902 919 530 507 744 744 372 372 102% 96% 100% 100% 2,547           2,541                100% 6-                0%

Women & Childrens Pearl Ward 23 1117 1316 583 584 1116 1058 372 360 118% 100% 95% 97% 3,188           3,317                104% 130             4%

Women & Childrens The Birth Place 9 1113 1054 372 372 1116 1062 372 362 95% 100% 95% 97% 2,973           2,850                96% 124-             -4%

Trust total 638 53,118           46,686         30,439         33,208         39,446          41,791         21,880         25,352          87.9% 109.1% 105.9% 115.9% 144,883        147,036             101% 2152 1.5%

Overall fill 
rate

Difference 
total Actual vs 
Planned hs

Difference 
total Actual vs 

Planned %

DayDay Night

Average fill 
rate - 

registered 
staff  (%)

Average fill 
rate - care 
staff (%)

Care Staff
Total Planned 

Hours 
(registered & 

care)

Total Actual 
Hours (registered 

& care)

Registered Staff Care StaffRegistered Staff
Average fill 

rate - 
registered staff  

(%)

Average fill 
rate - care 
staff (%)
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Safe Staffing– Nursing Update KPIs 

Commentary Actions

The Trust is currently reviewing job adverts with a view to ensure these are 

individualised based on the area of recruitment.

Nursing Open Days continue to be held with good attendance and a positive reception 

from attendees,  leading to more starters in the pipeline.

Continue to recruit in l ine with these processes.
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4. Effective  
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5. Caring 
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7. Well led 
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8. Enablers 
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Report to the Trust Board (Public) 

Date: 7 September 2017       Agenda item:  

Title of Report 
 

Infection Control Annual report 2016/2017 

Prepared by  Kath Lawson-Hughes, Head of Infection Control/Deputy DIPC 
Dr Rella Workman, Consultant Microbiologist/DIPC 

Presented by  
 

Karen Rule, Director of Nursing 

Lead Director 
 

Karen Rule, Director of Nursing 

Committees or Groups 
who have considered 
this report 

Infection Control and Antimicrobial Stewardship Group 

Executive Summary 
 Background 

The Director of Infection Prevention & Control is required to 
produce an annual report on the state of healthcare associated 
infection (HCAI) in the organisation and release it publically in 
accordance with the Code of Practice on the prevention and 
control of infections and related guidance.  

The content of the report is mandated by the Code of Practice. 
The report must describe performance against mandatory 
infection reporting. It must also provide a self-assessment 
against each of the ten compliance criteria set out in the Code of 
Practice, describing the Infection Prevention and Control 
activities undertaken in the Trust for the reporting year.   

Mandatory reporting 

Mandatory requirements for National Health Service (NHS) 
acute Trusts are to report each case of  

Methicillin-resistant Staphylococcus aureus (MRSA) 
bacteraemia, methicillin-susceptible Staphylococcus aureus 
(MSSA) bacteraemia, Escherichia coli (E. coli) bacteraemia and 
Clostridium Difficile Infection (CDiff)  

 MRSA Bacteraemia 

The Trust had two MRSA bacteraemia against a target of zero. 

 MSSA bacteraemia 
 
There was a total of 18 post 48 hour MSSA bacteraemia cases. 
This is an increase of one case from the previous year.  

 E Coli bacteraemia 

The trust had a total of 50 post 48 hour bacteraemia cases. 

10b 
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 Clostridium Difficile (CDiff) 

The Trust had 24 cases of C diff against a target of 20. No level 
3 lapses of care were identified among the 9 cases that were 
qualified, sparing the trust of financial penalties this financial 
year. 

Compliance with the Code of Practice 

Medway NHS Foundation Trust is compliant with 9 out of 10 
criteria and partially compliant with 1 out of 10 criteria set out in 
the Code of Practice on the prevention and control of infections 
and related guidance. 
 

 Compliance Criterion 7 - Provide or secure adequate 
isolation facilities. 

 
This has been assessed as partial compliance as not all side 
rooms have en suite facilities. Risk assessments are carried out 
on all patients requiring isolation. The Infection Prevention and 
Control policy for Bed Management and Movement of Patients 
POLCOMO12 supports the risk assessment process and 
prioritisation for single rooms. 
 

Resource Implications 
 

None 

Risk and Assurance 
 

The Trust is compliant with mandatory infection reporting. 
 

The Trust is compliant with 9 out of 10 criteria and partially 
compliant with 1 out of 10 criteria set out in the Code of Practice. 
Actions are in place to mitigate the risk related to partial 
compliance.  

Legal 
Implications/Regulatory 
Requirements 
 

Health and Social Care Act 2008 (updated 2015) to comply with 
the Code of Practice for health and adult social care on the 
prevention and control of infections and related guidance. 

Recovery Plan 
Implication 
 

Good IPC practice and performance enhances the reputation of 
the Trust. 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Trust Board is asked to receive and note the Annual IPC 
Report. 

Purpose & Actions 
required by the 
Executive Group : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  x 
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Executive Summary 
 
2016 to 2017 was a very challenging year for infection prevention and control. Keeping up 
the momentum in the face of high throughput and turnover of patients and substantive staff, 
ward reallocations and high number of agency staff is a big challenge. Hospital staff and the 
infection control and antimicrobial pharmacy team must be congratulated for what has been 
achieved.  
 
Despite the above difficulties we narrowly missed our mandatory trajectories on healthcare 
associated infections. We had two Methicillin-resistant Staphylococcus aureus (MRSA) 
bacteraemia against a target of zero and had 24 cases of Clostridium difficile infection (CDiff) 
against a target of 20. Having breached our target for C Diff, we were assessed by the CCG 
for the three different levels of ‘lapses of care’ that could possibly have occurred. No level 3 
lapses were identified among the 9 cases that were qualified, sparing the trust of financial 
penalties this financial year.   

The Trust self-assessed itself as compliant with 9 out of 10 criteria and partially compliant 
with 1 out of 10 criteria set out in the Code of Practice on the prevention and control of 
infections and related guidance. Partial compliance for criterion 7 - Provide or secure 
adequate isolation facilities- has been assessed as partial compliance as not all side rooms 
have en suite facilities. Risk assessments are carried out on all patients requiring isolation. 
The Infection Prevention and Control policy for Bed Management and Movement of Patients 
POLCOMO12 supports the risk assessment process and prioritisation for single rooms. 

For the first time in four years we have a full complement of the Infection Control team who 
have been enthusiastically supporting the ward staff on a day to day to basis and developing 
Infection control link nurses to act as Infection Control champions on the wards. They have 
also participated in a national point prevalence infection study over a two week period to 
bench mark our infection rates against other trusts, the results of which are awaited. 
 
To reduce poor meeting attendances and encourage the understanding that Infection Control 
and antibiotic prescribing are inextricably aligned, we amalgamated the Infection Control (IC) 
group with Antimicrobial stewardship (AS) group and renamed the group as ICAS. This 
initiative has proved a success as there was greater engagement from consultant and junior 
clinicians in stewardship audits, better meeting attendances and improvement in prescribing 
habits. A key initiative this year was the release of the antimicrobial guideline called 
Microguide app which is available on the trust’s internet and doctors’ smartphones. This has 
led to a major review of the trust’s antimicrobial guidelines. The appointment of a new 
antimicrobial pharmacist has improved training and support to other ward pharmacists and 
engagement in stewardship ward rounds and audits. 
 
Looking forward the new national quality development for 2017/2018 is the conversion of 
voluntary reporting of gram negative bacteraemia to mandatory reporting. The aim is to 
create a baseline upon which targets will be set in future years to reduce healthcare 
associated infections arising from these gram negative bacteraemia. It must be noted that 
although the number of antimicrobial multi resistant gram negative urinary isolates (ESBL’s) 
is steadily increasing, it has not been reflected in the gram negative bacteraemia at Medway. 
Significantly Medway’s rates have remained lower than the national average of 10% 
published by Public Health England - a testament to good infection prevention and 
antimicrobial stewardship. 
 
As in-patient hospital stays need to be kept to a minimum, it is imperative that we address 
the level of care that can be provided in the community to meet the new demands. The need 
for a nurse led Vascular Access team to insert and maintain central and mid line vascular 
access for long term IV antibiotics is more important than ever. Likewise keeping a handle on 
the post op wound infections to monitor and address concerns of surgical procedures is just 
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as important to keep post op infection rates as low as possible. These are initiatives that the 
wider trust and the surgical directorate in particular must address as a prime governance 
issue. 
 
Introduction 

The Director of Infection Prevention & Control is required to produce this annual report on the 
state of healthcare associated infection in the organisation and release it publically in 
accordance with the Code of Practice on the prevention and control of infections and related 
guidance.  

The Code of Practice sets out ten criteria against which a registered provider will be judged 
on how it complies with the registration requirements related to infection prevention. The 
report is framed around these ten criteria and provides a self-assessment of compliance 
against each.  
 
The report also describes performance against mandatory infection reporting and other 
indicators of good infection prevention and control practice. It presents a summary of the 
infection prevention and control activities within Medway NHS Foundation Trust led by the 
Trust’s Infection Prevention and Control Team (IPCT) for the period April 2016 to March 
2017 is also presented.  
 
The report has been produced by the Director of Infection Prevention and Control and 
Deputy with support from the Infection Prevention and Control Team.  
 

 Dr Rella Workman, Director of Infection Prevention and Control (DIPC) 
 Kathryn Lawson-Hughes, Head of Infection Control, Deputy DIPC  
 Dr Vasile Laza – Stanca – Consultant Microbiologist 
 Dr Dimitrios Mermerelis – Locum Microbiologist 
 Sheila Gogah – Infection Control Matron  
 Clair Taylor – Infection Control Nurse 
 Caroline Cook – Infection Control Nurse (Joined the team in March 2016) 
 Syed Gilani – Lead antimicrobial pharmacist (joined the team January 2017) 
 Laura Musson, Principal Pharmacist - Antimicrobial Therapy (left the team 2016) 
 Mandy Fassum PA to Head of Infection Control (Left the team 2016) 
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Compliance Criterion 1 
 
Systems to manage and monitor the prevention and control of infection. These 
systems use risk assessments and consider how susceptible service users are and 
any risks that their environment and other users may pose to them. 
 
1.1 Board to Ward Commitment 
 
The Board continue to support the Infection, Prevention and Control (IPC) agenda.    Board 
members continue to have a collective responsibility for minimising the risk of Health Care 
Associated Infections (HCAI).  The Executive Director with responsibility for Infection 
Prevention and Control is the Director of Nursing and the Decontamination lead is the 
Director of Clinical Operations, Coordinated Surgical care. There have been changes at 
Board level during this reporting period. 
 
1.2 Director of Infection Prevention and Control 
 
Dr Rella Workman, a Consultant Microbiologist, remains Director of Infection Prevention and 
Control (DIPC).  The DIPC reports to the Trust Board Chief Executive via the Quality 
Assurance Committee.   
 
1.3 Infection Prevention and Control Nursing Team 
 
The team is up to full establishment. They continue to have a high visibility and strong ward 
presence throughout the trust.  They achieved all the objectives on the annual work plan  
The nursing team report to the Director of Nursing. 
 
 
Infection Prevention and Control Team Structure 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Head of Infection Control 
and Deputy DIPC 

Infection 
Control 
Nurse 

Matron 
Infection 
Control   

 
 

Director of Infection 
Prevention and Control 

Consultant Microbiologist/ 
Infection Control Doctor  

PA Head of 
Infection 
Control 

Director of Nursing  

Infection 
Control 
Nurse 
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1.4 Assurance Framework 
 
The Clinical Directorates have responsibility for reporting and assessing infection control 
risks assisted by the IPCT.   Action plans are monitored at monthly Directorate Governance 
and Performance review meetings and exception reporting to the quarterly Infection control 
and Antimicrobial Stewardship group. Risks are then fed into the Trust’s Risk Register for 
review at the Quality Committee.   
 
This robust assurance framework ensures the Board is fully informed of all Infection 
Prevention and Control (IPC) issues/risks.  The DIPC reports to the Quality improvement 
group monthly and the Quality Assurance Committee (QAC) quarterly. The QAC is a sub-
committee of the Trust Board and is chaired by an Executive Board Director. 
 
IPC targets are on each of the Directorate Dashboards and the team are represented on the 
Nursing and Midwifery Strategy Group.  
 
1.5       Monthly Statistics 
 
Monthly statistics are prepared and disseminated widely by the IPCT which include: 
 
 Meticillin Resistant Staphylococcus aureus (MRSA)  Pre and Post 48 Hour (colonisation) 
 Clostridium difficile Associated Diarrhoea Pre and Post 72 hour 
 Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant 

Staphylococcus aureus Bacteraemia (Pre and Post 48 hours) 
 Meticillin Resistant Staphylococcus aureus screening compliance for weekly and 

admissions screens 
 MRSA screening compliance both admission and weekly  
 Gram negative blood cultures (E-coli, Klebsiella and Pseudomonas) 
 Extended Spectrum Beta Lactamase (ESBL) blood cultures 
 Glycopeptide Resistant Enterococci (GRE) 
 Carbapenemase Producing Enterobacteriaceae 
 Hand hygiene audit results monthly 
 Commode audit results monthly 
 Patient management review audit scores 
 Saving Lives High Impact Interventions compliance scores for urinary catheters, 

peripheral vascular devices and central venous devices 
 Enhanced  measures 
 
1.6  The Infection Control and Antimicrobial stewardship group was amalgamated with the 
Infection Control Committee to become the Infection Control and Antimicrobial Stewardship 
Group (ICAS) to provide assurance in both areas to the boards. 
 
The Trust has an Infection Control and Antimicrobial group chaired by the DIPC that meets 
quarterly. The Terms of Reference have been reviewed (Appendix 1).   Membership of the 
committee is as follows: 
 
Director of Infection Prevention and Control * 
Head of Infection Control/Deputy Director of Infection Prevention and Control * 
Consultant Microbiologist * 
Lead Antimicrobial Pharmacist * 
Director of Nursing / Deputy Director of Nursing 
Director Kent Health Protection Unit or Kent Health Protection Unit Representative 
Acute and Continuing care Medical Representative 
Coordinated Surgical care medical representative  
Women and Children’s medical representative 
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Decontamination Lead  
Head of Governance and Risk 
Head of Occupational Health  
Head of Estates/Deputy Head of Estates 
Deputy Head of Facilities  
Deputy Director of Nursing /Matron, Acute and Continuing care  
Deputy Director of Nursing /Matron, Coordinated Surgical   
Deputy Director of Nursing /Matron, Women and Children’s 
 
* Constitute part of the Infection Prevention and Control Team, which has day-to-day 

responsibility for and the provision of infection control advice to healthcare staff, 
surveillance, education and training and audit. 

 
The ICAS group oversees the work plan/programme and audit of the IPCT; it is responsible 
for ratifying all IPCT policies. 

                                                              Appendix 2 – IPC Work Programme 2016-17 
                                                              Appendix 3 – IPC Audit Programme 2016-17 

 
ICAS reports to the Quality Improvement Group (QIG) quarterly, the Terms of Reference are 
reviewed at this Committee and performance and attendance monitored here. 
 
The Committee membership has been reviewed and currently attendance has much 
improved over this year.    
 
1.7  Commissioner Reporting 
 
There is weekly and monthly reporting to North Kent Clinical Commissioning Group (CCG) of 
mandatory data 
 

 MRSA Bacteraemias 
 MSSA Bacteraemias 
 Clostridium difficile Pre and Post 72 hours 
 E-Coli Bacteraemias 

 
This is in addition to real time reporting to the relevant community Trusts and Mental Health 
Trust of all cases. CCG representatives are invited to all post 72/48 hour root cause analysis.  
 
1.8 Monthly Targets  
 
Monthly targets for MRSA bacteraemia and Clostridium difficile reduction are monitored by 
the Trust Board through the Quality Improvement Group (QIG) and QAC.  The Committee 
will seek assurance that lessons have been learnt and shared, as appropriate, following each 
case. 
 
 
Gap analysis against criteria 
 
Compliant 
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Compliance Criterion 2 
 
Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections. 
 
2.1 Environmental Audits 
 
The IPCT completed a comprehensive environmental audit programme all acute areas and 
non acute areas.  Enhanced audits were undertaken where cases of health care associated 
infections have been identified and following outbreaks. Verbal and written feedback is 
provided in real time to the Directorates by the IPCT.  
 
The directorates complete an action plan for areas of non-compliance. Exception reporting 
and assurance is fed back to at the quarterly ICAS meeting.   
 
Prioritisation of the highest risk areas for action is undertaken by the IPCT in collaboration 
with the Estates department. A significant amount of work has been undertaken this year. 
The environmental audits continue to highlight new and ongoing estates issues that are still 
outstanding, for example damage to ward flooring, walls and door frames.  The new 
emergency department’s build continues.  
 
The areas listed below have all been audited during the year using adapted Infection 
Prevention Society audit tools: 
 

Wards and Departments Audited  
 

Acute and continuing 
care 
 

ED / CDU 
Ambulatory Care / Lister 
Admission & Discharge 
Bronte 
Byron 
Cardiac Catheter Suite 
Dermatology 
Dickens 
Galton Day Unit 
 

Harvey 
Keats 
Lawrence 
Milton 
Nelson 
Phlebotomy 
Sapphire 
Tennyson 
Wakeley 
Will Adams 

Coordinated Surgical 
care 

Arethusa 
Breast Screening Unit 
CT & Ultrasound 
Day Surgery Procedure Suite 
Endoscopy 
General Imaging 
Interventional Radiology 
Kingfisher / SAU 
Maxillo-Facial 
McCulloch 
Medical Infusion Unit 
MRI 

Nuclear Medicine 
Osteoporosis Unit 
Outpatients 
Pembroke 
Phoenix 
POCU 
Pre-Assessment 
Recovery 
Sunderland Day Surgery 
Theatres 
Victory 

Women and Children Maternity Care Unit 
Antenatal / Foetal Medicine 
Colposcopy 
Delivery 
Dolphin 
Kent 
NICU 
Ocelot 
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Pearl 
The Birth Place 
Woodlands 

 
 
2.2 Challenges  
 
The continual pressures for beds and the lack of a decant ward make it extremely difficult to  
enable works and refurbishment to be completed.  The IPCT and estates department  
continue to strongly support the need for a decant ward which needs to be a priority for next 
year. 
 
Bed spacing throughout many ward areas remains non-compliant.    Health Building Note 04-
01 – ‘Adult in-patient accommodation’ states: 
 
“Ergonomic studies have established that most activities carried out at the bedside can be 
accommodated within the dimensions 3600 mm (width) × 3700 mm (depth). 
 
This should be reviewed when any changes to the ward/hospital are made and as services 
are redesigned. Bed spaces for critical care areas need to be greater for reasons of 
circulation and the equipment used in these areas.       
                                                    Appendix 4 

 
The layout of the wards in the B and C blocks continues to cause a challenge particularly in 
the management of potential outbreaks as there is no way to cohort/segregate affected 
patients in the main ward areas.   Gundulph ward therefore has been decommissioned. 
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Cleaning Standards - Housekeeping Report 2016 - 17 
 
In April 2016 recruitment had been put on hold following the Housekeeping review, resulting 
in the department having over 1200 hours vacant per week, therefore the main objective was 
to recruit into these vacancies with some urgency. 
 
Without a substantive workforce it would be difficult to establish an effective and consistent 
standard of cleanliness throughout the hospital. This is clearly reflected in the High Risk 
Audits which shows a drop in standards from the previous year. 
 
Cleaning Audits 
The Audit highlights the gap between the current level of cleanliness and the indicative 
standard laid down in the National Standards of Cleanliness for the NHS, they also contribute 
to establish poor performance issues or correct staffing levels  
All remedial actions were undertaken immediately or as soon as practically possible  
 
Audit Results & Comparisons 

 
 

                          ANNUAL AVERAGE SCORE COMPARISON 
 

 

 

 

 

 

 

 

 

 

 

 

 
2015/16 

  
2016/17 

 
96% 

 
97% 
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                                          ANNUAL AVERAGE SCORE COMPARISON 

 
 

2015/16 
  

2016/17 
 

94% 
 

92% 
 
 
 
Requests for Infected Discharges 
Response to requests for infected discharge cleans made via the helpdesk has significantly 
increased this year 
 
Annual Trend: 
 

 
 
FY  

 
April 
2016 

 
May 
2016 

 
June 
2016 

 
July 
2016 

 
Aug 
2016 

 
Sept 
2016 

 
Oct 

2016 

 
Nov 
2016 

 
Dec 
2016 

 
Jan 

2017 

 
Feb 
2017 

 
Mar 
2017 

 
 
NUMBER 
OF 
REQUESTS 
 

 
464 

 
454 

 

 
506 

 
420 

 
453 

 
   430 

 
456 

 
  443 

 
506 

 
428 

 
430 

 
509 

 
Additional support has been given to the response teams, although often rooms are not 
ready for cleaning when the team arrives on the ward, this has a knock on effect which 
causes delays to other room cleans and patient flow. 
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Senior Housekeepers/Supervisors 
The Trust has now recruited seven Senior Housekeepers, with another three attending after 
final clearance from Recruitment. We are still looking to recruit into the two evening 
vacancies we have outstanding. 
 
Their duties are to oversee the staff on a daily basis, coaching and assisting staff where 
necessary and generally ensuring that the ward team works effectively and efficiently, these 
posts have proved to be beneficial and the feedback from staff has been really positive. 
  
 
Vacancies 
Recruitment and retention of the workforce is essential to the long term stability of the 
standards… At the time of writing we have 10.20WTE vacancies. 
We continue to interview, we have no problems attracting applicants,  
 
 
PLACE 
The PLACE assessment was completed on the 18th &19th May 2016 we achieved a higher 
percentage this year 
 

 
CLEANLINESS 

 
Score Achieved 

 
National Average 

 
2015 

 

 
97.85% 

 
97.57% 

 
2016 

 

 
98.76% 

 
98.06% 

 

 

Plans for 2017/2018 
To continue with the deep cleaning of wards, ensuring walls, are dusted and washed, 
Limescale is removed. Steam cleaning of any assessable furniture and floors 
 
Continue to recruit until the budgeted establishment has been reached, building up the Bank 
staff for the annual leave and sickness cover 
 
Managers and Team Leaders to spend quality time with the Senior Housekeepers, coaching 
them on cleaning practises and issues, 
 
Relaunch the “Back to Basics” refresher training 
 
 
Gap analysis against criteria 
 
Compliant 
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Compliance Criterion 3 
 
Provide suitable accurate information on infections to service users and their visitors. 
 
3.1 Leaflets 
 
The Infection Prevention and Control Team patient information leaflets are available in hard 
copies and on the intranet.  
 
1. MRSA 
2. Clostridium difficile 
3. Norovirus (Viral Gastroenteritis) 
4. Hand Washing or Rubbing 
5. Guide for Visitors 
6. Guide for Patients 
7. Caring for your Drip 
8. Extended Spectrum Beta Lactamase producing bacteria (ESBL) 
9. Carbapenenemase resistant organisms 
10. GDH+, C.diff toxin negative. 
 
 
3.2 Information 
 
Information is readily available and publicly displayed in clinical areas and this includes: 
 
 Cleaning schedule for the ward/department 
 Patient safety crosses, including MRSA acquisitions and CDT cases (post 72 hours) - 

audits undertaken by the Infection Prevention and Control nursing team. 
 Infection control audit results including: Commode, hand hygiene. 
 
 
Gap analysis against criteria 
 
Compliant 
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Compliance Criterion 4 
 
Provide suitable accurate information on infections to any person concerned with 
providing further support or nursing/medical care in a timely fashion. 
 
4.1 Admissions and transfers into the trust 
 
The IPCT undertake regular reviews of patient admission and transfer forms to ensure that 
all patients admitted or transferred into the trust have clear documentation of their infection 
status pertaining to MRSA, C.diff, Glycopeptide resistant enterococcus (GRE) and 
Carbapenemase producing enterobacteriaceae (CPE), to facilitate patient placement and 
subsequent treatment. 
 
 
4.2 Transfers 
 
Patients who are transferred to another care facility have their infection status recorded on a 
transfer form.  The status is also confirmed on all internal transfers.   Electronic discharge 
summaries have streamlined this process, and have been adapted to include the relevant 
information on the major alert organisms. 
 
4.3 Collaboration 
 
The Trust’s IPCT work in close collaboration not only with the microbiology department staff 
to ensure that microbiology results are fed back in real time to  wards and departments, but 
also with our Primary Care providers, including Kent Community Healthcare, Medway 
Community Healthcare and Public Health England (PHE) Kent and the North Kent Clinical 
Commissioning Group (CCG).   This ensures a two way flow of information and has 
demonstrated some significant improvements. There has been close collaboration with the 
CCG Infection Prevention Specialists to look at issues and trends as they occur. 
 
 
Gap analysis against criteria 
 
Compliant 
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Compliance Criterion 5 
 
Ensure that people who have or develop an infection are identified promptly and 
receive the appropriate treatment and care to reduce the risk of passing on the 
infection to other people. 
 
5.1    Reducing Risk of Transmission  
 
The Trust continues to manage patients with infections to reduce the risk of transmission. 
 
The key challenge for the year was the high number of C.difficile cases in January (7) which 
meant that we breached our Clostridium Difficile trajectory by four, the total number of cases 
being 24.  
 
A key issue identified at post infection review was the adherence to antimicrobial 
stewardship.  
 
The trust had two attributable cases of MRSA bacteraemia this year.  
 
Two wards had increased incidence of MRSA colonisation and as a result an outbreak was 
declared in each area. Enhanced cleaning and increased input from the IPCT in collaboration 
with the ward teams ensured that these were dealt with successfully to reduce the risk of 
further transmissions. 
 
The Trust did not have any issues with diarrhoea and vomiting due to Norovirus this year. 
There was no ward or bay closures. This is a great achievement especially as there were 
numerous outbreaks in the wider health economy. Early risk assessment and prompt 
isolation is key to this success. 
 
There were two cases of Group A Streptococcus identified on one ward. A period of 
increased incidence was raised which was then changed to an outbreak when the typing was 
received, which were identical emm st77.0.  In collaboration with public health, outbreak 
meetings were held, and actions carried out. There were no further cases for six months and 
the outbreak declared over after this period of time. 
 
The IPCT meet with the clinical and site team when required to address ongoing concerns.   
At periods of escalation the IPCT can attend the regular bed meetings or Business Continuity 
Meetings.   Daily infection lists are circulated by the IPCT showing the location of patients 
with MRSA, Clostridium difficile, Tuberculosis and other resistant organisms. 
 
 
Gap analysis against criteria 
 
Compliant
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Compliance Criterion 6 
 
Ensure that all staff and those employed to provide care in all settings are fully 
involved in the process of preventing and controlling infection. 
 
Infection Prevention and Control issues are always given serious consideration and the 
Team is consulted widely to ensure full compliance with IPC policy/procedures. 
 
6.1 Committee Membership 
 
The Trust ensures that all staff co-operate to ensure compliance with the Code as far as is 
reasonably practical.   The IPCT sits on a wide range of committees and groups: 
 
Internal: 
 
 Infection Control and Antimicrobial Stewardship Group 
 Nearside Patient Equipment Group 
 Education Forum 
 Medical Devices and Equipment Management Group 
 Nursing and Midwifery Advisory Group 
 Capital Projects Group 
 Quality Improvement Committee 
            Quality Assurance committee 
 Project groups for new builds and service redesigns  
 
External: 
  
 North Kent Clinical Quality review group HCAI assurance group 
 Kent & Medway Health care associated Infection improvement group. 
  
 
Gap analysis against criteria 
 
Compliant 
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Compliance Criterion 7 
 
Provide or secure adequate isolation facilities. 
 
7.1 Isolation Rooms  
 
The Management of isolation rooms is part of the daily bed management process to reduce the risk and 
spread of HCAI.   The Trust has 127 single rooms; the Infection Prevention and Control policy for Bed 
Management and Movement of Patients POLCOMO12 supports the risk assessment process and prioritisation 
for single rooms. 
 
Single rooms in most areas lack en-suite facilities, this is of concern when isolating patients with infections 
related to diarrhoea and/or vomiting. The availability of side rooms has required a lot of organising; this is due 
in most cases to the high bed occupancy across the Trust and competing demands for single rooms e.g. 
privacy, dignity, end of life care. A risk assessment tool to aid decision making/risk assessment of patients to 
help in the prioritization of single rooms is available as part of the bed management policy.  
 
The change over from The Bed Occupancy System (BOS) to a new patient management system 
(EXTRAMED) commenced this year and has made it more difficult to identify patients who are in isolation with 
an infection. Once it has been fully embedded into practice this should improve. Despite this the IPCT continue 
to circulate a daily alert list to all clinical teams, this helps to provide up to date information on where the known 
infectious patients are being cared for. 
 
Meeting the competing demands for side rooms is a day to day issue, the Team work closely with ward and 
site staff to make the most appropriate decisions on side room occupation. This often results in additional 
patient moves/transfers. 
 
 
Gap analysis against criteria 
 
Partial compliance as not all side rooms have en suite facilities. Risk assessments carried out on all 
patients requiring isolation.
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Compliance Criterion 8 
 
Secure adequate access to laboratory support as appropriate. 
 
8.1 Microbiology Department  
 
The Microbiology Department has full CPA accreditation. The IPCT work alongside the Microbiology Team.   
The Infection Control Nurses meet with the consultant Microbiologists on a daily basis promoting excellent 
collaboration which expedites timely interventions in patient management and ensures a consistent approach 
to enhance patient safety.  The microbiology service is available seven days a week. 
 
In collaboration with the laboratory staff, a new spreadsheet was developed that allowed any significant 
microbiology results to be documented in real time and accessed by the IPCT via a shared drive. 
 
 
Gap analysis against criteria 
 
Compliant
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Compliance Criterion 9 
 
Have and adhere to policies, designed for the individual’s care and provider organisations that will 
help to prevent and control infections. 
 
9.1 Policies 
 
The Trust has a comprehensive set of policies for Infection Prevention and Control.   These policies are all 
approved and reviewed by the ICAS.   Policies are based upon national guidance and evidence where 
available  
        
9.2 Hand Hygiene    
 

 
   

Graph No. 3 Monthly Trust Hand Hygiene Compliance Scores April 2013 – March 2017 
 
9.3 Commodes  
 
The IPCT undertake monthly unannounced commode audits and have been trained in the process.   Any area 
not achieving 100% is re-audited daily until the target is met. The Senior Sister/Charge Nurse is responsible for 
completing an action plan to address any issues identified. 
 
Wards have developed robust systems to ensure decontamination of commodes after each use, between 
patients and a daily Chlorclean as per Trust policy. Training and training materials such as photographic step 
by step posters have been provided by the IPCT to ensure effective cleaning and decontamination of 
commodes.  All commodes are dismantled between each use and a system is in use on the wards to identify 
which commode has been cleaned. 
 
Any ward on enhanced measures has their commodes audited weekly by the IPCT. 
 

Page 90 of 468.



 

 

 

 23 

Commode audit scores are displayed publicly and the results are also monitored 
by the Directorates. This has been a key strategic approach to assist in reduction of 
Clostridium difficile rates Trust wide.  
 
The overall score for 2016 – 17 is 95%, a small increase from last year. 
 

 
 
Graph No. 4 Monthly Trust Commode Scores Comparisons April 2013 to March 2017 
 
9.4 Isolation 
 
Audit of compliance with the Isolation Policy is undertaken by the IPCT every time a patient with an infection is 
reviewed.   The aim of review is to offer early intervention and advice for this group of patients. The review 
entails observation of practice, documentation and patient information. The results of the patient reviews  are 
fed back verbally in real time to the nurse in charge of the ward and followed up in writing to the Ward 
manager, Matrons, Deputy Directors of nursing, and Consultants where required.  Non-compliance is resolved 
by the ward with the support of the IPCT and an action plan devised by that ward, as required.  These review 
scores also form part of the monthly statistics. Isolation compliance also forms part of enhanced measures. 
 
9.5 MRSA Screening  
 
MRSA screening is undertaken as per national guidelines to: 
 

a. Reduce the risk of transmission to other patients 
b. Reduce the risk of infection on the individual 
 
9.5.1 Admission Screening. (Graph 3)  

 
Since the introduction of MRSA admission screening, the IPCT have been undertaking compliance monitoring, 
this has improved as practice has become embedded and monitoring can check how this has been sustained. 
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The standard set is a minimum of 95%. This   year we scored 97%.  Staff who 
undertake screening must complete screening competencies annually. 

 
 
Graph No. 5 Monthly Average MRSA Admission Screening Scores April 2013 – March 2017 
 
9.5.2 Weekly Screening. (Graph 4) 
 
Screening for MRSA colonisation is carried out as per national guidelines. All adult patients that remain in 
hospital for more than one week are screened for MRSA colonisation.  Paediatric and Maternity patients are 
only screened if they fall into a high risk category, for example, where they have previously been in hospital in 
the past twelve months for longer than 48 hours, known to previously have MRSA or are admitted from another 
trust, nursing or residential home. Cases screened as positive post 48 hours are then attributed to the relevant 
ward. These figures are publicly displayed on ward safety crosses and circulated monthly as part of the data 
set.  Weekly screening results for the year were disappointing at only 91%. Written feedback is given to wards 
as to any discrepancies found in screening, for example, a form may have insufficient patient details so the 
sample would not be processed. 
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Graph No. 6   Monthly Average MRSA Weekly Screening Scores April 2013 – March 2017 
 
9.5.3 MRSA acquisitions (Graph 5) 
 
There is a reduction in the number of cases of post 48 hours MRSA acquisitions from 90 cases to 66 cases. 
The majority of these cases were in the Acute and continuing care directorate.  
 

 
 
Graph No. 7 Post 48 hour MRSA Acquisitions April 2013 – March 2017 
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9.6 Saving Lives High Impact Interventions 
 
The Trust continues to utilise the Saving Lives High Impact Interventions (HII) or care bundles as an important 
element of its Health Care Associated Infection reduction strategy. The HII’s are undertaken for all patients 
with peripheral vascular devices, central venous devices and urinary catheters. The use of these care bundles 
helps to embed best practice ensuring that our patients receive the best care to reduce the risk of an infection 
from each and every device they have, every time they are accessed or manipulated, and enduring they are 
removed in a timely fashion.  
 
Tools have been adapted and developed by the IPCT to review this best practice for every patient with a 
device; compliance with this is then audited by the IPCT at least monthly, and each time a patient with an 
infection is reviewed. When workload permits, areas with scores below 95% are re - audited weekly.   
 
There has been a small decrease in the overall compliance with ‘Saving lives’ across the trust and new 
initiatives have been introduced in April 2017 to facilitate compliance with these bundles. The way in which we 
audit has changed from previous years to include the mandatory documentation as well as visual inspection 
which therefore explains this reduction.  
 
The trust overall score for urinary catheters was 87% - 
 
The trust overall score for peripheral venous catheters was 92%  
 
The trust overall score for central venous catheters was 89% 
 

 
 
Graph No. 8 Saving Lives Compliance Peripheral lines ongoing Care April 2013 – March 2017 
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Graph No. 9 Saving Lives Compliance Urinary catheters ongoing Care April 2013 – March 2017 
 

 
 
Graph No. 10 Saving Lives Compliance Central venous catheters ongoing Care April 2013 – March 
2017 
 

Page 95 of 468.



 

 

 

 28 

9.7  Safety Thermometer 
 
The Team assists in the validation for the data on Catheter Associated Urinary Tract infections (CAUTI) 
obtained once a month from the Harm free care data collection. This data is presented quarterly to the Quality 
Committee and the Trust Board.   
 
In April this year, the HOUDINI protocol was introduced into the trust. The HOUDINI Protocol is a nurse led 
program to ensure the appropriate insertion, timely removal and appropriate use of urinary catheters.  The 
name is an acronym to help staff remember the indications for insertion and removal of catheters.  If no 
indications are identified, consideration should be given to catheter removal, or alternative management.  The 
evidence suggests that use of this protocol by nursing staff in the UK reduces catheter usage and CAUTI, with 
usage falling by 17% in one study. 

The acronym stands for: 

 Haematuria (visible and gross) 
 Obstruction or retention 
 Urology Surgery 
 Decubitus ulcer – to assist healing in an open sacral or peri-anal wound in an incontinent patient 
 Input and Output Monitoring – a haemodynamically unstable and/or possibly septic patient – part of the 

sepsis pathway 
 Nursing End of Life 
 Immobility – due to a major physical constraint e.g. unstable hip of spine fracture. 
 

The IPCT will use the safety thermometer data and urinary catheter high impact intervention data to audit 
practice. The HOUDINI protocol once embedded should  

a. reduce the number of catheters inserted and  
b. ensure that catheters are removed as soon as no longer required. 
c. Potential reduction in the number of CAUTI’s 

 
The analysis of the data shows that since 2015 there has been a significant increase in the number of patients 
with a catheter (25%) compared to previous years (15%) which could be attributed to the adherence to the 
SEPSIS protocols and management of acute kidney injury.   

Although the number of patients with a catheter has increased, the incidence of new onset catheter associated 
urinary tract infection has remained relatively unchanged.  

 
9.8 Antimicrobial prescribing.   
 
The past year has been another challenging yet productive year. For several months the trust did not have a 
lead antimicrobial pharmacist.  Our new lead antimicrobial pharmacist took his position in January 2017. 
 
Our key objective continues to be excellent ‘Antimicrobial Stewardship’, and appropriate optimization of 
antimicrobial therapy. The team have maintained a high vigilance to encourage good antimicrobial prescribing 
habits through the initiatives described below.  
 
9.8.1 Antimicrobial Guidelines 
 

 Continued revision and update of the Adult Antimicrobial guidelines in accordance with both national 
and local guidelines.  
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 Continued implementation/promotion of an ‘Antimicrobial 
Guideline APP’, called ‘Microguide’. This will enable clinicians to have 
instant access to the Trusts antimicrobial guidelines via their hand-held devices: iPhone/iPad/Android  

 Update and implementation of Pharmacys clinical standards to include prioritisation of therapy, 
monitoring and review of antimicrobial treatments.  

 Restricted antimicrobial prescriptions are reviewed on daily basis and then patients reviewed during 
antimicrobial stewardship ward rounds excluding weekends 

 
9.8.2 Restricted Antibiotics: 

 Monitoring of ‘restricted antibiotics’, cephalosporins, quinolones, co-amoxiclav and 
piperacillin/tazobactam. This has been achieved via monthly issue reports and pharmacy ‘real time’ 
surveillance, issues are addressed as appropriate. 

 ‘Actual’ antimicrobial prescribing practice via antibiotic transcription sheets are reviewed regularly. 
 Introduction of a maximum 3 day supply of antimicrobials to wards to ensure antimicrobial therapy is 

regularly reviewed where possible by pharmacy, before further supplies are given. This has helped to 
minimise unnecessary durations of therapy. 

 
9.8.3 Encouraged Antibiotic Awareness: 

 Awareness raised during antimicrobial stewardship ward rounds about prudent antimicrobial prescribing 
and timely reviews, emphasized during junior Drs and Nurses teaching sessions. 

 
9.8.4 Training  

 An antimicrobial teaching programme has again been successfully maintained throughout the past year 
to improve prescribing behaviour in treatment regimens, prophylaxis and therapeutic drug monitoring to 
all Foundation Year doctors, pharmacists, clinical technicians and nurses.  

 The antimicrobial team are also teaching ‘prudent antimicrobial prescribing and administration’ to 
nurses via their IV Study Days to address the problem of omission and delays in administration of 
antimicrobial drugs. 

 Monthly antimicrobial teaching sessions are given to all nurses new to The Trust to help enhance 
antimicrobial awareness and encourage prudent antimicrobial prescribing.  

 Pharmacy staff gets a session with Antimicrobial Pharmacist during induction week to familiarise with 
trust guidelines and expectations. 

 Training on Gentamicin and Vancomycin dosing has been included in training sessions to clinical staff 
to reduce the number of incidents. 

 
9.8.5 DATIX and Incident Logs 

 All incident reports via the ‘DATIX’ reporting system involving antimicrobials are regularly monitored, 
reviewed and actioned as appropriate. 

  
9.8.6 AUDITS 
 
48 hour Review Audit. 
To ensure antimicrobial prescribing is being appropriately initiated and then reviewed in line with the 
Governments ‘Start Smart - Then Focus’ initiative and the Trusts ‘Antimicrobial Stewardship Policy’, a 72 hour 
review audit was conducted every month. Areas audited were 
 

 Antimicrobials are prescribed in line with guidelines or appropriateness with clinical need. 
 A clear antimicrobial indication is documented on the prescription chart 
 A 72 hour antimicrobial review is documented in the clinical notes in relation to the FIVE antimicrobial 

decisions (Modify, IV to oral switch, Stop, Continue or Outpatient treatment) points 
 To assess whether the 72 hour review decision has been supported by any clinical, pathology or 

microbiology results 
 To assess whether any subsequent 72 hour reviews have been undertaken. 

Page 97 of 468.



 

 

 

 30 

 
 
9.8.7 Monitoring 
 

 Pharmacist participation of Clostridium.difficile post infection review meetings to help identify themes 
related to antimicrobial prescribing and pharmaceutical review of the patient. Good and poor 
prescribing is determined and fed back to clinical pharmacy teams for learning and action via Pharmacy 
Clinical Group meetings. 

 Monthly monitoring of high risk antibiotics – cephalosporins, quinolones, co-amoxiclav and piperacillin/ 
tazobactam ward issues are presented as defined daily dosages (DDD’s) per 1000 admissions 
excluding day cases. This is used to identify trends of overuse across all directorates.  

  
 
9.9  National Targets/Monitor targets 
 
Public Health England (PHE) maintain an enhanced reporting system for Meticillin Resistant 
Staphylococcus aureus (MRSA) bacteraemia, Meticillin Susceptible Staphylococcus aureus (MSSA) 
bacteraemia, Gram-negative (Escherichia coli, Klebsiella spp. and Pseudomonas Aeruginosa) 
bacteraemia and Clostridium difficile infection (CDI).  
Mandatory requirements for National Health Service (NHS) acute Trusts are to report each case of MRSA 
bacteraemia, MSSA bacteraemia, E. coli bacteraemia and CDI. The Health and Social Care Act 2008 and 
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the Code of Practice on the prevention and control of infections and related 
guidance provided a requirement for NHS Trust Chief Executives to report all 
cases of MRSA, CDI, MSSA and E. coli to PHE. 
 
 

9.9.1 MRSA Bacteraemia 
 
Following post infection reviews, there were two trust apportioned and three non trust apportioned MRSA 
bacteraemia cases in 2016 – 17. 
 
Lessons learned from these cases were shared throughout the trust via an overarching action plan and 
directorate action plans. 
 
The IPC Actions from Regulation 28 last year have been sustained. Outstanding issues in MRSA Action plan. 
(Appendix 6). 
 

 
 
Graph No. 11 MRSA Bacteraemia Post 48 Hour Cases April 2011 – March 2017  
 
 
9.9.2 MRSA Bacteraemia Reduction Trajectory  
 
MRSA Bacteraemia Post 48 Hour  -  Zero tolerance 
 

      
 

April  May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 
Trust attributed 0 0 0 0 0 1 (F) 0 0 0 0 1(F) 0 2  
CCG attributed 0 0 0 0 0 0 0 0 1(F) 0 0 0 1  
Third party attributed 0 2(F) 0 0 0 0 0 0 0 0 0 0  2 

 
 
9.9.3 Clostridium difficile Associated Diarrhoea (CDAD) 

 
The diagnosis of C. diff infection is based on the detection of toxin in the stools and the clinical presentation 
which is usually that of diarrhoea (type 5 – 7 stool on Bristol stool chart).  
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Mandatory reporting of cases of C.diff are classified as pre or post 72 hours 
depending on the date of the sample. Therefore any sample taken after 72 hours of 
admission is assigned to the trust trajectory.  The trust had 24 cases against a trajectory of 20 for this year.  
 
All post 72 hour cases are reviewed by the IPCT and the clinical team ream responsible for the patient to 
determine if there have been any lapses of care.  External assurance is provided when these cases are 
discussed at the North Kent Health care associated Infection (HCAI) assurance meetings that are held 
monthly. Of the 24 cases, there were 9 cases considered to be avoidable based on noncompliance of trust 
protocols and procedures. These count towards the aggregate number of cases where contractual sanctions 
will be implemented by the CCG if the target is breached and lapses of care can be proven. Although we 
breached our target, none of them incurred level 3 lapses of care whereby different management would have 
reasonably expected to have made a difference to the outcome. So the financial penalty of 10k per case of 
level 3 lapse of care has been spared.  
 
We take level 1 and 2 lapses of care seriously as we believe these would prevent progression to level 3. The 
main issues arising and lapses of care at level 1 and 2 from the PIR’s are summarised below 
 

0 - No sub-optimal care 
1 – Lapse of care but different management would not have made a difference to the outcome 
2 – Lapse of care, different management might have made a difference to the outcome 
3 – Lapse of care, different management would reasonably have been expected to have made a 
difference to the outcome 

 
Date Attributed 

to  
Ribo 
type 

Avoidable / 
Unavoidable 

Lapses of care identified Level 

July 
Case 1 

Will Adams T014 Avoidable 8 weeks of clindamycin in community 
due to penicillin allergy (Not allergic) 
Had negative sample on admission 
but when did not improve Cdt not 
considered as diagnosis in own right 

2 

August  
Case 2 

CDU T002 Unavoidable 
 
Likely pre 72 
hour case 

Timeliness of stool sample. 3 days of 
faecal incontinence in a bay before 
sample sent.  

1 

Case 3 Lawrence t002 Unavoidable 
 
Likely pre 72 
hour case 

Patient had t 5 – 7 stool on within 3 
days of admission but sample not 
sent 

1 

Sept 
Case 4 

Lawrence T003 Unavoidable Pre 72 hour stool sample mistakenly 
sent to microbiology lab for testing 
and not to biochemistry for Faecal 
occult blood 

1 

Case 5 Kingfisher Sporadic Avoidable Irrational antimicrobial prescribing. 
Did not risk assess or send specimen 
at onset of t 5 -7 stool 
 

2 

Case 6 Keats T003 Avoidable Initially treated for chest infection 
however, CXR and respiratory 
parameters normal, poor review. 

2 

Case 7 Will Adams T014 Avoidable Sample not sent at onset of t 5 – 7 
stool. Delayed discharge MFFD for 
23 days 

2 

Case 8 Keats T014 Avoidable Treated for Cellulitis, chest infection 
and urine infection. No systematic 

2 
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review of plan of care, 
treatment/diagnosis. 
Multiple Consultants (4) in 13 days 

Case 9 Wakeley Sporadic Unavoidable Antimicrobial stewardship not as per 
standard. 

1 

Oct 
Case 10 

Phoenix T018 
 

Unavoidable Nursing documentation. Medical 
outlier. Antibiotics not as per policy 
but clinically appropriate 

1 

Case 11 Keats Not 
isolated 

Avoidable Irrational antimicrobial prescribing 2 

Case 12 Byron T014 
 

Unavoidable Appropriate treatment of 
Pseudomonas urinary tract infection 

1 

Case 13 Milton Not 
tested 

 

Unavoidable Appropriate antimicrobial therapy for 
confirmed urinary tract infection. 

1 

Nov 
Case 14 

Phoenix T087 Avoidable 1st stool specimen sent 06/11/16 
negative. Second stool specimen 
sent 17/11/16 not tested final stool 
specimen sent 21/11/16 CDT +VE. 
Treated with Trimethoprim for UTI 
and Tazocin for  HAP during this 
admission.  

2 

Dec 
Case 15 

Ocelot T014 Unavoidable 
.  
Likely pre 72 
hour case 

Patient receiving Trimethoprim prior 
to admission for E. coli in Urine 
(24/11/16). Patient having T5,6,7 
stool from admission but sample not 
sent within first 72 hours. 

1 

Jan 
Case 16 

McCulloch T014 Avoidable Pt a known Cdt and GDH +ve in Nov 
2016. Sample re-sent, no risk 
assessment completed and no 
treatment or medical review 
performed. Antibiotics - meropenem, 
co amoxiclav 

2 

Case 17 Phoenix Sporadic 
 

Unavoidable No previous history. Antibiotics – 
appropriate flucloxacillin, benzyl 
penicillin for right leg cellulitis and 
infected ulcer. 

1 

Case 18 Gundulph T018 
 

Unavoidable 
 
Likely pre 72 
hour case 

Originally treated in the community 
for a UTI, referred by medoc with 
history of confusion likely chest 
sepsis  appropriate Antibiotics, co 
amoxiclav, trimethoprim 

1 

Case 19 Ambulatory 
Care 

T023 Unavoidable 
Likely pre 72 
hour case 

Pt admitted with T 5,6,7 stool. 
Sample not obtained. 

1 

Case 20 Keats Sporadic Unavoidable 
 
 

Type 5 / 6 stool never sent on 
admission as per guidelines.  
Multiple doses of antimicrobials for 
LRTI Prolonged hospital stay > 3 
weeks.  Antibiotics Co Amoxiclav and 
trimethoprim. 

1 

Case 21 Ocelot 
 

T026 Unavoidable  Previous antimicrobial administration 
not taken into account when risk 
assessing patient at onset of T 5 - 7 

1 
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stool therefore,  5 day delay in 
isolating and sending sample.  
Medical outlier. Antimicrobial therapy 
appropriate. Hospital stay > 3 weeks 

Case 22 Will Adams 
 

T018 
 

Avoidable Irrational Antibiotic prescribing. 
Multiple consultants 
Delay in isolation 
Poor risk assessment. 
 

2 

Case 23 Pembroke T011 Unavoidable Admitted following fall and right hip 
pain. Urine dip positive, chest clear 
abdo soft non tender. Medical 
management no fracture. On 
admission temperature spiked at 
38.2. CXR left lower lobe pneumonia. 
On review when chest clear could 
have discontinued antibiotics earlier. 

1 

Case 24 Pembroke T002 Avoidable Admitted following a fall. Medical 
outlier Commenced on trimethoprim 
for Urinary tract infection although no 
evidence of this.  Tazocin 
commenced for Lower respiratory 
tract infection but on review when 
chest clear opportunity to discontinue 
antibiotics missed. 

2 

 
Wards that have cases of C.diff are placed into enhanced measures where both patient care, infection control 
precautions and environmental issues are reviewed.  The scores from these measures and patient reviews 
undertaken independently by the IPCT and the outcomes of PIR’s indicated that the minimum standard is not 
being met. 
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Graph No. 12 Clostridium difficile Comparison April 2011 – March 2017 
 
 
 
 
 
 
 
9.9.4 CDT trajectory 
 
Mandatory reporting  with targets 

           
              Clostridium difficile 

             
 

April  May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 
Pre 72 Hour 3 3 7 8 3 7 7 6 7 4 5 4 64 
Post 72 Hour 0 0 0 1 2 6 4 1 1 7 2 0 24 
Trajectory 1 2 2 2 1 2 1 2 2 2 1 2 20 

 
 
9.9.5. Meticillin Sensitive Staphylococcus aureus (MSSA). 
 
Mandatory reporting of MSSA continues.  All cases are scrutinised by the IPCT and a PIR carried out. 
However, if the source of the MSSA is considered to be a surgical site infection or related to an invasive device 
then a post infection review will be carried out. 
 
There were a total of 18 post 48 hour MSSA bacteraemia cases in the year. 
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Graph No. 13 MSSA Bacteraemia April 2012 – March 2017 Pre – v – Post 48 Hour 
 

 
 
Graph No. 14 MSSA Bacteraemia Post 48 Hour Sources 2016 – 2017 
 
9.9.6 Escherichia coli (E-coli) Blood Cultures 
 
There were a total of 50 post 48 hour bacteraemia cases this year. The IPCT scrutinise each case to ascertain 
the likely source, with particular interest in any catheter related urinary tract infection (CAUTI) which would then 
require a post infection review. The majority of all cases are related to endogenous urinary tract/intra-
abdominal infections. A small proportion of these are Catheter associated and would qualify as healthcare 
associated which will be the focus of target reduction in the years to come. To date there has been no work 
streams in primary care to address the pre 48 hour cases.   The Team review all the post 48 hour cases.  

Page 104 of 468.



 

 

 

 37 

 

 
 
Graph No. 15  Post 48 hour Escherichia Coli (E-Coli) Blood Cultures April 13- March 17 
 

 
 
Graph No. 16  Pre 48 hour Escherichia Coli (E-Coli) Blood Cultures April 13- March 17 
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Graph No. 17  Post 48 hour Escherichia Coli (E-Coli) Sources 16-17 
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9.9.7 Glycopeptide Resistant Enterococci (GRE) 
 
The Trust continues to screen admissions to Lawrence Ward for GRE colonisation as a marker of good 
infection control precautions on the unit; the number of cases attributed to Lawrence ward has decreased by 
10 cases to 36 this year. 
 
 
9.9.8 Meningitis 
 
All meningitis cases are notified to the Health Protection Unit in addition to the Infection Control precautions 
that are instigated. 
 
9.9.9 Tuberculosis (TB) 
 
The IPCT work closely with the Chest Clinic Team to ensure correct management of all TB cases.  The Team 
review all inpatients with confirmed/suspected PTB.  Numbers have remained steady.  
 
9.9.10 Extended Spectrum Beta Lactams (ESBL) – More resistant organisms 

 
The Trust continues to see an increase in the incidence of ESBL cases across the whole health economy in 
urinary isolates, and this is anticipated to become an increasing concern over the next few years.   Cases are 
followed by the IPCT and isolation precautions taken as per Trust policy.   This is a significant risk in the elderly 
population in patients with urinary catheters. Although the number of urinary isolates is steadily increasing our 
blood culture isolates has remained lower than the PHE published national average of 10%. 

 

180

380

582 584

708

28 29
70 68 51

0

100

200

300

400

500

600

700

800

2012-13 2013-14 2014-15 2015-16 2016-17

ESBL isolates

All

Post 48

 
 
Graph No. 18 All ESBL Isolates 2012-17 
 
 
9.9.11 Carbapenemase producing enterobacteriaceae (CPE). 
 
There have been no hospital acquired cases this year. Screening and isolation of all at risk cases continues. 
 
 
Gap analysis against criteria 
 
Compliant
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Compliance Criterion 10 
 
Ensure, so far as is reasonably practicable, that healthcare workers are free of and are protected from 
exposure to infections that can be caught at work and that all staff are suitable educated in the 
prevention and control of infection associated with the provision of health and social care. 
 
10.1 Occupational Health Department 
 
The Trust has an Occupational Health Service and undertakes a comprehensive staff health screening 
programme including vaccinations and health surveillance.   The IPCT work in close collaboration with the 
Occupational Health Team.  
 
 
10.2 Essential Training Infection Prevention and Control 
 
Following a review of essential training Infection Prevention and Control has been divided into two levels.   
 
Level 1: aimed at staff that have no patient/clinical contact and patient/clinical involvement but do not 

provide hands on care or treatment.   Staff receive a half hour update annually or undertake e-
learning. 

Level 2: aimed at staff providing hands on care/treatment.  Staff receive a one hour session annually or 
undertake e-learning.  

 
The Infection Control Nurses provide a wide range of learning opportunities outside of the classroom to meet 
the needs of individuals and teams across the Trust.   For example, staff who participate in infection control 
post infection reviews, also fulfil the requirement for level 2 training. This training is monitored by Human 
Resources and the Trust Board. 
 
Ad hoc sessions 
 
10.3 Induction 
 
All new staff must complete an online infection control e learning package.  This includes hand hygiene and 
inoculation injuries.   
 
Infection control link practitioners are responsible for undertaking hand hygiene assessments of all new staff.  
 
All new nursing staff receives infection control training on their ‘essential skills’ course which covers saving 
lives high impact interventions and risk assessment of patients with t type 5 – 7 stool (diarrhoea). 
 
10.4   Other Infection Control Training 
 
The IPCT also provides a wide range of other opportunities including: 
 
 Risk Assessment 
 Housekeeping Updates 
 Saving Lives high impact interventions 
 Risk Assessment of patients who develop T5-7 stool 
 Doctors Induction 
 Student Nurse Induction 
 Workplace Sessions 
 Medical Students Induction 
 Team Specific Sessions  
 High dependency course 
 Intravenous study day. 
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 Respiratory mask training 
 
In addition in collaboration with companies that provide equipment, the company representatives have carried 
out training and assessment in use of sharps, cannulation and blood cultures in areas throughout the trust. 
 
 
10.5 Contractors/Estates 
 
Contractors employed by the Trust have to be aware of IPC; all flexible staff are monitored and trained in the 
same way as permanent staff.   Agency staff who are employed by the Trust, are employed by companies 
compliant with the NHS contract via Purchasing and Supply Agency (PASA) which covers training of their own 
staff. 
 
Contractors for Estates all have to report via the Estates Department for a permit to work when they receive 
Infection Prevention and Control basic advice and sign for this information.   This gives key messages on 
Infection Prevention and Control, for example hand hygiene. 
 
Contractors working on site for large projects meet with the IPCT prior to contract commencement where IPC 
is discussed in depth and the conduct of the contractors whilst on our site; this is then monitored by the project 
manager.   This has worked well for projects undertaken this year. 
 
The infection prevention and control team have been closely involved with many projects this year. 
 
 
Gap analysis against criteria 
 
Compliant 
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1.1  Appendix 1 

 
TERMS OF REFERENCE 

 
INFECTION CONTROL & ANTIMICROBIAL STEWARDSHIP COMMITTEE 

 
 

 
 

1 CONSTITUTION .............................................................................................................  
2 ACCOUNTABILITY/REPORTING ARRANGEMENTS ....................................................  
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4 MEMBERSHIP ................................................................................................................  
5 ATTENDANCE ................................................................................................................  
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7 FREQUENCY OF MEETINGS/ATTENDANCE OF MEMBERS ......................................  
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10 PROCESS FOR MONITORING COMPLIANCE WITH TERMS OF REFERENCE .........  
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2 Constitution 
 
2.1 Constituted by the Trust Board and is a sub-committee of the Quality Improvement Committee 

which reports to the Quality Assurance Committee -  a committee of the Board. 
 
3  Accountability/Reporting Arrangements 
 
3.1 This Committee reports to the Quality Improvement Committee quarterly and by exceptional 

reporting to the Quality Assurance Committee - a committee of the Trust Board. 
 
4 Chairmanship 
 
4.1 The Committee will be chaired by Director of Infection Prevention and Control and 

Antimicrobial Stewardship and the Deputy Director of Infection Prevention and Control will be 
the deputy chair. 

 
 
5 Membership 
 
5.1 The membership of the Infection Control & Antimicrobial Stewardship Committee will consist of 

the following: 
 

Director of Infection Control and Antimicrobial Stewardship* 
Head of Infection Control/Deputy Director of Infection Prevention and Control * 
Consultant Microbiologist * 
Specialist Antimicrobial Pharmacists*/Head of Pharmacy 
Director of Nursing 
Directorate Infection Control / Antimicrobial Stewardship champions 
Head of Occupational Health  
Head of Estates/Deputy Head of Estates 
Deputy Head of Facilities 
Clinical Directors/Clinical leads as appointed by the Medical Director   
Directorate Deputy Directors of Nursing, Midwifery / Matrons 
 

  
6 Attendance 
 
6.1 Other managers, etc., will be invited to attend as and when required.  CCG representative and 

Kent Surrey & Sussex, Health Protection, Public Health England Centre representative. 
 
 
7 Quorum 

7.1 A quorum of seven full members is required for the Committee meeting to proceed (the 
Infection Prevention and Control Team counts as one member *). 
Medical and Surgical Care directorates must be adequately represented   
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7.2 If a deputy attends on behalf of a Committee member they must come prepared with data and 
action plans and have the level of authority to make decisions on behalf of the member. 
Unprepared deputies will be considered non-quorate 

 
 
8 Frequency of Meetings/Attendance of Members 
 
8.1 The Committee will meet at least quarterly.  
 
8.2 Both medical and nursing staff from the three Directorates must be present and be fully 

engaged in the discussions and actions. Two way communication of decisions and actions is 
expected Between the Committee and Directorate’s governance structures is expected. 
 

8.3 It is expected that members should attend a minimum of three out of the four quarterly 
meetings. 

 
8.4 The Committee will be convened in an emergency situation as required. 
 
9 Purpose  
 
 
This renamed committee has been launched to highlight the important relationship between infection 
prevention and control and antimicrobial resistance. Clinical staff throughout the trust has a duty of 
care to prevent infections and minimise antimicrobial resistance by complying with the trusts policies 
designed specifically to address the dual problem.  
 
The purpose of this committee is to maintain an overview of infection prevention and control / 
Antimicrobial prescribing priorities within the Trust, and to link this into the clinical governance 
structures of directorates in order to meet the regulatory and legislative requirements associated with 
this area of work. 
 
In particular the Committee will receive assurance from directorates and reporting committees and 
raise concerns (if appropriate) and make recommendations to the Board of Directors in respect of 
Infection prevention and control and antimicrobial stewardship.  
 
 
10 Responsibility/Objectives/Duties 
 

 
10.1 To provide assurance to the Trust Board that the Trust is compliant with mandatory reporting of 

HCAI’s and statutory regulations e.g. Care Quality Commission, CQUIN targets etc.  
  

10.2 Review and monitor Trust performance against national and local targets via the HCAI KPIs 
including MRSA blood stream infections and Clostridium difficile reduction.  
 

10.3 To receive and approve the Infection Control and Antibiotic Stewardship work and audit 
programmes 
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10.4 To escalate risks associated with Infection Prevention 
Control and Antimicrobial Stewardship issues. 
 

10.5 Promote responsible prescribing across the Trust and receive reports on antimicrobial 
stewardship programme of audit, feedback, surveillance and education. 
 

10.6 Maintain and monitor the Antimicrobial Stewardship Policy. Advise, as required, the Medicines 
Management Committee on restricted antimicrobial consumption. Review the release of new 
antimicrobials and monitor its use. 
 

10.7 To receive assurance from the Directorates that Infection Prevention and Control/antimicrobial 
stewardships risks are identified, discussed at their respective governance meetings and plans 
drawn up to mitigate the risks. This will be presented in the form of exemption reports from 
each of the Directorates and specialist support services on a template report. This report 
should be sent to the secretary one week before the meeting  
 

10.8 To monitor the establishment and performance of surgical site infection surveillance 
programme (mandatory and non-mandatory)  across Surgical specialities and Obstetrics and 
Gynaecology  
 

10.9 To receive exemption reports from the Water Safety and Decontamination Groups  
 

10.10 To ratify infection control and antimicrobial policies, procedures and guidelines and maintain a 
rolling programme of updates 

 
10.11 To receive and approve the Infection Control Team’s Annual Report before it is presented to 

the Trust Board 
 
10.12 Deliver a robust assurance programme that holds directorates and support specialties to 

account and provide feedback to the Board of Directors. 
 

10.13 To work collaboratively with our CCG’s on both Infection Control and Antibiotic Stewardship in 
the community 

 
11 Process for Monitoring compliance with Terms of Reference 
 

 
11.1 The committee will review its terms of reference on an annual basis and will provide an annual 

report to the Quality Improvement Committee 
 
12 Review Date 
 
What will 
be 
monitored 

How/method Frequency Reporting 
to 

Deficiencies/gaps 
Recommendations 
and actions 

Implementation 
of any required 
changes 

 
Terms of 
Reference 
 
 
 
 

 
Review by 
Infection 
Control and 
Antimicrobial 
Stewardship 
Committee 

 
Annually 

 
Trust Board 
via the 
Quality 
Improvement 
Committee 

 
Infection Control 
and Antimicrobial 
Stewardship 
Committee 

 
Agreed  by 
Quality 
Improvement 
Committee 
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12.1  Appendix 2 

 Infection Prevention and Control Work Programme 2016– 2017 
 
 
 

Priority Action 
 

Responsible 
Person 

Frequency 
/review 

Reporting/Assurance 
 

Achieved 

1 To undertake mandatory reporting of all relevant 
organisms e.g. MRSA, MSSA, E-Coli, C.diff toxin. 

Head of Infection 
Control 

Monthly National HCAI Data 
capture system 
monthly. 
Monthly via monthly 
stats. 
Quarterly to ICC and 
QICG 

√ 

1 Review the effectiveness of the MRSA and Clostridium 
difficile reduction strategies to meet and exceed national 
targets.   

Head of Infection 
Control 

Monthly Quarterly report to 
ICC and QICG 

√ 

1 To provide an efficient, proactive Infection Prevention and 
Control service to meet the Trust’s requirements. 

Head of Infection 
Control 

Quarterly ICC √ 

1 To undertake surveillance of alert organisms (Resistant 
Organisms, Tuberculosis and Norovirus) and provide 
accurate timely data to the Directorates. 

Head of Infection 
Control 

Monthly Monthly Stats 
Reported to ICC 
quarterly 

√ 

1 To undertake a comprehensive audit programme to meet 
the requirements of regulations and to identify areas of 
potential risk for the Trust (attached). 

Head of Infection 
Control 

Quarterly ICC √ 

1 To provide Infection Prevention and Control training 
programme to ensure all staff receive training on induction 
and annual updates (including hand hygiene) and support 
new Trust training days. 

Head of Infection 
Control 

Monthly Learning and 
Development report 
via WIRED. 
Directorate reporting 
of training uptake 
quarterly at ICC 

√ 

1 Support the Directorates in undertaking PIR’s/RCA’s for all 
hospital acquired Clostridium difficile, MRSA 
Bacteraemias, SUI’s and outbreaks. 

Head of Infection 
Control & 
IPC Team 

As required Completed PIR’s  
Directorate action 
plans reported to ICC 
and QICG 

√ 

1 Clinical review by IPCT of every MRSA / Clostridium 
difficile / GRE / CPE / GDH/ other alert organisms   

Head of Infection 
Control 

Weekly Medical Notes 
completed in real time. 
Written feedback to 

√ 
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directorates  
1 To identify and lead the management of outbreaks. Head of Infection 

Control 
As they 
occur 

Outbreak meeting 
minutes. ICC. 

√ 

1 Provide specialist advice on decontamination issues.  Decon Lead As required Quarterly 
decontamination 
committee 

√ 

1 Ensure the Trust is compliant with the CQC Registration, 
NHSLA compliance and provide assurance to the Trust 
Board  

DIPC As required  √ 

1 Provide the strategy for antimicrobial prescribing 
compliance.  Chair the Antimicrobial Stewardship Group. 

DIPC Annually Antimicrobial 
Stewardship group 
quarterly 

√ 

1 Provide policy and training and education for new and 
emerging threats  

Head of Infection 
Control 

As required New policy 
ICC 

√ 

1 Maintain the HCAI Data Capture System data base for the 
Trust ensuring timely updated and enhanced fields are all 
entered. 

Head of Infection 
Control and Mandy 
Fassum 

Per case Monthly lock down of 
HCAI data fed back to 
Chief Executive 
monthly 

√ 

2 Provide reports to Clinical Commissioning Group, Primary 
Care Organisation on IPC issues, as requested and other 
reports as required. 

Head of Infection 
Control 

weekly, 
monthly, 
quarterly 

ICC quarterly 
HCAI assurance 
group  minutes 

√ 

2 Provide specialist Infection Prevention and Control advice 
Trust wide and attend appropriate Committees and 
Groups. 

Head of Infection 
Control 

As required Minutes of meetings √ 

2 Undertake RCA on all: 
E-Coli Blood Cultures 
ESBL Blood Cultures 
MSSA blood cultures (if SSI or CVC related) 

IPCT with 
directorate 
representation 

As required Completed RCA’s 
Directorate action 
plans at ICC 

√ 

2 Maintain Infection control link practitioners network Infection Control 
Matron 

Quarterly Quarterly 
meetings/minutes 

√ 

2 To maintain evidenced based policies that are based on 
national guidance ensuring these are updated and 
reviewed by the Infection Control Committee on a rolling 
basis. 

Head of Infection 
Control 

As required Updated policies 
ratified at ICC and 
placed on intranet 

√ 

2 Provide Infection Control input/liaison on all environmental, 
estates and housekeeping projects, policies and reviews of 
service. 

Head of Infection 
Control 

As required ICC √ 
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12.2 Appendix 3 

  
Infection Prevention and Control Audit Programme 

April 2016 – March 2017 
 
 

Audit By 
Whom 

Target 
Compliance 

Frequency Results To Monitoring of 
Action Plans 

Review 
 

Achieved 

Environmental 
 
 
 
 

IPCT 
 
 

Minimum 
90% 

 
 

 All inpatient areas  
(unannounced)   

 Inpatient areas less than 
85% monthly review 

 86%-90% three monthly 
review 

 Six monthly review 90% + 

Senior Sisters 
Department Managers 
Line Manager 
Deputy Directors of 
Nursing 
Director of Nursing 
Clinical Director 

Directorate 
Governance Group   
ICC Exception 
Reporting 

Quarterly √ 

Compliance with 
Infection Control 
Policies  

Matrons 
(HH) 
 
IPCT 

100% Monthly:  
 Hand Hygiene 
 Clostridium difficile 
 MRSA 
 Other alert organisms as 

required 

Senior Sisters 
Deputy Directors of 
Nursing 

Directorate 
Governance 
Groups  
ICC Exception 
Reporting 
 

Quarterly √ 

Saving Lives 
Compliance 

IPCT 100% Monthly: Peripheral lines 
               Central lines 
               Urinary catheters 

Senior Sisters 
Deputy Directors of 
Nursing 
 

Directorate 
Governance 
Groups 

Monthly √ 

Decontamination 
of Medical Devices: 
Endoscopes 

IPCT 
 

100% Annual Department Managers 
Decon Lead 
Director of Nursing 

Decontamination 
Committee 
Infection Control 
Committee 

Quarterly √ 

 Patient Reviews 
(alert organisms) 

IPCT 100% Weekly  Senior sisters 
Deputy Directors of 
Nursing 
Part of monthly stats 

Directorate 
Governance 
Groups 

Monthly √ 

MRSA Screening 
Compliance 
 Admission 
 Weekly 

IPCT 100% Monthly 
Re-audit weekly if below 90% 

Part of monthly stats, fed 
back to all directorates 
and senior managers. 
Nursing and midwifery 
strategy forum. 

Directorate 
Governance 
Groups 

Monthly √ 
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Commode Audits IPCT 100% Monthly (minimum) Senior Sisters 
Deputy Directors of 
Nursing. 
Part of monthly stats 

Directorate 
Governance 
Groups 

Monthly √ 

Audit Following 
HCAI: Clostridium 
difficile, MRSA 
Bacteraemia 
Acquisitions/ 
Periods of 
increased 
incidence 
/Outbreak 

IPCT 100% Response to incident / case 
(as required) 
 
 

 

Senior Sisters 
Deputy Directors of 
Nursing 
Director of Nursing 
Director Clinical Ops 

Directorate 
Governance Groups 

Month
ly as 
requir
ed 

√ 

Clostridium 
difficile Patient 
Reviews 

IPCT 100% Weekly Senior Sister 
Deputy Directors of 
Nursing 
Director of Nursing 

Directorate 
Governance 

Month
ly 

√ 

Clostridium 
difficile Enhanced 
Measures 

IPCT 95% Weekly until all measures 
above 95%  

Senior Sister 
Deputy Directors of 
Nursing 
GM 
CD 
Director of Nursing 

Directorate 
Governance  

Month
ly 

√ 

Other Infectious 
Organisms  
Patient reviews / 
enhanced 
measures 

IPCT 100% As required Senior Sister 
Deputy Directors of 
Nursing 
GM 
CD 
Director of Nursing 

Directorate 
Governance meetings 

Month
ly 

√ 

Admission 
infection status 

IPCT 100% Monthly Senior Sister 
Deputy Directors of 
Nursing 
GM 
Governance Leads 
CD’s; GM’s, DCO’s, MD, 
CQO 
Director of Nursing  
Part of monthly stats 
 
 

Directorate 
Governance,  

Month
ly 

√ 
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EDN infection 
status 

IPCT 100% Monthly Ward and departmental 
managers. 
CD’s; GM’s, DCO’s, MD, 
CQO 

Directorate 
Governance, 

Month
ly 

√ 

Safety 
Thermometer 
CAUTI validation 

IPCT  Monthly Sharon Wiseman, Harm 
Free Care 

Directorate 
Governance 

Month
ly 

√ 

 
 
Key: 
IPCT  Infection Prevention & Control Team     NMAG  Nursing & Midwifery Advisory Group  
SS  Senior Sisters        OH  Occupational Health 
GM  General Managers       HK  Housekeeping 
DDN  Deputy Directors of Nursing      ICC  Infection Control Committee    
DN  Director of Nursing       NSPEG Near Side Patient Equipment Group  
CD  Clinical Director      
MD  Medical Director        
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12.3 Appendix 4 

 
Bed Spacing 

 
 

Ward Name 4 Bedded Bays 
(mm) 

6 Bedded Bays 
(mm) 

Other (mm) 

A Block 
Milton 
 
Tennyson 
 
Byron 
 
 
Lawrence 
 
Sapphire 
 

 
2400 
 
2400 
 
2400 
 
 
2470 
 
2500 

 
2300 
 
2300 
 
2300 

 
3 Bedded Bay 
2400 
3 Bedded Bay  
2400 
2 Bedded Bay 
N/A 
 
3 bedded bays 
3500 

Harvey  BO25 
2300 
 
BO 19, 16 
2200 

 

B+C Blocks 
Keats 
 
Wakeley 
 
 
Will Adams 
 
 
 
 
 
Nelson 
 
Dickens 
 
Green Zone 
McCulloch 
 
Phoenix 
 
Victory  
 
Pearl 
 
Kent 
 

 
 
 
 
 
 
 
 
 
 
 
 
2500 
 
2100 
 
 
 
 
 
 
 
 
 
 
 
 

Main Ward Area 
2400 
 
2400 
 
 
2200 
 
 
 
 
 
2800 
 
 
 
 
2400 
 
2400 
 
2400 
 
2400 
 
2400 
 

 
2 Bedded Bay 
1600 
 
2 Bedded Bay 
2500 
 
3 Bedded Bay 
2000 
7 bedded area 
2000-2800 
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Ocelot 
 
Dolphin  
 
KFW 

 
 
 
 
2200 

2400 
 
2400 
 
 
 

 
 
 
one bay 3 bedded 
2200 
2000 

D. Block 
 
Arethusa 
 
Pembroke 
 

 
 
2000 
 
2000 

  
8 Bedded bays 
 
2400mm 
 
2400mm 
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12.4 Appendix 5 

 
 

Policy Code Policy Title Dated Review Date 

POLCGR37 Isolation Policy for Patients August 2016 August 2019 
POLCGR38 Mattress Policy February 2015 February 2018 
POLCGR39 Arrangements for the Control of an Outbreak of 

Infection (including Norovirus) in Medway NHS 
Trust 

December 
2015 

December 
2018 

POLCGR41 Policy for the Management of Suspected or 
Confirmed Tuberculosis (including MDR TB) 

August 2016 August 2019 

POLCGR42  Management of MRSA (Meticillin Resistant 
Staphylococcus aureus) 

August 2015 August 2018 

POLCGR43 Guidelines for the Management of Clostridium 
difficile 

September 
2015 

September 
2018 

POLCGR44 Control of Infestations: Scabies, Head Lice, 
Pubic Lice, Body Lice 

December 
2015 

December 
2018 

POLCGR45 Varicella Zoster Virus (VZV) Chickenpox and 
Shingles 

December 
2015 

December 
2018 

POLCGR46 Viral Haemorrhagic Fever (VHF) Ebola November 
2014 

November 
2017 

POLCGR50 Guidelines for Laundry October 2015  October 2018 
POLCGR51 Hand Hygiene Guidelines October 2015  October 2018 
POLCGR52 Cleaning/Disinfection Policy February 2015 February 2018 
POLCGR53 Guidelines for the Management of 

Transmissible Spongiform Encephalopathy 
(TSE) including Creutzfeldt-Jakob Disease 
(CJD) 

December 
2015 

December 
2018 

POLCGR54 Policy for the Prevention of Blood Borne 
Viruses 

December 
2015 

December 
2018 

GUCPCM011 Preventing Infections Associated with 
Indwelling Urinary Catheters 

August 2016 August 2019 

POLCGR063 Meningococcal Meningitis/Septicaemia August 2016 August 2019 
POLCGR066 Control of Glycopeptide Resistant Enterococci 

(GRE)  
August 2016 August 2019 

POLCGR067 Policy for the Management of Risks Associated 
with Infection Prevention and Control 

August 2015 August 2018 

POLCGR068 Control of Multi-Resistant Gram Negative 
Bacilli 

February 2015 February 2018 

POLCGR069  Blood Culture Policy September 
2015 

September 
2018 

POLCGR070 Principles of Asepsis and Aseptic Non Touch 
Technique (ANTT) 

August 2016 August  2019 

POLCPCM026 Policy for the Prevention of Infections 
Associated with Vascular Access Devices 

January 2017 January 2020 

GUCPCM006 Guidelines for the Prevention of Infections 
Associated with the Insertion and Maintenance 
of Central Venous Devices 

August 2016 August 2019 

GUCPCM007 Guidelines for the Prevention of Infections August 2016 August 2019 
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Associated with Peripheral Venous Catheters 
GUGR017 Guidelines for the Use of Faecal Management 

System 
December 
2015 

December 
2018 

POLCGR091  Environmental Policies and Infection 
Prevention and Control 

November 
2013 

November 
2015 

POLL0M017 Clinical Workwear Policy  February 2015 February 2018 
POLCPCM075 Adult Valved Peripherally Inserted Central 

Catheters (PICCs) Placement and 
Management Policy  

August 2016 August 2018 

POLCGR121 Management and Control of Carbapenemase 
Producing Enterobacteriaceae  

October 2015 October 2018 

PROLPCM021 Ebola – Patient at Risk Procedure November 
2015 

November 
2018 

POLCGR125 Respiratory Viruses Policy March 2016 March 2019 
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12.5 Appendix 6 
 

 

MRSA bacteraemia recovery plan 
outstanding issues 2016 -17 

    

          

     
10/02/2016 

    

  Action Assurance 
Responsible 

lead 

Date 
implemented 

/ planned 
Baseline  / 
current  

 
Green Amber Red 

1 

IPCT 
recommendation 
to discontinue 
MRSA surgical 
cohort - patients 
can be nursed in 
side rooms within 
the surgical 
division 
(exception 
elective 
orthopaedic 
ward). 

Documented 
evidence of 

agreement from trust 

Operational 
leads for both 

acute and 
coordinated 

care pathways 

May 2017.   

 

Agreement 
obtained & 
discussion 

taking place 

Agreement 
obtained no 
discussion to 

date 

No progress 

 Medical patients no 
longer outliers on 

Surgical ward. 
MRSA positive 

surgical patients 
nursed in side rooms 
on general surgical 

wards. 
 

 

 

4a 

All patients with a 
history of MRSA 
to have 
chlorhexidine 
impregnated 
dressings for 
CVC's. 

Review  of patients 
with MRSA and 

CVC's 
IPCT 

Jan-15   
 

All patients 
reviewed 

>75 < 99% 
patients 
reviewed 

< 75% patients 
reviewed 

4e 

Consideration of 
a nurse led 

vascular access 
team to reduce 

incidence of 
central line 

insertion outside 
of critical care 

through 
alternative PICC 

and mid line 
access 

Business case for 
team to be written 

 Director of 
Nursing and 
operational 
directors. 

Apr-16 

Request 
for 
business 
case put 
fprward.tbc 
complete 
by August 
2017 

 

TBC TBC TBC 

 Reduction in 
number of CVC’s 

inserted outside of 
critical care, 

validated by audit of 
all inpatients with 

central lines in situ 

Clinical 
directors     

 

>95% CVC's in 
general wards 
are appropriate 

>75 <90% 
patients on 
general wards 
with appropriate 
CVC's 

<75% patients 
on general 
wards with 
appropriate 
CVC's 

4f 

Audit and 
feedback of 

compliance with 
practice 

guidelines for 
invasive devices 

trustwide: 

Review insertion 
documentation for  

CVC’s .   

Director of 
Nursing and 

Head of 
Infection 
Control 

Jan-16   

 

Agreement 
obtained, 
Documentation 
reviewed and 
disseminated, 

Agreement 
obtained but 
documentation 
not yet 
disseminated. 

No agreement. 

Visible inspection 
and verbal feedback 

by IPCT at least 
once weekly, written 
feedback and scores 

disseminated 
monthly within acute 

wards for patients 
with central venous 

devices. 

Jan-16   

 

Feedback and 
dissemination 
given  to wards 

Feedback given 
to some wards 
with some 
dissemination of 
scores 

No feedback or 
scores 

 

 

Liaison with East 
Kent University 
Hospital NHS 
Foundation Trust 
re Medway renal 
cases with MRSA 
history 

Information re cases 
shared and put onto 
infection control 
server and OASIS 

Head of infection 
Control Mar-16   

 

 Shared cases 
set up and 
running 

Discussion  re 
possibility  with 
EKUHFT 
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Report to the Board of Directors 

Board Date:  7 September 2017  Agenda item:  

Title of Report National Quality Board (NQB): Learning from Deaths (March 
2017) 

Presented by  Diana Hamilton-Fairley, Medical Director 
Lead Reporting 
Director Diana Hamilton-Fairley, Medical Director 

Committees or Groups 
who have considered 
this report 

Mortality & Morbidity Group 
Quality Assurance Committee 

Executive Summary 

The purpose of this briefing is to: 
 Provide the Trust Board with an overview of the NQB 

Learning from Deaths Guidance which was published in 
March 2017 

 To clarify the actions that the Trust wishes to take in 
response to the guidance 

 Provide assurance that the Trust has appropriate 
arrangements in place to address the requirements of the 
guidance 

 
Summary: 
In line with the publication of CQC Learning, candour and 
accountability (December 2016) and the CQC's 
recommendations following its review of how the NHS 
investigates patient deaths, the National Quality Board published 
the first edition of a new national framework for NHS Trusts - 
'National Guidance on Learning from Deaths'. 
 
The purpose of the new framework is to introduce a more 
standardised approach to the way NHS Trusts report, investigate 
and learn from patient deaths, which should lead to better quality 
investigations and more embedded learning. 
 
It encompasses how Trusts respond to deaths in care generally, 
not just those amounting to 'serious incidents', which will 
continue to be dealt with under the existing 'Serious Incident 
Framework'. 
 
The focus of the new framework is on improving governance 
processes around patient deaths (including new board 
leadership roles, a new system of 'case record reviews', 
quarterly reporting of specific information about deaths in care 
and a new Trust policy on how individual organisations will be 
implementing all this) and on ensuring the families/carers of 
patients who have died in care are properly involved at every 
stage. 
 
In the future, the CQC is likely to be closely monitoring how 
Trusts are performing in terms of compliance with the new 
framework. 

10c 
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Resource Implications - 
Risk and Assurance - 
Legal 
Implications/Regulatory 
Requirements 

Failure to implement the guidance could result in regulatory 
action or a prosecution under the Care Quality Commission 
(Registration) Regulations 2009. 

Recovery Plan 
Implication 

- 

Quality Impact 
Assessment 

- 

Recommendation 

The Board is requested to: 
 Note the content of this briefing and raise any queries 

regarding its contents. 
 Identify a named Non-Executive Director to support the 

learning from deaths agenda. 
 Consider if it wishes to comply with national guidance 

and approve the Responding to Deaths Policy or 
implement another form of directive. 

 To note the content of the Learning from Deaths 
Dashboard. 

Purpose & Actions 
required by the Board: 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

x x x x 
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The National Quality Board (NQB):  

Learning from Deaths Guidance (March 2017) 

Introduction 

The purpose of this briefing is to: 

 Provide the Trust Board with an overview of the NQB Learning from Deaths 
Guidance which was published in March 2017 

 To clarify the actions that the Trust need to take in response to the guidance 
 Provide assurance that the Trust has appropriate arrangements in place to 

address the requirements of the guidance 

Summary 

In line with the publication of CQC Learning, candour and accountability (December 
2016) and the CQC's recommendations following its review of how the NHS 
investigates patient deaths, the National Quality Board published the first edition of a 
new national framework for NHS Trusts - 'National Guidance on Learning from 
Deaths'. 

The purpose of the new framework is to introduce a more standardised approach to 
the way NHS Trusts report, investigate and learn from patient deaths, which should 
lead to better quality investigations and more embedded learning. 

It encompasses how Trusts respond to deaths in care generally, not just those 
amounting to 'serious incidents', which will continue to be dealt with under the 
existing 'Serious Incident Framework'. 

The focus of the new framework is on improving governance processes around 
patient deaths (including new board leadership roles, a new system of 'case record 
reviews', quarterly reporting of specific information about deaths in care and a new 
Trust policy on how individual organisations will be implementing all this) and on 
ensuring the families/carers of patients who have died in care are properly involved 
at every stage. 

In the future, the CQC is likely to be closely monitoring how Trusts are performing in 
terms of compliance with the new framework. 
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Key Recommendations 

The framework requirements apply to all acute, mental health and community NHS 
Trusts and Foundation Trusts. 

As detailed below, the framework focuses on two key areas - improving governance 
around patient deaths and greater involvement of families/carers. 

1. Better governance 

The drive to improve Trust governance processes around patient deaths as part of 
the new framework has numerous specific elements to it, including: 

Board leadership 

The new framework places significant emphasis on the importance of Trust Board 
leadership in ensuring that learning from patient deaths becomes truly embedded in 
their organisations. It highlights that mortality governance needs to be a priority for 
Trust Boards. 

Reflecting this, Trusts are required to identify an existing executive director to be 
'Patient Safety Director', with responsibility for the learning from deaths agenda.   
They also need to identify a non-executive director to take responsibility for oversight 
of progress.  On this point, considerable emphasis is placed in the guidance on the 
role of non-executive directors as a 'critical friend' in holding the organisation to 
account for its approach to learning from deaths, particularly those assessed as 
having been avoidable (see 'Case Record Reviews' below). 

Case Record Reviews 

Whilst Trusts will already undertake some form of mortality reviews, a central 
element of the new framework is the requirement for all Trusts to introduce a system 
of 'case record reviews'. This will involve an objective review of the patient's records 
for all deaths falling within selected categories. Trusts can determine for themselves 
exactly how the case record review system will work in their organisation, but the 
guidance sets out minimum requirements for the types of case which should be 
subject to a case record review, including all deaths where families/carers or staff 
have raised a significant concern about the death, all deaths of those with learning 
disabilities or severe mental illness and all deaths in areas where people are not 
expected to die (e.g. routine elective procedures). 

The guidance suggests that Mental Health Trusts and Community Trusts will want to 
consider carefully which categories of outpatient and/or community patient will come 
within the scope for case record review, taking a proportionate approach. 
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This process will affect a much broader range of cases than serious incident 
investigations, which will continue to be carried out in line with the existing Serious 
Incident Framework.  

The purpose of the case record reviews will be to determine whether there were any 
problems in the care provided to the patient who died and, if there were, whether the 
death is likely to have happened as result of those problems - i.e. whether it was a 
potentially avoidable death. 

The reviews should be carried out using an evidence-based methodology.  A 
particular methodology suggested in the guidance as an example is the 'Structured 
Judgement Review', which the Royal College of Physicians will be rolling out training 
on. The guidance refers to how this can be adapted in the mental health context and 
explains that there is a separate methodology which must be used for learning 
disability cases. 

The guidance further specifies that case record reviews should wherever possible be 
conducted by clinicians who were not directly involved in the deceased's care.   

Setting up this system may not be straightforward and it is acknowledged in the 
foreword to the guidance that: "There will be legitimate debates about deciding which 
deaths to review, how the reviews are conducted, the time and team resource 
required to do it properly, the degree of avoidability and how executive teams and 
boards should use the findings". 

New 'dashboard' data 

Under the new framework, Trusts are now also required to comply with new data 
reporting requirements relating to patient deaths.   

This will mean publishing the following information each quarter - total number of 
deaths in the Trust's specified scope (as a minimum, all adult inpatient deaths 
excluding maternity), total number of deaths subject to a case record review and 
total number of deaths assessed to have a more than 50% chance of being 
avoidable. 

A template 'dashboard' has been provided to assist with collating and publishing this 
information. 

In terms of timeframes, the guidance is asking Trusts to publish details of their policy 
and approach via public board meetings by the end of Q2 and to start publishing the 
data (plus learning points) from Q3 onwards. 

A summary of this data - plus information about how the organisation has learned 
from deaths - will also have to be published as part of Trust Quality Accounts from 
2018. 
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Policy for responding to deaths 

Trusts will also be required - by September 2017 - to publish a policy setting out how 
the organisation responds to and learns from patient deaths.   

The framework outlines the areas this policy should cover, such as the Trust's 
approach to undertaking case record reviews (as described above), including their 
system for selecting which deaths to review and the rationale for this. 

The policy should also set out how the Trust's processes respond to the deaths of 
people in the following specific groups - those with a learning disability or mental 
health needs, infant/child deaths and stillbirths or maternal deaths. 

Staff training 

Under the new framework, Trusts should review whether their staff have appropriate 
skills and specialist training to support this agenda, including ensuring that staff have 
protected time under their contracted hours to review and investigate deaths to a 
high standard. 

National training is to be rolled out on the 'Structured Judgement Review' method for 
undertaking the new system of case record reviews. 

2. Involving families/carers 

The other key message from the new framework is that Trusts must make it a priority 
to work more closely with the families/carers of patients who have died to ensure 
meaningful support and engagement at all stages, from notification of the death right 
through to actions taken following an investigation.  

The framework sets out key principles for Trusts to follow, including the need to treat 
bereaved families/carers as equal partners and recognising that paying close 
attention to what families/carers say can offer an invaluable source of insight to 
improve clinical practice. 

The Trust's policy on responding to patient deaths should include details of how the 
Trust supports and engages with the family/carers of patients who have died, 
including ensuring they have a proper opportunity to raise questions or share 
concerns about the quality of the patient's care. 

Under the minimum requirements in the framework, a significant concern raised by 
families/carers should always trigger a case record review. 
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Assurance 

Action Plan 

In response to the national guidance, the Trust has developed an action plan which 
shows the key recommendations and progress. Please see Appendix 1. 

Mortality Review Process 

The Trust has reviewed and amended its mortality review process. The new process 
was implemented on 1 August 2017 and uses the suggested Royal College of 
Physicians (RCP) structured judgement review (SJR) methodology. The 
corresponding process flowcharts and mortality review forms can be found in 
Appendix 2a and 2b. 

The national LeDeR programme has now been rolled out in the area and since 7 
August 2017, learning disability deaths will be referred to the programme for external 
review (Appendix 3). 

Training 

RCP have started to roll out the training for acute providers on the SJR methodology. 
The Trust has identified three clinicians to attend this training (one from each 
directorate) which is to be held on 4 October 2017. 

Once training has been completed, it will be cascaded across the Trust to ensure 
that all reviewers are trained in the new methodology. 

Policy 

The mandatory policy in response to the NQB guidance has been drafted and has 
also undergone a consultation period. It is a requirement of the NQB guidance that 
the enclosed policy receives formal approval by the Trust Board. Please see 
Appendix 4. 

Data Collection and reporting 

In line with the NQB guidance, from Q3 onwards the required data will be reported to 
the public Board meeting using the national template. This data will also be 
summarised in the Quality Accounts from June 2018, including evidence of learning 
and action as a result of this information and an assessment of the impact of actions 
that the Trust has taken. 

The dashboard has been populated with data from April 2017 onwards and is correct 
at 15/08/2017. As the new review process was not introduced until August, many of 
the reviews have been undertaken using the old review form which did not include 
an avoidability score. Reconciliation has been carried out with corresponding SI’s for 
the April-July 2017 period which shows no avoidable deaths. 
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Please see Appendix 5 for the completed dashboard. 

Conclusion 

The committee is requested to: 

 Note the content of this briefing and raise any queries regarding its contents. 
 Identify a named Non-Executive Director to support the learning from deaths 

agenda. 
 Approve the Responding to Deaths Policy. 
 To note the content of the Learning from Deaths Dashboard. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Michelle Woodward, Associate Director of Quality 
Kim Willsea, Mortality Learning Co-ordinator 
September 2017 
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APPENDIX 1 – Learning from Deaths Action Plan 

National Quality Board: National Guidance on Learning from Deaths (March 2017) 
A Framework for NHS Trusts and Foundation Trusts on Identifying, Reporting, Investigating and Learning from Deaths in Care 

 

Accountable Lead: Dr Diana Hamilton-Fairley, Medical Director  Action Plan Completion Date: Click here to enter a date. 

No. National Recommendations Current Position Actions Owner Assurance Deadline 
Date of 
actual 

completion 
Status 

1. Board Leadership 
Mortality Governance should be a key priority for Trust Boards. Executives and Non-Executive Directors should have the capability and capacity to understand the issues affecting mortality in their Trust and provide necessary challenge. 
1.1 Have an existing board-level leader acting as patient safety 

director to take responsibility for the learning from deaths 
agenda. 

Diana Hamilton-Fairley (Medical Director) is the 
Executive Director with leadership responsibility for 
mortality. 

No further action required. Lesley Dwyer, Chief Executive Executive Director in 
place 

September 
2017 

March 2017 Completed 

1.2 Have a Non-Executive Director in place to take oversight of the 
progress. 

The Trust does not currently have a non-executive 
director appointed for mortality. 

Non-Executive Director to be 
appointed by the Board. 

Dr Diana Hamilton-Fairley, Medical 
Director 

Non-Executive 
Director in place 

September 
2017 

 Active 

1.3 Boards should take a systematic approach to the issue of 
potentially avoidable mortality and have robust mortality 
governance processes. This should include a mortality 
surveillance group with multi-disciplinary and multi-professional 
membership. 

The Trust has an allocated operational lead for mortality, 
Dr Richard Leach, Associate Medical Director for Clinical 
Effectiveness & Research. 
Dr Leach chairs the Trust Mortality & Morbidity Group 
(MMG), which consists of multi-disciplinary membership 
is underpinned by terms of reference and meets on a 
monthly basis.  The MMG reports into the Trust Quality 
Assurance Committee (QAC) and the Trust Board. 

No further action required. Dr Richard Leach, M&M Chair Terms of reference, 
meeting schedules, 
agendas and minutes 
of meeting 

September 
2017 

March 2017 Completed 

2. Data Collection and Reporting  
From April 2017, Trusts will be required to collect and publish on a quarterly basis specified information on deaths (Policy and approach by end of Q2 and publication of the data and learning points from Q3 onwards. The data should include the total number of the Trusts inpatients 
deaths (including emergency department deaths) and those deaths that the Trust has subjected to a case record review. Of these deaths subjected to review, Trusts will need to provide estimates of how many deaths were judged to have been due to problems in care. 
2.1 The mortality review process must use evidence-based 

methodology for reviewing the quality of care provided to those 
patients who die. The structured judgment review (SJR) 
methodology developed by the Royal College of Physicians 
(RCP) is one such approach. 

The mortality proforma and process has been amended 
in line with the RCP methodology. This was implemented 
on 01/08/17. 

No further action required. Kim Wilsea, Mortality Learning 
Coordinator/Michelle Woodward, 
Associate Director of Quality 

SJR proforma 
implemented within 
the Trust 

August 
2017 

August 2017 Completed 

2.2 Trusts must collect and publish on a quarterly basis specified 
information on deaths through a paper and agenda item to a 
public Board meeting. The publication of the data and learning 
points must be from Q3 onwards. 

The Trust has adopted the DH national learning from 
deaths dashboard, which has been populated as of 1 
April 2017. 

Dashboard to be featured in the 
Public Session of the Trust Board 
in September 2017. 

Kim Wilsea, Mortality Learning 
Coordinator/Michelle Woodward, 
Associate Director of Quality 

Dashboard published 
in public session of 
the Trust Board 

December 
2017 

 Active 

2.3 Changes to Quality Accounts regulations will require that the 
data providers publish will be summarised in the Quality 
Accounts from June 2018. 

Preparation of the Trust Quality Account is overseen by 
the Associate Director of Quality who will ensure 
inclusion in the Trust Quality Account 2017/18. 

Data published will be summarised 
in the Quality Accounts for 
2017/18. 

Michelle Woodward, Associate 
Director of Quality 

Quality Account 
2017/18 

June 2018  Active 

2.4 Briefing paper and agenda item to a Public Board meeting 
outlining the Trust’s policy and approach to the new 
recommendations. 

The briefing paper has been written and is on the agenda 
for the Public Board meeting on 07/09/17. 

Complete briefing paper for sign-off 
by MMG and QAC in advance. 

Kim Wilsea, Mortality Learning 
Coordinator/Michelle Woodward, 
Associate Director of Quality 

Paper presented to 
the Board 

September 
2017 

 Active 

3. Mortality Governance 
National Guidance on Learning from Deaths should be aligned to existing requirements for providers to undertake specific routes of reporting, review or investigations for specific groups of patient deaths. The Trust will need to enhance its current procedures and develop a policy to 
ensure it meets all the key principles contained within the national guidance. 
3.1 Providers should review an investigation and/or review they 

undertake following any linked inquest and issue of a 
“Regulation 28 report to Prevent Future Deaths” in order to 
examine the effectiveness of their own review process. 

The Learning from Deaths Policy reflects this 
requirement. 
The Serious Incident Policy is currently in the process of 
being reviewed and will be adjusted to reflect the 
recommendation. 

Complete review of Serious 
Incident Policy to reflect the 
recommendation. 

Michelle Woodward, Associate 
Director of Quality 

SI policy in place 
which meets 
requirements 

November 
2017 

 Active 

3.2 Trusts should have systems for deriving learning from reviews 
and investigations and acting on this learning. Findings should 
be part of, and feed into, robust clinical governance processes 
and structures. 

Specialty M&M meetings are established across the 
Trust. Specialties are required to complete action plans 
and minutes to capture learning. These meetings feed 
into directorate governance meetings and specialties also 
present their findings and learning on a regular basis to 
the MMG. 

Review MMG terms of Reference 
to ensure that the meeting has 
appropriate attendance, enabling 
learning to be shared. 

Kim Wilsea, Mortality Learning 
Coordinator/Michelle Woodward, 
Associate Director of Quality 

Updated Terms of 
Reference 

September 
2017 

 Active 

3.3 Where possible problems are identified relating to other 
organisations, the relevant organisation is informed. They 
should consider whether they can routinely arrange joint case 
record reviews or investigations for groups of patients where 
more than one organisation is routinely providing care at the 
time of death. 

The Trust liaises with other organisations regarding SI 
investigations under the Serious Incident framework. 
Joint case record reviews are not currently undertaken. 

The Learning from deaths and SI 
policies must reflect this 
recommendation.  

Kim Wilsea, Mortality Learning 
Coordinator/Denise Thomson, Head of 
Clinical Effectiveness/ Michelle 
Woodward, Associate Director of 
Quality 

Revised SI policy November 
2017 

 Active 

3.4 Each trust should have a policy in place that sets out how it 
responds to the deaths of patients who die under its 
management and care. 

The policy has been drafted. To be presented at the Trust M&M 
meeting 18/08/217. 

Kim Wilsea, Mortality Learning 
Coordinator/Denise Thomson, Head of 
Clinical Effectiveness 

The new policy 
published on the Trust 
public viewing website 

September 
2017 

 Active 

4. Skills and Training 
Providers should review skills and training to support the National Guidance with specialist training and protected time under their contract hours to review and investigate deaths to a high standard. 
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No. National Recommendations Current Position Actions Owner Assurance Deadline 
Date of 
actual 

completion 
Status 

4.1 Acute Trusts will receive training to use the Royal College of 
Physicians Structured Judgment Review Case Note 
Methodology. 

Three clinicians (one from each directorate) have been 
registered to attend RCP training on 04/10/17. 

Ensure RCP training is rolled out 
across the Trust with support from 
KSS AHSN. 

Dr Richard Leach, M&M Chair All reviewing 
clinicians trained in 
the RCP methodology 

March 
2018 

 Active 

5. Engagement with Bereaved Families and Carers 
Providers should have a clear policy for engagement with bereaved families and carers, including giving them the opportunity to raise questions or share concerns in relation to the quality of care received by their loved one. Providers should make it a priority to work more closely 
with bereaved families and carers and ensure that a consistent level of timely, meaningful and compassionate support and engagement is delivered and assured at every stage, from notification of the death to an investigation report and its lessons learned and actions taken. 
5.1 Providers should offer a bereavement service for families and 

carers of people who die under their management and care. 
This should include bereavement advisors to help families and 
carers through the practical aspects following the death of a 
loved one. 

The Trust provides access to bereavement services in 
some specialties.  There is a patient affairs and 
chaplaincy service in place throughout the Trust, 

A review of the existing provision in 
place should be undertaken to 
determine whether a trust wide 
approach is required. 

Karen Rule, Director of Nursing Bereavement Service 
in place throughout 
the Trust 

December 
2017 

 Active 

5.2 If the care of a patient who has died is selected for case record 
review providers should communicate to the family and carers 
the findings of the review if any problems with care are 
identified and any lessons the review has contributed to the 
future. 

The new review process has been implemented and 
stage 2 reviews will be undertaken to assess the impact 
of problems in care identified through stage 1 reviews.  
Communication with family will be undertaken within the 
remit of the Duty of Candour Policy. 

Duty of Candour of Policy to be 
reviewed to ensure it reflects the 
requirements explicitly. 

Michelle Woodward, Associate 
Director of Quality 

Revised Duty of 
Candour Policy 

November 
2017 

 Active 

5.3 If a provider feels that an investigation into a death is needed, 
early contact should have been made with bereaved families 
and carers so that their views helped to inform the decision. 

The SI policy is currently under review. The Duty of 
Candour Policy is already in place. 

Complete the SI policy and review 
the Duty of Candour Policy, 
ensuring they meet national 
requirements. 

Michelle Woodward, Associate 
Director of Quality 

Revised Duty of 
Candour Policy 

November 
2017 

 Active 

5.4 When a patient dies under the management and care of a trust, 
bereaved families and carers should be informed immediately 
after the death. Providers should ensure that their staff, 
including family liaison officers, have the necessary skills, 
expertise and knowledge to engage with bereaved families and 
carers. 

The Trust has a Patient Affairs Office in place as well as 
an end of Life Care Team. 

Review provision of bereavement 
training in place. 

Karen Rule, Director of Nursing Bereavement Training 
provision in place 

December 
2017 

 Active 

5.5 The provider should ensure that the deceased person’s GP is 
informed of the death and provided with details of the death as 
stated in the medical certificate at the same time as the family 
or carers. The GP should be informed of the outcome of any 
investigation. 

GP’s are informed of deaths via the electronic discharge 
notification (EDN) system. However, this is not currently 
completed at the same time as the medical certificate. 

Review the policies and 
procedures to ensure EDN’s are 
completed by the appropriate 
clinician at the same time as the 
medical certificate. 

Dr Diana Hamilton-Fairley, Medical 
Director 

Timely notification to 
GP 

November 
2017 

 Active 

6. Children and Young People 
NHS England is currently undertaking a review of child mortality review process both in hospital and Community. A National Mortality Database is currently being commissioned. Further guidance is expected in late 2017. 
6.1 Undertake a review of policies and processes to ensure that 

they are in line with current best practice and national 
guidance. 

Policies and procedures are already in place regarding 
pediatric deaths. 

Review of policies and processes 
to be done to ensure they are in 
line with best practice and national 
guidance. 

Richard Patey, Clinical Director FCSS Updated SOP in place October 
2017 

 Active 

7. Maternity Services 
Maternal deaths and stillbirths occurring in acute and community Trusts should be included by Trusts in quarterly reporting from April 2017. This will also include deaths that occur in local midwifery units, or during home births. The definition also covers up to 42 days after the end of 
pregnancy. 
7.1 Undertake a review of policies and processes to ensure that 

they are in line with current best practice and national 
guidance. 

Policies and procedures are already in place regarding 
maternity service deaths. 

Review of policies and processes 
to be done to ensure they are in 
line with best practice and national 
guidance. 

Dot Smith, Head of Midwifery & 
Gynaecology Nursing 

Updated SOP in place October 
2017 

 Active 

8. Mental Health  
Regulations require registered providers to ensure that any death of a patient detained under the Mental Health Act (1983) is reported to the CQC without delay. 

8.1 Undertake a review of policies and processes to ensure that 
they are in line with current best practice and national 
guidance. 

The SI policy is currently under review. Safeguarding 
policies are already in place. 

Review of policies and processes 
to be done to ensure they are in 
line with best practice and national 
guidance. 

Michelle Woodward, Associate 
Director of Quality 

Revised SI policy November 
2017 

 Active 

9. Learning Disabilities 
There is unequivocal evidence that demands additional scrutiny be placed on deaths of people with learning disabilities across all settings. This work has already been started by the Learning Disabilities Mortality Review Programme. Once fully rolled out by NHS England, the 
programme will receive notifications of all deaths of people with Learning Disabilities. This will support a standardised approach and the reviews will be conducted by trained staff. 
9.1 Learning disability (LD) deaths should be referred to the 

national LeDeR programme for external review from 
07/08/2017. 

Deaths will be reported as necessary through the LD and 
Safeguarding Teams. 

Ensure procedures are in place. Bridget Fordham, Safeguarding Lead Updated SOP in place September 
2017 

 Active 

9.2 Review all deaths of people with learning disabilities for 
potential safeguarding concerns and whether it meets the 
criteria for a serious incident. 

LD deaths will be reviewed internally through the 
mortality review process. They are also reviewed by the 
LD, Safeguarding and Patient Safety Teams for potential 
safeguarding concerns and whether they meet SI criteria. 

Ensure policies and procedures are 
in place which meet national 
requirements. 

Bridget Fordham, Safeguarding Lead/ 
Michelle Woodward, Associate 
Director of Quality 

SI Log/quarterly 
reports 

September 
2017 

 Active 

9.3 Nominate a Lead for the organisation that will attend the 
Steering Group and act as a point of contact for LeDeR when a 
death has occurred. 

Bridget Fordham will be representing the Trust at the first 
Steering Group on 17/08/17. 

No further action required. Karen Rule, Director of Nursing Lead appointed for 
the organisation. 

September 
2017 

August 2017 Completed 

9.4 Set up a learning Disability death register. All deaths are currently recorded on the Mortality 
spreadsheet, updated daily by the Mortality Learning Co-
ordinator. 

No further action required. Kim Wilsea, Mortality Learning 
Coordinator 

Mortality spreadsheet September 
2017 

August 2017 Completed 
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APPENDIX 2b – Mortality Review Screening Tool 

 

Adult Mortality Review Screening Tool 
Part 1 Completed by End of Life Care Team 

Patient ID  

Patient Name  

Date of Death Click here to enter a date. 

Ward of Death  

Cause of Death (if available)  

Was this death reported to the Coroner? ☐  Yes   ☐  No  

Consultant at Time of Death  
 
 
Criteria for Case Record Review Yes No 

1 Have family members or carers raised a significant concern about the quality of 
care provision? ☐ ☐ 

2 Have any staff members raised a significant concern about the quality of care 
provision? ☐ ☐ 

3 Did the patient have a learning disability? ☐ ☐ 

4 Did the patient have a severe mental illness? ☐ ☐ 

5 Is this a death in an area where people are not expected to die? 
(e.g. patients attending for a routine elective procedure) ☐ ☐ 

6 Do you have any other cause to think that this death would benefit from a 
mortality review? 
(Please indicate your reasons below) 

 

☐ ☐ 

  
Completed by:  Date completed: Click here to enter a date. 
Job Title:   
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Part 2 Completed by Quality Team 

Criteria for Case Record Review Yes No 

1 Has an alarm been raised on Dr Foster? ☐ ☐ 

2 Has a concern or red flag been raised in relation to an area which is already 
under investigation or subject to review? ☐ ☐ 

3 Is there an incident recorded on Datix which directly relates to the death? ☐ ☐ 

4 Is there a complaint/PALS concern relating to this case? ☐ ☐ 

5 Is there a safeguarding concern relating to this case? ☐ ☐ 

6 Has a CQC or other regulatory organisation raised a concern regarding this case? ☐ ☐ 

7 Do you have any other cause to think that this death would benefit from a 
mortality review? 
(Please indicate your reasons below) 

 

☐ ☐ 

 
Serious Incident Investigations Yes No 

Is this case already being investigated under the SI process? ☐ ☐ 

 
Completed by:  Date completed: Click here to enter a date. 
Job Title:   
 

Outcome Completed by Quality Team 

Is further review required? ☐ Yes     ☐ No 

If ‘Yes’, which review process? ☐ Mortality Review (SJR)        ☐ Serious Incident 

Date review requested Click here to enter a date. 

Request sent to  

Request sent by  
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APPENDIX 2c – Mortality Review Stage 1 Form 

Mortality Case Record Review Form (Stage 1) 

Name of reviewer  

Reviewing specialty (e.g. cardiology)  

Patient ID  

Patient name  

Age at death (years)  

Sex ☐  Male      ☐  Female 

First 3 / 4 digits of postcode  

Date of admission  

Time of admission  

Date of death  

Time of death  

Place of death (ward)  

Specialty at time of death ☐  Surgical       ☐  Medical 

Specialty team at time of death (e.g. cardiology)  

Consultant at time of death  

Type of admission ☐  Emergency  ☐  Elective    ☐  Day Case 
Recorded cause of death (part 1a on death certificate)  
 

Phase of Care Scores 

Please record your explicit judgements about the quality of care the patient received and whether it was in 
accordance with current good practice (for example, your professional standards or your professional 
perspective). If there is any other information that you think is important or relevant that you wish to 
comment on then please do so. 

Please rate the care received by the patient during each phase. Please circle only one score for each. 
  

1 = very poor care        2 = poor care        3 = adequate care        4 = good care        5 = excellent care 
  

Phase of care Score and explicit judgements 

Admission and 
initial management 
 
(approximately the 
first 24 hours) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Phase of Care Scores Continued 

1 = very poor care        2 = poor care        3 = adequate care        4 = good care        5 = excellent care 

  

Phase of care Score and explicit judgements 

Ongoing care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Care during a 
procedure 
 
(excluding IV 
cannulation) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Perioperative care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

End of life 
 
(or discharge care in 
the event that this 
form is used for a 
morbidity review) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Overall Care Score 
 

Overall 
assessment 
 
(explicit judgements 
about quality of care 
the patient received 
overall) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Quality of patient 
record 
 
(patient notes) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Assessment of Problems in Healthcare 

Were there any problems with the care of the patient? 

☐   No   (please stop here)   ☐   Yes   (please continue below) 

If you did identify problems, please identify which problem type(s) from the selection below and indicate 
whether it led to any harm. Please circle all problems which relate to this case. 

Problem Type 
Yes? 
(tick as 
appropriate) 

Did the problem lead to harm? 
(include comments as necessary and tick as appropriate) 

Problem in assessment, 
investigation or diagnosis 
 

(including assessment of 
pressure ulcer risk, VTE risk, 
history of falls) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with medication / 
IV fluids / electrolytes / 
oxygen 
 

(other than anaesthetic) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
treatment and 
management plan 
 

(including prevention of 
pressure ulcers, falls, VTE) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with infection 
control ☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem related to 
operation / invasive 
procedure 
 

(other than infection control) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in clinical 
monitoring 
 

(including failure to plan, to 
undertake, or to recognise 
and respond to changes) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in resuscitation 
following a cardiac or 
respiratory arrest 
 

(including cardiopulmonary 
resuscitation - CPR) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem of any other type 
not fitting the categories 
above 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
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This section is for your notes only and will not be entered on to the central database. However, a copy of all 
forms will be held centrally in line with the management and retention of records policy and can be 
accessed by contacting: met-tr.mortalitycoordinator@nhs.net 

 

 

Please return completed forms to: 

Mortality Learning Co-ordinator, Eliot Ward 

met-tr.mortalitycoordinator@nhs.net 

 
Mortality review forms must be returned promptly to facilitate early learning 
and prevent delays. 
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APPENDIX 2d – Mortality Review Stage 2 Form 

Mortality Case Record Review Form (Stage 2) 

Name of reviewer  

Reviewing specialty (e.g. cardiology)  

Patient ID  

Patient name  

Age at death (years)  

Sex ☐  Male      ☐  Female 

First 3 / 4 digits of postcode  

Date of admission  

Time of admission  

Date of death  

Time of death  

Place of death (ward)  

Specialty at time of death ☐  Surgical       ☐  Medical 

Specialty team at time of death (e.g. cardiology)  

Consultant at time of death  

Type of admission ☐  Emergency  ☐  Elective    ☐  Day Case 
Recorded cause of death (part 1a on death certificate)  
 

Phase of Care Scores 

Please record your explicit judgements about the quality of care the patient received and whether it was in 
accordance with current good practice (for example, your professional standards or your professional 
perspective). If there is any other information that you think is important or relevant that you wish to 
comment on then please do so. 

Please rate the care received by the patient during each phase. Please circle only one score for each. 
  

1 = very poor care        2 = poor care        3 = adequate care        4 = good care        5 = excellent care 
  

Phase of care Score and explicit judgements 

Admission and 
initial management 
 
(approximately the 
first 24 hours) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Phase of Care Scores Continued 

1 = very poor care        2 = poor care        3 = adequate care        4 = good care        5 = excellent care 

  

Phase of care Score and explicit judgements 

Ongoing care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Care during a 
procedure 
 
(excluding IV 
cannulation) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Perioperative care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

End of life 
 
(or discharge care in 
the event that this 
form is used for a 
morbidity review) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Overall Care Score 
 

Overall 
assessment 
 
(explicit judgements 
about quality of care 
the patient received 
overall) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Quality of patient 
record 
 
(patient notes) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Assessment of Problems in Healthcare 

Were there any problems with the care of the patient? 

☐   No   (please stop here)   ☐   Yes   (please continue below) 

If you did identify problems, please identify which problem type(s) from the selection below and indicate 
whether it led to any harm. Please circle all problems which relate to this case. 

Problem Type 
Yes? 
(tick as 
appropriate) 

Did the problem lead to harm? 
(include comments as necessary and tick as appropriate) 

Problem in assessment, 
investigation or diagnosis 
 

(including assessment of 
pressure ulcer risk, VTE risk, 
history of falls) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with medication / 
IV fluids / electrolytes / 
oxygen 
 

(other than anaesthetic) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
treatment and 
management plan 
 

(including prevention of 
pressure ulcers, falls, VTE) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with infection 
control ☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem related to 
operation / invasive 
procedure 
 

(other than infection control) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in clinical 
monitoring 
 

(including failure to plan, to 
undertake, or to recognise 
and respond to changes) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in resuscitation 
following a cardiac or 
respiratory arrest 
 

(including cardiopulmonary 
resuscitation - CPR) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem of any other type 
not fitting the categories 
above 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
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STAGE 2 REVIEWS ONLY 

Avoidability of Death Judgement Score 

We are interested in your view on the avoidability of death in this case. 

Please choose from the following scale (tick one score). 

☐  Definitely avoidable 

☐  Strong evidence of avoidability 

☐  Probably avoidable (more than 50:50) 

☐  Possibly avoidable but not very likely (less than 50:50) 

☐  Slight evidence of avoidability 

☐  Definitely not avoidable 

 

 

Please return completed forms to: 

Mortality Learning Co-ordinator, Eliot Ward 

met-tr.mortalitycoordinator@nhs.net 

 
Mortality review forms must be returned promptly to facilitate early learning 
and prevent delays. 
  

Page 145 of 468.



APPENDIX 3 - LeDeR Process Flowchart 
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APPENDIX 4 – Responding to Deaths Policy 
 

Policy - Responding 
to Deaths - V1.0 FINAL.docx 
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APPENDIX 5 – Learning from Deaths Dashboard (Updated 14 August 2017) 
 

 

Medway NHS Foundation Trust:  Learning from Deaths Dashboard -  July 2017-18

Time Series: Start date 2017-18 Q1 End date 2018-19 Q2

This Month This Month This Month

83 6 0

This Quarter (QTD) This Quarter (QTD) This Quarter (QTD)

83 6 0

This Year (YTD) This Year (YTD) This Year (YTD)

414 116 0

Score 5

Slight evidence of avoidability Definitely not avoidable

This Month 0 - This Month 0 - This Month 0 - This Month 0 - This Month 0 - This Month 0 -7

This Quarter (QTD) 0 - This Quarter (QTD) 0 - This Quarter (QTD) 0 - This Quarter (QTD) 0 - This Quarter (QTD) 0 - This Quarter (QTD) 0 -

This Year (YTD) 0 - This Year (YTD) 0 - This Year (YTD) 0 - This Year (YTD) 0 - This Year (YTD) 0 - This Year (YTD) 0 -

Time Series: Start date 2017-18 Q1 End date 2018-19 Q1

This Month This Month This Month

0 0 0

This Quarter (QTD) This Quarter (QTD) This Quarter (QTD)

0 0 0

This Year (YTD) This Year (YTD) This Year (YTD)

3 3 0

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable (does not include patients with 

identified learning disabilities)

100 16 0

Last Quarter Last Quarter

Total Number of Deaths in Scope  

Total Number of deaths considered to 

have  been potentially avoidable           

(RCP<=3)

Last Month Last Month Last Month

Total Number of Deaths, Deaths Reviewed and Deaths Deemed Avoidable for patients with identified 

learning disabilities

Total Deaths Reviewed

Total Deaths Reviewed by RCP Methodology Score

Definitely avoidable Strong evidence of avoidability Probably avoidable (more than 50:50) Probably avoidable but not very likely

0 0 0

Score 1 Score 2 Score 3 Score 4 Score 6

Last Quarter

331 110 0

Last Year Last Year Last Year

Last Quarter Last Quarter

Total Number of Deaths in scope  
Total Deaths Reviewed Through the LeDeR 

Methodology (or equivalent)

Total Number of deaths considered to 

have  been potentially avoidable            

Last Month Last Month Last Month

Description:

The suggested dashboard is a tool to aid the systematic recording of deaths and learning from care provided by NHS Trusts. Trusts are encouraged to use this to record relevant incidents of mortality, number of deaths reviewed and cases from which lessons can be learnt to improve 

care. 

Summary of total number of deaths and total number of cases reviewed under the Structured Judgement Review Methodology

0 0 0

Summary of total number of learning disability deaths and total number reviewed under the LeDeR methodology

3 3 0

Last Year Last Year Last Year

0 0 0

Last Quarter

0

50

100

150

200

250

300

350

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

Mortality over time, total deaths reviewed and  deaths considered to have  been potentially avoidable
(Note: Changes in recording or review practice may make  comparison over time invalid)

Total deaths

Deaths reviewed

Deaths considered likely
to have been avoidable

0

0.5

1

1.5

2

2.5

3

3.5

Q1 2017-18 Q2 Q3 Q4 Q1 2018-19

Mortality over time, total deaths reviewed and deaths considered to have been potentially avoidable
(Note: Changes in recording or review practice may make  comparison over time invalid)

Total deaths

Deaths reviewed

Deaths considered likely
to have been avoidable
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To be read in conjunction with any policies listed in Trust Associated Documents. 

 Introduction 1

 
1.1 Concern about patient safety and scrutiny of mortality rates has intensified with 

investigations into NHS hospital failures that have taken place over the last few 
years. There is an increased drive for NHS Trust boards to be assured that deaths 
are reviewed and appropriate changes made to ensure patients are safe. 

1.2 It is now recognised that the review of mortality statistics can give an indication to the 
levels of quality and safety and help identify causes of deaths in hospitals that are 
avoidable through better, safer and more efficient or effective healthcare delivery. 

1.3 This was reinforced by the recent findings of the Care Quality Commission (CQC) 
report ‘Learning, candour and accountability: A review of the way NHS trusts review 
and investigate the deaths of patients in England’ (December 2016). The report 
found that learning from deaths was not being given sufficient priority in some 
organisations and consequently valuable opportunities for improvements were being 
missed. The report also pointed out that there is more we can do to engage families 
and carers and to recognise their insights as a vital source of learning. 

1.4 The National Quality Board (NQB) guidance ‘National Guidance on Learning from 
Deaths’ was published in March 2017. The purpose of the new framework is to 
introduce a more standardised approach to the way NHS Trusts report, investigate 
and learn from patient deaths, which should lead to better quality investigations and 
more embedded learning. 

1.5 It encompasses how Trusts respond to deaths in care generally, not just those 
amounting to 'serious incidents', which will continue to be dealt with under the 
existing 'Serious Incident Framework'. 

1.6 The focus of the new framework is on improving governance processes around 
patient deaths (including new board leadership roles, a new system of 'case record 
reviews', quarterly reporting of specific information about deaths in care and a new 
Trust policy on how individual organisations will be implementing all this) and on 
ensuring the families/carers of patients who have died in care are properly involved 
at every stage. 

 Purpose / Aim and Objective 2

 
2.1 To clarify the framework within which the organisation will review and learn from 

deaths, including: 
2.1.1 How the Trust determines which patients are considered to be under its care 

and included for case record review. 
2.1.2 Reporting the death within the organisation and to other organisations who 

may have an interest. 
2.1.3 Responding to the death of an individual with a learning disability or mental 

health need, an infant or child death and a stillbirth or maternal death. 

Page 152 of 468.



 Learning from Deaths Policy 

POL   
Page 5 
 

2.1.4 Reviewing the care provided to patients who the Trust does not consider to 
be under its care at the time of death but where another organisation 
suggests that the Trust should review the care provided to the patient in the 
past. 

2.1.5 Reviewing the care provided to patients whose death may have been 
expected. 

2.1.6 Recording the outcome of the decision whether or not to review or 
investigate the death. 

2.1.7 Engaging meaningfully and compassionately with bereaved families and 
carers. 

2.1.8 Offering guidance, where appropriate, on obtaining legal advice for families, 
carers or staff. 

 Definitions 3

 
3.1 Case record review: The application of a case record/note review to determine 

whether there were any problems in the care provided to the patient who died in 
order to learn from what happened, for example Structured Judgement Review 
delivered by the Royal College of Physicians. 

3.2 Investigation: The act or process of investigating; a systematic analysis of what 
happened, how it happened and why. This draws on evidence, including physical 
evidence, witness accounts, policies, procedures, guidance, good practice and 
observation - in order to identify the problems in care or service delivery that 
preceded an incident to understand how and why it occurred. The process aims to 
identify what may need to change in service provision in order to reduce the risk of 
future occurrence of similar events. 

3.3 Death due to a problem in care: A death that has been clinically assessed using a 
recognised methodology of case record/note review and determined more likely than 
not to have resulted from problems in healthcare and therefore to have been 
potentially avoidable. 

3.4 Hospital Standardised Mortality Ratio (HSMR): The ratio of the observed number 
of in-hospital deaths at the end of a continuous inpatient spell to the expected 
number of in-hospital deaths (multiplied by 100) for 56 diagnosis groups in a 
specified patient group. 

3.5 Summary Hospital-Level Mortality Indicator (SHMI): The ratio between the actual 
number of patients who die following hospitalisation at the trust and the number that 
would be expected to die on the basis of average England figures, given the 
characteristics of the patients treated there. 

3.6 Learning Disability is defined according to ‘Valuing People: A New Strategy for 
Learning Disability for the 21st century’ A White Paper (Appendix 7). 
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  (Duties) Roles & Responsibilities 4

 
4.1 Trust Board is collectively responsible for ensuring the quality and safety of 

healthcare services delivered by the Trust and for taking into consideration the views 
of the Board of Governors. The Board must ensure robust systems are in place for 
recognising, reporting, reviewing or investigating deaths and learning from avoidable 
deaths that are contributed to by lapses in care. 

4.2 All Trust Directors (executive and non-executive) have a responsibility to 
constructively challenge the decisions of the board and help develop proposals on 
strategy. Non- executive directors, in particular, have a duty to ensure that such 
challenge is made. They play a crucial role in bringing an independent perspective to 
the boardroom and should scrutinise the performance of the provider’s management 
in meeting agreed goals and objectives and monitor the reporting of performance. 
Non-executive directors should satisfy themselves as to the integrity of financial, 
clinical and other information, and that clinical quality controls and systems of risk 
management, for example, are robust and defensible. 

4.3 Medical Director is the existing board-level leader responsible for the learning from 
deaths agenda. 

4.4 The named Non-Executive Director has responsibility to understand the review 
process (ensuring the processes for reviewing and learning from death are robust 
and can withstand external scrutiny), champion quality improvement (that leads to 
actions that improve patient safety) and assure published information (that it fairly 
and accurately reflects the organisation’s approach, achievements and challenges). 

4.5 Directorates (Including Clinical Directors of Operations, Associate Medical 
Directors, Deputy Directors of Nursing, General/Service Managers and 
Governance Leads) are collectively responsible for ensuring the quality and safety 
of healthcare services delivered by the Directorate. The Directorate must ensure 
robust systems are in place for recognising, reporting, reviewing or investigating 
deaths and learning from avoidable deaths that are contributed to by lapses in care. 

4.6 Trust Mortality & Morbidity Group (MMG) is the committee responsible for the 
learning from deaths agenda. 

4.7 Mortality Learning Co-ordinator provides expert knowledge, guidance and support 
on the implementation of the framework. Monitors the implementation of the 
framework and collates the necessary assurance on behalf of the MMG. 

4.8 All Medical Staff have a responsibility to undertake structured judgement reviews 
and proactively participate in the successful implementation of this framework. 

4.9 All staff have a responsibility to comply with the requirements of this policy and 
proactively participate in the successful implementation of this framework. 
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 Criteria for Review  5

 
How the Trust determines which patients are considered to be under their care, and 
in scope for review. 
5.1 The Trust will screen all adult inpatient and Emergency Department (ED) deaths in 

order to assess whether they meet the review criteria. This will include patients with 
a learning disability or severe mental illness, and those patients on End of Life Care 
at the time of death. There are no adult inpatient or ED deaths which will be excluded 
from the screening process. 

5.2 The Trust will review/investigate care provided to patients who it does not consider to 
have been under its care at the time of death, but where another organisation 
suggests that the Trust should review the care provided to the patient in the past. 

5.3 All infant or child, stillbirth and maternal deaths will be reviewed in accordance with 
the appropriate policies and guidelines identified in section 12. 

How the Trust decides which deaths to review. 
5.4 The Trust will review deaths of patients in the following categories: 

5.4.1 Infant or child (under 18) deaths 
5.4.2 Perinatal or maternal deaths 
5.4.3 Deaths of patients with learning disabilities or severe mental illness 
5.4.4 Deaths in areas where people are not expected to die 
5.4.5 All deaths where bereaved families and carers or staff, have raised a 

significant concern about the quality of care provision 
5.4.6 All inpatient, outpatient and community patient deaths of those with learning 

disabilities (the LeDeR review process outlined in Appendix 1 must be used 
in all aforementioned cases). 

5.4.7 All deaths in a service specialty, particular diagnosis or treatment group 
where an ‘alert’ has been raised with the Trust through whatever means (for 
example via a Summary Hospital-level Mortality Indicator or other elevated 
mortality alert, concerns raised by audit work, concerns raised by the CQC 
or another regulator) 

5.4.8 Deaths which should be investigated under the Serious Incident framework, 
including any inpatient detained under Mental Health Act in circumstances 
where there is reason to believe the death may have been due or in part due 
to problems in care. This includes suspected self-inflicted death which must 
be reported as a serious incident and investigated appropriately and via 
STEIS to the provider’s commissioner(s). Consideration will also be given to 
commissioning an independent investigation as detailed in the Serious 
Incident framework. 

5.4.9 Deaths where learning will inform existing or planned improvement work, for 
example if work is planned on improving sepsis care, relevant deaths will be 
reviewed, as determined by the Trust. 
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5.4.10 A further sample of other deaths that do not fit the identified categories to 
provide an overview of where learning and improvement is required. This 
does not have to be a random sample, and could use practical sampling 
strategies such as taking a selection of deaths from each weekday. This will 
include patients whose death was expected and may have had an End of 
Life Care Plan in place. 

 Process for Review 6

 
6.1 Regardless of the type of review, its findings must form an integral part of and feed 

into the Trust clinical governance processes and structures. Findings from reviews 
should be considered alongside other information and data including complaints, 
clinical audit information, patient safety incident reports and other outcomes 
measures to inform the Trust’s wider strategic plans and safety priorities. 

6.2 The mortality review process should be completed in a reasonable timeframe and 
must not delay any other process, for example the release of the deceased for burial 
or cremation. 

6.3 The Trust will apply rigorous judgement to the needs for deaths to be subject to a 
Serious Incident reporting and investigation. This will be done according to the 
existing Serious Incident Policy. 

6.4 There may be instances where deaths clearly meet Serious Incident criteria and 
should be reported as such (whether or not a case record review has already been 
undertaken). If at any stage of the mortality review process, it is suspected that the 
death may meet SI reporting criteria, the case will be referred directly for SI 
investigation (see appendix 2). 

6.5 Where possible all relevant information should contribute to the review; this may 
include the multi-disciplinary health record (all sources), reports prepared for HM 
Coroner, post-mortem examination reports, testimony of family, parents, loved ones 
or carers and incident / complaints information. 

6.6 The Trust will report all deaths within the organisation and to other organisations who 
may have an interest (including the deceased person’s GP), and early discussion 
must take place after death as to any other interested party to whom the death must 
be reported. This may include HM Coroner, another trust in which the patient may 
have been cared for, social services the patient may have been receiving, or the 
police. 

6.7 The Trust will review a case record review or investigation following any linked 
inquest and issue of a ‘Regulation 28 Report on Action to Prevent Future Deaths’ in 
order to examine the effectiveness of the review and investigation process. 

6.8 Adult deaths 
6.8.1 Adult deaths will be reviewed under the adult mortality review process 

(Appendix 2). 
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6.8.2 All adult deaths are screened using the Adult Mortality screening tool 
(Appendix 3) in order to identify those cases which meet mandatory review 
criteria. 

6.8.3 The decision regarding whether to review a death will be recorded on the 
screening form and this information will be collated on to a spreadsheet. 

6.8.4 All mortality reviews will be undertaken using the Royal College of 
Physicians (RCP) structured judgement review (SJR) methodology as 
recommended in the NQB guidance (Appendix 4). 

6.8.5 Stage1 mortality reviews (Appendix 5) will receive an overall care score   

 Score 1 - Very Poor Care 

 Score 2 – Poor Care 

 Score 3 – Adequate Care 

 Score 4 – Good Care 

 Score 5 – Excellent Care 
6.8.6 Stage 1 care score of 1 or 2 will initiate a stage 2 mortality review or SI 

investigation (whichever is most appropriate). 
6.8.7 Stage 2 mortality reviews (Appendix 6) will also receive an overall 

‘Avoidability of Death’ score 

 Score 1 – Definitely avoidable  

 Score 2 – Strong evidence of avoidability  

 Score 3 – Probably avoidable (more than 50:50) 

 Score 4 – Possibly avoidable, but not very likely (less than 
50:50) 

 Score 5 – Slight evidence of avoidability 

 Score 6 – Definitely not avoidable 
6.8.8 Stage 2 ‘Avoidability of Death’ score of 1 or 2 (or actual harm identified) will 

indicate a ‘cause for concern’ and initiate the Serious Incident process as 
required in line with the National Serious Incident Framework. 

6.8.9 Mortality reviews should be completed and returned to the Mortality 
Learning-Co-ordinator within 30 days of the request being sent. 

6.9 Infant or child (under 18), stillbirth and maternal deaths 

6.9.1 Infant, child, maternal and stillbirth deaths will be reviewed and investigated 
according to the corresponding guidelines and policies identified in Section 
12. 

6.9.2 After the death of an Infant or child (under 18), stillbirth or maternal death 
which involves treatment across the health care pathway (primary; 
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secondary; tertiary care), it is expected that mortality review processes will 
not be duplicated. The review of these deaths will be undertaken according 
to existing national requirements. 
 

6.9.3 The NHS England child death review programme is mindful of expectations 
arising from the Serious Incident Framework, which sets out the 
circumstances in which further investigation is warranted in certain 
situations. It is therefore anticipated that when a review identifies a problem 
in care that meets the definition of a patient safety incident (any unintended 
or unexpected incident which could have or did lead to harm to one or more 
patients receiving NHS care) then this is reported via the risk management 
systems to the National Reporting and Learning System (NRLS). 

 
6.10 Learning Disability deaths 

6.10.1 In addition to the Trust internal review, any death of a patient aged 4 and 
above with a recognised learning disability as defined by the Learning 
Disabilities White Paper ‘Valuing People’ (2001) will be referred to the 
Learning Disabilities Mortality Review (LeDeR) programme (Appendix 7) in 
line with national guidance. 

6.11 Severe mental illness deaths 

6.11.1 In line with national guidance, all deaths of patients with severe mental 
illness will be reviewed through the Trust mortality review process (Appendix 
2). 

 Engagement with Bereaved Families and Carers  7

 
7.1 The Trust aims to engage meaningfully and compassionately with bereaved families 

and carers, this will include informing the bereaved families or carers if the Trust 
intends to investigate the care provided. In the case of an investigation, this will 
include details of how families / carers will be involved and to what extent they wish 
to be involved. Initial contact with families / carers should, where possible, be 
managed by the Clinicians responsible for the care of the patient. 

7.2 If the care of a patient who has died is selected for review the Trust will have formed 
the decision based on the views of the family and carers. The Trust will review cases 
where family and carers have raised significant concern about the quality of care 
provision. 

7.3 The Trust will communicate to the family and carers the findings of the review if any 
problems with care are identified and any lessons the review has contributed to the 
future (see Duty of Candour Policy). 

7.4 The Trust will offer guidance, where appropriate, on obtaining legal advice for 
bereaved families, carers and staff. 
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7.5 The Complaints Management policy (see section 12) outlines the Trust’s 
commitment to dealing with complaints about its services and provides information 
on how we manage, respond to and learn from complaints made about our services. 

7.6 The Duty of Candour Policy (see section 12) aims to ensure that patients and/or their 
family/carers are told about patient safety incidents that have affected them. That 
they receive a genuine apology, are kept informed of investigations and are 
supported to deal with the consequences. 

7.7 The End of Life Care Policy (see section 12) aims to standardise and provide a co-
ordinated approach to the management of End of Life Care across the Trust in 
conjunction with national recommendations and guidelines. This includes meeting 
the needs of the patient and their bereaved families and carers and giving them an 
opportunity to discuss any concerns they may have. 

7.8 The Inpatient Death process and Coroner’s Inquest Policy (see section 12) outlines 
the process for completing the Medical Certificate of Cause of Death (MCCD) and 
informing the GP of the death. This will be done simultaneously, in accordance with 
the NQB guidance. 

 Mortality Governance and Learning from Deaths 8

 
8.1 The Trust recognises that mortality review does not replace the need to consider 

national mortality data (HSMR and SHMI). As such, the Trust Mortality & Morbidity 
group (MMG) provides assurance to the Trust regarding mortality indicators in 
addition to results of case record reviews. 

8.2 The MMG will monitor national mortality indicators and review mortality reports from 
directorates and specialties regarding mortality reviews and learning from deaths. 

8.3 In accordance with national guidance, the Trust will consider findings of reviews and 
investigations alongside other information and data including complaints, clinical 
audit information, mortality data, patient safety incident reports and data outcomes 
measures in order to promote learning. 

8.4 The MMG will ensure that learning identified at specialty and directorate level is 
shared appropriately to all relevant parties across the Trust. 

8.5 Each specialty (where applicable) will conduct mortality and morbidity meetings on a 
regular basis. These should be multi-disciplinary in nature and seek to identify areas 
where learning can be identified. Minutes and action logs should be completed to 
capture outcomes of mortality review and resulting actions and learning. 

8.6 Each specialty mortality review group will be chaired by a consultant Mortality Lead. 
The group will report to the directorate governance meeting and highlight any issues 
that will improve care and reduce avoidable mortality. 

8.7 The Inpatient Death Process and Coroner’s Inquests Policy (see section 12) 
provides information and guidance to all staff on the process and systems to follow in 
the event of a death, including certification of death and referral to the Coroner’s 
Office. The policy outlines legal requirements, individual responsibilities of staff, and 
explains the support and guidance available throughout the process. 
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8.8 As required, the Trust will present information quarterly at the public meeting of the 
Board of Directors. This data will include the total number of the Trust’s inpatient 
deaths (including Emergency Department deaths, maternal deaths, neonatal deaths 
and stillbirths) and those deaths that the Trust has subjected to mortality review. Of 
these deaths subjected to review, the Trust will provide estimates of how many 
deaths were judged more likely than not to have been due to problems in care. 

8.9 The required mortality data will also be published in the Trust Quality Accounts from 
June 2018, including evidence of learning and actions as a result of information and 
an assessment of the impact of actions that the Trust has taken. 

 Monitoring and Review  9

 

What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 
Deficiencies/ gaps 

Recommendations and 
actions 

Policy review First review in one 
year and then every 
three years 

Author Mortality & 
Morbidity 
Group, Quality 
Assurance 
Committee 

This policy will be reviewed in 
conjunction with national guidance 
and Trust objectives. The policy will 
be published on the Trust Intranet. 

Number of 
deaths, 
including 
Learning 
Disability (LD) 
deaths 
specifically. 

Monthly Integrated 
Quality and 
Performance Report 
(IQPR) 

Mortality 
Learning 
Co-
ordinator 

Mortality & 
Morbidity 
Group, Quality 
Assurance 
Committee 

Any shortfalls identified will have an 
action plan put in place to address 
which will have timescales included 
for re-audit / monitoring. 

Number of 
eligible deaths 
reviewed, 
including LD 
deaths 
specifically. 

Quarterly reports to 
the Board 

Mortality 
Learning 
Co-
ordinator 

Mortality & 
Morbidity 
Group, Quality 
Assurance 
Committee, 
Public Board 

Any shortfalls identified will have an 
action plan put in place to address 
which will have timescales included 
for re-audit / monitoring. 

Stage 2 
mortality review 
outcomes – 
avoidability 
score 

Quarterly reports to 
the Board 

Mortality 
Learning 
Co-
ordinator 

Mortality & 
Morbidity 
Group, Quality 
Assurance 
Committee, 
Public Board 

Any shortfalls identified will have an 
action plan put in place to address 
which will have timescales included 
for re-audit / monitoring. 

Time taken to 
return mortality 
review forms 

Monthly reports to 
directorates and the 
Trust Mortality & 
Morbidity Group 

Mortality 
Learning 
Co-
ordinator 

Mortality & 
Morbidity 
Group 

Appropriate action taken as 
necessary by the MMG where 
specialties/ directorates are 
identified as not meeting the 
required timeframe for review (30 
days from request). 
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What will be 
monitored 

How/Method/ 
Frequency Lead Reporting 

to 
Deficiencies/ gaps 

Recommendations and 
actions 

Performance 
against key 
mortality 
metrics – crude 
death rate, 
HSMR and 
SHMI 

Monthly IQPR Mortality 
Learning 
Co-
ordinator 

Mortality & 
Morbidity 
Group, Trust 
Board 

Alerts will be investigated 
accordingly in collaboration with the 
Clinical Coding Team and relevant 
specialties. 

Learning from 
deaths 

Directorate/ 
specialty 
presentations, 
reports and minutes. 
To be assessed 
quarterly in line with 
MMG specialty rota. 

Directorate 
and 
specialty 
mortality 
leads 

Mortality & 
Morbidity 
Group 

Directorates and specialties should 
be able to demonstrate learning 
through M&M minutes and 
reports/presentations to the MMG. 
Appropriate action will be taken by 
the MMG as necessary where this 
is not evident. Learning from M&M 
reviews will be reflected in quarterly 
reports to appropriate trust-level 
committees. 

Engagement 
with families 
and carers 

Duty of candour, SI 
reports 

Directorate 
and 
specialty 
mortality 
leads 

Mortality & 
Morbidity 
Group 

Where mortality review and 
investigations identify problems in 
care, documentation should be 
available to show that the Duty of 
Candour process has been 
implemented.  

  

 Training and Implementation  10

 
10.1 Training in the Royal College of Physicians (RCP) case note review methodology will 

be provided to trusts. The Trust will ensure that the appropriate staff members are 
identified to receive training. 

10.2 Trained clinicians will cascade the RCP case note review methodology learning to 
fellow reviewers. 

10.3 Reviewers will apply the RCP methodology and best practice when conducting 
mortality reviews. 

 Equality Impact Assessment Statement & Tool 11

 
All public bodies have a statutory duty under The Equality Act 2010 (Statutory Duties) 
Regulations 2011 to provide “evidence of analysis it undertook to establish whether its 
policies and practices would further, or had furthered, the aims set out in section 149(1) of 
the [Equality Act 2010]”; in effect to undertake equality impact assessments on all 
procedural documents and practices. Authors should use the Equality Impact Toolkit to 
assess the impact of the document. 
In the first instance this will mean screening the document and, where the screening 
indicates, completing a full assessment. The Toolkit can be found on the Trust website 
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http://www.medway.nhs.uk/our-foundation-trust/publications/equality-and-diversity/equality-impact-
assessments/ 
 
A document will not be considered approved until the author has confirmed that the 
screening process has been carried out and where required a full impact assessment has 
been completed. Where a full assessment is completed this should be submitted along with 
the document for approval. 

 References 12

 
Document Ref No 
References:  
National Quality Board ‘National Guidance on Learning from Deaths’ 
(March 2017) 

Framework 

Royal College of Physicians National Mortality Case Record Review 
Programme ‘Using the structured judgement review method: Data 
collection form, England version’ (May 2017) 

Resource 

Sir Bruce Keogh KBE ‘Review into the quality of care and treatment 
provided by 14 hospital trusts in England: overview report’ (July 2013) 

Report 

Care Quality Commission ‘Learning, candour and accountability: A 
review of the way NHS trusts review and investigate the deaths of 
patients in England’ (December 2016) 

Report 

Mazars ‘Independent review of deaths of people with a Learning 
Disability or Mental Health problem in contact with Southern Health NHS 
Foundation Trust April 2011 to March 2015’ (December 2015) 

Report 

NHS England Serious Incidents Framework (2016) Framework 
NHS Improvement ‘Implementing the Learning from Deaths framework: 
key requirements for trust boards’ (July 2017) 

Framework 

Central Manchester University Hospitals NHS Foundation Trust 
‘Mortality Review Policy’ (June 2017) 

Policy 

Trust Associated Documents: 
Serious Incident Policy POLCGR071 - CORPORATE POLICY - Serious 

Incident SI (1 attachment) 

Duty of Candour Policy POLCGR064 - CORPORATE POLICY - Duty of 
Candour Policy (Being Open) (1 attachment) 

Inpatient Death Process and Coroner’s 
Inquest Policy 

POLCGR127 (DRAFT) – yet to be published on 
QPULSE 

Complaints Management Policy POLCGR005 - CORPORATE POLICY: Complaints 
Management (1 attachment) 

End of Life Care Policy POLCPCM058 - End of Life Care Policy (1 attachment) 
Patient Affairs – Administrative practical 
support of the bereaved 

AGN00108 - AGN - Patient Affairs - Administrative 
Practical Support for the Bereaved (1 attachment) 

Maternal Death Guidelines GUDNM018 - Maternal Death Guidelines (1 
attachment) 

Oliver Fisher Neonatal Guidelines: 
Death – procedures following the death 
of a baby 

GUDPCM001-AN - Death - procedure following the 
death of a baby - DOCTORS GUIDANCE - OLIVER 
FISHER UNIT (1 attachment) 

Death of a Paediatric Patient Guideline GULPCM186 - Death of a Paediatric Patient Guideline 
(1 attachment) 
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Safeguarding Vulnerable Adults GUCPCM001 - Safeguarding Vulnerable Adults (1 
attachment) 

Kent and Medway Safeguarding 
Children Procedures 

POLCPCM055 - Kent & Medway Safeguarding 
Procedures (1 attachment) 

Safeguarding Children – Responding to 
Child Death Procedure 

PROCPCM001 - Safeguarding Children - Responding 
to Child Death Procedure (1 attachment) 

Pregnancy Loss and Termination of 
Pregnancy for Foetal Abnormality 
Policy 

POLLNM010 - Pregnancy Loss and Termination of 
Pregnancy for Fetal Abnormality (1 attachment) 
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 - Appendix 1 (LeDeR Process Flowchart) 13
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 - Appendix 2 (MFT Adult Mortality Review Process Flowchart) 14
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 - Appendix 3 (Mortality Review Screening Tool) 15

 

Adult Mortality Review Screening Tool 
 

Part 1 Completed by End of Life Care Team 
Patient ID  

Patient Name  

Date of Death Click here to enter a date. 

Ward of Death  

Cause of Death (if available)  

Was this death reported to the Coroner? ☐  Yes   ☐  No  

Consultant at Time of Death  
 
Criteria for Case Record Review Yes No 

1 Have family members or carers raised a significant concern about the 
quality of care provision? ☐ ☐ 

2 Have any staff members raised a significant concern about the quality of 
care provision? ☐ ☐ 

3 Did the patient have a learning disability? ☐ ☐ 

4 Did the patient have a severe mental illness? ☐ ☐ 

5 Is this a death in an area where people are not expected to die? 
(e.g. patients attending for a routine elective procedure) ☐ ☐ 

6 Do you have any other cause to think that this death would benefit from a 
mortality review? 
(Please indicate your reasons below) 

 

☐ ☐ 

  
Completed by:  Date completed: Click here to enter a date. 
Job Title:   
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Part 2 Completed by Quality Team 
 
Criteria for Case Record Review Yes No 

1 Has an alarm been raised on Dr Foster? ☐ ☐ 

2 Has a concern or red flag been raised in relation to an area which is 
already under investigation or subject to review? ☐ ☐ 

3 Is there an incident recorded on Datix which directly relates to the death? ☐ ☐ 

4 Is there a complaint/PALS concern relating to this case? ☐ ☐ 

5 Is there a safeguarding concern relating to this case? ☐ ☐ 

6 Has a CQC or other regulatory organisation raised a concern regarding this 
case? ☐ ☐ 

7 Do you have any other cause to think that this death would benefit from a 
mortality review? 
(Please indicate your reasons below) 

 

☐ ☐ 

 
Serious Incident Investigations Yes No 

Is this case already being investigated under the SI process? ☐ ☐ 

 
Completed by:  Date completed: Click here to enter a date. 
Job Title:   
 

Outcome Completed by Quality Team 
Is further review required? ☐ Yes     ☐ No 

If ‘Yes’, which review process? ☐ Mortality Review (SJR)        ☐ Serious Incident 

Date review requested Click here to enter a date. 

Request sent to  

Request sent by  
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 - Appendix 4 (RCP Guidance for Reviewers) 16
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 - Appendix 5 (Mortality Review – Stage 1 Form) 17

 
Mortality Case Record Review Form (Stage 1) 

 
Name of reviewer  
Reviewing specialty (e.g. cardiology)  
Patient ID  
Patient name  
Age at death (years)  
Sex ☐  Male      ☐  Female 
First 3 / 4 digits of postcode  
Date of admission  
Time of admission  
Date of death  
Time of death  
Place of death (ward)  
Specialty at time of death ☐  Surgical       ☐  Medical 
Specialty team at time of death (e.g. cardiology)  
Consultant at time of death  

Type of admission ☐  Emergency  ☐  Elective    ☐  Day 
Case 

Recorded cause of death (part 1a on death 
certificate)  

 
Phase of Care Scores 
Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 
Please rate the care received by the patient during each phase. Please circle only one 
score for each. 
  

1 = very poor care     2 = poor care     3 = adequate care     4 = good care     5 = excellent care 
  
Phase of care Score and explicit judgements 

Admission and 
initial 
management 
 
(approximately the 
first 24 hours) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Phase of Care Scores Continued 
 
1 = very poor care     2 = poor care     3 = adequate care     4 = good care     5 = excellent care 
  

Phase of care Score and explicit judgements 

Ongoing care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Care during a 
procedure 
 
(excluding IV 
cannulation) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Perioperative 
care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

End of life 
 
(or discharge care in 
the event that this 
form is used for a 
morbidity review) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Overall Care Score 
 

Overall 
assessment 
 
(explicit judgements 
about quality of care 
the patient received 
overall) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Quality of patient 
record 
 
(patient notes) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Assessment of Problems in Healthcare 
 
Were there any problems with the care of the patient? 
☐   No   (please stop here)   ☐   Yes   (please continue below) 
 
If you did identify problems, please identify which problem type(s) from the selection below 
and indicate whether it led to any harm. Please circle all problems which relate to this case. 

Problem Type 
Yes? 
(tick as 
appropriate) 

Did the problem lead to harm? 
(include comments as necessary and tick as appropriate) 

Problem in assessment, 
investigation or diagnosis 
 
(including assessment of 
pressure ulcer risk, VTE 
risk, history of falls) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem with medication / 
IV fluids / electrolytes / 
oxygen 
 
(other than anaesthetic) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
treatment and management 
plan 
 
(including prevention of 
pressure ulcers, falls, VTE) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with infection 
control ☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
operation / invasive 
procedure 
 
(other than infection 
control) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in clinical 
monitoring 
 
(including failure to plan, to 
undertake, or to recognise 
and respond to changes) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in resuscitation 
following a cardiac or 
respiratory arrest 
 
(including cardiopulmonary 
resuscitation - CPR) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem of any other type 
not fitting the categories 
above 

☐ 
 

☐  No        ☐  Probably        ☐  Yes 
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This section is for your notes only and will not be entered on to the central database. However, a 
copy of all forms will be held centrally in line with the management and retention of records policy 
and can be accessed by contacting: met-tr.mortalitycoordinator@nhs.net 
 
 

 
Please return completed forms to: 
Mortality Learning Co-ordinator, Eliot Ward 

met-tr.mortalitycoordinator@nhs.net 

 
Mortality review forms must be returned promptly to facilitate early 
learning and prevent delays. 
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 - Appendix 6 (Mortality Review – Stage 2 Form) 18

 
Mortality Case Record Review Form (Stage 2) 

 
Name of reviewer  
Reviewing specialty (e.g. cardiology)  
Patient ID  
Patient name  
Age at death (years)  
Sex ☐  Male      ☐  Female 
First 3 / 4 digits of postcode  
Date of admission  
Time of admission  
Date of death  
Time of death  
Place of death (ward)  
Specialty at time of death ☐  Surgical       ☐  Medical 
Specialty team at time of death (e.g. cardiology)  
Consultant at time of death  

Type of admission ☐  Emergency  ☐  Elective    ☐  Day 
Case 

Recorded cause of death (part 1a on death 
certificate)  

 
Phase of Care Scores 
Please record your explicit judgements about the quality of care the patient received and 
whether it was in accordance with current good practice (for example, your professional 
standards or your professional perspective). If there is any other information that you think 
is important or relevant that you wish to comment on then please do so. 
Please rate the care received by the patient during each phase. Please circle only one 
score for each. 
  

1 = very poor care     2 = poor care     3 = adequate care     4 = good care     5 = excellent care 
  
Phase of care Score and explicit judgements 

Admission and 
initial 
management 
 
(approximately the 
first 24 hours) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Phase of Care Scores Continued 
 
1 = very poor care     2 = poor care     3 = adequate care     4 = good care     5 = excellent care 
  

Phase of care Score and explicit judgements 

Ongoing care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Care during a 
procedure 
 
(excluding IV 
cannulation) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Perioperative 
care 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

End of life 
 
(or discharge care in 
the event that this 
form is used for a 
morbidity review) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Overall Care Score 
 

Overall 
assessment 
 
(explicit judgements 
about quality of care 
the patient received 
overall) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 

Quality of patient 
record 
 
(patient notes) 

 

Score:      ☐ 1      ☐ 2      ☐ 3      ☐ 4      ☐ 5 
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Assessment of Problems in Healthcare 
 
Were there any problems with the care of the patient? 
☐   No   (please stop here)   ☐   Yes   (please continue below) 
 
If you did identify problems, please identify which problem type(s) from the selection below 
and indicate whether it led to any harm. Please circle all problems which relate to this case. 

Problem Type 
Yes? 
(tick as 
appropriate) 

Did the problem lead to harm? 
(include comments as necessary and tick as appropriate) 

Problem in assessment, 
investigation or diagnosis 
 
(including assessment of 
pressure ulcer risk, VTE 
risk, history of falls) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem with medication / 
IV fluids / electrolytes / 
oxygen 
 
(other than anaesthetic) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
treatment and management 
plan 
 
(including prevention of 
pressure ulcers, falls, VTE) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem with infection 
control ☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem related to 
operation / invasive 
procedure 
 
(other than infection 
control) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in clinical 
monitoring 
 
(including failure to plan, to 
undertake, or to recognise 
and respond to changes) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 
Problem in resuscitation 
following a cardiac or 
respiratory arrest 
 
(including cardiopulmonary 
resuscitation - CPR) 

☐ 

 

☐  No        ☐  Probably        ☐  Yes 

Problem of any other type 
not fitting the categories 
above 

☐ 
 

☐  No        ☐  Probably        ☐  Yes 
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STAGE 2 REVIEWS ONLY 
 
Avoidability of Death Judgement Score 
 
We are interested in your view on the avoidability of death in this case. 
Please choose from the following scale (tick one score). 
 
☐  Definitely avoidable 
☐  Strong evidence of avoidability 
☐  Probably avoidable (more than 50:50) 
☐  Possibly avoidable but not very likely (less than 50:50) 
☐  Slight evidence of avoidability 
☐  Definitely not avoidable 
 
 

 
Please return completed forms to: 
Mortality Learning Co-ordinator, Eliot Ward 

met-tr.mortalitycoordinator@nhs.net 

  
Mortality review forms must be returned promptly to facilitate early 
learning and prevent delays. 
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 - Appendix 7 (‘Valuing People’ A White Paper) 19

 
Extract from ‘Valuing People: A New Strategy for Learning Disability for the 21st century’ A 
White Paper. 
 

Report - Valuing 
People, A New Strategy for Learning Disability for the 21st Century.pdf 
 
What is Learning Disability? 
 
1.4 Valuing People is based on the premise that people with learning disabilities are people 
first. We focus throughout on what people can do, with support where necessary, rather 
than on what they cannot do. 
 
1.5 Learning disability includes the presence of: 

 A significantly reduced ability to understand new or complex information, to learn 
new skills (impaired intelligence), with; 

 A reduced ability to cope independently (impaired social functioning); 
 which started before adulthood, with a lasting effect on development. 

 
1.6 This definition encompasses people with a broad range of disabilities. The presence of 
a low intelligence quotient, for example an IQ below 70, is not, of itself, a sufficient reason 
for deciding whether an individual should be provided with additional health and social care 
support. An assessment of social functioning and communication skills should also be 
taken into account when determining need. Many people with learning disabilities also have 
physical and/or sensory impairments. The definition covers adults with autism who also 
have learning disabilities, but not those with a higher level autistic spectrum disorder who 
may be of average or even above average intelligence – such as some people with 
Asperger’s Syndrome. We consider the additional needs of people with learning disability 
and autism in more detail in Chapter 8. 
 
1.7 ‘Learning disability’ does not include all those who have a ‘learning difficulty’ which is 
more broadly defined in education legislation. 
 
END OF DOCUMENT 
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Report to the Board of Directors 

Board Date:  Sep 7th 2017  Agenda Item:  

 

Title of Report 
 

 
Organ Donation Annual report 2016-17 and strategy 17-18 

Presented by  
 

Dr Paul Hayden 

Lead Director 
 

Chairman of Organ Donation Committee: Dr Gill Fargher 

Committees or Groups 
who have considered 
this report 
 

 
NA 

Executive Summary 
 

The purpose of this report is : 
To ensure the Trust board is aware of the continuing work 
supporting organ donation in the Trust over the past financial 
year. 
 
Key points are : 

 Medway continues to be one of the highest recruiters for 
organ donation in the SE  

 2016-17 saw an excellent year publicising the importance 
of organ donation with multiple local media involvement 
and the unveiling of the trust commemorative artwork in 
the atrium 

 First neonatal organ donation undertaken at Medway, 
one of very few trusts in the UK undertaking this. 

 Strategy for 2017-18 prioritises the avoidance of “missed 
opportunities” – specifically in ED, but also to increase 
tissue donation as part of end of life care in general ward 
patients 

 
Resource Implications 
 

Nil 

Risk and Assurance 
 

NA 
 

Legal 
Implications/Regulatory 
Requirements 
 

NA 
 
 

Recovery Plan 
Implication 
 

NA 

Quality Impact 
Assessment 
 

NA 

Recommendation 
 

Accept the content of the report and continue to support organ 
donation as a Trust 

Purpose & Actions 
required by the Board : 

 
Approval         Assurance         Discussion           Noting 

10d 
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Glossary 
 

 CLOD – Clinical Lead Organ Donation 

 SNOD – Specialist Nurse Organ Donation 

 NHSBT – NHS Blood and Transplant 

 DBD – Donation after Brain Death 

 DCD – Donation after Circulatory Death 

 ODC – Organ Donation Committee 

 PDA – Potential Donor Audit (national audit of activity by NHSBT) 

 ICU/ITU – Intensive Care Unit 

 ED/A&E – emergency department 

 HDU – High Dependency Unit 
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Definitions 
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1. Executive Summary 

2016/17 was another year of high activity for the Trust, maintaining its reputation as one of 
the leading Trusts in the South East of England in terms of numbers of patients referred for 
organ donation, and the numbers of organs successfully retrieved to benefit others. 

Overall, there were 9 successful organ donations, which led to 22 organs being transplanted. 

The table below shows the total numbers of organ donations based on the donor type 
(Donation after Brain Death: DBD versus Donation after Cardiac Death: DCD) with the 
previous year’s data for comparison 

Donor type 2016-17 2015-16 

DBD 4 9 

DCD 5 1 

TOTAL 9 10 

 

The bar chart below shows the numbers of DBD and DCD donors at Medway over the past 
12 years. 
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The table below shows the number of individual organs transplanted (with previous year’s 
data for comparison in brackets) 

 

Despite a small reduction in the number of organ donors this year, the Trust’s metrics for the 
percentage of appropriate referrals and approaches to families (measured using the National 
PDA – Potential Donor Audit, see appendix A), are encouraging and give assurance that 
potential donors are not being missed. The data summarised below shows we are 
performing above national average overall and are already achieving targets set for 
completion by 2020 as part of the national strategy (see appendix B)  

 

Of note, this year saw the first organ donation retrieval from a neonatal patient at the Trust 
which is a significant milestone as Medway is one of only a few centres in the UK that have 
undertaken this to date. 

Last summer also saw the installation and unveiling of the commemorative artwork in the 
hospital atrium which has transformed the area and will continue to promote organ donation 
to visitors to the Trust, whilst serving as a memorial to all the organ donors, and their 
families, at Medway. The unveiling was televised by BBC South East, and was part of a 
larger media campaign, including interviews by Dr Fargher, acting as donor family 
representative, and Dr Hayden, Clinical Lead for Organ Donation, in addition to a radio 
interview, and two articles in printed media. 

Donor type Number of organs transplanted by type 2016-17 (2015-16) 

 Kidney Pancreas Liver Heart Lung 

DBD  8 (16) 1 (1)  3 (8)  0 (1)  0 (4) 

DCD 8 (0) 0 (0) 2 (0) 0 (0) 0 (0) 

Totals 16 (16) 1 (1) 5 (8) 0 (1)  0 (4) 
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The Trust receives income for each patient that is consented for organ donation. This 
income is intended to provide support for the staff in those areas undertaking organ 
donation. For 2016-17, the Trust received £23,468.00 in addition to the money rolled over 
from 2015-16, leading to a cumulative balance of £45,790. This does not account for the 
cost of the organ donation artwork however. Additional expenditure for 2016-17 was 
£561.70. Finances have been earmarked for 2017-18 including funding of lift-wraps to 
promote organ donation (approx. £3-4000) [see appendix C]. 
 
The committee is committed to improving organ donation rates with an on-going Trust wide 
education and awareness strategy aimed at key stakeholders.  Several events are 
scheduled for September dated around the National Donation Week (Sep 4-10 2017) and a 
planned educational session in high fidelity simulation for Trust staff in October. 
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2. Trust Organ Donation Team Structure 
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3.  Report from the Organ Donation Committee (ODC) 
 
Medway Foundation Trust Organ Donation Committee (ODC) was established in accordance with 
NHS Blood and Transplant (NHSBT) guidance following the Organ Donation Taskforce 
recommendation in 2008 and the strategy document from 2013 “Taking Organ Transplantation to 
2020 - A U.K. Strategy”. The Committee has clear purposes and objectives as set down by 
NHSBT. These can be summarised as influencing and monitoring all aspects of policy and practice 
relating to organ donation across the Trust including training and education. Robust scrutiny and 
challenge forms a significant role for the members of the ODC particularly in relation to any missed 
organ donation opportunities. An essential component of the work of the Committee is the 
recognition of the donors and donor families. 
 
The vast majority of work relating to organ donation clearly does not occur within the ODC. The 
outstanding contributions from our clinicians, administrative staff and volunteers always generously 
and enthusiastically given, necessitate both recognition and gratitude.  
 
Dedicated, strong and inspirational leadership is provided by our Clinical Lead in Organ Donation 
(CLOD) Dr. Paul Hayden and our Specialist Nurse in Organ Donation (SNOD) Mrs Alison Hill. In 
addition to their responsibilities in organ donation within the Trust they provide, with the Chair, 
Trust representation at regional level. We are delighted to welcome our newly appointed SNOD 
Tatiana Sabat to the Trust. Her appointment is in recognition of the high activity in organ donation 
at the Trust by NHSBT.  
 
Membership of the ODC comprises the Chair, CLOD, SNOD and representation from across the 
Trust as determined by the Committee. Our members not only contribute to the work of the 
Committee but provide leadership and influence in their respective areas of expertise in driving 
organ donation policy and practice. This is both essential and a major determinant for the success 
of the Trust in organ donation. 
 
We are indebted to our previous Chair Mrs Shena Winning for her sustained, strong and dedicated 
support and for her recognition of the excellence achieved in organ donation in Medway 
Foundation Trust. Mrs Winning left in October 2016. 
 
Dr. Gill Fargher was appointed as Chair of the ODC in December 2016 having previously served 
on the ODC as a donor family representative.  
 
During the year 2016 to 2017 there were 9 successful organ donations including a neonatal donor, 
resulting in 22 organs being transplanted. This high level of activity maintains the Trust’s position 
within the South East Region as a leading Trust in organ donation. The Trust is a Level 2 hospital, 
the level being determined by the number of organ donors annually. 
 
2016 saw the culmination of several years of planning with the installation of the artwork “The Gift 
of Life”. This impressive and beautiful artwork extends to 4 floors in the hospital atrium and depicts 
birds of the Medway Estuary in flight commemorating the selfless generosity of our organ donors 
and their families whilst celebrating the gift of life for recipients. The commemorative plaque was 
unveiled during Organ Donation Week 2016.  
 
The theme for Organ Donation Week 2016 was “Making Your Wishes Known”. The artwork launch 
event provided an excellent opportunity to discuss the theme more widely and interviews for BBC 
South East News, The Medway Messenger newspaper and Medway Matters Magazine were given 
by Dr. Paul Hayden and Dr. Gill Fargher. In addition Dr. Gill Fargher gave a radio interview for 
BBC Radio Kent and made a film with NHSBT on the same theme of “Making Your Wishes 
Known” 
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In May 2017 our artwork won the gold award in the FESPA International Printing Awards. This 
award not only recognises and celebrates the best print globally but also the people responsible 
for its creativity and production. 
 
The ED (Emergency Department) Strategy for organ donation (see appendix D) was launched by 
NHSBT at the June 2017 South Eastern Regional Collaborative. Dr. Amanda Morrice ED 
Consultant and ODC member attended this event with the CLOD, SNOD and Chair. Dr. Paul 
Hayden followed this by delivering simulation training for E.D. staff which was both well attended 
and well received.  
 
Collaborative work with our End of Life Clinical Nurse Specialist Graeme Hendry and our Tissue 
Donation Lead Sam Moynes has facilitated the discussion regarding tissue donation as part of 
advanced care planning where appropriate and is included on the advanced care planning forms 
to be used both in the Trust and within the community. 
 
Organ Donation Week (4/9/17 to 10/9/17) provides a focus for informing and inspiring our 
colleagues and community in organ donation however our work will continue throughout the year. 
We have plans to ensure greater visibility of organ donation information within the hospital.  
Further training is in progress both within the Trust and for our primary care colleagues. Tissue 
donation and other collaborative work is also planned. 
 
Finally we owe an immense debt of gratitude to all those who have contributed to the considerable 
achievements of the Trust in organ donation, and most significantly, for the selfless generosity of 
our donors and their families without whom none of this would be possible. 
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4. Organ Donation Rates / PDA Benchmarking 2016/17 
 
4.1 Medway Trust overview of PDA metrics 2016-17 with 2015-16 data for 
comparison (see appendix A)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The overview above makes the following key points: 

 Excellent compliance with all metrics – at 100% or at/ above national averages 
 100% referral of all potential organ donors 
 100% SNOD involvement 
 Areas below 100% are beyond our control (eg family consent) 
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4.2 Total numbers of organ donations & transplanted organs 
 
The table below summarises the total number of donors, split by organ donor type (donation after 
brain death – DBD, and donation after cardiac death – DCD) for 2016-17 compared with the 
previous year: 
 
Donor type Number of 

donors 
Number of 
Patients 
transplanted 

Average number of organs 
donated per donor 

Trust UK 
DBD 4 (9) 12 (28) 3.3 (3.6) 3.8 (3.9) 
DCD 5 (1) 10 (0) 2.2 (3.4) 2.8 (2.8) 

TOTAL 9 (10) 22 (28)   
 
The table below summarises the actual organs donated for 2016-17 compared with the previous 
year: 
 
Donor type Number of organs transplanted by type 

 Kidney Pancreas Liver Heart Lung 

DBD   8 (16) 1 (1) 3 (8) 0 (1) 0 (4) 

DCD 8 (0) 0 (0) 2 (0) 0 (0)  0 (0) 

Totals 16 (16) 1 (1)  5 (8) 0 (1)  0 (4) 

Overall 22 (30) 
 
These tables demonstrate: 

 The total number of organ donors was slightly lower than 2015-16, with a reduction in the 
number of organs being transplanted.  

 There was a reduction in suitable liver and lung transplants in 2016-17 
 
Commentary 
 
The total number of donors in any year will show some natural variation due to the case-mix of 
patients being admitted to the ICU. The graph below shows how the numbers of successful organ 
donations has increased over the past 14 years. Although there has been a slight reduction over 
the past couple of years, this has been due to natural variation in case-mix, rather than missing 
potential organ donors. The important metrics to evaluate are the percentage compliance with 
identification, referral, testing, consent-approach and avoidance of “missed opportunities”, which 
are discussed in more detail below: 
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4.3 DBD & DCD Key Rates 
 
Spider chart demonstrating percentage achievement for key donation metrics. 
 
 
 
 
 
 
 

 

 

 

 
The chart above shows: 

 Excellent compliance with all metrics for DBD and above-national average compliance with 

metrics for DCD (which are more difficult to achieve than DBD).  

 Of note, consent percentage for DCD was 89% last year which is already above the 

national target of 80% set for 2020.  
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 The 50% approach figure for DCDs was due to the unsuitability of patients for organ 

donation in 5 cases, and an inability to contact the family in 1 case 

 

4.4 Overview of lost opportunities 
 
One of the key priorities for 2017-18 is to avoid any “lost opportunities”, ie to avoid any avoidable 

reduction in potential donor organs. There are several key steps at which this can be optimised: 

Metric 2016-17 2015-16 

Donor type DBD DCD DBD DCD 

Identification & referral of 

potential organ donors on 

ICU 

100% 100% 100% 91% 

Neurological death testing 

for all suitable patients 
100% NA 100% NA 

Collaborative approach with 

families by clinicians and 

SNODs 

100% 50% 100% 46% 

 
Nationally, the identification of suitable patients prior to ICU admission has been an area of 

variable practice.  

 

A nationwide strategy for the Emergency Department to drive improvements to referral for organ 

donation was launched in June 2017 (appendix D). Other areas of focus to minimise lost 

opportunities for succesful organ donation include the use of the national “massive brain injury 

protocol” (the Trust has used this since its inception) and to support novel measures to improve 

the viability of organs retrieved: The Trust was a pilot centre for the use of novel technology to 

support heart and lung organ donation. 

 
4.5 Contra-indications to solid organ transplant 
 
There were 9 patients with medical contraindications to solid organ donation for the period April 

2016-17. The reasons listed were: 

 Metastatic malignancy   DBD: 0  DCD: 8 

 Active haematological malignancy  DBD: 0  DCD: 1 

 

Page 205 of 468.



  
 

16 

4.6 Reasons why families did not support organ donation 
 
In the UK, organ donation is an “opt-in” process and where the patient’s wishes are unknown, the 

family is asked for their assent for organ donation. The Trust is 100% compliant with best practice 

to undertake a collaborative process between ICU clinician and specialist nurse in organ donation, 

but even with their experience, some families do not support organ donation. For 2016-17, the 

reasons listed were: 

 Patient previously expressed a wish not to donate  DBD: 0  DCD: 1 

 Family did not want surgery to the body   DBD: 2  DCD: 1 

 

4.7 Reasons why solid organ donation did not occur 
 
Despite our best efforts, some organs are not viable for transplantation. The reasons documented 

for 2016-17 are listed below: 

 Organs deemed medically unsuitable by centres  DBD: 0  DCD: 2 

 Prolonged time to asystole     DBD: NA DCD: 1 

 Other (specifics not documented)    DBD: 0  DCD: 1 

 

 
 
 
 
 
 

  

Page 206 of 468.



  
 

17 

5. Performance against 2015/16 Objectives 

 

 

Targets 1-3 were deemed a great success for the Trust and the intention for 2017-18 is to 

consolidate and sustain these successes. 

 

Target 4 will require on-going education and the organ donation committee intends to work 

collaboratively with the end of life team to deliver regular training to ward staff.

Item 
 

Objectives for 
2015/16 

Actions  Required to 
Deliver Objective 

Measurable 
Outcome / 
Milestones 

Outcome 

1 100% referral rate 
for potential DBD & 

DCD donors 
 Education for ICU team and 

feedback on missed cases PDA data 100% compliance for 
DBD and DCD 

2 
Installation of 

commemorative 
artwork project in 

hospital atrium 

 Project team to oversee 
implementation 

 Finalise design and 
contractor 

 Financial aspects 

Successful 
implementation of 

artwork and 
unveiling by Organ 

Donation Week 
2016 

Successful 
implementation on 

budget and on-time with 
associated media 

campaign. Televised on 
BBC South East 

3 Investigate 
feasibility of 

neonatal organ 
donation at Medway 

 Consensus from neonatal 
and obstetric teams 

 Development of a Trust-
wide neonatal SOP 

Establishment of 
neonatal organ 
donation SOP 

SOP produced and 
ratified. 

First case undertaken 
at Medway 

4 

Increase Tissue 
Donation referrals 

from wards 

 Nurse education 

 PDSA cycles to improve 
referrals via iterative 

processes 

Increased numbers 
of tissue donation 

referrals from Trust 
for 2016-17 

compared with 
previous years 
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6. Strategic objectives for 2017/18 and Monitoring Arrangements 

 

 

Objectives for 
2017/ 18 

Actions  Required to 
Deliver Objective 

Measurable Outcome / 
Milestones 

Delivery 
Lead 

Risks to 
completion 

1. 0% missed 
opportunities 
for organ 
donation 

Ensure 100% referral for 
potential DBD and DCD 
donors on ICU and ED 

 

Follow national best-
practice for collaborative 
approach 

PDA data 

CLOD 

SNOD 

ED 
champion 

Increased clinical 
workload may 
mean organ 
donation cannot 
proceed in 
suitable 
individuals at 
times of high 
clinical intensity 

2. Increase tissue 
donation 
referrals 

Education for all ward 
nurses 

Measure percentage referrals vs 

total number of deceased patients 

per ward. Overall target 100% but 

year on year targets need to be 

realistic. 

CLOD 

SNOD 

EOL team 

Tissue 
donation 

link 
nurses 

Failure to deliver 
education to 
ward staff 

3. Continue to 
promote organ 
donation and 
membership of 
the ODR to local 
community  

Utilise multimedia 
opportunities to promote 
membership of the ODR 

Lecture to local GPs by 
CLOD 

Local ODR membership 

Family assent percentage for 
organ donation in ICU 

CLOD 

SNOD 

ODC 

Saturation of 
local media 

4. Promote organ 
donation within 
the hospital 

Lift wraps 

Organ Donor story 
boards 

Installation of lift wraps and 
placing organ donor story boards 
in the ICU corridor 

ODC 

Pending site 
survey by 
signage 

company, may 
be difficult to 

place lift wraps 
on existing lift 

doors. 
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7. Critical Incidents 
 
One patient was admitted to the intensive care unit following a prolonged cardiac arrest in February 

2017 due to a cardiac arrhythmia who unfortunately rapidly deteriorated to brain death soon after 

admission. Her family were very keen to support organ donation and this was facilitated, resulting in 

the successful retrieval of two kidneys. These were subsequently implanted into two patients.  

 

Sadly, a biopsy taken during the retrieval process revealed a previously un-diagnosed lymphoma 

and the two recipient patients required removal of their transplanted kidneys. 

 

The organ donation team at Medway has engaged proactively with NHSBT in the root cause 

analysis (RCA) of this incident to develop guidance to prevent a similar event from happening in the 

future. The CLOD attended a regional RCA meeting and further meetings are planned with 

haematologists representing NHSBT. 
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· Appendix A.4 contains definitions of terms and abbreviations used throughout this report and summarises the main
· changes made to the PDA on 1 April 2013.
· The latest Organ Donation and Transplantation Activity Report is available at
· https://www.organdonation.nhs.uk/supporting-my-decision/statistics-about-organ-donation/transplant-activity-report/
· The latest PDA Annual Report is available at http://www.odt.nhs.uk/odt/potential-donor-audit/
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1. Donor Outcomes
A summary of the number of donors, patients transplanted, average number of organs

donated per donor and organs donated, obtained from the UK Transplant Registry

1.1  Donor outcomes

Between 1 April 2016 and 31 March 2017, Medway NHS Foundation Trust had 9 deceased solid organ donors, resulting
in 22 patients receiving a transplant. 24 organs were donated but 2 were not transplanted. Additional information is
shown in Tables 1.1.1 and 1.1.2, along with comparison data for 2015/16. Figure 1.1.1 shows the number of donors and
patients transplanted for the previous ten periods for comparison. If you would like further information, please contact
your local Specialist Nurse - Organ Donation (SN-OD).

Table 1.1.1 Donors, patients transplanted and organs per donor,
Table 1.1.1 1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)

Number of
Number of

patients
Average number of organs

donated per donor
Donor type donors transplanted Trust UK

DBD 4 (9) 12 (28) 3.3 (3.6) 3.8 (3.9) -
DCD 5 (1) 10 (0) 2.2 (2.0) 2.8 (2.8) -
DBD and DCD 9 (10) 22 (28) 2.7 (3.4) 3.4 (3.4) -

Table 1.1.2 Organs transplanted by type,
Table 1.1.2 1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)

Number of organs transplanted by type
Donor type Kidney Pancreas Liver Heart Lung Small bowel

DBD 8 (16) 1 (1) 3 (8) 0 (1) 0 (4) 0 (0) -
DCD 8 (0) 0 (0) 2 (0) 0 (0) 0 (0) 0 (0) -
DBD and DCD 16 (16) 1 (1) 5 (8) 0 (1) 0 (4) 0 (0) -

Figure 1.1.1  Number of donors and patients transplanted each year
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Data in this section have been obtained from the UK Transplant Registry. Section 2 onwards reports on data obtained
from the national Potential Donor Audit (PDA).
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2. Key Rates on

Potential for Organ Donation
A summary of the key rates on the potential for organ donation, obtained from the national

Potential Donor Audit (PDA)

2.1  Key rates

Two radar charts are displayed in Figure 2.1.1 showing specific percentage measures of potential donation activity in
2016/17 for Medway NHS Foundation Trust compared with national data for the UK, and compared with 2015/16 activity.
This information is displayed in an alternative format as bar charts in Appendix A.1. The funnel plots in Section 3 can be
used to identify the maximum rates currently being achieved by Trusts with similar donor potential.The colour of the rate
label indicates the Trust performance as shown in the appropriate funnel plot using the gold, silver, bronze, amber, and
red (GoSBAR) scheme. Figure 2.1.2 shows the trends in percentage meaures of potential donation activity from 1 April
2013.

Figure 2.1.1  Key rates on the potential for organ donation,
Figure 2.1.1  1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)
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Figure 2.1.2  Key rates on the potential for organ donation, 1 April 2013 - 31 March 2017
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2.2 Key numbers and rates

The percentages shown in Figure 2.1.1 are also shown in Table 2.2.1 along with the number of patients at each stage. A
national comparison and a time period comparison are again provided. A comparison against funnel plot boundaries has
been applied by highlighting the key rates for your Trust as gold, silver, bronze, amber, or red. See Appendix A.6 for
ranges used. Note that caution should be applied when interpreting percentages based on small numbers.

Table 2.2.1 Key numbers, rates and comparison with national targets,
Table 2.2.1 1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)

DBD DCD
2016/17 2015/16 2016/17 2015/16

Target Trust UK Trust UK Target Trust UK Trust UK

Patients meeting organ donation referral criteria¹ 6  1,777  15 1,747 27  6,195  22 6,501

Referred to SN-OD 6  1,731  15 1,684 27  5,302  20 5,403
Referral rate % G  100%  97%  100% 96% G  100%  86%  91% 83%

Neurological death tested 6  1,521  15 1,477     
Testing rate % G  100%  86%  100% 85%     

Eligible donors² 6  1,445  15 1,404 18  4,236  15 4,205

Family approached 6  1,331  14 1,296 9  1,814  7 1,942
Approach rate % G  100%  92%  93% 92% B  50%  43%  47% 46%

Family approached and SN-OD involved 6  1,241  14 1,180 9  1,461  7 1,511
% of approaches where SN-OD involved G  100%  93%  100% 91% G  100%  81%  100% 78%

Consent ascertained 4  919  9 891 8  1,061  5 1,113
Consent rate % 72% B  67%  69%  64% 69% 68% S  89%  58%  71% 57%

Expected consents based on ethnic mix 4    10 5    4
Expected consent rate based on ethnic mix % 68%    69% 61%    61%

Actual donors from each pathway 4  822  9 786 4  571  1 564
% of consented donors that became actual donors 100%  89%  100% 88% 50%  54%  20% 51%

Colour key - comparison with  G  Gold     S  Silver   B  Bronze    
funnel plot confidence limits  A  Amber     R  Red      

¹ DBD - A patient with suspected neurological death
¹ DCD - A patient in whom imminent death is anticipated, ie a patient receiving assisted ventilation, a clinical decision to withdraw
¹ DCD - treatment has been made and death is anticipated within 4 hours

² DBD - Death confirmed by neurological tests and no absolute contraindications to solid organ donation
² DCD - Imminent death anticipated and treatment withdrawn with no absolute contraindications to solid organ donation

From 1 April 2016 to 31 March 2017 there was one eligible DCD donor for whom consent for donation was ascertained
who is not included in this section because they were facilitated in a neonatal ICU.
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3. Stages Where

Opportunities were Lost
Stages at which potential donors lost the opportunity to become actual donors

3.1  Overview of lost opportunities

Of the 6 potential DBD donors with suspected neurological death, 4 proceeded to donation and 2 did not proceed. Of the
18 eligible DCD donors, 4 proceeded to donation and 14 did not proceed.

Figure 3.1.1 gives an overview of the various stages where opportunities were lost. There are four charts showing DBD
and DCD stages separately for Medway NHS Foundation Trust and the UK, all of which contain a comparison with
2015/16. The number of potential donors is shown on the vertical axis for each chart and at each 'step' the proportion of
potential donors lost at that stage is displayed. Caution should be applied when interpreting percentages based on small
numbers. Further information is available for individual hospitals and units in Tables 4.1.1 and 4.1.2 in Section 4.

Figure 3.1.1  Stages at which potential donors lost the opportunity to become actual donors,
Figure 3.1.1  1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)
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3.2 Neurological death testing

A funnel plot of neurological death testing rates is displayed in Figure 3.2.1.  The goal is to ensure that neurological
death tests are performed wherever possible. For information about how to interpret the funnel plots, please see
Appendix A.6.

Figure 3.2.1 Funnel plot of neurological death testing rates, 1 April 2016 - 31 March 2017
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Table 3.2.1 shows the reasons why neurological death tests were not performed, if applicable, for your Trust. Patients
for whom the reason for not performing neurological tests is given as 'cardiac arrest despite resuscitation', 'brainstem
reflexes returned', or 'neonates - less than 2 months post term' are now excluded from the calculation of the neurological
death testing rate and Table 3.2.1.

Table 3.2.1 Reasons given for neurological death tests not being performed,
Table 3.2.1 1 April 2016 - 31 March 2017

N %

All patients were tested or there were no patients with suspected
neurological death

- -

If 'other', please contact your local SN-OD for more information, if required.
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3.3  Referral to Specialist Nurse - Organ Donation (SN-OD)

Funnel plots of DBD and DCD referral rates are displayed in Figure 3.3.1.Every patient who meets the referral criteria
should be identified and referred to the SN-OD, as per NICE CG135¹ and NHS Blood and Transplant (NHSBT) Best
Practice Guidance on timely identification and referral of potential organ donors².

Figure 3.3.1  Funnel plots of referral rates, 1 April 2016 - 31 March 2017
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Table 3.3.1 shows the reasons why patients were not referred to a SN-OD, if applicable, for your Trust.

Table 3.3.1 Reasons given why patient not referred, 1 April 2016 - 31 March 2017

DBD DCD
N % N %

All patients were referred or there were no patients who met the
referral criteria

- - - -

If 'other' or 'medical contraindications', please contact your local SN-OD for more information, if required.
Please note that patients may appear in this table more than once if they met the referral criteria for both
DBD and DCD donation.
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Early referral to the SN-OD is important to enable the opportunity for donation to be maximised. Early referral triggers
should be in place to ensure all donors are identified to the SN-OD to allow the family the option of organ donation. For
patients who were referred, Table 3.3.2 shows the timing of the first contact with the SN-OD by the clinical staff. All
patients meeting the referral criteria should be referred as early as possible to enable attendance of the SN-OD to
assess suitability for donation and ensure that a planned approach for consent to the family is made in line with NICE
CG135¹ and NHSBT Best Practice Guidance on approaching the families of potential organ donors³.

Table 3.3.2 Timing of first contact with a SN-OD by clinical staff, for patients who were referred,
Table 3.3.2 1 April 2016 - 31 March 2017

DBD DCD
N % N %

Before sedation stopped - 0.0 - 0.0

Absence of one or more cranial nerve reflexes and GCS of 4 or
less not explained by sedation

4 66.7 1 3.7

No sedation or after sedation stopped, decision made to carry
out BSD tests, before 1st set of tests

1 16.7 - 0.0

After 1st set and before 2nd set of BSD tests - 0.0 - 0.0

After neurological death confirmation - 0.0 - 0.0

Clinical decision to withdraw life-sustaining treatment has been
made, before treatment withdrawn

1 16.7 26 96.3

After treatment withdrawn - 0.0 - 0.0

Not reported - 0.0 - 0.0

Total 6 100.0 27 100.0

NB, 0 patients with suspected neurological death also went on to meet the referral criteria for DCD
donation, and are therefore included twice.

¹ NICE, 2011.   NICE Clinical Guidelines - CG135 [online]. Available at:
 <https://www.nice.org.uk/guidance/cg135>
[accessed 7 April 2017]

² NHS Blood and Transplant, 2012.   Timely Identification and Referral of Potential Organ Donors - A Strategy for
Implementation of Best Practice[online]. Available at:
 <http://www.odt.nhs.uk/pdf/timely-identification-and-referral-potential-donors.pdf> [accessed 7 April 2017]

³ NHS Blood and Transplant, 2013.   Approaching the Families of Potential Organ Donors – Best Practice Guidance
[online]. Available at:
 <http://www.odt.nhs.uk/pdf/family_approach_best_practice_guide.pdf> [accessed 7 April 2017]
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3.4  Contraindications

Table 3.4.1 shows the primary absolute medical contraindications to solid organ donation, if applicable, for potential DBD
donors confirmed dead by neurological death tests and potential DCD donors in your Trust.

Table 3.4.1 Primary absolute medical contraindications to solid organ donation,
Table 3.4.1 1 April 2016 - 31 March 2017

DBD DCD

Any cancer with evidence of spread outside affected organ (including lymph nodes)
within 3 years

- 8

Active haematological malignancy (myeloma, lymphoma, leukaemia) - 1

Total - 9
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3.5  Family approach

Funnel plots of DBD and DCD family approach rates are displayed in Figure 3.5.1.All families of eligible donors should be
formally approached to discuss organ donation.

Figure 3.5.1  Funnel plots of approach rates, 1 April 2016 - 31 March 2017
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Table 3.5.1 shows the reasons why patients were not formally approached to discuss organ donation, if applicable, for
your Trust.

Table 3.5.1 Reasons given why family not formally approached, 1 April 2016 - 31 March 2017

DBD DCD
N % N %

Family untraceable - - 1 11.1
Patient’s general medical condition - - 7 77.8
Other medical reason - - 1 11.1

Total - - 9 100.0

If 'other', please contact your local SN-OD for more information, if required.
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3.6  Proportion of approaches involving a SN-OD

In the UK, in 2016/17, when a SN-OD was not involved in the approach to the family to discuss organ donation, DBD and
DCD consent rates were 38% and 25%, respectively, compared with DBD and DCD consent rates of 71% and 67%,
respectively, when a SN-OD was involved.  NICE CG135¹ and NHSBT Best Practice Guidance on approaching the
families of potential organ donors³ reinforces that every approach to those close to the patient should be planned with
the multidisciplinary team (MDT),  should involve the SN-OD and should be clearly planned taking into account the known
wishes of the patient. The Organ Donor Register (ODR) should be checked in all cases of potential donation and this
information must be discussed with the family as it represents the eligible donor's legal consent to donation.

Funnel plots of DBD and DCD SN-OD involvement rates are displayed in Figure 3.6.1.A SN-OD should be actively
involved in the formal approach to the family and an approach plan made and followed.

Figure 3.6.1  Funnel plots of SN-OD involvement rates, 1 April 2016 - 31 March 2017
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3.7  Consent

Funnel plots of DBD and DCD consent rates are displayed in Figure 3.7.1. The 2016/17 national targets of 72% and
68% for DBD and DCD, respectively, are also shown, for information.

Figure 3.7.1  Funnel plot of consent rates, 1 April 2016 - 31 March 2017
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Table 3.7.1 shows the reasons why families did not support donation, if applicable, for your Trust.

Table 3.7.1 Reasons given why family did not support donation, 1 April 2016 - 31 March 2017

DBD DCD
N % N %

Patient previously expressed a wish not to donate - - 1 100.0
Family did not want surgery to the body 2 100.0 - -

Total 2 100.0 1 100.0

If 'other', please contact your local SN-OD for more information, if required.
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3.8  Reasons why solid organ donation did not occur

Table 3.8.1 shows the reasons why solid organ donation did not occur, if applicable, for your Trust.

Table 3.8.1 Reasons why solid organ donation did not occur, 1 April 2016 - 31 March 2017

DBD DCD
N % N %

Organs deemed medically unsuitable by recipient centres - - 2 50.0
Prolonged time to asystole - - 1 25.0
Other - - 1 25.0

Total - - 4 100.0

If 'other', please contact your local SN-OD for more information, if required.
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4. PDA data by hospital and unit
A summary of key numbers and rates from the PDA by hospital and unit where the patient

died

4.1  Key numbers and rates by unit where the patient died

Tables 4.1.1 and 4.1.2 show the key numbers and rates for patients who met the DBD and/or DCD referral criteria,
respectively. Caution should be applied when interpreting percentages based on small numbers. For each of the units
tabulated in Tables 4.1.1 and 4.1.2, the national key rates from the PDA are displayed in Appendix A.2 to aid comparison
with equivalent units. For example, neurosurgical ICUs can be compared against the average rates achieved nationally
for neurosurgical ICUs.

Table 4.1.1 Patients who met the DBD referral criteria - key numbers and rates,
Table 4.1.1 1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)

Unit where
patient died

Patients
where

neurological
death was
suspected

Patients
that were

tested

Neurological
death testing

rate (%)

Patients
where

neurological
death was
suspected
that were

referred to
SN-OD

DBD
referral
rate (%)

Patients
confirmed
dead by

neurological
testing

Eligible DBD
donors
(Death

confirmed by
neurological
tests and no

absolute
contra-

indications)

Eligible DBD
donors

whose family
were

approached

DBD
approach
rate (%)

Consent
ascertained

DBD
consent
rate (%)

Actual
DBD and

DCD
donors

from
eligible

DBD
donors

DBD SN-OD
involvement

rate (%)

1 April2016 to 31 March 2017

Gillingham,Medway Hospital
Gen. ICU/HDU 6 6 100 6 100 6 6 6 100 4 67 4 100

1 April2015 to 31 March 2016

Gillingham,Medway Hospital
A&E 0 0 - 0 - 0 0 0 - 0 - 0 -
Gen. ICU/HDU 15 15 100 15 100 15 15 14 93 9 64 9 100
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Table 4.1.2 Patients who met the DCD referral criteria - key numbers and rates,
Table 4.1.2 1 April 2016 - 31 March 2017 (1 April 2015 - 31 March 2016 for comparison)

Unit where
patient died

Patients for
whom

imminent
death was
anticipated

Patients for
whom

imminent
death was
anticipated
that were

referred to
SN-OD

DCD referral
rate (%)

Patients for
whom

treatment
was

withdrawn

Eligible DCD
donors

(Imminent
death

anticipated
and treatment

withdrawn
with no

absolute
contra-

indications)

Eligible DCD
donors whose

family were
approached

DCD
approach
rate (%)

Consent
ascertained

DCD consent
rate (%)

Actual DCD
donors from
eligible DCD

donors

DCD SN-OD
involvement

rate (%)

1 April2016 to 31 March 2017

Gillingham,Medway Hospital
Gen. ICU/HDU 27 27 100 27 18 9 50 8 89 4 100

1 April2015 to 31 March 2016

Gillingham,Medway Hospital
A&E 1 1 100 1 0 0 - 0 - 0 -
Gen. ICU/HDU 21 19 90 20 15 7 47 5 71 1 100

Tables 4.1.1 and 4.1.2 show the unit where the patient died. However, it is acknowledged that there are some occasions
where a patient is referred in an Emergency Department but moves to a critical care unit. In total, for Medway NHS
Foundation Trust in 2016/17 there was one such patient.

It is acknowledged that the PDA does not capture all activity. In total there were 2 patients referred in 2016/17 who are
not included in  Section 2 onwards because they were either over 80 years of age or did not die in a unit participating in
the PDA. None of these are included in Section 1 because they did not become a solid organ donor.
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Appendices

Appendix A.1  Bar charts of key rates

Figure A.1.1 shows the same information as the radar charts in Section 2 but in an alternative format. The bars show the
latest rates for your Trust. Purple lines have been superimposed to provide a comparison with the UK and turquoise
dashed lines show the rates achieved by your Trust in the equivalent period last year. The funnel plots in Section 3 can
be used to identify the maximum rates currently being achieved by Trusts with similar donor potential. The colour of the
rate label indicates the Trust performance as shown in the appropriate funnel plot using the gold, silver, bronze, amber,
and red (GoSBAR) scheme.

Figure A.1.1  DBD and DCD key rates
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Appendix A.2  National rates by unit type

For each of the units tabulated in Tables 4.1.1 and 4.1.2, the national key rates from the PDA are displayed in Tables
A.2.1 and A.2.2 to aid comparison with equivalent units.

Table A.2.1 NationalDBD key numbersand rates by unit where the patient died, 1 April2016 - 31 March 2017

Unit where the patient died

Patients
where

neurological
death was
suspected

Patients
that were

tested

Neurological
death

testing rate
(%)

Patients
where

neurological
death was
suspected
that were
referred to

SN-OD

DBD
referral

rate (%)

Patients
confirmed
dead by

neurological
testing

Eligible
DBD donors

(Death
confirmed

by
neurological
tests and no

absolute
contra-

indications)

Eligible
DBD donors

whose
family were
approached

DBD
approach
rate (%)

Consent
ascertained

DBD
consent
rate (%)

Actual
DBD and

DCD
donors

from
eligible

DBD
donors

DBD
SN-OD

involvement
rate (%)

General ICU¹ 1074 935 87 1062 99 923 883 821 93 581 71 511 93

Neurosurgical ICU 296 269 91 293 99 264 258 243 94 152 63 146 95

General/Neuro ICU 222 185 83 217 98 184 176 162 92 121 75 107 93

Cardiothoracic ICU 32 28 88 29 91 27 26 21 81 14 67 11 95

Paediatric ICU² 83 57 69 73 88 57 56 44 79 24 55 21 75

Specialist ICU³ 48 43 90 47 98 42 42 39 93 26 67 25 97

Accident and emergency 21 3 14 10 48 3 3 1 33 1 100 1 100

Table A.2.2 NationalDCD key numbersand rates by unit where the patient died, 1 April2016 - 31 March 2017

Unit where the patient died

Patients for
whom

imminent
death was
anticipated

Patients for
whom

imminent
death was
anticipated
that were
referred to

SN-OD
DCD referral

rate (%)

Patients for
whom

treatment
was

withdrawn

Eligible DCD
donors

(Imminent
death

anticipated
and

treatment
withdrawn

with no
absolute
contra-

indications)

Eligible DCD
donors

whose family
were

approached

DCD
approach rate

(%)
Consent

ascertained
DCD consent

rate (%)

Actual DCD
donors from
eligible DCD

donors

DCD SN-OD
involvement

rate (%)

General ICU¹ 4329 3743 86 3800 2823 1090 39 656 60 363 81

Neurosurgical ICU 403 387 96 373 325 238 73 140 59 74 88

General/Neuro ICU 622 564 91 593 471 274 58 174 64 89 81

Cardiothoracic ICU 312 282 90 271 214 67 31 43 64 20 79

Paediatric ICU² 179 137 77 167 151 59 39 17 29 12 68

Specialist ICU³ 58 52 90 47 40 23 58 17 74 9 91

Accident and emergency 279 129 46 248 202 56 28 10 18 2 55

¹ includes General ICU, HDU, General ICU/HDU/Coronary Care Unit, General ICU/HDU.
² includes Paediatric ICU, Neonatal ICU.
³ includes Specialist ICU, Multiple Injuries Unit.

Further national comparisons can be made by viewing the PDA section of the  Organ Donation and Transplantation
Activity Report and the PDA Annual Report, both of which are available on the ODT website. See links on Page 2.
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Appendix A.3  National rates by Trust/Board level

Medway NHS Foundation Trust has been categorised as a level 2 Trust/Board. Tables A.3.1 and A.3.2 show the national
DBD and DCD key numbers and rates for the UK by Trust/Board level, to aid comparison with equivalent Trusts/Boards.
Note that caution should be applied when interpreting percentages based on small numbers.

Table A.3.1 NationalDBD key numbersand rates by Trust/Board level, 1 April2016 - 31 March 2017

Patients
where

neurological
death was
suspected

Patients
that were

tested

Neurological
death testing

rate (%)

Patients
where

neurological
death was
suspected
that were

referred to
SN-OD

DBD
referral
rate (%)

Patients
confirmed
dead by

neurological
testing

Eligible DBD
donors
(Death

confirmed by
neurological
tests and no

absolute
contra-

indications)

Eligible DBD
donors

whose family
were

approached

DBD
approach
rate (%)

Consent
ascertained

DBD
consent
rate (%)

Actual
DBD and

DCD
donors

from
eligible

DBD
donors

DBD SN-OD
involvement

rate (%)

Your Trust 6 6 100 6 100 6 6 6 100 4 67 4 100

Level 1* 973 837 86 948 97 828 797 735 92 497 68 450 93

Level 2 389 331 85 381 98 327 314 284 90 205 72 187 93

Level 3 269 236 88 265 99 230 221 207 94 148 71 127 95

Level 4 146 117 80 137 94 116 113 105 93 69 66 58 90

Table A.3.2 NationalDCD key numbersand rates by Trust/Board level, 1 April2016 - 31 March 2017

Patients for
whom

imminent
death was
anticipated

Patients for
whom

imminent
death was
anticipated
that were

referred to
SN-OD

DCD referral
rate (%)

Patients for
whom

treatment
was

withdrawn

Eligible DCD
donors

(Imminent
death

anticipated
and treatment
withdrawn with

no absolute
contra-

indications)

Eligible DCD
donors whose

family were
approached

DCD
approach
rate (%)

Consent
ascertained

DCD
consent rate

(%)

Actual DCD
donors from
eligible DCD

donors

DCD SN-OD
involvement

rate (%)

Your Trust 27 27 100 27 18 9 50 8 89 4 100

Level 1* 2645 2302 87 2400 1849 970 52 563 58 300 79

Level 2 1612 1368 85 1437 1090 417 38 257 62 141 83

Level 3 1247 1072 86 1085 861 279 32 154 55 79 80

Level 4 691 560 81 587 436 148 34 87 59 51 82

*Level 1 Trust/Boards are defined as those Trusts/Boards that had 12 or more proceeding donors per year, averaged
over 2014/15 and 2015/16 financial years.Trusts/Boards are categorised as Level 2 if there was 5-12 proceeding
donors on average over the two year periodand Level 3 Trusts/Boards are those that had an average of 3-5 proceeding
donors over the two year period. All other Trusts/Boards are categorised as Level 4.

Page 229 of 468.



20

Appendix A.4  Definitions

POTENTIAL DONOR AUDIT / REFERRAL RECORD
Data excluded Patients who did not die on a critical care unit or an emergency department and

patients aged over 80 years are excluded.

Donors after brain death (DBD)
Suspected Neurological Death A patient who meets all of the following criteria: Apnoea, coma from known aetiology

and unresponsive, ventilated, fixed pupils. Excluding those not tested due to reasons
'cardiac arrest despite resuscitation', 'brainstem reflexes returned', 'neonates - less
than 2 months post term'.

Potential DBD donor A patient who meets all four criteria for neurological death testing excluding those not
tested due to reasons 'cardiac arrest despite resuscitation', 'brainstem reflexes
returned', 'neonates – less than 2 months post term' (ie suspected neurological death,
as defined above).

DBD referral criteria A patient with suspected neurological death

Discussed with Specialist
Nurse – Organ Donation

A patient with suspected neurological death discussed with the Specialist
Nurse – Organ Donation (SN-OD)

Neurological death tested Neurological death tests were performed

Eligible DBD donor A patient confirmed dead by neurological death tests, with no absolute medical
contraindications to solid organ donation

Absolute contraindications Absolute medical contraindications to organ donation are listed here:
http://www.odt.nhs.uk/pdf/contraindications_to_organ_donation.pdf

Family approached for formal organ
donation discussion

Family of eligible DBD asked to: support the patient's expressed or deemed
consent/authorisation decision, informed of a nominated/appointed representative,
make a decision themselves on donation, or informed of a patient's op-out decision via
the Organ Donor Register

Consent / authorisation ascertained Family supported expressed or deemed consent/authorisation, nominated/appointed
representative gave consent, or where applicable the family gave
consent/authorisation

Actual donors: DBD Neurological death confirmed patients who became actual DBD as reported through
the PDA

Actual donors: DCD Neurological death confirmed patients who became actual DCD as reported through
the PDA

Neurological death testing rate Percentage of patients for whom neurological death was suspected who were tested

Referral rate Percentage of patients for whom neurological death was suspected who were
discussed with the SN-OD

Approach rate Percentage of eligible DBD families or nominated/appointed representatives
approached for formal organ donation discussion

Consent / authorisation rate Percentage of families or nominated/appointed representatives approached for formal
organ donation discussion where consent/authorisation was ascertained

Expected consent / authorisation rate Consent / authorisation rate adjusted for ethnicity case mix (white or BAME (black,
asian and minority ethnic)), based on those patients whose family or
nominated/appointed representative were approached to discuss organ donation
where consent/authorisation was ascertained and patient ethnicity was known

SN-OD involvement rate Percentage of family or nominated/appointed representative approaches where a
SN-OD was involved

SN-OD consent / authorisation rate Percentage of families or nominated/appointed representatives approached for formal
organ donation discussion by a SN-OD where consented / authorisation for organ
donation was ascertained
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Donors after circulatory death (DCD)
Imminent death anticipated A patient, not confirmed dead using neurological criteria, receiving assisted ventilation,

a clinical decision to withdraw treatment has been made and death is anticipated
within 4 hours

DCD referral criteria A patient in whom imminent death is anticipated (as defined above)

Discussed with Specialist
Nurse – Organ Donation

Patients for whom imminent death was anticipated who were discussed with the
SN-OD

Potential DCD donor A patient who had treatment withdrawn and death was anticipated within four hours

Eligible DCD donor A patient who had treatment withdrawn and death was anticipated within four hours,
with no absolute medical contraindications to solid organ donation

Absolute contraindications Absolute medical contraindications to organ donation are listed here:
http://www.odt.nhs.uk/pdf/contraindications_to_organ_donation.pdf

Family approached for formal organ
donation discussion

Family of eligible DCD asked to: support the patient's expressed or deemed
consent/authorisation decision, informed of a nominated/appointed representative,
make a decision themselves on donation, or informed of a patient's op-out decision via
the Organ Donor Register

Consent / authorisation ascertained Family supported expressed or deemed consent/authorisation, nominated/appointed
representative gave consent, or where applicable the family gave
consent/authorisation

Actual DCD DCD patients who became actual DCD as reported through the PDA

Referral rate Percentage of patients for whom imminent death was anticipated who were discussed
with the SN-OD

Approach rate Percentage of eligible DCD families or nominated/appointed representatives
approached for formal organ donation discussion

Consent / authorisation rate Percentage of families or nominated/appointed representatives approached for formal
organ donation discussion where consent/authorisation was ascertained

Expected consent / authorisation rate Consent / authorisation rate adjusted for ethnicity case mix (white or BAME (black,
asian and minority ethnic)), based on those patients whose family or
nominated/appointed representative were approached to discuss organ donation
where consent/authorisation was ascertained and patient ethnicity was known

SN-OD involvement rate Percentage of family or nominated/appointed representative approaches where a
SN-OD was involved

SN-OD consent / authorisation rate Percentage of families or nominated/appointed representatives approached for formal
organ donation discussion by a SN-OD where consented / authorisation for organ
donation was ascertained

UK Transplant Registry (UKTR)
Donor type Type of donor: Donation after brain death (DBD) or donation after circulatory death

(DCD)

Number of actual donors Total number of donors reported to the UKTR

Number of patients transplanted Total number of patients transplanted from these donors

Organs per donor Number of organs donated divided by number of donors. The maximum number of
solid organs that can be donated are 7 for a DBD and 6 for a DCD.

Number of organs transplanted Total number of organs transplanted by organ type

On 1 April 2013 significant changes were made to the PDA. The main changes that should be borne in mind, especially
when making comparisons across time periods, are as follows:

· Upper age limit increased from 75 to 80 years.
· Cardiothoracic ICUs included.
· Changes to imminent death definition to be clear that death was anticipated within four hours.
· Contraindications brought in line with current practice.
· Terminology changes, eg 'potential donor' changed to 'eligible donor', for consistency with World Health

Organisation definitions.
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Appendix A.5  Data description

This report provides a summary of data relating to potential and actual organ donors as recorded by NHS Blood and
Transplant via the Potential Donor Audit (PDA), the accompanying Referral Record and the UK Transplant Registry for
Medway NHS Foundation Trust. The report covers the time period 1 April 2016 to 31 March 2017 and data from 1 April
2015 to 31 March 2016 are also provided in certain sections for comparison purposes.

This report is provided for information and to facilitate case based discussion about organ donation by the Donation
Committee and your Trust.

As part of the PDA, patients aged over 80 years of age and those who did not die on a critical care unit or an emergency
department are not audited nationally and are therefore excluded from the majority of this report. Data from neonatal
Intensive Care Units have also been excluded from this report. In addition, some information from this time period may
be outstanding due to late reporting and difficulties obtaining patient notes. Donations not captured by the PDA will still
be included in the data supplied from the accompanying Referral Record or from the UK Transplant Registry, as
appropriate.

Some percentages in this report were calculated using small numbers and should therefore be interpreted with caution.

Please refer any queries or requests for further information to your local Specialist Nurse - Organ Donation
(SN-OD)
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Appendix A.6  Table and figure description

Each table and figure displayed throughout the report is described below to aid interpretation.

1.1 Donor outcomes
Table 1.1.1 The number of actual donors, the resulting number of patients transplanted and the average number of

organs donated per donor have been obtained from the UK Transplant Registry (UKTR) for your
Trust/Board. Results have been displayed separately for donors after brain death (DBD) and donors after
circulatory death (DCD).

Table 1.1.2 The number of organs transplanted by type from donors at your Trust/Board has been obtained from the
UKTR. Further information can be obtained from your local Specialist Nurse – Organ Donation (SN-OD),
specifically regarding organs that were not transplanted. Results have been displayed separately for DBD
and DCD.

Figure 1.1.1 The number of actual donors and the resulting number of patients transplanted obtained from the UKTR for
your Trust/Board for the past 10 equivalent time periods are presented on a line chart.

2.1 Key rates
Figure 2.1.1 Radar charts are displayed showing specific percentage measures of potential donation activity for your

Trust/Board compared with national data for the UK, and compared with an equivalent time period from the
previous financial year, using data from the Potential Donor Audit (PDA). The DBD charts show the
percentage of patients tested for neurological death, and all four charts also show the referral rates,
approach rates, proportion of approaches involving a SN-OD and observed consent/authorisation rates.
Appendix A.4 gives a fuller explanation of terms used.
The blue shaded area represents your Trust/Board, and the national rates are superimposed as a solid
purple line for comparison. The equivalent period from the previous year is superimposed as a dashed
turquoise line. The fuller the blue shaded area the better. Note that 0% and ‘not applicable (N/A)’ rates
appear the same. The rates have therefore been displayed on the spokes of the radar charts. The rates are
coloured using the gold, silver, bronze, amber, and red (GoSBAR) colour scheme to show the performance
of one Trust/Board as reflected in the funnel plots (see description in figure 3.2.1 below)
Note that caution should be applied when interpreting percentages based on small numbers and when
comparing time periods.

Figure 2.1.2 Specific percentage measures of DBD and DCD potential donation activity for your Trust/Board are
presented for the last three years, using data from the PDA.

2.2 Key numbers and rates
Table 2.2.1 A summary of DBD and DCD data and key rates have been obtained from the PDA. A national comparison

and a time period comparison are provided. Note that caution should be applied when interpreting
percentages based on small numbers and comparing time periods. Appendix A.4 gives a fuller explanation of
terms used. The key rates are highlighted using the gold, silver, bronze, amber, and red (GoSBAR) colour
scheme to show the performance of the Trust/Board as reflected in the funnel plots (see description for
figure 3.2.1 below)
National consent rate targets specific to the financial year are displayed throughout Section 3.

3.1 Overview of lost opportunities
Figure 3.1.1 The stages at which potential donors lose the opportunity to become actual donors have been obtained from

the PDA. There are four charts showing the DBD and DCD stages separately for your Trust/Board and the
UK, all of which contain a comparison against an equivalent period from the previous financial year.
The number of potential donors is shown on the vertical axis for each chart and at each ‘step’ the proportion
of potential donors lost at that stage is displayed. Caution should be applied when interpreting percentages
based on small numbers and comparing time periods.

3.2 Neurological death testing
Figure 3.2.1 A funnel plot of the neurological death testing rate is displayed using data obtained from the PDA. Each

Trust/Board is represented on the plot as a blue dot, although one dot may represent more than one
Trust/Board. The national rate is shown on the plot as a pink horizontal dashed line, together with 95% and
99.8% confidence limits for this rate. These limits form a ‘funnel’, which is shaded using the gold, silver,
bronze, amber, and red (GoSBAR) colour scheme. Graphs obtained in this way are known as funnel plots.
If a Trust/Board lies within the 95% limits, shaded bronze, then that Trust/Board has a rate that is statistically
consistent with the national rate. If a Trust/Board lies outside the 95% confidence limits, shaded silver or
amber, this serves as an alert that the Trust/Board may have a rate that is significantly different from the
national rate. When a Trust/Board lies above the upper 99.8% limit, shaded gold, this indicates a rate that is
significantly higher than the national rate, while a Trust/Board that lies below the lower limit, shaded red, has
a rate that is significantly lower than the national rate. It is important to note that differences in patient mix
have not been accounted for in these plots.
Your Trust/Board is shown on the plot as the large black cross. If there is no large black cross on the plot,
your Trust/Board did not report any patients of the type presented. The funnel plots can also be used to
identify the maximum rates currently being achieved by Trusts/Boards with similar donor potential.

Table 3.2.1 The reasons given for neurological death tests not being performed have been obtained from the PDA, if
applicable.
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3.3 Referral to Specialist Nurse - Organ Donation
Figure 3.3.1 Funnel plots of DBD and DCD referral rates are displayed using data obtained from the PDA. See

description for Figure 3.2.1 above.
Table 3.3.1 The reasons for not referring the patient to the SN-OD have been obtained from the PDA, if applicable.
Table 3.3.2 For patients who were referred, the timings of the first contact with the SN-OD by clinical staff have been

obtained from the PDA.

3.4 Contraindications
Table 3.4.1 The primary absolute medical contraindications to solid organ donation have been obtained from the PDA, if

applicable.

3.5 Family approach
Figure 3.5.1 Funnel plots of DBD and DCD approach rates are displayed using data obtained from the PDA. See

description for Figure 3.2.1 above.
Table 3.5.1 The reasons why families were not formally approached for a decision about solid organ donation have been

obtained from the PDA, if applicable.

3.6 Proportion of approaches involving a SN-OD
Figure 3.6.1 Funnel plots of DBD and DCD SN-OD involvement rates are displayed using data obtained from the PDA.

See description for Figure 3.2.1 above.

3.7 Consent
Figure 3.7.1 Funnel plots of DBD and DCD consent/authorisation rates are displayed using data obtained from the PDA.

See description for Figure 3.2.1 above. In addition the national consent/authorisation target rate is shown in
green.

Table 3.7.1 The reasons why families did not give consent/authorisation for solid organ donation have been obtained
from the PDA, if applicable.

3.8 Reasons why solid organ donation did not occur
Table 3.8.1 The reasons why solid organ donation did not occur have been obtained from the PDA, if applicable.

4.1 Key numbers and rates by unit where the patient died
Table 4.1.1 DBD key numbers and rates by unit where the patient died have been obtained from the PDA. Data for the

current time period are included, along with an equivalent comparison period from the previous year.
If the hospitals/units are not equivalent for the two time periods, this is due to hospital/unit changes, and/or
there were no patients for whom neurological death was suspected or imminent death was anticipated in one
of the time periods.
Caution should be applied when interpreting percentages based on small numbers and comparing time
periods.

Table 4.1.2 DCD key numbers and rates by unit where the patient died have been obtained from the PDA. See
description for Table 4.1.1 above.

Appendix A.1 Bar charts of key rates
Figure A.1.1 Bar charts have been used to display the DBD and DCD key rates from the PDA. This is an alternative way

of displaying the information in Figure 2.1.1.
The percentages for your Trust/Board in the latest time period are displayed on each bar. Note that caution
should be applied when interpreting percentages based on small numbers and comparing time periods.

Figure A.1.2 If your Trust/Board has a paediatric ICU, bar charts have been used to display DBD and DCD key rates for
paediatric data. See description for Figure A.1.1 above. Note that caution should be applied when
interpreting percentages based on small numbers.

Appendix A.2 National rates by unit type
Table A.2.1 For each of the units in Table 4.1.1, the national DBD key rates from the PDA are displayed to aid

comparison with equivalent units. Units have been grouped to aid a more meaningful comparison.
Table A.2.2 For each of the units in Table 4.1.2, the national DCD key rates from the PDA are displayed to aid

comparison with equivalent units. Units have been grouped to aid a more meaningful comparison.

Appendix A.3 National rates by Trust/Board level
Table A.3.1 National rates for level 1, 2, 3 and 4 Trusts/Boards are displayed to aid comparison with equivalent

Trusts/Boards. Caution should be applied when interpreting percentages based on small numbers.
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Foreword

Foreword

It is five years since the Organ Donation Taskforce 
published ‘Organs for Transplants’1, which set  
out a series of recommendations for increasing  
the UK organ donor rate and suggested that, if all 
the recommendations were implemented, then  
the deceased donor rates would increase by 50%  
by 2013.

The	Taskforce	report	introduced	a	major	programme	of	
work	to	make	sure	that	the	right	systems	and	support	
were	in	place	to	enable	organ	donation	to	become	a	
more	usual	part	of	end-of-life	care.	We	would	like	to	
thank	the	donor	families,	the	NHS,	and	the	professional	
organisations	for	rising	to	the	Taskforce’s	challenge.	
Their	support	and	commitment	has	led	to	dramatic	
improvements:	by	April	2013,	there	has	been	a	50%	
increase	in	the	number	of	deceased	donors	and	a	30.5%	
increase	in	transplants.	

However,	there	is	still	more	we	can	do.	Currently	there	are	
over	7,000	people	on	the	UK	national	transplant	waiting	
list	and,	during	the	last	financial	year,	over	1,300	people	
people	either	died	whilst	on	the	waiting	list	or	became	
too	sick	to	receive	a	transplant.	It	is	therefore	vital	that	we	
continue	to	build	on	the	current	success	and	continue	to	
make	more	progress.	

In	implementing	the	Taskforce	report	we	learned	
much	about	what	works	well	and	where	the	obstacles	
remain.	We	have	also	spent	the	last	year	talking	to	our	
stakeholders	about	what	more	should	be	done	to	increase	
the	transplant	rate.	We	would	like	to	thank	the	hundreds	
of	people	who	provided	their	views	on	what	steps	should	
be	taken.	

We	have	built	on	their	knowledge	and	advice	to	develop	a	
new	strategy,	which	aims	to	enable	the	UK	to	match	world-	
class	performance	in	organ	donation	and	transplantation.

Mark Drakeford   
Minister	for	Health	and	Social	Services

Edwin Poots   
Minister	of	the	Department	of	Health,	
Social	Services	and	Public	Safety

Michael Matheson   
Minister	for	Public	Health

Jeremy Hunt   
Secretary	of	State	for	Health

John Pattullo   
Chair	of	NHS	Blood	and	Transplant
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Taking Organ 
Transplantation to 2020: 
A UK strategy
The UK can and must do more to save and 
improve lives through organ donation and 
transplantation. The NHS still does not support 
some people who want to donate and more can 
be done to ensure that donated organs are used.

The NHS needs to build on the excellent progress 
achieved in the past five years, pursue consistently 
excellent practice in the care of every potential 
donor and maximise the use of every available 
organ. Getting it right every time in hospital, 
however, will not be enough. Unless people in 
the UK are prepared to donate their organs when 
and if they can and families are proud to agree to 
donation when their relative’s wish is unknown, 
these aims cannot be achieved. The UK needs a 
transformation in donor and family consent to 
match the transformation already underway in 
NHS organ donation and transplantation services.

The aim is to match world-class 
performance in organ donation  
and transplantation.

Three	groups	(society	and	individuals,	NHS	hospitals	
and	staff,	NHSBT	and	Commissioners2)	need	to	act	for	
this	strategy	to	be	successful	and	achieve	the	desired	
outcomes.	Action	from	Government,	professional	bodies	
and	the	voluntary	sector	in	support	will	be	essential	too.	
Should	any	of	these	groups	fail	to	respond	the	aims	of		
this	strategy	will	not	be	fully	achieved.

Who Outcome

Society and 
individuals

Attitudes	to	organ	donation	will	change	
and	people	will	be	proud	to	donate,	when	
and	if	they	can.

NHS hospitals and 
staff (donation)

Excellent	care	in	support	of	organ	donation	
will	be	routinely	available	and	every	effort	
made	to	ensure	that	each	donor	can	give	
as	many	organs	as	possible.

NHS hospitals 
and staff 
(transplantation) 

More	organs	will	be	usable	and	surgeons	
will	be	better	supported	to	transplant	
organs	safely	into	the	most	appropriate	
recipient.

NHSBT and 
Commissioners

Better	support	systems	and	processes	will	
be	in	place	to	enable	more	donations	and	
transplant	operations	to	happen.	

2		The	term	Commissioners	is	used	to	cover	those	who	are	responsible	for	planning	and	funding	transplantation,	recognising	that	there	are	different	systems	across	the	UK

Taking Organ Transplantation to 2020: A UK strategy

26872_NHSBT_Organ Donor Strategy_AW v6.indd   5 04/07/2013   12:05

Page 239 of 468.



06 Taking Organ Transplantation to 2020: A UK Strategy

More needs to be done

Despite	five	years	of	progress	and	a	50%	increase	in	the	
number	of	deceased	organ	donors	since	2008,	the	UK	still	
faces	a	shortage	of	donated	organs	and	people	waiting	
for	a	transplant	still	die.	Over	half	a	million	people	die	
each	year	in	the	UK	but	fewer	than	five	thousand	people	
a	year	die	in	circumstances	or	from	conditions	where	they	
can	become	donors.	

Evolution in the NHS

Government	and	the	NHS	need	to	explore	whether	there	
are	potential	donors	who	are	overlooked	or	whether	
changes	to	end-of-life	care	might	allow	more	people	to	
donate.	Although	there	have	been	big	improvements	
in	hospitals	with	respect	to	organ	donation,	there	is	
still	considerable	variation	in	practice	between	different	
regions	and	hospitals.	If	every	region	performed	at	the	
level	of	the	best,	it	is	estimated	that	there	would	be	over	
500	(45%)	more	donors	than	the	1,212	who	actually	
donated	organs	last	year.

Variation in organ usage
Once	consent	for	donation	is	given,	there	are	considerable	
variations	in	how	organs	are	used.	The	decision	on	
whether	a	particular	organ	is	suitable	for	a	particular	
recipient	is	difficult	to	make	and	involves	a	balance	of		
risk	and	benefit	with	consideration	given	to	both	donor	
and	the	potential	recipient.	

In	future,	with	more	support	and	information,	surgeons	
should	be	confident	to	use	more	of	the	available	organs.	
Sometimes	donation	does	not	go	ahead	because	of	
timing	and	logistical	issues.	Families	of	donors	who	die	
following	circulatory	death3	can	find	the	time	it	takes	
to	evaluate	the	donor	and	retrieve	and	implant	their	
relative’s	organs	too	stressful	and	so	they	withdraw	
consent.	Streamlining	systems	may	reduce	the	difficulties	
families	face	and	improve	support	to	clinicians	too.	

This	strategy	is	intended	to	provide	the	UK	organ	
donation	and	transplantation	community	with	what	it	
needs	to	match	the	best	in	the	world.	An	evolution	of	
NHS	services	and	a	revolution	in	public	behaviour	are	
required	to	achieve	this.	

A revolution in consent

The	revolution	in	public	behaviour	is	needed	in	one	key	
area	–	consent4	if	the	UK	is	to	match	those	countries	that	
perform	best	–	such	as	Spain.	Although	more	people	have	
agreed	to	donate	organs	over	the	past	five	years,	this	
is	because	more	people	have	been	asked	to	do	so.	The	
proportion	of	families	who	refuse	to	allow	their	relative’s	
organs	to	be	used,	sometimes	even	when	they	are	
informed	that	their	relative	wanted	to	be	a	donor,	has		
not	changed	in	most	parts	of	the	UK.	Most	people	in	
the	UK	would	accept	an	organ	from	someone	else,	if	
they	needed	one,	but	the	majority	have	not	signed	up	
to	donate	their	own	organs.	Those	who	do	join	the	NHS	
Organ	Donor	Register	(ODR)	often	do	not	tell	their	
families,	who	then	may	feel	unable	to	support	that	wish.	

Although	there	are	over	19.5	million	people	on	the	ODR,	
most	will	die	in	circumstances	or	from	conditions	where	
organ	donation	is	not	possible.	Ideally,	everybody	should	
be	prepared	to	donate	if	they	are	able	to	do	so	and	
families	should	support	their	relative’s	wishes.

Without organ donation there can be no 
transplantation
As	a	society	we	need	to	recognise	that	without	organ	
donation	there	can	be	no	transplantation.	Indeed,	when	
a	family	refuses	to	support	a	relative’s	wish	to	donate	
or	is	unwilling	to	make	the	decision	on	his	or	her	behalf,	
someone	else	will	die.	This	strategy	aims	to	provide	the	
leadership,	education	and	recognition	that	will	make	UK	
citizens	proud	to	donate.	This	is	particularly	relevant	for	
people	from	Black,	Asian	and	Minority	Ethnic	(BAME)	
communities,	who	represent	27%	of	those	on	the	waiting	
list	but	only	constitute	5%	of	organ	donors.

The	Welsh	Government	has	made	a	bold	move	to	
introduce	legislation	to	bring	in	a	soft	opt-out	system	for	
consent	to	organ	donation.	Under	the	new	arrangements,	
people	in	Wales	will	have	the	choice	of	either	registering	
a	wish	to	be	a	donor	(opting	in)	or	not	to	be	a	donor	
(opting	out).	Those	who	do	neither	may	be	deemed	to	
have	given	their	consent	to	donation.	The	new	system	will	
be	preceded	by	a	two-year	communications	campaign	
to	promote	the	new	law	and	choices	available	to	people	
living	in	Wales.	NHSBT	is	committed	to	ensuring	the	
operational	changes	resulting	from	the	new	Welsh	
legislation	are	introduced	safely	and	effectively.

In	addition,	the	Department	for	Health,	Social	Services	and	
Public	Safety	in	Northern	Ireland	is	consulting	on	attitudes	
towards	organ	donation,	including	the	introduction	of	an	
opt-out	system	for	organ	donation.	The	other	UK	countries	
will	watch	these	changes	with	interest	to	see	the	impact	on	
the	consent	and	donation	rates.5

3		Donation	may	follow	the	declaration	of	death	according	to	neurological	criteria	known	as	Donation	after	Brain	Death	(DBD)		
or	it	may	follow	circulatory	death	known	as	Donation	after	Circulatory	Death	(DCD).

4	Where	the	term	consent	is	used,	this	should	also	be	taken	to	refer	to	‘authorisation’,	the	term	used	in	the	legislation	in	Scotland.
5		The	Welsh	Government’s	view	is	that	international	evidence	suggests	it	could	see	a	25%	increase	in	the	donation	rate.
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What will organ donation 
and transplantation look 
like in 2020?
Outcome 1

Action by society and individuals will mean  
that the UK’s organ donation record is amongst 
the best in the world and people donate when 
and if they can.

Society	will	expect	that	donation	will	be	the	natural	outcome	
for	individuals	who	die	in	circumstances	where	donation	
is	a	possibility.	More	people	in	the	UK	will	actively	support	
donation	and	will	have	pledged	to	donate	their	organs	using	
a	range	of	different	mechanisms	(such	as	joining	the	NHS	
Organ	Donor	Register,	carrying	a	card	and	via	prompted	
choice	schemes	such	as	the	DVLA)	and	told	their	families	
and	friends	of	their	wish	to	donate.	Families	will	be	better	
prepared	to	play	their	crucial	role	in	the	organ	donation	
process.	They	will	be	aware	of	their	relative’s	wishes,	expect	
to	be	asked	about	organ	donation	if	this	is	a	possibility	and	
be	prepared	to	support	their	relative’s	wish	to	be	a	donor.		
It	will	be	very	rare	for	a	family	to	override	a	pledge	to	donate.	
In	the	increasingly	small	number	of	instances	where	their	
relative’s	views	are	unknown,	families	will	be	proud	to	
donate	on	their	behalf.	As	a	consequence,	society	as	a		
whole	will	be	proud	of	its	record	and	the	life	chances		
offered	to	patients	who	previously	would	have	died.

All	UK	countries	will	have	a	higher	rate	of	consent.	In	
Wales	the	Government	has	brought	forward	legislation	
to	introduce	a	soft	opt-out	system	for	consent	to	organ	
donation	from	2015.	The	expectation	of	the	Welsh	
Government	is	that	this	will	increase	the	proportion	
of	people	who	donate	organs.	This	change	will	be	
watched	carefully	to	see	the	effect	on	the	donation	and	
transplantation	programme.	

People	from	BAME	communities	will	understand	that	
they	are	more	likely	to	need	a	transplant	than	the	wider	
population,	will	recognise	the	benefits	of	donation	and	
donation	rates	from	these	communities	will	more	closely	
match	those	of	the	wider	population.	

Outcome 2

Action by NHS hospitals and staff will mean 
that the NHS routinely provides excellent care 
in support of organ donation and every effort 
is made to ensure that each donor can give as 
many organs as possible.

Every	hospital	will	routinely	identify	and	refer	everyone	
with	the	potential	to	donate,	regardless	of	where	they	
die	or	whether	death	is	determined	using	neurological	or	
cardio-respiratory	criteria.	Critical	care	clinicians	will	be	
provided	with	clear	standards	of	practice	that	underpin	an	
expectation	that	a	neurological	determination	of	death	is	
made	wherever	this	appears	to	be	a	likely	diagnosis,	even	
should	this	require	a	period	of	stabilisation	and	observation	
or	ancillary	investigation.	Following	a	Scottish	pilot,	more	
centres	will	be	able	to	offer	donation	following	unexpected	
witnessed	cardiac	arrest	and	failed	resuscitation.	Each	
potential	donor’s	eligibility	will	be	assessed	rapidly,	and	
where	donation	is	an	option,	all	families	will	be	approached	
by	a	trained	and	skilled	clinical	team	and	provided	with	the	
advice	and	support	they	need	to	make	an	informed	decision	
about	organ	donation.	

Every	eligible,	consented	donor	will	be	cared	for	to	make	
sure	that	their	wish	to	donate	benefits	as	many	people	
as	possible	and	no	opportunity	to	use	the	organs	is	lost.	
Coroners,	Procurators	Fiscal,	their	officers	and	the	police	
will	support	donation	where	this	does	not	impede	their	
responsibilities.

There	will	be	greater	clarity	for	hospital	staff	about	what	
interventions	are	legal	and	ethical	to	support	good	organ	
function.	Where	donors	have	given	express	consent	for	
donation,	their	end-of-life	care	will	be	managed	to	enable	
their	wishes	to	be	fulfilled.	In	Wales	and	any	other	UK	
country	that	may	have	introduced	an	opt-out	scheme	for	
organ	donation	new	legislation	will	result	in	more	families	
supporting	donation	where	their	relative	had	expressed	or	
deemed	consent.	There	will	be	good	evidence	on	which	
to	debate	whether	the	legal	system	should	be	changed	
elsewhere	in	the	UK.	

What will organ donation and transplantation look like in 2020?
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Society and individuals
Attitudes to organ donation will change and people  
will be proud to donate, when and if they can.

What will organ donation and transplantation look like in 2020?

Martyn was only 23 when his life ended suddenly in a 
road traffic accident. Yet in the middle of their tragedy, 
only hours after his death, his family decided to let others 
be helped through the donation of his tissues.

26872_NHSBT_Organ Donor Strategy_AW v6.indd   8 04/07/2013   12:05

Page 242 of 468.



Taking Organ Transplantation to 2020: A UK Strategy 09

Outcome 3

Action by NHS hospitals and staff means that 
more organs are usable and surgeons are better 
supported to transplant organs safely into the 
most appropriate recipient.

Retrieval	will	be	planned	to	make	sure	that	as	many		
organs	as	possible	are	used	and	retrieval	surgeons	will	
have	a	better	range	of	options	for	preserving	organs		
after	retrieval.

Transplant	surgeons	will	have	more	information	and	
guidance	to	help	them	decide	which	organs	can	be	safely	
and	effectively	transplanted	into	which	recipients.	

There	will	be	greater	consistency	in	the	acceptance	of	
offers	of	organs	between	transplant	centres	and	surgeons,	
a	greater	proportion	of	organs	will	be	transplanted	safely	
and	more	lives	will	be	saved	or	dramatically	improved.	The	
UK	will	transplant	more	organs,	particularly	more	hearts	
and	lungs,	where	this	is	the	best	option	for	the	patient.

Patient	selection	for	the	transplant	waiting	list	and	organ	
allocation	policies,	underpinned	by	research,	will	support	
and	enable	a	reduction	in	graft	failure	rates	thereby	
reducing	avoidable	premature	mortality.

Outcome 4

Action by NHSBT and Commissioners means 
that better support systems and processes 
will be in place to enable more donations and 
transplant operations to happen.

The	National	Organ	Donation	Service,	which	supports	
families	and	co-ordinates	organ	donation,	will	meet	the	
needs	of	different	types	of	hospitals	and	will	support	
donor	families	separately	from	caring	for	the	donor,	
where	appropriate.	

The	level	of	service	to	be	provided	by	both	hospitals	
and	NHSBT	is	clear	and	underpinned	by	contractual	
arrangements	which	support	performance	improvement	
and	encourage	all	hospitals	to	achieve	their	full	potential	
for	organ	donation	and	transplantation.	Information	
about	individual	hospital	performance	in	organ	donation	
and	transplantation	is	routinely	available	to	both	hospitals	
and	the	public.	

Clinicians	and	other	staff	involved	with	organ	donation,	
retrieval	and	transplantation	are	trained,	skilled	and	
motivated	to	achieve	excellence	and	receive	regular	
feedback	to	enable	them	to	monitor	their	achievements.

A	national	referral	service	will	support	the	donation	and	
transplant	process,	through	accessing	donor	wishes,	rapid	
triage	to	determine	whether	a	patient	is	a	potential	donor	
and	co-ordination	of	resources,	including	specialist	nurses	
and	retrieval	teams.

An	efficient	information	technology	service	supporting	
every	element	of	the	organ	donation	and	transplantation	
pathway	is	designed	to	meet	the	needs	of	clinicians	and	
other	users	and	reduce	inefficiencies.	This	will	include	a	
newly	built	register	for	recording	organ	donation	wishes.

A	co-ordinated	and	sustainable	programme	of	research	will	
provide	an	evidence	base	for	clinicians	and	policy	makers	to	
continue	to	ensure	that	successful,	innovative	techniques	
are	identified	and	used	to	benefit	organ	donors,	their	
families	and	those	on	the	transplant	waiting	list.

What will organ donation and transplantation look like in 2020?
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How will these 
outcomes be achieved?
Outcome 1

Action by society and individuals will mean that 
the UK’s organ donation record is among the 
best in the world and people donate when  
and if they can.

Outside	the	NHS,	knowledge	of	organ	donation	remains	
low	and	while	most	people	would	accept	an	organ	if	
they	needed	a	transplant,	only	a	third	of	the	population	
indicates	a	wish	to	donate	after	death	by	putting	their	
names	on	the	ODR.	Although	over	half	a	million	people	die	
every	year	in	the	UK,	fewer	than	five	thousand	people	die	
in	circumstances	where	they	can	become	an	organ	donor.	
The	UK	needs	a	shift	in	behaviour	comparable	to	the	
changes	achieved	in	preventing	drink-driving	or	smoking	
cessation.	There	is	evidence	that	education	and	publicity	
campaigns	highlight	the	importance	of	organ	donation	
and	increase	willingness	to	donate.	The	four	UK	countries,	
with	the	support	of	NHSBT	and	in	the	context	of	their	own	
legal	frameworks,	will	develop	strategies	for	changing	the	
behaviour	of	their	citizens	and	NHSBT	will	regularly	monitor	
public	attitudes	in	each	country.

Making a positive decision to donate
Families	of	people	who	have	the	potential	to	donate	organs		
are	faced	with	making	decisions	for	which	they	are	often		
unprepared.	Where	people	have	made	an	explicit	decision	
in	life	to	be	a	donor,	it	is	much	easier	for	their	family	to	
know	what	to	do.	Education	programmes	can	encourage	
more	people	to	consent	in	life	but	it	is	naive	to	assume	
that	everyone	will	make	a	decision	and	tell	their	family	
what	they	want.	If	families	are	to	be	confident	to	consent	
in	the	absence	of	knowledge	of	their	loved	ones’	wishes,	
then	they	must	feel	that	this	is	a	positive	decision,	one	
which	they	can	be	proud	of	and	one	for	which	their	
community	and	country	honours	them.	

In	Wales,	the	Government	has	brought	forward	legislation	
to	introduce	a	soft	opt-out	system	for	consent	to	organ	
donation	from	2015.	The	expectation	is	that	this	will	
increase	the	proportion	of	people	who	donate	organs.	
This	change	will	be	followed	with	interest	to	see	if	the	
expected	increases	are	delivered.

Where	individuals	have	given	express	consent,	it	is	
important	that	this	consent	is	honoured	and	that	families	
accept	their	relative’s	intention.	In	2012/13	there	were	
115	(13%)	families	who	refused	to	support	express	
consent	compared	with	799	families	who	supported	their	
relative’s	wish.	The	UK	will	review,	in	the	light	of	American	
experience,	systems	where	families	are	not	permitted	to	
override	pre-existing	consent	so	people	can	be	confident	
their	pledge	will	be	respected.

BAME communities
People	from	BAME	communities	are	up	to	three	times	
more	likely	to	need	a	transplant	than	the	wider	population.	
They	also	wait	longer	for	their	transplant	and	those	waiting	
for	a	kidney	transplant	are	more	likely	to	die	before	the	
right	organ	match	can	be	found	for	them.	A	good	organ	
match	is	important	because	it	results	in	better	outcomes	
for	the	transplant	recipient.	These	inequalities	will	only	be	
addressed	when	BAME	families	routinely	consent	to	organ	
donation.	In	partnership	with	the	National	Black	Asian	
and	Minority	Ethnic	Transplant	Alliance	(NBTA),	as	well	as	
targeted	engagement	in	the	other	UK	countries,	work	will	
continue	to	engage	with	BAME	communities	to	promote	
the	importance	and	benefits	of	donation.	Further	training	
and	support	will	be	provided	for	those	who	approach	
BAME	families	to	discuss	donation.	

To achieve Outcome 1 the UK should:

•  Develop national strategies to promote a shift in 
behaviour and increase consent.

•  Ensure that it is easy to pledge support for organ 
donation and once a pledge has been given, to 
honour the individual’s wish.

•  Increase Black, Asian and Minority Ethnic 
communities’ awareness of the need for donation 
to benefit their own communities and provide 
better support for people in these communities  
to donate. 

•  Learn from the experience of legislative change  
in Wales.

How will these outcomes be achieved?
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Outcome 2

Action by NHS hospitals and staff will mean 
that the NHS routinely provides excellent care 
in support of organ donation and every effort 
is made to ensure that each donor can give as 
many organs as possible.

The	Organ	Donation	Taskforce	(ODTF)	made	it	clear	that	
every	person	in	the	UK	can	expect	to	be	considered	as	a	
potential	donor	as	part	of	his	or	her	end-of-life	care	where	
it	is	medically	possible.	The	General	Medical	Council	(GMC)	
has	set	out	doctors’	responsibilities	to	make	this	happen.	
Hospitals	identify	and	refer	68%	of	the	small	group	of	
people	(fewer	than	five	thousand	a	year)	who	die	in	
circumstances	which	allow	them	to	donate	but	more	can	
be	done	to	increase	the	total	group	of	donors.	

It	should	be	possible	to	increase	the	numbers	of	people	
who	are	able	to	donate	their	organs	by	exploring	three	
areas.	Firstly,	by	reviewing	the	impact	of	end-of-life	care	
practices	on	the	potential	for	donation	after	brain-stem	
death	(DBD).	There	are	relatively	low	numbers	of	potential	
DBD	donors	in	the	UK	compared	with	other	countries	and	
this	appears	to	be	a	direct	result	of	clinical	decisions	to	limit	
or	withdraw	treatment	to	patients	with	non-survivable	
brain	injury	before	death	of	the	brain	has	occurred	or	can	
be	diagnosed.	Even	where	brain-stem	death	testing	is	
possible	this	often	does	not	happen.	Clinical	practice	in	
end-of-life	care	needs	to	be	reviewed	to	promote	donation,	
particularly	for	those	who	have	pledged	to	donate.

Secondly,	there	is	a	significant	proportion	of	people	who	
may	be	able	to	donate	after	clinicians	decide	to	withdraw	
or	limit	treatment	(DCD	donors).	Currently,	only	63%	of	
these	potential	donors	are	referred.	More	people	will	have	
the	opportunity	to	donate	by	making	it	easier	and	quicker	
to	assess	these	patients’	eligibility	for	donation.

Thirdly,	a	pilot	in	Scotland	seeks	to	give	the	option	of	
donation	to	people	following	unexpected	witnessed	
cardiac	arrest	and	failed	resuscitation	–	as	happens	in	
Spain.	If	successful	this	option	should	be	developed	in	
other	major	centres.

A planned approach to organ donation
Donor	identification	and	referral	is	only	part	of	the	story.	
The	NHS	needs	to	offer	an	excellent,	caring	service	to	
potential	donors	and	their	families.	This	involves	a	planned	
approach	to	the	subject	of	organ	donation	which	ensures	
that	families	are	supported	by	people	with	the	right	skills	
and	knowledge	and	given	time	to	consider	the	benefits	
of	donation.	Good	practice	in	this	area	is	essential	to	
increasing	the	numbers	of	families	who	support	their	
relative’s	wish	to	consent	or	who	feel	able	to	consent	on	
their	behalf	when	their	wishes	are	unknown.	

The	care	a	person	receives	at	the	end	of	their	life	can	have	
a	significant	impact	on	the	functioning	of	their	organs	and	
without	the	right	support,	otherwise	transplantable	organs	
may	become	unusable.	It	will	be	important	to	ensure	that	
clinicians	have	the	expertise	and	help	to	make	sure	that	as	
many	organs	from	deceased	donors	as	possible	can	be	used.	

Professional	bodies	will	develop	standards	of	care,	based	
on	existing	and	emerging	national	guidance,	which	would	
lead	to	increasing	BSD	testing	and	therefore	increasing	
numbers	of	potential	donors	following	brain	death.

Hospitals	will	be	held	to	account	for	the	quality	of	their	
organ	donation	practice	using	a	variety	of	mechanisms.	
Comparative	data	will	be	published	showing	performance	
by	each	Trust	or	Health	Board.6	NHSBT	will	develop	formal	
contracts	with	major	donor	Trusts/Boards	establishing	what	
is	expected	and	how	this	will	be	funded	and	performance	
managed.	Practice	should	follow	the	National	Institute	
for	Health	and	Clinical	Excellence	guideline	CG135.	Organ	
Donation	and	Organ	Donation	Committees	will	audit	
practice	against	this	guideline.

To achieve Outcome 2 the UK should:

•  Increase adherence to national standards  
and guidance.

•  Increase the number of people who are able to 
donate following circulatory death and learn 
from the Scottish pilot on donation after failed 
resuscitation.

•  Provide hospital staff with the support, training, 
resources and information they need to provide  
an excellent organ donation service. 

•  Ensure every donor’s care, prior to retrieval, 
optimises organ quality. 

6		The	format	for	publication	will	depend	on	the	different	types	of	hospital	organisation	
across	the	UK.

How will these outcomes be achieved?

26872_NHSBT_Organ Donor Strategy_AW v6.indd   11 04/07/2013   12:05

Page 245 of 468.



12 Taking Organ Transplantation to 2020: A UK strategy

NHS hospitals and staff
Excellent care in support of organ donation will be  
routinely available and every effort made to ensure  
that each donor can give as many organs as possible.

How will these outcomes be achieved?
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Taking Organ Transplantation to 2020: A UK strategy 13

Outcome 3

Action by NHS hospitals and staff means that 
more organs are usable and surgeons are better 
supported to transplant organs safely into the 
most appropriate recipient.

Once	consent	has	been	given	for	the	use	of	the	donor’s	
organs	for	transplantation,	the	organs	need	to	be	
retrieved	expertly	and	transported	efficiently	to	the	
transplant	centre	for	implantation.	The	timing	of	retrieval	
will	depend	on	the	type	of	donor	(DBD	or	DCD)	and	
which	organs	are	to	be	retrieved.	After	brain	death,	the	
functioning	of	some	organs	(such	as	hearts	and	lungs)	
may	be	improved	by	extending	the	care	of	the	donor	
enabling	an	increase	in	the	number	of	transplants	and	
better	outcomes	for	the	recipients.	Organ	retrieval	is	a	
very	intricate	procedure	and	has	to	be	undertaken	quickly		
in	DCD	donors	so	as	to	minimise	organ	deterioration.		
A	new	training	and	accreditation	programme	will		
ensure	high	levels	of	skills	are	maintained.

New	technologies,	such	as	specialist	perfusion	machines,	
which	aim	to	preserve	and	improve	the	quality	of	organs	
after	removal	and	evaluate	which	organs	should	or	should	
not	be	used	are	being	explored.	If	successful,	it	is	estimated	
that	5%	more	organs	which	currently	prove	to	be	unusable,	
could	be	transplanted.	

Opportunities	for	transplantation	are	lost	at	all	stages	of	
the	process	from	offering	to	implantation	and	while	there		
is	a	valid	clinical	reason	for	this	in	most	cases,	there	are	
some	instances	when	variation	in	practice	is	unexplained.		
A	range	of	measures	such	as	evidence-based	risk	
assessment	guidance,	peer	review	and	comparative	data	
will	support	surgeons	to	assess	the	risk/benefit	of	using	an	
organ.	Research	will	lead	to	better	biomarkers	of	organ	
function	and	help	clinicians	decide	which	organ	will	be	best	
for	which	recipient	and	improve	graft	survival,	reducing	the	
need	for	re-transplantation	later.

To achieve Outcome 3 the UK should:

•  Increase the number of organs that are retrieved 
from both DBD and DCD donors.

•  Increase the number of organs that can be 
transplanted safely, and provide surgeons with 
the information and guidance to make decisions 
about organ suitability. 

•  Improve transplant recipient survival by improving 
understanding of the donor organ/recipient 
compatibility.

How will these outcomes be achieved?
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14 Taking Organ Transplantation to 2020: A UK strategy

The	entire	donation	and	transplantation	pathway	has	
developed	over	time	and	can	be	unnecessarily	complex	
and	lengthy.	Learning	from	‘lean’	techniques	that	have	
been	used	successfully	elsewhere	in	the	NHS,	it	should	be	
possible	to	simplify	and	speed	up	processes	and	improve	
the	service	offered	to	clinicians	and	families.	Advantage	
needs	to	be	taken	of	the	benefits	of	recent	technological	
advances,	for	example	moving	from	laptops	to	tablets	
or	mobile	phones	where	these	can	help	staff	work	more	
safely	and	efficiently.	IT	systems	and	applications	will	be	
re-developed	to	meet	modern	standards,	making	support	
systems	more	efficient,	effective	and	easier	for	the	
clinicians	who	rely	on	them.

Over	the	last	five	years,	NHSBT	has	provided	training	to	
Clinical	Leads	for	Organ	Donation,	Donation	Committee	
Chairs	and	Specialist	Nurses	for	Organ	Donation.	
General	training	in	organ	donation	now	needs	to	be	
available	to	more	key	staff	working	in	intensive	care	and	
emergency	departments	and	training	in	planning	and	
approaching	families	should	be	more	widely	available	to	
consultant	staff	in	hospitals	(this	model	has	already	been	
implemented	in	Scotland).	A	specialist	training	scheme		
for	retrieval	surgeons	is	planned	to	standardise	and	
accredit	their	training.	

To achieve Outcome 4 the UK should:

•  Support Regional Collaboratives to lead local 
improvement in organ donation, retrieval and 
transplant practice and promote organ donation.

•  Review and improve the workforce, IT, systems 
and processes which operate throughout the 
donation and transplant pathway. 

•  Build a sustainable training and development 
programme which can be tailored to meet local 
needs, so as to support organ donation and retrieval.

Outcome 4

Action by NHSBT and Commissioners means 
that better support systems and processes  
will be in place to enable more donations  
and transplant operations to happen.

The	UK’s	organ	donation	and	transplant	systems	and	
processes	need	updating	and	improving	so	there	is	
greater	clarity	about	what	is	expected	and	available	and	
the	process	works	more	smoothly.

Hospitals	with	40	or	more	potential	donors	annually	
receive	a	similar	organ	donation	service	to	hospitals	with	
fewer	than	ten	potential	donors	a	year.	Specialist	nurses	
work	long	hours	trying	to	meet	the	needs	of	the	donor	
family,	caring	for	the	donor	to	improve	organ	quality,	
gathering	information	about	the	donor	and	offering	
organs	to	the	transplant	community.	Clinical	Leads	of	
Organ	Donation	(CL-ODs)	and	Donation	Committee	
Chairs	work	hard	to	change	hospital	systems	and	practice	
but	may	find	themselves	doing	so	with	little	support	from	
within	their	organisation.	Learning	from	the	experience	
in	the	US,	systems	will	be	established	to	specify	the	levels	
of	service	that	hospitals	and	NHSBT	should	provide	in	
relation.	Subject	to	regional	variations	in	Government	
policy,	this	will	involve	the	development	of	contracts	with	
hospitals,	clarifying	how	the	donor	service,	provided	
jointly	by	the	hospital	and	NHSBT	staff,	will	work.	

It	is	anticipated	that	the	demand	for	intensive	care	resources	
will	increase	during	the	lifetime	of	the	strategy,	regardless	
of	the	expected	increase	in	donation.	Commissioners	
should	keep	the	demand	for	intensive	care	beds	under	
review	and,	if	necessary,	take	steps	to	ensure	that	ICU	
capacity	is	not	a	barrier	to	donation.	Other	options	for	
resourcing	the	management	of	donors	may	need	to	be	
identified,	such	as	giving	hospitals	flexibility	to	increase	
staffing	to	care	for	a	donor,	including	an	anaesthetist	on	
retrieval	teams	or	creating	dedicated	donor	capacity	in	
major	cities.

The Regional Collaboratives
The	development	of	twelve	Regional	Collaboratives,	
led	by	Regional	Clinical	Leads	and	Regional	Donation	
Service	Managers,	has	been	successful	in	providing	a	
supportive	environment	for	Clinical	Leads,	Chairs	and	
Specialist	Nurses	to	work	together	on	how	best	to	increase	
organ	donation.	However,	they	often	gain	only	limited	
involvement	with	the	retrieval	teams	and	transplant	centres	
that	implant	the	organs.	Organ	donation,	retrieval	and	
transplantation	teams	need	to	work	more	closely	together,	
so	as	to	build	trust	and	support	improvements,	particularly	
in	donor	management	and	organ	offering.	Regional	
Collaboratives	will	now	bring	everyone	together	to	focus	
on	improvements	throughout	the	clinical	pathway.	

How will these outcomes be achieved?
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Measuring success
Focus and sustained collaborative effort by 
individuals and organisations is required 
for the UK to achieve the aim of matching 
the best in the world. It is important to 
understand whether the sum of these actions 
is having the expected impact. A number of 
measures will be used to track improvements 
in performance and to compare with 
international benchmarks. It is likely to take 
longer than seven years to achieve these 
measures fully but they represent world-class 
performance and should be the UK aspiration.

Measure 1  
Consent/authorisation for organ donation

Aim for consent/authorisation rate above 80% 
(currently 57%)7

Improving	consent/authorisation	rates	is	the	single	most	
important	strategic	aim	and	fundamental	to	the	success	
of	the	strategy	as	a	whole.	Spain	achieved	an	84%	
consent	rate	in	2011,	based	primarily	on	potential	DBD	
donors.	In	the	UK	it	has	proved	more	difficult	to	obtain	
consent	for	DCD	donors,	who	make	up	an	increasing	
proportion	of	our	deceased	donor	pool.	Using	Spain	as	
a	benchmark	but	taking	account	of	differences	between	
UK	and	Spanish	donor	pools,	achieving	a	measure	of	
at	least	80%	consent	would	compare	very	favourably	
with	European	counterparts.	It	will	be	a	challenge	to	
achieve	this,	particularly	for	Black,	Asian	and	Minority	
Ethnic	communities	where	family	refusal	rates	are	66%.	
But	the	challenge	could	not	be	more	worthwhile	given	
that	the	rewards	for	donors,	their	families	and	for	organ	
transplant	recipients	are	enormous.	

Measure 2  
Deceased organ donation

Aim for 26 deceased donors per million 
population (pmp) (currently 19.1 pmp) 

The	deceased	donor	rate	in	the	UK	has	increased	by	
seven	donors	pmp	over	the	last	five	years.	Another	such	
increase	would	mean	a	deceased	donor	rate	of	26	pmp	in	
the	UK	and	would	bring	all	regions	up	to	the	standard	of	
the	best	performing	team	in	the	UK.	Given	the	considerable	
changes	in	the	UK	over	the	last	five	years,	this	aim	is	very	
challenging	and	will	not	be	achieved	without	a	change	
in	public	attitudes	and	behaviour	and	an	improvement	
in	consent/authorisation	rates.	This	rate	would	compare	
very	favourably	against	the	benchmark	countries	of	Spain,	
Portugal,	Croatia,	USA	and	France	(the	top	performing	
countries	in	2011),	and	aims	for	the	UK	to	be	among	the	top	
five	of	comparator	countries.	

7		Figures	for	Wales	should	be	measured	separately	after	the	implementation	of	the	
planned	Wales	Human	Transplantation	Bill	in	2015.

Measuring success
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Measure 3  
Organ utilisation

Aim to transplant 5% more of the organs 
offered from consented, actual donors 

Aim	for:	

•	 	85%	of	abdominal*	organs	from	DBD	donors	to	be	
transplanted	(currently	80%).

•	 	35%	of	hearts	and	lungs	from	DBD	donors	to	be	
transplanted	(currently	30%).

•	 	65%	of	abdominal	organs	from	DCD	donors	to	be	
transplanted	(currently	60%),	and	

•	 	12%	of	lungs	from	DCD	donors	to	be	transplanted	
(currently	7%).

	 	 *	Kidney,	liver	and	pancreas.

These	measures	will	be	kept	under	regular	review,	and	
subject	to	change	as	improved	technologies	and	techniques	
for	organ	preservation	become	available.

An	efficient	organ	offering,	retrieval	and	transplant	system	
will	use:	(i)	suitable	triage	arrangements	so	that	there	are	
minimal	offers	of	unsuitable	organs;	(ii)	effective	donor	
optimisation	and	organ	perfusion	and	preservation	
techniques	so	that	organ	quality	is	maximised,	and	(iii)	
efficient	organ-offering	processes	so	that	organs	can	
be	directed	to	suitable	recipients	as	quickly	as	possible.	
Transplant	rates	of	organs	from	deceased	donors	will	
increase	further	as	such	systems	develop.	However,	the	UK’s	
rate	of	organ	utilisation	already	compares	well	with	other	
countries	and	94%	of	actual	donors	result	in	at	least	one	
transplant	compared	with	86%	in	Spain	and	87%	in	the	US.	
Nevertheless,	5%	more	organs	transplanted	means	that	5%	
more	patients	would	receive	a	transplant	rather	than	risk	
death	on	the	transplant	list.

Measure 4 
Patients transplanted

Aim for a deceased donor transplant rate 
of 74 pmp (currently 49 pmp)

The	ultimate	aim	of	this	strategy	is	to	increase	the	number	
of	patients	who	are	transplanted	and	give	everyone	on	the	
transplant	list	a	realistic	chance	of	receiving	the	life-saving	
or	life-enhancing	transplant	that	they	need.	If	all	the	steps	
in	the	donation	and	transplantation	pathway	work	as	well	
as	possible	and	more	people	donate	their	organs	then	
deceased	donor	rates	of	74	pmp	should	be	achievable.	

Currently,	in	the	UK	there	are	39	deceased	donor	transplants	
for	every	100	patients	on	the	transplant	list	at	year	end.	An	
increase	in	the	transplant	rate	to	74	pmp	would	mean	58	
transplants	per	100	patients	on	the	transplant	list	at	year	
end	(based	on	current	transplant	list	figures).	This	figure	
compares	much	more	favourably	with	current	international	
benchmarks:	70	per	100	in	Spain,	45	per	100	in	France	and	
32	per	100	in	the	US,	although	different	rates	of	underlying	
disease	and	different	listing	practices	make	it	difficult	to	
achieve	a	meaningful	comparison.

It	will	be	challenging	to	aim	for	74	transplants	pmp	but	
achieving	this	figure	would	provide	life-saving	transplants		
for	many	more	patients	and	would	mean	the	UK	matches	
world-class	performance.	

Measuring success
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NHS hospitals and staff
More organs will be usable and surgeons will be better 
supported to transplant organs safely into the most 
appropriate recipient.

Measuring success
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Background to organ 
donation and transplantation 
in the UK and the 
development of the strategy
Five years of progress
The	Organ	Donation	Taskforce	was	charged	with	
identifying	how	the	UK	should	improve	its	organ	donation	
performance,	which	was	lagging	behind	many	other	
Western	nations.	The	Taskforce	reported	in	January	2008	
and	made	14	recommendations.8	It	suggested	that	full	
implementation	of	the	recommendations	might	lead	to		
a	50%	increase	in	the	number	of	deceased	organ	donors.	
Since	then,	all	the	recommendations	have	been	
implemented	and	deceased	donor	numbers	have	risen		
in	line	with	expectations.	This	is	a	great	tribute	to	all	the	
donors,	their	families	and	the	doctors	and	nurses	who	
made	this	possible.	There	are	people	alive	today	following		
a	transplant	who	would	otherwise	have	died.

Organ	donation	in	the	NHS	has	been	transformed:	there	
are	more	Specialist	Nurses	in	Organ	Donation	to	support	
families,	every	hospital	has	access	to	a	dedicated	Clinical	
Lead	and	is	supported	by	a	Donation	Committee	and	there	
are	dedicated	organ	retrieval	teams	serving	the	entire	UK,		
24	hours	a	day.	Clinicians	now	have	access	to	ethical	and	
legal	advice	to	help	them	facilitate	donation,	the	National	
Institute	for	Clinical	Evidence	has	published	best	practice	
guidelines	and	training	and	development	programmes	have	
improved	knowledge	and	skills.	Regional	Collaboratives	
bring	together	leaders	in	organ	donation,	to	promote	
the	need	for	donors	and	provide	support	for	service	
improvement.	Clinicians	increasingly	view	organ	donation		
as	a	normal	part	of	end-of-life	care.

Organ donation in the UK
Although	attitudes	to	and	support	for	organ	donation	in	
the	NHS	have	changed	considerably,	some	outcomes	were	
unexpected.	The	Taskforce	anticipated	that	most	donors	
would	be	people	in	intensive	care	units	who	had	been	
declared	dead	according	to	neurological	criteria,	that	is,	
donors	after	brain	death	(DBD).	In	fact,	the	numbers	of	
people	dying	in	this	way	has	fallen	in	most	parts	of	the	UK.	

Patients	with	non-survivable	brain	injuries	are	assessed	in	
emergency	departments	and	when	doctors	determine	that	
further	treatment	is	futile,	these	patients	and	their	families	
are	also	now	offered	the	option	of	organ	donation	via	
established	referral	pathways.	UK	hospitals	are	now	able	to	
offer	donation	to	this	group	of	people,	known	as	donors	
after	circulatory	death	(DCD).	At	present,	DCD	donors	
cannot	donate	their	hearts	and	this	contributes	to	the	low	
levels	of	heart	transplantation	in	the	UK.	It	has	taken	time	
to	build	confidence	in	the	process	for	DCD	donation	and	
therefore	transplant	numbers	have	not	risen	at	the	same	rate	
as	donor	numbers.	Further	developments	in	DCD	donation	
are	likely:	Spain9	for	example,	now	offers	donation	to	people	
who	have	died	following	an	unexpected	cardiac	arrest	
where	resuscitation	has	failed.	A	pilot	in	Scotland	seeks	to	
replicate	the	Spanish	experience.

The	UK	has	developed	living	donation	in	part	to	attempt	to	
meet	the	demand	for	transplants.	Living	donation	is	when	
a	relative	or	friend	or,	in	exceptional	circumstances,	an	
anonymous	individual,	gives	a	kidney	(and	more	rarely	part	
of	a	liver)	to	another	person.	Living	donation	is	the	subject	of	
a	separate	strategy	launched	in	January	2012.10

In	the	UK	58%	of	all	deceased	donors	are	DBD	and	42%	
are	DCD.	This	compares	with	Spain	where	in	2011,	91%	of	
deceased	donors	were	DBD	and	9%	were	DCD.	Unless		
there	are	significant	changes	to	end-of-life	care	in	the	UK	
this	picture	is	unlikely	to	change.

Appendix 1

8	 	Organs	for	transplants:	a	report	from	the	Organ	Donation	Taskforce,		
Department	of	Health,	January	2008.

9	 	Spain	has	the	highest	number	of	deceased	donors	per	million	population		
and	is	useful	comparator.

10		The NHSBT UK strategy for living donor Kidney Transplantation 2010-2014.	
Formally	launched	January	2012.	NHS	Blood	and	Transplant.
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The demand for transplantation
Evidence	suggests	that	changes	in	UK	lifestyles	and	disease	
prevalence	will	mean	that	the	need	for	cardio-thoracic	and	
liver	transplants	will	continue	to	increase	in	the	future.	There	
are	wide-ranging	prevention	programmes	underway	across	
the	UK	to	persuade	people	to	live	healthier	lives	and	reduce	
the	incidence	of	diseases	such	as	diabetes	and	heart	failure	
which	lead	to	organ	failure.	These	health	improvement	
measures	to	reduce	lifestyle-related	disease	are	welcome	but	
are	unlikely	to	reverse	the	increasing	trend	within	the	next	
seven	years.	Even	if	this	were	not	the	case,	the	number	of	
people	who	would	benefit	from	transplantation,	particularly	
heart	transplantation,	far	exceeds	the	numbers	of	organs	
available.	We	can	say	with	some	confidence	that	the	UK	
waiting	list	considerably	under-represents	the	true	number	
of	people	who	could	benefit	from	an	organ	transplant.	
The	prevalence	of	renal	disease,	however,	appears	to	have	
stabilised,	but	there	are	still	not	enough	donated	organs	
available	to	meet	the	current	requirements.	

Resourcing the strategy
At	a	time	of	financial	austerity	some	people	may	be	
concerned	that	increasing	transplantation	will	take	
resources	from	other	areas	of	NHS	care.	On	the	contrary,	
work	undertaken	in	201011	identified	that	the	transplant	
programme	delivered	a	cost	saving	to	the	NHS	of	£316	
million	and	that	savings	have	the	potential	to	increase	further	
as	the	number	of	transplant	procedures	rise.

Initially,	no	additional	funding	is	likely	to	be	needed	to	move	
forward:	the	need	is	to	work	differently	rather	than	increase	
resources.	However,	looking	ahead,	there	are	technological	
developments,	pilot	initiatives	and	other	programmes	
capable	of	bringing	improvements.	An	action	plan	together	
with	the	funding	of	such	developments	will	require	separate	
consideration.	Detailed,	costed	implementation	plans	for	all	
such	changes	will	be	produced	and	funding	sought	from		
the	four	UK	Health	Departments.	This	will	include	plans		
for	ambitious	publicity	campaigns	which	will	work	to	shift	
public	attitudes	and	gain	similar	outcomes	to	those	achieved	
from	public	information	campaigns	aimed	at	stopping		
drink-driving	and	smoking	cessation.

How the strategy was developed
Organ	donation	and	transplantation	is	a	complex	process	
involving	dying	patients,	their	families,	clinical	staff	in	
many	hospitals	(up	to	nine	hospitals	may	be	involved	in	
any	single	donation	and	transplantation	process)	and	
laboratory	staff.	Many	other	people	have	an	interest:	
those	waiting	for	transplants	and	their	families,	transplant	
recipients,	donor	families,	voluntary	sector	organisations,	
people	who	have	pledged	to	donate	by	joining	the	ODR	
and	the	general	public.	

NHSBT	is	co-ordinating	this	strategy	on	behalf	of	the	four	
UK	Health	Departments	and	the	NHS	and	has	consulted	
with	hundreds	of	people	about	what	should	be	done	to	
address	the	shortage	of	organs	for	transplantation.	As	well	
as	listening	to	partners	and	stakeholders,	a	portfolio	of	
evidence12	about	UK	performance	compared	with	other	
countries	was	considered.	Clinicians	also	considered	the	
clinical	and	technological	developments	that	might	affect	
donation	and	transplantation	over	the	next	seven	years.	
A	group	of	international	and	national	experts	met	to	assess	
the	strategic	priorities	and	planned	actions	and	to	assure	
NHSBT	that	the	proposals	would	deliver	the	expected	
outcomes.	It	has	not	been	possible	to	include	every	
suggestion	but	a	companion	report	outlines	the	ideas	that	
are	not	being	taken	forward	as	part	of	this	strategy.

11			West	Midlands	Specialised	Commissioning	Team:	Organs	for	Transplants:	an	analysis	
of	the	current	costs	of	the	NHS	transplant	programme;	the	cost	of	alternative	medical	
treatments,	and	the	impact	of	increasing	organ	donation,	October	2010.

12	Portfolio	of	Evidence	available	at:	www.nhsbt.nhs.uk/to2020
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Actions of the  
detailed plan
Aim to match world-class performance in organ donation and transplantation

Outcome 1 Action by society and individuals will mean that the 
UK’s organ donation record is amongst the best in the world 
and people donate when and if they can.

•		Develop	national	strategies	to	promote	a	shift	in	behaviour	and		
increase	consent.

•		Ensure	that	it	is	easy	to	pledge	support	for	organ	donation	and	once		
a	pledge	has	been	given,	honour	the	individual’s	wish.

•		Increase	Black,	Asian	and	Minority	Ethnic	community	awareness	of	the		
need	to	donate,	to	benefit	their	own	communities	and	provide	better	
support	for	people	in	these	communities	to	donate.	

•		Learn	from	the	experience	of	legislative	change	in	Wales	and	elsewhere.	

Specific Actions Responsibility

Develop	national	strategies	to	promote	a	shift	in	behaviour	and	
increase	consent	and	test	progress	with	regular	public	surveys.

UK	Health	
Departments,		
NHSBT

The	relevant	Government	Health	Departments	should	explore	with	
Education	Departments	the	possibility	of	incorporating	donation	
and	transplantation	issues	into	schools	curricula.	

All	UK	Health	
Departments

All	Governments	should	provide	regular	reports	to	Parliament/
Assembly	on	progress	in	their	nation	and	Health	Ministers	should	
have	a	duty	to	promote	organ	donation	and	transplantation,	
effectively	leading	to	a	significant	improvement	in	public	attitudes	
and	consent	for	organ	donation.

All	UK	Governments

There	should	be	national	debates	to	test	public	attitudes	to	radical	
actions	to	increase	the	number	of	organ	donors.	For	example,	
whether	those	on	the	Organ	Donor	Register	should	receive	higher	
priority	if	they	need	to	be	placed	on	the	transplant	waiting	list.

UK	Government,	
NHSBT

Ensure	that	the	introduction	of	a	system	of	deemed	consent	to	
organ	and	tissue	donation	in	Wales	as	described	by	the	Human	
Transplantation	(Wales)	Bill	is	as	successful	as	possible	and	learn	
from	this	experience.

Welsh	Government,	
NHS	Wales	and	
NHSBT

Develop	a	community	volunteer	scheme	to	support	Trust/Health	
Board	donation	committees	to	promote	the	benefits	of	donation	in	
local	communities,	particularly	amongst	groups	with	little	tradition	
of	organ	donation.

NHSBT,	voluntary	
sector

Following	the	experience	in	the	USA,	ensure	everyone	who	
has	made	a	decision	to	donate	during	their	life	has	their	wishes	
honoured	if	they	die	in	circumstances	where	donation	is	possible.

NHSBT,	NHS

Appendix 2
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Susan Lee Clarke received a liver transplant in 
2007, she is pictured here with her son Harry  
at the opening of the donor memorial wall at  
the Royal Free hospital, London.
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Outcome 2 Action by NHS hospitals and staff will mean that 
the NHS routinely provides excellent care in support of organ 
donation and every effort is made to ensure that each donor 
can give as many organs as possible.

•		Increase	the	number	of	people	who	are	able	to	donate	following		
brain	death.

•		Increase	the	number	of	people	who	are	able	to	donate	following	circulatory	
death	and	learn	from	the	Scottish	pilot	on	donation	after	failed	resuscitation.

•		Provide	hospital	staff	with	the	support,	training,	resources	and	information	
they	need	to	provide	an	excellent	organ	donation	service.	

•	Ensure	every	donor’s	care,	prior	to	retrieval,	boosts	organ	quality.		

Specific Actions Responsibility

End-of-life	care	standards	should	promote	BSD	testing	as	the	
preferred	method	of	diagnosing	death,	where	this	can	be	achieved	
and	is	in	the	best	interests	of	the	patient.	

Professional	bodies,	
national	legal	and	
ethics	organisations

End-of-life	care	practices	should	be	reviewed	to	establish	whether	
they	might	be	adjusted	so	as	to	promote	donation	after	DBD.

Professional	bodies,	
national	legal	and	
ethics	organisations

Establish	a	National	Referral	Service	to	improve	support	to	
hospitals. NHSBT

Scope	the	potential	for	donation	following	unexpected	cardiac	
arrest	in	the	UK,	learning	from	the	pilot	programme	in	Scotland.	 NHSBT,	NHS

Families	of	potential	donors	will	only	be	approached	by	someone	
who	is	both	specifically	trained	and	competent	in	the	role,	training	
packages	and	accreditation	will	be	provided	to	those	who	wish	to	
develop	this	competence.

Professional	bodies,	
NHS,	NHSBT

Work	collaboratively	to	reduce	instances	of	objection	to	organ	
donation	from	the	Coroner	and	Procurator	Fiscal	service	and		
the	police.

Governments,	
NHSBT

Publish	hospital	data	to	include:	brain-stem	death	testing	rates,	
donor	referral	rates,	family	approach	rates,	Specialist	Nurse	
involvement	and	other	key	areas.	

NHSBT
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Appendix 2 Actions of the detailed plan

Outcome 3 Action by NHS hospitals and staff will mean that 
more organs are usable and surgeons are better supported to 
transplant organs safely into the most appropriate recipient.

•		Increase	the	number	of	organs	that	are	retrieved	from	both	DBD	and		
DCD	donors.

•		Increase	the	number	of	organs	that	can	be	transplanted	safely,	providing	
surgeons	with	the	information	and	guidance	to	make	decisions	about	
organ	suitability.	

•		Improve	transplant	recipient	survival	by	improving	understanding	of	the	
donor	organ/recipient	compatibility.	

Specific Actions Responsibility

Improve	donor	management	for	potential	cardiothoracic	donors,	
providing	a	24/7	service	to	assist	if	pilot	schemes	prove	effective. NHSBT,	NHS 

Review	what	pre-mortem	interventions	could	legally	and	ethically	
be	undertaken	to	maximise	the	potential	for	organ	donation	(such	
as	the	administration	of	heparin,	elective	ventilation	etc.).

UK	Health	
Departments,	UK	
Donation	Ethics	
Committee,	
professional	bodies

Evaluate	new	techniques	and	technologies	for	the	preservation	of	
retrieved	organs	with	a	view	to	their	use	in	the	UK.	

NHSBT,	professional	
bodies

Develop	a	system	of	peer	review	that	is	underpinned	by	a	set	of	
agreed	standards	for	retrieval/transplant	centres.

Transplant	
Commissioners,	
NHSBT,	professional	
bodies

Provide	guidance	on	levels	of	acceptable	risk	in	relation	to	offered	
organs,	particularly	from	extended	criteria	donors,	relevant	to	the	
individual	recipient’s	needs	and	wishes.

Professional	bodies,	
NHSBT

Publish	centre-specific	risk-adjusted	patient	survival	from	listing	as	
well	as	from	transplantation.	 NHSBT

Ensure	clinicians	are	aware	of	and	follow,	best	practice	to	increase	
patient	and	graft	survival.

Commissioners,	
NHSBT,	professional	
bodies
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Outcome 4 Action by NHSBT and Commissioners means that 
better support systems and processes will be in place to enable 
more donations and transplant operations to happen.

•		Support	Regional	Collaboratives	to	lead	local	improvement	in	organ	
donation,	retrieval	and	transplant	practice	and	promote	organ	donation.

•		Review	and	improve	the	workforce,	IT,	systems	and	processes	which	operate	
throughout	the	donation	and	transplant	pathway.	

•		Build	a	sustainable	training	and	development	programme	to	support	organ	
donation	and	retrieval.	

Specific Actions Responsibility

Develop	a	workforce	strategy	for	the	organ	donation	service	
which	will	tailor	the	service	to	the	needs	of	individual	hospitals	
and	seek	to	provide	a	workforce	that	is	focused	on	supporting	the	
potentially	conflicting	demands	of	providing	a	service	to	the	donor	
family,	donor	management	and	donor	co-ordination.	This	may	be	
configured	in	one	or	more	roles	as	the	needs	of	the	service	dictate.

NHSBT,	NHS

Subject	to	variations	in	Government	policy,	agree	a	formal	contract	
for	organ	donation	with	hospitals	specifying	how	hospitals	and	the	
NHSBT	donation	service	work	together	to	achieve	excellence.

NHSBT,	NHS,	UK	
Health	Departments/	
Commissioners

Regional	Collaboratives	to	lead	local	improvement	in	organ	
donation,	retrieval	and	transplant	practices	and	in	local	promotion	
of	donation	and	transplantation.

NHSBT,	NHS

Ensure	that	transplant	centres	have	the	capacity	and	surgical	
expertise	and	other	clinical	skills	to	meet	the	demands	for	
transplantation	as	donor	numbers	increase.

Commissioners

Develop	training	programmes	to	sustain	and	increase	clinicians’	
organ	donation	understanding	and	expertise. NHSBT

Optimise	the	processes,	timescales,	resources	and	supporting		
IT	at	every	stage	of	the	pathway	from	donor	identification	to		
long-term	survival.

NHSBT,	NHS,	
Commissioners

Review	the	current	processes	for	donor	characterisation	(especially	
for	microbiology	and	tissue	typing).

NHSBT,	
Commissioners

Develop	and	implement	a	training	and	accreditation	programme	
for	all	retrieval	surgeons	and	extend	this	to	supporting	post-
mortem	technologies	when	these	are	introduced.

NHSBT,	professional	
bodies

Investigate	the	feasibility	and	implications	for	the	provision	of	a	
24/7	provision	of	expert	histopathology	advice.

Commissioners,	
NHSBT
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Preface
Many critically ill patients enter the hospital through the Emergency Department. Emergency physicians 
and nurses are firstly concerned with resuscitation of these patients. We also recognise that some will 
have such severe illness or injury that they will not survive. The emergency department becomes the first 
stage of an emotional journey for the relatives. Clinicians working in the emergency department face 
many challenges as they help the family understand the unfolding tragedy.

Most patients who go on to become organ donors start their journey in the emergency department 
and the question of when to explore this opportunity for the patient can be difficult for clinicians and 
potentially cause conflict among them. Deceased donation is important, not just for those people 
waiting on the transplant list, but also because many people have made an express wish to become 
organ donors after their death. Nursing staff and emergency physicians must understand this and 
support their patients and families to explore this wish at the end of life.

This strategy guide presents best practice in how clinicians should make decisions about the withdrawal 
of treatment and describes the important legislation and ethical support for the identification and 
referral of the potential organ donor in the emergency department, building on the Royal College of 
Emergency Medicine, End of Life Care Best Practice Guide. Furthermore, it practically describes best 
practice in approaching the family of the potential donor. 

Dr Tajek Hassan
President of the Royal College of Emergency Medicine
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1. Introduction
There has been a substantial improvement in organ donation and transplantation in the UK following 
publication of the Organ Donation Taskforce report in January 2008.1 On one level this can be attributed 
to improvement in rates of identification and referral of potential donors from our acute hospitals. 
However, more fundamentally it should be considered to be the product of a profound and principled 
shift in how we view organ donation - away from something that is imposed and apologised for 
and towards something that is a central component of end of life care, that people can expect to 
be considered as they approach the end of their life, whenever donation is a clinical possibility and 
regardless of where they die.

Almost all deceased donors in the UK die from a devastating brain injury and the majority will die in an 
intensive care unit (ICU). Many of these patients are admitted to hospital via an Emergency Department 
(ED) and in some cases clinicians will determine such injuries to be non-survivable at this early stage 
whilst the patient is in the ED. It follows that ED staff should be as familiar with how to recognise when 
donation is a possibility as their colleagues in the ICU, have robust systems in place to ensure prompt 
referral to organ donation services and receive appropriate support from the rest of the hospital when 
the possibility of donation is pursued further. There is evidence that this is not always the case and that 
some dying patients are being denied the option of donation as a result.

Deceased organ donation has a fundamental reliance on the integrity and safety of decisions that direct 
patients towards end of life care. Within the context of devastating brain injury, such decisions may 
involve considering the possibility of diagnosing death using neurological criteria (brain-stem death) and 
thereby mandate admission to ICU for a further period of observation and assessment by a minimum 
of two experienced clinicians. More commonly however, these decisions emerge from judgements 
regarding the severity of injury and the likelihood of recovery. There is an emerging view that the safety 
and reliability of prognostication in such circumstances may be improved by admission to intensive care 
for a further period of continued physiological support and neurological assessment. Although this is 
far from established practice in the UK, relevant professional bodies and organisations are at the time 
of writing considering the merits of such an approach.

This strategy document has two high level objectives, one aligned to what might be considered current 
practice and the other to possible developments in the immediate care and assessment of patients 
with devastating brain injury. Both are based upon a ‘whole hospital’ approach to organ donation in 
which the role of the Emergency Department is presented within a framework focused on the needs 
of a dying patient.

Objective 1. To ensure that patients on mechanical ventilation who enter an end of life care 
pathway in the Emergency Department have the option of organ donation considered and 
that they gain timely access to other hospital services, particularly intensive care and theatres, 
when donation is a possibility.

Objective 2. To prepare hospitals for possible developments in the early care and assessment 
of patients with devastating brain injury and the likely need for more formalised ICU 
admission protocols similar to those that direct the management of hypoxic brain injury 
following out of hospital cardiac arrest. 

.
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2. Current approaches to organ donation from the 
Emergency Department (ED)

The Royal College of Emergency Medicine recommends that the possibility of organ and tissue donation 
should be considered as a usual part of end of life care in the ED.2 This recommendation builds 
on the 2011 joint professional statement from the College of Emergency Medicine and the British 
Transplantation Society,3 and the 2011 NICE Clinical Guideline 135, ‘Organ donation for transplantation: 
Improving donor identification and consent rates for deceased organ donation.’4 These documents and 
others (see Appendix A), support ED staff to:

• identify the potential for organ donation and initiate referral to the local organ donation team

• maintain the care of the patient whilst the possibility for organ donation is assessed

• liaise with relevant hospital in-patient services, particularly intensive care and theatres, if donation 
becomes a possibility.

2.1 End of life decision making in the Emergency Department and the 
implications for organ donation

Most deceased organ donors die from a devastating acute brain injury such as a spontaneous intra-
cranial haemorrhage, ischaemic stroke or severe head trauma. Organ donation is possible in two 
circumstances following such brain injury:

• Donation after brain-stem death (DBD). If brain-stem death is suspected, mechanical ventilation 
is continued until such time as neurological criteria for the diagnosis of death can be safely applied. 
This will usually require collaboration with intensive care services and admission to ICU.

• Donation after circulatory death (DCD). There are occasions when an acute brain injury is of 
such severity that even though the end point of brain-stem death has not been reached, survival 
or functional recovery is deemed impossible. In such circumstances, it may be decided a person’s 
interests are best served by withdrawal of mechanical ventilation in the expectation that death will 
follow. Organ donation is possible in situations such as these providing that:

 –  the patient can be stabilised long enough for withdrawal of ventilation to be delayed to allow time 
for organ retrieval to be arranged.

 –  The patient is cared for in a clinical environment close to the operating theatres where organ 
retrieval will be performed.

It is important that the decision to withdraw life-sustaining treatments is made by senior clinicians and 
conducted in compliance with local protocols that are based upon national guidance.

2.2 The potential for organ donation

NHS Blood and Transplant (NHSBT) is the UK organ donation organisation and conducts an on-going, 
nation-wide audit of the potential for organ donation from patients up to the age of 80 years who die 
in ICUs and EDs.5 Important stages of the donation pathway that are monitored by the Potential Donor 
Audit (PDA) include:

• The number of potential DBD and DCD donors

• referral of potential donors to the specialist nurse for organ donation (SNOD)

• approach to the family of potential donors for consent (or in Scotland, authorisation) for organ 
retrieval after death

• family consent/authorisation rates

• number of actual donors and solid organ transplants.
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Between April 1st 2015 and March 31st 2016 there were 1364 deceased organ donors in the UK, 
151 (11%) of whom were identified and referred from the ED. On the majority of occasions, patients 
referred as potential organ donors from the ED actually died on ICU prior to organ retrieval (Figure 2.1), 
suggesting that on most occasions the role for ED lies in donor identification and referral rather than 
management of the whole pathway.

Figure 2.1: Location of death and type of donation in actual deceased donors referred from 
the Emergency Department between 1st April 2015 and 31st March 2016.

ED Donation after Brain Death

ED Donation after Circulatory Death

Critical Care Donation after Brain Death

Critical Care Donation after Circulatory Death

1

1 1
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54

However, the audit of patients who die in Emergency Departments rather than ICUs reveals a rather 
different picture (Figure 2.2). Over a four year period from 2012 to 2016 there were over 1500 patients 
who died in the ED who met national criteria for referral as a potential donor. Although donation 
was a possibility in nearly three-quarters of cases, only 46% of patients were referred to the organ 
donation team and just 3% actually donated organs after death, compared to 16% for patients from 
ICU. Furthermore, 16% of the patients not referred as potential donors were registered as donors on 
the NHS Organ Donor Register and whilst some families will not be approached for legitimate reasons, 
the main reason for donation not being raised with families appears to be that it is not considered or 
recognised as a possibility.

Figure 2.2: The potential for organ donation from patients who die in the Emergency 
Department (UK Potential Donor Audit, 1st April 2012 – 31st March 2016)
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2.3 Identification and referral of potential donors

Both the National Institute for Health and Care Excellence (NICE) and NHSBT have published guidance 
on the referral and identification of potential donors.4, 6 NICE guidance is applicable to practice in 
England, Wales and Northern Ireland and provides a schedule for early referral to the SNOD that is based 
upon easily recognisable clinical triggers (Figure 2.3):

• an intention to diagnose death using neurological criteria (brain-stem death) or

• a decision to withdraw life-sustaining treatments or

• admission of a patient with a severe head injury of such severity that one or more brain-stem reflexes 
have been lost and the Glasgow Coma Score is 3 or 4.

The guidance also emphasises the need to avoid premature treatment limitation/withdrawal decisions 
until the possibility of donation and the wishes of the patient have been explored.

Figure 2.3: NICE guidance on donor identification and referral4

Identify potential donors as early as possible.

Base identification on either of the following criteria, while recognising that 
clinical situations vary.

Initiate discussions with the specialist nurse for organ donation at the time the 
above criteria are met.

Whichever is the earlier, either:

• use defined clinical trigger factors in patients2  
who have had a catastrophic brain injury:

 –  the absence of one or more cranial nerve 
reflexes and

 –  a Glasgow Coma Scale score of 4 or less 
that is not explained by sedation

 unless there is a clear reason why the above 
clinical triggers are not met and/or

• a decision is made to perform brainstem 
death tests.

The intention to 
withdraw life-sustaining 
treatment in patients 
with a life-threatening 
or life-limiting condition 
which will, or is 
expected to, result in 
circulatory death.
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2.4 Raising the possibility of donation with families of potential organ donors

Consent for organ retrieval for the purposes of transplantation is governed by the Human Tissue 
Act 2004 (Scotland, the Human Tissue (Scotland) Act 2006, where the term ‘authorisation’ is used; 
Wales, Human Transplantation (Wales) Act 2013, where deemed consent is recognised), in which 
primacy is given to the wishes of the individual concerned. Over 22 million people in the UK have 
registered a decision to donate their organs for transplantation after death on the NHS Organ Donor 
Register. However, when the wishes of the individual are not known, authority for decision making 
passes to close family and friends (except where deemed consent may apply in Wales). Whilst prior 
knowledge of a person’s donation decision has a strong impact upon whether donation goes ahead, 
the outcome of the family approach is also influenced by who makes the request and when donation 
is raised. Available evidence suggests that a family is more likely to support donation if it is raised by a 
trained requestor such as a SNOD, who can present donation in a positive way, anticipate likely family 
concerns and avoid raising the possibility until it is clear that a family have understood and accepted the 
inevitability of their loss.

Although there are recognised difficulties in involving SNODs in such time-critical circumstances, 
for patients dying in the ED when a SNOD is involved in the family approach the consent/authorisation 
rate is 36% compared to 10% when they are not (Figure 2.4).

Figure 2.4: SNOD involvement and outcome of family approach from patients who die in the 
Emergency Department. (UK Potential Donor Audit, 1st April 2012 – 31st March 2016)
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3. Devastating brain injury protocols
Patients with acute life-threatening brain injury are most often admitted to hospital via the Emergency 
Department. The initial assessment that is carried out at this time, which often involves liaison with 
specialties such as neurosurgery, neurology or acute stroke services, is an important determinant for 
subsequent care and may result in a decision to limit or withdraw life-sustaining treatments rather 
than admit to an intensive care unit for further treatment and assessment. Such early decision making 
sometimes appears arbitrary and inconsistent, particularly when it involves liaison from remote specialist 
regional centres and occurs in the absence of nationally agreed protocols or recommendations for 
decision-making.

 In 2015 the American Neurocritical Care Society published recommendations for the critical care 
management of patients with devastating brain injury,7 defining devastating brain injury as:

1. Neurological injury where there is an immediate threat to life from a neurologic cause, or

2.  Severe neurological insult where early limitation of therapy (defined as treatment of disease) is being 
considered in favour of an emphasis on care, e.g., the provision of comfort measures.

One of their key recommendations was that patients with devastating brain injury should have their 
prognosis determined by repeated examinations over time to ensure greater confidence and accuracy. 
In line with the moderate quality evidence that is available, they recommended using a 72 hour 
observation period, regardless of organ donation potential, to determine clinical response and delaying 
decisions regarding withdrawal of life-sustaining treatment in the interim. This necessitates appropriate 
physiological stabilisation and admission to intensive care.

Anecdotal experience in the UK supports the view that very early decision-making in the ED may be 
inaccurate and that a small number of patients with what appears very severe and non-survivable brain 
injury are indeed capable of making a good recovery if life-sustaining treatments are maintained. To 
this should be added the view that busy Emergency Departments are not always the most appropriate 
clinical locations to deliver end of life care.8 A number of UK centres have now introduced hospital 
admission protocols that are based upon these principles (see Figure 3.1 for the protocol used in 
Southmead Hospital, Bristol), and report unexpected recovery in a small number of patients, and 
improved end of life care and higher rates of organ donation for the non-survivors.9 The Joint Standards 
Committee of the Faculty of Intensive Care Medicine and Intensive Care Society has formed a subgroup 
to investigate the prognostic challenge of ED patients with devastating brain injury and is expected to 
issue guidance in 2017.
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Figure 3.1: Devastating brain injury protocol, Southmead Hospital, Bristol9

Patient Admitted with a Devastating Brain Injury

Investigations and Imaging

Prognosis uncertain or considered very poor

Neurosurgical intervention considered inappropriate

Progressing towards brain death

Decision to test for Brain Death Discuss with
Donor Coordinator

Brain Death confirmed

Consider/Offer DBD

Discuss with Donor Coordinator 2

No improvement

Decision to WLST

Consider/Offer DCD

WLST being considered

Improved

Review management plan

Delay WLST 1 for up to 72 hours
Continue supportive interventions

Reassess patient every 24 hours

Increased prognostic certainty
Improved EOL3 care for patient and family

Increased consideration of donation potential

1 WLST – Withdrawl of life sustaining treatment
2 Donor Coordinator – Specialist Nurse for organ donation
3 EOL – End of Life
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4. Best practice recommendations
While there are considerable challenges to exploring and managing deceased donation in locations 
outside the ICU, these challenges are not insurmountable and do not justify ignoring a dying patient’s 
end of life wish to become an organ donor. Having robust policies, prior agreed procedures and ‘shop 
floor’ clinical leadership is the way to ensure best practice is delivered for patients and their families, 
whatever their location, each and every time.

Overarching principle

Best practice in organ donation should be followed irrespective of the location 
of the patient within the hospital at the time of death.

Where a mechanically ventilated patient dies in hospital should not determine the likelihood of donation 
occurring. The following recommendations provide a framework to ensure that donation is just as likely 
to take place in the Emergency Department as in the ICU. They are based upon current ethical, legal 
and professional guidance on organ donation in the UK and if followed will ensure that best practice is 
delivered irrespective of the location of end of life care.

Recommendation 1

Before deceased donation becomes part of a patient’s end of life care in the ED, it must 
be robustly established that further life-sustaining treatment is not of overall benefit to 
the patient. Any decision to withdraw life-sustaining treatment should be made by two 
senior doctors.

Deceased donation follows a decision that further life-sustaining treatment is not of overall benefit to 
the patient.10 Organ donation has a fundamental reliance on good practice in such decision-making,11 
which is in turn dependent upon safe prognostication and explicit communication. Although the 
implementation of devastating brain injury protocols such as those described in section 3 may help to 
improve confidence in decision-making, such protocols have yet to be incorporated into UK guidance 
and may be inappropriate in some clinical circumstances.

As a minimum, it is recommended that, any decision to withdraw life-sustaining treatment in the ED 
should be made by two senior doctors, prior to deceased donation becoming part of a patient’s end 
of life care. This is in keeping with both the Royal College of Emergency Medicine‘s guidance that, 
‘A senior named ED clinician should be involved with and responsible for every end of life care patient. 
This will usually be the ED Consultant but may be an ST4 or above out of hours, who should discuss 
such patients with their Consultant by phone as a minimum,2 and UK Donation Ethics Committee 
guidance that, ‘Two senior doctors, who should both have been registered for at least five years, and 
at least one of whom should be a consultant, should verify that further active treatment is no longer 
of overall benefit to the patient.10
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Recommendation 1 does not imply that identification and referral of potential organ donors to specialist 
nurses in organ donation prior to treatment withdrawal is prohibited in some way. NICE and GMC 
guidance (see Appendix 1) are clear that identification and referral of dying patients where deceased 
donation is a possibility is a duty on doctors.4,11 The UK Donation Ethics Committee have also issued 
guidance on this matter, which is worth quoting in full:10

“There is no ethical dilemma if the treating clinician wishes to make contact with the SNOD at 
an early stage, while the patient is seriously ill and death is likely, but before a formal decision 
has been made to withdraw life-sustaining treatment. Such early discussions might be valuable 
for  a variety of reasons. These include establishing whether there are contra-indications for organ 
donation, in which case the issue of donation either does not need to be raised with the family 
at all, or if the family raise the issue it can be explained why organ donation is not appropriate. 
Other practical and organisational factors might be relevant – if the SNOD is based at a distant 
location then early contact can help to minimise distressing delays for the family.” (page 31)

Recommendation 2

ED staff have an independent and team responsibility to identify and refer all potential organ 
donors to specialist nurses for organ donation.

All clinical staff involved in a decision to withdraw life-sustaining treatment in a mechanically ventilated 
patient have a responsibility to identify the possibility of organ donation. Whenever withdrawal of life-
sustaining treatment is planned to occur in a mechanically ventilated patient in the ED, a referral should 
be made to the SNOD for consideration of potential donation regardless of age or co- morbidity.4

Recommendation 3

Any approach in the Emergency Department to the family of a potential donor regarding 
donation should involve the specialist nurse for organ donation and be planned and delivered 
in accordance with national guidance.

Both NICE and NHSBT have published guidance covering how best to raise the possibility of donation 
with the next of kin of a potential donor, details of which are shown in Figure 4.1.4,12 Wherever possible, 
the approach should be planned and involve a specialist nurse for organ donation as well as senior 
medical and nursing staff from the ED. The roles of everyone involved in the approach should be agreed 
beforehand, with everyone aware that the possibility of donation should not be raised until it is clear 
that all key decision makers have understood and accepted the inevitability of their loss. How donation 
is presented will depend in part upon whether the individual has registered a desire to donate on the 
NHS Organ Donor Register, and this should be clarified before meeting with the family.
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Figure 4.1: Best practice in approaching the family of a potential organ donor.

• Who: Consultant, SNOD and nurse

• Why:
 – Clarify clinical situation

 –  Seek evidence of prior consent/authorisation 
(e.g Organ Donor Register or other)

 – Identify key family members by name

 – Define key family issues

 – Agree a process of approach and who will be involved

 –  Agree timing and setting, ensuring these are appropriate to 
family needs

 – Involve others as required, e.g faith leaders

• When and where: in private and before meeting the family to 
confirm understanding and acceptance of loss

For a potential DBD donor, ensure the family understand that death 
has occurred. Spend time with the concept, using diagrams or scans 
if necessary.

In the DCD setting, ensure the family understand and accept the 
reasons for treatment withdrawal and the inevitability of death 
thereafter.

Donation should only be raised at this point if it is clear that a family 
has understood and accepted their loss. If this is not the case, suggest 
a break. The key is to ensure that the family have accepted and 
understood the clinical situation before donation is raised.

•  Re-confirm the family’s understanding of the clinical situation.

• Provide specific information on process before expecting a 
response

• Avoid negative or apologetic language

• Avoid manipulative or coercive language

• Emphasise the benefits of transplantation – the ability to save and 
transform several lives

• Sensitively explore an initial ‘No’, some causes of which can be 
addressed or are a result of misconceptions about donation.

Planning

Confirming 
understanding 
and acceptance

Discussing 
donation
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Recommendation 4

When intensive care is unable to accommodate a potential organ donor the ED should try 
and facilitate the donation, working with the Specialist Nurse for Organ Donation to explore 
all options.

Best practice is that such patients are all admitted to the intensive care unit where the time frames 
required to facilitate organ donation are best able to be supported. If resource limitations result in 
donation not being possible, this should be reported through the hospital governance processes.

Recommendation 5

ED staff require knowledge regarding organ donation and should receive regular updates.

Clinical leads and specialist nurses for organ donation have a responsibility to ensure that ED staff 
receive and have access to this education.
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5. Actions required

5.1 Hospital level actions 

This section is directed toward Organ Donation Committees, Organ Donation Committee Chairs, Clinical 
Leads for Organ Donation (CLOD), Specialist Nurses for Organ Donation (SNOD), medical directors 
and those whose responsibility it is to ensure that best practice in organ donation from the Emergency 
Department is followed at all times.

Figure 5.1: Strategic checklist for implementing best practice in your ED

 Every Organ Donation Committee should have a fully engaged ED 
representative.

 Every Organ Donation Committee should be satisfied that before 
organ donation becomes part of end of life care in the ED, it is being 
robustly established that further life-sustaining treatment is not of 
overall benefit to the patient. 

 Every hospital should have a hospital organ donation policy that 
promotes best practice, regardless of the location of the dying 
patient, by the end of 2017.

 CLODs and SNODs should deliver the PowerPoint slide set 
accompanying this guide to key ED staff at least once in 2017 and 
create a local mechanism for the regular education and updating 
of ED staff.

Every Organ Donation Committee should have a fully engaged ED representative.

Many organ donation committees already have committed ED representation and in some hospitals 
ED Clinical Leads for Organ Donation. While gaining the commitment of busy people can be difficult 
we would urge all organ donation committee chairs to pursue regular ED representation on their 
committee, involving heads of service and medical directors as required. 

Every Organ Donation Committee should be satisfied that before organ donation becomes 
part of end of life care in the ED, it is being robustly established that further life-sustaining 
treatment is not of overall benefit to the patient. 

The exact nature of this action will vary from hospital to hospital but Organ Donation Committees are 
asked to review the donation approaches that have occurred in their ED to ensure best practice in end 
of life decision making is being followed.

Possible ways an Organ Donation Committee might promote best practice in end of life decision making 
within the ED could be by:

1.  Confirming adherence to the UK Donation Ethics Committee guidance which requires that when 
considering Donation after Circulatory Death, any decision to withdraw life-sustaining treatment 
should be made by two senior doctors (see Best Practice Recommendation 1, page 12). 

2.  Clarifying admission criteria to ICU for mechanically ventilated patients who are expected to die in 
the ED. 

3.  Facilitating joint ICU and ED morbidity and mortality meetings or some other governance framework 
to support consistency in local clinical practice.
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Every hospital should have a hospital organ donation policy that promotes best practice, 
regardless of the location of the dying patient, by the end of 2017.

This policy should be a ‘whole hospital’ organ donation policy rather than a policy located for patient’s 
being treated in a certain clinical area. Most commonly potential organ donors are ventilated patients 
in either the ICU or ED but donors have been identified on occasion in theatres, stroke wards and high 
dependency units.

The policy should cover:

1.  The identification and timely referral of ALL potential organ and tissue donors regardless of location 
in the hospital.

2.  Maintenance of life-sustaining treatments whilst the donation potential is being explored by the 
specialist nurse for organ donation. 

3.  Early involvement of the specialist nurse for organ donation, particularly when raising the possibility 
of donation with the family of a potential donor. 

4.  How donation will be facilitated if intensive care is unable to accommodate the admission. 

The above policy points should be locally developed through reference to the other available NHSBT 
resources such as Timely Identification and Referral of Potential Organ Donors6 and the Approaching 
the Families of Potential Organ Donors.12 Example policies from other hospitals are available at  
http://www.odt.nhs.uk/donation/deceased-donation/donation-from-emergency-department/

There is an expectation that these policies will be operational by the end of 2017, with compliance to 
them being the subject of regular review by the Organ Donation Committee. Such reviews should focus 
on patients identified as possible donors by the Potential Donor Audit and ensure that all such patients 
were referred and that any family approach regarding organ donation was made collaboratively with a 
SNOD. Furthermore, Committees should ensure that when donation is being considered as part of end 
of life care that best practice in end of life decision making was followed. 

Clinical leads and specialist nurses for organ donation should deliver the PowerPoint slide set 
accompanying this guide to key ED staff at least once in 2017 and create a local mechanism 
for the regular education and updating of ED staff.

While reaching all ED staff and keeping them updated will be difficult we hope that in 2017 a push 
is made to ensure that a large number are reached by the clinical leads and specialist nurses for organ 
donation in all UK hospitals with an ED.

The slide set is available for download from  
http://www.odt.nhs.uk/donation/deceased-donation/donation-from-emergency-department/

5.2 Regional level actions

Regional consensus to ensure the appropriate and timely management of all mechanically 
ventilated patients with devastating brain injury 

Referral and acceptance criteria to local and regional neurocentres and coordination of care for patients 
in ED requires regional leadership. In collaboration with regional leaders in ED, neurosurgery and ICU 
and working within established networks, societies and structures, regional CLODs and CLODs from 
neurocentres should support the development of regional consensus to ensure the appropriate and 
timely management of all mechanically ventilated patients with devastating brain injury in their region, 
regardless of patient location and irrespective of any organ donation potential. 
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The appointment of ED Clinical Leads for Organ Donation

To facilitate the implementation of this strategy, NHSBT Regional Managers and Regional Clinical Leads 
for Organ Donation should consider the appointment of ED CLODs in large emergency departments or 
a regional ED clinical lead, even on a short term arrangement.

5.3 National level actions

ED donation metrics will be added to the hospital biannual deceased donation executive 
summaries until 2020. 

This will include metrics such as, the number of possible donors who died in ED (potential donation after 
brain death and eligible donation after circulatory death), the number where best practice was followed 
and the number of donors. A subset of the above summarising patients who had recorded a wish to 
donate on the NHS Organ Donor Register will also be provided.

National Devastating Brain Injury Protocols

National and Regional Clinical Leads for Organ Donation will support, where requested, the joint Faculty 
of Intensive Care Medicine and Intensive Care Society Standards Committee investigation into clinical 
decision making regarding the early prognostication of patients with devastating brain injury in the 
ED. Once the Standards Committee statement is released national and regional leads will support its 
dissemination to other national bodies as well as to regional ICU and ED clinical networks.

Ensuring there are no disincentives to best practice in Standardised Mortality Metrics

The National Organ Donation Committee will support, where requested, the joint Faculty of Intensive 
Care Medicine and Intensive Care Society Standards Committee’s work with organisations that audit 
patient outcomes (e.g. Intensive Care National Audit and Research Centre (ICNARC), Neurosurgical 
National Audit Programme (NNAP)) to ensure there is no unintended disincentive to admission to ICU 
where the purpose is to provide a period of observed prognostication in patients with a high risk of 
dying or to provide quality end of life care to patients and their families.
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6. Monitoring strategy progress
1. Every Organ Donation Committee has an ED representative by the end of 2017.

2.  Every hospital has an organ donation policy that ensures best practice is followed regardless of the 
location of the dying patient by the end of 2017.

3. ED Education PowerPoint slide set delivered at least once to every ED in 2017. 

4.  Over time, fewer occasions in the ED where best practice in organ donation was NOT followed.
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APPENDIX A:  Summary of the current published best practice, 
ethical, legal and professional guidance

2009/10
Legal guidance for all four UK 
jurisdictions 
Donation after circulatory death (DCD) may be in the person’s 
interests:

• By maximising the chance of fulfilling the donor’s wishes 
about what happens to them after death

• By enhancing the donor’s chances of performing an 
altruistic act of donation

• By promoting the prospects of positive memories of the 
donor after death

The following steps are permissible to facilitate DCD

1. Delaying withdrawal of life-sustaining treatment

2. Changing patient’s location

3. Maintaining physiological stability

http://www.dh.gov.uk/en/Publicationsandstatistics/
Publications/PublicationsPolicyAndGuidance/DH_108825

http://www.sehd.scot.nhs.uk/cmo/CMO(2010)11.pdf

http://www.clodlog.com/resources/Documents/NI-Legal-
DCD-2011.pdf

2010
Joint professional statement from 
the Intensive Care Society and the 
British Transplantation Society 
1.  Professional support for DCD

2.  Professional support for admission to ICU purely for organ 
donation

3. Suitability criteria for donation outlined

4. Guidance for treatments before and after death

https://bts.org.uk/wp-content/uploads/2016/09/OD_
Circulatory_D.pdf
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2011
Joint professional statement from 
the College of Emergency Medicine 
and the British Transplantation 
Society
1.  Professional support for the robust identification of potential 

donors in the Emergency Department.

2.  Professional support for managing organ donation from the 
Emergency Department if admission to ICU is not possible.

http://www.odt.nhs.uk/pdf/role_of_emergency_medicine_
in_organ_donation.pdf

2011
Independent UK Donation Ethics 
Committee
Guidance on roles and responsibilities, conflicts of interest:

1.  Early referral to the SNOD is acceptable.

2.  Two senior doctors, who should both have been registered for at least 
five years, and at least one of whom should be a consultant, should verify 
that further active treatment is no longer of overall benefit to the patient. 

3.  Care should be in an appropriate environment by staff with the 
appropriate skills and experience to deliver the end of life care plan.

4.  After death acceptable for treating clinician to take actions necessary to 
facilitate donation (eg re-intubation).

http://www.aomrc.org.uk/publications/reports-guidance/ethical-
framework-controlled-donation-circulatory-death-full-report

2010
GMC Guidance
81.  If a patient is close to death and their views cannot be determined, you 

should be prepared to explore with those close to them whether they 
had expressed any views about organ or tissue donation, if donation is 
likely to be a possibility.

82.  You should follow any national procedures for identifying potential 
organ donors and, in appropriate cases, for notifying the local 
transplant coordinator [specialist nurse – organ donation].

http://www.gmc-uk.org/static/documents/content/Treatment_and_
care_towards_the_end_of_life_-_English_0914.pdf
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2011
NICE Guidance* advising
1. Triggered Referral if:

• Plan to withdraw life-sustaining treatment

• Plan to perform brain-stem testing

•  Catastrophic brain injury (early referral), defined as the absence 
of one or more cranial nerve reflexes (eg one fixed pupil) and a 
Glasgow Coma Scale score of 4 or less that is not explained by 
sedation.

2.  While assessing the patient’s best interests clinically stabilise the 
patient in an appropriate critical care setting while the assessment for 
donation is performed – for example, an adult intensive care unit or 
in discussion with a regional paediatric intensive care unit.

3. Collaborative Approach to the family for organ donation involving:

• Specialist nurse for organ donation

• Local faith representative (if appropriate).

*Expected standard of practice applicable in England, Wales and Northern Ireland.

http://guidance.nice.org.uk/CG135

2015
Royal College of Emergency Medicine Best 
Practice Guidance for End of Life Care
1.  Opportunities for organ and tissue donation should be considered as a 

usual part of end of life care in the Emergency Department.

2.  ED staff should refer all patients who are expected to die, and who 
are intubated and ventilated, to their local Specialist Nurse in Organ 
Donation (SNOD).

3.  Referral to the SNOD should be as early as possible as they can offer 
valuable support and guidance for the team and family. The SNOD will 
assess patient suitability for organ donation and approach the patient’s 
next of kin for consent, if appropriate.  

https://www.rcem.ac.uk/docs/College%20Guidelines/5u.%20
End%20of%20Life%20Care%20for%20Adults%20in%20the%20
ED%20(March%202015).pdf

  

 

The Royal College of Emergency Medicine 
 
Best Practice Guideline 

End of Life Care for 
Adults in the 
Emergency 
Department 

March 2015 
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2016
Independent UK Donation Ethics 
Committee
1.  Outlined the benefits and harms of confirming death using 

neurological criteria, which the clinician must balance regardless of 
whether organ donation is a possibility.

2.  Stated that UKDEC does not believe that acquiring knowledge 
of ODR status at an early stage of a patient’s care has any ethical 
consequences beyond the need to maintain patient confidentiality. 

3.  Stated that CLODs should not be considered, simply by nature of 
their role, to have any specific conflict of interest in conducting 
neurological tests to confirm death or in facilitating DBD

http://www.aomrc.org.uk/all-publications/reports-guidance/ukdec/
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APPENDIX B:  Strategy group membership
Lead Authors

Dr Paul Murphy (National Clinical Lead for Organ Donation)

Dr Dale Gardiner (Deputy National Clinical Lead for Organ Donation)

Dr Katja Empson (Emergency Medicine Clinical Lead for Organ Donation, Cardiff and South Wales 
Regional Clinical Lead for Organ Donation)

Dr Jacques Kerr (National (Scotland) Emergency Medicine Lead for Organ Donation)

Dr Martin Thomas (Emergency Medicine Clinical Lead for Organ Donation, Salford)

Dr Alex Manara (South West Regional Clinical Lead for Organ Donation)

Ms Sarah Beale (Service Development Manager, NHSBT)

Emergency Medicine Clinical Leads for Organ Donation

Dr Sonja Allen (Glasgow)

Dr James Napier (London)

Dr Brodie Paterson (Dundee)

Dr Rajan Paw (Dudley)

Specialist Nurses in Organ Donation with nursing backgrounds in the Emergency Department 
(Organ Donation Services Team)

Mrs Joanne Chalker (South West)

Ms Clare Fletcher (Northern)

Ms Marie Garside (Eastern)

Mrs Angharad Griffiths (South Wales)

Ms Jennifer Hughes (Yorkshire)

Ms Alyson John (Midlands)

Ms Jackie Kennedy (South East)

Ms Teresa Neill (Northern Ireland)

Mr Mick Willcox (South Central)

Ms Carol Wylie (London)

Regional Clinical Leads for Organ Donation (Organ Donation Services Team)

Dr Paul Glover (Northern Ireland)

Dr Arpan Guha (North West)

Dr Malcolm Watters (South Central)

Regional and Senior Managers NHS Blood and Transplant (Organ Donation Services Team)

Mr Phil Walton (South Wales and South West)

Ms Fiona Wellington (Head of Operations)

Project Support

Ms Rebecca Curtis

Ms Cara Hudson

Mrs Susanna Madden

Mr Mark Roberts
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Report to the Trust Board 

Board Date: September 2017             Agenda Item:  

 

Title of Report 
 

Finance Report Month 4 July 2017 
 

Presented by  
 

Tracey Cotterill, Director of Finance & Business Services 

Lead Director 
 

Tracey Cotterill, Director of Finance & Business Services 
 

Committees or Groups 
who have considered 
this report 
 

Finance Committee 31st August 2017 

Executive Summary 
 

The purpose of this report is to summarise the M4 year to date 
and forecast financial performance of the Trust against the 
agreed plan. 
 
Key points are : 
 

1. In month performance has been reported in line with the 
planned deficit, however, the current levels of clinical 
income being identified via the Trust systems for months 
1-4 are lower than would be expected based on the 
2017-18 planning. Discussions with commissioners 
continue with regard to the contract work-plan which 
forms part of the income contract. The Trust is also 
working to identify potential opportunities where 
additional activity and income can be generated. 
Remedial actions are being identified to reduce 
expenditure to ensure that the control total is achieved at 
year end. 
 

2. Year End Forecast – The forecast outturn is currently 
aligned to plan but it is recognised that there are a 
number of risks and opportunities that will arise during 
the year. The finance committee reviews the risks and 
impacts in detail, and considers the worst case, best 
case and most likely impacts, to determine a risk 
adjusted forecast outturn position. As noted at 1. above, 
the largest risk in the forecast is clinical income. 

 
3. Expenditure – Month 4 expenditure is below plan by 

£1,029k, £161k favourable on pay and £868k favourable 
on non-pay. 
 

4. Income – Clinical income is below plan by £958k in 
month 4, following accruals estimates whilst activity is 
reviewed. 

 
5. Other income – at month 4 other income is below plan by 

11a 
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£406k. 
 

6. CIP – the year end forecast for CIP is delivery to plan. At 
month 4 CIP delivery is behind plan by £1.0m.This 
largely relates to the current unidentified CIP target, and 
the phasing of the plan. 
 

7. Cash – Cash has been drawn down from DH in the form 
of loans in line with the revenue plan.  Additional cash 
has been provided to support the ED build. With the 
current shortfall on income year to date, there is an 
additional pressure on the cash balance, which is 
impacting creditor terms. 

8. Capital – The 2 year operational plan submitted in March 
2017 included £32m capital spend. The current forecast 
is for c. £21m based on ED works and programmes 
funded by internally generated funds.  Any additional 
capital projects would be reliant on DH funding approval. 

Resource Implications 
 

As outlined 
 

Risk and Assurance 
 

 Contract Work plan – this is a large risk to the 
organisation as the full value of provider intentions is 
included in our plan, leading to a system gap. 
The Board is asked to note that work is on-going to 
refine the work plan and confirm the values within 
this. This may be superseded by the move to an 
Aligned Incentive Contract. 
 

 CIP Delivery is a risk with a significant level of 
unidentified CIP and a further £3.4m stretch target. 
The Board is asked to note that actions are already 
being taken to improve the delivery process. 

 
 2020 are currently supporting the 

Improvement workstream for Financial 
Recovery with a 4 week “sprint” now being 
followed up with implementation planning. 

 Focus on specialty contribution to highlight 
target areas for savings 

 Clinical and operational engagement on CIP 
opportunities is occurring, with further 
workshops planned over coming weeks. 

 Communications across the Trust are now 
enhanced to reflect the financial position and 
raise awareness, as well as providing 
opportunity for all staff to contribute ideas for 
savings. 

 
 Inefficient use of Trust resources remains a risk due to 

assurance gaps in the financial controls environment. 
The Board is asked to note that work has already 
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commenced to enhance the financial controls 
environment as part of the Trust Financial Recovery 
Plan and will further roll out through the Summer of 
2017 as part of the Trust FRP.  The Grip and Control 
Toolkit provided by NHSI is being completed and will 
be used to identify gaps and opportunities. 

 
 Trust infrastructure and estate remains a risk due to age 

and condition, and lack of cash for capital investment. 
The Board is asked to note that improvements have 
already commenced on both minor and major works, 
including ED. However, as there will be no additional 
capital funding made available to the Trust over and 
above ED funding, the capital programme has had to 
be scaled back, and there is a re-prioritisation of 
schemes. 

 
Legal 
Implications/Regulatory 
Requirements 
 

 
Lack of achievement of the agreed control total will lead to 
Further Regulatory actions.  
 
Inappropriate Estate and insufficient Facilities lead to higher than 
acceptable risk to Patients, visitors and staff and could lead to 
further regulatory action.   
 

Recovery Plan 
Implication 
 

Financial Recovery is one of the nine programmes of Phase 2 
Recovery. In year, financial stability is one of 4 programmes in 
Better, Best, Brilliant which includes financial recovery, 
commercial efficiency and estate planning. 

Quality Impact 
Assessment 
 

All actions will follow an appropriate QIA process 

Recommendation 
 

The Board is asked to note the report 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

  X  
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Report to the Board of Directors 

Board Date:  7 September 2017  Agenda Item:  

 

Title of Report 
 

 
Communications report 

Presented by  
 

Glynis Alexander 

Lead Director 
 

Glynis Alexander, Director of Communications 

Committees or Groups 
who have considered 
this report 
 

 
NA 

Executive Summary 
 

The purpose of this report is to provide an update on internal 
and external communications and engagement activity. 
 
Key points are : 

o A wide range of opportunities have been created 
to engage staff in our Better, Best, Brilliant 
improvement plan. 

o We continue to explore new and more effective 
ways to ensure we are reaching all parts of the 
hospital and that messages penetrate the 
organisation. 

o Internally and externally there has been more 
communication and engagement about working 
taking place under the banner of the 
Sustainability and Transformation Partnership. 

  

Resource Implications 
 

Not applicable 

Risk and Assurance 
 

None 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
 
Not applicable 
 
 

Recovery Plan 
Implication 
 

The Communications Team’s work is aligned with the 
improvement plan 

Quality Impact 
Assessment 
 

Not applicable 

Recommendation 
 

For noting by the Board  

11b 
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Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

  x  
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Communications report – September 2017 

 

1. EXECUTIVE SUMMARY 
  

1.1. A wide range of opportunities have been created to engage staff in our Better, 
Best, Brilliant improvement plan. 

1.2. We continue to explore new and more effective ways to ensure we are reaching 
all parts of the hospital and that messages penetrate the organisation. 

1.3. Internally and externally there has been more communication and engagement 
about working taking place under the banner of the Sustainability and 
Transformation Partnership. 

 

2. ENGAGING COLLEAGUES 
 

2.1. Internal communications and staff engagement continues to be focused on our 
improvement plan, Better, Best, Brilliant, but the emphasis has broadened to 
cover more of the workstreams. 

2.2. Regular messages about progress in the flow programme are sent to staff 
through the Chief Executive’s weekly message and priority actions are 
highlighted through screensavers, which have been shown to be an effective 
means of reaching a large number of staff. 

2.3. Communications at ward and specialty level are delivered through daily huddles 
and team meetings to ensure they are meaningful and relevant for all staff, 
especially in areas that impact more directly on flow. 

2.4. Digital improvements are communicated in the context of the overall 
programme, for example ensuring that staff who need to use the ExtraMed 
electronic bed management system understand why it is important and the part 
it plays in enhancing performance for our patients. 

2.5. Throughout August we focused on involving staff in our financial recovery plan. 
We launched a dedicated mailbox for staff to contribute their cost improvement 
ideas, and in the first few weeks more than 30 suggestions flowed in. 

2.6. They range in scale from initiatives that would generate small savings in one 
area, to larger scale projects that could create substantial efficiencies across 
the Trust.  
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2.7. Each member of staff is contacted directly by the Associate Director of 
Improvement, and the ideas are followed up with members of the Executive 
Team. 

2.8. All staff are invited to a workshop in early September when there will be a 
section on our financial challenge and how they can help. 

2.9. We are also beginning to provide staff with more information about the 
Sustainability and Transformation Partnership, and this will also form part of the 
September workshop. 

2.10. The extent to which communications penetrate through the organisation is 
tested such as through feedback from the Executive walkabouts, known as 
Gemba. We are then able to adjust our messages or methods to ensure we are 
reaching as many staff as possible. 

3. MEDIA 
 

3.1 The BBC filmed in the Birth Place and Oliver Fisher Unit for a feature about how 
we are supporting women to breastfeed and the use of breast milk for feeding 
our neonatal patients. 

3.2 We had further positive coverage across a number of media after the Trust was 
chosen as a pilot to trial a new bereavement care pathway. 

3.3 There have been several newspaper articles about fun and fund raising events 
taking place to benefit the hospital. 

3.4 We were also pleased to see reporting on the junior doctors’ survey which 
highlighted high levels of satisfaction with the training provided at the Trust. 

3.5 Our recruitment programmes continue to generate media interest, with several 
opportunities for us to explain how we are recruiting locally, nationally and 
internationally. 

3.6 The results of a dementia audit were picked up locally, leading to coverage 
about patient experience for dementia patients and the actions we are taking to 
make improvements. 

 

4. SOCIAL MEDIA 
 

4.1 Over the past 28 days we have engaged almost 31,600 people on Twitter and 
nearly 101,600 people on Facebook. 

4.2 We have gained 53 new followers on Twitter and 78 through our Facebook 
account, taking our total number of followers to 2,976 and 4,739 respectively. 
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Key topics over the last month were avoiding unnecessary attendance at our 
Emergency Department (during the Bank Holiday), raising awareness of our 
Better, Best, Brilliant improvement programme and promoting our forthcoming 
nursing open day. 

 

 4.3     This month, the Communications Team launched the Trust’s Instagram 
account; this has already amassed 130 followers. The team will continue to 
build on this in the coming weeks. 

 4.4     We continue to engage with health organisations and stakeholders who 
retweet/share our posts, including Medway Council, Medway Community 
Healthcare, Healthwatch Medway and the CCGs. 

4.5      The Communications Team is preparing for the launch of a private Facebook 
group for staff; this will be a key way of engaging with clinical staff who are 
harder to reach with traditional communication channels.  

 4.6      We also encourage staff to post on Twitter, mentioning our username 
@Medway_NHS_FT to highlight success stories, best practice and initiatives 
that we can all be proud of. 

 4.7     The graph below shows the sentiment of Tweets about the Trust during the 
month of August. The top line represents positive messages, and the lower line 
the negative messages. 

 

 
 

5. ENGAGEMENT 
 

5.1  We continue to engage with more patients and public through our community 
engagement work, linking in with local organisations and forging good 
relationships. 
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5.2 We are also working closely with our STP partners as they hold meetings with 
local people on their urgent care review, and in discussions about the Medway 
Model for local care. 

5.3  Governors continue to engage with networks across Medway and Swale. There 
is a Governor coffee morning taking place in Hoo on 16 September, with 
another planned for Luton in November. 

5.4 Membership recruitment stands have been scheduled for the next few months. 
There was one in the main entrance on 6 September when conversations were 
had with a number of patients and visitors. 

5.5 We are also communicating with our database of more than 11,000 members to 
capture more email addresses so that we can increase communication to 
members in a cost effective way. 

5.6 Our Annual General Meeting is taking place at Canterbury Christ Church 
University on the Medway campus on 26 September. The agenda will feature 
presentations on the hospital’s recent developments with a special section 
focusing on work taking place to reduce smoking in pregnancy. We hope to see 
many members and other local residents at the AGM. 

5.7 As always, we are keen to ensure key stakeholders such as local MPs and 
councilors are kept informed about the progress the Trust is making, and that 
we create opportunities for them to see for themselves developments taking 
place. 

5.8 In August the Director of Nursing delivered a presentation to Medway Council’s 
Health and Adult Social Care Overview and Scrutiny Committee to describe 
improvements carried out since the CQC visit and the Trust’s exit from special 
measures. 

5.9 The presentation was well received, and the committee Chair conveyed her 
thanks to Trust staff for the improvements achieved. 

5.10 During September and October the Trust Chair and Chief Executive will be 
meeting the area’s five local MPs as part of our regular engagement 
programme. 
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Report to the Board of Directors 

Board Date: 7 September 2017     Agenda item:  

Title of Report 
 

Corporate Governance Report 
 

Presented by  
 

Katy White – Acting Director of Corporate Governance 

Lead Director 
 

Katy White – Acting Director of Corporate Governance 

Committees or Groups 
who have considered 
this report 
 

 
N/A 

Executive Summary 
 

The report outlines current activity and issues in corporate 
governance. 
  

Resource Implications 
 

N/A 

Risk and Assurance 
 

The report outlines the progress of a number of Trustwide 
initiatives designed to improve corporate governance 
arrangements.   

Legal 
Implications/Regulatory 
Requirements 
 

N/A 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Corporate Governance Report – 7 September 
2017 

 

1. EXECUTIVE SUMMARY 
 

1.1. This report gives a brief overview of corporate governance activity and 
issues arising. 

2. CARE QUALITY COMMISSION (CQC) 
 

2.1 The Trust met with the CQC on 8th August as part of the on-going 
engagement process and reviewed the improvement plan. The trust 
discussed the progress against the CQC must do and should do actions 
following the report published in March 2017. The Trust discussed the 
areas where actions were off track and what mitigations had been put in 
place in the short term to ensure that there were no breaches with 
regulations. 

2.2 A full update on progress against the plan was presented to the Quality 
Improvement Group on 17 August for monitoring and to the Quality 
Assurance Committee on 25 August for assurance. Some actions are 
codependent, for example the Trust has put in place an intense plan to 
improve patient flow (SD20), which should in turn have a positive impact 
on some of the other actions, for example mixed sex accommodation 
(MD01). However, there are some actions for which the evidence to prove 
the actions are complete has not been forthcoming. 

2.3 A ‘check and challenge validation panel’ is being established under the 
leadership of the Director of Nursing, to which all leads will be invited to 
attend to present their evidence. 

 

 Blue/ 
Closed 

Green Amber Red 

Must Do’s (16)     

Current 6 1 6 3 

Should Do’s (27)     

Current 6 11 2 8 
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3. RISK AND REGULATON QUALITY ASSURANCE 
 

3.1. The Acting Deputy Director of Corporate Governance, in her role of Human 
Tissue Authority Designated Individual (HTA DI), has prepared a report for 
the Executive Group meeting on 6 September 2017, regarding the HTA 
licencing framework at MFT and the relevant assurance and actions in 
place for each area of the Corporate HTA licence, ahead of the forthcoming 
HTA Inspection 26 October 2017. 

 

4. DOCUMENTATION MANAGEMENT 
 

4.1. The table below shows the status of the 17 corporate policies which are 
identified as requiring Board approval. The Board will note that there are 
two policies outstanding which require review and one which requires 
Board approval. 

 

Corporate Policy Document Owner Status 

Complaints Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

Consent  Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

Duty of Candour Medical Director Approved; Available on 
intranet and website 

Emergency Preparedness, 
Resilience and Response 

Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

Estates, Facilities and Security Director of Finance Approved; Available on 
intranet and website 

Finance Director of Finance Approved; Available on 
intranet and website 

Fire Safety Director of Finance Approved; Available on 
intranet and website 

Health and Safety Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

HR  Director of Workforce and OD Ratified at JSC, now 
pending Board Approval 
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Corporate Policy Document Owner Status 

Information Governance Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

Medicines Management Medical Director Approved; Available on 
intranet and website 

Patient Care and Management Director of Nursing Outstanding 

Risk Management Director of Corporate Governance, 
Risk, Compliance and Legal 

Approved; Available on 
intranet and website 

Safeguarding Director of Nursing Outstanding  
 

Serious Incidents Medical Director Approved; Available on 
intranet and website 

Conflicts of Interest Company Secretary Approved; Available on 
intranet and website 

Violence, Aggression and 
Disruptive Behaviour 

Security Director (currently Director 
of Finance) 

Approved; Available on 
intranet and website 

 

5. EMERGENCY PREPAREDNESS, RESILIENCE AND 
RESPONSE 

 

5.1. The Trust activated the Significant Incident Plan in relation to a Formalin 
Spill in Theatres on the afternoon of Friday 11 August.  

5.2. A hot debrief was undertaken on the day and a Serious Incident 
Investigation and RIDDOR to the Health and Safety Executive will run 
alongside the Cold Debrief process.  

5.3. Recommendations are anticipated to strengthen the management of 
Formalin within the Trust in addition to training on initial hazardous material 
incident actions for staff. 

6. INFORMATION GOVERNANCE 
 

6.1. The DCMS (Dept Culture, Media and Sport) announced its Statement of 
Intent for the new Data Protection Bill this month. This Bill will confirm the 
adoption of the EU General Data Protection regulation into UK law. The 
announcement generated significant media attention, but mainly because 
the adoption of the GDPR has received little previous media attention 
prior to this. The GDPR brings greater privacy rights to individuals and 
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strengthens the accountability of data controllers and processors in the 
management and handling of citizen personal data. All organisations that 
process personal information must be compliant with the new Regulation 
by 25 May 2018.  

6.2. A full report on all up and coming Information Governance changes and 
what these mean for the Trust will be presented to the Board in 
November 2017. 

 

7. COMPLAINTS 
 

7.1. Complaints performance is monitored via the monthly Performance Review 
meetings with the clinical directorates via the recently developed corporate 
governance dashboard. 

7.2. Complaints response performance continues to steadily improve, as shown 
on the table below. By directorate, CSD has responded to 41% of amber 
rated complaints within 30 days (previously 79%), ACCD latest 
performance is 39% (previously 32%) and F&CSS 100% (previously 60%). 

  

Complaints performance Target Jan-
17 

Feb-
17 

Mar-
17 

Apr-
17 

May-
17 

Jun-
17 

Number of complaints received N/A        52 61  62 
% of red assessed complaints with final 
response within 60 working days ** 

85% 0% 0% 33% 40% 61% N/A 

% of amber assessed complaints with final 
response within 30 working days ** 

85% 19% 25% 19% 48% 57% 60% 

% of green assessed complaints with final 
response within 10 working days** 

85% 52% 41% 57% 28% 37% 58% 

% complaints acknowledged within 3 
working days 

100% 100% 100% 100% 100% 100% 100% 

Number of referred complaints taken up by 
the Ombudsman 

N/A 1 1 3 0 0 0 

Ombudsman Outcomes - upheld N/A 0 0 0 0 0 0 
Ombudsman Outcomes - partially upheld N/A 0 1 1 0 1 1 
Ombudsman Outcomes - not upheld N/A 0 1 2 2 0 0 
** The % of responses in month does not relate to the number of complaints received within that 
month, but to the  60, 30 and 10 working days since receipt of the complaint 
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8.COMPLIANCE DASHBOARD 
 

8.1  The compliance dashboard gives an overview of performance across a 
range of corporate governance key performance indicators and is monitored 
at the monthly Directorate Performance review Meetings. There is an 
overarching Trust level dashboard (attached at appendix 1) and each 
directorate, clinical and corporate, has a dashboard tailored to the relevant 
KPIs of that service. 

8.2  The indicators have been designed to help demonstrate performance across 
the following corporate governance indicators: 

 Responsiveness to FOI Act requests, and the extent to which the statutory 
requirement to respond within 20 working days is fulfilled; 

 Numbers of Information Governance incidents resulting in a notification to 
the Information Commissioner’s Office; 

 Mandatory training rates in key corporate governance areas:  Information 
Governance, Fire Safety, Health and Safety, Manual Handling 
(unfortunately the data available is not specific and is only available on a 
Clinical Directorate level with everything else being attributable to 
“Corporate”.  This means that it not possible to drill down into more 
specific functions); 

 Whether policy and procedural documents are being maintained within 
their review cycles or whether they are out of date; 

 The extent to which the time frames for responding to complaints set out 
in the Trust’s Complaints Management Policy are being met; 

 Compliance with the CQC fundamental standards and any regulatory 
actions arising; 

 The degree to which the risk management framework is embedded 
through regular review of risks; 

 The extent to which essential emergency preparedness, resilience and 
response training is fulfilled and whether business continuity 
documentation is being maintained within its review cycle; 

 The extent to which health and safety requirements are being fulfilled; 

 Legal claims and responsiveness in delivering required documentation 
within timescales; 

 The application of the duty of candour; 

 Responsiveness to Incidents logged on Datix by showing data for 
incidents awaiting review, overdue, or awaiting final approval; 

 Responsiveness to alerts issued by the Central Alerts System; 

 Trust wide adherence to the statutory requirement in responding to 
Subject Access Requests. 
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8.3 Where Trust targets or Statutory requirements are not met, an associated 
narrative exception report is produced by the corporate governance team 
for each directorate for each related indicator, and it is against these that 
the good performance is celebrated and challenge made against areas 
where the performance is less good. 
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Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
1.1 % of closed FOIs completed in 20 working days 90% 47% 62% 61% 78% 40% 70% 94%
1.2 No. of FOIs overdue N/A 0 0 93 72 64 43 65

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
2.1 IG Training (>95%) 95% 0% 0% 81% 80% 78% 77% 77%
2.2 No. breaches reported to the ICO N/A 1 0 1 0 1 1 1

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
3.1 % of closed SARs completed in 40 calendar days 85% 74% 81% 95% 87% 93% 95% 88%

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
4.1 % of red assessed complaints with final response within 60 working days 85% 0% 0% 33% 40% N/A N/A N/A
4.2 % of amber assessed complaints with final response within 30 working days 85% 19% 25% 19% 48% 57% N/A N/A
4.3 % of green assessed complaints with final response within 30 working days 85% 52% 41% 57% 28% 37% N/A N/A
4.4 % complaints acknowledged within 3 working days 100% 100% 100% 100% 100% 100% 100% 100%
4.5 Number of referred complaints taken up by the Ombudsman N/A 1 1 3 0 0 0 0
4.6 Ombudsman Outcomes - upheld N/A 0 0 0 0 0 0 0
4.7 Ombudsman Outcomes - partially upheld N/A 0 1 1 0 1 1 0
4.8 Ombudsman Outcomes - not upheld N/A 0 1 2 2 0 0 1

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
5.1 No. of Serious Incidents reported on STEIS in month N/A 13 20 20 9 24 21 7
5.2 No. of Serious Incidents reported on STEIS within 48 hours of incident date N/A 2 6 1 2 3 4 5
5.3 48 hour breach rate 0% 85% 70% 95% 78% 88% 81% 29%
5.4 No. of Serious Incident 72 hour reports due for submission in month N/A 8 24 19 9 21 25 5
5.5 No. of Serious Incident 72 hour reports submitted in month N/A 2 6 2 4 15 14 4
5.6 72 hour report breach rate 0% 75% 75% 89% 56% 29% 44% 20%
5.7 Number of Serious Incident Reports due for Submission (60 Working Day) N/A 15 6 7 15 16 20 15
5.8 Number of Serious Incidents Reports submitted N/A 0 2 3 9 9 2 1
5.9 60 Day Report Submission Breach Rate 0% 100% 67% 57% 40% 44% 90% 93%

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
6.1 Number of incidents triggering Duty of Candour N/A 29 30 30 27 39 35 33
6.2 Number of incidents triggering DOC where this was applied N/A 2 2 1 1 8 0 2
6.3 Number of incidents awaiting review  N/A 57 58 86 123 209 175 281
6.4 Number of incidents overdue review N/A 57 58 86 123 209 65 183
6.5 Number of incidents being reviewed and overdue N/A 182 159 263 243 305 2357 2261
6.6 Awaiting final approval and overdue N/A 157 310 618 296 280 156 707

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
7.1 % of risks within review period by Directorate 0% 20% 24% 20% 28% 20% 31% 52%
7.2 % of staff trained on MOLLIE risk management module by Directorate 85% N/A N/A N/A N/A N/A N/A N/A
7.3 % of risk where current score is less than the initial score by Directorate 85% 35% 38% 36% 35% 41% 37% 25%

Serious Incident Reporting

Freedom of Information

Information Governance 

Data Protection

Complaints

Incident Reporting

Risk

12aiii Compliance Dashboard Appendix 1
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Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
8.1 % of Corporate policies in date 95% 0% 0% 85% 85% 85% 86% 86%
8.2 % of other procedural documents in date 95% N/A N/A 71% 71% 71% 72% 72%

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
9.1 CAS alerts outstanding 0 0 0 0 0 0 0 0

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
10.1 % of Business Continuity Plans overdue 0% 0% 0% 22% 21% 22% 27% 38%
10.2 % Major Incident Training (Gold) 95% 0% 0% 0% 0% 0% 0% 77%
10.3 %  Significant Incident Training (Gold) 95% 0% 0% 0% 0% 0% 0% 0%
10.4 % Significant Incident Training, Silver 95% 0% 0% 0% 0% 0% 0% 0%
10.5 % Major Incident Training, Silver 95% 0% 0% 0% 0% 0% 0% 0%
10.6 % Major Incident Training, Bronze 95% 0% 0% 0% 0% 0% 14% 14%

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
11.1 No. reports sent within 10 days and investigated (RIDDOR 2013) N/A 0 0 1 0 0 1 0
11.2 No. of incidents which were RIDDOR reportable but not sent within 10 days and investigated (RIDDOR 2013) 0 0 0 1 0 0 0 1
11.3 No. manual handling key workers in post 192 72 72 72 69 69 0 0
11.4 No. H&S key workers in post 128 90 90 90 62 62 0 0
11.5 % Fire safety training completed 95% 100% 100% 86% 87% 86% 83% 83%
11.6 % H&S training completed 95% 89% 91% 91% 89% 89% 85% 89%
11.7 % Manual Handling training completed  95% 87% 93% 93% 88% 88% 84% 87%

Target Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 Jul-17
12.1 No. of inquests N/A 7 6 4 0 0 0 0
12.2 % of documentation returned to coroner on time 100% 100% 100% 100% 100% 100% 100% 100%
12.3 No. Claims Received - Clinical Negligence N/A 2 4 6 0 0 0 0
12.4 No. Claiims Received - Employers Liability Claims N/A 0 0 1 2 1 0 0
12.5 No. Claiims Received - Public Liability Claims N/A 0 0 1 0 0 0 0
12.6 % of documentation returned to NHSLA on time 100% 100% 100% 100% 100% 100% 100% 100%

ACCD CSD W&CD Trustwide ACCD CSD F&CSD Trustwide
13.1 Compliance against Safe domain (as per CQC Assure) Req Improvement Good Req Improvement Req Improvement Req Improvement Req Improvement Req Improvement Req Improvement
13.2 Compliance against Effective domain (as per CQC Assure) Req Improvement Req Improvement Good Good #REF! #REF! #REF! #REF!
13.3 Compliance against Caring domain (as per CQC Assure) Req Improvement Good Good Good #REF! #REF! #REF! #REF!
13.4 Compliance against Responsive domain (as per CQC Assure) Req Improvement Req Improvement Good Req Improvement #REF! #REF! #REF! #REF!
13.5 Compliance against Well led domain (as per CQC Assure) Req Improvement Req Improvement Good Good #REF! #REF! #REF! #REF!
13.6 No. of Requirement actions (as per CQC Quality Report 17/3/17) N/A N/A N/A 13 N/A N/A N/A 13
13.7 No. of Enforcement actions (as per CQC Quality Report 17/3/17) N/A N/A N/A 0 N/A N/A N/A 0
13.8 No. of  Warning notices (as per CQC Quality Report 17/3/17) N/A N/A N/A 0 N/A N/A N/A 0

Policies

Central Alerts System

EPRR and Business Continuity Planning

Health and Safety

Care Quality Commission

Legal

Q4 (Jan - Mar 17) Q1 (Apr 17-Jun 17)

12aiii Compliance Dashboard Appendix 1
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Report to the Trust Board 

Date: 07 September 2017     Agenda item:  

Title of Report 
 

Board Assurance Framework 

Presented by  
 

Katy White, Acting Director of Corporate Governance  

Lead Director 
 

Katy White, Acting Director of Corporate Governance 

Committees or Groups 
who have considered 
this report 

Integrated Audit Committee 31 August 2017 
 

Executive Summary The Board have requested that the Board Assurance Framework 
(BAF) is a standing agenda item for every board meeting.  

To assist the Board, the BAF has been extensively reviewed in 
August 2017, following feedback from the August Trust Board 
Meeting. Consequently the assurance descriptors have been 
reviewed with a view to simplifying the information presented 
and recent additional information is presented in bold text.  

 
There have been no changes in score since the BAF was last 
presented to the Trust Board 03 August 2017. 

Resource Implications N/A 
Risk and Assurance Set out in report. 
Legal 
Implications/Regulatory 
Requirements 
 

The Board is responsible for ensuring that the organisation has 
appropriate risk management processes in place to deliver its 
strategic and operational plans and comply with the registration 
requirements of the quality regulator. This includes 
systematically assessing and managing its risks. These include 
financial, corporate and clinical risks. For Foundation Trusts, this 
also includes risks to compliance with the terms of authorisation. 
 
The Trust Board is accountable for ensuring a system of internal 
control and stewardship is in place which supports the 
achievement of the organisation’s objectives.  

Recovery Plan 
Implication 

Governance and Standards 

Quality Impact 
Assessment 

N/A 

Recommendation 
 

The Board is requested to review the strategic risks considering: 
 
a) Assessment of the current risk rating and whether it 

adequately reflects the controls in place 
b) The stated risk mitigation assurance and its appropriateness 
c) The gaps in control and appropriateness of the actions 

identified to address them 
d) The adequacy of the systems of internal control. 

 
Purpose & Actions 
required by the 
Executive Group : 

Approval         Assurance         Discussion           Noting 
 
 

 

  

 

  

 

12b 
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Board Assurance Framework  – September 2017  

 

1. EXECUTIVE SUMMARY 
 

1.1. The Board have requested that the Board Assurance Framework (BAF) is a standing 
agenda item for every board meeting.  This report presents the current Board 
Assurance Framework. 

1.2. To assist the Board, the BAF has been extensively reviewed in August 2017, 
following feedback from the August Trust Board Meeting. Consequently the 
assurance descriptors have been reviewed with a view to simplifying the information 
presented and recent additional information is presented in bold text.  

1.3. There have been no changes in score since the BAF was last presented to the Trust 
Board 03 August 2017. 

 

2. THE BOARD ASSURANCE FRAMEWORK  
 

2.1. The Medway NHS Foundation Trust (MFT) Board Assurance Framework (BAF) is 
given at Appendix 1 and sets out the 4 main Strategic Objectives of the Trust and the 
associated strategic risks of not meeting these objectives, with Executive ownership. 

2.2. The BAF pulls together the strategic risks along with the aligned corporate risks, the 
latter are themed significant risks drawn from the Trust risk registers, to create a 
combined risk and assurance framework document.   

2.3. The BAF further sets out the assurances and controls, in the 3 lines of defense 
model, i.e. operational, corporate and independent and details any gaps in control 
and actions required to address them.   

2.4. The Board is requested to consider the adequacy of the assurance identified and 
consider whether they are sufficient in reducing the strategic risks to a level within the 
Board’s tolerance (risk appetite).  This level is set out in the target risk column. 

2.5. To assist the Board, the BAF has been extensively reviewed in August 2017, 
following feedback from the Trust Board Meeting at the beginning of August. 
Consequently the assurance descriptors have been reviewed with a view to 
simplifying the information presented and recent additional information contained 
within the BAF is presented in bold text.  

2.6. There have been no changes in score since the BAF was last presented to the Trust 
Board 03 August 2017. 
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3. RECOMMENDATION 
 

3.1. The Board are requested to review the strategic risks considering:- 

a) Assessment of the current risk rating and whether it adequately reflects the 
controls in place 

b) The stated risk mitigation assurance and its appropriateness 
c) The gaps in control and appropriateness of the actions identified to address 

them 
d) The adequacy of the systems of internal control. 
 
 

4. APPENDICES 
 

Appendix 1 - Medway NHS Foundation Trust Board Assurance Framework (MFT BAF) 
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Strategic Objective One 
 
 
Our People: We will enable our people to give their best and achieve their best 
 
 
Strategic Blueprint 
We will have effective and appreciative leadership throughout the organisation, creating a high performance environment where staff have clarity about what 
is expected of them, receive regular feedback and understand that poor performance will be addressed. Our employees will be engaged, committed to 
continuous improvement and embrace change. We will be an employer of choice. 
 
Lead Directors 
Director of Human Resources and Organisational Development (HR & OD), Medical Director, Director of Nursing.  
Risk Register Reference  
Corporate Risk Register: CRR-2016-001, CRR-2016-002,  CRR-2016-003, CRR-2016-004, CRR-2016-011, CRR-2016-012, CRR-2016-013 
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

The Trust may be 
unable to attract, 
recruit and retain 
high quality staff 
impacting on a 
continued 
dependency on 
temporary staff and 
safe staffing levels, 
affecting quality of 
care, and financial 
costs.   

Vacancy rates. 
 
Temporary staff 
usage rates. 
 
Patient safety 
incidents 

Nursing staff shortages may lead to sub 
optimal care, impacting on patient safety 
processes and clinical outcomes. 
 
Inability to recruit sufficient numbers of 
suitably qualified medical staff may lead to 
sub optimal care, impacting on patient 
safety processes and clinical outcomes. 
 
Reduced capacity and capability across the 
organisation impacts on delivery of 
operational objectives and may compromise 
patient care. 

 
15 

(5x3) 

 
12 

(4x3) 

 
4 

(2x2) 

Increased referral demand in Dermatology 
and Gastroenterology 
 
Diagnostic delays (MRI and CT), particularly 
affecting T&O. 
Difficulty filling all medical shifts. 
 
Successful Nurse recruitment programmes 
with some new starters, others to follow. 
 
 

Workforce diversity 
is not achieved due 
to a lack of 
strategic focus and 
oversight on 

Workforce Race 
Equality 
Standards 
(WRES) Equality 
Delivery System 

 
The Trust may not be compliant with key 
statutory and mandatory requirements. This 
may lead to patient harm, regulator 
interventions and reputational damage. 

9 
(3x3) 

6 
(3x2) 

4 
(2x2) 

EDS2 process has commenced and is a 
priority for the newly appointed Head of 
Equality & Diversity. 
 
Lack of Board understanding/focus on the 

Appendix 1 - Board Assurance Framework (BAF) 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

statutory and 
contractual equality 
and diversity 
obligations. 

(EDS2) outputs 
 

requirements due to absence of board 
development or induction in this area, to be 
addressed as Board Equality and 
Diversity champion now identified. 

Trust may not have 
stable and effective 
leadership and well 
trained, competent 
staff at all levels. 

Appraisal rates, 
Induction rates, 
Mandatory 
training rates, 
Leadership 
development 
programme, 
Management 
development 
programme. 

Poor training and appraisal rates may result 
in an inability to retain a high quality, trained 
workforce, impacting detrimentally on 
quality and safety of care to patients. 
 
Learning from incidents, complaints and 
claims is not structured and formalised 
across the Trust meaning that learning 
opportunities are not adequately 
disseminated and further patient harm may 
result from repeat incidents. 
 
Tools and skills in recognising and 
escalating deterioration in patients is not 
embedded successfully in the Trust leading 
to poor outcomes for patients 
 

9 
(3x3) 

6 
(3x2) 

4 
(2x2) 

Formal development plans for middle and 
frontline staff. 
 
Training needs analysis has not been 
formalised in a way that gives organisational 
oversight and enables a planned approach 
to addressing training needs or areas of risk 
 
Mandatory training and appraisal rates are 
insufficient in some areas  
 
Organisational development planning being 
developed to map out a culture change 
programme; diagnostic around prevailing 
culture has not been undertaken 
 
Structured succession planning and talent 
management approach is not in place 

Staff are unable to 
participate in 
learning and 
development 
opportunities due 
to staffing 
shortages. 

Mandatory 
training rates, 
Learning and 
development 
programme and 
take-up, 
Appraisal rates, 
Induction rates. 

Poor training and appraisal rates may result 
in an inability to retain a high quality, trained 
workforce, impacting detrimentally on quality 
and safety of care to patients. 
 
Learning from incidents, complaints and 
claims is not structured and formalised 
across the Trust meaning that learning 
opportunities are not adequately 
disseminated and further patient harm may 
result from repeat incidents. 

9 
(3x3) 

9 
(3x3) 

4 
(2x2) 

Migrating data from Oracle Learning System 
(OLM) to Medway on Line Learning & 
Interactive Education System (MOLLIE). 
 
Incomplete data and difficulty in assessing 
areas of poor training and appraisal rates. 
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Assurance Providers 
 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

Three Linked recruitment 
strategies to recruit permanent 
nursing staff from the UK, the EU 
and elsewhere, 50 nurses from the 
EU have started since October 
2016. 
Successful recruitment campaign 
June 2017 resulted in filing all of 
the midwifery vacancies and in the 
Emergency Department the 
nursing vacancies have been 
reduced from 65% in 2016 to 16% 
2017. 
 
Medical Staffing have engaged with 
permanent recruitment agencies to 
recruit to hard to fill medical posts. 
 
 

The Director of Nursing monthly report to the Board, detailing the 
previous month's Unify data, areas of risk, mitigations in place and 
plans going forward. 
The Director of HR & OD monthly Board paper introduces other staff 
groups. 
 
The Head of Resourcing and Deputy Finance Director hold weekly 
reviews of non-clinical temporary staffing usage. 
 
Monitoring of quality and safety indicators via clinical governance 
framework, via the Quality Assurance Committee and Quality 
Improvement Group. 
 
MFT is participating in a collaborative regional procurement 
approach for international recruitment as part of the STP, following 
selection of two partner agencies. 
 
A Strategic Workforce Group has been established as a sub-group of 
the Executive Group. 

CQC report March 2017 noted an effective 
nurse recruitment Programme, and a marked 
reduction in the use of agency nurses. 
 
Monthly Quality Oversight Committee with 
NHSI, CQC, CCGs 
 
Weekly reporting on KPIs via email 
submission by Head of Staff Resourcing and 
Deputy Director of Finance, to the CCG, 
NHSI and the CQC  
 
Published monthly Unify data. 
 
Board/Executive visits to ward areas 
 
Trust Wide (CQC) and Service Specific 
regulatory bodies, review of service outputs 
as an assessment of staffing levels.  

The Equality and Diversity Group 
Terms of Reference with onward 
reporting to the Executive Group.  
Head of Equality & Inclusion in post 
from April 2017. 

Board Equality and Diversity champion now identified, Annual Report 
to Board 
EDS2 analysis has been completed, and objectives to be 
prepared along with a report to the Executive Group at the end 
of August. 

Reporting to Commissioners on WRES 
outputs 

Monthly reporting to Directors of 
Clinical Operations on recruitment, 
appraisal, induction, mandatory 
training rates.   
 
 

Associate Director of Workforce Development and Organisational 
Development is leading on the mandatory training and achievement 
review agenda. 
 
Directorate Management Board and Programme Board structure and 
upward reporting to Quality Improvement Group and Performance 
Review meetings 

Local Supervising Authority Audit Report 
(Supervision of Midwives). 

 
Actions to address gaps in control / assurance   
Workforce is a priority programme as part of the Better, Best Brilliant (BBB) plan and is a key enabler for organisational delivery as part of the plan.  
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Strategic Objective Two 
 
 
Innovation:  We will embrace innovation and digital technology to support the best of care 
 
 
Strategic Blueprint:   
We will protect people from harm, giving them treatments that work and ensuring that they have a good experience of care.  We will create an open and 
sharing environment where research and innovation can flourish achieving dual aims of enhancing the quality of patient care and contributing to the financial 
sustainability of the organisation. We will have a culture where staff are given the opportunity, training and resources to research and innovate. We will 
proactively develop partnerships with other organisations, underpinned by robust governance arrangements, to enable execution and exploitation of 
innovation projects to benefit the population that we serve.   
 
We will do this by increasing the use of modern technology and the availability of quality information systems.  We will take both a local and whole systems 
approach to implementing a digital strategy that will result in providing real time access to patient information across all providers of healthcare in Kent and 
Medway. 
 
Lead Directors 
Director of Finance 
Risk Register Reference  
Corporate Risk Register: CRR-2017-001  
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 
(CxL) 

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

The Trust remains behind peers in 
the implementation of technology 
and is reliant on outmoded systems.  
The Trust does not have the ability to 
generate requisite financial 
resources to introduce all technical 
innovations that are needed.   
Although the Trust has made 
progress in implementing technology 
it is still reliant on multiple outmoded 
systems and multiple interfaces. 
Whilst capital funding may be 
allocated, financial resources 

Business Case 
submissions to 
Executive Group 
for approval. 

Due to financial constraints, 
conflicting priorities and the 
current capacity for innovative 
change, there is a risk that the 
Trust may not be in a position to 
embrace innovation and digital 
technology to support the best 
level of care for patients and 
facilitate improved working 
practices for staff. 

16 
(4x4) 

12 
(4x3) 

9 
(3x3) 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 
(CxL) 

Target 
Risk 
(CxL) 

Gaps in Controls / Assurance 

required to accelerate 
implementation may not be available 
unless clear and defined benefits are 
identified and ultimately delivered. 

Developing and aligning a digital 
strategy to meet Sustainability and 
Transformation Plan (STP) 
aspirations, could mean that local 
improvements, that have been 
developed or already approved, do 
not then get implemented as the 
STP changes the direction of travel 
from the original concept.  This may 
cause delays in implementing local 
improvements and cause 
developments designed to improve 
patient care to stagnate, if STP 
partners are not aligned around the 
digital strategy. 

Digital Strategy in 
place 
 
Health Informatics 
Project 
Management 
plans 
implementation 
reporting 
 (% outstanding) 

The STP digital strategy is 
currently focused on a Kent 
patient record which has high 
capital costs. There is a risk that 
if the Trust is required to 
contribute to the STP project 
there may be insufficient 
remaining capital funds to 
deliver local projects 

 

16 
(4x4) 

12 
(4x3) 

9 
(3x3) 

STP governance is not developed. 
Resources are not aligned to STP 
requirements; staff are internally 
focussed dealing with Trust issues 
 
 

A culture and environment for 
innovation where staff are 
encouraged to innovate or feel 
confident with modern technology 
requires development and time 
commitment and creating the 
conditions for innovation is difficult 
when staff are focussing on dealing 
with fundamental issues such as 
staff shortages.  This may impede 
progress and support for innovation, 
impacting detrimentally on 
sustainability improvements 
designed to improve patient care. 

Research income 
 

Successful 
project 
implementation 
outcomes 
 
High take up of 
new systems by 
end users leading 
to improved 
processes 

 

16 
(4x4) 

16 
(4x4) 

9 
(3x3) 

Limited capacity and capability in 
Business Intelligence function:  
seeking sharing opportunities with 
other Kent acute trusts. 
 
Recruitment campaign underway to 
replace temporary workforce. 
 
Focus on developing standardised 
web based reports to reduce 
reliance on ad hoc. 
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Assurance Providers 
 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

Health Informatics Risk Register 
maintenance and review process and  
Health Informatics Programme 
Management Office. 
 
Project Change Advisory Board and 
upward reporting to Corporate 
Informatics Group.  
 
Corporate Informatics Group (CIG) re-
instated and onward reporting to the 
Executive Group via Key Issues 
Reporting. 
 

Data Quality Group Terms of Reference and onward reporting to CIG 
 
Implementation of improved site management processes to improve 
flow management (based on the Luton and Dunstable model) supported 
by improved utilisation of ExtraMed acute bed management software.  
 
Undertaking review of all clinical systems to determine opportunities to 
streamline. 
 
Identifying digital projects that can provide savings opportunities for 
reinvestment. 
 
NHS Digital providing workshop in Sept 17 to help with development of 
local digital strategy. 
 
Clinical champions identified for some initial projects. 

Internal Audit report on IT change 
management showed significant 
assurance with minor improvement 
opportunities. 
 
CQC report March 2017 - reported ED 
Information technology systems had been 
put in place to support safety, flow and 
data collection. 

Chief Executive's and Medical 
Director’s integration into STP 
process. 

Chief Executive's reporting to Board on wider STP developments 
 

External review of STPs and monitoring of 
health economy progress in development 
and implementation. 

Speciality/Programme Board and 
upward reporting in the Directorate 
governance structure. 
 
A new electronic discharge 
notification template has been 
launched, which has helped to 
streamline the discharge process. 

Research Group reporting upwards to Clinical Effectiveness and 
Research Group 
 
Medical Devices & Equipment Group and upwards reporting to Patient 
Safety Group.  

CQC report March 2017 Critical Care: - 
Services had successfully recruited to 
research studies that aimed to improve 
outcomes for critical care patients, 
including studies of psychological impact 
of intensive care. 
2020 - External consultancy support to 
facilitate change in vision. 
 

 
Actions to address gaps in control / assurance   
Development of Digital Strategy within Trust and across STP footprint by 30.09.17. Identification of investment money to implement change by 30.09.17. 
June / July 2017 – Better, Best Brilliant programme, Digital Improvement Team (work stream) has progressed digital improvement to support flow. 
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Strategic Objective Three 
 
 
Integrated Health Care:  We will work collaboratively with our local partners to provide the best of care and the best patient 
                                          experience 
 
Strategic Blueprint 
 
Working strategically, as a trusted partner in the Sustainability and Transformation Plan (STP) we will work with partner organisations and the public to 
transform out-of-hospital care through the integration of primary, community and social care and re-orientate elements of traditional acute hospital care into 
the community.  We will work collaboratively and progressively to develop an Accountable Care System (ACS), ensuring that protecting our local Trust 
interests does not stand in the way of achieving benefits for the wider health economy and public. 
 
Lead Directors 
Chief Executive, Director of Finance, Medical Director, Director of Clinical Operations Acute and Continuing Care. 
Risk Register Reference  
 
Corporate Risk Register: CRR-2016-005, CRR-2016-008, CRR-2016-009, CRR-2016-010.  
 
Strategic Risks Indicators Corporate Risk Register Initial 

Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

Partners do not work strategically for 
the greater good and are not willing 
to sacrifice local interests.   
 
Delivery of transformation remains 
an aspiration rather than a reality; 
Other providers interests' may not 
be aligned and there may be 
resistance to change from within the  
organisation or the local authority 
 
 

Representation 
& contribution to 
key strategic 
groups/meetings 
Clinical 
engagement 
with wider health 
economy via 
Clinical Council 
and CRGs. 
Key access 
targets: 
 ED 4hr 
 RTT 
 CWT 
 DM01 

Failure to meet national performance 
standards may result in delayed diagnosis 
and harm to patients, financial penalties and 
reputation damage. 
 
Physical restrictions in the layout of ED may 
lead to overcrowding within the department 
which may impact on patient care.  Resus 
and Trolleys area of the ED are not suitable 
for the service provided, or big enough to 
accommodate the potential number of people 
using the service at any one time.  
 
Significant high cost equipment that  is out of 
date and past its replacement date may not 
be reliable or fit for purpose impacting on 

 
 
 
 
 

16 
(4x3) 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

12 
(4x3) 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
6 

(2x3) 
 
 
 
 
 
 
 
 
 
 
 

July 88.5% achievement 
on 4 hour target.  
Continued focus on 
patient flow and daily 
actions to consistently 
achieve the 95% target. 
 
Capital constraints 
impacting adversely on 
equipment replacement 
programmes. 
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Strategic Risks Indicators Corporate Risk Register Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

 service delivery and income 
 
Poor patient flow throughout the hospital 
impacts on performance, results in sub-
optimal care for patients and discharge 
delays 
 
Failure to protect vulnerable children and 
adults may cause harm and potential 
reputation damage due to inadequacies in 
meeting statutory responsibilities. 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 

 
Assurance Providers 

  
First Line (Business Management) Second Line (Corporate Oversight) Third Line (Independent 

 
Medway & Swale A/E Delivery Board 
& Planned Care Board. 
 
Directorate Performance Review 
Meetings. 
 
Trust re-organisation of accountability 
and re- distribution of programme 
management to better meet the 
demands on the service. 
 
Sustained focus to improve patient 
flow has resulted in an overall 
improvement in ED performance 
against the national four-hour target. 

Integrated Quality & Performance 
Report (IQPR). 
Chief Executive's monthly report to 
Board. 
 
CQUINS and monitoring of compliance. 
 
Board approved STP; governance 
arrangements are that accountability / 
decision making rests with each 
component organisation 
 
EPRR Group and Local Health 
Resilience Partnership representation - 
onward reporting to the Board. 

Medway Council Overview and Scrutiny Committee 
Medway Health and Wellbeing Board 
Monthly Quality Oversight Committee with NHSI, CQC, CCGs 
Monthly Progress Review meeting with NHSI 
Quarterly Quality and Performance Committee with CCG. 
NHS England Assurance Process (EPRR) 
 
The Chief Executive of the Kent & Medway STP has been appointed; the 
Board has been established with representation from MFT Chief 
Executive. Governance Processes are being implemented, MFT is 
represented at all levels. 
 
External regulatory standards require accredited and regulated services to 
assess the quality of services they commission by the review of service 
level agreements and quality outputs of the service.  

 
Actions to address gaps in control / assurance   
Opportunities for patients and the public from a range of different user groups to hear about and have input into the STP.  
Collaborative regional procurement approach for international recruitment as part of the STP. 
BBB workstreams to improve patient flow and work towards achieving 95% for patients being seen, treated, and admitted or discharged within four hours.  

Page 336 of 468.



Last update: 24.08.2017          Page 9 of 11  
 

 
Strategic Objective Four 
 
 
Financial Stability: We will deliver financial sustainability and create value in all that we do 
 
 
Strategic Blueprint 
We will maximise in house efficiency in service delivery and operational management. We will regain and retain financial control. We will be outward looking, 
actively working in partnership with the wider health economy through the Kent and Medway Sustainability and Transformation Plan to  maximise 
transformation opportunities in service delivery workforce, back-office functions, digital strategy and estates utilisation. 
 
Lead Directors 
Director of Finance 
Risk Register Reference  
 
Corporate Risk Register: CRR-2016-015, CRR-2016-007 
 
Strategic Risks Indicators Corporate Risk 

Register 
Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

The Trust's Going Concern assessment may be 
challenged by potential failure to achieve its 
planned deficit reduction and budget for 2017/18 
which would also result in further licence 
conditions and potential regulatory action;   
 
Inability to deliver financial recovery plans and 
Carter Review efficiencies would threaten long 
term sustainability;  
 
Inability to operate without central funding (loans) 
restricts the financial operation of the organisation 
and its autonomy which may impact on its ability 
to bring about required organisational changes;  
 
Work with local partners to develop a financially 
sustainable organisation/system and develop 
genuine changes in patient experience and health 

Cost Improvement 
Plans (CIPs) 
achievement  
 
Use of contingency 
/ reserves 
 
Carter benchmark 
data and 
performance 
against targets 
 
Signed contracts 
with 
Commissioners 
 
STP savings plans. 
 

Failure to achieve 
planned deficit reduction 
through Cost 
Improvement Plans and 
Carter Review 
efficiencies across the 
Trust affects the financial 
sustainability and Going 
Concern assessment of 
the Trust. 
 
The combination of under 
investment in a 
dilapidated estate & the 
absence of a coherent 
strategic approach to the 
management of estates 
mean that the 

16 
(4X4) 

12 
(4X3) 

 
6 

(2x3) 
 

 
Reprioritisation of identified 
capital priorities through 
reforecasting and 
engagement with service 
leads to mitigate in year 
critical risks, including fire 
plan especially following 
Grenfell Tower Incident. 
 
The Trust does not have 
assured funding to deliver the 
capital plan and is re-
prioritising projects within 
available funds to incorporate 
the necessary fire risk works. 
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Strategic Risks Indicators Corporate Risk 
Register 

Initial 
Risk 
(CxL) 

Current 
Risk 

(CxL)  

Target 
Risk 
(CxL) 

Gaps in Controls / 
Assurance 

outcomes, is essential for the longer term;  
 
Inability to receive all the income for activity due 
to coding and counting omissions and stretched 
commissioning budgets would adversely affect 
the financial performance and working capital of 
the Trust. 

Implementation of 
Service Line 
Reporting and 
Patient Level 
Costing to drive 
efficiency savings 
at specialty level 

infrastructure does not 
meet business needs 
and capital funding and 
resources may be 
insufficient to deliver 
what is required. 

Agency usage, particularly for 
medical staff represents a 
significant risk to the Trust. 
 
Currently no SLR/PLICs data 
to inform efficiency reviews. 
 
Financial Recovery Plan is 
being developed, with 
implementation phase due to 
commence August 2017. 

 
Assurance Providers 

 
First Line (Business Management) 

 
Second Line (Corporate Oversight) Third Line (Independent) 

Scheme of Delegation and authorisation levels, 
Business planning process, Financial Recovery 
Plan 
 
Budgetary Control Framework in place, ensuring 
budget holders have clear responsibilities and 
accountability and are supported by training 
alongside robust budgets. 
 
National agency caps; monitoring by procurement 
team of contracts for agency workers, majority of 
agency providers have reduced their charge rates 
to comply with NHSI cap rules. 
 
Control target of £43.8 deficit met for 2016/17. 
Cost Improvement Plans year end forecast is for 
CIP delivery to plan, with stretch target in place. 
 
Nurse recruitment plan reduces agency 
spend. 
 

Substantive Director of Finance Deputy Director of Finance appointed. 
Improvement Director function part of Director of HR and OD portfolio.  
 
Integrated Audit Committee oversight of financial governance systems 
 
Monthly Finance Report to Board includes status report on compliance 
with Loan Terms from DH. 
 
Financial Performance report June 17, agency costs continue to 
reduce with further improvement offset by increase in substantive and 
bank and following specific action to convert staff from agency to bank 
or substantive roles. 
 
Finance Committee review of financial performance.  
 
High level Financial Recovery work plan presented to the Board 
shared with NHSI May 2017 
 
The Executive Team refine the forecast each month and report this to 
the Finance Committee and the Board and NHSI colleagues. 

External audit of financial 
accounts and core financial 
systems 
 
Regular submissions to NHSI - 
NHS Improvement's monitoring 
of adherence to loan conditions 
 
Internal audit reports focused on 
areas of risk identified by 
Executive Directors, Non-
Executive Directors and Peers. 
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Actions to address gaps in control / assurance   
Better, Best Brilliant programme, working in partnership with 2020 Recovery, ‘workforce’ workstreams looks to detail work primarily aimed at supporting the 
delivery of the 2017/18 cost improvement programme and delivering Carter/SLR efficiencies.  
 
The Trust Fire Plan is presented to the Fire Health & Safety Group quarterly and is on track for all deadlines and externally reviewed by Kent Fire and 
Rescue, target date for completion is 31.12.2020. 
 
August 2017 Launch of Trust wide initiative to collate staff suggestions to improve the quality, productivity and cost-efficiency of Trust services. 
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Report to the Board of Directors 
Board Date:  September 2017    Agenda item:  
 
Title of Report 
 

Workforce Report 
 

Presented by  
 

James Devine, Executive Director HR & OD 

Lead Director 
 

James Devine, Executive Director HR & OD 

Committees or Groups 
who have considered this 
report 
 

 
Executive Team 

Executive Summary 
 

This workforce report to the Trust Board focusses on the core 
workforce risks, and looks to provide assurance that robust plans 
are in place to mitigate and remedy these risks.  In addition, the 
report provides an update on the broader workforce agenda 
across the hospital. 
 
The international recruitment plan for nursing continues with a 
total of 202 nurses being processed for posts at MFT.  A further 12 
nurses will commence in October from successful EU recruitment.   
 
Trust turnover remains static (continued decrease) at just under 
9.5%, sickness remains under 4% (continued decrease), 
compliance with mandatory training compliance has improved to 
75%, achievement review compliance improved to 81%. 
 
A decrease in the percentage of paybill spent on substantive staff 
is reported for July (to 82% by -1%) with a rise (of 1%) in agency 
usage. 
 

Resource Implications 
 

None 
 
 

Risk and Assurance 
 

 Nurse Recruitment 

 Temporary Staffing Spend 
 

The following activities are in place to mitigate this through: 
1. Targeted campaign to attract local and national nurses 
2. Update on overseas campaign 
3. Ensuring a robust temporary staffing service 
4. Review of temporary staffing usage, particularly agency usage, 

currently in use at Medway  
5. Agency/Temporary Staffing Workstream as part of the 

2017/18 cost improvement programme 
 

Legal 
Implications/Regulatory 
Requirements 

Staffing levels and use of temporary/agency workers have been 
identified as areas that need improvement by the Trust and our 
regulators.  

13a 
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Recovery Plan Implication 
 

Workforce is a priority programme as part of the Recovery plan and is 
a key enabler for organisational delivery as part of the plan. 

Quality Impact Assessment 
 

n/a 

Recommendation 
 

Information 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  

  x X 
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WORKFORCE REPORT – SEPTEMBER 2017  

TRUST BOARD MEETING 

1. Introduction 
 
This workforce report to the Trust Board focusses on the core workforce risks, and looks to provide 

assurance that robust plans are in place to mitigate and remedy these risks.  In addition, the report 

provides an update on the broader workforce agenda across the hospital 

 

2. Recruitment 
 

2.1 Recruitment activity continues with alternative fortnightly band five registered nurse and 

clinical support worker assessment centres to attract and speed up recruitment of 

candidates.  There are planned recruitment activities for the remainder of the year including 

a nurse open day in September. 

2.2 The international campaigns in both Europe and the Philippines remain on track. 14 

European nurses commenced in post on 13 July and a further 12 are due to arrive in 

October.  Harvey Nash, our international partner agency, is processing 202 of the 241 

Filipino nurses (nine individuals have withdrawn, and 30 individuals have failed to follow-up 

on the offer) that were offered posts in March.  It is anticipated that the first cohort of up to 

ten Filipino nurses will commence in December 2017 (plan changed based upon finalising 

NMC application process). 

2.3 Further to the collaborative regional procurement approach to International Nurse 

Recruitment the Trust selected two partner providers; Cpl Healthcare (Cpl) and HCL Clarity 

(HCL).   Cpl will be working with the Trust on developing a pipeline of nurses with start dates 

from April 2018 onwards.  Representatives from the Trust will be flying with Cpl to India and 

Dubai in October with the intention of recruiting 75-100 nurses.  HCL is working with the 

Trust to recruit 100 NMC ready nurses from the UK and the EU. Fortnightly Skype and face-

to-face interviews have been scheduled in up until December. The first cohort of NMC ready 

nurses were interviewed on the 22 August and five experienced nurses were offered and 

accepted posts. These nurses are due to commence in post between November and 

December. 
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2.4  The Trust has made offers to a number of qualified nurses and clinical 

support workers. The table below summarises the position on offers made, starters and 

leavers for July 2017. 

Role 
Offers made in 
month 

Actual Starters Actual Leavers 

Registered Nurses 28 10 11 

Clinical Support Workers 22 11 3 

 

2.5  The August junior doctor intake was successful with Health Education England filling 119 of 
the 135 slots. The vacant posts are currently being recruited to - two juniors have already 
commenced in post and a further five Clinical Trust Fellows are in the pre-employment check 
stage. All the current junior doctors have transitioned to the new junior doctor contract 
successfully.  Three Medical Training Initiative scheme doctors (MTI) commenced in 
Medicine in July with a further 11 MTIs receiving offer letters.  Seven consultant posts are at 
advert stage with AACs planned for September and October 2017. 

3. Directorate Metrics 

 

3.1  The table below shows performance across five core indicators by directorate. Turnover, at 

9.37% (-0.36% from June, four successive decreases), remains above the tolerance level of 

8%.  Sickness absence (reduced to 3.81%) remains slightly below the tolerance level of 4%.  

 

3.2  Trust achievement review rate stands at 81.7% (+3%), below the Trust target of 85%, 

Mandatory training remains below target (at 75%, improved by 4%) – one directorate is now 

meeting the mandatory training target (up from nil) and two directorates are meeting the 

achievement review target (up from one); HR Business Partners are working with 

directorates to devise robust plans which better support the achievement review approach 

as opposed to an annual appraisal system which was replaced in late 2016.  Reporting 

mechanisms for achievement review have been simplified to make it easier to report. 

Smarter, more transparent reports based on MOLLIE data have now been published to help 

directorates make sense of their data and support departmental planning for training.  In 

addition, directorates have been required to review their approach to mandatory training 

and utilise the escalation and consequence process detailed within the policy where 

necessary. 
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4. Temporary Staffing 
 

4.1  Agency breaches across the Trust are decreasing on average. In December 2016, the Trust 

was reporting c.1000 shift breaches per week (on average).  In July, 83 shifts breached the 

cap as a weekly average. 

4.2 Agency expenditure increased in July compared to June and bank spend decreased slightly. 

Agency spend over the fours month (year to date) remains consistently lower than the 

previous financial year. As can be seen from the table below, temporary spend as a 

percentage of the pay bill has increased in July by 1 % compared to June.  The percentage of 

pay bill for substantive staff has decreased slightly (-1%) based upon the higher usage of 

agency staff (+2%). 

 March 2017 April 2017 May 2017 June 2017 July 2017 

 
Spend in 

month 
(£) 

% paybill 
Spend in 

month 
(£) 

% paybill 
Spend in 

month 
(£) 

% paybill 
Spend in 

month 
(£) 

% paybill 
Spend in 

month 
(£) 

% paybill 

Agency 3,890K 21% 2,212K 13% 1,944K 11% 860K 5% 1,256K 7% 

Bank 921K 5% 1,057K 6% 1,214K 7% 2,047K 12% 1,830K 11% 

Substantive 13,611K 74% 14,009K 81% 14,303K 82% 14,327K 83% 14,097K 82% 

 

4.3 Temporary staffing nursing demand increased in July compared to June, (11,450 shifts in 

June versus 13,728 in July). Positively there was a significant increase in the nursing fill rate; 

82 % of nursing requests were covered compared to 73% in June. 

4.4 Work is on-going to convert the remaining agency workers to substantive and bank with 

concentrated efforts in converting agency nurses and AHPs. 

- End  
 

Rate

Trend 

from 

previous 

month

12-month 

trend
Rate

Trend 

from 

previous 

month

12-month 

trend
Rate

Trend 

from 

previous 

month

12-month 

trend
Rate

Trend 

from 

previous 

month

12-month 

trend
Rate

Trend 

from 

previous 

month

12-month 

trend
Rate

Trend 

from 

previous 

month

12-month 

trend

Turnover rate (8%) 12% p 9% q 8% q 13% q 6% q 9% q

Vacancy rate 24% p 21% p 15% p 15% u 10% u 19% p

Sickness rate (4%) 4% p 4% q 4% p 3% q 6% q 4% q

Mandatory Training (85%) 72% p 76% p 80% p 85% p 62% p 75% p

Achievement Review (85%) 77% p 74% q 93% p 70% q 87% p 82% p

Estates & Facilities Trust
Acute & Continuing 

Care
Co-ordinated Surgical

Families & Clinical 

Support Services
Corporate
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Report to the Board of Directors 
Board Date:  September 2017    Agenda item:  
 
Title of Report 
 

Equality Delivery System (EDS2)  

Presented by  
 

James Devine, Executive Director HR & OD 

Lead Director 
 

James Devine, Executive Director HR & OD 

Committees or Groups 
who have considered this 
report 
 

 
Executive Team 

Executive Summary 
 

The purpose of the Equality Delivery System (EDS) for the NHS is 
to help local NHS organisations, in discussion with local partners 
including local people, review and improve their performance for 
people with characteristics protected by the Equality Act 2010, 
and to deliver on the public sector Equality Duty (PSED).  The EDS 
was reviewed in 2012, and relaunched in 2013 as EDS2, as a 
requirement on both NHS commissioners and providers. 
 
Medway NHS Foundation Trust has not previously assessed itself 
against EDS2, so the purpose of this report is to report a baseline 
assessment, and set the direction of travel for improvement.  The 
report sets out the key findings of the baseline assessment, with 
recommendations for four objectives and an action plan for 
improvement.  The assessment has been conducted by the Head 
of Equality and Inclusion, based on evidence of current practice, 
and stakeholder information, such as inpatient and staff surveys, 
as well as previous reports to the Trust Board, performance 
reports and Trust policies. 
 
NHS Organisations can be assessed as either: undeveloped, 
developing, achieving, or excelling.  There are four Goals, divided 
into 18 outcomes, and measured against all nine of the protected 
characteristics of the Equality Act 2010.  The Head of Equality and 
Inclusion’s assessment is that the Trust is ‘developing’ on each of 
the Goals and outcomes, and, therefore, ‘developing’ overall.  This 
assessment indicates that the Trust has started making progress 
on equality, and there are some examples of good practice.  
However, the delivery of equitable outcomes for patients and 
staff remains aspirational, and a shift in culture is required to 
ensure that positive outcomes are intentional. 

Resource Implications 
 

None 
 
 

Risk and Assurance 
 

1. EDS2 compliance is noted on our risk register; 
2. EDS2 compliance should be considered a reputational and 

contractual risk. 

Legal 
Implications/Regulatory 

EDS2 is part of our contractual obligations under the NHS Standard 
Contract. 

13b 
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Requirements 
 

Supports compliance with Equality Act 2010. 

Recovery Plan Implication 
 

Workforce is a priority programme as part of the Recovery plan and is 
a key enabler for organisational delivery as part of the plan. 

Quality Impact Assessment 
 

n/a 

Recommendation 
 

Agree to recommendations in section 6. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  

X  x X 
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EQUALITY DELIVERY SYSTEM (EDS2) – SEPTEMBER 
2017  

TRUST BOARD MEETING 

1. Introduction 
 
1.1 EDS2 is a generic tool designed for both NHS commissioners and NHS providers. As different 

NHS organisations apply EDS2 outcomes to their performance, they should do so with regard 
to their specific roles and responsibilities. 

1.2 At the heart of EDS2 are 18 outcomes, against which NHS organisations assess and grade 
themselves. They are grouped under four Goals: 

 Goal 1 Better health outcomes; 

 Goal 2 Improved patient access and experience; 

 Goal 3 A representative and supported workforce; 

 Goal 4 Inclusive leadership. 

1.3 Among other things they support the themes of, and deliver on, the NHS Outcomes 
Framework, the NHS Constitution, and the Care Quality Commission’s key inspection 
questions. 

1.4 There are four possible grades for each outcome and goal.  These are: 

 Undeveloped if either, there is no evidence one way or another for any protected 
group of how people fare, or if evidence shows that the majority of people in only 
two or fewer protected groups fare well; 

 Developing if evidence shows that the majority of people in three to five protected 
groups fare well; 

 Achieving if evidence shows that the majority of people in six to eight protected 
groups fare well; 

 Excelling if evidence shows that the majority of people in all nine protected groups 
fare well. 

1.5 In April this year, the Trust Board received a briefing report confirming the governance 
arrangements for the assessment, and charged the Head of Equality and Inclusion to conduct 
the baseline assessment by August 2017.  The achievement of an EDS2 assessment was also 
included on the corporate risk register. 

 

2. Methodology 
 

2.1 The purpose of this initial assessment has been to establish a baseline, in order to set the 

direction of travel for improvement.  It is important to include information from 

stakeholders, such as patients and partner organisations.  At this stage it was decided to 

gather this information by examining existing information from stakeholders, rather than 
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conducting major consultations.  However, the key partners were invited to 

assess the Trust against the EDS2, via a survey.  The level of response from partners was 

disappointing, but the survey will be reissued as part of the Trust’s ongoing assessment 

against EDS2. 

 

2.2 The Head of Equality and Inclusion has examined a range information and data sources, 
including: 

 Inpatient surveys, end equivalent surveys such as the national cancer patient 
experience survey (NCPES); 

 Patient experience feedback; 

 Staff Survey; 

 Workforce data, including demographics, recruitment, training and progression; 

 Trust policies and standard operating procedures; 

 Initiatives, such as the Dandelion scheme (for patients in end of life care), the 
Butterfly scheme (for patients with dementia), access to interpretation and 
translation services, access to chaplaincy, counselling and support, for both staff 
and patients, and apprenticeships; 

 Formal reports, such as the Trust Improvement Plan and Quality Assurance 
Reports; 

 Contextual evidence, such as external awards (e.g. the UNICEF ‘Baby-friendly 
Initiative), Trust-wide and external communications, such as weekly bulletins, 
‘theme of the week’ and social media. 

2.3 Having assembled evidence, the evidence was matched wherever possible to the 18 EDS2 
objectives, and examined for relevance to the protected characteristics of the Equality Act 
2010.  The grading system from the EDS2 guidance has been applied, as set out in section 1.4 
above. 

3. Key Findings 

3.1 The key findings of the assessment are set out in the EDS2 Summary Report (appendix I), 

appended to this report.  In most cases it was possible to identify at least three protected 

characteristics that fare well.  In other words, there was evidence of good or developing 

practice that was delivering either equitable (or near equitable) outcomes, and/or was 

actively and intentionally addressing inequalities.  There are 5 outcomes where it was not 

possible, at this stage, to make a clear judgment. These were: 

 

 Outcome 1.5 where further external assessment (e.g. by community groups); 

 Outcome 2.4 because complaints are currently not monitored by demographics; 

 Outcome 3.2 because equal pay audits are pending (due March 2018); 

 Outcomes 3.4 and 3.6 which are dependent on the National Staff Survey, which does 

not measure all protected characteristics. (However, measures to improve general 

performance on these are in place). 
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3.2 The EDS2 scoring measures whether there is evidence of equitable outcomes 
for each protected characteristic, but not necessarily the quality of the outcome.  For 
example, on staff experience of bullying and harassment, the results for White and Black and 
Minority Ethnic (BME) staff are close to equal (so considered equitable), but at 28% and 26% 
would be considered by the Trust to be unacceptably high.  In such circumstances, the 
assessment has, therefore, been reduced from ‘developing’ to ‘undeveloped’. 

3.3 Of the 18 EDS2 outcomes, 12 are scored at developing, and 6 at undeveloped.  However, 5 of 
these undeveloped outcomes (see 3.1 above) are simply because more work is required on 
measuring performance, rather than because performance is necessarily poor. 

3.4 On average, each of the 4 EDS2 Goals has sufficient evidence to be scored as developing, 
rather than undeveloped.  Practice on Goal 3 (a representative and supported workforce) is 
actually stronger than the scoring initially suggests.  This is because there are already 
policies, procedures and initiatives that are designed to deliver workplace equality, but 
where there has been little historic reporting other than by race.  Reporting by other 
characteristics is already planned. 

In terms of the nine protected characteristics, the frequency of those that ‘fare well’ is as follows: 

 

 
 

4. Draft Objectives 2017-2020 

4.1 The EDS2 assessment suggests three areas for further work.  These are presented as draft 

objectives for the Trust Board’s consideration.  If agreed, these will be tasked to the 

Inclusion Steering Group for further development, implementation and monitoring.  The 

draft objectives are: 

 

4.1.1 Improving equitable health outcomes and patient experience by developing a 
culturally competent workforce; 

4.1.2 Improving patient experience and access by achieving a better understanding of 
the diversity of experience, through more effective use community feedback and 
reviewing how we capture and analyse demographics on patient experience and 
complaints; 
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4.1.3 Achieving workforce stability, enabling the Trust to be an employer 
of choice, ensuring we have a representative and valued workforce, through 
equitable recruitment, opportunities for progression, equal pay and job 
satisfaction across all protected characteristics. 

4.2 These three objectives cover EDS2 Goals 1 to 3, and all contribute to Goal 4 (inclusive 
leadership). 

 

5. Next Steps 

5.1 Subject to the Board agreeing the EDS2 self-assessment score and draft objectives, the 
following steps are recommended: 

5.1.1  The Inclusion Steering Group to consider an action plan and agree relevant 
performance measures (September 2017); 

5.1.2 Publication of the assessment and with action plan (Sept 2017); 

5.1.3 Self-assessment against the EDS2 by all directorates, including the development of 
case studies of good practice (October 2017 to January 2018); 

5.1.4 Consultation with partners/community to enable a second assessment in 2018 (by 
February 2018); 

5.1.5 Reassessment of EDS2 (March 2018). 

 

6 Recommendations 

6.1 It is recommended that the Trust Board: 

 

6.1.1 agrees that the Trust’s EDS2 assessment is as a ‘developing’ organisation; 

6.1.2 agrees the objectives set out in 4.1 above; 

6.1.3 agrees next steps set out in 5.1 above. 

 

Appendix – EDS2 Summary Report 

-End 
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Equality Delivery System for the NHS 
EDS2 Summary Report
Implementation of the Equality Delivery System – EDS2 is a requirement on both NHS commissioners and NHS providers. Organisations are  
encouraged to follow the implementation of EDS2 in accordance with the ‘9 Steps for EDS2 Implementation’ as outlined in the 2013 EDS2 guidance 
document. The document can be found at: http://www.england.nhs.uk/wp-content/uploads/2013/11/eds-nov131.pdf

This EDS2 Summary Report is designed to give an overview of the organisation’s most recent EDS2 implementation. It is recommended that once 
completed, this Summary Report is published on the organisation’s website.

Headline good practice examples of EDS2 outcomes 
(for patients/community/workforce):

Level of stakeholder involvement in EDS2 grading and subsequent actions:

Organisation’s EDS2 lead (name/email):

Organisation’s Board lead for EDS2:

NHS organisation name: Organisation’s Equality Objectives (including duration period):

Publication Gateway Reference Number: 03247

Medway NHS Foundation Trust

James Devine, Executive Director  of HR & OD

Alister McClure, Head of Equality and Inclusion

Commissioners and delivery partners were invited to score the Trust via a 
questionnaire.  The assessment is based on stakeholder evidence, including 
patient experience reports, Healthwatch reports, inpatient surveys and staff 
surveys. 
 
This is a baseline assessment, which will now go to wider consultation both 
internally and externally.

2017-2020 proposed (based on this assessment) 
1 Improving equitable health outcomes and patient experience by developing a 
culturally competent workforce 
2 Improving patient experience and access by achieving a better understanding of 
the diversity of experience, through more effective use community feedback and 
reviewing how we capture and analyse demographics on patient experience and 
complaints. 
3 Achieving workforce stability, enabling the Trust to be an employer of choice, 
ensuring we have a representative and valued workforce, through equitable 
recruitment, opportunities for progression, equal pay and job satisfaction across all 
protected characteristics. 
 
2016-2017 
1: Implement the Equality and Diversity System 2 (EDS2) and use the information 
to develop the Trust Equality objectives for 2017 (see above) 
2: Improve performance against race equality measures identified through the NHS 
Workforce Race Equality Standard 
3: Ensure equality of employment outcomes regardless of protected characteristics 
in regard to recruitment and selection and bullying and harassment 
4: All staff have undertaken Equality and Diversity training (including awareness of 
unconscious bias) by March 2017 including all Board members

Significant improvement from 2016 to 2017 in narrowing differentials in recruitment 
for White and BME Staff 
 
The use of the Butterfly and Dandelion Schemes to better identify patient needs 
 
Significant improvements in recruitment and retention of staff, impacting on patient 
care and flow 
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  Date of EDS2 grading                                                             Date of next EDS2 grading           

Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective

B
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u

tc
o

m
es

1.1

Services are commissioned, procured, designed and delivered to meet the health needs of 
local communities

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

1.2

Individual people’s health needs are assessed and met in appropriate and effective ways
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

1.3

Transitions from one service to another, for people on care pathways, are made smoothly 
with everyone well-informed

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

August 2017 March 2018

Trust implementation plan 
Quality Assurance Reports 2017 to date 
Families and Clinical Support Services (womens & childrens) 
achievement of UNICEF Baby-friendly award 
Trust policies and standard operation procedures for clinical 
practice 

Trust improvement plan 
Quality Assurance Reports 2017 to date 
Dandelion and Butterfly schemes 
Adaptation of meals to cultural needs 
Availability of same gender examination and treatment 
Review of dignity and respect 
Advice on Fasting in Ramadan

Dandelion and Butterfly schemes 
Use of NCPES to identify performance gaps and set improvement 
Improvements to Flow 
Trust policies and SOPS eg on consent, mental capacity
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Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective
B
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, c
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1.4

When people use NHS services their safety is prioritised and they are free from mistakes, 
mistreatment and abuse

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

1.5

Screening, vaccination and other health promotion services reach and benefit all local 
communities

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Im
p
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ve

d
  

p
at

ie
n

t 
ac

ce
ss

  
an

d
 e
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n
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2.1

People, carers and communities can readily access hospital, community health or primary 
care services and should not be denied access on unreasonable grounds

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Mandatory training on safeguarding, prevent, and equality 
Theme of the Week bulletins with case studies to improve clinical 
practice 
Trust policies and SOPs - e.g. emergency access for adults with 
Learning Disabilities

Requires additional work.

Dandelion and Butterfly schemes 
Interpretation and Translation Services 
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Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective
Im
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ce 2.2

People are informed and supported to be as involved as they wish to be in decisions 
about their care

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

2.3

People report positive experiences of the NHS
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

2.4

People’s complaints about services are handled respectfully and efficiently
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Chaplaincy 
Trust Policies and SOPs including consent, end of life care, access 
to health records etc 
Patient experience feedback 
Interpretation and translation facility

Patient experience feedback, including Healthwatch 

Currently complaints are not monitored for demographics - although 
some information on disability and gender is known.
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Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective
A
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e 3.1

Fair NHS recruitment and selection processes lead to a more representative workforce  
at all levels

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

3.2

The NHS is committed to equal pay for work of equal value and expects employers to use 
equal pay audits to help fulfil their legal obligations

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

3.3

Training and development opportunities are taken up and positively evaluated by all staff 
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Nurse recruitment from UK, EU and International 
WRES improvements on recruitment 
Apprenticeships and work experience 

Gender Pay Audits awaiting final guidance - can apply more 
generally 
Trust HR policies and SOPs 
WRES highlighting some progression issues, but improving 
Pay audits to be completed for the 2018 assessment

Access to non-mandatory training (via WRES) 
Stat/Man Training (via MOLLIE) 
Access to CPD (via WRES) 
Apprenticeships available to all ages
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Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective
A
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e 3.4

When at work, staff are free from abuse, harassment, bullying and violence from any source
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

3.5

Flexible working options are available to all staff consistent with the needs of the service 
and the way people lead their lives

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

3.6

Staff report positive experiences of their membership of the workforce
 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Trust policies, support services and training are in place already 
and are under review.  Despite equitable practice in some areas, 
the level of incidence does not yet meet Trust standards e.g. Staff 
Survey - performance for race equality is broadly similar for BME 
and White (26%/28%), but judged high by the Trust. Levels of 
incidents relating to some protected characteristics is not clear.

Trust HR policies and SOPs including flexible working, paternity, 
maternity and adoption leave, work life and family, temporary 
adjustment assessment

Staff survey and F&F - improving, but difficult to evidence by 
demographics without significant further work
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Goal Outcome  Grade and reasons for rating
Outcome links 
to an Equality 

Objective
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4.1

Boards and senior leaders routinely demonstrate their commitment to promoting equality 
within and beyond their organisations

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

4.2

Papers that come before the Board and other major Committees identify equality-related 
impacts including risks, and say how these risks are to be managed

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

4.3

Middle managers and other line managers support their staff to work in culturally 
competent ways within a work environment free from discrimination

 Grade

Undeveloped

Developing

Achieving

Excelling

 Which protected characteristics fare well

Age

Disability

Gender  
reassignment

Marriage and  
civil partnership

Pregnancy and maternity

Race

Religion or belief

Sex

Sexual orientation

  Evidence drawn upon for rating

Trust policies and SOPS 
Quality Assurance Reports 
Communications from senior managers, including weekly bulletins, 
social media 
Appointment of specialist staff (including Head of Equality & 
Inclusion, and Community Engagement Officer)

Workforce report 2016 - provides context only 
WRES 2016 and 2017

Culturally competent workforce programme in development 
Use of policies, role of key adviser (HR Business Partners, HR 
Advisors, Head of E&I - including ability to respond to complex 
cases)
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Report to the Board of Directors 

Board Date : September 2017   Agenda item: 

 

Title of Report 
 

Medical Appraisal and Revalidation Board Report 2016-17 
 

Presented by  
 

Dr Kirti Mukherjee 

Lead Director 
 

Diana Hamilton-Fairley 

Committees or Groups 
who have considered 
this report 
 

Not Applicable 

Executive Summary 
 

The purpose of this report: 
 

 To provide assurance to the Board as part of the 
Responsible Officer’s Regulations. 

 To seek approval of the statement of compliance 
confirming Medway NHS Foundation Trust is in 
compliance with the regulations. 
 

Key points are: 
 Arrangements for ensuring doctors are appraised to a 

standard that meets the requirements of the Responsible 
Officer Regulations and are revalidated in a timely 
manner are working effectively. In 2016/17, 97% of 
doctors with a prescribed connection to MFT had 
completed appraisal. This compares favourably to 
national comparator data against a figure of 86.6% for the 
same sector designated bodies and 90.7% for all sectors 
designated bodies for 2016-17. This is a better 
performance than 2015-16 and confirms that the steps to 
improve compliance have been effective. 

 A total of 11 revalidation recommendations were made 
and 4 doctors were deferred due to lack of enough 
supporting evidence and there were no reports for non-
engagement to GMC. 

 Information the Responsible Officer should have access 
to before doctors begin work with the Trust is not always 
available and plans are in place to address this issue. 

 To discharge statutory RO responsibilities, there will be 
ongoing resources required for training of new appraisers 
and yearly appraisal updates for the current appraisers. 

 
 

Resource Implications 
 

None 

Risk and Assurance 
 

None 
 

Legal Responsible Officer Regulations 

14 
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Implications/Regulatory 
Requirements 
 
Recovery Plan 
Implication 
 

None 

Quality Impact 
Assessment 
 

None 

Recommendation 
 

The Board is requested to approve the report following which the 
Chair/CEO will be required to sign off the Designated Body Statement 
of Compliance for submission to NHS England 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

x x   
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1. Executive Summary   

 

For the appraisal year 1 April 2016 – 31 March 2017, there were 298 doctors who had a 
prescribed connection with Medway Foundation NHS Trust (MFT). For this reporting year, 
289 doctors (97%) had a completed appraisal. These figures compare favourably to 
national comparator data (appendix 3) with 97% appraisal completion rate for MFT against 
a figure of 86.6% for the same sector designated bodies and 90.7% for all sectors 
designated bodies for 2016-17. There were no doctors referred to GMC for non-
engagement with the appraisal process. A total of 4 doctors had their revalidation 
recommendation deferred because of insufficient supporting evidence. 
 

2. Purpose of the Report 
 
This report is intended to provide assurance to the Board regarding compliance with its 
statutory duties and those of its nominated Responsible Officer as provided in the Medical 
Profession (Responsible Officer) Regulations 2010. 
 
The report also provides assurance that appraisal systems are robust, support revalidation 
and are operating effectively. The report forms part of the Medical Director’s duties as 
Responsible Officer (RO). This report gives the Trust Board an annual report on completion 
of the annual medical appraisals and the number of revalidation recommendations made 
for the year ending 31 March 2017. 

A statement of compliance with Medical Profession (Responsible Officers) Regulations 
(Appendix 1) needs to be signed off by the chairman or CEO and submitted to NHS 
England. 

3. Background 
 
The Medical Profession (Responsible Officer) Regulations 2010 came into force in January 
2011. The regulations designate the bodies to which they apply (including among others all 
NHS trusts, independent sector healthcare providers and most locum agencies) and create 
a ‘prescribed connection’ between a designated body and doctors contracted to it. 
Designated bodies are required to appoint or nominate a senior doctor - known as the 
Responsible Officer (RO), who in turn is given a range of statutory duties relating to the 
oversight of arrangements for assuring the fitness to practise of their doctors. The 
regulations place a duty on designated bodies to ensure they make sufficient resources 
available to their RO for the effective delivery of their responsibilities. 

 
The aim of medical revalidation is to strengthen the way that doctors are regulated, with the 
aim of improving the quality of care provided to patients, improving patient safety and 
increasing public trust and confidence in the medical system. Under this process, the RO 
must make a periodic recommendation to the General Medical Council – based on the 
outcomes of annual whole-practice appraisals and any other available information – that a 
doctor remains fit to practise and that their licence to practise should continue. 
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 2 

 
4. Designated Body 

 
For the purpose of this report, the designated body is Medway NHS Foundation Trust. 

 
5. Responsible Officer (RO) 

 
The Trust Board has nominated Medical Director, Diana Hamilton-Fairley, as the 
Responsible Officer and she satisfies the condition for appointment to this role, namely she 
is a medical practitioner and at the time of the appointment had been continuously 
registered as a medical practitioner for the previous 5 years. 
 

6. Statutory Responsibilities of Responsible Officer 
 

This section explains how the RO is carrying out her responsibilities as per the Medical 
Professional (Responsible Officer) Regulations 2010, relating to the evaluation of the 
fitness to practise of every medical practitioner with a prescribed connection to MFT. It 
should be noted that this excludes doctors in training whose prescribed connection from 
FY2 onward is to their respective deanery or HEE Local Education and Training Board. 
 
The following sections relate directly to the duties set out in the Responsible Officer 
Regulations 2010, 

 
(a) Regular Appraisals; 
 
All doctors who have a connection to MFT are given access to the Trust appraisal system 
(MyL2P) together with an appraiser and a date for completing their appraisal.  
 
The appraisals are carried out using all available information relating to the medical 
practitioner’s fitness to practise within their full scope of practice (MFT and any other 
organisations). All doctors who do work outside of MFT, are required to submit supporting 
information regarding their practice by the Responsible Officer (or delegate) of that 
organisation. 
 
360 multi-source feedback (MSF) is a core component of appraisal for feedback on a 
doctor’s performance which can help in effective development of personal, team and 
service practice; the Trust has a programme with an external provider to ensure that all 
non-training doctors undertake a 360 MSF with both patients and colleagues to support 
their appraisal and revalidation. This must be undertaken at least once on a 5 year 
revalidation cycle and must be within 3 years of the revalidation date. The Trust sets a 
minimum requirement of 15 responses for each MSF undertaken, which are anonymous 
and aggregated and any comments made are non-attributable to any individual. Colleague 
feedback reports are available for roles which include: Doctor as Clinician, Doctor as 
Educator, Doctor as appraiser and Doctor as Medical Manager. The responses are collated 
by our external provider and the 360 report is analysed against a national mean standard. 
Once received, the report is uploaded as supporting information on e-appraisal.  The doctor 
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is asked to reflect on the results and if necessary, have a Personal Development Plan 
based on 360 multisource feedback. All MSF reports are reviewed, upon which the 
appraiser and/or RO can request MSF to be repeated if deemed necessary. 
 

Appraisal and Revalidation Performance Data (Appendix 2) 
 

 As on 31 March 2017 there were 298 non-training doctors who had a prescribed 
connection with the Trust 

 289 non-training doctors had completed their appraisal for the reporting period 1 
April 2016 to 31 March 2017. This equates to an overall 97% compliance. 
 

 
 

No. of doctors with a 
prescribed connection 
with the Trust 

Number and percentage of 
completed appraisals for MFT 

Consultants 
 

170 166 (94%) 

Specialty Doctors 
 

62 62 (100%) 

Trust Doctors and Locums 55 50(91%) 
 

Other doctors with a 
prescribed connection  

11 11 (100%) 

TOTAL 
 

298 289 (97%) 
 

 
Approved Missed or Incomplete Appraisals 

 
7 doctors were reported as approved missed or incomplete appraisals out of which: 
 
3 were Consultants: 

 1 appraisal relates to a doctor on maternity leave. 
 2 appraisees had an approved incomplete or missed appraisal with agreed reasons. 
 

4 were Trust grade Doctors: 
 4 appraisees had an approved incomplete or missed appraisal with agreed reasons. 
 

 
Unapproved Missed or Incomplete Appraisals 
 

2 doctors were reported as having unapproved missed or incomplete appraisals: 
 1 doctor left the Trust before completing appraisal. 
 1 doctor was undertaking GMC assessment (under GMC investigation).   

 
(i)  Clinical Governance 
It is recognised that the Trust needs to improve the access of clinical data for individual 
doctors to support the appraisal process.  The RO/Deputy RO and Senior Appraiser 
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continue to liaise with our Governance Data Analyst, Complaints and Datix team to ensure 
that individual doctors have access to clinical incidents, complaints and their individual 
activity data to support the appraisal process.   
 

 
b) Procedures to investigate concerns about a medical practitioner’s fitness to 
practise raised by patients or staff of the designated body or arising from any other 
source; 
 
The Trust has specific policies on Maintaining High Professional Practice and Remediation 
of Medical Staff. 
 
The Trust has a Decision Making Group made up of Senior Decision makers including the 
RO, Deputy RO and HR Director (or delegate) to review and make decisions on 
investigations into concerns raised about individual practitioners and services. The group 
meets monthly and is supported by the Head of Medical Director Services. 
 
Summary of issues managed within the Decision Making Group 

 
 Health concerns and Occupational Health advice requested – two cases 

 
 Conduct – seven formal investigations into bullying and harassment under the Respect 

Policy and two Respect cases where Clinical Directors managed issue locally.  
 

 Service Concerns – two cases which required more system wide and service based 
investigation and remediation. 
 
 
(c) Referring concerns about the medical practitioner to the General Council; 
 
The GMC provide advice and guidance for the RO on the threshold for raising concerns. 
Where there is doubt regarding the need for referral, a specified liaison officer from the 
GMC is consulted. The RO also has a regular quarterly meeting with the GMC liaison 
officer to discuss ongoing concerns and new concerns.  
 
There were no formal concerns referred to the GMC by MFT during the reporting year. 

 
There were however three cases where following a GMC investigation 
further action was taken at MFT with regard to the practitioner involved.  
One of these led to the erasure of the doctor from the GMC register (for a probity 
issue at another Trust), One led to a remediation recommendation for the 
doctor involved and one required the Trust to provide additional guidance on 
behaviour to the practitioner involved.  

 

Page 366 of 468.



  

 5 

(d) Monitoring conditions and undertakings imposed (or agreed) by the GMC on a 
medical practitioner  
 
The Responsible Officer ensures that there is appropriate monitoring of conditions and 
undertakings through agreeing local action plans with Clinical Directors / Specialist Leads 
and the relevant doctor. This includes ensuring that there are appropriate qualified 
supervisors as per GMC guidance on level of supervision for medical practitioners and that 
those supervisors provide periodic reports as per the undertaking. The GMC is kept 
informed on progress. 

 
(e) Make recommendations to the General Council about medical practitioners’ 
fitness to practise (known as revalidation); 
 
The RO, in conjunction with the Deputy RO and Senior Medical Appraiser, is responsible 
for reviewing all appraisals submitted by the appraisers for review and for making 
recommendations to the GMC for revalidation and renewal of a doctor’s licence to practise. 
 
The Medical Revalidation Governance Group was formed in December 2014. The main 
aim of this Group is to discuss all revalidation submissions to ensure that a consistent 
approach is taken in relation to all revalidation submissions made by the RO. This Group 
currently meets monthly; however, this may meet less frequently depending on the number 
of recommendations that are required.  A non-executive director is part of this Group and 
undertakes a random audit of the appraisals of doctors due to have a revalidation 
recommendation to provide assurance on the process. 

 
Revalidation Recommendations 
For the year ending 31 March 2017 there were 14 doctors due to revalidate.   

           The recommendations made were as follows:- 
                          
   Recommendation Type  
11 Revalidate – positive recommendation  
4* Defer – Insufficient evidence for a recommendation to revalidate.  

*1 was subsequently revalidated during the reporting year after 
submitting required evidence (included in 11 positive 
recommendations)  
 

 

3 On Hold  - pending outcome of  investigation by the GMC  
0 Missed or late recommendations  

 
(Please note: deferral is a neutral act (ie it does not imply an adverse judgement 
against a doctor) and their licence to practise continues unaffected in the 
meantime). 
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(f) maintain records of practitioners’ fitness to practise evaluations, including 
appraisals and any other investigations or assessments. 
 
All appraisal records are held electronically in the Medical Director’s office by the 
Revalidation Manager and Head of Medical Director services maintain all the investigations 
and GMC correspondence for the doctors.  The HR Department through the Directorate 
Business partners support the investigations and hold the personnel files of the Doctors. 

 
7. Provision of Resources to RO 

 
NHS England carried out an independent verification visit in October 2014. As part of this 
visit, they reviewed the resource available at MFT to support appraisal and revalidation. 
They advised on the need for a full time administrative post to support the Responsible 
Officer and for the appointment of two senior appraisers, and the provision of sufficient 
funds for appraiser refreshing training, training of new appraisers, training of case 
investigators and training of case managers. There are twenty trained case investigators 
and eleven case managers. The Trust intends to manage as many cases internally as 
possible and only use external support in exceptional situations. Best practice in safe 
revalidation has identified that it is essential to have these specific resources supporting the 
RO in the discharging of their statutory duties. 
 
The Trust currently has 73 medical appraisers who have undertaken the approved 
appraisal training for enhanced medical appraisals. This number includes fifteen new 
doctors who were trained and appointed as appraisers in September 2016.  
 
In 2016-17, there were sufficient resources to discharge these responsibilities. Succession 
planning and the overall increase in Consultant numbers means that looking ahead there is 
a need for additional resources to train new appraisers. Discussions are taking place with 
Human Resources to confirm funding this statutory requirement.  
 

8. Monitoring Contracts of employment / provision of services with medical 
practitioners; 

 
Established HR processes are in place which have been approved by the 
Responsible Officer to ensure 
(a) that medical practitioners have qualifications and experience appropriate to the 
work to be performed; 
(b) that appropriate references are obtained and checked; 
(c) all steps necessary to verify the identity of medical practitioners are undertaken. 

 
To ensure compliance with a-c above a Standing Operating Procedure (SOP) with the 
Human Resources Department is in place to ensure that all the necessary pre and post-
employment checks have been undertaken for all doctors.  This also applies to NHS locum 
appointments, Bank and temporary agency locum appointments.  Where relevant, Medical 
Practice Information Transfer (MPIT) forms are used for all incoming non training doctors 
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for RO to RO transfer of information. All new doctors are also required to submit a Transfer 
of Information form to Medical Staffing before the start of their employment in MFT. 

 
9. Competence in English 
 

Good medical practice (2013) states that doctors ‘must have the necessary knowledge of 
the English language to provide a good standard of practice and care in the UK’.  
 
To ensure this happens the GMC assess competency in English as part of their registration 
process for Doctors. In addition to the GMC standard the RO Regulations 2010 (amended 
2013) brought in specific statutory duties for the Designated Body and Responsible Officer 
regarding competence in the English Language meaning the RO needs to ensure that  
 
“medical practitioners have sufficient knowledge of the English language necessary for the 
work to be performed in a safe and competent manner;” 
 
To ensure that medical practitioners have the necessary English Language skills MFT 
accepts the International English Language Testing System (IELTS) for all international 
doctor recruitment. MFT requires a score on the IELTS test of at least 7.5 which at the 
minimum level ensures that the doctor has operational command of English. 
 
In addition during the interview process Consultants are asked to specifically assess the 
English language competence of applicants.  
 

    10. Monitoring medical practitioners’ conduct and performance 
 

The RO has put in place systems to monitor medical practitioners conduct and 
performance including 
(a) general performance information held, including clinical indicators relating to outcomes 
for patients; 
(b) Identifying any issues arising from that information relating to medical practitioners, 
such as 
variations in individual performance; and 
(c) ensuring she takes steps to address any such issues. 
 
To ensure compliance with a-c there is an established Clinical Governance structure within 
the Trust which is overseen by the Medical Director / Responsible Officer. 

 
 The Healthcare Evaluation Data (HED) system is used to provide an overview of 

individual consultant performance, the local specialty peer performance and the 
national specialty peer performance. 

 
 Where appropriate, log books of procedures undertaken by individual doctors are 

uploaded and discussed within the appraisal process. 
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 National benchmarking data is uploaded to the appraisal and are discussed during 
the appraisal meeting. 

 
 Issues that arise are managed by appropriately qualified case managers and case 

investigators and overseen by the Trust Decision Making Group. 
 

 
11.   Responding to concerns about medical practitioners’ conduct or performance 
 

The Responsible Officer chairs the Decision Making Group, which reviews all significant 
concerns and manages these under Maintaining High Professional Standards (MHPS) 
including liaising with National Clinical Assessment Service (NCAS) and the GMC as 
required in each case.  
 
Maintaining High Professional Standards is a direction from the Department of Health, 
which sets out a detailed framework of how performance issues concerning medical staff 
must be managed by designated bodies such as MFT.  

 
Where action is required the RO ensures that 

 
(a) Investigations are managed by a Case Manager with qualified Case Investigators; 
 
There are 20 trained Case Investigators and 11 trained Case Managers in MFT who 
manage cases when investigations are deemed necessary. From time to time, external 
investigators have been commissioned when specific expertise is needed. 
 
(b) ensure that procedures are in place to address concerns raised by patients or 
staff of the designated body or arising from any other source; 
 
Complaints procedures are in place to address concerns raised by patients and where 
clinical concerns are identified these are then managed under the appropriate Trust policy. 
 
Complaints raised by staff indicating clinical concerns are investigated and action taken as 
appropriate in line with Trust policy. 
 
(c) ensure that any investigation into the conduct or performance of a medical 
practitioner takes into account any other relevant matters within the designated 
body; 
 
All Case Investigations follow NCAS best practice with terms of reference established to 
investigate the issues fully including where systems issues are affecting performance. 
 
(d) consider the need for further monitoring of the practitioner’s conduct and 
performance and ensure that this takes place where appropriate; 
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As part of the Case Management of each case, there are a range of options open to the 
case manager including considering the need for further monitoring of the practitioner’s 
conduct and performance and ensure that this takes place where appropriate; 
 
(e) ensure that a medical practitioner who is subject to procedures under this 
paragraph is kept informed about the progress of the investigation; 
 
Case Managers are trained to ensure that medical practitioner under investigation are kept 
informed about the progress of the investigation; 

 
(f) ensure that procedures under this paragraph include provision for the medical 
practitioner’s comments to be sought and taken into account where appropriate; 

 
Case Managers ensure that investigations include provision for the medical 
practitioner’s comments to be sought and taken into account where appropriate; 

 
(g) (i) take any steps necessary to protect patients; 
 

Consideration regarding restrictions and exclusions of practitioners are made where 
there is any potential risk to patient safety. 

 
(ii) recommend to the medical practitioner’s employer that the practitioner      
should be suspended or have conditions or restrictions placed on their practice;  
 
    Appropriate recommendations are made as stipulated. 

 
(h) identify concerns and ensure that appropriate measures are taken to address 
these, including but not limited to— 
 

(i) requiring the medical practitioner to undergo training or retraining; 
 

(ii) offering rehabilitation services; 
 

(iii) providing opportunities to increase the medical practitioner’s work 
experience; 
 

The Case Manager and potentially Capability or Conduct hearings will determine 
appropriate measures to support the remediation of medical practitioners including 
addressing any systemic issues within the designated body which may have contributed to 
the concerns identified; 

 
(I) maintain accurate records of all steps taken in accordance with this paragraph. 
 
Management of all cases is in line with MHPS and the Trust Remediation of Medical Staff 
policies and accurate records are maintained of all actions taken. 
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12.  Governance Arrangements 
 
All Consultants, Specialty Doctors and doctors not in a formal training programme are 
required to use the e-appraisal system currently in operation in the Trust for completion of 
their annual appraisals.  The e-appraisal system operates on a traffic light system in 
relation to both completion of the annual appraisal and the revalidation due date.  This is 
monitored on a daily basis by the Medical Director’s office to ensure that progress in 
meeting these deadlines is being maintained. 
 
The Human Resources Department/Medical Staffing provides the Medical Director’s office 
with a monthly list of all new non-training doctors together with a list of those non-training 
doctors who have left the Trust.  Doctors are then added or deleted from the e-appraisal 
system and the GMC list as necessary to ensure the list of doctors with a prescribed 
connection to the Trust is as up to date as possible.  All new doctors are given information 
on appointment explaining the requirements of appraisal and revalidation and are also 
contacted by the Medical Director’s office and informed of the process for ensuring their 
annual appraisal (or before the end of their fixed term period with the Trust, whichever is 
the earlier) is completed. 

 
13. Quality Assurance  

 
 MFT’s e-appraisal system now incorporates an appraisee checklist of all supporting 

evidence covering the whole scope of practice.  This must be completed before the 
appraisee can submit the appraisal to the Appraiser.  In addition the Appraiser must 
complete the Appraiser checklist before submission to the RO for review.  This reduces 
the occasions when the RO or Senior Medical Appraiser has to refer back an appraisal 
due to missing or incomplete supporting evidence.   

 
 From July 2016, the GMC requires that all doctors who undertake a recognised 

educational role (educational supervisors and clinical supervisors), must provide 
evidence as part of the appraisal process, of their ongoing professional development 
against the seven domains agreed by the GMC and Academy of Medical Educators 
“Framework for Supervisors” (2010).  This has now been incorporated into our e-
appraisal system. 

 
 Appraisers are required to check compliance against the previous year’s PDP and 

agree a new PDP with the appraisee. The appraiser then completes the appraisal 
summary and appraisal output declarations before submitting the appraisal 
electronically to the RO for review. 

 
 To provide assurance on the quality of the appraisals, the Deputy RO and Senior 

Appraiser review all appraisal forms with all supporting evidence and if any evidence is 
deemed missing or incomplete, the appraisal is referred back for correction and re-
submission.   
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 To enhance the level of assurance and provide evidence which challenges the system 
or the decision-making, all designated bodies are required to undergo a process to 
validate the status of their revalidation systems at least once in every 5-year 
revalidation cycle.  This may be carried out by audits commissioned by the designated 
body, their regulators, peers or higher-level RO. NHS England last undertook an audit 
of the Trust’s appraisal and revalidation process with particular emphasis on the core 
standards of the Framework of Quality Assurance in October 2014. 
 

 The RO, Deputy RO, Senior appraiser plus their administrative and management 
support have all ensured their CPD through appropriate RO training, RO network 
meetings and Great appraisal event.  
 

 The Deputy RO is involved in peer review. 
 
 The RO is appraised by the higher level RO as per guidance. 

 
 The Revalidation Governance Group, chaired by the Responsible officer, continues to 

meet every month with a Non-executive Director as a member of the group. Work to 
ensure there is a robust incident reporting process to support the RO in making 
revalidation recommendations continues, although challenges around this process 
continue.  However, this is an area of development that many other Trusts continue to 
experience. 
 

 MFT has been subject to an independent review by NHS England for an independent 
verification visit in 2014. 
 

 The Deputy RO and/or Senior Medical Appraiser provided a series of sessions (5 in 
2016-17) to inform all new non-training doctors on the requirements for medical 
appraisal and revalidation.  These sessions have been very well attended. 

 
 Three Appraiser refresher sessions took place from September 2016 to January 2017; 

all Appraisers were required to attend one of these sessions facilitated by the external 
training provider Tle Miad. 

 
14.   Policy and Guidance  

 
The Trust has a Medical Appraisal and Revalidation Policy and a Remediation of Medical 
Staff Policy and Procedure.  These are updated regularly to ensure all recent amendments 
to the RO regulations and guidance are included. 

 
15.   Access, security and confidentiality 

 
All non-training doctors are required to use the e-appraisal system as their appraisal 
portfolio.  All doctors have their individual login and password to access the system and 
only the appraiser and RO and Revalidation team can view the appraisal record and 
documents.  The doctors are informed who can view the appraisal folders.  The doctors 
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themselves can then choose who else they may wish to share their appraisal folder with 
once this has been reviewed by the RO i.e. private organisations for which they undertake 
clinical work 
 

17. Risk and Issues 
The lack of a centralised reporting system around complaints within the Trust excludes the 
reporting of individual doctors to support the Revalidation and Appraisal process. 
 

18. Improvements and Next Steps 
 
Improvements made since last annual report include:- 
 

 E-appraisal software continues to develop to further improve the quality of appraisal 
evidence. 

 E-Appraisal and Appraiser Quality feedback questionnaire function added to E-
appraisal software to provide assurance on appraisal outputs, feedback to the 
individual appraiser and to provide evidence for appraiser development. 

 Easy access links to supporting documentation for doctors available via Hospital 
Intranet – continues to be reviewed, amended and updated accordingly.  

 Appraisals were moved forward to ensure mimimal appraisals were scheduled for 
February and March (unless there are exceptional circumstances), which improved 
compliance rates. 

 A process to request a postponement of an appraisal has been established to 
support GMC guidance.  

 Quarterly meetings with the GMC Liaison Officer/Medical Director (RO) and Deputy 
RO to discuss and update on all on-going GMC complaints and disciplinary issues 
continue. 

 NHS England RO Training Event May 2016 in Birmingham attended by RO, Deputy 
RO, Senior Appraisal Lead and Medical Revalidation Advisor. 

 External refresher training sessions delivered for appraisers in 3 sessions. 
 External New Appraiser training sessions delivered to 15 newly appointed 

appraisers in Sept 2016. 
 SAS grade doctors trained and appointed as Medical Appraisers for the first time in 

2016-17.   
 Appraisal information workshops for non-training Trust Doctors scheduled bi-

monthly during the year. 
 Coaching sessions continue for individual doctors regarding the appraisal process 

and system. 
 E-appraisal software (myL2p) Customer Day attended in Birmingham in July 2016. 

 
Next Steps 
 

 The Trust continues to seek an effective method to be able to provide clinical data 
around complaints of clinical performance to the individual clinician to ensure a 
robust appraisal system. This should be available to be incorporated into the 
appraisal system to support the Revalidation and Appraisal process. 
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 Incorporation of the Medical Compact.  
 360 MSF function to be purchased and incorporated within the E-appraisal software 

to assist with appraisal evidence and revalidation recommendations. 
 

The Board is asked to approve this report so that the CEO can sign the Statement of 
Compliance which is a statutory requirement. 
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Appendices 
 

Appendix 1 - Designated Body Statement of Compliance – 2016-17 

Appendix 2 - Appendix 2 – Appraisal Rates form MFT confirmed in AOA report for 2016 – 2017 
 
Appendix 3 - Appendix 3 Comparator Reports – MFT against same and all sectors 
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Appendix 1. Compliance Statement 
 

Designated Body Statement of Compliance – 2016-17 
 

The Trust Board management team of Medway NHS Foundation Trust 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;  

CONFIRMED 

2. An accurate record of all licensed medical practitioners with a prescribed 
connection to the designated body is maintained;  

CONFIRMED 

3. There are sufficient numbers of trained appraisers to carry out annual medical 
appraisals for all licensed medical practitioners;  

CONFIRMED 

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);  

CONFIRMED 

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;  

CONFIRMED 

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;  

CONFIRMED 

7. There is a process established for responding to concerns about any licensed 
medical practitioners1 fitness to practise;  

                                            
1 Doctors with a prescribed connection to the designated body on the date of reporting. 
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CONFIRMED 

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;  

CONFIRMED 

9. The appropriate pre-employment background checks (including pre-engagement for 
Locums) are carried out to ensure that all licenced medical practitioners2 have 
qualifications and experience appropriate to the work performed; and 

CONFIRMED 

10. A development plan is in place that addresses any identified weaknesses or gaps in 
compliance to the regulations.  

CONFIRMED  

 
Signed on behalf of the designated body (must be signed by the Chief Executive or Chair) 
 
 
Name:  Signed: ______________________________________ 
 
Medway NHS Foundation Trust 
 
Date:  
 
 

 

                                            
2 Doctors with a prescribed connection to the designated body on the date of reporting. 
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Appendix 2 – Appraisal Rates form MFT confirmed in AOA report for 2016 - 2017 
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Appendix 3 Comparator Reports – MFT against same and all sectors 
 
a) Completed Appraisals 

 

 
b) Approved incomplete or missed appraisal 
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c) Unapproved incomplete or missed appraisal 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 

Page 381 of 468.



 

Page 382 of 468.



 

Report to the Trust Board 

Meeting Date: 7th September 2017  Agenda Item  

 

Title of Report 
 

Standing Financial Instructions & Scheme of Delegation – 
Annual Update and Review 

Presented by  
 Tracey Cotterill, Director of Finance & Business Services 

Lead Director 
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Integrated Audit Committee – 31st August 2017 

Executive Summary 
 

The purpose of this report is to present the revised SFIs and SD 
following the annual review. The SFIs and SD have been 
completely modified this year to reflect latest legislation and best 
practice.  They are now consistent with other FTs. 
The SFIs and SD were approved by the Integrated Audit 
Committee at a meeting on 31st August 2017, and were 
recommended for approval by the Board. 

Resource Implications 
 

 
 

Risk and Assurance 
 

SFIs and SD are the central governance documents for financial 
control and are therefore essential to the Trust. 

Legal 
Implications/Regulatory 
Requirements 
 

 
SFIs and SD support the constitution of the Trust. 

Recovery Plan 
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To be read in conjunction with any policies and Standing Operating Procedures 
listed in Trust Associated Documents. 

 Introduction 1

1.1  General 

1.1.1 Medway NHS Foundation Trust (the “Trust”) became a Public Benefit Corporation 
on 1st April 2008 following authorisation by the Independent Regulator pursuant to 
the 2006 Act. 

1.1.2 These Standing Financial Instructions detail the financial responsibilities, policies 
and procedures adopted by the Trust.  They are designed to ensure that the 
Trust's financial transactions are carried out in accordance with the law and with 
Government policy in order to achieve probity, accuracy, economy, efficiency and 
effectiveness.  They should be used in conjunction with the Schedule of Matters 
reserved to the Board and the Scheme of Delegation approved by the Board of 
Directors. 

1.1.3 These Standing Financial Instructions identify the financial responsibilities, which 
apply to everyone working for the Trust and its constituent organisations including 
Trading Units. The financial responsibilities also apply to service organisations 
providing financial services on behalf of the Trust.  They do not provide detailed 
procedural advice and should be read in conjunction with the detailed 
departmental and financial procedure notes.  The Director of Finance (DoF) must 
approve all financial procedures. 

1.1.4 Should any difficulties arise regarding the interpretation or application of any of the 
Standing Financial Instructions then the advice of the Director of Finance must be 
sought before acting. 

1.1.5 Failure to comply with Standing Financial Instructions can be regarded as a 
disciplinary matter that could result in dismissal. 

1.1.6 All members of The Board and staff have a duty to disclose any non-compliance 
with these Standing Financial Instructions to  the Director of Finance as soon as 
possible 

1.1.7 Overriding of Standing Financial Instructions – If for any reason these Standing 
Financial Instructions are not complied with full details of the non-compliance 
including justification and circumstances around which non-compliance arose shall 
be reported to the next formal meeting of the Integrated Audit Committee for 
referring action or ratification.  
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1.2 Terminology 

1.2.1 Any expression, to which a meaning is given in Acts of Parliament, or in the 
Financial Directions made under such Acts, shall have the same meaning in these 
instructions. 

(a) “Trust” means Medway NHS Foundation Trust. 

(b) “Board of Directors” means the Board of Directors as constituted in 
accordance with the constitution of the Trust. 

(c) “Assembly of Governors” means the Assembly of Governors as constituted 
in accordance with the constitution of the Trust. 

(d) ‘Budget’ means a resource, expressed in financial terms, proposed by the 
Board for the purpose of carrying out, for a specific period, any or all of the 
functions of the Trust.  

(e) Budget Holder/Manager’ means the director or employee with delegated 
authority to manage finances (Income and Expenditure, or capital where 
applicable) for a specific area of the organisation. 

(f) ‘Chief Executive’ (CE) and ‘Accounting Officer’ means the Chief Executive 
Officer of the Trust. 

(g) ‘Director of Finance’ (DoF) means the executive director of the board with 
responsibility for finance. 

(h) ‘Legal Adviser’ means the properly qualified person appointed by the Trust 
to provide legal advice. 

(i) “NHS Improvement” means the sector regulator for health services in 
England.  

(j) “The Chair” is the Chair of the Trust.  

(k) ‘Funds held on trust’ shall mean those funds which the Trust holds at it’s 
date of Authorisation, receives on distribution by statutory instrument or 
chooses subsequently to accept under powers derived under S.47(2)(c) of 
the NHS Act 2006, as amended. Such funds may or may not be charitable. 

(l) ‘Virements’ means an administrative transfer of funds from one part of a 
budget to another. 

 

 

Page 390 of 468.



Corporate Policy – Standing Financial Instructions 
  
 

POL   
Page 7 
 

1.3 Responsibilities and Delegation 

1.3.1 The Board exercises financial supervision and control by: 

(a) formulating the financial strategy; 

(b) requiring the submission and approval of budgets within approved 
allocations/overall income; 

(c) defining and approving essential features in respect of important procedures 
and financial systems (including the need to obtain value for money); 

(d) defining specific responsibilities placed on directors and employees as 
indicated in the Scheme of Delegation (SD); and 

(e) ensuring that the duties of the Chief Executive as Accounting Officer are 
performed. 

1.3.2 The Board has resolved that certain powers and decisions may only be exercised 
by the Board itself. All other powers have been delegated to such other 
committees as the Trust has established. Full details of Reserved matters and 
Delegated powers are set out in the Trust’s Scheme of Delegation. All other 
powers have been delegated to such executive directors in the Scheme of 
Delegation or, committees of the Board, as the Trust has established. The Board 
must approve the terms of reference of all committees reporting directly to the 
Board. 

1.3.3 The Board will delegate responsibility for the performance of its functions in 
accordance with its constitution, the SOs and the Scheme of Delegation adopted 
by the Trust. The extent of the delegation shall be kept under review by the Board. 

1.3.4 Within the SFIs it is acknowledged that the Chief Executive is accountable to the 
Board, and to Parliament as Accounting Officer.  

1.3.5 The Chief Executive Officer is the Accounting Officer of the Trust and as such has 
the following principal responsibilities: 

(a) To ensure there is a high standard of financial management within   the 
Trust; 

(b) To ensure financial systems and procedures promote the efficient and 
economical conduct of business and safeguard financial propriety and 
regularity throughout the Trust; and 

(c) To ensure financial considerations are fully taken into account in decisions 
on Trust policy proposals. 
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1.3.6 The Chief Executive and Director of Finance will, as far as possible, delegate their 
detailed responsibilities but they remain accountable for financial control. 

1.3.7 It is a duty of the Chief Executive to ensure that existing directors and employees 
and all new appointees are notified of and understand their responsibilities within 
these Instructions. 

1.3.8 The Director of Finance is responsible for: 

(a) implementing the Trust’s financial policies and for co-ordinating any 
corrective action necessary to further these policies; 

(b) maintaining an effective system of internal financial control including 
ensuring that detailed financial procedures and systems incorporating the 
principles of separation of duties and internal checks are prepared, 
documented and maintained to supplement these instructions; and 

(c) ensuring that sufficient records are maintained to show and explain the 
Trust’s transactions, in order to disclose, with reasonable accuracy, the 
financial position of the Trust at any time. 

 

1.3.9 Without prejudice to any other functions of directors and employees to the Trust, 
the duties of the Director of Finance include: 

(a) the provision of financial advice to other members of the Board of Directors, 
the Assembly of Governors and Trust employees; 

(b) the design, implementation and supervision of systems of financial control 
to provide reasonable assurance as to the probity and regularity of 
transactions; 

(c) the preparation and maintenance of such accounts, certificates, estimates, 
records and reports as the Trust may require for the purpose of carrying out 
its statutory duties; and 

(d) deciding at what stage to involve the police in cases of misappropriation 
and other irregularities not involving fraud or corruption. 

 

 

1.3.10 All directors and employees, severally and collectively, are responsible for: 

(a) the security of Trust property; 
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(b) avoiding loss; 

(c) exercising economy and efficiency in the use of resources; and 

(d) conforming with the requirements of the Constitution, Standing Financial 
Instructions, Financial Procedures and the Scheme of Delegation. 

1.3.11 For any and all directors and employees who carry out a financial function, the 
form in which financial records are kept and the manner in which directors and 
employees discharge their duties must be to the satisfaction of the Director of 
Finance. 

1.3.12 Any contractor or employee of a contractor who is empowered by the Trust to 
commit the Trust to expenditure or who is authorised to obtain income shall be 
covered by these instructions.  It is the responsibility of the Chief Executive to 
ensure that such persons are made aware of their duties under these SFIs. 

 

 Audit 2

2.1 Integrated Audit Committee 

2.1.1 In accordance with the Constitution of the Trust, the Board of Directors shall 
formally establish an Audit Committee, with clearly defined and approved terms of 
reference which includes approving the appointment of the internal auditors. This 
Committee will, amongst other things: 

(a) provide an independent and objective view of integrated governance, risk 
management and internal control systems across the whole of the Trust’s 
activities (both clinical and non-clinical); 

(b) monitor and review the effectiveness of Internal and External Audit 
services; 

(c) review financial and information systems and monitor the integrity and 
quality of the financial statements and review significant financial reporting 
judgments; 

(d) ratify schedules of losses, compensations, and settlements with staff, as 
approved through sub-committee; review and monitor the effectiveness of 
the Local Counter Fraud Service; and 

(e) review the arrangements in place to support the Board Assurance 
Framework process prepared on behalf of the Board and advising the 
Board accordingly. 
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2.1.2 Where the Integrated Audit Committee feels there is evidence of ultra vires 
transactions, evidence of improper acts, or if there are other important matters that 
the Committee wish to raise, the Chair of the Integrated Audit Committee should 
immediately inform the Chief Executive and raise the matter at the next meeting of 
the Board. Exceptionally, the matter may need to be referred to NHS Improvement 
after seeking the advice of Chair/Company Secretary/DoF. 

2.1.3 It is the responsibility of the Director of Finance to ensure an adequate internal 
audit service is provided and the Integrated Audit Committee shall be involved in 
the selection process when an internal audit service provider is changed.  It must 
ensure a cost-effective service is provided, in compliance with the contracting 
procedures herein.  

2.2 Fraud, Bribery and Corruption 

2.2.1 The Board recognises that fraud and bribery is a hugely damaging practice that 
undermines competition and the reputation of public and private bodies involved.  
It is the Board’s policy to act with integrity, and bribery and corruption will not be 
tolerated in any form. 

2.2.2 An Anti-Fraud and Bribery Policy is in place that sets out procedures designed to 
prevent everyone associated with the Trust from undertaking acts of fraud, bribery 
or corruption.  

2.2.3 ‘Fraud’ - any person who dishonestly makes a false representation to make a gain 
for himself or another or dishonestly fails to disclose to another person, 
information which he is under a legal duty to disclose, or commits fraud by abuse 
of position, including any offence as defined in the Fraud Act 2006.  

2.2.4 ‘Bribery’ - Inducement for an action which is illegal, unethical or a breach of trust.  
Inducements can take the form of gifts, loans, fees, rewards or other advantages.  

This can be broadly defined as the offering or acceptance of inducements, gifts, 
favours, payment or benefit-in-kind which may influence the action of any person. 
Bribery does not always result in a loss. The corrupt person may not benefit 
directly from their deeds; however, they may be unreasonably using their position 
to give some advantage to another. 

It is a common law offence of bribery to bribe the holder of a public office and it is 
similarly an offence for the office holder to accept a bribe. 

2.2.5 In line with their responsibilities, the Trust Chief Executive and Director of Finance 
shall monitor and ensure compliance with the NHS Standards for Providers on 
Fraud, Bribery and Corruption issued by the NHS Counter Fraud Authority 
(NHSCFA). 
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2.2.6 The Trust shall nominate a suitable person to carry out the duties of the Local 
Counter Fraud Specialist as specified by the NHS Standards for Providers on 
fraud, bribery and corruption. The Director of Finance is responsible for ensuring 
that the Police are notified at an appropriate stage in any investigation. This shall 
be following advice from the NHS Counter Fraud Authority. 

2.2.7 If any employee suspects or discovers any act of fraud or bribery, they must 
inform the Local Counter Fraud Specialist or the Director of Finance immediately. 
Employees can also call the NHS Fraud and Corruption Reporting Line on 
Freephone 0800 028 40 60 or fill in an online form at www.reportnhsfraud.nhs.uk. 

2.2.8 The Local Counter Fraud Specialist shall report to the Trust Director of Finance 
and shall work with staff in the NHS Counter Fraud Authority in accordance with 
the NHS Standards for Providers and NHS Anti-Fraud Manual. 

2.2.9 The Local Counter Fraud Specialist will provide a written report to the Integrated 
Audit Committee, as required by the Committee, on counter fraud work within the 
Trust. 

2.2.10 The Trust will ensure that policies and procedures for all work related to fraud are 
implemented.  The Trust will consider the major findings of investigations and 
respond accordingly. 

2.2.11 The Trust will enable the Local Counter Fraud Specialist to attend the Integrated 
Audit Committee meetings.  The Trust shall receive Local Counter Fraud 
Specialist reports at these meetings. 

2.3 Director of Finance responsibilities with regard to audit 

2.3.1 The Director of Finance is responsible for: 

(a) ensuring there are arrangements to review, evaluate and report on the 
effectiveness of internal financial control including the establishment of an 
internal audit function. 

(b) ensuring that the internal audit is adequate and meets the NHS mandatory 
audit standards. 

(c) In conjunction with the Local Counter Fraud Specialist (LCFS), Local 
Security Management Specialist (LSMS) and/or the NHS Counter Fraud 
Authority, as appropriate, deciding at what stage to involve the Police in 
cases of misappropriation and other irregularities. 

(d) ensuring that an annual internal audit report is prepared for the 
consideration of the Integrated Audit Committee and the Board in line with 
relevant guidance.  The report must cover: 
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(ii) a clear opinion on the effectiveness of internal control in 
accordance with current and relevant assurance framework 
guidance issued; 

(iii) major internal financial control weaknesses discovered; 

(iv) progress on the implementation of internal audit 
recommendations; 

(v) progress against plan over the previous year;  

(vi) strategic audit plan covering the coming three years; and 

(vii) a detailed plan for the coming year. 

 

2.3.2 The Director of Finance and/or designated auditors are entitled without necessarily 
giving prior notice to require and receive: 

(a) access to all records, documents and correspondence relating to any 
financial or other relevant transactions, including documents of a 
confidential nature; 

(b) access at all reasonable times to any land, premises or employees of the 
Trust; 

(c) the production of any cash, stores or other property of the Trust under an 
employee’s control; and 

(d) explanations concerning any matter under investigation. 

2.4 Role of Internal Audit 

2.4.1 Internal Audit will review, appraise and report upon: 

(a) The extent of compliance with, and the financial effect of, relevant, 
established policies, plans and procedures; 

(b) The adequacy and application of financial and other related management 
controls; 

(c) The suitability of financial and other related management data; 

(d) The extent to which the Trust’s assets and interests are accounted for and 
safeguarded from loss of any kind, arising from: 

(i) Fraud and other offences; 
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(ii) Waste, extravagance, inefficient administration; 

(iii) Poor value for money or other causes. 

2.4.2 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Director of Finance must be 
notified immediately. 

2.4.3 Whenever any matter arises which involves, or is thought to involve, irregularities 
concerning cash, stores, or other property or any suspected irregularity in the 
exercise of any function of a pecuniary nature, the Director of Finance must be 
notified immediately. 

2.4.4 The Head of Internal Audit will normally attend Integrated Audit Committee 
meetings and has a right of access to all Integrated Audit Committee members, 
the Chairman and Chief Executive of the Trust. 

2.4.5 The Head of Internal Audit shall be accountable to the Chairman of the Integrated 
Audit Committee.  The reporting system for internal audit shall be agreed between 
the Director of Finance, the Integrated Audit Committee and the Head of Internal 
Audit.  The agreement shall be in writing and shall comply with the guidance on 
reporting contained in the NHS Internal Audit Standards. 

2.5 External Audit  

2.5.1 The external auditor is appointed and removed by the Council of Governors at a 
general meeting of the Council of Governors in accordance with the appointment 
process set out in the Audit Code for NHS Foundation Trusts as issued by the 
Independent Regulator from time to time. 

2.5.2 The Trust must ensure that the external auditor appointed by the Council of 
Governors meets the criteria included by the Independent Regulator within the 
Audit Code for NHS Foundation Trusts at the date of appointment, and on an on-
going basis throughout the term of their appointment. 

2.5.3 The Trust will provide the external auditor with every facility and all information 
which he may require for the purposes of his functions under the 2006 Act. 

2.6 Security Management 

2.6.1 In line with their responsibilities, the Chief Executive will monitor and ensure 
compliance with directions issued by the Secretary of State for Health on NHS 
security management. 

2.6.2 The Trust shall nominate a suitable person to carry out the duties of the LSMS. 

Page 397 of 468.



Corporate Policy – Standing Financial Instructions 
  
 

POL   
Page 14 
 

2.6.3 The Chief Executive has overall responsibility for controlling and coordinating 
security. However, key tasks are delegated to the Director of Nursing, AHPs & 
Governance as the Security Management Director (SMD) and the appointed LSMS. 

2.6.4 The Chief Executive and the Executive Director with designated responsibility for 
Security Management matters will ensure that the Local Security Management 
Specialist: 

(a) keeps full and accurate records of any breaches, or suspected breaches, of 
security: 

(b) reports to the Integrated Audit Committee, any weaknesses in security-
related systems or any other matters which may have implications for 
security management for the Trust; 

(c) has all necessary support to enable them to efficiently, effectively and 
promptly carry out their functions and responsibilities, including working 
conditions of sufficient security and privacy to protect the confidentiality of 
the work; 

(d) receives appropriate training and support, and 

(e) participates in activities which NHS Improvement directs, relating to 
national security management measures 

 Business Planning, Budgets, Budgetary Control and Monitoring 3

3.1  Preparation and Approval of Business Plans and Budgets 

3.1.1 The Chief Executive will compile and submit to the Board an operational plan, a 
strategic plan, and an annual revenue and capital operating plan, together forming 
the Trust’s Business Plan which will take into account financial targets, forecast 
limits of available resources and clinical governance requirements. The Business 
Plan will be developed in line with guidance issued by NHS Improvement and will 
contain:  

(a) the key objectives of the Trust; 

(b) a statement of the significant assumptions on which the plan is based; 

(c) details of major changes in clinical activity, delivery of services or resources 
required to achieve the plan, including any impact on the Trust’s continuity 
of services risk rating; 

(d) an annual revenue plan which the Director of Finance shall prepare. This 
shall detail expected income by main purchaser and the main expenditure 
headings; and 
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(e) an annual capital plan which should: 

(ii) identify all sources of funding, including charitable, for both capital and 
revenue, 

(iii) the allocation of this funding to major capital schemes, rolling 
replacement and individual schemes and budgets where appropriate. 

3.1.2 Prior to the start of each new financial year the Director of Finance will, on behalf of 
the Chief Executive, prepare and submit budgets for approval by the Board.  

Such budgets will: 

(a) be in accordance with the aims and objectives set out in the annual 
Business Plan; 

(b) accord with activity and workforce plans; 

(c) be produced following discussion with appropriate budget holders; 

(d) be prepared within the limits of available funds; and 

(e) identify potential risks; 

3.1.3 The Board shall monitor performance against the budget and the business plan. 

3.1.4 All budget holders must provide information as required by the Director of Finance 
to enable budgets to be compiled. All budget holders will sign up to their allocated 
budgets at the commencement of each financial year. 

3.1.5 The Director of Finance has a responsibility to ensure that adequate training is 
delivered on an on-going basis to budget holders to help them manage 
successfully. 

3.2 Budgetary Delegation 

3.2.1 The Chief Executive may delegate the management of a budget to permit the 
performance of a defined range of activities.  This delegation must be in writing and 
be accompanied by a clear definition of: 

(a) The amount of the budget; 

(b) The purpose of each budget heading; 

(c) Individual and group responsibilities;  

(d) Authorities to exercise virement;  
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(e) Achievement of planned levels of service; and  

(f) Provision of regular reports.  

3.2.2 The Chief Executive and delegated budget holders must not exceed the budgetary 
total or virement limits set by the Board.  

3.2.3 Any budgeted funds not required for their designated purpose(s) revert to the 
immediate control of the Chief Executive, subject to any authorised use of virement. 

3.2.4 Non-recurring budgets should not be used to finance recurring expenditure without 
the authority in writing of the Chief Executive, as advised by the Director of 
Finance. 

3.3 Budgetary Control and Reporting 

3.3.1 The Director of Finance will devise and maintain systems of budgetary control.  
These will include: 

(a) Monthly financial reports to the Board in an approved form containing: 

(ii) income and expenditure to date showing trends and forecast year-
end position; 

(iii) performance on cash, accounts receivable, capital expenditure 
against plan, and accounts payable payment performance; 

(iv) a statement of financial position and investment information; 

(v) actual and forecast financial risk ratings as required by NHS 
Improvement’s Risk Assessment Framework; 

(vi) capital project spend and projected out-turn against plan; 

(vii) explanations of any material variances from plan; 

(viii) details of any corrective action where necessary and the Chief 
Executive’s and/or Director of Finance’s view of whether such 
actions are sufficient to correct the situation; and 

(ix) identify potential risks. 

(b) the issue of timely, accurate and comprehensible advice and financial 
reports to each budget holder, covering the areas for which they are 
responsible. 

(c) investigation and reporting of variances from financial, activity and 
manpower budgets. 
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(d) monitoring of management action to correct variances. 

(e) arrangements for the authorisation of budget transfers within the limits set 
out in the scheme of delegation. 

3.3.2 Each budget holder is responsible for ensuring that: 

(a) they deliver their budgets as agreed in the Business Plan; 

(b) any likely overspending or reduction of income which cannot be met by 
virement is not incurred without the prior consent of the Board; 

(c) the amount provided in the approved budget is not used in whole or in part 
for any purpose other than that specifically authorised subject to the rules 
of virement; 

(d) no employees are appointed without the approval of the Chief Executive or 
delegated officer other than those provided for in the budgeted 
establishment as approved by the Board, and that all recruitment is 
approved through the Trust’s vacancy control process; and 

(e) cost improvements, cost savings and income generation initiatives are 
identified and implemented. 

3.4 Capital Expenditure 

3.4.1 The general rules applying to delegation and reporting shall also apply to capital 
expenditure (The particular applications relating to capital are contained in Section 
11).  

 

3.5 Monitoring Returns 

3.5.1 The Chief Executive is responsible for ensuring that appropriate systems are in 
place in order for the Trust to meet its licence conditions and any other compliance 
requirements as issued by NHS Improvement, any other legal or other mandated 
obligations and any contractual obligations of the Trust. 

3.5.2 The Chief Executive, or delegated officer, shall ensure appropriate information is 
submitted to the Board of Directors, in a format agreed by the Board of Directors, to 
enable the Board to monitor compliance against its obligations and to enable the 
Board to certify that appropriate and adequate performance management systems 
are, and will remain in place to meet its obligations. 
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  Annual Accounts and Reports 4

4.1 Annual Financial Accounts 

4.1.1 The Accounting Officer is responsible for the preparation and submission of annual 
accounts in respect of each financial year in such form as NHS Improvement may 
require. The annual accounts are approved prior to submission to NHS 
Improvement by those deemed by the Board to be ‘charged with governance’ 

4.1.2 The Director of Finance, on behalf of the Trust, will: 

(a) prepare financial returns in accordance with the accounting policies and  
guidance given by NHS Improvement, the Trust’s accounting policies, and 
International Financial Reporting Standards; and 

(b) submit financial returns to Parliament and NHS Improvement for each 
financial year in accordance with the timetable prescribed by NHS 
Improvement. 

4.2 Annual Quality Accounts and Report 

4.2.1 The Chief Executive, as Accounting Officer, shall ensure that the Trust prepares, in 
respect of each financial year, annual quality accounts and report in such form as 
NHS Improvement, and the Department of Health direct. 

4.2.2 In preparing its annual quality accounts and report, the Trust shall comply with any 
directions given by NHS Improvement and the Department of Health as to the 
presentation and content to be included. 

4.3 Annual Report 

4.3.1 The Trust will publish an annual report, in accordance with guidelines issued by 
NHS Improvement and present it to a public general meeting of the Assembly of 
Governors. 

4.4 General 

4.4.1 The Chief Executive, as Accounting Officer, shall ensure that the Annual Accounts, 
the Annual Quality Accounts and Report, the Annual Report and any report of the 
Auditor are submitted to the Board of Directors for its adoption and thereafter, 
together with any report of the Auditor on these are laid before Parliament and 
submitted to NHS Improvement on dates prescribed by NHS Improvement and, in 
respect of Quality Accounts, the Department of Health. 

4.4.2 The Board of Directors will present the adopted Annual Accounts and Reports, and 
shall arrange for the Auditor to present his/her report on said statements to a 
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general meeting of the Assembly of Governors by no later than 30th September of 
the financial year end to which the accounts and report relate. 

4.4.3 The Company Secretary shall ensure that the Annual Accounts and Reports are 
made available to the membership of the Trust and to the wider public 

4.5 Annual Plans 

4.5.1 The Chief Executive shall ensure that the Trust prepares an annual plan for each 
financial year, the form and minimum contents of which are to be consistent with 
those prescribed by NHS Improvement. 

4.5.2 In preparing the Annual Plan, the Board of Directors shall have regard to the views 
of the Assembly of Governors. 

4.5.3 The Board of Directors shall submit the Annual Plan together with its agreed self 
certification statements of compliance as required by NHS Improvement, to NHS 
Improvement at a time specified by NHS Improvement. 

 Bank and Government Banking Service (GBS) Accounts 5

5.1 General 

5.1.1 The Director of Finance is responsible for managing the Trust’s banking 
arrangements and for advising the Trust on the provision of banking services and 
operation of accounts. This advice will take into account guidance and directions 
issued from time to time by NHS Improvement. 

5.1.2 The Boards shall approve the banking arrangements. 

5.2 Commercial Bank and GBS Accounts 

5.2.1 The Director of Finance is responsible for: 

(a) bank accounts and GBS accounts; 

(b) establishing separate bank accounts for the Trust’s non-exchequer funds; 

(c) reporting to the Board all arrangements made with the Trust’s bankers for 
accounts to be overdrawn; 

(d) ensuring payments made from bank or Government Banking Service 
accounts do not exceed the amount credited to the account except where 
arrangements have been made. 
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5.3 Banking Procedures 

5.3.1 The Director of Finance will prepare detailed instructions on the operation of bank 
and GBS accounts which must include: 

(a) the conditions under which each bank and GBS account is to be operated. 

(b) those authorised to sign cheques or other orders drawn on the Trust’s 
accounts; 

(c) those authorised to use any credit facility ie credit cards associated with 
Trust accounts. 

(d) the limit to apply to any overdraft 

5.3.2 The Director of Finance must advise the Trust’s bankers in writing of the conditions 
under which each account will be operated.  

(a) the names of all officers and directors authorized to release money from 
and draw cheques on and payable orders on, each bank account of the 
Trust and shall notify promptly the cancellation of any such authorisation 

(b) cheques drawn on a named payee over the value of £25,000 shall require 
two authorized signatories 

(c) cheques over the value of £1,500 drawn as cash shall require two 
authorised signatories 

5.3.3 All cheques are to be treated as Controlled Stationery, in charge of the Director of 
Finance or designated officer controlling their issue 

5.3.4 All funds shall be held in accounts in the name of the Trust.  No officer other than 
the Director of Finance shall open any bank account in the name of the Trust or 
relating to the activities of the Trust.  The Director of finance will inform the Board at 
the earliest opportunity of details of such accounts. 

5.3.5 No officer or Director may open a bank account bearing a name or description that 
includes the name or description of any of the Trust’s hospitals, wards or 
departments, or in any way that may indicate the bank account is an official 
account of the Trust without prior written approval of the Director of Finance. 

5.4 Tendering and Review 

5.4.1 The Board will review the commercial banking arrangements of the Trust at regular 
intervals to ensure they reflect best practice and represent best value for money by 
periodically seeking competitive tenders for the Trust’s banking business. 
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5.4.2 Competitive tenders should be sought at least every five years.  The results of the 
tendering exercise should be reported to the Board. 

5.5 Public Dividend Capital 

5.5.1 The amount that was the Public Dividend Capital (PDC) immediately prior to 
becoming an NHS Foundation Trust continues as the PDC of the Trust. 

5.5.2 The dividend paid by the Trust is to be the same as that payable by NHS Trusts in 
England in pursuance of section 9(7) of the 1990 Act (dividend on public dividend 
capital) and must be authorised by the Director of Finance. 

5.5.3 Any amount paid to the Secretary of State by the Trust by way of repayment of 
public dividend capital is to be paid into the Consolidated Fund. 

5.6 External Borrowing 

5.6.1 The Director of Finance will advise the Board concerning the Trust’s ability to pay 
interest on, and repay, both the originating capital debt and any proposed new 
borrowing. 

5.6.2 The Director of Finance is also responsible for reporting periodically to the Board 
concerning the originating debt and all loans and overdrafts. 

5.6.3 The Board will agree the list of employees (including specimens of their signatures) 
who are authorised to make short term borrowings on behalf of the Trust. This must 
include the Chief Executive and the Director of Finance. 

5.6.4 Any short-term borrowing must be with the authority of two members of an 
authorised panel, one of which must be the Chief Executive or the Director of 
Finance. The Board must be made aware of all short term borrowings at the next 
Board meeting. 

5.6.5 All short term borrowings should be kept to the minimum period of time possible, 
consistent with the overall cash flow position. 

5.6.6 All long-term borrowing must be consistent with the plans outlined in the current 
Business Plan. 

5.6.7 The Trust also has freedom to access short-term working capital facilities, subject 
to an overall limit agreed with NHS Improvement. All such short term borrowings 
should be kept to the minimum period of time possible, consistent with the overall 
cash flow position. 
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5.7 Investments 

5.7.1 The Trust will comply with any relevant guidance and best practice advice issued 
by NHS Improvement regarding the management of cash surpluses and the 
making of investments including for the avoidance of doubt, Managing Operating 
Cash in NHS Foundation Trusts and Risk Evaluation for Investment Decisions by 
NHS Foundation Trusts. 

5.7.2 The Director of Finance is responsible for advising the Board on investments and 
shall report periodically to the Board concerning the performance of investments 
held. 

5.7.3 An Investment policy will be formulated by the Director of Finance in conjunction 
with Investment Committee and approved by the Board of Directors. The Director of 
Finance will prepare detailed procedural instructions on the operation of investment 
accounts and on the records to be maintained.  

 Income and Security of Cash and Cheques and Other Negotiable Instruments  6

6.1 Income Systems 

6.1.1 The Director of Finance is responsible for designing, maintaining and ensuring 
compliance with systems for the proper recording, invoicing, collection and coding 
of all monies due. 

6.1.2 The Director of Finance is also responsible for the prompt banking of all monies 
received. 

6.2 Fees and Charges 

6.2.1 The Trust shall follow the relevant guidance in setting prices for services or the 
equivalent regime for Foundation Trusts. 

6.2.2 The Director of Finance is responsible for approving and regularly reviewing the 
level of all fees and charges other than those determined by the NHS or by Statute.  
Independent professional advice on matters of valuation shall be taken as 
necessary. Where sponsorship income (including items in kind such as subsidised 
goods or loans of equipment) is considered the guidance in the DH’s “Commercial 
Sponsorship – Ethical standards in the NHS” shall be followed. 

6.2.3 All employees must inform the Director of Finance promptly of money due arising 
from transactions which they initiate and/or deal with, including all contracts, 
leases, tenancy agreements, research income, private patient undertakings and 
other transactions. 

6.2.4 Approval to enter into Non-NHS contracts may be delegated in accordance with the 
scheme of delegation. 
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6.3 Debt Recovery 

6.3.1 The Director of Finance is responsible for the appropriate recovery action on all 
outstanding debts.  

6.3.2 Overpayments should be detected (or preferably prevented) and recovery initiated. 

6.3.3 The Director of Finance shall establish procedures for the write off of debts after all 
reasonable steps have been taken to secure payment. 

6.3.4 Income not received should be dealt with in accordance with the losses 
procedures. 

6.4 Security of Cash, Cheques and Other Negotiable Instruments 

6.4.1 The Director of Finance shall be responsible for: 

(a) approving the form of all receipt books, agreement forms, or other means of 
officially acknowledging or recording monies received or receivable; 

(b) ensuring arrangements are in place for the ordering and secure control and 
storage of any such stationery; 

(c) the provision of adequate facilities and systems for employees whose 
duties include collecting and holding cash, including the provision of safes 
or lockable cash boxes, the procedures for keys, and for coin operated 
machines; and 

(d) prescribing systems and procedures for handling cash, cheques and 
negotiable securities on behalf of the Trust. 

6.4.2 Money owned by the Trust and kept at any of its premises shall not under any 
circumstances be used for the encashment of private cheques or “IOUs”. 

6.4.3 All cheques, postal orders, cash, etc., shall be banked intact.  Disbursements shall 
not be made from cash received, except under arrangements approved by the 
Director of Finance. 

6.4.4 The holders of safe keys shall not accept unofficial funds for depositing in their 
safes unless such deposits are in special sealed envelopes or locked containers.  It 
shall be made clear to the depositors that the Trust is not to be held liable for any 
loss, and written indemnities must be obtained from the organisation or individuals 
absolving the Trust from responsibility for any loss. 
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6.5 Money Laundering Regulations 

6.5.1 Under no circumstances will the Trust accept cash payments in excess of 15,000 
Euros (converted to sterling at the prevailing rate at the time) in respect of any 
single transaction. Any attempts by an individual officer to effect payment above 
this amount shall be notified immediately to the Director of Finance. 

 

 Tendering and Contracting Procedures 7

7.1 Duty to comply with Standing Orders and Standing Financial Instructions 

The procedure for making all contracts by or on behalf of the Trust shall comply with 
these Standing Orders and Standing Financial Instructions (except where Standing 
Order No. 3.13 Suspension of Standing Orders is applied) 

7.2 EU Directives Governing Public Procurement 

Directives by the Council of the European Union prescribing procedures for awarding 
all forms of contracts shall have effect as if incorporated in these Standing Orders 
and Standing Financial Instructions. 

7.3 Reverse eAuctions 

The Trust should have policies and procedures in place for the control of all 
tendering activity carried out through Reverse eAuctions. For further guidance on 
Reverse eAuctions refer to www.ogc.gov.uk 

7.4 Capital Investment Guidance 

7.4.1 The Trust shall consider the guidance “Risk Evaluation for Investment Decisions by 
NHS Foundation Trusts” and such other guidance as may be issued by the 
Independent Regulator from time to time in respect of capital investment and estate 
and property transactions. 

7.5 Formal Competitive Tendering 

7.5.1 General Applicability 

 The Trust shall ensure that competitive tenders are invited for:  

 the supply of goods, materials and manufactured articles; 

 the rendering of services including all forms of management consultancy 
services (other than specialised services sought from or provided by the DH); 
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 For the design, construction and maintenance of building and engineering 
works (including construction and maintenance of grounds and gardens); for 
disposals 

7.5.2 Health Care Services 

Where the Trust elects to invite tenders for the supply of healthcare services these 
Standing Orders and Standing Financial Instructions shall apply as far as they are 
applicable to the tendering procedure and need to be read in conjunction with 
Standing Financial Instruction No. 8. 

 

7.5.3 Exceptions and instances where formal tendering need not be applied 

  Formal tendering procedures need not be applied where: 

(a) the estimated expenditure or income does not, or is not reasonably 
expected during the total period of the contract to exceed £ 24,999; 
Where expenditure throughout the period of the contract is likely to be 
between £5,000 and £24,999 a minimum of 3 written quotations will 
be required. SFI 7.7 refers. 

(b) Where the supply is proposed under special arrangements negotiated 
by the DH in which event the said special arrangements must be 
complied with. This includes the Procure 21 framework for the 
construction of healthcare facilities;  

(c) in transactions involving the disposal of assets Standing Financial 
Instructions No. 14 does not require formal competitive tendering; 

Formal tendering procedures may be waived in the following 
circumstances: 

(d) in very exceptional circumstances where the Chief Executive decides 
that formal tendering procedures would not be practicable or the 
estimated expenditure or income would not warrant formal tendering 
procedures, and the circumstances are detailed in an appropriate 
Trust record; 

(e) where the requirement is covered by an existing contract; 

(f) where national framework agreements are in place.  

(g) where a consortium arrangement is in place and a lead organisation 
has been appointed to carry out tendering activity on behalf of the 
consortium members; 
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(h) where the timescale genuinely precludes competitive tendering but 
failure to plan the work properly would not be regarded as a 
justification for a single tender; 

(i) where specialist expertise is required and is available from only one 
source; 

(j) when the task is essential to complete the project, and arises as a 
consequence of a recently completed assignment and engaging 
different consultants for the new task would be inappropriate; 

(k) there is a clear benefit to be gained from maintaining continuity with 
an earlier project. However in such cases the benefits of such 
continuity must outweigh any potential financial advantage to be 
gained by competitive tendering; 

(l) for the provision of legal advice and services providing that any legal 
firm or partnership commissioned by the Trust is regulated by the Law 
Society for England and Wales for the conduct of their business (or by 
the Bar Council for England and Wales in relation to the obtaining of 
Counsel’s opinion) and are generally recognised as having sufficient 
expertise in the area of work for which they are commissioned. 

 The Director of Finance will ensure that any fees paid are reasonable 
and within commonly accepted rates for the costing of such work.  

    Where it is decided that competitive tendering is not applicable and 
should be waived, the fact of the waiver and the reasons should be 
documented and recorded in an appropriate Trust record and reported to 
the Integrated Audit Committee at each meeting. 

7.5.4 Fair and Adequate Competition  

Where the exceptions set out in these standing financial instructions do not apply, 
the Trust shall ensure that invitations to tender are sent to a sufficient number of 
firms/individuals to provide fair and adequate competition as appropriate, and in no 
case less than three firms/individuals, having regard to their capacity to supply the 
goods or materials or to undertake the services or works required. 

7.5.5 List of Approved Firms 

The Trust shall ensure that the firms/individuals invited to tender (and where 
appropriate, quote) are among those on approved lists or approved by pre-
qualification, unless through open invitation to tender consistent with EU directives. 
Where in the opinion of the Director of Finance it is desirable to seek tenders from 
firms not approved, the reason shall be recorded. 
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A manager nominated by the Chief Executive shall on behalf of the Trust maintain 
lists of approved firms from who tenders and quotations may be invited. These shall 
be kept under frequent review. The lists shall include all firms who have applied for 
permission to tender and as to whose technical and financial competence the Trust 
is satisfied. All suppliers must be made aware of the Trust’s terms and conditions of 
contract. 

For building and engineering construction works and consultancy costs, invitations 
to tender shall be made only to firms included on the approved list of tenders 
compiled in accordance with this instruction or on the separate maintenance lists 
compiled and who are listed on the Constructionline Supplier List for the relevant 
scope and value of works/services being procured.  

Firms included on the approved list of tenders shall ensure that when engaging, 
training, promoting or dismissing employees or in any conditions of employment, 
shall not discriminate against any person because of colour, race, ethnic or national 
origins, religion or sex, and will comply with the provisions of the Equality Act 2010 
and any amending and /or related legislation. 

Firms shall conform at least with the requirements of the Health and Safety at Work 
Act and any amending and /or other related legislation concerned with the health, 
safety and welfare of workers and other persons, and to any relevant British 
Standard Code of Practice issued by the British Standard Institution. For building 
and engineering construction works, firms must provide to the appropriate manager 
a copy of its safety policy and evidence of the safety of plant and equipment, when 
requested. 

7.5.6 Financial Standing and Technical Competence of Contractors 

The Director of Finance may make or institute any enquiries he/she deems 
appropriate concerning the financial standing and financial suitability of approved 
contractors. The Director with lead responsibility for clinical governance will 
similarly make such enquiries as is felt appropriate to be satisfied as to their 
technical/medical competence. 

7.5.7 Exceptions to using Approved Contractors 

If in the opinion of the Chief Executive and the Director of Finance it is impractical 
to use a potential  contractor from the list of approved firms/individuals (for example 
where specialist services or skills are required and there are insufficient suitable 
potential contractors on the list), or where a list for whatever reason has not been 
prepared, the Chief Executive should ensure that appropriate checks are carried 
out as to the technical and financial capability of those firms that are invited to 
tender or quote. 

 An appropriate record in the contract file should be made of the reasons for inviting 
a tender or quote other than from an approved list. 
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7.5.8  Items which subsequently breach thresholds after original approval 

 Items estimated to be below the limits set in this Standing Financial Instruction for 
which formal tendering procedures are not used which subsequently prove to have 
a value above such limits shall be reported to the Chief Executive, and be recorded 
in an appropriate Trust record. 

7.6 Contracting/Tendering Procedure 

7.6.1 Invitation to tender 

(a) All invitations to tender shall state the date and time as being the latest time 
for the receipt of tenders. 

(b) All invitations to tender shall state that no tender will be accepted unless:  

(ii) submitted in a plain sealed package or envelope bearing a pre-
printed label supplied by the Trust (or the word "tender" 
followed by the subject to which it relates) and the latest date 
and time for the receipt of such tender addressed to the Chief 
Executive or nominated Manager;  

(iii) that tender envelopes/ packages shall not bear any names or 
marks indicating the sender. The use of courier/postal services 
must not identify the sender on the envelope or on any receipt 
so required by the deliverer. 

(c) Every tender for goods, materials, services or disposals shall embody such 
of the NHS Standard Contract Conditions as are applicable. 

(d) Every tender for building or engineering works (except for maintenance 
work, when Estatecode guidance shall be followed) shall embody or be in 
the terms of the current edition of one of the Joint Contracts Tribunal 
Standard Forms of Building Contract or Department of the Environment 
(GC/Wks) Standard forms of contract amended to comply with Concode; or, 
when the content of the work is primarily engineering, the General 
Conditions of Contract recommended by the Institution of Mechanical and 
Electrical Engineers and the Association of Consulting Engineers (Form A), 
or (in the case of civil engineering work) the General Conditions of Contract 
recommended by the Institute of Civil Engineers, the Association of 
Consulting Engineers and the Federation of Civil Engineering Contractors, 
or in the case of contracts entrered into using Procure 21 (P21) the rules 
and regulations regarding this procurement route. If the Trust deems 
appropriate these documents shall be modified and/or amplified to accord 
with Independent Regulator guidance and, in minor respects, to cover 
special features of individual projects. 
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7.6.2 Receipt and safe custody of tenders 

The Chief Executive or his nominated representative will be responsible for the 
receipt, endorsement and safe custody of tenders received until the time appointed 
for their opening. 

The date and time of receipt of each tender shall be endorsed on the tender 
envelope/package. 

7.6.3  Opening tenders and Register of tenders 

(a) As soon as practicable after the date and time stated as being the latest 
time for the receipt of tenders, they shall be opened by two senior 
officers/managers designated by the Chief Executive and not from the 
originating department.  

(b) The rules relating to the opening of tenders will need to be read in 
conjunction with any delegated authority set out in the Trust’s Scheme of 
Delegation.  

(c) The ‘originating’ Department will be taken to mean the Department 
sponsoring or commissioning the tender.  

(d) The involvement of Finance Directorate staff in the preparation of a tender 
proposal will not preclude the Director of Finance or any approved Senior 
Manager from the Finance Directorate from serving as one of the two 
senior managers to open tenders. 

(e) All Executive Directors/members will be authorised to open tenders 
regardless of whether they are from the originating department provided 
that the other authorised person opening the tenders with them is not from 
the originating department. 

The Trust’s Company Secretary will count as a Director for the purposes of 
opening tenders.  

(f) Every tender received shall be marked with the date of opening and 
initialled by those present at the opening. 

(g) A register shall be maintained by the Chief Executive, or a person 
authorised by them, to show for each set of competitive tender invitations 
despatched: 

i) the name of all firms or individuals invited; 

ii) the names of firms individuals from which tenders have been 
received; 
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iii) the date the tenders were opened; 

iv) the persons present at the opening; 

v) the price shown on each tender; 

   Each entry to this register shall be signed by those present. 

 A note shall be made in the register if any one tender price has had so 
many alterations that it cannot be readily read or understood. 

(h) Incomplete tenders, i.e. those from which information necessary for the 
adjudication of the tender is missing, and amended tenders i.e., those 
amended by the tenderer upon his own initiative either orally or in writing 
after the due time for receipt, but prior to the opening of other tenders, 
should be dealt with in the same way as late tenders.    

7.6.4 Admissibility 

(a) If for any reason the designated officers are of the opinion that the tenders 
received are not strictly competitive (for example, because their numbers 
are insufficient or any are amended, incomplete or qualified) no contract 
shall be awarded without the approval of the Chief Executive. 

(b) Where only one tender is sought and/or received, the Chief Executive and 
Director of Finance shall, as far as practicable, ensure that the price to be 
paid is fair and reasonable and will ensure value for money for the Trust  

7.6.5 Late tenders 

(a) Tenders received after the due time and date, but prior to the opening of 
the other tenders, may be considered only if the Chief Executive or his 
nominated officer decides that there are exceptional circumstances i.e. 
despatched in good time but delayed through no fault of the tenderer. 

(b) Only in the most exceptional circumstances will a tender be considered 
which is received after the opening of the other tenders and only then if the 
tenders that have been duly opened have not left the custody of the Chief 
Executive or his nominated officer or if the process of evaluation and 
adjudication has not started. 

(c) While decisions as to the admissibility of late, incomplete or amended 
tenders are under consideration, the tender documents shall be kept strictly 
confidential, recorded, and held in safe custody by the Chief Executive or 
his nominated officer. 

7.6.6 Acceptance of formal tenders 
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(a) Any discussions with a tenderer which are deemed necessary to clarify 
technical aspects of his tender before the award of a contract will not 
disqualify the tender. 

(b) The lowest tender, if payment is to be made by the Trust, or the highest 

(c) value, if payment is to be received by the Trust, shall ordinarily be accepted 
unless there are good and sufficient reasons to the contrary. Such reasons 
shall be set out in either the contract file, or other appropriate record. The 
process of determining the lowest net cost, or the highest net value, should 
ensure that optimum value for money is achieved and should therefore 
assess the factors of economy, effectiveness and efficiency of the tendered 
goods or services. Other qualitative factors affecting the success of specific 
projects should also be assessed and include the: 

i) experience and qualifications of the supplier team member; 

ii) understanding of client’s needs; 

iii) feasibility and credibility of proposed approach; 

iv) ability to complete the project or deliver the service within the required 
timescale 

(d) Where other factors are taken into account in selecting a tenderer, these 
must be clearly recorded and documented in the contract file, and the 
reason(s) for not accepting the lowest tender clearly stated. 

(e) No tender shall be accepted which will commit expenditure in excess of that 
which has been allocated by the Trust and which is not in accordance with 
these Instructions except with the authorisation of the Chief Executive. 

(f) The use of these procedures must demonstrate that the award of the 
contract was: 

i) not in excess of the going market rate / price current at the time 
the contract was awarded; 

ii) that best value for money was achieved. 

(g) All tenders should be treated as confidential and should be retained for 
inspection. 

7.6.7 Tender reports to the Trust Board 

Reports to the Trust Board will be made on an exceptional circumstance basis only. 
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7.7 Quotations: Competitive and non-competitive 

7.7.1 General Position on quotations 

Competitive quotations are required where formal tendering procedures are not 
adopted and where the intended expenditure or income during the total period of 
the contract exceeds or is reasonably expected to exceed £5,000 but not exceed 
£24,999.   

7.7.2  Competitive Quotations 

(a) Quotations or Tenders as appropriate should be obtained from at least 3 
suppliers up to £49,999, 4 from £50,000 to £249,999 and a minimum of 5 
over £250,000, based on specifications or terms of reference prepared by, 
or on behalf of, the Trust. 

(b) Quotations should be in writing unless the Chief Executive or his nominated 
officer determines that it is impractical to do so in which case quotations 
may be obtained by telephone. Confirmation of telephone quotations 
should be obtained as soon as possible and the reasons why the telephone 
quotation was obtained should be set out in a permanent record. 

(c) All quotations should be treated as confidential and should be retained for 
inspection. 

(d) The Chief Executive or his nominated officer should evaluate the quotation 
and select the quote which gives the best value for money. If this is not the 
lowest quotation if payment is to be made by the Trust, or the highest if 
payment is to be received by the Trust, then the choice made and the 
reasons why should be recorded in a permanent record. 

7.7.3   Non-Competitive Quotations 

Non-competitive quotations in writing may be obtained in the following 
circumstances 

(a) the supply of proprietary or other goods of a special character and the rendering of 
services of a special character, for which it is not, in the opinion of the responsible 
officer, possible or desirable to obtain competitive quotations; 

(b) the supply of goods or manufactured articles of any kind which are required quickly 
and are not obtainable under existing contracts; 

(c) miscellaneous services, supplies and disposals; 
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(d) where the goods or services are for building and engineering maintenance the 
responsible works manager must certify that the first two conditions of this SFI (i.e.: 
(a) and (b) of this SFI) apply. 

7.7.4 Quotations to be within Financial Limits 

No quotation shall be accepted which will commit expenditure in excess of that 
which has been allocated by the Trust and which is not in accordance with 
Standing Financial Instructions except with the authorisation of either the Chief 
Executive or Director of Finance. 

7.8 Authorisation of Tenders and Competitive Quotations 

 Providing all the conditions and circumstances set out in these Standing Financial 
Instructions have been fully complied with, formal authorisation and awarding of a 
contract may be decided by those with delegated authority. 

The total value of the contract should be determined by reference to the total period 
to which the contract relates 

   Formal authorisation must be put in writing.  In the case of authorisation by the 
Trust Board this shall be recorded in their minutes. 

7.9 Instances where formal competitive tendering or competitive quotation is not 
required 

Where competitive tenders or competitive quotations are not required because the 
amounts are less than those specified in 7.7 the Trust should adopt one of the 
following alternatives: 

(a) the Trust shall use NHS Supply Chain or other national collaborative 
agreement for the procurement of goods and services unless the 
Chief Executive or nominated officers deem it inappropriate. The 
decision to use alternative sources must be documented.   

(b) If the Trust does not use the NHS Supply Chain or other national 
collaborative agreement - the Trust shall procure goods and services 
in accordance with procurement procedures approved by the Director 
of Finance.  

7.10 Private Finance for capital procurement 

The Trust should normally market-test for PFI (Private Finance Initiative funding) 
when considering a capital procurement. When the Board proposes, or is required, to 
use finance provided by the private sector the following should apply: 
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(a) The Chief Executive shall demonstrate that the use of private finance 
represents value for money and genuinely transfers risk to the private 
sector. 

(b) Where the sum exceeds delegated limits, a business case must be referred 
to the appropriate Independent Regulator for approval or treated as per 
current guidelines. 

(c) The proposal must be specifically agreed by the Board of the Trust. 

(d) The selection of a contractor/finance company must be on the basis of 
competitive tendering or quotations. 

 

7.11 Compliance requirements for all contracts 

The Board may only enter into contracts on behalf of the Trust within the 
statutorypowers delegated to it by the Secretary of State and shall comply with: 

(a) The Trust’s Constitution, Terms of Authorisation, Standing 

(b) Orders and Standing Financial Instructions; 

(c) EU Directives and other statutory provisions; 

(d) any relevant directions including the Capital Investment Manual, 
Estatecode and guidance on the Procurement and Management of 
Consultants; 

(e) Where appropriate contracts shall be in or embody the same terms 
and conditions of contract as was the basis on which tenders or 
quotations were invited. 

(f) In all contracts made by the Trust, the Board shall endeavour to 
obtain best value for money by use of all systems in place.  The 
Chief Executive shall nominate an officer who shall oversee and 
manage each contract on behalf of the Trust.  

7.12  Personnel and Agency or Temporary Staff Contracts 

The Chief Executive shall nominate officers with delegated authority to enter into 
contracts of employment, regarding staff, agency staff or temporary staff service 
contracts. 

7.13  Disposals  

Competitive Tendering or Quotation procedures shall not apply to the disposal of: 
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 (a) any matter in respect of which a fair price can be obtained only by 
negotiation or sale by auction as determined (or pre-determined in a 
reserve) by the Chief Executive or his nominated officer; 

 (b) obsolete or condemned articles and stores, which may be disposed of 
in accordance with the supplies policy of the Trust; 

 (c) items to be disposed of with an estimated sale value of less than 
£1,000, this figure to be reviewed on a periodic basis; 

 (d) items arising from works of construction, demolition or site clearance, 
which should be dealt with in accordance with the relevant contract; 

7.14 In-house Services 

7.14.1 The Chief Executive shall be responsible for ensuring that best value for money 
can be demonstrated for all services provided on an in-house basis. The Trust 
should ensure from time to time that benchmarking takes place. 

7.14.2 In all cases where the Board determines that in-house services should be subject 
to competitive tendering the following groups shall be set up: 

(a) Specification group, comprising the Chief Executive or nominated 
officer/s and specialist. 

(b) In-house tender group, comprising a nominee of the Chief Executive 
and technical support. 

(c) Evaluation team, comprising normally a specialist officer, a supplies officer 
and a Director of Finance representative. For services having a likely 
annual expenditure exceeding £ 500,000, a non-officer member should be 
a member of the evaluation team. 

7.14.3 All groups should work independently of each other and individual officers may be a 
member of more than one group but no member of the in-house tender group may 
participate in the evaluation of tenders. 

7.14.4 The evaluation team shall make recommendations to the Board. 

7.14.5 The Chief Executive shall nominate an officer to oversee and manage the contract 
on behalf of the Trust. 

7.15 Applicability of SFIs on Tendering and Contracting to funds held in Trust 

These Instructions shall not only apply to expenditure from Exchequer funds but also 
to works, services and goods purchased from the Trust’s trust funds and private 
sources 
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 NHS Contracts for the Provision of Healthcare Services 8

8.1 Commissioning 

8.1.1 Contracts with NHS providers for the supply of healthcare services shall be drawn 
up in accordance with the latest guidance available from the Department of Health 
and administered by the Trust.   

8.1.2 The Chief Executive, as the Accounting Officer, is responsible for ensuring the 
Trust enters into suitable contracts with service commissioners for the provision of 
NHS services. This responsibility has been delegated to the Director of Finance 
who is responsible for commissioning NHS service agreements for the provision of 
services to patients in accordance with the Business Plan, and for establishing the 
arrangements for non-contracted activity.  In carrying out these functions, the 
Director of Finance will pay due regards to: 

(a) costing and pricing of services; 

(b) payment terms and conditions; 

(c) amendments to NHS contracts and contracted activity; and 

(d) Licence conditions and any other guidance issued by NHS Improvement 
and or NHS England. 

8.2 Contract Pricing and Reporting 

8.2.1 NHS contracts should comply with the most recent guidance from the DH and be 
so devised as to minimise risk whilst maximising the Trust‘s opportunity to generate 
income.  NHS contract prices should comply with Costing and Payment by Results 
guidelines and the latest guidance published by NHS England and conform with 
any licence conditions and other guidance issued by NHS Improvement. 

8.2.2 The Director of Finance will need to ensure that regular reports are provided to the 
Board detailing actual and forecast income from the contract.  This will include 
information on costing arrangements; any pricing of NHS contracts at 
marginal/subsidised cost must be undertaken by the Director of Finance and 
reported to the Board. 

8.3 Content of Contracts 

8.3.1 All contracts should aim to implement the agreed priorities contained within the 
Plan and wherever possible, be based upon integrated care pathways to reflect 
expected patient experience.  In discharging this responsibility, the Chief Executive 
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should take into account the latest relevant guidance available from NHS 
Improvement and NHS England, including: 

(a) the standards of service quality expected; 

(b) the relevant national service framework (if any); 

(c) the provision of reliable information on cost and volume of services; and 

(d) the NHS National Performance Assessment Framework. 

8.3.2 Approval of contracts must be in accordance with the scheme of delegation. 

 

 Employment and Terms of Service including staff expenses 9

9.1 Remuneration and Terms of Service 

9.1.1 In accordance with Standing Orders the Board shall establish a Remuneration and 
Terms of Service Committee, with clearly defined terms of reference, specifying 
which posts fall within its area of responsibility, its composition, and the 
arrangements for reporting.  (See guidance contained in the Higgs report.) 

9.1.2 The Remuneration Committee is a committee of the Board and fulfils the role of the 
Personnel and Remuneration and Terms of Service Committee described in the 
NHS 2006 Act.    

9.1.3 The Remuneration Committee reviews and makes recommendations to the Board 
of Directors (BoD) on the composition, balance, skill mix and succession planning 
of the Board.  It recommends to the BoD the appointment of Executive Directors. It 
is responsible for setting the overall remuneration and benefits for the Chief 
Executive, the Executive Directors and other senior managers reporting directly to 
the Chief Executive. In carrying out this role it has the specific duty to: 

(a) Regularly review the composition and effectiveness of the BoD and to 
make recommendations to the Board to improve its own governance and 
effectiveness.  

(b) Ensure that appraisals are undertaken for all members of the BoD 

(c) Regularly review the structure, size and composition (including the skills, 
knowledge and experience of the Board of Directors) and make 
recommendations to the Board with regard to any changes and appropriate 
process. 
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(d) To ensure a succession plan is in place and appropriate actions are taken 
to ensure the continued leadership of the Trust for the most senior leaders 
(including consultants) of the Trust. 

(e) To ensure an appropriate process is in place for the appointment of the 
Chief Executive, Executive Directors, senior managers and consultants to 
and recommend the appointment of Executive Directors to the BoD and the 
Chief Executive to the Council of Governors (CoG). 

(f) In conjunction with the CoG Appointment committee and the Council of 
Governors, ensure that the process for appointing the Trust Chair and Non-
Executive Directors, and the process for appointing the Chair, Executive, 
Executive Directors, senior managers and consultants are aligned. 

 

(g) to advise and make recommendations to the BoD about appropriate 
remuneration and terms of  service for the Chief Executive, the Executive, 
senior managers reporting directly the Chief Executive and consultants 
which will include: 

• all aspects of salary (including any performance related 
element/bonuses) 

• provision for other benefits, including pensions and cars 

• agreement of contracts of employment and if applicable terms of office 

• arrangements for termination of employment and other contractual 
terms, including the proper calculation and scrutiny of termination 
payments taking account of such national guidelines as is appropriate 

• Clinical Excellence Awards 

(h) To consider a report annually from the Chair on the performance of the 
Chief Executive and from the Chief Executive on the performance of 
Executive Directors and consultants and determine any adjustment to 
salary and PRP. 

(i) To agree the policy and strategy for remuneration for all staff. 

9.1.4 The minutes of the Remuneration Committee shall be submitted to the Board or, 
where this is not appropriate due to a confidentiality issue, a report or extract from 
the minutes will be submitted to the Board.  The Chair of the Committee shall draw 
the attention of the Board to any issues that require disclosure to the full board, or 
require executive action. 
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9.1.5 The Board will be required to consider and to approve proposals presented by the 
Chief Executive for the setting of remuneration and conditions of service for those 
employees and officers not covered by the Committee. 

9.2 Funded Establishment 

9.2.1 The manpower plans incorporated within the annual budget will form the funded 
establishment, as approved by the Board. 

9.2.2 The funded establishment of any department can be varied if they remain within the 
approved budget sum and are within approved virement levels.  Any amendments 
to establishments must be approved by the Vacancy Control Panel. 

 

9.3 Staff Appointments 

9.3.1 No officer or Member of the Trust Board or employee may engage, re-engage, or 
re-grade employees, either on a permanent or temporary nature, or hire agency 
staff, or agree to changes in any aspect of remuneration unless: 

(a) they are duly authorised to do so by the Chief Executive; and 

(b) and the changes are within the limit of their approved budget and funded 
establishment; 

9.3.2 The Board will approve procedures presented by the Chief Executive for the 
determination of commencing pay rates, condition of service, etc, for employees. 

9.4 Agency Nurses 

9.4.1 Agency nursing staff will only be appointed to fill gaps in the funded establishment 
up to safe minimum operating levels. The appointment of agency nursing staff will 
only be approved by officers who have been delegated the authority to do so, and 
in accordance with the Trust’s mandatory processes for recruiting temporary staff. 

9.5 Processing Payroll 

9.5.1 The Director of Finance and the Director of HR, OD and development are jointly 
responsible for arranging the provision of an appropriate payroll service. Together 
with the service provider, The Director is responsible for:: 

(a) specifying timetables for submission of properly authorised time record 

(b) and other notifications; 
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(c) the final determination of pay and allowances including the verification that 
rates of pay and other relevant conditions of service are in accordance with 
the current agreements as approved by the Board; 

(d) making payment on agreed dates;  

(e) agreeing method of payment. 

(f) determining the correct tax status of any payment made 

 

9.5.2 Together with the payroll service provider, the Director of Finance and the Director 
of HR, OD and Development will issue instructions in compliance with the standard 
operation of the national NHS Electronic Staff Record System and in compliance 
with the procedures of the relevant payroll service provider regarding: 

(a) verification and documentation of data; 

(b) the timetable for receipt and preparation of payroll data and the payment of 
employees and allowances; 

(c) maintenance of subsidiary records for superannuation, income tax, social 
security and other authorised deductions from pay; 

(d) security and confidentiality of payroll information; 

(e) checks to be applied to completed payroll before and after payment; 

(f) authority to release payroll data under the provisions of the Data Protection 
Act; 

(g) methods of payment available to various categories of employee and 
officers; 

(h) procedures for payment by cheque, bank credit, or cash to employees and 
officers; 

(i) procedures for the recall of cheques and bank credits; 

(j) pay advances and their recovery; 

(k) maintenance of regular and independent reconciliation of pay control 
accounts; 

(l) separation of duties of preparing records and handling cash;  
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(m) a system to ensure the recovery from those leaving the employment of the 
Trust of sums of money and property due by them to the Trust. 

9.5.3 Managers authorised under the Scheme of Delegation have delegated 
responsibility for: 

(a) submitting time records, and other notifications, in accordance with agreed 
timetables; 

(b) completing time records and other notifications in accordance with the 
Director of HR, OD and Developments instructions and in the form 
prescribed by the Director of HR, OD and Developments; 

(c) submitting termination forms in the prescribed form immediately upon 
knowing the effective date of an employee's or officer’s resignation, 
termination or retirement.  Where an employee fails to report for duty or to 
fulfil obligations in circumstances that suggest they have left without notice, 
the Director of HR, OD and Developments must be informed immediately; 

(d) Submitting change of detail forms regarding both employment and personal 
data as soon as information is available. 

9.5.4 Regardless of the arrangements for providing the payroll service, the Director of 
Finance and the Director of HR, OD and Developments shall ensure that the 
chosen method is supported by appropriate (contracted) terms and conditions, 
adequate internal controls and audit review procedures, and that suitable 
arrangements are made for the collection of payroll deductions and payment of 
these to appropriate bodies. 

9.6 Contracts of Employment 

9.6.1 The Board shall delegate responsibility to the Director of HR,OD and Developments 
for: 

(a) ensuring that all employees are issued with a Contract of Employment in a 
form approved by the Board and which complies with employment 
legislation;  

(b) dealing with variations to, or termination of, contracts of employment. 

9.7 Staff Expenses 
 

9.7.1 The Director of Finance and Director of HR, OD & Developments are jointly 
responsible for establishing procedures for the management of expense claims 
submitted by Trust employees.  
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They shall arrange for duly approved expense claims, which are in accordance with 
the Trust’s expense policy, to be processed through the Trust’s payroll system 
Expense claims shall be authorised in accordance with the Scheme of Delegation. 
 

9.7.2 The Director of Finance and Director of HR, OD & Developments shall refer to the 
Trust’s general policies on staff expenses and may reject expense claims where 
there are material breaches of Trust policies. In this regard the Director of Finance 
shall liaise with the Chief Executive where appropriate. 

 

 

 

 Non Pay Expenditure 10

10.1 General 

The Board will approve the level of non-pay expenditure on an annual basis and the 
Chief Executive will determine the level of delegation to budget managers. 

10.1.1 The Chief Executive will set out: 

(a) the list of managers who are authorised to place requisitions for the supply 
of goods and services; 

(b) the maximum level of each requisition and the system for authorisation 
above that level. 

10.1.2 The Chief Executive shall set out procedures on the seeking of professional advice 
regarding the supply of goods and services. 

10.1.3 Where appropriate the Director of Finance will ensure that relevant statutory and 
guidance notes are followed.  This will include the requirements in relation to the 
construction industry certificates. 

10.1.4 Choice, Requisitioning, Ordering, Receipt and Payment for Goods and Services 
(see overlap with Standing Financial Instruction No. 7) 

10.2 Requisitioning 

The requisitioner, in choosing the item to be supplied (or the service to be 
performed) shall always obtain the best value for money for the Trust.  In so doing, 
the advice of the Trust’s adviser on supply shall be sought.  Where this advice is not 
acceptable to the requisitioner, the Director of Finance (and/or the Chief Executive) 
shall be consulted.  
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10.3 System of Payment and Payment Verification 

The Director of Finance shall be responsible for the prompt payment of accounts and 
claims.  Payment of contract invoices shall be in accordance with contract terms, or 
otherwise, in accordance with national guidance.  

10.3.1 The Director of Finance will: 

(a) advise the Board regarding the setting of thresholds above which 
quotations  (competitive or otherwise) or formal tenders must be obtained; 
and, once  approved, the thresholds should be incorporated in Standing 
Orders and Standing Financial Instructions and regularly reviewed; 

(b) prepare procedural instructions or guidance within the Scheme of 
Delegation on the obtaining of goods, works and services incorporating the 
thresholds; 

(c) be responsible for the prompt payment of all properly authorised accounts 
and claims; 

(d) be responsible for designing and maintaining a system of verification, 
recording and payment of all amounts payable.  The system shall provide 
for: 

(ii) A list of employees (including specimens of their signatures) 
authorised to certify invoices. 

(iii) Certification that: 

- goods have been duly received, examined and are in 
accordance with specification and the prices are correct; 

- work done or services rendered have been satisfactorily 
carried out in accordance with the order, and, where 
applicable, the materials used are of the requisite standard 
and the charges are correct; 

- in the case of contracts based on the measurement of time, 
materials or expenses, the time charged is in accordance 
with the time sheets, the rates of labour are in accordance 
with the appropriate rates, the materials have been checked 
as regards quantity, quality, and price and the charges for 
the use of vehicles, plant and machinery have been 
examined; 
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- where appropriate, the expenditure is in accordance with 
regulations and all necessary authorisations have been 
obtained; 

- the account is arithmetically correct; 

- the account is in order for payment.  

(iv) A timetable and system for submission to the Director of Finance of 
accounts for payment; provision shall be made for the early 
submission of accounts subject to cash discounts or otherwise 
requiring early payment. 

(v) Instructions to employees regarding the handling and payment of 
accounts within the Finance Department. 

10.3.2 Prepayments 

Prepayments are only permitted where exceptional circumstances apply.  In such 
instances: 

(a) Prepayments are only permitted where the financial advantages outweigh 
the disadvantages (i.e. cash flows must be discounted to NPV using the 
National Loans Fund (NLF) rate plus 2%). 

(b) The appropriate Director must provide, in the form of a written report, a 
case setting out all relevant circumstances of the purchase.  The report 
must set out the effects on the Trust if the supplier is at some time during 
the course of the prepayment agreement unable to meet his commitments: 

(c) The Director of Finance will need to be satisfied with the proposed 
arrangements before contractual arrangements proceed (taking into 
account the EU public procurement rules where the contract is above a 
stipulated financial threshold): 

(d) The budget holder is responsible for ensuring that all items due under a 
prepayment contract are received and they must immediately inform the 
appropriate Director or Chief Executive if problems are encountered. 

(e) Payment in respect of training courses and book purchases where 
appropriate may be paid in advance of the receipt of the goods or services. 

10.4 Official orders 

10.4.1 Official Orders must: 

(a) be consecutively numbered; 
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(b) be in a form approved by the Director of Finance; 

(c) state the Trust’s terms and conditions of trade;  

(d) only be issued to, and used by, those duly authorised by the Chief 
Executive. 

10.4.2 Duties of Managers and Officers 

Managers and officers must ensure that they comply fully with the guidance and 
limits specified by the Director of Finance and that: 

(a) all goods, services, or works must be ordered on an official order. Staff will 
be liable for expenditure committed on behalf of the Trust without a 
purchase order; 

(b) all contracts (except as otherwise provided for in the Scheme of 
Delegation), leases, tenancy agreements and other commitments which 
may result in a liability are notified to the Director of Finance in advance of 
any commitment being made; 

(c) contracts above specified thresholds are advertised and awarded in 
accordance with EU rules on public procurement; 

(d) where consultancy advice is being obtained, the procurement of such 
advice must be in accordance with guidance issued by the Independent 
Regulator; 

(e) no order shall be issued for any item or items to any firm which has made 
an offer of gifts, reward or benefit to directors or employees, other than: 

- isolated gifts of a trivial character or inexpensive seasonal gifts, such as 
calendars; 

- conventional hospitality, such as lunches in the course of working visits; 

This provision needs to be read in conjunction the principles outlined in the national 
guidance contained in HSG 93(5) “Standards of Business Conduct for NHS Staff”, 
Specifically all orders shall be issued in compliance with the Trust’s standards of business 
conduct policy, ensuring that no director or employees benefit from contracts with the 
Trusts suppliers or obtain private use of the Trusts assets, goods or services 

(f) no requisition/order is placed for any item or items for which there is no 
budget provision unless authorised by the Director of Finance on behalf of 
the Chief Executive; 
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(g) verbal orders must only be issued very exceptionally - by an employee 
designated by the Chief Executive and only in cases of emergency or 
urgent necessity.  These must be confirmed by an official order and clearly 
marked "Confirmation Order"; 

(h) orders are not split or otherwise placed in a manner devised so as to avoid 
the financial thresholds; 

(i) goods are not taken on trial or loan in circumstances that could commit the 
Trust to a future uncompetitive purchase; 

(j) changes to the list of employees and officers authorised to certify invoices 
are notified to the Director of Finance; 

(k) purchases from petty cash are restricted in value and by type of purchase 
in accordance with instructions issued by the Director of Finance; No single 
petty cash payment may exceed £25 without approval of the designated 
officer as specified within the Detailed Scheme of Delegation. The trust will 
not reimburse expenses or petty cash payments for items that have a 
formal contract and should have been ordered through an official purchase 
order. 

(l) petty cash records are maintained in a form as determined by the Director 
of Finance. 

(m) The Director of Finance or designated officer may authorize advances on 
the imprest system for petty cash and other purposes as required.  He/she 
may make supplementary advances in excess of the imprest where, 
through special circumstances, the amount of an officer’s imprest is 
temporarily insufficient to meet outgoings. 

(n) It is the responsibility of budget holders to ensure that accruals of 
expenditure are notified to Finance and that they are fully and accurately 
reflected within monthly financial reports and records.  

10.4.3 The Chief Executive and Director of Finance shall ensure that the arrangements for 
financial control and financial audit of building and engineering contracts and 
property transactions comply with best practice.  The technical audit of these 
contracts shall be the responsibility of the relevant Director. 

10.5 Joint Finance Arrangements with Local Authorities and Voluntary Bodies 

10.5.1 Payments to local authorities and voluntary organisations made under the powers 
of section 256 of the NHS Act 2006 shall comply with procedures laid down by the 
Director of Finance which shall be in accordance with these Acts. 
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 External Borrowing 11

11.1 External Borrowing and Public Dividend Capital 

11.1.1 The Director of Finance will advise the Board concerning the Trust’s ability to pay 
dividends and repay Public Dividend Capital together with any proposed new 
borrowing, within the limits set by the Terms of the Authorisation and reviewed 
annually by the Independent Regulator (the “Prudential Borrowing Code”).  The 
Director of Finance is also responsible for reporting periodically to the Board 
concerning Public Dividend Capital debt and all loans, overdrafts and associated 
interest. 

11.1.2 Any application for new borrowings will only be made by the Director of Finance or 
by an employee acting on their his behalf and in accordance with the Scheme of 
Delegation as appropriate. 

11.1.3 The Director of Finance must prepare detailed procedural instructions concerning 
applications for new borrowings which comply with the instructions issued by the 
Independent Regulator from time to time. 

11.1.4 Assets protected under the Terms of Authorisation shall not be used or allocated 
for borrowing. Non-protected assets will be eligible as security for loans. 

11.1.5 The Board will agree the list of employees (including specimens of their signatures) 
who are authorised to make short term borrowings on behalf of the Trust. This must 
include the Chief Executive and the Director of Finance. 

11.1.6 Any short-term borrowing must be with the authority of two Directors of an 
authorised panel, one of which must be the Chief Executive or the Director of 
Finance. The Board must be made aware of all short term borrowings at the next 
Board meeting. 

11.1.7 The Director of Finance will produce an investment policy in accordance with any 
guidance issued by the Independent Regulator from time to time, for approval by 
the Board. The Board will report to the Independent Regulator on any proposed 
major investments that could affect their financial risk rating, as part of the annual 
planning process or in year, prior to financial closure.  In determining whether any 
investment decision is to be reported to the Independent Regulator the Trust will 
take into account guidance issued by the Independent Regulator “Risk Evaluation 
for Investment Decisions by NHS Foundation Trusts” as amended from time to 
time. Temporary cash surpluses must be held only in such investments as 
authorised by the Board and within the terms of guidance as may be issued by the 
Independent Regulator from time to time. 

11.1.8 The Director of Finance is responsible for advising the Board on investments and 
shall report periodically to the Board concerning the performance of investments 
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held. The Director of Finance will prepare detailed procedural instructions on the 
operation of investment accounts and on the records to be maintained. 

 Capital Investment, Private Financing, Fixed Asset Registers and Security of 12
Assets 

12.1 Capital Investment 

12.1.1 Director The Chief Executive shall: 

(a) ensure that there is an adequate appraisal and approval process in place 
for determining capital expenditure priorities and the effect of each proposal 
upon Business Plans; 

(b) be responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; and 

(c) ensure that the capital investment is not undertaken without appropriate 
authorisation and confirmation of purchaser(s) support, and resources to 
finance all revenue consequences, including depreciation and interest 
payable. 

For every capital expenditure proposal the Chief Executive shall ensure: 

(a) that a business case (in line with the guidance issued by the Independent 
Regulator) is produced setting out: 

(ii) an option appraisal of potential benefits compared with known costs to 
determine the option with the highest ratio of benefits to costs;  

(iii) the involvement of appropriate Trust personnel and external agencies; 

(iv) appropriate project management and control arrangements;  

(b) that the Director of Finance has certified professionally to the costs and 
revenue consequences detailed in the business case For capital schemes 
where the contracts stipulate stage payments, the Chief Executive will issue 
procedures for their management, incorporating the recommendations of 
“Estatecode”. 

12.2 The Director of Finance shall assess on an annual basis the requirement for the 
operation of the construction industry tax deduction scheme in accordance with 
Inland Revenue guidance. 

12.2.1 The Director of Finance shall issue procedures for the regular reporting of 
expenditure and commitment against authorised expenditure. 
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12.2.2 The approval of a capital programme shall not constitute approval for expenditure 
on any scheme. 

The Chief Executive shall issue to the manager responsible for any scheme: 

(a) specific authority to commit expenditure; 

(b) authority to proceed to tender; 

(c) approval to accept a successful tender; 

The Chief Executive will issue a scheme of delegation for capital investment management 
in accordance with "Estatecode" guidance, the Trust’s Standing Orders and any guidance 
issued by the Independent Regulator. 

12.2.3 The Director of Finance shall issue procedures governing the financial 
management, including variations to contract, of capital investment projects and 
valuation for accounting purposes. 

12.3 Private Finance  

12.3.1 The Trust should normally test for PFI when considering capital procurement. 
When the Trust proposes to use finance which is to be provided other than through 
its internally generated funds or formal borrowing, the following procedures shall 
apply: 

 

(a) The Director of Finance shall demonstrate that the use of private finance 
represents value for money and genuinely transfers significant risk to the 
private sector. 

(b) Where the sum involved exceeds delegated limits, the business case must 
be referred to the Independent Regulator or in line with any current 
guidelines. 

(c) The proposal must be specifically agreed by the Board. 

12.4 Asset Registers 

12.4.1 The Chief Executive is responsible for the maintenance of registers of assets, 
taking account of the advice of the Director of Finance concerning the form of any 
register and the method of updating, and arranging for a physical check of assets 
against the asset register to be conducted once a year. 

Page 433 of 468.



Corporate Policy – Standing Financial Instructions 
  
 

POL   
Page 50 
 

12.4.2 The Trust shall maintain a publicly available property asset register recording 
protected property in accordance with the guidance issued by the Independent 
Regulator. 

12.4.3 The Trust may not dispose of any protected property assets without the approval of 
the Independent Regulator.  This includes the disposal of part of the property or 
granting an interest in it. 

12.4.4 The Director of Finance shall approve procedures for reconciling balances on fixed 
assets accounts in ledgers against balances on protected property asset registers. 

12.4.5 Additions to the fixed asset register must be clearly identified to an appropriate 
budget holder and be validated by reference to: 

(a) properly authorised and approved agreements, architect's certificates, 
supplier's invoices and other documentary evidence in respect of 
purchases from third parties; 

(b) stores, requisitions and wages records for own materials and labour 
including appropriate overheads;  

(c) lease agreements in respect of assets held under a finance lease and 
capitalised.  

12.4.6 Where capital assets are sold, scrapped, lost or otherwise disposed of, their value 
must be removed from the accounting records and each disposal must be validated 
by reference to authorisation documents and invoices (where appropriate). 

12.4.7 The Director of Finance of the Trust shall calculate and pay capital charges. 

12.5 Security of Assets 

12.5.1 The overall control of fixed assets is the responsibility of the Chief Executive. 

12.5.2 Asset control procedures (including fixed assets, cash, cheques and negotiable 
instruments, and also including donated assets) must be approved by the Director 
of Finance.  This procedure shall make provision for: 

(a) recording managerial responsibility for each asset; 

(b) identification of additions and disposals; 

(c) identification of all repairs and maintenance expenses; 

(d) physical security of assets; 

(e) periodic verification of the existence of, condition of, and title to, assets 
recorded; 

Page 434 of 468.



Corporate Policy – Standing Financial Instructions 
  
 

POL   
Page 51 
 

(f) identification and reporting of all costs associated with the retention of an 
asset;  

(g) reporting, recording and safekeeping of cash, cheques, and negotiable 
instruments. 

12.5.3 All discrepancies revealed by verification of physical assets to fixed asset register 
shall be notified to the Director of Finance. 

12.5.4 Whilst each employee and officer has a responsibility for the security of property of 
the Trust, it is the responsibility of Board members and senior employees in all 
disciplines to apply such appropriate routine security practices in relation to NHS 
property as may be determined by the Board.  Any breach of agreed security 
practices must be reported in accordance with agreed procedures. 

12.5.5 Any damage to the Trust’s premises, vehicles and equipment, or any loss of 
equipment, stores or supplies must be reported by Board members and employees 
in accordance with the procedure for reporting losses. 

12.5.6 Where practical, assets should be marked as Trust property. 

 

 Stores and Receipt of Goods 13

13.1 General 

13.1.1 Stores, defined in terms of controlled stores and departmental stores (for 
immediate use) should be: 

 (a) kept to a minimum practical level; 

 (b) subjected to regular stock take –perpetual and/or annual; 

 (c) valued at the lower of cost and net realisable value; and 

 (d) be kept as secure as practically possible. 

13.2 Control 

13.2.1 Subject to the responsibility of the Director of Finance for the systems of control, 
overall responsibility for the control of stores shall be delegated to an employee by 
the Chief Executive.  The day to day responsibility may be delegated by them to 
departmental employees and stores managers/keepers, subject to such delegation 
being entered in a record available to the Director of Finance.  The control of 
Pharmaceutical stocks shall be the responsibility of a designated pharmaceutical 
officer; and the control of fuel oil and coal to a designated estates manager. 
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13.2.2 The responsibility for security arrangements and the custody of keys for all stores 
and locations shall be clearly defined in writing by the designated 
manager/pharmaceutical officer.  Wherever practicable, stocks should be marked 
as Trust property. 

13.2.3 The Director of Finance shall set out procedures and systems to regulate the stores 
including records for receipt of goods, issues, and returns to stores, stocktaking 
and losses. 

13.2.4 Stocktaking arrangements shall be agreed with the Director of Finance and there 
shall be a physical check covering all items in store at least once a year. 

13.2.5 Where a complete system of stores control is not justified, alternative arrangements 
shall require the approval of the Director of Finance. 

13.2.6 The designated manager/pharmaceutical officer shall be responsible for a system 
approved by the Director of Finance for a review of slow moving and obsolete items 
and for condemnation, disposal, and replacement of all unserviceable articles.  The 
designated officer shall report to the Director of Finance any evidence of significant 
overstocking and of any negligence or malpractice. Procedures for the disposal of 
obsolete stock shall follow the procedures set out for disposal of all surplus and 
obsolete goods. 

13.3 Goods supplied to the Trust  

13.3.1 For all goods supplied to the Trust, the Chief Executive shall identify those 
authorised to requisition and accept goods from the store.  The authorised person 
shall check receipt against the delivery note before forwarding this to the Director of 
Finance, or delegated representative, who shall satisfy himself that the goods have 
been received before accepting the recharge. 

 Bankruptcy, Liquidations and Receiverships 14

14.1 Responsibility of The Finance Director 

14.1.1 every effort should be to become aware, at the earliest point possible, of the 
bankruptcy, liquidation or receivership of any supplier. 

14.1.2 when a bankruptcy, liquidation or receivership is discovered, all payments should 
be ceased pending confirmation of the bankruptcy, etc. As a matter of urgency, a 
statement must be prepared listing the amounts due to and from the Trust. 

14.1.3 ensure that: 

(a) Any payments due to the Trust are made to the correct person; 
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(b) Any claim by the Trust is properly lodged with the correct party and without 
delay. 

 Disposals and Condemnations, Losses and Special Payments 15

15.1 Disposals and Condemnations 

15.1.1 The Director of Finance must prepare detailed procedures for the disposal of 
assets including condemnations, and ensure that these are notified to managers. 

15.1.2 When it is decided to dispose of a Trust asset, the head of department or 
authorised deputy will determine and advise the Director of Finance of the 
estimated market value of the item, taking account of professional advice where 
appropriate. 

15.1.3 All unserviceable articles shall be: 

(a) condemned or otherwise disposed of by an employee authorised for that 
purpose by the Director of Finance; and 

(b) recorded by the Condemning Officer in a form approved by the Director of 
Finance which will indicate whether the articles are to be converted, 
destroyed or otherwise disposed of.  All entries shall be confirmed by the 
countersignature of a second employee authorised for the purpose by the 
Director of Finance. 

15.1.4 The Condemning Officer shall satisfy himself as to whether or not there is evidence 
of negligence in use and shall report any such evidence to the Director of Finance 
who will take the appropriate action. 

15.2 Losses and Special Payments 

15.2.1 The Director of Finance must prepare procedural instructions on the recording of 
and accounting for condemnations, losses, and special payments.  In cases 
involving suspected fraud, the Director of Finance must also prepare a ‘fraud 
response plan’ that sets out the action to be taken both by persons detecting a 
suspected fraud and those persons responsible for investigating it. 

15.2.2 Any employee or officer discovering or suspecting a loss of any kind must either 
immediately inform their head of department, who must immediately inform the 
Chief Executive and the Director of Finance or inform an officer charged with 
responsibility for responding to concerns involving loss.  This officer will then 
appropriately inform the Director of Finance and/or Chief Executive.  Where a 
criminal offence is suspected, the Director of Finance must immediately inform the 
police if theft or arson is involved.  In cases of fraud and corruption or of anomalies 
which may indicate fraud or corruption, the Director of Finance must inform the 
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Trust’s LCFS and the NHS Counter Fraud Authority in accordance with the NHS 
Standards for providers. 

15.2.3 The Director of Finance must notify the Counter Fraud and Security Management 
Services (CFSMS) and the External Auditor of all frauds. 

15.2.4 For losses apparently caused by theft, arson, neglect of duty or gross 
carelessness, except if trivial, the Director of Finance must immediately notify: 

 (a) the Board, and 

 (b) the External Auditor.  

15.2.5 The Board shall approve a scheme of delegation for the writing off of losses. 

15.2.6 The Director of Finance shall be authorised to take any necessary steps to 
safeguard the Trust’s interests in personal and company insolvencies. 

15.2.7 For any loss, the Director of Finance in conjunction with the Company Secretary 
should consider whether any insurance claim can be made.   

15.2.8 The Director of Finance shall maintain a Losses and Special Payments Register in 
which write off action is recorded, including bad debt written off. The register should 
show:  

(a) The nature, gross amount (or estimate where an accurate value is 
unavailable), and cause of each loss; 

(b) The action taken, total recoveries and date of write-off where appropriate; 
and 

(c) The category in which each loss is to be noted. 

15.2.9 All Losses and special payments must be reported to the Integrated Audit 
Committee on a regular basis; at least annually.  

 Information Technology 16

16.1 Controls 

16.1.1 The Director of Finance who is responsible for the accuracy and security of the 
computerised data of the Trust, shall; 

(a) devise and implement any necessary procedures to ensure adequate 
(reasonable) protection of the Trust’s data, programs and computer 
hardware from accidental or intentional disclosure to unauthorised persons, 
deletion or modification, theft or damage, having due regard for the Data 
Protection Act, Human Rights Act and Freedom of Information Act; 
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(b) ensure that adequate (reasonable) controls exist over data entry, 
processing, storage, transmission and output to ensure security, privacy, 
accuracy, completeness and timeliness of the data, as well as the efficient 
and effective operation of the system; 

(c) ensure that adequate controls exist such that the computer operation is 
separated from development, maintenance and amendment; and 

(d) ensure that an adequate management (audit) trail exists through the 
computerised system and that such computer audit reviews as may be 
considered necessary are being carried out; 

16.1.2 The Director of Finance shall: 

(a) prepare and maintain an IT strategy for regular approval by the 
Management Board; and 

(b) ensure that all purchases of hardware/software are in compliance with the 
Trust’s IT strategy. 

16.1.3 The Director of Finance shall ensure that new financial systems and amendments 
to current financial systems are developed in a controlled manner and thoroughly 
tested prior to implementation. Where this is undertaken by another organisation, 
assurances of adequacy must be obtained from them prior to implementation. 

16.1.4 The Chief Executive shall ensure that the Trust shall publish and maintain a 
Freedom of Information (FOI) Publication Scheme, or adopt a model Freedom of 
Information Publication Scheme approved by the information Commissioner. 

 

16.2 System Development 

16.2.1 The Chief Executive Officer shall satisfy themselves that new computer systems 
and amendments to current systems are developed in a controlled manner and 
thoroughly tested prior to implementation.  Where this is undertaken by another 
organisation, assurances of adequacy will be obtained from them prior to 
implementation. 

16.2.2 In the case of computer systems which are proposed General Applications (i.e. 
normally those applications which the majority of Authorities/Trusts in the cluster or 
nationally wish to sponsor jointly) all responsible Directors and employees will send 
to the Director of Finance: 

(a) details of the outline design of the system; and 
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(b) in the case of packages acquired either from a commercial organisation, 
from the NHS, or from another public sector organisation, the operational 
requirement. 

16.2.3 Contracts for Computer Services with other health bodies or outside agencies 

16.2.4 The Director of Finance shall ensure that contracts for computer services for 
financial applications with another health organisation or any other agency/party 
shall clearly define the responsibility of all parties for the security, privacy, 
accuracy, completeness, and timeliness of data during processing, transmission 
and storage.  The contract should also ensure rights of access for audit purposes. 

16.2.5 Where another health organisation or any other agency provides a computer 
service for financial applications, the Director of Finance shall periodically seek 
assurances that adequate controls are in operation. 

16.3 Risk Assessment 

16.3.1 The Director of Finance shall ensure that risks to the Trust arising from the use of 
IT are effectively identified and considered and appropriate action taken to mitigate 
or control risk. This shall include the preparation and testing of appropriate disaster 
recovery plans. 

16.4 Requirements for Computer Systems which have an impact on corporate 
financial systems 

Where computer systems have an impact on corporate financial systems the Director 
of Finance shall need to be satisfied that: 

(a) systems acquisition, development and maintenance are in line with 
corporate policies such as an Information Technology Strategy; 

(b) data produced for use with financial systems is adequate, accurate, 
complete and timely, and that a management (audit) trail exists;  

(c) staff as delegated by the Director of Finance have access to such data; and 

(d) such computer audit reviews as are considered necessary are being 
carried out. 

16.5 Data Security and Integrity as it relates to Financial Systems  

16.5.1 The Director of Finance shall ensure that appropriate controls exist over data entry, 
processing, storage, transmission and output to ensure security, privacy, accuracy, 
completeness, and timeliness of the data, as well as the efficient and effective 
operation of the system. 
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16.5.2 Where another health organisation or any other agency provides a computer 
service for financial applications, the nominated Executive Director shall 
periodically seek assurances that adequate controls are in operation 

 Patients Property 17

17.1 Responsibilities 

17.1.1 The Trust has a responsibility to provide safe custody for money and other personal 
property (hereafter referred to as “property”) handed in by patients, in the 
possession of unconscious or confused patients, or found in the possession of 
patients dying in hospital or dead on arrival. 

17.1.2 The Chief Executive is responsible for ensuring: 

(a) that patients or their carers, as appropriate, are informed before or at 
admission by: 

(ii) notices and information booklets; (notices are subject to sensitivity 
guidance); 

(iii) hospital admission documentation and property records; and 

(iv) the oral advice of administration and nursing staff responsible for 
admissions. 

(b) that the Trust will not accept responsibility or liability for patients’ property 
brought into its premises, unless it is handed in for safe custody and a copy 
of an official patients’ property record is obtained as a receipt. 

17.1.3 The Director of Finance must provide detailed written instructions on the collection, 
custody, investment, recording, safekeeping, and disposal of patients’ property 
(including instructions on the disposal of the property of deceased patients and of 
patients transferred to other premises) for all staff whose duty is to administer, in 
any way, the property of patients.  Due care should be exercised in the 
management of patients’ money in order to avoid loss. 

17.1.4 Where current guidance requires the opening of separate accounts for patients’ 
monies, these shall be opened and operated under arrangements agreed by the 
Director of Finance. 

17.1.5 In all cases where property of a deceased patient is of a total value in excess of 
£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates, Small Payments, Act 1965) the production of Probate or 
Letters of Administration shall be required before any of the property is released.  
Where the total value of the property is £5,000 or less, forms of indemnity shall be 
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obtained, and the authority of the Director of Finance received to release the 
property. 

17.1.6 Staff should be informed, on appointment, by appropriate departmental or senior 
manager of their responsibilities and duties for the administration of the property of 
patients, detailed in the patient’s property policy and procedure. 

17.1.7 Where patients’ property or income is received for specific purposes and held for 
safekeeping the property or income shall be used only for that purpose, unless any 
variation is approved by the donor or patient in writing. 

 

 Funds Held on Trust – Charitable Funds 18

“Charitable Funds” are those gifts, donations and endowments held on trust for purposes 
relating to services provided by the Trust.  

18.1 Corporate Trustee  

18.1.1 The Trust has responsibilities as a corporate trustee for the management of funds it 
holds on trust and will comply with the Charities Commission latest guidance and 
best practice. 

18.1.2 The responsibilities of the Trust acting as corporate trustee are distinct from its 
responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general principles 
of financial regularity, prudence and propriety.  Trustee responsibilities cover both 
charitable and non-charitable purposes. 

18.1.3 The Director of Finance shall ensure that each trust fund which the Trust is 
responsible for managing is managed appropriately with regard to its purpose and 
to its requirements. 

18.2 Accountability to Charity Commission and Secretary of State for Health 

18.2.1 The Trustee responsibilities must be discharged separately and full recognition 
given to the Trust’s dual accountabilities to the Charity Commission for charitable 
funds held on trust and to the Secretary of State for all funds held on trust. 

18.2.2 The Schedule of Matters Reserved to the Board and the Scheme of Delegation 
make clear where decisions regarding the exercise of discretion regarding the 
disposal and use of the funds are to be taken and by whom.  All Board members 
and Trust officers must take account of that guidance before taking action. 

18.3 Applicability of Standing Financial Instructions to funds held on Trust  
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18.3.1 In so far as it is possible to do so, most of the sections of these Standing Financial 
Instructions will apply to the management of funds held on trust. 

18.3.2 The over-riding principle is that the integrity of each Trust must be maintained and 
statutory and Trust obligations met.  Materiality must be assessed separately from 
Exchequer activities and funds. 

 Acceptance of Gifts by Staff and Link to Standards of Business Conduct 19

19.1 The Trust’s policy on acceptance of gifts and other benefits in kind by staff is 
embodied in the Trust’s Policies on Anti-Fraud and Bribery and Standards of 
Business Conduct Policy. The Standards of Business Conduct policy follows the 
guidance from DH, in particular Health Circular HSG (93) 5 ‘Standards of Business 
Conduct for NHS Staff’ which is deemed to be an integral part of these SFIs. 

19.2 The Company Secretary shall ensure that a Code of Conduct and arrangements and 
procedures for the declaration and registering of interests of members of both the 
Board of Directors and the Assembly of Governors and other senior management as 
determined by the Board of Directors are in place. 

 Retention of Records 20

20.1 The Chief Executive shall be responsible for the management of all NHS records by 
the Trust, regardless of the media on which they are held. 

20.2 The Chief Executive shall be responsible for ensuring that all records required to be 
retained in accordance with the requirements of the Data Protection Act 1998 and 
the Freedom of Information Act 2000 and taking into account the guidance contained 
in Records Management: NHS Code of Practice (2010). 

20.3 The records held in archives shall be capable of retrieval by authorised persons in 
accordance with the provisions of the Records Management Code. 

20.4 Records held shall only be destroyed at the express instigation of the Chief 
Executive and details shall be maintained of records so destroyed. 

 Risk Management and Insurance 21

21.1 Programme of Risk Management 

The Chief Executive shall ensure that the Trust has a programme of risk 
management, in accordance with current Independent Regulator requirements (if 
any), which must be approved and monitored by the Board. 

The programme of risk management shall include: 

(a) a process for identifying and quantifying risks and potential liabilities; 
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(b) engendering among all levels of staff a positive attitude towards the control 
of risk; 

(c) management processes to ensure all significant risks and potential 
liabilities are addressed including effective systems of internal control, cost 
effective insurance cover, and decisions on the acceptable level of retained 
risk; 

(d) contingency plans to offset the impact of adverse events; 

(e) audit arrangements including; Internal Audit, clinical audit, health and safety 
review; 

(f) a clear indication of which risks shall be insured; 

(g) arrangements to review the Risk Management programme. 

The existence, integration and evaluation of the above elements will assist in 
providing a basis to create the Annual Governance Statement (AGS) within the 
Annual Report and Accounts as required by current guidance. 

21.2 Arrangements to be followed by the Board in agreeing Insurance cover 

21.2.1 Where the Board decides to use the risk pooling schemes administered by the NHS 
Litigation Authority the Director of Finance shall ensure that the arrangements 
entered into are appropriate and complementary to the risk management 
programme. The Director of Finance shall ensure that documented procedures 
cover these arrangements 

21.2.2 Where the Board decides not to use the risk pooling schemes administered by the 
NHS Litigation Authority for one or other of the risks covered by the schemes, the 
Director of Finance shall ensure that the Board is informed of the nature and extent 
of the risks that are self insured as a result of this decision.  

21.2.3 The Director of Finance will draw up formal documented procedures for the 
management of any claims arising from third parties and payments in respect of 
losses which will not be reimbursed.  

21.2.4 All the risk pooling schemes require Scheme members to make some contribution 
to the settlement of claims (the ‘deductible’).  The Director of Finance should 
ensure documented procedures also cover the management of claims and 
payments below the deductible in each case 

 Credit Finance Arrangements Including Leasing Commitments 22

22.1 There are no grounds where any employee of the Trust can approve any contract or 
transaction which binds the Trust to credit finance commitments without the clear 
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prior authority of the Director of Finance. This includes all Executive Directors of the 
Trust as well as all officers. The Board has provided the Director of Finance with sole 
authority to enter into such commitments, although these powers can be delegated 
by him/her to appropriate officers under his/her organisational control.  

22.2 This instruction applies to leasing agreements and Hire Purchase undertaking which 
must be sent to the Director of Finance for prior approval. No officer of the Trust 
outside the organisational control of the Director of Finance has any powers to 
approve such commitments. 

 

 Delegated Matters 23

24.1 Delegated matters in respect of decisions which may have a far reaching effect must 
be reported to the Chief Executi 

24.2 All items concerning Finance must be carried out in accordance with Standing 
Financial Instructions.   

24.3 The Scheme of Delegation can be amended by the Chief Executive at any time 
providing there is no change to the Standing Financial Instructions. 

24.4 The level of authority to authorise delegated matters is contained within the Scheme 
of Delegation – Financial Authorities document. 

24.5 The table of delegated matters below is the lowest level to which authority is 
delegated.  Delegation to lower levels is only permitted with written approval of the 
Chief Executive who will, before authorising such delegation, consult with other 
Senior Officers as appropriate. 
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 Scheme of Delegation – Financial Authorities 24

 

Financial Limits 
Expenditure 

Tender 
Waivers 

Disposal/Write 
off of Physical 

Assets 

Write off 
of Debt 

Losses & 
Special 

Payments 

Charitable 
Funds 

General Capital 

Trust Board £500k+ £1m+ £300k+ £500k+ £500k+ £500k+ £500k+ 

Chief Executive £500k £1m £300k £500k £500k £500k £500k 

Director of Finance £150k   £200k £150k £150k £150k £150k 

Director of HR, OD & Development £25k             

Medical Director £25k             

Director of Nursing £25k             

Director Of Communications £10k             

Deputy Director of Finance £10k   £50k         

Deputy Director of HR £10k             

Company Secretary               

Chief Pharmacist ( Specific items) £25k             

Financial Controller       £5k £5k   £5k1 

Head of Temporary Staffing (specific items) £5K             

Head of Procurement £5K             

Directors of Clinical Operations £10k         £10k   

Heads of Service/General Manager £5K     £5k   £5k   

Service Managers £3K     £3k   £3k   

Budget Manager/Fund Manager £1k     £1k   £1k £1k 

        1 In conjunction with fund manager 
       

 

 

END OF DOCUMENT 
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Report to the Trust Board 

Meeting Date: 7th September 2017  Agenda Item  

 

Title of Report 
 

Corporate Policy: Human Resources and Organisational 
Development 

Presented by  
 Leon Hinton, Deputy Director of HR & OD 

Lead Director 
 James Devine, Executive Director of HR & OD 

Committees or Groups 
who have considered 
this report 
 

 
Executive Group 

Executive Summary 
 

Further to discussions between the Chief Executive and the 
Executive Group, it was resolved to map all policies, Standard 
Operating Procedures (SOPs) and Administrative Guidance 
Notes (AGNs) under one of 14 overarching Policy Areas with a 
high level Board approved Corporate Policy covering each area. 
 
The Corporate Policy is intended to be a high level overview of 
the organisation’s policy in the relevant area, with the detailed 
instructions/guidance being laid out in supporting documentation 
which is reference in the Corporate Policy and therefore linked to 
the overarching document. 
 
The Corporate Policy areas are: 

 Information Governance 
 Complaints 
 Serious Incidents 
 Safeguarding 
 Emergency Planning, Resilience and Response 
 Human Resources and Organisational Development 
 Health and Safety/Fire Safety 
 Standards of Business Conduct 
 Medicines Management 
 Risk Management 
 Patient Care and Management 
 Security and Estates 
 Duty of Candour 
 Finance 

 
Accordingly, the Corporate Policy for Human Resources and 
Organisational Development has been drafted and is attached 
for Board approval. 
 

Resource Implications 
 

 
N/A 

16 

Page 447 of 468.



Risk and Assurance 
 

Currently there is an excessive number of policies, SOPs and 
AGNs in place and linkage between associated documentation 
may lack clarity and purpose. The process of creating an 
overarching Corporate Policy for each area is supported by a 
review of background documentation and the culling of 
documents which are superfluous or out of date. The process 
will streamline document management processes across the 
Trust. 

Legal 
Implications/Regulatory 
Requirements 
 

 
Corporate Policies are being drafted to reflect legal and 
regulatory requirements. 

Recovery Plan 
Implication 
 

Governance and Standards 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Executive Group have reviewed the policy and recommend 
that the Board approves the new Corporate Policy for Human 
Resources and Organisational Development.  

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 

X    
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1 Introduction 

 
1.1 Human Resources and Organisational Development (HR & OD) supports Medway 

NHS Foundation Trust achieve the Best of Care through the Best of People. The 
department supports excellent patient care through the recruitment, retention and 
development of all employees. The HR & OD directorate also focuses on employee 
engagement and helps shape the culture of the Trust. 

1.2 The directorate also ensures compliance with employment legislation and best 
practice when dealing with any workforce issues. 

2 Purpose / Aim and Objective 

 
2.1 The purpose and aim of this document is to provide an overview of the key elements 

of HR & OD and to identify through supporting policies and procedures the various 
employment legislation and local processes to which the directorate is expected to 
work to. 
The key elements of the HR & OD Directorate are: 

 HR Strategy and Planning; this includes Employee Relations, Workforce 
Intelligence, Occupational Health and Tiny Tugs Nursery; 

 HR Resourcing; this includes Resourcing, Temporary Resourcing, Medical 
Resourcing and e-Rostering; 

 Workforce Development and Organisational Development; this includes 
Medical Education, Simulation Service, Workbased Learning, Library and 
Knowledge Management, Organisational and Professional Development and 
Reception and Administration. 

2.2 The objective of this document and all supporting policies and procedures is to 
identify, at high level and in detail, the relevant employment legislation and standards 
which govern the provision of HR and OD services, and to provide all Trust staff with 
detailed guidance, references and clarity on a range of topics relating directly to HR 
and OD service provision. 

2.3 The Trust aims to ‘Be the BEST’ in everything it sets out to, and this extends to the 
management of staff who are at the heart of the Trust and its commitment to patient 
care. 
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3. Policy Framework 

 
3.1 Medway NHS Foundation Trust is committed to complying with statutory, 

mandatory and best practice requirements through a supporting framework of 
documents: 

Employee Relations 
Respect - Countering Bullying in the Workplace Policy (POLCHR002)  

Respect - Countering Bullying in the Workplace Procedure (SOP0168)  
Grievances Policy (POLCHR003)  

Grievance Procedure (SOP0249)  
Performance Management Policy ( POLCHR004) 

Performance Management Procedure (SOP0227) 
Probationary Period Procedure (SOP0252) 
Medical and Dental Policy for Managing Conduct, Capability and Health 
(PROCHR004) 

Organisational Change Policy (POLCHR005) 
Organisational Change Procedure (SOP0242)   

Long Service Recognition Policy (POLCHR009)  
Freedom to Speak Up - Raising Concerns at Work - Whistleblowing Policy 
(POLCHR014) 

Freedom to Speak Up Guardians Procedure (SOP0251)   
Attendance Management Policy (POLCHR017) 

Attendance Management Procedure (SOP0286)   
Attendance Management - Return to Work Form (OTCHR050) 

Worklife and Family Policy (POLCHR019a)  
             Flexible Working Procedure - Worklife Balance (SOP0250) 
             Paternity Leave Procedure (SOP0274) 
             Parental Leave Procedure (SOP0275) 
             Maternity Leave Procedure (SOP0276) 
             Carer Dependant Leave Procedure (SOP0277) 
             Other Leave Procedure (SOP0278) 
             Adoption Leave Procedure (SOP0279)        
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR014
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0251
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCHR050
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0250
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0274
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             Career Break Policy (POLCHR034)  
             Annual Leave Procedure (SOP0287) 
             Medical Staff Leave Procedure (SOP0290)   
Managing Work Related Stress Policy (POLCHR021)  
Partnership Agreement Between Medway NHS Foundation Trust and NHS 
Trade Unions Policy (POLCHR030)  
Inclusion Policy (POLCHR044)  

Disability in Employment Policy (POLCHR045) 
Disciplinary Policy (PROCHR002) 

Disciplinary Procedures (SOP0226) 
Bank Worker Disciplinary Procedure (SOP0320)    

Exit Procedure (SOP0317) 
Occupational Health 
Occupational Health Clearance and Immunisations for New Healthcare 
Workers Guidelines (GUCGR015)  
Avoidance and Management of the Effects of Latex Allergy Policy 
(POLCGR002)  

Avoidance and Management of the Effects of Latex Allergy  Screening 
Questionnaire for Employees at Risk of Increase Occupational Latex 
Exposure (OTCHR037)  
Avoidance and Management of the Effects of Latex Allergy Procedure 
(SOP0237)  

Prevention and Management of Tuberculosis in Health Workers Policy 
(POLCPCM076) 

Prevention and Management of Tuberculosis in Health Care Workers 
Procedures (SOP0241)   
Prevention and Management of Tuberculosis in Health Care Workers - 
Annual Tuberculosis Symptom Questionnaire (OTLS030)  

Misuse of Drugs and Alcohol Policy (POLCHR013)  
Management and Procedure for the Provision of Post Exposure Prophylaxis 
(PEP) following a Sharps or Blood/Body Contamination Incident (POLCS014)  
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR034
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0287
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR044
http://qpulse-drs.medway.nhs.uk/Corporate/Results.aspx
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0241
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTLS030
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTLS030
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR013
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCS014
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Organisational & Professional Development  
On Boarding - New Employee Departmental Welcome Record - Local Induction 
(OTCHR035) 

On Boarding 1 - Final Preparations for New Starter Joining the Trust 
(SOP0209) 
On Boarding 2 - MFT Welcome (SOP0210) 
On Boarding 3 - Role Relevant Training and NSDWR (SOP0211) 
On Boarding 4 - Settling and Performing into the Role (SOP0213) 
On Boarding 5 - Performing into the Role (SOP0214) 
Statutory and Mandatory Training Procedure (PROCHR006)     

Apprenticeship Policy (POLCHR043)  
Work Placement - Work Experience Policy (POLLHR001)  
Achievement Review Guidelines (GUCHR007)  
Appraisal and Revalidation of Medical Staff Policy (POLCHR037)  
Study Leave and Funding Policy (POLLHR002)  

Study Leave and Funding Procedure (SOP0322) 
Applying for Funding Towards Continuing Professional Development 
Procedure (SOP0291) 
Study Leave Process for Doctors in Training (PROCHR007)   

Resourcing & Rostering 
Recruitment and Selection Policy (POLCHR039) 

Recruitment Procedure (SOP0178) 
Secondment Procedure (SOP0180) 
Disclosure and Barring Service Check Procedure (SOP0177) 
Managers Guide to Checking - Duty of Care - Documents (SOP0013) 

 Temporary Workforce Policy (POLCHR042) 
Temporary Workforce - Principles of Engagement Guidance 
(GUDCHR001) 

Fit and Proper Persons Policy (POLCHR041) 
             Fit and Proper Persons Procedure (SOP0174)   

Job Evaluation Policy (POLCHR036) 
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCHR035
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0209
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http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0210
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0211
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0213
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0214
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=PROCHR006
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR043
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLLHR001
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUCHR007
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR037
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLLHR002
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0322
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0291
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0291
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=PROCHR007
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR039
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0178
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0180
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0177
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0013
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR042
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUDCHR001
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUDCHR001
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR041
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0174
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCHR036


Medway NHS Foundation Trust 
Human Resources and OD Policy  

 

POLCG129 
Page 8 of 11 
 

eRostering Policy (POLCNM017)  
Remediation of Medical Staff Policy (POLCM006)  
Honorary Contracts Procedure (SOP0179)  
Removal and Relocation Expenses Procedure (SOP0319)  

4. Roles and Responsibilities 

 
4.1 Trust Board 

4.1.1 The Trust Board is ultimately responsible for ensuring that the Trust 
corporately meets its legal responsibilities. 

4.1.2 The Trust Board is responsible for approving the Trust’s Corporate Policy for 
HR & OD. 
 

4.2 Chief Executive 
4.2.1 The Chief Executive has overall responsibility for ensuring that sufficient 

resources are provided to support HR & OD requirements.  
 

4.3 Executive Director of HR and OD 
4.3.1 Has overarching responsibility for the effective and efficient management 

and delivery of all HR & OD services within the Trust and for development of 
policies and procedures in support of these functions. 

4.3.2 Ensure that all policies and procedures are in line with relevant employment 
legislation and best practice. 

4.3.3 Development of the Workforce Strategy that all policies and procedures 
underpin. 

4.3.4 Advises the Board on the effectiveness of HR & OD management across 
MFT.  

4.4 Deputy Director of HR & OD 
4.4.1 Has responsibility for ensuring that Employee Relations processes are fair 

and thorough; following policies and procedures accordingly; 
4.4.2 Ensuring that Workforce Intelligence is accurate and readily available when 

required. Also, to ensure that ESR and EPay are fit for purpose and utilised 
effectively to bring efficiency to payroll processing and workforce information; 

4.4.3 Leading an effective occupational health service provision across the Trust; 
4.4.4 Has responsibility for the onsite nursery, Tiny Tugs, ensuring that the service 

is run safely, efficiently and in line with relevant legislation. 
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4.5 Group Head of HR – Resourcing 
4.5.1 Has responsibility for ensuring that all resourcing functions (including 

medical staffing and temporary staffing) processes are fair and thorough; 
following policies and procedures accordingly; 

4.5.2 Ensure all resourcing policies and procedures are in line with relevant 
employment legislation and best practice; 

4.5.3 Monitor all resourcing policies to ensure compliance across the Trust. 
 

4.6 Associate Director of Workforce Development and OD 
4.6.1 Has responsibility for ensuring that all Organisational & Professional 

Development processes are fair and thorough ensuring equity of access; 
following policies and procedures accordingly; 

 
4.7 HR and OD Team 

4.7.1 The whole HR & OD Team are responsible for: 

 Providing expert advice and guidance to all staff on all elements of HR 
& OD; 

 Developing internal HR and OD policies and procedures to meet 
employment legislation, Agenda for Change and best practice; 

 Developing HR and OD awareness and training programmes for staff; 

 Ensuring compliance with policies, procedures, legislation and best 
practice. 

4.8 Line Managers 
4.8.1 Line managers are responsible for ensuring that the HR & OD Policy is 

implemented within their group or directorate; 
4.8.2 They are also responsible for seeking advice from a relevant member of the 

HR and OD team if they are unsure about the application of a policy or 
procedure; 

4.8.3 Line managers should discuss any concerns they have regarding their staff 
with a relevant member of staff as soon as the issue arises. 
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4.9 All Staff 
4.9.1 All staff are responsible for adhering to all HR & OD policy. 

 

5. Monitoring and Review  

 

What will be 
monitored 

How/Method
/ Frequency Lead Reporting 

to 

 
Deficiencies/ gaps 
Recommendation
s and actions 

Policy review Annually Deputy Director 
of HR and OD 

 Where gaps are 
recognised action plans 
will be put into place 

 

6. Training and Implementation  

 
6.1 To support the implementation and embedding of HR and OD policies and 

procedures;  

 Bitesize training sessions for staff on different policies will be run regularly;  

 Bespoke training and coaching for managers will be delivered on an ad hoc 
basis.   

7. Equality Impact Assessment Statement & Tool 

 
7.1 All public bodies have a statutory duty under the Race Relation (Amendment) Act 

2000 to “set out arrangements to assess and consult on how their policies and 
functions impact on race equality.” This obligation has been increased to include 
equality and human rights with regard to disability, age and gender.  

7.2 The Trust aims to design and implement services, policies and measures that meet 
the diverse needs of our service, population and workforce, ensuring that none are 
placed at a disadvantage over others. This document was found to be compliant with 
this philosophy.  

7.3 Equality Impact Assessments will also ensure discrimination does not occur on the 
grounds of Religion/Belief or Sexual Orientation in line with the protected 
characteristics covered by the existing public duties. 

9 References 

 
Document Ref No 
References:  
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Trust Associated Documents: 
As shown in framework  

 
END OF DOCUMENT 
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Key Issues Report 
 

Key Issues Report- Quality Assurance Committee  
  

1 

From a meeting of Quality Assurance Committee held on 25/08/2017 
 

Report to: Trust Board Date of   
meeting: 

25 Aug 17 

 
Presented by: 

 
Ewan Carmichael,  Chair 
Quality Assurance 
Committee 

 
Prepared by: 

 
Ewan Carmichael Non-
Executive Director 

    

 
Matters for 
escalation 

  Overall, while recognising the significant progress made by the 
Trust in the last year, the Committee notes that the Trust is now 
in a challenging phase which requires coordination, 
communication, attention to detail and synchronisation  of 
actions. 

 The sequencing of, and time intervals between, QIG, QAC and 
Board, and the time taken to produce a fully validated set of data 
(IQPR), means that the version of the latter produced for QAC 
may only be fully validated after the event. 

 The two points raised (above) suggest that a review of how the 
Board interprets quality, and also how the Board simultaneously 
maintains an overview of operations and gains its assurance, 
may be due. 

 The Board must focus on the requirements set by the National 
Quality Board (NQB) Learning from Deaths.  A Trust protocol 
must be published in Sep 17, and NED must be appointed with 
oversight of reporting, investigating and learning from deaths. 

 
 
 

Matters 
considered by 

the group: 

  Update on IQPR and Data.  See above.  IQPR version control 
has not been straightforward.  

 Directorate Assurance Report – Families and Clinical Support.  
Directorate reports continue to improve and the Committee was 
pleased that a decision made at QAC last month (on reporting 
compliance with emerging guidelines) have been adopted. 

 Update on Breast Screening space.  Due to the practical 
difficulties in utilising the physical space, the Committee will 
revisit this subject in 3 months’ time (NB. Reaccreditation due in 
Feb 18). 

 CQC Quality Improvement Plan.   Progress is not uniform and 
the Trust must maintain pressure.  

 Report from Clinical Effectiveness Group.  The Committee was 
grateful for the candour of the report, which included difficulty 
achieving a quorum and a need to act on national audit findings. 
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 NQB Learning from Deaths. See above. 
 Report on Medicines Management.  Standards of medicines 

management are not being adhered to uniformly across the 
Trust.  To be revisited in October. 

 Not Available – Corporate Quality Risks. Revised reports are 
being built. 

 Key issues Report from Quality Improvement Group.  QIG 
echoed the observations about the challenges making further 
progress. 

 Under AOB, CIPs were considered, but no quality impacts were 
reported.  The DoN will liaise and report by exception. 

 
Key decisions 
made/ actions 

identified: 

  In September, QAC will revisit ED Blood Sample Contamination 
and look for clarification of data. 

 
 

Risks:   The Board may be making decisions with an incomplete set of 
data. 

 Delay, failure to meet deadlines and action national guidelines 
may result in enforcement action. 

 
 

Assurance:   It has been challenging to provide assurance to Board for the 
reasons set out above. 
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medway qac aug 17 

Attendance Log: shade out dates when member was not in post/not a member.  Put x for any meetings missed regardless of reason and 
use  to mark attendance.  Only members (as laid out in the terms of reference) need to be included – not attendees. 

Name and Job Title of Member 

A
pr

 

M
ay

 

Ju
n 

Ju
l 

A
ug

 

Se
pt

 

O
ct

 

N
ov

 

D
ec

 

Ja
n 

Fe
b 

M
ar

 

Insert name and job title             

Ewan Carmichael, NED & Chair             

Vivien Bouttell, Governor Representative              

Lesley Dwyer, Chief Executive      x        

Diana Hamilton-Fairley, Medical Director      x        

Martin Nagler, Patient Representative              

Karen Rule, Director of Nursing              

Jon Billings, NED             

Adrian Ward, NED             
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1 

From a meeting of Finance Committee held on 31/08/2017 
 

Report to: Board of Directors Date of meeting: 07/09/2017 
 
Presented by: 

 
Tony Moore Chair Finance 
Committee 

 
Prepared by: 

 
Tracey Cotterill, Director 
of Finance 

 
Matters for 
escalation 

 1. The standard reporting pack was reviewed and the risks relating to 
income were discussed including the system wide work being 
undertaken to address the system gap; 

2. The Finance Committee received reports on a number of key 
financial matters.  

a. Financial position YTD and Forecast Outturn, including 
risk adjusted scenarios. 

b. CIP progress – including a quarterly profile review 
c. Contract performance including update on the contract 

workplan and Q1 CQUINs  
d. STP financial position  

3. Cash – the cash position is becoming increasingly tight as NHSI 
expect Trust’s in receipt of revenue support to manage creditors on 
an extended timeline. 

4. ED Development – the completion date has been compromised by 
the decision to install a misting system as an additional fire 
precaution. Given the recent Grenfell tragedy, the Trust has 
decided to exceed the minimum recommended safety standards in 
this case. 

5. A report was received giving a progress update on the income 
recognition work, and assurance regarding the comprehensiveness 
of income billing.  

6. Following the in depth report on debtors it was recognised that 
there are considerable unrecoverable debts that will need to be 
considered for write off.  The committee is assured that all write-offs 
will be in accordance with standing financial instructions and 
delegated authority levels. 

 
 

Other matters 
considered by 

the group: 

 7. Month 4 performance as reported to NHSI 
8. CIP performance  
9. Contract performance 
10. STP finance update 
11. The Draft Financial Recovery Plan was received by the Committee.  
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The key focus of the Financial Recovery being Carter and Service 
Line Performance, mostly driven by opportunities from temporary 
staffing savings. Income opportunities were also considered. 

12. North Kent Pathology Service progress update 
13. Income Recovery was discussed, and findings from all investigative 

work to date on unrecovered income were included in the progress 
report. 

14. Impact of changes to the clinical pathway were discussed, but are 
not yet concluded as the pathways are still being modified and tariff 
not yet agreed. 

15. An in depth review of the debtors position was received. 
16. A new paper was presented to committee updating on KPIs for the 

procurement department. 
17. Board Assurance Framework – all risks associated with the 

financial position had been updated prior to the meeting 
 

 
Key decisions 
made/ actions 

identified: 

 18. Position will be reviewed at M5 to advise the Board regarding year 
end forecast for the Q2 submission. 

19. Escalation process for Directorates that are off track for financial 
performance to attend FC. 

 
 

Risks:  20. The Income plan contains some risk which relates to the contract 
work plan, and similar variances with other commissioners. This 
risk is being managed through a system approach and in 
conjunction with NHSI and NHSE. 

21. The CIP schemes are behind plan, and the clinical divisions will 
overspend if they continue on the current trajectory. 

22. The Finance section of the Board Assurance Framework was 
considered.  

 
 

Assurance:  Assurance was provided on; 
23. Income recognition and work undertaken to identify opportunities 
24. Progress with the financial recovery plan. 
25. Risk identification and risk management under the BAF  
26. ED project progress and associated safety aspects 
27. Management of Debt 
28. Procurement performance particularly in relation to the Carter 

metrics 
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1 

From a meeting of Integrated Audit Committee held on 31/08/2017 
 

Report to: Board of Directors Date of meeting: 07/09/2017 
 
Presented by: 

 
Mark Spragg. Chair 
Integrated Audit Committee 

 
Prepared by: 

 
Tracey Cotterill. Director 
of Finance & Bus Svcs 

 
 

Matters for 
escalation 

 1. Board Assurance Framework – All high level risks should be 
associated with one of the strategic objectives. High level Fire 
risks to be included with risks to delivery of strategic objective 3 – 
Integrated Health Care. 

2. Board to consider the structure of the BAF and risk escalation 
including the overall control framework. 

3. Health and Safety Action plan – Whilst good progress is being 
made against the majority of actions, a small number of dates 
have been extended. New appointments have been made to 
support the work. 

4. Standing Financial Instructions (including scheme of delegation) 
approved and recommended to the Board for approval. 

 
 

Other matters 
considered by 

the group: 

 1. Progress against the Internal Audit plan was reviewed and the 
DoF requested days be allocated to some additional areas which 
were of concern to her. There was discussion about the 
performance in the Serious Incident reporting process. 

2. Progress against the Local Counter Fraud Services Plan was 
reviewed. It was noted that there has been significant 
improvement in engagement with Comms and HR facilitating 
awareness of fraud across the Trust. 

3. Internal Audit Reports were presented and discussed. 
4. A report from NHS Protect into the review of the self- 

assessment scoring in 2 of the 4 domains was presented. The 
NHSP rating was Amber whilst the Trust had submitted a Green 
rating. An action plan was presented to the committee, with many 
remedial actions already completed. 

5. External Auditors presented the “other findings” from the 2016/17 
audit, which had not been covered in the May paper. The 
management response to these findings was considered. 

6. External Auditors also presented updates on new guidance for 
Managing Conflicts of interest in the NHS, Well led governance 
framework changes, GDPR and a consultation paper for 
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protecting whistleblowers.  
7. The Board Assurance Framework was reviewed, and an update 

received on the Health and Safety Standards Audit. A number of 
actions have been completed, with others on plan for delivery. 
There was discussion around the control framework and the 
structure of the BAF and how risks are escalated to the Board. 

8. The management update on reference cost audit outstanding 
actions was considered. 

9. Losses & Special Payments for the period 1st April to 31st July 
2017 were presented. 

10. The single tender waivers report was presented for information. 
Further graphical analysis has been provided to give more 
information regarding the type of spend under STW and the 
percent in relation to non-pay in the period. 

11. Standing Financial Instructions (including scheme of delegation) 
update was received and approved. 

12. Fire Risks Update on risks and mitigations received. 
13. The quarterly declaration of gifts and hospitality was presented. 

 
 

Key decisions 
made/ actions 

identified: 

 1. Standing Financial Instructions (including scheme of delegation) 
approved and recommended to the Board for approval. 

2. LCFS training recommended be mandatory 
3. The Anti-Fraud, Bribery and Corruption Policy was approved 
4. Agreed an addition to the IA plan to review processes and 

controls for outsourcing. 
 
 

Risks:  The risks associated with all items on the agenda were considered, and 
in particular the risks relating to Fire, Health and Safety.  

 
 

Assurance:  Assurance was provided on; 
1. H&S Plan to mitigate risks identified within the audit 
2. Accelerated programme supported by NHSI to mitigate any fire 

risks, and increased prevention measures in place. 
3. Expenditure on waivers is being appropriately managed and 

controlled to minimise risk of fraud. 
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