
 
 

PUBLIC MEETING OF THE TRUST BOARD  
THURSDAY 28 JULY 2016, 13.30 – 16.00 
TRAFALGAR CONFERENCE SUITE, LEVEL 3 GREEN ZONE, MEDWAY MARITIME HOSPITAL 
 

Time  Item Subject Presenter Format Action 

  Quality Insight - MediLead Dr Sarah Hare Presentation To note 

OPENING OF THE MEETING  

 1.  Chair’s welcome and apologies for absence Chairman Verbal To note 

 2.  Quorum Chairman Verbal To note 

 3.  Register of Interests  Chairman  Paper To note  

MEETING ADMINISTRATION 

 4.  Minutes of the previous meeting held on 
30 June 2016 

Chairman Paper To approve 

 5.  Matters Arising Action Log Chairman Paper To note 

MAIN BUSINESS 

 6.  Chair’s Report  Chairman Verbal To note 

 7.  Chief Executive’s Report Chief Executive Paper To note 

 8.  Strategy Chief Executive  Verbal To note 

 9.  Trust Recovery Plan  Kevin Tallett Paper To note 

 10.  Quality and Performance Reports 
a) Chief Quality Officer 
b) Clinical Operations Report 
c) Medical Director 
d) Director of Nursing 
e) Director of Workforce 
f) Corporate Governance Report 

 
 

g) IQPR  Report 

 
Chief Quality Officer  
Margaret Dalziel 
Medical Director  
Director of Nursing 
Acting Director of HR 
Director of Corporate 
Governance, Risk, 
Compliance & Legal 

Paper To discuss 

 11.  Finance Report   Finance Director  Paper To note 

 12.  Data Quality Strategy Chief Quality Officer Paper To note 

 13.  People & Organisational Development 
Strategy  

Acting Director of HR Paper To note 

 14.  Equality & Diversity Report Acting Director of HR Paper To note  

 15.  Community Engagement Strategy Communications 
Director 

Paper To note 

 16.  NHSI Quarter 1 Submission Finance Director  Paper To note 

 17.  Terms of Reference – Quality Assurance 
Committee 

Jan Stephens – Non 
Exec Director  

Paper To approve 

 18.  Communications Report Communications 
Director 

Paper To note 

 19.  Return to Reporting Chief Quality Officer Paper & to 
be tabled 

For 
information 
 

FURTHER INFORMATION ITEMS 

 20.  Single Quality Oversight Committee Chief Executive Verbal To note 

 21.  Council of Governor  Chairman Verbal To note 

 22.  Audit Committee Report Audit Chairman Paper To note 

 23.  Investment & Contracts  Committee Report ICC Chair Paper To note 

 24.  Quality Assurance Committee Report QAC Chair Verbal To note  



 
 

 25.  Charitable Funds Committee CF Chair Paper To note 

 26.  Membership Strategy Chair Paper To note 

AOB 

 27.  AOB Chairman Verbal Noting 

 28.  Questions from members of the public 
relating to the Agenda 

Chairman   

CLOSE OF MEETING 

  Date of next meeting: Thursday 25 August 2016,  
Trafalgar Conference Suite, Level 3 Green Zone, Medway Maritime Hospital 
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MEDWAY NHS FOUNDATION TRUST  
 

REGISTER OF INTERESTS FOR BOARD MEMBERS  
 

1.  Patricia Bain 
Director of Health Informatics 

 Director of Qualitas Independent Consultancy Ltd 

 Specialist Advisor CQC 

 Associate Consultant Capsticks Legal  

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

2.  Rebecca Bradd 
Director of Workforce 

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

3.  Ewan Carmichael 
Non-Executive Director 

 Timepathfinders Ltd 

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

4.  Darren Cattell  
Interim Director of Finance 

 Director and shareholder of Mill Street Consultancy 
Limited 

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

5.  Stephen Clark 
Non-Executive Director 
 

 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 

6.  Lesley Dwyer 
Chief Executive 

 Member of the Corporate Trustees of Medway NHS 
Foundation Trust Charitable Funds 

7.  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 

8.  Martin Jamieson 
Non-Executive Director  

 Chair of the Medway NHS Foundation Trust 
Integrated Audit Committee 

 Director, Lightpoint Medical Ltd 

 Senior Adviser, ArchiMed Private Equity 

 Non-Executive Director – C-Major Ltd 

 Strategic Planning Consultant, Rocket Medical Pl 

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

9.  Anthony Moore 
Non-Executive Director 

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

10.  Joanne Palmer 
Non-Executive Director 

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

11.  Karen Rule 
Chief Nurse Designate 

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

12.  Jan Stephens   Trustee of Medway Youth Trust  
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Non Executive Director   Member of the Corporate Trustee of Medway NHS 
Foundation Trust Charitable Funds. 

13.  Shena Winning 
Chair  

 Director, BBK Enterprises Limited 

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

14.  David Rice 
Company Secretary 

 Director and shareholder of Shooters Hill 
Management Co Limited  
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PUBLIC MINUTES OF THE BOARD OF DIRECTORS MEETING HELD ON THURSDAY, 30 
JUNE 2016 AT 1.30PM IN  TRAFALGAR CONFERENCE SUITE, LEVEL 3, GREEN ZONE,  

MEDWAY MARITIME HOSPITAL 
 
Present: Mrs. S Winning, Chairman 
 Mrs. L Dwyer, Chief Executive 
 Dr. P Bain, Chief Quality Officer 
 Mr. E. Carmichael, Non-Executive Director 
 Mr. D. Cattell, Finance Director 
 Dr. D Hamilton-Fairley, Medical Director 
 Mr. M Jamieson, Non-Executive Director 
 Mr. T Moore, Non-Executive Director 
 Mrs. J Palmer, Non- Executive Director 
 Mrs. K Rule, Director of Nursing  
 Ms. J Stephens, Non-Executive Director  
   
In attendance: Mrs. C Atkins, Medical Education Manager 
 Dr J Cansick, Director of Medical Education 
 Ms B Critichlow, Deputy Director of Nursing 
 Mr R Hembrom, Medical Education 
 Mrs. D King, Governor Representative 
 Mr. J Lowell, Director of Clinical Operations, Womens & Childrens Directorate 
 Mr. P Lehmann, Director of Communications 
 Mrs K Mukherjee, Consultant Anaesthetist 
 Mr. D Rice, Trust Secretary 
 Mr. B Stevens, Director of Clinical Operations, Co-ordinated Surgical Directorate 
 Dr. I Sturgess, Associate Medical Director, Directorate of Improvement  
 Mrs. L Stuart, Director of Corporate Governance, Risk, Compliance & Legal  
   
Observers: Members of the public/staff/Governors (6) 
 
 
QUALITY INSIGHT –   MANAGEMENT OF FRAILTY 
 

Dr. Sturgess gave a short presentation on the management of frailty.  He stressed the 
importance of providing the right care for frail elderly patients and referred to a video titled 
“Mrs Andrews Story”. The story was of the treatment of a relatively fit elderly lady who had a 
fall at home and how the treatment she received contributed to deconditioning leading to her 
admission to a care home within six months of the initial fall. 
 
Dr. Sturgess stated that older people with frailty wanted to be at home and this was better for 
their overall outcome.  The longer frail patients were in hospital so the general decline was 
inevitable with sleep deprivation, cognitive confusion, physical deconditioning and loss of 
previous social interaction. 
 
The general deconditioning occurs due to reduced habitual activity which leads to muscle 
deterioration and the patient ends up with conditions that they did not have when they were 
admitted.  It was noted that in the first 24 hours of bed rest an elderly patient would lose 
between 2 and 5% of their muscle power and ten days in a hospital bed leads to the 
equivalent of 10 years of ageing in muscles for people over 80 years old. 
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It was therefore essential for patients to avoid this downward spiral of deterioration. The 
Home First initiative was vital in helping to mobilise patients as quickly as possible in their 
own homes. MFT was one of the first to develop this programme and continued to be ahead 
of others in this area.   This would lead to a virtuous circle of having fewer elderly people 
being admitted to hospital and relieving pressure on care homes. 
 
The Chairman thanked Dr. Sturgess for his presentation which had been most informative 
and pertinent to the developments being undertaken at the Trust in respect of frailty. 

 
 
16/06-01 WELCOME AND APOLOGIES FOR ABSENCE 
 

The Chairman welcomed everyone to the meeting.  Apologies had been received from  
Rebecca Bradd and Stephen Clark.  

 
16/06-02    QUORUM 
 
  The Chairman confirmed that a quorum was present. 

 
16/06-03    REGISTER OF INTERESTS 
 

3.1 The Chairman noted that the register of interests had been included in the board pack 
and if there were any changes required to be made they should be passed to the Trust 
Secretary.  

 
16/06-04 MINUTES OF THE PREVIOUS MEETING 
 

4.1 The minutes of the meeting held on 26 May 2016 were APPROVED for signature as a 
true and accurate account of the meeting subject to minor amendment. 

 
 

16/06-05     MATTERS ARISING – ACTION LOG   OUTSTANDING FOR UPDATING 
 

5.1    The Board of Directors RECEIVED the Action Log and the following updates were 
noted: 

 
 Action number PUB 0316 – To provide an update on internal audit which had been 

reported by the Audit Committee chair to the Board was closed. 
 
 
16/06-06    CHAIR’S REPORT 
 

6.1    The Chair noted that since the last Board meeting the UK had voted on the referendum 
to stay or remain in Europe. The Chair reiterated the message from the Prime Minister 
that the members of the EU were welcome in the UK and a letter would be sent to EU 
Trust staff that their contribution was vital to future success of the Trust.   

 
6.2   The Chair reported that NHSI had sent a letter to Chairs and Chief Executives of 

hospital trusts stating that they had an aggregate deficit of £550m and that significant 
changes would be required to meet the planned target of reducing it by half.  A key 
early action to be considered by the Trust would be the sharing of facilities across the 
sector and would form part of the Trust’s Recovery Plan. 

 
6.3   The Trust would be submitting the framework for its version of the Kent & Medway 

Sustainability Plan (STP) by 30 June 2016.  This did not require Board approval but 
would need to be ratified at a later meeting. 
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6.4    The Trust’s Governor elections were held in June and the following governors had 
been appointed or re-appointed: 

 

 Re-appointment of Stella Dick (Medway) Lead Governor; 

 Appointment of Ann Smart (Medway); 

 Appointment of Alistair Harding (Rest of England);  

 Appointment of Leslie Hallybone (Swale) whose appointment was uncontested; 
and 

 Appointment of Vivek Sharma whose appointment was also uncontested (Staff: 
Allied Health Professionals).  

 
Two governors had not been re-elected Alan West (Medway) and Richard Tripp (Rest 
of England) and Michael Mosley (Swale) had decided not to stand again.  Their 
contributions had been much appreciated and it was hoped that they would continue 
their interest in the Trust.   

      
6.5   The Trust had hosted a visit from Jeremy Hunt, Secretary of State for Health, on 10 

June, and he had met a number of the staff.  He had congratulated the staff for the 
palpable improvement he experienced on his visit to the Trust. 

 
6.6   The Organ Donation art installation had been completed in June and had received 

many compliments.  The artwork would be formally unveiled at a ceremony to be held 
during Organ Donation Week in September. 

 
6.7    At the private meeting of the Board held earlier in the day, the following had been 

agreed: 
 

- Pathology Integration business case had been approved; 
- An outsourcing capacity business case had been approved; 
- The Emergency Department full business case had been approved; and 
- Total Waste Management 5 year Contract was approved.  
 

16/06-07    CHIEF EXECUTIVE’S REPORT 
 

7.1    The Chief Executive presented her report and it was noted that: 
 

 On 3 June 2016, the CQC had attended the Swale special needs nursery, 
situated within the Orchards Multi Agency Specialist Hub centre for disabled 
children and their families and it was agreed that the unit was fit for registration; 
  

 The Junior Doctors contract which ACAS had agreed between the BMA, NHS 
Employers and the Secretary of State for Health was subject to a referendum of 
BMA members between 17June and 1 July and the results would be known by 6 
July 2016; 

 

 The Trust was making good progress with its drive to smoke-free which had been 
publicised across the site. 

 

 Interviews for the Director of Communications and Director of Nursing positions 
had been arranged and would take place at the end of June and mid-July.    

 
16/06-08    STRATEGY  
 

8.1  The Board noted the paper entitled the Kent and Medway Sustainability and 
Transformation Plan (STP) which set out the Trust’s priorities.  The Kent and Medway 
STP was one of 44 across the country and a high level summary was to be submitted 
to NHS England and NHS Improvement on 30 June 2016.  There was no STP just for 
Medway as the Trust was included as a part of the A21 corridor.     
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16/06-09     TRUST RECOVERY PLAN 
 

9.1   The Board noted the update on the Trust Recovery Plan.  Phase Two of the Recovery 
Plan continued to make progress in line with the agreed timelines.  During June the 
following achievements had included:  

 

 A 30% reduction in overall waiting times in ED for 95% of patients between April 
and May; 

 The Planned Care Programme team is being established and scoping work 
taking place; and 

 The Communications Strategy has been initiated for Phase Two of the Recovery 
Plan. 

 
 
16/06-10      QUALITY & PERFORMANCE REPORTS   
 

10.1 The executive directors presented their reports which were included in the Board pack. 
The Carter Dashboard highlighted the results of the key performance areas which was 
a summary of the full Integrated Quality & Performance Report.    

 
10.2 The Chief Quality Officer reported the following developments under Health 

Informatics: 
 

 under the pre-qualification questionnaire phase of procurement there were now 
three potential suppliers to provide the Electronic Order Comms Programme.  A 
formal contract award should be made by early July 2016.  

 the revised business case for the Bed Management Track and Trigger system 
had taken place, a full tender process undertaken and a preferred supplier 
determined and a contract awarded in June; 

 Two cancer services on E-referral had gone live in mid-April and the next had 
been agreed as Colorectal; 

 On the Mobile Interoperability Gateway the Trust was working with the Medway 
CCG for basic personal information from GP records to be made available to ED 
in order to assist with making clinical decisions; and 

 The CCG would be visiting the Trust in July to assess whether there could be a 
return to reporting; it had previously been intended to return to reporting in June 
with the data for May but this had not taken place as a further deep dive of the 
information had been requested. 

   
10.3 In Data Quality Health Informatics, it was noted that the Data Warehouse business 

case had been finalised, this would enable many current systems to be automated 
providing real-time standardized data.      

         
10.4  Under Business Intelligence there was a review of the work carried out BI and the PMO 

and a decision made to focus on automating key KPIs on one dashboard which would 
rationalise reporting and reduce duplication of effort.  This would be presented at the 
next Board meeting. 

 
10.5 The Director of Clinical Operations, Co-ordinated Surgical Directorate provided an RTT 

update noting that the total incomplete waiting list size had reduced by approximately 
1500 patients for the month of May which had been achieved through effective 
validation and additional operational capacity.  Incomplete performance for May was 
72%, an improvement of 4% from April.   
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10.6 In Diagnostics the three poorest performing areas (flexi sigmoidoscopy, gastroscopy 

and colonoscopy) had demonstrated improvements in all areas.  Performance in May 
for diagnostic tests completed within 6 weeks had showed improved performance to 
93.39% compared to a national target of 99% and the upward trend was expected to 
continue, however, there was considerable improvement required.        

 
10.7  The Director of Clinical Operations, Womens & Childrens Directorate reported on the 

following: 
 

 the 4 hour performance in ED had improved month on month since March and 
stood at 81.71% for May which represented a 3% improvement on April and this 
was against a 12% increase in attendances; 

 clinical markers were performing well with 95-100% NEWS compliance and 
100% of patients in the corridor are meeting the acceptable criteria; 

 the ED Nursing vacancy rate was 28.5% (60% in November 2015); 

 the Trust’s ambulance performance was good ranking second across all trusts 
with 57.1% of handovers taking place within 15 minutes; 

 Trust escalation was predominately Amber with some Red with the Lister 
Assessment Centre seeing an average of 35-40 patients a day; 

 there were still delays in progressing patients once a specialty referral takes 
place and a decision to admit has been made, though the time on this emergency 
pathway had reduced from 4 hours 32 minutes in April to 3 hours 50 mins in May; 

 Cancer waiting times still saw breaches for two week wait for symptomatic breast 
appointments at 89% compared to the target of 93%; and 

 the next JAG visit for endoscopy was proposed for 5 October 2016.   
   

10.8 The Medical Director reported that the Medical Model was now in its 15th week and 
significant improvements had been made in the Trust’s performance in particular: 

 

 further reductions in patients staying in hospital longer than seven days together 
with an increase in the number of patients being discharged on the same day or 
within 48 hours of admission has ensured that closed beds did not have to be re-
opened; and 

 the Trust had held its annual Clinical Research Day on 6 June which was open to 
patients and members of the public in Kent and Medway and was a huge 
success.  

   
10.9 The Director of Nursing noted the following from her report: 
 

 there had been less pressure on staffing on the wards in May and this had been 
the fourth consecutive month where there had been more registered nurses and 
midwives starting than leaving.       

 Care hours per patient per day (CHPPD) Data had been successfully submitted 
for May which was the first time; 

 Funding for Training Plans for the year 2016/17 was approximately a third less 
than previous years and there would be some challenging decisions to be made 
about what should receive funding which could impact on less support for study 
which may affect staff morale and retention; 

 Nursing vacancies in ED had fallen significantly to around 25%; 

 During May there were 96 inpatient falls, an increase of 23 on the previous 
month’s total, one fall caused by a postural drop in blood pressure had resulted in 
a clavicle fracture;  

 There had been eight grade 3 pressure ulcers in May with one grade 3 pressure 
ulcer which had been reported as an SI and was currently the subject of an RCA; 

 The NHS Safety Thermometer provided a quick way of surveying patient harms 
and analysing results to measure and monitor local improvement and harm free 



 

Page 6 of 11 

care over time and it recorded that 92% of patients surveyed in May had 
experienced harm-free care; 

 The Trust now had a WRAP (Workshop to Raise Awareness of Prevent) trainer 
and PREVENT training was being delivered.  

 The DaD team were attending a Medical Take board round on Wakeley Ward to 
detect newly admitted patients requiring DaD team assistance. 

  
10.10 The Chief Executive, on behalf of the Director of Workforce, reported the following: 

 

 Priority workforce programmes for the next six months had been agreed as part 
of the Recovery Plan which included plans for staff recruitment and retention 
together with one for temporary staffing; 

 a staffing database was under development; 

 the branding of Medway in recruitment media was helping in the recruitment 
drive; and 

 the priority programmes from the People and Organisational Development 
Strategy will be provided to the Board in July for approval. 

 
 
ACTION:  Presentation of a Workforce and Organisational development Strategy to be 
presented at the Board meeting in July. 
 
16/06-11    CORPORATE GOVERNANCE REPORT 
 
Lynne Stuart joined the meeting  
 

11.1 The Director of Director of Corporate Governance, Risk, Compliance & Legal 
highlighted the following matters from the report: 

 

 there had been three notifications to the CQC under the IR(ME)R regulations 
which had occurred during the period 20-27 May 2016 and related to patients 
undergoing CT of the wrong area of the body and so were exposed to greater 
levels of radiation than had been intended; 

 Legal services were developing a programme of short seminars targeted at 
clinicians and staff together with a support pack which is being prepared to help 
prepare staff who are required to attend inquests;   

 The current records management practices were not in compliance with the 
requirements of the Data Protection Act and an action plan had been introduced 
to ensure that records were secure and safe. 

 The introduction of the HealthAssure RiskAssure system on 20 June would 
enable new risk registers to be presented a future Board meeting. 

    
11.2   Following the executives reports a number of areas were queried as follows: 
 

(a)  There was concern that the reduction of support for study offered by the Trust 
would affect staff retention.  Mrs Rule noted that the cuts were nationwide across 
the NHS and the 28% cuts affecting the Trust were not as heavy as GSTT which 
was facing a cut of 50%. 

 
(b) The 52 week breach for cardiology and then noted in the IQPR was discussed 

and whether there was assurance that there were not similar situations in other 
areas.  It was noted that there was a tracking system to monitor all services and 
that any similar issues would be flagged before they presented a problem.  GSTT 
would be providing a Cardiology expert to assist in this area in the near future. 

 
(c)  There was a question about how the (CHPPD) Data would be used.  The 

Director of Nursing explained that this was a national measure and that there 
would be a recommendation on the productivity of nurses but consideration 
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needed to made as to how this would be joined up with other indicators that were 
being collected at the Trust. 

 
(d)  It was confirmed that the International Professional Standards provided to the 

Clinical Council will be published on the Trust’s website. There were two 
documents, one was performance data and the other relates to the Trust culture 
and behaviours.  

 
(e) There was a discussion regarding the closure of beds in the Acute and 

Continuing Care Directorate.  It was noted that as staff numbers were maintained 
the staff patient ratio was improved across the hospital and patient care would 
improve as a result.  There was discussion about any resulting impact on the 
number of admissions and it was confirmed that the access trajectories would be 
maintained.     

 
 16/06-12    FINANCE REPORT 
   

12.1  The Board noted the report and the Director of Finance highlighted the following points: 
 

 The Trust’s cash position was strong, starting in May with £13.6m and ending the 
month with £9.2m;   

 

 Clinical income is adverse to plan YTD by £0.27m as elective and non-elective 
T&O activity was below plan and there was a need to improve elective income; 

 

 Compliance with the agency cap remained a risk with agency expenditure and 
this was a joint focus area for Finance and Workforce;  

 

 The risks related to a high level of unidentified CIP being reported by the 
Directorates which was under review which amounted to £7.2m of the £12.6m 
total CIP and delivery would be from month 7. 

 
12.2    A thorough discussion had taken place at the private meeting held prior to the public 
meeting earlier in the day. 

 
16/06-13    MEDICAL APPRAISAL & REVALIDATION OF MEDICAL STAFF ANNUAL BOARD 
REPORT 

   
Dr Kirtida Mukherjee, Dr Janette Cansick, Ms Carol Atkins & Mr Rajeh Hembrom joined the 
meeting. 

 
13.1 The Chairman welcomed Dr Mukherjee and her team to update the Board on the status 

of the Medical Appraisal and Revalidation of Medical Staff Annual Board Report. Dr 
Mukherjee explained that medical revalidation was a legal requirement which applied to 
all licensed doctors listed on the General Medical Council (GMC) register.  The 
purpose was to improve patient care by bringing all licensed doctors into a governed 
system that prioritises professional development and strengthens personal 
accountability. 

 
13.2 For the year financial year 2015-16 there were 308 doctors at the Trust and 277, 

representing 90%, had completed an appraisal.  (The appraisal rate would have been 
96% if the 19 new starters had been included but they were not due to have an 
appraisal as they had been with the Trust for less than six months).  The appraisal rate 
was lowest amongst the doctors on short term fixed contracts and the majority of them 
had been in post for a relatively short period.      

 
13.3 All consultants and specialty doctors were required to use the appraisal system 

currently in operation at the Trust to complete their annual appraisal.  There were 
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monthly meetings to discuss any doctors with disciplinary issues and they were 
attended by the Medical Director, HR and GMC liaison. 

 
13.4  Ms Stephens noted that she attended the revalidation panel and the process had 

improved significantly over the last two years.  For the year ending 31 March 2016 
there were 103 doctors due to revalidate of which 93 had received a positive 
recommendation.  

 
13.5  The Chairman noted that since Dr. Mukherjee had taken over responsibility for this 

area there had been improvements in quality.  The Board APPROVED the Medical 
Appraisal and Revalidation Annual Report and the Designated Body Statement of 
Compliance would be signed off by the Chief Executive for submission to NHS 
England.   

 
ACTION:  Medical Appraisal and Revalidation Annual Report to be signed and submitted to 
NHS England.   
 
16/06-14    DIRECTOR OF MEDICAL EDUCATION’S ANNUAL REPORT 
 

14.1 Mrs Cansick explained that the she was supported by two recently appointed deputies 
and a Medical Education Manager. 

 
14.2 The feedback from trainees was positive following the introduction of the medical model 

and emergency pathway, however, concern had been expressed regarding gaps in 
rotas.  A medical education vision and purpose had been prepared following a SWOT 
analysis.   

 
14.3 The results of the 2015 GMC survey had been provided in a report to the Board in 

October with full 2016 results being published in July.  This had highlighted one 
immediate and five non-immediate patient safety issues and one undermining and 
bullying concern.  The patient safety issues had been previously recognsied and the 
majority rectified. 

 
14.4 HEKSS had changed their policy from routine to reactive visits and no visits were 

therefore planned in the near future.  The last HEKSS visit had been to medicine and 
ED in February 2016.  The level of training was recognised as being of a good 
standard and improvements in medicine led to four new training posts being created 
from August 2016. 

 
14.5  It was noted that there was ongoing liaison between the Trust and local universities in 

relation to establishing suitable training programmes.   
 
14.6 There was now a commitment to a monthly educational supervisor programme to 

improve skills and job planning although this was not yet a reality in some departments.    
 
 
14.7  It was noted that morale among junior doctors was low mainly due to the new doctors 

contract, the patient safety issues raised by the CQC, rota gaps together with instances 
of undermining and bullying.  Some practical measures were being considered to 
improve doctors morale like decorating the doctors mess, improving accommodation, 
re-instating on-call rooms and supporting IT applications and improving communication 
around the Datix system. 

 
14.8  In response to a question regarding how feedback was obtained, it was noted that the 

there were opportunities for example the Medical Director had an informal lunch with 
F1s and F2s to understand any concerns.   
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14.9  The Chairman commented that trainee doctors who had left last summer had negative 
comments about the Trust but that this year there was a sense that improvements were 
tangible. 

 
14.10 The student doctor cohorts comprised of postgraduate students and they all had local 

postcodes and were more settled in the area than student doctors and nurses. 
 
14.11 There was a discussion about ensuring that the Trust had a clear long-term strategy 

for encouraging junior doctors and registrars.  There also needed to be defined 
proposals to provide them with suitable training and development to ensure they were 
committed to staying at the Trust. 

 
14.12 The Chairman thanked Dr. Cransick and her team for attending the meeting.  
     

 
16/06-15    COMMUNICATIONS REPORT 
 

15.1 The Board took the Communications Report as read.  The Director of Communications 
reported that a new wallet card was being produced entitled “Aiming for Best – Trust 
Recovery Plan – Phase 2”. This would set out the Trust Recovery Plan key objectives 
and the new priorities for June to November 2016.      

 
15.2 There had been two media highlights on television. The first with BBC South East 

broadcasting a special feature from their health correspondent Mark Norman which 
was a behind the scenes look at the work of our theatres and surgical teams.  The 
second was the HSJ filming of the medical model in action on Lister Ward. 

 
15.3  The Communications team was in the process of redeveloping the website and the aim 

was for this to be completed by November 2016. 
 
15.4  The site would to be Smoke-Free by October this year and there would be a members 

event in July to was scheduled to explain the steps to make this happen and local 
residents would be invited to attend. 

 
16/06-16     SINGLE OVERSIGHT COMMITTEE 

 
 16.1 The Chief Executive reported that at the last meeting of the Single Oversight 

Committee, there had been an in-depth review of the workforce issues.                   
 
16/06-17    PERFORMANCE COMMITTEE  REPORT  
 

17.1 The Chairman noted that at the meeting of the Performance Committee held earlier that 
day the attendees had discussed Strategy and the Financial and Recovery Plans. 

    
16/06-18  INTEGRATED AUDIT COMMITTEE  
 

18.1   Mr Moore reported that at the last meeting of the Audit Committee held on 28 June 
there had been discussion on the Security Report from TIAA, Counter Fraud, the 
monitoring of Internal Audit and a review of the quarterly Gifts and Hospitality 
Registers.  

 
16/06-19  INVESTMENTS & CONTRACTS COMMITTEE  
 

19.1 Mr Moore noted that at the last meeting of the Committee there had been detailed 
discussions on the business cases for pathology integration, ED, outsourcing proposal 
and waste management.  The meeting had been productive with detailed supporting 
papers provided by the presenters.    
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16/06-20   QUALITY ASSURANCE COMMITTEE REPORT 
 

20.1 Mr Carmichael reported that the Committee had reviewed the terms of reference, the 
process for dealing with complaints, the treatment of pressure ulcers and had carried 
out a deep dive on bullying.  In future the Committee would be investigating 
safeguarding.  

 
   
16/06-21   ANY OTHER  BUSINESS 

 
21.1  Mrs  King queried what arrangements were being made for mentally ill patients arriving 

at ED and whether the new building would have special facilities for them.  It was 
confirmed that Mental Health had been closely involved with the new design for ED. 

 
21.2  Mrs King also noted that she was impressed with the level of information provided in  

the Board papers and appreciated the level of accountability shown by the Board. 
 

 
 
16/05-22  QUESTIONS FROM MEMBERS OF THE PUBLIC RELATING TO THE AGENDA  
       

22.1  There was a question regarding patient communications and whether there was any 
management oversight before letters were sent to patients.  Mr Ben Stevens noted that 
this was within his remit and he was investigating the inconsistent approach for 
correspondence and would welcome any examples.  He was aware of the 
unacceptable delays in issuing correspondence and that this would be addressed.  

 
 ACTION:  A review to be carried out to improve patient correspondence.  

 
22.2  Mr West queried that further to the Assistant Coroner’s issue of  Regulation 28 Report 

to Prevent Future Deaths, whether it was acceptable for the patients name to be 
disclosed in the papers made available to the members of the public.  Lynne Stuart 
confirmed that the case and the name of the patient had already been disclosed on the 
coroners website and in the local press. 

 
22.3 There was further question from Mr West about the Hospital Specialist Palliative Care 

team which was commissioned by the CCG from Medway Community Healthcare.  The 
Trust had been notified that there would be a reduced service but Karen Rule 
confirmed that this proved not to be the case. 

 
22.4. There was an additional question from Mr West about whether medical staff had to 

complete their mandatory training before they could proceed to revalidation. The 
Medical Director confirmed that this was the case.  

 
22.5   Mrs Boutell noted that she had received feedback that some patients whilst happy with 

surgical treatment at the Trust they were concerned that they had been discharged 
without the having confidence of proper support.  Mr Stevens noted the concerns and 
explained that patients were only discharged when it was clear that they had suitable 
care outside of the hospital.  

 
22.6 Mrs Boutell also expressed concern, following the vote to leave Europe, for EU 

nationals employed by the Trust and wanted to ensure that it was made clear that they 
were respected and supported.   It was clarified that the Trust had written to all 220 EU 
nationals at the Trust to make it clear that they were still welcome in the UK and at the 
Trust and that their contribution was still valued. 

 
22.6   Mr Stephens noted the he had experienced the Virtual Experience of a dementia 

sufferer and questioned whether the staff were taking part too so that they could 
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empathise with dementia patients.  Bev Critchlow was grateful for the question and 
confirmed that some 25 members of staff had been through the same programme. 

 
22.7   Mr Stephens also queried how the no-smoking policy would impact staff and it was 

explained that any staff who were caught smoking whilst in uniform would be 
disciplined.  The Chief Executive noted that managers had been asked to identify any 
staff who were smokers so that they could be placed on a no-smoking programme.   

 
22.8   Mr Stephens suggested that the Board of CCG should be given the opportunity to see 

Mr Sturgess’s presentation and it was confirmed that they were aware of the frailty 
pathway and had been involved in its implementation. 

 
16/06-23 DATE OF NEXT MEETING 
 
The next meeting of the Trust Board will be held on Thursday 28 July 2016 in the Trafalgar 
Conference Suite, Level 3 Green Zone, Medway Maritime Hospital.   
 

 
The meeting closed at 4:30pm 

 
 
 

Shena Winning:     Date: 
Chair 
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Action 
No. 

Meeting 
Raised 

Minute 
Ref 

Details  Lead Progress 
Status 
(RAG) 

PUB-
0306 

24/9/15 9.7 
To present a retention strategy to a future Trust Board 
meeting  

Director of 
Workforce  

Retention included in the People & 
Organisational Development strategy at July 
Board 

Open 
(red) 

PUB-
0316 

26/10/15 14.5 

To present the plans for implementing electronic 
patient records to a future Trust Board meeting. 

Chief Quality 
Officer/ 
Director of Health 
Informatics 

21/04/16 Aiming to present to the August 
Board meeting Open 

(red) 

PUB-
0338 

26/11/15 8.5.9 
To provide an update at the December Board meeting 
of the internal audit reviews of the Trust’s financial 
controls and financial planning. 

Director of 
Finance 

24/06/16 – Awaiting report from Audit 
Committee  
 

Closed 
(green) 

PUB-
0346 

25/02/16 11.2 
The Digital Road Map would be brought to the August 
Board Meeting 

Company 
Secretary  

22/04/16 - To be presented at the August Trust 
Board meeting 

Open 
(red) 

PUB-
0357 

26/05/16 10.6 
The Board to consider the trajectories which had been 
discussed with NHS England 

Clinical Ops 
24/06/16 to prove an update at June meeting Closed 

(green) 

PUB-
0358 

26/05/16 10.22 
Presentation of a People and Organisational 
Development strategy to be presented at the Board 
meeting in June 

Director of 
Workforce 

24/06/16 to be presented at the July Trust 
Board meeting 

Open 
(red) 

PUB-
0359 

26/05/16 11.6 
To reinstate the staff date schedule comparing staff 
numbers to value 

Director of 
Finance 

24/06/16 Finance Director to address Open 
(red) 

PUB-
0360 

26/05/16 11.8 
For the Finance Report to include a run-rate analysis 
for a 15 month rather than a 12 month period 

Finance Director 
24/06/16 Finance Director to address  Open 

(red) 

PUB -
0361 

26/05/16 11.9 
The Finance Director agreed to investigate the 
disclosure of PBR data 

Finance Director 
24/06/16 Finance Director to provide an 
update  

Closed 
(green) 



 

Report to the Board of Directors 

Board Date:  28 July 2016 

 

Title of Report 
 

Chief Executive’s Report 
 

Reporting Officer 
 

Lesley Dwyer 

Lead Director 
 

Lesley Dwyer 

Responsible Sub-
Committee 
 

 
 

Executive Summary 
 

The Chief Executive’s report provides the Board with an update 
on key issues since the last meeting of the Board that are not 
covered elsewhere on the agenda. 
 
 

Risk and Assurance 
 

Detailed within the report. 
 
 
 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
 
 
 
 

Recovery Plan 
Implication 
 

The content of this report supports the recovery plan. 

Quality Impact 
Assessment 
 

Not Required. 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

The Board are asked to note the information contained within the 
portfolio reports and to direct any questions to the responsible 
executive to provide views on their assurance in relation to the 
information and responses given. 
 
 
 
 

Recommendation 
 

The Board are asked to note the information contained within the 
Chief Executive’s report 
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Chief Executive’s Report: July 2016 
 

Background 
 
The Chief Executive’s report provides the Board with an update on key issues since 
the last meeting of the Board that are not covered elsewhere on the agenda.  It will 
also provide an overview of National and Regional issues. 
 

1.   PERFORMANCE 
 
The monthly Clinical Operations Report, item 10b, on the Public Trust Board agenda, 
provides the Board with an update on the following areas: 
 
 Referral to Treatment (RTT) 
 Diagnostics 
 Emergency Department Performance 
 Cancer Performance 
 Site/Flow Update 
 
Of note is the continued low performance against the 4 hour wait target within the 
Trust.  Medway Foundation Trust had staff (including myself) attended the 
Emergency Care Improvement Plan launch on the 12 July.  Trusts who are not 
meeting their agreed trajectory performance will be required to submit a remedial 
plan which shows a clear plan to get back to the agreed performance levels.  This is 
against a backdrop of continued unseasonal high numbers of attendance. 
 

2. CARE QUALITY COMMISSION (CQC)  
 
The Trust continues to prepare for the anticipated inspection in November.  During 
this month several “peer inspections” have been undertaken and in September our 
Buddy Trust Guy’s and St Thomas’ will carry out an inspection based on areas 
identified by ourselves.  This will enable our own staff to understand what the CQC 
inspection team will be wanting to see and how they go about interviewing staff.   

3. JUNIOR DOCTORS’ INDUSTRIAL ACTION 
 
The British Medical Association announced the result of the Junior Doctor 
Referendum on accepting the new terms and conditions within the Junior Doctor 
contract on the 5 July.  42% of Doctors voted ‘Yes’ and 58% ‘No’ to the new terms 
and conditions. This was based on a turnout of 68%.  

On 6 July 2016, the Health Secretary announced details of the new 2016 junior 
doctors' contract and the implementation timetable which Medway is following. 
Doctors in training will be employed on the new terms when they take up a post. This 
will be done according to when their existing contracts of employment expire and in 
line with an implementation timetable. The first doctors will move on to the new 
arrangements in October 2016. 
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Medway will be following the national guidelines. The first doctors on the new 
contract will be the new intake of higher trainees in Obstetrics and Gynaecology in 
October 2016 followed by the F1 intake in December 2016. 

In line with the National Guidelines, Medway Foundation Trust has appointed Miss 
Delilah Hassanally as “Guardian of Safe Working Hours” following an internal 
recruitment process. The panel included Junior Doctor Representatives of the Local 
Negotiation Committee. The Guardian will ensure that issues of compliance with safe 
working hours are addressed, as they arise, and will provide assurance to the Trust 
Board that doctors' working hours are safe. 

4. NATIONAL AND REGIONAL ISSUES 
 
NHS Improvement Consultation on Single Oversight Framework  
NHS Improvement has set out the approach they propose to take in overseeing 
providers using a Single Oversight Framework for both NHS trusts and foundation 
trusts shaping the support they provide. It describes the proposed approach to:  
 
• the main areas of focus of oversight  
• how they collect the information required from providers  
• how they identify potential concerns with a provider’s performance  
• how they segment the provider sector according to the level of challenge each 

provider faces.  
 
Alignment with CQC  
NHS Improvement will use the new oversight framework to identify where providers 
need support in any of five areas (themes):  
 
• Quality of care: use CQC’s most recent assessments of whether a provider’s care 

is Safe, Caring, Effective and Responsive, in combination with in-year information 
where available. This will also include delivery of the four priority standards for 7 
day hospital services.  

• Finance and use of resources: oversee a provider’s financial efficiency and 
progress in meeting its financial control total. They are co-developing this 
approach with CQC.  

• Operational performance: support providers in improving and sustaining 
performance against NHS Constitution and other standards. These will include 
A&E waiting times, referral to treatment times, cancer treatment times, 
ambulance response times, and access to mental health services.  

• Strategic change: working with system partners they will consider how well 
providers are delivering the strategic changes set out in the 5YFV, with a 
particular focus on their contribution to Sustainability and Transformation Plans 
(STPs), new care models, and, where relevant, implementation of devolution.  

• Leadership and improvement capability: building on the joint CQC and NHSI well-
led framework, they will develop a shared system view with CQC on what good 
governance and leadership looks like, including organisations’ ability to learn and 
improve.  

• Segmentation: Propose to segment the provider sector according to the scale of 
issues faced by individual providers. This will be informed by data monitoring 
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and, importantly, judgement based on an understanding of providers’ 
circumstances.  

 
The segment a provider is in will determine the nature of the support provided. While 
this will be tailored to the circumstances of providers, they have identified three 
broad categories of support for providers – universal offers, targeted offers and 
mandated. 
 
Consultation on the new framework is underway with a close date of 4 August.   
Board should note that Medway Foundation Trust,  being in special measures, has 
already established a Single Quality Oversight Committee and it is unclear if the 
focus of this group will change based on the this new framework.  I will update the 
Board as required 
 
Strengthening Financial Performance and Accountability in 16/17 
 “Reset” and Financial Special Measurers Criteria 
On 22 July 2016, NHSI released Strengthening Financial Performance and 
Accountability in 16/17 - “Reset” and Financial Special Measurers Criteria 
 
The report summarises recent announcements and measures all aimed to reduce 
the system financial deficit  
The paper introduces: 
 

 Financial special measures for trusts 

 Special measures for CCGs 

 Greater capital controls 

 The move to a two year planning cycle 
 
Our finance team have reviewed the paper and provide the following summary and 
impact for Medway Foundation Trust 
 

 We will be required to deliver a 2 year operating plan for 17/18 and 18/19, NHSI 
will be looking for income as well as costs to be detailed and importantly the 
output of the STP plans will need to provide the opportunity and system 
integration required to delivery  this. 

 
Financial Plans must address 3 key areas:  
 

 Paybill growth from 14/15 to 16/17, figures are quoted in the NHSI document 
excluding inflation and pension effects. For Medway the growth is £14.9m over 
the two years, they will be looking for plans to eliminate/reverse this growth. They 
note a part effect from October of £7.4m, it can be surmised that Government will 
be looking for that reduction in year. 

 Implementation of Carter, we are well placed as we have commenced plans to 
deliver against the Carter efficiencies.  However it will become critical that the 
Financial Recovery Plan has clear and detailed implementation plans. 
Additionally there will be a requirement  for delivery of back office and pathology 
efficiencies in 16/17 and 17/18 

 Requirement for identification and consolidation of unsustainable services, 
starting with those services we cover with Locum and Agency 
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The paper also notes that stronger controls are to be put in place. 
 
Some Trusts (14) have now been placed in Special Measures for Finance  
The Criteria for Special Measure for Finance are: 
 

 Have not agreed control totals 

 Agreed control totals but significant negative variance to them and significant 
deficit reported 

 Exceptional Governance Failure 

 
5. HORIZON SCANNING 
 
The following key developments of interest have taken place over the past few 

weeks 

 Although Jeremy Hunt remained as Health Secretary in the Cabinet reshuffle 
following Theresa May becoming Prime Minister, at the time of writing, individual 
portfolios for new Department of Health ministers had not been allocated, so we 
do not know who has replaced Ben Gummer as the minister covering acute 
hospitals. 

 NHSI Chief Executive Jim Mackey has made a number of comments on the state 
of the NHS. At the NHSI conference on 14 July, he said that the NHS is “in a 
mess” on performance issues and that there had been “five years of decline on 
all of the things that people would worry about”. He also said that around 30-40 
Trusts had over-recruited in recent years to compensate for staff shortages. In a 
further comment, he said that failure in performance in a number of A&E 
departments had become normalised 

 Meanwhile, the HSJ reported that in May, 20% of A&E target breaches were 
concentrated in just 10 Trusts (Medway was not one of them) 

 The Chief Executive of North Middlesex Trust resigned after the CQC expressed 
concerns about excessive waiting times in their emergency department, staff 
shortages and failures in undertaking hourly ward rounds 

 The Guardian has reported that Simon Stevens and Jim Mackie, Chief 
Executives of NHS England and NHS Improvement respectively, are due to 
launch a plan to “reset” the NHS’s finances to cut down on overspending. This 
will include the introduction of a “financial special measures” regime. At the time 
of writing, further details on this had not been announced. 

 SECAMB have been issued a warning notice by the CQC. The regulator has told 
SECAMB it must adequately manage NHS 111 calls in a timely manner, and 
make improvements to their systems and process 

 
6. GOING SMOKE-FREE 
 
Preparations continue to ramp up for going smoke-free.  
 
1. Nicotine Replacement Therapy is now being supplied to the wards and training 

for ward-based staff will start very shortly 
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2. Training will also start for the “smoking champions” 
3. The communications campaign is continuing with tannoys being installed in the 

main entrances which remind people that we will be smoke-free from 17 October 
 
On 13 July 2016, we held an event for Foundation Trust members, residents living in 
roads surrounding the hospital, and members of the public. There was a lively 
discussion and we will follow up with residents living around the hospital to seek to 
resolve their concerns that users of the hospital might smoke by their properties after 
17 October.  
 

7. ATTENDANCE AT CONFERENCES 
 
A&E Regional Workshop.  On 12 July 2016, myself, Margaret Dalziel (Director of 
Clinical Operations, Acute & Continuing Care), Dr Ashoke Choudhury (Consultant, 
Emergency Medicine) and Robert Nicholls (Deputy Director of Nursing, Acute & 
Continuing Care) attended an event organised by NHS Improvement (NHSI).  
Delegates were able to hear first-hand from Jim Mackey (Chief Executive NHSI), 
NHSI’s plans to drive improvements within AED through a collaborative approach 
with trusts.   
 
Inspiring Improvement Conference.  I was fortunate to be accompanied by Dr Axelle 
Rigaudy (Foundation 2 Doctor within the MediLead Programme) to the NHS Faculty 
of Improvement Inspiring Innovation inaugural event on 14 July 2016.   
 
The MediLead Programme is a programme developed by a team at the Trust to 
empower doctors to talk about their ideas, sharing insights and new approaches to 
drive continuous improvement across the organisation 
 
At the Board meeting this month the Medilead doctors will present their quality 
improvement projects and the Board will judge the poster competition.  There have 
been some really interesting and outstanding projects undertaken and our program 
is something that we are really proud of and stands Medway apart from other Trusts 
in the support and opportunity we provide to our junior doctors. 
 

8. ORGANISATIONAL STRUCTURE 
 
The interview for the Director of Communications position has taken place and I am 
pleased to confirm the appointment of Glynis Alexander, who will start with us in 
early September.   

Early next week we complete the interview process for the Executive Director of 
Workforce and the interviews for the post of Director of Nursing will take place in 
August.   

Soon after, we will commence recruitment for the Executive Director of Finance and 
Business Performance. 

 

  
 



 

Report to the Board of Directors 

Board Date: 28th July 2016 

 

 
Title of Report 
 

 
Trust Recovery Programme Status Update 

 
Reporting Officer 
 

 
Kevin Tallett, Programme Management Office Director 

 
Lead Director 
 

 
Kevin Tallett 

 
Responsible Sub-
Committee 

 

 
Executive Summary 
 

 
Summary of the Recovery Programme includes: 

 Progress made since the June report 

 Reflections on the PMO 

 
Risk and Assurance 
 

 
Key risks to delivery of The Recovery Programme are included 
in the Recovery Board Status Update Paper and were agreed as 
part of the CQC Quality Improvement Plan 
 

 
Legal 
Implications/Regulatory 
Requirements 

Progress and achievement of the Recovery Plan will enable the 
Trust to exit Special Measures and help transform how the Trust 
operates including financial sustainability. 
 

 
Recovery Plan 
Implication 

 

 
Quality Impact 
Assessment 
 

N/A 

 
Purpose & Actions 
required by the Board : 

 Assurance 

 Approval 

 Decision 

 Information 
 

 
 
Information 
 
 

 
Recommendation 
 

No decisions are required – for information only  

 



Trust Recovery Programme  
 

Summary Overview 

The Trust Recovery Programme (TRP) commenced Phase 2 at the beginning of 

June 2016 and has 8 programmes of activity, all of which build on the progress 

achieved in Phase 1. 

 

 

The Programme Management Office (PMO) has continued to make progress across 

most of the programmes with the exception of Transforming Outpatients which is still 

to mobilise. The Workforce, Health Informatics and Financial Recovery Plan are all in 

the process of mobilising or completing the conceptual stage. 

 

The key focus remains the ’20 week plan’ relating to the CQC visit expected in 

November and a series of Mock Inspections have taken place. The results of which 

are being captured and reviewed to identify immediate actions and next steps which 

will likely be carried out by theme and CQC domain such as Safe or Well Led. 

The PMO team continues to operate closely with colleagues from Guys and St. 

Thomas’ Hospital, collaborating on PMO techniques as well as the overall support to 

the programme which is proving invaluable. 
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1. Highlights  

Phase two of the Recovery Plan continues to make progress at pace and in line with 
timelines agreed by the Executive Team. 

 

2. Programme Status  

2.1 Governance and Standards Programme (Previously CQC) 

 
The first set of mock inspections commenced on Monday 18th July and ran through 
to Wednesday 20th July. It should be acknowledged that these reviews are in no way 
as comprehensive as a CQC inspection and therefore have not been given ‘ratings’. 
However, they do provide a good organisational opportunity for peer review, 
learning, evidence assessment and reflection. 
 
The following areas were inspected: 

 

Monday 18th July Tuesday 19th July Wednesday 20th July  

Surgical Assessment Unit Emergency Department  The Birth Place 

Phoenix Infusion Suite Delivery Suite 

Imaging Milton Penguin 

Trafalgar Lister Dolphin 

Theatres CCU Ocelot 

Medical High Dependency 
Unit 

Bronte Pearl Ward 

 Sapphire  

 Gundulph  

 Harvey  

 
This was a cross Directorate activity which took the form of a peer inspection. 
Directorates were asked to identify key areas for inclusion in the inspections. 
The inspection teams were a combination of both clinical and non-clinical 
colleagues, including frontline nursing staff, medical staff and Directorate senior 
management.    
 
Inspectors reviewed elements of the CQC’s five Key Lines of Enquiry within the 
services, which included areas such as Medicines Management, Safeguarding, 
environmental issues and compliance with appraisals and mandatory training. The 
approach involved: talking to members of the multidisciplinary team; observing of 
care; talking with patients and relatives; reviewing patient records; and inspecting the 
local environment. Inspection teams captured examples of: areas of good practice; 
areas for improvement; and Red Flags which should have been escalated and 
immediately made safe at the time of inspection.  
 
Peer to peer Directorate feedback sessions occurred at the end of each day, which 
were also attended by members of the Executive Team. The debrief structure 
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highlighted: areas of good practice; areas for improvement; and Red Flags.  The 
findings are currently being collated by the Programme Management Office (PMO) 
and will be reported to the Executive Recovery Group and other Committees as 
requested. 
 
Consideration is currently being given to additional inspections and the form these 
will take in order to be as well prepared as possible, ready for the next major 
exercise in September. As part of this and to further support the Trust’s Recovery 
programme for CQC Compliance, the PMO is developing a staff handbook, building 
on best practice from other Trusts, which will be made available to front line staff to 
direct their own personal preparation for inspections. 
 
 

2.2 Planned Care 
 

Scoping workshops have been held in July to identify the key actions for all work 
streams. Workstream leads are being identified and the governance meetings are 
being confirmed for August. 
 

 
2.3 Focus on Mortality 
 

The Deteriorating Programme continues to make progress in key areas.  The 
following highlights for the programme include: 
 

 New standardised handover process for patients that are transferring from 
one setting to another. This will be used in transfers from ED to wards and 
internal ward to ward transfers to ensure that patients are handed over in a 
safe manner.  

 Standardised huddle and escalation tools based on SBAR have been 
launched in A&CC and CSC Directorates. This will be audited and reviewed.  

 Avoidable Harm Process has been piloted and results are being analysed.  

 A continued improvement against the number of unknown cardiac arrest calls. 
The Trust is in a must stronger position now in understanding the incidences 
associated with 2222 calls.   

 Recruitment has closed for ART posts. Interviews will commence next week.  

 Sepsis and AKI e-Learning modules have been approved and will be hosted 
on OLM. Communications for clinical staff will be shared to coincide with this.  

 
 
2.4 Unplanned Care Programme 
 
The Unplanned Care Programme reported for the first time this month in the 
realigned structure. 
 
The highlights for this month include: 
 

- A 4% improvement number of patients arriving by Ambulance being handed 
over to ED within 15 minutes arrival; 
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- A targeted Frailty Flow project has been formally initiated in collaboration with 
Elderly Care Physicians and GSTT within the Discharge Workstream (WS3) 
to improve length of stay for frail older people; 

- Home First has now seen more than 200 patients discharged through their 
supported early discharge pathway since the initiative commenced in April. 
The weekly discharge average for July has improved by more than 12% from 
the previous month; 

- The finalisation of the Trust-wide Internal Professional Standards across all 
clinical Directorates in readiness for approval by the Clinical Council 

 
2.5 Workforce  
 
Workforce continues to be a trust priority, specifically around recruitment and 
retention. Each of the work streams within Workforce are being programme 
managed by the PMO with additional support provided by GSTT, through the 
buddying agreement.  The work streams are: 

 Resourcing 

 Culture & Engagement 

 Leadership & Development 

 Design & Information 

 Safer Staffing 
 
The Trust will continue to work with GSTT. In particular in the areas of Recruitment, 
Temporary staffing, Workforce systems architecture 
 
Business cases for Overseas Staffing and the further roll out of E-Rostering have 
been submitted for review and approval, and the PID was presented at the ERG on 
20 June.  Work continues on the PID to further develop it in line with Workforce 
Strategic aims and priorities. 
 
2.6 Transforming Outpatients 
 
Work on the Patient Tracking List data quality (Primary Driver 3) work stream is 
making good progress and the validation team’s hard work over the past two months 
has received positive feedback from a recent visit from NHS England and NHS 
Improvement in regards to the Trusts readiness to return to RTT reporting. 
 
For the other three primary drivers for Transforming Outpatients, scoping workshops 
will be held in August to confirm work stream leads, governance structure and to 
develop the PID.  
 
2.7 Financial Recovery Plan 

 

The delivery of the Financial Recovery Plan is on target for the end of August, 
working with the DoH re-validated data has been fed into model tables driving the 
Model Hospital which highlights key areas of savings the Trust can focus on. The 
secondary stream for this data is the Reference Cost Data that will be submitted the 
end of July. The Financial Recovery Plan will be refreshed with this data to give a 
baseline for year end March 2016 savings potential by Service area. The Plan is also 
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dovetailing into the requirements of the STP to look into further collaborative 
working. 
 

2.8 Health Informatics 
 
The programme continues to develop and implement on a range of systems in 
support of the programme. A rationalisation of reports and key performance 
indicators is underway to reduce ‘KPI scope creep’ and expert knowledge sharing is 
being delivered to junior staff to drive better understanding of performance charts. 
 

3. Communications 

Communications narratives for the 8 new programmes were agreed in June and now 
form the basis of all communications in support of phase 2 between now and 
November.  
 
Communications supporting phase 2 began in earnest with the Senior Managers 
Meeting and has since been followed by the introduction of a concertina business 
card and new-look fortnightly newsletter clearly setting out the programmes and their 
aims while reminding staff of the six overall TRP objectives. 
 
Continued support between now and November will be provided through the 
newsletter, intranet Trust recovery plan section, CEO weekly email, global emails, 
staff meetings and drop-in events. Further support will come from the 
news@medway newspaper and local media coverage. 
 
Over this and the next three months, the new TRP phase 2 newsletter will provide a 
strong focus on the lead up to the CQC inspection and safety improvement projects. 
 
July also sees the launch of a high profile CQC communications campaign 
comprising of a staff handbook entitled ‘Care Quality Commission – Preparing for our 
inspection’. During early August copies will be made available to every clinical 
member of staff with further copies made available to non-clinical teams. Further 
copies of the CQC 5 Domains concertina card will also be made available. Banners 
will be sited at strategic points across the Trust and further support will come through 
Lesley’s email, globals, drop-in events and meta-messaging/screen-savers. 
 
July has also seen a lot of work in preparation for the August launch of the ‘Safe to 
Care’ campaign. 
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4. Risks to delivery  

As previously reported in the CQC Quality Improvement Plan, some key risks to the 
successful delivery of the recovery programme include:  

 
 
Risk  

 
Mitigant  

Change is not sustained beyond the high 
visibility recovery period  

Care is being taken to ensure ownership of 
change sits with the operational level of the 
Trust. The PMO provide support but does 
not lead clinicians, senior nurses and 
managers in planning, delivering and 
implementing change 

Resource constraints negatively impact 
pace and/or quality of change.  

Following the CQC inspection, the Trust is 
now entering Phase 2 of its Recovery Plan 
with the proposed programmes for recovery 
being presented to the May Trust Board.  
The Trust will then ensure the programmes 
are adequately resourced 

Reporting and monitoring divert focus from 
the process of improvement and change.  

The Trust is pleased to have had the 
support of CQC and Monitor (amongst 
others) in planning the next stage of its 
recovery. Indications are that both CQC and 
Monitor appreciate the need for a core 
focus on delivery activities in the coming 
weeks. Appropriate, measured review and 
oversight arrangements have been put in 
place which, with support of the PMO, will 
minimise disruption to the core recovery 
activities 

Lack of staff buy-in to recovery  The Trust has recognised the need for 
strategic, targeted communications 
campaign to support the next stage of its 
recovery programme. The Trust’s 
communications team have mobilised 
accordingly and a communications strategy 
is now being implemented to compliment 
the recovery activities 

 

PMO Reflections: 

 

Since joining the Trust just over a week ago I have been reviewing the PMO and 

how it operates and supports the delivery of the Trust Recovery Plan. Everyone has 

been very open and honest and helpful and this has helped me to identify some 

improvements and additional activities quickly. 
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The following figure shows my reflections (figure 1) and the figure below the actions 

that are being taken immediately to improve focus and better help support 

programme delivery (figure 2): 

 
Figure 1 

 
Figure 2 

 
The Board are asked to note progress. 

Kevin Tallett, PMO Director 



 

Report to the Board of Directors 

Board Date : July 2016 

 

Title of Report 
 

 
Quality and Health Informatics Update 

Reporting Officer 
 

Chief Quality Officer 

Lead Director 
 

Directors Health Informatics, Quality , Safety and Effectiveness Leads 

Responsible Sub-
Committee 
 

Quality Improvement Group/Corporate Informatics Group 
 

Executive Summary 
 

The report outlines the current position against Serious incidents, 
including themes and trends  within IQPR. 
Activities relating to clinical systems development, data quality and 
business intelligence are also outlined within the report. 
 

Risk and Assurance 
 

 
Current key risks continue  relate to capacity and capability in relation 
to conducting serious incident investigations and business intelligence 
functions. 
 
Assurance processes in relation to serious incidents are becoming 
embedded with evidence of learning and improved quality of reports 
as recognised by the CCG. 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

None 
 
 

Recovery Plan 
Implication 
 

Aligned to HI recovery plan and clinical governance/CQC recovery 
plans. 

Quality Impact 
Assessment 
 

n/a 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

 
Information 
 
 
 

Recommendation 
 

Review information and raise any additional questions in relation to 
assurance. 
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Quality and Health Informatics Update: June 2016 
 

 

Background 
 
The report highlights progress made within the Health Informatics remit over the last 
month in relation to: 

 IQPR – Performance update 

 Clinical Systems development : 

 Data Quality Programme 

 Business Intelligence and Performance Framework 

 Supporting Infrastructure  

 Quality systems and processes 
 

Q U A L I T Y  A N D  H E A L T H  I N F O R M A T I C S :  C U R R E N T  S T A T U S  

1. IQPR – UPDATE (REFER TO IQPR REPORT) 
 
1.1 Overall Performance/Benchmarking 
 
Regional comparisons 
In comparison to other Trusts in  Kent and Medway area we are showing positive 
comparisons in relation to infection control,  mixed sex accommodation (significant 
improvement with the introduction of the medical model), MRSA , C.Diff.  Our ED 
performance is showed a deteriorating position over the quarter although up to 88% 
this month from previous < 80%.   
 
 
Although we are not reporting our overall incomplete RTT pathways currently, we are 
aware we are the worst performing (although improving) Trust in the region and 
nationally. We have been assessed as providing significant assurance in relation to 
data quality and have a potential date to return to reporting in August ( Julys figures), 
we have been assigned as a trust who requires very intensive support and will 
therefore be working with NHSI Intensive Support Team over the next few months. 
 
In relation to 2ww for cancer we are the best performing Trust in the area. Recently 
published data (PH England) identifies that : 
 

 Our population are less likely to have screening for bowel cancer –  which 
corresponds with our highest cancer mortality rates for bowel cancer. 



                                 

 

 
 

Page 2 of 11 
 

 More people in Medway likely to have their cancers diagnosed via an 
emergency route, especially for bowel cancer, with cancers beign diagnosed 
at a later stage 

 Rate of 2ww referrals is significantly lower with the conversion to people being 
diagnosed with cancer also lower. This suggests low and sometimes 
inaccurate use of the 2ww pathway. 

 
It is important that we work with our patients, public health and our commissioners to 
address these discrepancies and clear awareness of the importance of urgent 
referrals – we are already working with GPs with this regard. 
 
National comparisons (Methods analytics) 
 
In comparison to other Trust’s nationally (data to January 2016) we are currently 
showing positive performance in relation to the average Length of Stay for elective 
and non-elective admissions and the proportion of patients assessed for Venous 
Thromboembolism (VTE). See appendix 1. 
 
Mortality remains an area where the trust is underperforming in comparison with 
national peers, however whilst mortality remains higher than expected, the Trust’s 
position within the published Mortality Indicators, the Hospital Standardised Mortality 
Ratio (HSMR) (figure 1) and Summary Hospital – level Mortality Indicator (SHMI) 
(figure 2) continues to improve month on month and current performance for the 
indicators stands at 103.60 and 1.13 respectively, the lowest position for both in over 
2 years. 
 
Figure 1: HSMR by Provider April 2015 – March 2016 
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Figure 2: SHMI by Provider January 2015 – December 2015 
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1.2 Serious Incidents 
 
We are reporting an increase in SIs this month with a number of incidents (recent 
and previously) being identified in relation to the Emergency Department. Reviewing 
ED cases since January there have been 9,  2 were 12 hour breaches and there is a 
trend showing  4 incidents occurred on a Saturday  and 1 on a bank holiday 
weekend. From initial investigation the themes appear to be  
 

 Weekend  

 Reduction in clinical leadership  

 Re-attendances – this includes decision making from GPs, MEDOC and ED 

 Escalation pathways both in terms of availability and compliance 

 Timely management of patients within the department, impacted by surgical 
and medical ownership of the patient 

 
We are currently conducted individual and aggregate investigations on these 
incidents and will include commissioners and MEDOC in the analysis. We are also 
seeking independent review on some of the cases. 
 
   
 

Serious Incident Position:  14th July 2016  
 

  

Total of serious incident open 35 

Serious incidents for year 
2015/16 open 

14 

Total number of serious 
incidents  YTD 

21 

Total number Breaching 14  

 
 
14 breaches are 2015/16 detail: 

  1 report is with the CCG for closure  

  1 Extension has been requested as this case was investigated and 

subsequently the patient died following a second admission to the hospital, 

therefore further investigation is required to support the inquest process . 

 1 report is with the CCG, the  clock was stopped awaiting the inquest result 

which was heard on 15th July  and accidental death was concluded, the CCG 

have been informed and the case will be concluded  
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 6 reports are in draft awaiting quality assurance and sign off – to go to July 

closure panel  

 2 reports are with NHS England, hence the breach is still rolling, contact  has 

been made by MFT for conclusion and closure still waiting  

 1 report has been escalated  via the directorates 

 1 case is a safeguarding issue, therefore complex, the CCG declined 

extension this will aim to go to August closure panel  

 1 draft report  requires further work  

 
 
2016/17 SI position:  21 serious incidents reported onto STEIS however 15 
have actually occurred this in this year to date ( these figures exclude the 3 
pending ) 
 

 Total Number of Serious Incidents by the month they occurred   
 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Total  

2016/17 3 7 5 0 0 0 0 0 0 0 0 0  
2015/16 7 6 3 2 9 3 5 5 7 5 5 2 59 

 
Analysis of the SI’s which occurred in May has highlighted there was no significant 
trend. The trust  has seen a slight decrease in the numbers of SI’s reported to date 
for 2016/17 compared to the same position in 2015/16 of 3 ( NB: not end of month 
figure yet so may change ). There were no Never Events reported in June and July 
to date. 
 

 Total Number of Serious Incidents by Month (STEIS Reported Date)  
 Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Total  

2016/17 2 6 9 4 0 0 0 0 0 0 0 0 21 
2015/17  9 6 5 4 6 7 8 3 7 3 7 5 65  

 
Open Serious Incidents by Directorate 

Total  

 

Acute & Continuing Care 
Co-ordinated Surgical 

Directorate 
Women and Children's  Outpatients  

 

  

 
22 8 4 1 

35 
open  

 
 
Training for 30 key staff is being arranged and will conclude over August and 
September, this is being delivered via GSTT. 
 
Learning from Serious Incidents  
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Trends and Themes  
In addition to the ED ‘cluster’ of incidents, the Trust continues to see issues in 
relaiton to the number  of serious incidents relating to attributable pressure ulcers 
and also an increase this month of Grade 2 ( see IQPR) .  The Director of Nursing 
has gained support from the Specialist Tissue Viability Nurse form GSST who will 
work with the Trust on a specific case and with the Trust Tissue Viability Nurse 
(TVN) , to enable the actions and learning to be implemented. 
 
 
Learning Events  
Learning events continue to be delivered across the Trust, Nursing and Quality 
forum , FY1 and  2 training programme and presentations on SI learning at the Sign 
up to Safefy Event.The patient safety team and investigator will facilitate feedback 
directly to the  Team, Ward involved in the incident. The third newsletter is to be 
published  and articles on serious incidents, patient safety and learning have been 
published. 
 
Serious Incident Thematic Action Plan  
The Trust has was requested to present the progress on the SI action plan  to the 
CCG on June 16th. The plan and the contract notice aligned to this was closed with 
positive feedback on the improvements in both the management and quality of SI 
reports. 
 
 
1.3 Quality and Standards Update 
 
The Trust’s position within the published Mortality Indicators, the Hospital 
Standardised Mortality Ratio (HSMR) and Summary Hospital – level Mortality 
Indicator (SHMI) continue to improve and stands at 103.60 and 1.13 
respectively.  Individual SMR’s for Septicaemia, Pneumonia, Congestive Heart 
Failure and Fractured Neck of Femur (FNOF) are all showing downward trends. 
However, Acute & Unspecified Renal Failure has been showing an upward trend 
which is cause for concern. The Clinical Coding Team are currently completing an 
audit in this area and linking in with the Trust AKI Lead – Dr Ashraf Syed and a Deep 
Dive AKI report will be presented to the Quality Assurance Committee in September 
2016. 
 
Specialty Mortality and Morbidity meetings are now being undertaken on a regular, 
scheduled basis in the majority of areas. Minutes are also now being provided from 
the Co-ordinated Surgical Care teams also. Over 700 M&M review forms have now 
been completed and data analysis is being undertaken to feedback trends and 
themes via Mortality reports for the Trust M&M and group and also at divisional level. 
The electronic version of the review form is currently being created and we aim that 
this will be ready for implementation by the end of August 2016. 
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The National Sepsis CQUIN is proving challenging, however the Quality 
Improvement Project nurses have audited all of the notes required to obtain the 
Quarter 1 baseline, which will be agreed with the CCG by 20th July. A business case 
is being prepared to secure additional resources to support with the CQUIN 
requirements. In addition, training for the Sepsis Screening Tool, released by the 
Sepsis Trust on 1st July is also ongoing and to date 253 staff have been trained; it is 
hoped that with the new tool in place and the training sessions provided that 
performance within the Sepsis CQUIN will continue to improve throughout the 
year.  The NICE Clinical Guidelines for Sepsis were released on Wednesday 13th 
April and the Sepsis Action Group will review these with the aim of undertaking a gap 
analysis against the current position, to ensure the Trust is meeting requirements. 
 
The Quality Division are in the process of developing an integrated Quality and 
Patient Safety report with the aim of triangulating data in relation to mortality, 
adverse incidents, complaints, claims and inquests; working closely with the newly 
appointed Business Intelligence Manager.  The report will be produced quarterly to 
QIG and a draft report will be presented at the September QIG meeting. Data will 
also be analysed on a monthly basis, with exceptions reported to QIG monthly and 
escalated to QAC were appropriate. 
 
 
1.4. Clinical Effectiveness Update 
 
The department has been very busy over the past quarter; ensuring audit activity is 
being undertaken, areas addressed include: 
 

 Business case for – Audit & NICE Health Assure 

 Revamped audit registration process – Started  01 July  

 Annual report – awaiting sign off 

 Reviewed staffing workload – to mitigate risk of ‘all in one basket scenario’ 

 Trust wide audits – record keeping – in progress 

 Reviewed report information for Directorates and programmes of works, to 
include NICE, National and local audit activity 

 174 active audits as of June 30th 2016 

 58.3% of the applicable TAs have been reviewed within 90 day time frame 

 National Upper GI and Colorectal Cancer Audits - proposed Data 
Collection/Validation Process which amalgamates the best elements of the 
systems currently employed by both teams  

 2 National Audit reports published Apr - Jun 2016 – both being currently being 
review  

 
 
Annual Audit Plan 
 
The 2016-17 Clinical audit plan had 116 projects listed as of April 2016, as noted this 
is a fluid programme the audit database has 189 projects listed as of June 2016: 
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 Priority 1 - 84 projects  (13 projects listed but not yet registered / due to start) 

 Priority 2 – 31 projects (5 projects listed but not yet registered / due to start) 

 Priority 3 - 48 projects   

 Priority 4 - 29 projects  
 
NICE 
 

 Clinical Audit & NICE Compliance (CANC) group will focus on NICE guidance 
and compliance to provide assurance to the Clinical Effectiveness & Research 
(CER) & Quality Improvement Group (GIG) that evidence-based practice 
(particularly NICE guidance) has been implemented. 

 

 Currently for 2016-17 58.3% of the applicable TAs have been reviewed within the 
90 day time frame.  The remaining 41.7% are still within the 90 day deadline, and 
are being escalated to Specialty, Program, Directorate and Board level. 

 

 NICE Quality Standards The current response rate for 2016-17 is 28.5%, but 
with time remaining on all outstanding until the 90 day deadline.  The historic 
Quality Standards continue to be escalated. 

 
Update on NICE guidance’s from April 16 – to date  
 
Technical Appraisals 

• 12 published 
• 2 assessed as not applicable, 3 fully compliant, 1 partially compliant, 1 not 

compliant  
• 5 outstanding – all still within 90 day deadline (2 due in August 2016, 3 in 

September 2016) 
 
Quality Standards 

• 7 published 
• 2 fully compliant 
• 5 outstanding – 2 due by end of July 2016, 3 in September 2016 

 
Clinical Guidelines  

•   23 published 
• 3 assessed as not applicable, 1 fully compliant  
• 19 currently under review – all still within 90 day deadline (5 due by the end of 

July 2016, 9 in August 2016, 4 in September 2016 and 1 in October 2016) 
 

2. HEALTH INFORMATICS:  
 
Electronic Order Comms Programme 
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 Restricted OJEU Tender has closed and Ideagen have emerged as the 
winner. We are in the stand-still period, which ends on 18th July, following 
which we can finalise the contract and begin the implementation. 

 The Pathology Departments at Medway and Dartford will be merging and the 
Dartford LIMS will be used across both sites. A decision is required on 
whether to interface initially to the Medway LIMS or focus solely on the 
Dartford LIMS. The decision will be made based primarily on timescales to 
rollout as the current plan is to implement order comms at pilot GP sites in 
January. 
 

Bed Management and Electronic Observations 

 The contract with the vendor (Hospedia) has been signed by the Trust. The 

pricing schedules have been agreed and the requisition for the initial payment 

instalment is being processed. 

 Given the dependency on the Oasis PAS Upgrade (planned for Go-Live at the 

end of October) it is anticipated that Bed Management Deployment will 

commence in Acute and Continuing Care directorate in November 2016. 

E-Referral 

 Rheumatology and Diabetes -   relaunch of using e-referral for July working 

closely with our CCG partners. 

 Colorectal 2ww – work progressing with the team for 8th August go-live.  Next 

tumour site Neurology which has been agreed with the Directorate and yet to 

be signed off by the project board 

Mobile Interoperability Gateway (MIG) 

 Web viewer initial work has started with the CCG to progress the functionality, 

ED are fully aware and in support of this development.   Sharing agreements 

are being signed off with the aim to have the Web viewer in place for August 

in one area initially Lister Assessment Unit to then have a phased roll out 

across all patient entry points into the hospital including ED.    

Child Protection Information Standards (CP-IS) 

 Working group involving all relevant stakeholders has started and first phase 

solution with Teleologic is being progressed with an autumn go-live.  This 

solution is first of type and MFT will be a test bed for HSCIC working with 

Quicksilver and Teleologic.   Second Phase will be Symphony having the flag 

functionality integrated within their system this is currently in the process of 

being piloted at another Trust before this can be provided to other Trusts and 

Authorities. 

Oasis PAS upgrade to version 2016.1 

 There is a requirement to upgrade the Allscripts Oasis PAS to the latest 

version (2016.1) ahead of June 2017 (when support for the current version 

installed is downgraded) and to enable some of the functionality required for 
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several of the above programmes. HI PMO are working with Allscripts to 

deliver this within a 3 month period. The project commences during w/c 18th 

July and is anticipated to see a go live of the new software version in Mid-late 

October. A full project plan and risk assessment have been carried out to 

mitigate nay impact to the Trust more generally and RTT reporting 

specifically. The risk to RTT has been assessed as minimal as additional 

functions will provide a positive enhancement of the process. 

 

 

NHS Mail 2 

 HI PMO is working with Accenture (the national provider for the NHS Mail2 

Project) to schedule a Trust migration in September. This is subject to 

confirmation of resource and the completion of commercial processes. This 

will then mean the cessation of use of medway.nhs.uk email addresses and 

infrastructure.  

Other Programmes 

 Electronic Document Management (EDM) – Full Business Case being 

submitted to Exec’s for 20th July and Board 28th July – subject to agreement, a 

specification has been prepared and will be placed in the market for Tender in 

August 2016. 

 Integration Programme - Decision has been made to retain the Rhapsody TIE 
and develop all new interfaces on this. A review of the server configuration 
and resilience will be undertaken by Quicksilva. Support for the Rhapsody 
software transferred from Allscripts to Quicksilva 12th July. Server hardware 
support remains with Allscripts. A programme of work to develop the new 
interfaces is being developed and will be agreed with Quicksilva.  

 Chemotherapy ePrescribing - Trust is now back up to full resource 

complement and are completing collaborative-level tasks. The rollout plan for 

the remaining regimens has been sent to NHS England by MTW as required 

by the 2016/17 standard contract. The programme remains on track to 

complete all but the Paediatrics rollout by March 2017. Paediatrics is planned 

for September 2017. 

 Trust wide E-Prescribing – Discussions are currently underway for early pre-

planning of the scale and potential outcomes and timelines for a 

comprehensive e-prescribing programme, to meet the compliance deadline 

requirement of October 2018. 

 Upgrades – HI PMO are supporting a number of software upgrades over the 

coming months (in addition to Oasis PAS) : Galaxy (theatres) mid-September; 

Endosoft (endoscopy) is upgrading from current version to the later Endovault 

solution early September; Symphony (ED) is being planned for 

November/early December (subject to agreement with supplier on resourcing 

and availability). 
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 Maternity System – Output Based Specification workshops have commenced 

to gather requirements from the clinical and operational teams within the 

Directorate. The Project Brief and Summary Business Case are being 

collaboratively developed by Health Informatics and the Project Business 

Owner within Maternity.  

 Digital Dictation and Voice Transcription – Market engagement sessions are 

on-going (in conjunction with procurement) in order to inform requirements. A 

business case will be developed during Q2/3 of 2016/17 for an 18 month to 2 

year programme to deploy digital dictation and voice transcription technology 

across the Trust. 

 The HI Team continue to be involved in supporting programmes lead by other 

Divisions, such as Hybrid Mail with Procurement and a new Learning 

Management System with HR. 

 DATA QUALITY AND SUPPORTING STRATEGIES 

 Following the assessment by NHSI, NHSE,CCG on 13th July, the Trust were 
asked to confirm 4 activities had concluded  (see Board report), these have 
been confirmed. A pre return to reporting meeting will be held w/b 8th August 
and  the Trust anticipate returning to reporting in August with July data. This is 
a significant achievement for the Trust following a protracted period of none 
reporting. The teams are to be congratulated on the very positive feedback 
and acknowledgment of systems and processes that exceed those other Trust 
have in place. 

 The  Data Quality Strategy has been developed and the Board are asked to 
agree it at July Board, the Digital Strategy will be presented to August Board. 

 The Data Warehouse business case has now been finalized and will be 
presented to the executive on 20th July. This will enable many current 
systems to be automated and configured to provide real-time standardized 
data sets and reports. The case has been developed to allow positive 
outcomes in within a 6 month period whilst working in parallel on a Data 
Warehouse build across the whole of Kent and Medway as required as part of 
the STP. 

 The rationalisation of reports and KPIs within the PMO and BI has 
commenced and an additional workshop is being convened with the PMO 
director to agree all final reports and KPIs and also processes going forward 
to reduce the risk of ‘KPI scope creep’ in programmes going forward 

 Real-world Bed occupancy audits have been completed successfully, findings 
to be published within the month. 

 Commencement of expert knowledge-sharing – SPC charts and statistics 
training delivered to junior staff. 

 
 



The two charts on the left show a trust whose performance on this indicator is better than the national picture by a degree that is
unlikely to be explained by random chance

The two charts on the left shows a trust whose performance on this indicator does not differ from the national picture by more
than can be explained by random chance

The two charts on the left show a trust whose performance on this indicator is worse than the national picture by a degree that
is unlikely to be explained by random chance

The chart on the left is for an indicator that does not have a desired direction for improvement. The Trust shown in this example
is within the expected range based on the national picture.

 StethoscopeHow to Interpret The Charts

Statistical Process Control (SPC) Chart

These charts are constructed using statistical process control (SPC) principles and use control limits to indicate variation from the national mean. The display shows both
two standard deviation (95%) control limits and three standard deviation (99.8%) control limits. Values within these limits (the light grey section) are said to display ‘normal
cause variation’ in that variation from the mean can be considered to be random. Values outside these limits (in the light green or orange sections) are said to display
‘special cause variation’ at a two standard deviation level, and a cause other than random chance should be considered. Values outside these sections (in the dark green or
red sections) also display ‘special cause variation’ but against a more stringent test.

Variation at the two standard deviation level can be considered to raise an alert, and variation at the three standard deviation level to raise an alarm.

Analytics Review - Medway NHS Trust

Monitoring the key indicators used in the report
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MEDWAY NHS FOUNDATION TRUST

Name Period Value Mean Chart Trend
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CQC_SHMI01: Summary Hospital-level Mortality
Indicator (IC OD Control Limits)

In-hospital mortality by discharging episode
(Crude rate per 1,000 admissions)

Summary Hospital-level Mortality Indicator (In-
hospital deaths only with OD Control Limits)

Summary Hospital-level Mortality Indicator (In-
hospital deaths only with Poisson Control Limits)

Emergency re-admissions: Percentage within 30
days of an elective admission

Emergency re-admissions: Percentage within 2
days of an elective admission

Emergency re-admissions: Percentage within 30
days of a non-elective admission

Emergency re-admissions: Percentage within 2
days of a non-elective admission

Average Length of Stay for elective admissions

Average Length of Stay for non-elective
admissions

MEDWAY NHS FOUNDATION TRUST

RY Q2 1516 115.3 100.0

RY Jan 1516 19.0 13.8

RY Jan 1516 123.8 111.7

RY Jan 1516 123.8 111.7

Jan 1516 6.26 6.83

Jan 1516 0.65 1.01

Jan 1516 15.6 15.1

Jan 1516 3.02 3.04

Jan 1516 1.81 2.95

Jan 1516 4.68 4.78
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PbR income for inpatient activity (Avg income per
spell) (Pounds)

BADS Day Case Rate (including outpatient
procedures)

Proportion of all BADS day cases that are carried
out as outpatients

Total PbR income for inpatient activity (Pounds)

A&E and Urgent Care Centre attendance count

A&E attendance count (Type 1 A&E only)

Use of palliative medicine: Proportion of episodes
with palliative medicine as main specialty per 1,000
episodes

Percentage of patients who have waited 4-12
hours in A&E from decision to admit to admission
(Type 1 A&E only)

Percentage of patients who have waited over 12
hours in A&E from decision to admit to admission
(Type 1 A&E only)

Emergency Admissions count (Type 1 A&E only)

Nov 1516 1,302 1,116

Jan 1516 75.5 84.3

Jan 1516 52.9 40.1

Nov 1516 9,134,175 11,802,805

Jan 1516 9,024 10,804

Feb 1516 8,892 8,924

Jan 1516 0.00 0.43

Jan 1516 6.13 2.47

Feb 1516 0.00 0.00

Feb 1516 1,913 2,454
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Percentage of patients attending A&E who are
admitted to a hospital bed (A&E Conversion Rate)
(Type 1 A&E only)

Friends & Family Test - A&E Response Rate

Pressure ulcers: Percentage of patients with a
newly acquired pressure ulcer (category 2,3 and
4)

CQC_VTERA03: Proportion of patients risk
assessed for Venous Thromboembolism (VTE)

Depth of coding: Mean number of secondary
diagnoses

Mean Charlson comorbidity score for inpatients

CQC_WT_CAN26: All cancers: 62 day wait for first
treatment from urgent GP referral

CQC_WT_CAN27: All cancers: 62 day wait for first
treatment from NHS cancer screening referral

Use of palliative care diagnosis: Proportion of
episodes with diagnosis Z515 per 1,000 episodes

A&E 4hr Wait (Percentage seen within 4 hours)
(Type 1 A&E only)

Feb 1516 21.5 27.5

Mar 1516 16.2 12.1

RY Jan 1516 1.94 0.88

Dec 1516 97.1 95.3

Jan 1516 4.38 4.07

Jan 1516 3.18 3.15

Jan 1516 11.5 3.23

Jan 1516 161.1 709.3

Jan 1516 15.3 10.2

Jan 1516 37.0 33.5
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Not available for "A&E 4hr Wait (Percentage seen within 4 hours)"

Not available for "Average Length of Stay for emergency admissions for Ambulatory Care Sensitive Conditions"

© Methods Analytics 2016
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Report to the Board of Directors 

Board Date: 28th July 2016 

Title of Report 
 

Monthly Operations Report 
 

Reporting Officer 
 

Margaret Dalziel, Director of Clinical Operations A&CC 
 

Lead Director 
 

Margaret Dalziel, James Lowell, Ben Stevens 

Responsible Sub-
Committee 
 

Performance Review 
Access Board 
Emergency Pathway Board 

Executive Summary 
 

To provide the Board with an update on performance in the 
following areas: 

 RTT:                                5.5% improvement to 77.5% 
(Incomplete) 

 Diagnostics:                 3.39 % deterioration to 90%  

 ED performance:         0.5% improvement to 81.94% 

 Cancer performance: 7.3% improvement on the 62 day GP 
referral 

 Site/Flow update 

Risk and Assurance 
 

Performance against the access standards for Emergency and 
RTT pathways do not meet the national targets.  Improvements 
continue to be made and action plans remain in place to support 
the maintenance of the improvement trajectory. 
 

Legal 
Implications/Regulatory 
Requirements 
 

The updates are provided in the context of national requirements 
for access and emergency pathway standards and against 
requirements from CQC inspections and improvement 
expectations. 

Recovery Plan 
Implication 
 

The subject matter of the report supports the recovery plan in 
the following areas: 

 Continuing to modernise our Emergency Department and 
pathway, reducing the time it takes for patients to be seen 
and assessed. 

 Improving care for patients with cancer, reducing waiting 
times, replacing our scanners and providing additional 
capacity for patients to see specialists. 

Quality Impact 
Assessment 
 

QIA not required. 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

The board are asked to note the contents of the report for 
information. 
 
 
 

Recommendation 
 

The report is provided for information only. 



 

Emergency Pathway Update – JUNE 2016 Position 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
There was a 6.6% reduction in total attenders for June although still a 48% increase on March.  Emergency Admissions were 4.5% down on May. 4 Hour performance 
has improved month on month from March and sits at 81.94% for June, the highest position this year and a month on month improvement. 855 patients saw their care 
managed in the corridor for all or part of their stay in June; this was over 19% down on May and the lowest number this year. Consistently just over 23 % of ED 
presentations were streamed to MEDDOC month on month over the last 4 with June having the highest percentage since before March 16. 
 

Access target Performance (95%) 

Remained below the trajectory set and significantly below 95% however upwards 

trend clearly evident monthly. 
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Monthly 4 Hour Performance 

Monthly 4 Hour
Performance

Linear (Monthly 4
Hour Performance)

Quality indicators 
 

 95% - 100% NEWS compliance   

 100% of patients in the corridor are meeting the acceptable clinical 
criteria. This is recorded through snapshot audits covering all times of day 
and night. 

 Ambulance Performance – Medway saw 3113 conveyances in June, still 
the second highest in the sector with handover performance 2nd in the 
sector at 55.1% of patients handed over within 15 minutes 

 Measurement of the LOS in ED still shows an improving trend at the 80th 
and 95th percentile – June is the second month in a row with below 4 
hours at the 80th percentile and a month on month improvement since 
before March 2016. At the 95th percentile, June was the first month below 
9 hours and a month on month improvement since before March 16 

 Daily breach validation looks at all key points in the patient’s journey to 
determine primary and secondary causations to clearly defined 
measurements of time to all measurable points such as 1st assessment, 
DTA, referral, interventions and LOS in the department 

 ED Nursing vacancy still sits below 29% with recruitment improvements 
ongoing (above 60% in Nov 2015) 

 



 

Site/Flow Update  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

The site continues to experience delays in progressing patients through the department once speciality referral takes place and a DTA is in place. LOS in the ED is 

measured at the 80th and 95th percentiles. The 80th percentile could, in part, be considered a good measure of the non-admitted pathway. This has improved to 3 hours 

57 for June, the 2nd month this year below 4 hours at this point, a month on month improvement and best the monthly performance this year. At the 95th percentile, a 

good measure in part of the admitted pathway, it has improved to 8 hours 4 minutes in June from 9 hours 16 in May This again, is the best monthly performance this 

year at this measure and a month on month improvement from March. Long delays continue for some particular pathways such as patients under the care of IDT and 

mental health presentations, particularly admissions. There were periods in June with significant Mental Health Delays of over 6 days at one point for admission 

despite full escalation. Trust Escalation was predominately Amber with some Red. Most days saw multiple DTA’s in the ED awaiting placement. Lister Assessment 

Centre saw an average of 35-40 patients a day. Since opening there has been an average 35% conversion to admissions across all areas of the Lister Assessment Centre 

(GPAU/Hot clinics/FED/Ambulatory) 

A stronger focus has been placed on the site team in terms of prediction and understanding the site as well as leadership and their role and function within this. 

Further site team away days are planned to consolidate this and expand on their role within the admitting pathways, medical model, the site flow meetings and out of 

hours. 

 

Medical Model & Emergency Pathway Programme update: 

This month, the merged Unplanned Care Programme reported for the first time with all four Workstreams operational.  
Key Highlights for the past month include: 
 

- The Trust Daily Concept of Operations is being finalised and reporting arrangements for support services (Therapies, Imaging, Pathology, Pharmacy, Cardiac 
Diagnostics) are on track to be worked up by early August.  

- The Trust-wide Internal Professional Standards have been drafted and are in circulation with Clinical and Operational colleagues. These will be finalised by 
stakeholders by the 2nd August. Presentation to Clinical Council delayed until August 9th. 

- A Trust-wide Criteria-led Discharge procedure has been developed for implementation across the Directorates by the end of July. 
- The Junior Doctor workshop to propose changes to the Junior Doctor working practices within the Medical Model has been undertaken.  
- The Medical Model has commenced the audit phase of implementation and completed the design of the post-implementation stakeholder event 

 
 
 

 



 

Cancer Update  
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cancer Waiting Time Summary Performance 

 

              

 

Target Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16

2WW cancer 93% 85.23% 87.43% 95.77% 96.42% 94.06% 93.40% 92.57%

2WW symptomatic breast 93% 83.70% 90.40% 88.24% 92.31% 81.42% 89.81% 86.00%

31D first treatment 96% 92.20% 94.12% 90.84% 93.38% 89.31% 95.61% 94.39%

31D sub treatment surgery 94% 94.44% 87.50% 85.00% 83.33% 82.86% 94.29% 97.14%

31D sub treatment drug 98% 100.00% 88.24% 92.00% 100.00% 100.00% 100.00% 95.83%

62D GP referral 85% 87.73% 83.33% 65.41% 75.40% 83.02% 73.77% 81.10%

62D screening 90% 87.50% 90.63% 92.86% 96.15% 72.73% 84.85% 86.67%

62D consultant upgrade n/a 100.00% 64.29% 71.43% 78.95% 71.43% 100.00% 75.00%

There is a continued general improvement in cancer waiting times although we are not consistently compliant against the standards. Detailed breach reporting and 
route cause analysis is being undertaken to reduce avoidable breaches and challenged tumour sites pathways are being reviewed to reduce delays. 
 
2WW – Trust narrowly failed to meet the GP 2 week wait standard and failed symptomatic breast. Breaches were predominantly due to patient choice in Breast & Skin 

 The Trust has undertaken an audit to understand whether the GPs are discussing the reason for the referrals and sharing the CCG 2 week wait referral leaflet 
with patients. The findings have been shared with the CCGs to improve the findings 

 
31D - The Trust failed to achieve the 31 days treatment standards as a result of patient choice and availability of non-MFT urology surgeons within breach date 

 Urology surgeon availability is being discussed with the MTW service team and there are alternative arrangements being developed if it cannot be resolved   
 
62D – The Trust failed to achieve the GP referral and screening standards for various reasons  due to delays in diagnostic tests, patient choice & complex pathways  

 Delays in diagnostic pathways are being discussed with Imaging to review processes and prevent avoidable breaches 

 Delays in pathways due to patient choice are being reviewed to ensure all appropriate adjustments are being  recorded 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Cancer Remedial Action Plan 
 

 A meeting was held in July with commissioners to review the outstanding Cancer Remedial Action Plan actions, one was removed with regular meetings planned to 
agree evidence and close the remaining. 

 The Trust is developing an ongoing Cancer Improvement Plan incorporating recommendations or best practice from reports, audits, National guidance and other 
providers to continually improve and develop cancer service provision and performance. 

 

Cardiology Remedial Action Plan 
Cardiology services continue to remain under great pressure with demand far outstripping capacity - Patients are currently being offered their first OPA at 35 weeks for 
routine, 8 weeks for urgent appointments. This is unchanged from last month- actions being undertaken: 

 Outsourcing diagnostic procedure has progressed and agreement reached to outsource to KIM’s.  

  Discussion with private providers and the CCG are progressing well the RAP action plan is now jointly owned with a designated project manager identified from the 
CCG. Clinical review of 90 referrals was undertaken in  June in order to gain an understanding of the conditions and types of referrals received for Consultant clinics 
-  this information has been fed back to the CCG and will form the basis of the demand management/ referral triage model being jointly developed. 

 Workforce and recruitment remains an issue – out for replacement of the locum consultant. Annual leave will affect productivity  

Dermatology Remedial Action Plan 
 
Dermatology has remained stable in regards to routine access and risk of 52 week breaches. The patients that have breached 52 weeks are patient choice related as 

treatment has been available but patients have chosen dates after the 52 week breach. 

Consultant workforce remains a problem as unable to recruit to a permanent post and the locum that had been secure left at very short notice due to personal issues. 

A replacement has been identified who will start on 1st August.  Nursing vacancies that have not been successfully recruited to also impact on capacity. 

The vacancies are currently having a direct impact on 2 week wait capacity and as a result performance against the 2 week standard has fallen. Additional sessions are 

being set up within existing resources and the new locum will provide a positive impact. Discussions are also being undertaken with Concordia who currently provide 

routine Dermatology capacity to establish how they could support 2 week wait referrals. 

 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
RTT Update – June Position 
 
 
 
 
 
 
 
 
 
 

Summary 

 The Trust is not currently reporting externally for RTT.    

 The total incomplete waiting list size reduced by approximately 1550 patients across the month of June.  The reduction has been achieved through 

the effective validation and a focus on delivering additional capacity.  The intensive phase of validation completes at the end of July. 

 Incomplete performance for June is 77.5%  

 The current backlog size is better than trajectory.  Ongoing validation continues to support the backlog reduction. 

 An updated access policy for MFT has been completed and ratified.  The new policy is being implemented with associated training in July and 

August. 

 A meeting was held with the IST, NHSI, NHSE and the CCG to discuss the trusts readiness to return to reporting.  The progress that has been 

made was commended by all.  The IST recommended returning to reporting in August for July based once 4 pieces of further information were 

provided.  These have been delivered and a final sign off meeting will be scheduled in early August.  

 Following detailed discussions the Trust is continuing to work towards delivery of the 92% incomplete RTT standard by the end of March 2017.  It 

is acknowledged by all parties that this is particularly challenging and delivery is reliant on additional supporting actions from the CCG. 

 A trajectory for the reduction of the number of patients breaching 52 weeks has been developed.  Performance is currently better than trajectory. 

 

  

Endoscopy Remedial Action Plan 
 
Endoscopy capacity remains extremely challenged due to demand outstripping available resources. Being managed by range of outsourcing, additional sessions and 
insourcing to manage the demand and reduce the backlog. The current week day Capacity is 174 units per week:  average Demand is 207 units per week leaving a 
shortfall of 33 units per week.  
 
The insource solution is working well and providing 52 additional units per week, and the outsourcing available to us has been extended to provide an additional 48 
units per week plus some ad hoc as space is available. Additional ad hoc lists are now being offered from Care UK following reopening of all of their endoscopy rooms. 
A refreshed trajectory date shows backlog compliance by early August 2016 if we maintain the levels of out and in sourcing. 
 
The next JAG visit is proposed for 5/10/16 (tbc). The endoscopy transformation group has been relaunched and a project plan aligned to the new JAG inspection 
standards is in the process of being developed in preparation. 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Incomplete Trajectory & Performance  

 

Access Standard - 92% of patients waiting should be below 18 weeks  
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18 week RTT Sustainability Plan 

 Demand & Capacity modelling has been completed across all specialities.   

 Work will be undertaken in the speciality teams to identify additional internal capacity opportunities. 

 The details for the first patients identified as suitable for One Ashford have been sent with the first treatments expected to take place by the first 

week in August.  

 The CCG have identified some potential capacity for ENT outpatients in the independent sector.  This is currently being followed up. 

 The planned care programme has commenced with an initial introductory meeting with further work underway to create the three work streams 

that will underpin the programme. 

 A process to complete clinical harm reviews for any patient that exceeds 52 weeks wait for definitive treatment or discharge has been 

implemented.   



 

Diagnostic Update – June Position 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary 

 Trust performance against the 6 week diagnostic target has deteriorated for June. 

 MRI scanning has seen a marked deterioration in performance.  This is currently under investigation. 

 Flexi sigmoidoscopy, gastroscopy and colonoscopy continue to improve as a result of the additional capacity that has been introduced through 

the in-source model. 

Diagnostic Performance  

 

  

Access Standard - 99% within 6 weeks 
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Diagnostic Sustainability Plan 

 Work is on-going to define the endoscopy estate required to deliver both JAG accreditation and the increasing demand. 

 An in-source contract has been agreed and work commenced for endoscopy. 

 A business case for the second CT scanner is in progress and would support delivery of the 6 week diagnostic target. 

 A strategic review of all areas within imaging is planned for completion by the end of 2016. 

 A specific review of MRI demand, particularly direct access, will be undertaken during August. 
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Medical Director Update: July 2016 
 

 

Background 
The report highlights progress made within the Medical Director remit over the last 
month in relation to: 

1. NEW MEDICAL MODEL 

 
Work continues on the medical model, however progress has reached a plateau. We 

expect to see continued improvement.  Please see the attached dashboard appendix 

one.  

2. JUNIOR DOCTORS CONTRACT 

 
Successful recruitment to the role of Guardian of Safe Working with the appointment 
of Delilah Hassanally who will be attending the National Guardian safe working day 
on 26th July.  
 

3. MEDICAL EDUCATION 

 
Further to the board report presented in June, the GMC National Trainee Survey has 

been published. There are some notable areas of excellence (green flags) 

particularly amongst the Core Medical Trainees and Paediatric Trainees as well as 

handover in Obstetrics and Gynaecology and local teaching in Emergency 

Department.  

There are areas that need looking at (red and pink flags) including workload in 

Emergency Department, GP training in paediatrics, Foundation doctors in Medicine, 

teaching in Surgery. Many of these issues relate to difficulties in Trust in which 

improvements have already been made. We will continue to drive forward 

improvements in medical education and use this as a tool for this.  
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4. RESEARCH & DEVEOPMENT 

 
As per data on 27th June 2016, the Trust is 396% on target agreed with the Clinical 
Research Network Kent Surrey and Sussex (CRN KSS). The agreed target for 
2016/2017 is 1725 and so far 1141 participants were recruited. The activity makes 
the Trust once more highest recruiting into clinical trials in Kent Surrey and Sussex 
(out of 20 other Institutions). The excellent performance is mainly due to projects 
undertaken by Professor Ranjit Akolekar in the Fetal Medicine Unit. 
 
Currently there are 163 projects open at Medway NHS Foundation Trust. 
 
There are 22 portfolio and 25 non-portfolio new projects in set up. 
 
The collaboration between the Trust and academia continues to flourish. There were 
5 funding applications submitted since September 2015 (1 rejected and to be re-
submitted) and further 3 are in a pipeline. 
 
The University of Greenwich, jointly with the Trust have been awarded £50K to 
deliver Integrated Clinical Academic (ICA) Programme in 2016/2017. The Health 
Education England (HEE) and National Institute for Health Research (NIHR) 
Integrated Clinical Academic (ICA) Programme provides personal research training 
awards for healthcare professionals (excluding doctors and dentists) who wish to 
develop careers that combine clinical research and research leadership with 
continued clinical practice and clinical development. Despite great level of 
applications, our bid was successful due to the highly effective collaborative working 
between the two Institutions. 
 
The current challenges include the national implementation of the new Health 
Research Authority (HRA). HRA Approval is the only route for all project-based 
research to commence in the NHS in England. The HRA implementation took place 
on 31st March 2016 and the R&D Department continues to align internal processes 
accordingly. 
 
Another challenge is implementation of EDGE, software database system chosen by 
the CRN KSS as a tool for research management. All of the current data will have to 
be transferred to the new system.   

5 JOB PLANNING 

 
A job plan is a prospective, professional agreement that sets out the duties, 
responsibilities, accountabilities and objectives of the consultant and the support and 
resources provided by the employer for the coming year. It should provide 
opportunities to develop both personally and professionally to help drive quality 
improvement in line with the present and future needs of patients.  
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Progress to date:- 
 

Co-ordinated Surgical Directorate 

Programme % completed 

Emergency Surgical Services  15% 

Elective Services 20% 

Critical Care  0% 

Outpatients and Imaging 0% 
 
 

Women and Children’s Directorate  

Programme % completed 

Neonatology 100% 

Women’s Health 88% 

Acute and Community Pediatrics 50% 
 
 

Acute and Continuing Care Directorate  

Programme % completed 

Emergency Medicine 10% 

Hematology Pathology Cancer  80% 

Planned Specialist Medicine 75% 
 

6 CLINICAL EXCELLENCE AWARDS LAUNCHED 
 
The 2015 – 2016 Clinical Excellence Awards have been launched with a closing date 
of 24th August 2016 for submission.  4 days of awareness are being run, 2 sessions 
have taken place with 14 people attending.  The awareness session are being led by 
Kirti Mukherjee, Deputy Medical Director and myself. 
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Report to the Board of Directors 

Board Date:  28 July 2016 

 

Title of Report 
 

Director of Nursing Update 
 

Reporting Officer 
 

Karen Rule, Director of Nursing 

Lead Director 
 

Karen Rule, Director of Nursing 

Responsible Sub-
Committee 
 

N/A 

Executive Summary 
 

  

Risk and Assurance 
 

Staffing levels remains a Trust quality risk. Actions to mitigate 
the risk of current staffing levels are in place and embedded. 
Stabilising and retaining the nursing and midwifery workforce in 
clinical areas is a priority as we move through 2016. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 

Recovery Plan 
Implication 

Nil to note 

Quality Impact 
Assessment 
 

N/A 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

The purpose of this report is to provide the Board with  

 An overview of nurse, midwifery staffing levels in 
inpatient areas as outlined in the Nurse Staff Guide ‘How 
to ensure the right people, with the right skills are in the 
right place at the right time!’   

 An overview of key work and achievements relating to 
the portfolio held by the Director of Nursing  

Recommendation 
 

The Board of Directors is asked to note the information 
contained in this report and the actions that are in place. 
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Director of Nursing Update: July 2016 

 

Safe Staffing 

 This safe staffing report provides the Board with an overview of the nursing and 

midwifery workforce and to highlight any workforce issues identified across the inpatient 

ward areas during the month of June 2016. 

 The monthly UNIFY submission regarding fill rates for ward areas and the care hours per 

patient per day (CHPPD) data is attached at Appendix 1. The submission is supported 

by a number of quality metrics with an accompanying narrative.  

 The report provides the Board with an overview of nurse, midwifery staffing levels in 

inpatient areas as outlined in the Nurse Staff Guide ‘How to ensure the right people, with 

the right skills are in the right place at the right time!’  Published by the National Quality 

Board and the NHS Commissioning Board. 

 

Key Points: 

 The information in the appendices relates to June 2016 fill rates, as per inpatient ward, 

for both registered and unregistered staff, broken down by day and night. 

 In line with National Recommendations from the Carter review the Trust is now required 

to report Care hours per patient per day (CHPPD). This will be the principle measure of 

nursing and healthcare support workers deployment on inpatient wards. This will enable 

the Trust to ensure that the right staff skill mix is in the right place at the right time. 

CHPPD  information is contained in the reports attached in Appendix 1    

 In June there has been one period of red escalation due to high levels of activity.  

Response to this was in line with agreed escalation procedures.  

 Meetings to discuss site safety, staffing and capacity are held three times each day to 

identify and escalate capacity and staffing challenges across the organisation.  The 

expectation is that senior staff in attendance gain early visibility of organisational 

challenges and are able to put in place corrective action to ensure safe standards of care 

and to mitigate risk.  

 Since February 2016 a system has been in place to improve the reporting of staffing 

levels that fall below 1:8 nurse: patient ratio.  Escalation of poor staffing levels has a 

defined approach and reporting mechanism through to the Director of Nursing. The data 

continues to be collected and reported on a weekly basis. The total number of breaches 



 
 

3 
 

across inpatient wards during June was 87. This continues on a downward trend and is a 

33% decrease on the breaches reported in May 2016  

 

Summary Points of Appendix One: Planned Vs Actual Nursing Hours 

 The Trust Summary of Planned Vs Actual hours for June 2016 was 4.1% above planned. 

The actual number of nursing hours worked was higher than the nursing hours planned 

on the nursing roster system by 4.1%.  This is a 1.2% decrease on the previous month.  

 Figure 1 shows overall fill rate.  This fill rate is the second highest since reporting 

commenced in September 2014 and is reflective of the need for an extra staff to maintain 

patient safety with 1.1 specialing and additional beds which were opened in line with 

escalation, as well as the increase in the fill rates of temporary staff.    

 

Figure One: Trust level: % Overall fill rate of nurse, midwifery and care staff - September 2014   – 

June 2016 

 

 

 There were thirteen wards which recorded a deficit of actual nursing hours against 

planned nursing hours.  In June three wards, Kingfisher/ SAU (Surgical Short stay and 
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assessment area), Sunderland Day Care Unit and the Neonatal Intensive Care Unit saw 

a deficit of more than 10%.   

 When staffing levels are lower than planned the staffing escalation procedure is followed 

and actions taken to mitigate risk.  Actions will include a review of acuity and 

dependency of our patients using the accredited Safer Nursing Care Tool (SNCT), 

review by a Matron of staffing alongside patient acuity, movement of staff across the 

Trust to cover vulnerable wards or departments and by Ward Sisters, Matrons and 

specialist nurses working clinically to deliver patient care. 

 In June 2016 fifteen wards recorded higher actual nursing hours than planned. Seven 

wards recorded more than 10% over the extra hours.  The wards included:  

– Bryon- (care of the elderly Ward ) 

– Gundulph -( short stay admission medical ward)  

– McCulloch- (Acute surgical ward)  

– Milton- ( care of the elderly ward)  

– Victory- (mixed medical and surgical ward)  

– Wakeley- (short stay admission ward)  

– Sapphire – (step down – care of the elderly ward)  

 During June there were 25 formal escalations due to staffing issues. This is a decrease 

of eight on May data Teams have been encouraged to document escalation concerns to 

ensure this information is captured.   

 In June 20.2% of all requested shifts remained unfilled. This is an increase of 0.9% on 

May figures.  The use of agency continues to be higher, with 51.1% of shifts filled by 

agency against 28.8% filled by bank staff. This remains consistent with previous months.  

The top reason for booking temporary staff remains to cover vacancy (70%), which is a 

9% increase on the previous month. This was followed by specialling (12%) escalation 

(8%) and sickness (7%) All of these showed a slight decrease on the previous months 

reporting.  

Other workforce indicators 

 5.9 WTE Registered Nurses and 3.0 Midwives commenced employment in the Trust in 

June 2016 against 16.66 WTE Registered Nurses and 2.64 Midwives who left.  

 Additionally another 3.0WTE nurses commenced employment whilst waiting for 

professional registration to be attained.   
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 There were 7.25 WTE clinical support workers who commenced employment against 

8.59 WTE who left the organisation in June 2016.  

 In addition there were 4.00WTE Clinical support workers who joined the In house 

temporary staffing bank only. 

Key other workforce developments 

 Recruitment – This continues to be a high priority for the Trust. Recruitment 

Assessment days continue, attendance remains stable and numbers are increasing 

slowly.  There is ongoing work to ensure a seamless and quick process to decrease the 

time it takes to start work following interview.  A fortnightly nursing recruitment meeting 

with the Deputy Directors of Nursing and the Recruitment manager is has commenced to 

address and resolve the issues around the recruitment and retention process for nursing 

staff.   

 EU- Nurses - There are now 17 nurses and 3 midwives from the EU working across the 

Trust.  To date 11 of the nurses and the 3 midwives have attained registration with the 

NMC.  

 

Implications 

 The Trust continues with a high level of activity and acuity demands, requiring high levels 

of nursing hours to deliver safe effective patient care.  Stabilising and retaining the 

nursing and midwifery workforce in clinical areas is a priority as we move through 2016. 

 

Nursing & Midwifery Care Indicators 

Falls 

 In June there were 92 inpatient falls, this was a reduction of 4 on the previous May’s 

total.  

 Two falls one on McCulloch and one on Sapphire have resulted in severe harm to 

patients (both sustained a fractured neck of femur). RCA initial findings have identified 

some issues around lack of assessment documentation and agency staff working on the 

ward was unsure of the correct falls equipment to use. There was a lack of 

communication of this around at the safety huddles. This is now being addressed with an 

action plan of training for both agency and substantive staff.   

 Highlights of the Q1 2016/217 Falls report are as follows 
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Performance 

 

 Figure 2 below shows the number of falls by ward, where the total falls for the period was 

10 or more 

 

 Figure 2: Total number of falls per ward April 2016 – June 2016 

 

 Keats ward had an increased amount of falls in Q1. 47% (14) of the falls involved 

patients who were under the age of 65 further highlighting the importance of assessing 

all patients and not just concentrating on those over the age of 65 as suggested by NICE 

guidance. 33% (10) falls were related to alcohol issues.  

 Milton is predominantly an elderly care ward, and incorporates the Trust’s dedicated 

dementia ward (The Bernard Unit). Dementia is an independent risk factor for falls.  24%, 

(7) patients living with dementia had more than one in-patient fall. Several patients had 

fluctuating unpredictable behaviour associated with their dementia creating challenges 

with falls prevention management.  

 Sapphire Ward is a 28 bedded step down ward for those patients awaiting placement 

who do not require an acute bed. 12 patients who fell had previously fallen on this ward 

or their previous ward(s). These patients were accountable for 41% (38) of all falls this 

quarter. All of these patients had conditions increasing their risks of falls which could only 

be managed and not improved (i.e. severe Dementia). 

 Figure 3 shows the total number of fractures in comparison to total number of falls, and 

of those fractures, how many were a fractured neck of femur.  
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Figure 3: Total numbers of falls to fracture April 2013 – June 2016 

 

 

 

 In Q1, there were 3 falls resulting in fracture, two of which were neck of femur fractures.  

– One man on Gundulph Ward had a syncope episode which resulted in a clavicle 

fracture whilst mobilising independently to the toilet. He was known to have a 

postural drop and had been advised not to mobilise independently.  

– One lady, who had been medically fit for discharge on 20/05/16 fell on 22/06/16 and 

sustained a fracture to her hip whilst on Sapphire Ward. She had removed her clip 

and cord falls alarm and was not observed mobilising by staff.  

– A 71 year old man on McCulloch ward sustained a hip fracture. He had just 

completed a course of Radiotherapy for Supraglottic Cancer. This incident is 

currently under investigation.  

 There has been a continuous reduction in falls with fracture since Quarter 2 2015/16. 

 Bedrail audit - In June 2016 19 wards were audited on the appropriate use of bedrails ( 

95 patients) 

– 14 patients (15%) had no bedrail assessment with 3 of those patients having bedrails 

in use. 
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– 7 patients (7%) had not had their assessment completed correctly resulting in lack of 

clarity as to whether bedrails should be used or not. 

– All deviations from policy were addressed at the time of the audit with the nurse in 

charge. 

 EDN audit - The Clinical Nurse Specialist for Prevention of falls has completed an audit 

to ascertain if patients that fall in hospital have this information conveyed to our 

community partners. 

– 49% ( 32 patients) did not have their falls management section completed 

– Of those patients: 

– 22% ( 7 patients) were admitted following a fall 

– 6% ( 2 patients) had a history of falls 

– 3% ( 1 patient) was known to have recurrent falls 

 This data suggests that vital information is not being conveyed to our community 

partners resulting in targeted interventions to reduce subsequent falls and possible 

hospital attendance are delayed or not implemented. These results will be escalated 

through the Nursing and Midwifery Strategy group and Directorate Governance 

Meetings. 

 

Learning from incidents 

 In response to lessons learned from falls resulting in fracture, the imaging department 

has devised a ward patient flowchart. This will ensure timely x-ray post incident if bony 

injury is suspected. 

 38 members of imaging staff received post fall care training and demonstration of the flat 

lifting equipment in accordance with a serious Incident Action plan following a fall to 

fracture. 

 

Pressure Ulcers 

 In June 2016 there were fourteen grade 2 pressure ulcers acquired in our wards.  

 One grade 3 pressure ulcer was reported in June 2016. This is subject to an RCA, initial 

findings suggest this was an unavoidable pressure ulcer and was compliant with Trust 

Policy.  

 Highlights of the Q1 2016/217 Pressure Ulcer report are as follows 
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 CQUIN: Reduction on all grades of Non-Compliant Hospital Acquired 

Pressure Ulcers – The target for Medway Foundation Trust (MFT) for 2016 – 

2017 is a 15% reduction on all hospital acquired Pressure Ulcers, which are found 

to be non-compliant with Trust policy. This equates to no more than 175 non-

compliant Pressure ulcers by March 2017. 

 During Quarter 1 there have been a total of 59 hospital acquired pressure ulcers. 

This is a decrease from 63 pressure ulcers in Quarter 4 of 2015/16. 

 Pressure Ulcer review Panels - The introduction of grade 2 pressure ulcer reviews 

in April 2016 has enabled the recommendations and lessons learned for the Root 

Cause Analysis (RCA) to be known nearer to the time of the incident. Each review is 

sent to the Tissue Viability team and designated Matron for review and sign off. This 

enables trend analysis of the root cause and recommendations. This information is 

then cascaded to the ward staff by the designated member of staff who has 

completed the review. If a ward incidence of pressure ulcer acquisitions is high or 

demonstrating a deteriorating performance the ward is asked to present to the 

Pressure Ulcer RCA panel day. This allows for further in depth analysis of ward 

trends. All other Pressure Ulcer grades are investigated and presented at the panel 

day. These panel days are held on a monthly basis per directorate. If a ward 

following review at the panel day is found to be non-complaint with trust policy the 

senior sister completes an action plan, which also includes recommendations. The 

ward sister will provide an update on actions at the panel day the following month, 

unless they can provide evidence of completed actions. 

 

Infection Prevention & Control 

 It was reported at the July Trust Board that two cases of acquired MRSA Bacteraemia 

had been referred to arbitration. The Trust has received confirmation that both cases 

have been attributed to a third party.  

 

Safeguarding 

 The Annual Trust Safeguarding report has been deferred to the August board meeting. 

This is to allow for reporting to the Quality Improvement Group prior to Board.  
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 The Trust met with the CCG and Medway Council on 15 July to review progress against 

the safeguarding improvement plan actions. A full report on progress will be reported 

next month with the annual report.   

 

Dementia and Delirium 

 157 referrals were made to the Dementia and Delirium Team during Q1, an increase of 

39% on the same period last year. 

 93 carer support interventions have been made by the DaD Team in Q1. 

 The Trust consistently achieved the 90% required for all three stages of the FAIRI (Find, 

Assess, Investigate, Refer, Inform) component of the National Dementia CQUIN since 

April 2014. Although from Q1 2016/2017 this is no longer a CQUIN, it remains a 

requirement that we continue to screen inpatients over 75 years of age for possible 

memory impairment and report on this. 

 126 members of staff attended dementia training provided by/arranged by the DaD Team 

in Q1.  

 Other activities and achievements of the DaD nursing Team during Qtr. 1 include: 

 Facilitating stalls in the Hospital foyer for three days as part of Dementia Awareness 

Week. Representing the Trust at the Medway Dementia Action Alliance (DAA) and 

‘Living Well with Dementia’ event. 

 Continued collection and distribution of Twiddle muffs / mats which are proving to be 

popular and successful. 

 Continued compilation of the ‘Yellow’ resource folder for dementia, delirium and other 

psychological needs. 

 Encouraging assistance from ward staff to become Dementia / Butterfly Champions.  

 Accommodating students from different areas and disciplines who wish to spend time 

with the Team and learn about the service. Therefore, increasing their knowledge of 

dementia and delirium.  

 Hosting and facilitating the mobile Virtual Dementia Tour. 

 The CNS Dementia and Delirium was passed 5 formal complaints for information and 

/ or comment. The CNS Dementia and Delirium or Carer Support Worker will often 

call and support or assist people who have made complaints about dementia care. 

One gentleman has withdrawn his complaint and now attends the Carers Coffee 

Break, while another lady has agreed to take part in Dementia training from the 

Carer’s perspective.  
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 The DaD Team Carer Support Worker, Ruth Goodey, was the winner of the Fair and 

Diverse Award at MFT’s Recognition and Awards evening in May 2016.  

 

Recommendations 

The Board of Directors is asked to note the information contained in this report and 

the actions that are in place. 

 

Appendices 

 

Appendix One – UNIFY data –June 2016 

Appendix Two – Nursing, Midwifery and Care Staff Return – June 2016 

 



Nursing, Midwifery and Care Staff - Planned Vs Actual Hours - March 2016

Fill rate indicator return

Staffing: nursing, midwfery and care staff 

Jun-16

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

Number of 

escalations 

of nurse 

staffing

Cumulative count 

over the month of 

patients at 23:59 

each day

Registered 

midwives / 

Nurses

Care Staff Overall

Arethusa

27

1880.5 1,769           1124.55 1,378           1320 1,331           990 1,298             94% 123% 101% 131% 0 1 0 0 0

Arethusa and Pembroke wards work as one specialist 

orthopaedic unit and staff move across the two wards to 

ensure safe staffing levels.  Additionally the ward sister and 

Matron work clinically when required to ensure staffing is 

levels remain safe.  Additionally a number of new staff were 

supernumary.

SH 5,315            5,775                109% 460              9% 769

4.03 3.48 7.51

Bronte 

18

1414.667 1,364           1109.91667 1,052           1057.5 1,116           705 705                96% 95% 106% 100% 0 0 0 0 0

Daily reviews occurs of the acquity of patients. The ward has 

a high number of patients requiring non-invasive ventilation 

and as such the number of nurses is reflected in the numbers 

to meet this demand. When there are greater than required 

number of staff, some staff are redeployed to support high 

RN 4,287            4,237                99% 50-                -1% 534

4.64 3.29 7.94

Byron

26

1558.117 1,388           1060.5 1,398           1012.5 1,058           1012.5 1,541             89% 132% 104% 152% 0 2 0 0 1
The number of registered nursing staff is slightly down 

because the temporary staffing fill rate was 89%. Additional 

health care assistant were put in pace to mitigate the risk

RN 4,644            5,384                116% 740              16% 779

3.14 3.77 6.91

CCU

4

686 697              0 -               690 679              0 -                 102% #DIV/0! 98% #DIV/0! 0 0 0 0 0

Stafing level within safe limits during the day however; there 

is a slight reduction on the night shift with minimal clinical risk 

and safety issues

RN 1,376            1,376                100% 1-                  0% 113

12.17 0.00 12.17

Delivery
15

2880.5 3,153           549 562              2879.75 2,926           522 532                109% 102% 102% 102% 0 0 0 0 0 unit safely staffed KM 6,831            7,173                105% 342              5% 190
32.00 5.76 37.75

Dolphin (Paeds)
34

2948.75 3,323           866 753              2323 2,359           345 426                113% 87% 102% 123% 0 0 0 0 0 unit safely staffed KM 6,483            6,860                106% 377              6% 600
9.47 1.96 11.43

Gundulph
25

1421.483 1,585           1201.66667 1,194           1057.5 1,400           1057.5 1,086             111% 99% 132% 103% 0 0 0 0 1 The ward is adequately staff to reflect the medical model RN 4,738            5,265                111% 527              11% 733
4.07 3.11 7.18

Harvey
24

1149.25 1,114           1172.16667 1,043           1326.5 1,140           1012.5 1,032             97% 89% 86% 102% 2 0 0 1 1 Safe staffing levels RN 4,660            4,329                93% 332-              -7% 710
3.17 2.92 6.10

Intensive Care Unit

9

3409.75 3,137           0 -               3037.5 2,943           0 -                 92% #DIV/0! 97% #DIV/0! 0 0 0 0 0

Safely staffed - no concerns.  Staff work flexibly across all 

critical care areas.  Delayed discharge led to patients being 

appropriate for ward based care remaining on the unit, 

therefore staffing levels are able to be adjusted without 

impacting on patient safety.

SH 6,447            6,080                94% 367-              -6% 235

25.87 0.00 25.87

Keats
27

1509.167 1,465           1358 1,327           990 1,190           989 1,038             97% 98% 120% 105% 2 1 0 0 1
safe staffing levels. Additional staff required to special 

patients such as those requiring RMN
RN 4,846            5,020                104% 174              4% 774

3.43 3.06 6.49

Kent 24 1157.25 1,162           408 392              720 720              720 696                100% 96% 100% 97% 0 0 0 0 0 ward safely staffed KM 3,005            2,970                99% 36-                -1% 521 3.61 2.09 5.70

Kingfisher SAU

14

1864.75 1,542           1529.71667 1,303           1320 1,243           660 638                83% 85% 94% 97% 0 0 0 1 0

When staffing levels fell below the recommended level the 

nurse in charge worked clinically in the numbers to provide 

patient care.  We have a Matron of the day who oversees the 

directorate and coordinates staffing across all areas moving 

staff where required.

SH 5,374            4,726                88% 649-              -12% 416

6.69 4.67 11.36

Lawrence
19

1100 963              716.166667 844              675 686              652.5 810                88% 118% 102% 124% 0 1 0 0 0 Safe staffing levels. New RGNs in post RN 3,144            3,303                105% 159              5% 566
2.91 2.92 5.84

McCulloch

24

1347.25 2,015           1053 1,620           990 1,709           990 1,314             150% 154% 173% 133% 1 4 0 0 0

When staffing levels fell below the recommended level the 

nurse in charge worked clinically in the numbers to provide 

patient care.  We have a Matron of the day who oversees the 

directorate and coordinates staffing across all areas moving 

staff where required.

SH 4,380            6,657                152% 2,277           52% 705

5.28 4.16 9.44

Medical HDU

6

1364.75 1,336           347              342              1035 1,024           345 345                98% 99% 99% 100% 0 0 0 0 0

When staffing levels fell below the recommended level the 

nurse in charge worked clinically in the numbers to provide 

patient care.  We have a Matron of the day who oversees the 

directorate and coordinates staffing across all areas moving 

staff where required.

SH 3,091            3,046                99% 46-                -1% 162

14.56 4.24 18.80

Milton
27

1692.417 2,042           1288 1,249           1012.5 1,389           1012.5 1,147             121% 97% 137% 113% 1 2 0 0 0
Safe staffing levels. Additional staff required to special 

patients
RN 5,005            5,826                116% 821              16% 834

4.11 2.87 6.99

Nelson 24 1424.233 1,234           1224 1,109           968 957              660 714                87% 91% 99% 108% 0 0 0 0 0 Safe staffing levels RN 4,276            4,013                94% 263-              -6% 707 3.10 2.58 5.68

NICU

25

3613 3,159           409 139              3415.5 3,235           0 -                 87% 34% 95% #DIV/0! 0 0 0 0 0

there have been occasioins in June when the neonatal unit 

has not reached safe staffing levels which has led to the 

closure of the unit within the Kent Surrey and Sussex 

neonatal network 

KM 7,438            6,533                88% 905-              -12% 667

9.59 0.21 9.79

Ocelot
12

873 957              453 516              708 720              348 360                110% 114% 102% 103% 1 0 0 0 0 ward safely staffed KM 2,382            2,553                107% 171              7% 347
4.83 2.53 7.36

Pearl
23

1117 1,180           670.5 457              1080 1,056           360 324                106% 68% 98% 90% 8 0 0 0 0 ward safely staffed KM 3,228            3,016                93% 212-              -7% 363
6.16 2.15 8.31

Pembroke

27

1340.5 1,605           1198.96667 1,078           990 990              990 990                120% 90% 100% 100% 0 0 0 0 0

Arethusa and Pembroke wards work as one specialist 

orthopaedic unit and staff move across the two wards to 

ensure safe staffing levels.  Additionally the ward sister and 

Matron work clinically when required to ensure staffing is 

SH 4,519            4,662                103% 143              3% 745

3.48 2.78 6.26

Phoenix

30

1750.25 1,791           1441.73333 1,541           1320 1,298           1320 1,264             102% 107% 98% 96% 1 1 0 0 0

When staffing levels fell below the recommended level the 

nurse in charge worked clinically in the numbers to provide 

patient care.  We have a Matron of the day who oversees the 

directorate and coordinates staffing across all areas moving 

staff where required.

SH 5,832            5,893                101% 61                1% 876

3.53 3.20 6.73

Sapphire Ward
28

1260 1,516           2385.5 1,871           935 1,858           1309 1,342             120% 78% 199% 103% 0 0 1 0 1 Safe staffing levels RN 5,890            6,586                112% 697              12% 838
4.03 3.83 7.86

SDCC

26

2076 1,787           1588.5 865              660 847              638 627                86% 54% 128% 98% 0 0 0 0 0

When staffing levels fell below the recommended level the 

nurse in charge worked clinically in the numbers to provide 

patient care.  We have a Matron of the day who oversees the 

directorate and coordinates staffing across all areas moving 

staff where required.  Anumber of day shifts were not able to 

be filled with temporary staff.

SH 4,963            4,127                83% 836-              -17% 514

5.13 2.90 8.03

Surgical HDU

10

2068 1,993           380 349              1639 1,625           0 -                 96% 92% 99% #DIV/0! 0 0 0 0 0

Safely staffed - no concerns.  Staff work flexibly across all 

critical care areas.  Delayed discharge led to patients being 

appropriate for ward based care remaining on the unit, 

therefore staffing levels are able to be adjusted without 

impacting on patient safety.

SH 4,087            3,967                97% 120-              -3% 287

12.61 1.22 13.82

Tennyson

27

1448.583 1,199           1175.91667 1,115           1010.5 1,015           1012.5 1,013             83% 95% 100% 100% 0 0 0 0 1
Staff are redeployed from low risk areas to mitigate the risk 

on this ward. There is regular matron presence providing 

clinical leadership and support

RN 4,648            4,342                93% 306-              -7% 805
2.75 2.64 5.39

The Birth Place
9

1070.5 1,056           360 360              1080 1,076           360 361                99% 100% 100% 100% 0 0 0 0 1 unit safely staffed KM 2,871            2,853                99% 18-                -1% 93
22.93 7.75 30.68

Victory

18

1079 1,596           749 1,174           979 968              638 1,430             148% 157% 99% 224% 0 1 0 0 0

Throughput the month an additional 6 beds were opened for 

escalation due to activity levels within the hospital.  When 

these beds are opened additional temporary staff are 

required.  When staffing levels fell below the recommended 

level the nurse in charge worked clinically in the numbers to 

provide patient care.  We have a Matron of the day who 

oversees the directorate and coordinates staffing across all 

areas moving staff where required.

SH 3,445            5,168                150% 1,723           50% 457

5.61 5.70 11.31

Wakeley 
25

1493.083 1,549           1090 1,269           1012.5 1,384           1001.25 1,283             104% 116% 137% 128% 1 0 0 0 1
The increase in staffing above the est is reflected in the new 

medical model. A business case has been submitted 
RN 4,597            5,484                119% 887              19% 737

3.98 3.46 7.44

Will Adams
26

1433.5 1,203           1061 1,155           990 1,113           979 1,122             84% 109% 112% 115% 0 0 0 1 0
2 RGN has left and the  temporary fill rate is 84%. Staff have 

been deployed from low risk areas to cover shifts  
RN 4,464            4,593                103% 130              3% 776

2.98 2.93 5.92

Trust total 633
49,431            49,875         27,970         27,454         38,234          41,052         20,629         23,433           100.9% 98.2% 107.4% 113.6% 17 13 1 3 8 136,265        141,813             104%

5548 4.1%

Care Hours Per Patient Day (CHPPD)Registered Staff Care StaffRegistered Staff

Average fill 

rate - 

registered staff  

(%)

Average fill 

rate - care 

staff (%)

Quality Metrics / Actual Incidents

Number of 

Falls 

withmoderate 

to severe harm

Number of 

patient related 

medication 

errors - 

moderate to 

severe harm

Number of 

complaints 

relating to nursing 

care

Number of hospital 

acquired Pressure 

Ulcers grade 2 and 

above

Night Internal KPIsDeputpy Director of Nursing  Review

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

DDON  rag 

rating Assurance statement

DDON  

signoff

Total Planned 

Hours 

(registered & 

care)

Total Actual 

Hours (registered 

& care)
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Workforce Update 

Reporting Officer 
 

Rebecca Bradd 

Lead Director 
 

Rebecca Bradd, Acting Director of Workforce 

Responsible Sub-
Committee 

Executive 

Executive Summary 
 

The report provides an update regarding the Workforce Priority 
programmes. 
 

Risk and Assurance 
 

Safe staffing levels is a significant risk and workforce planning 
and recruitment is being undertaken to minimise this risk. The 
Trust recognises that previous recruitment and retention 
strategies have not adequately addressed the urgent need for 
improvement in staffing levels and the team have been looking 
at other NHS and best practice organisations that have been 
successful in recruitment and retention to ensure that all 
appropriate activity is being undertaken. Changes have already 
been identified to ensure that the activity is being supported by a 
streamlined recruitment, onboarding and developmental 
process. 

 
Improvements in leadership capability and staff engagement 
should improve retention and organisational performance. 
 

Legal 
Implications/Regulatory 
Requirements 
 

Staffing levels, staff engagement, leadership and culture have 
been identified as areas of urgent improvement by the Trust and 
our regulators.  
 

Recovery Plan 
Implication 
 

Workforce is a priority programme as part of the Recovery plan 
and is a key enabler for organisational delivery of the Recovery 
plan. 

Quality Impact 
Assessment 

n/a 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 

 
Information 
 
 

Recommendation 
 

n/a  

 

 



 

Workforce Update: July 2016 

 

Summary  
 
In this month’s update progress is provided in relation to the following areas:  

 People and OD strategy 

 Update regarding Workforce priority programmes 
o Resourcing (including recruitment and retention and temporary staffing) 
o Staff engagement, diversity and culture change 
o Workforce design and informatics (including rostering and modelling) 
o Leadership and development 
o Staffing 

 
 

W O R K F O R C E :  C U R R E N T  S T A T U S  

PEOPLE AND OD STRATEGY 
 
The People and Organisational Development Strategy is included in the Board 
papers this month. The Priority programmes have been realigned with the 
associated Year One delivery plan. The strategy has been socialised with clinical 
and operational management teams and unions prior to presentation this month. 
 

WORKFORCE PRIORITY PROGRAMMES  
 

Workforce is a critical enabler for the delivery of the Trust’s strategic objectives, its 
recovery and an improvement in organisational performance. Priority workforce 
programmes for the next six months have been agreed as part of the Recovery Plan 
by the Executive including: 
 

 Resourcing (including recruitment and retention and temporary staffing plans) 

 Staff engagement, diversity and culture change 

 Workforce design and informatics (including modelling) 

 Leadership and development 

 Staffing 

RESOURCING  
 
The Resourcing work stream is focusing on high impact recruitment and retention 
initiatives including recruitment branding, targeted recruitment campaigns for 
business critical posts and retention initiatives. There is a move from a focus of 
implementation of the bank to three particular areas; improvement of the fill rate of 
the temporary staffing requirement, the recruitment to bank positions (movement 
away from agency) and a reduction in overall agency expenditure supported by a full 
service review. This work stream is supported by focussed clinical, operational, HR 
and corporate task and finish groups for the nursing and medical staff groups. 



 

 
 
The work stream will be supported by improvements being made to the Resourcing 
materials, quality and speed of recruitment and improved communication with 
candidates further to selection and through on boarding.  
  

STAFF ENGAGEMENT, DIVERSITY AND CULTURE CHANGE 
 
This work stream is focussing on high impact activities to improve our staff 
engagement, support diversity and expedite culture change within the organisation. 
The work stream includes health and wellbeing, equality and diversity, staff 
engagement and culture change and will build on the work already ongoing 
regarding enhanced senior visibility, staff quick wins and the Improving Working 
Lives and WOW initiatives.  
 
The Equality and Diversity report is included in the Board papers this month and 
identifies areas of improvement required and how these will be addressed through 
the introduction and oversight of an Equality and Diversity Group and Staff Forums 
for staff with protected characteristics.  
  

WORKFORCE DESIGN AND INFORMATICS  
 
This work stream will focus on the shape and size of the current organisation; 
aligning current activity and demand with the right number of staff with the right skills 
to ensure that we maximise the efficiency of our current staff. This work stream will 
also look to the skills required for the future and work with our partners to develop a 
sustainable workforce plan for Medway. It will also focus on the improvement of 
vacancy visibility and control through the Electronic Staff Record, will improve the 
utilisation of electronic rostering and develop a rollout plan for rostering across the 
organisation and a move to real time workforce information.  
 

LEADERSHIP AND DEVELOPMENT 
 
This work stream will focus on the performance management accountability 
framework including a refreshed approach to appraisal, objective settings and 
induction. The work stream will focus on developing our leaders and providing 
learning access to all staff. This includes the implementation of a new Learning 
Management system.    

 
STAFFING 
 
This work stream will focus on ensuring that there is consistently sufficient numbers 
of suitably qualified, competent, skilled and experienced staff, working with 
Directorates to ensure that staffing quality is consistent with appropriate local 
induction and training. 
 



 

WORKFORCE ACTIVITY 
 
Key deliverables this month include: 

 People and Organisational Strategy complete 

 Equality and Diversity report with Equality Group arranged for August 

 Recruitment branding designs agreed  22nd July 

 Task and finish groups commenced and second meeting 22nd July 

 First and Lasting Impressions event for new starters undertaken in June and 
July 

 Cohort 1 and 2 of Management Development programme completed in July 

 Work undertaken to plan further overseas recruitment- business case to be 
presented to August Board   
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Title of Report 
 

Corporate Governance Report 
 

Reporting Officer 
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart 

Responsible Sub-
Committee 
 

 
 

Executive Summary 
 

 
The report outlines current activity and issues in corporate 
governance. 
 

Risk and Assurance 
 

Outlined in report. 

Legal 
Implications/Regulatory 
Requirements 
 

Outlined in report. 
 
Trust is in breach of NHS Improvement Licence condition CoS3 
– Standards of corporate governance and financial management 
 
 

Recovery Plan 
Implication 
 

 Continuing the work to improve our corporate and clinical 

governance, which will support both safe and high quality 

patient care and a productive working culture for staff. 

 

Quality Impact 
Assessment 
 

Not Required. 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

Information 
 
 
 

Recommendation 
 

Not applicable. 
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Corporate Governance Report: July 2016 
 

  

1. Executive Summary 

The report gives a brief overview of corporate governance activity and issues arising. 

 

2. Care Quality Commission  

The trust has now received the provider survey for the Review into how NHS trusts investigate 

and learn from deaths.  A response is being prepared by the Patient Safety Team and will be 

submitted by 25 July. The Trust is not in the 12 trusts selected for a site visit during July and 

August. 

 

3. Risk and Regulation Quality Assurance 

The Environmental Agency conducted an Inspection of the Trust’s Radiation Waste disposal 

arrangements on 19 July 2016. This was a routine Inspection which normally takes place on a 

yearly basis. The Trust lead on Radiation Waste disposal – Dr David Simpson, Consultant 

Clinical Scientist, led on the Inspection. 

4. Information Governance 

The Information Commissioner’s Office has confirmed that no enforcement action will be taken 

in relation to the patient data found on a USB device in lost property and viewed by a third party 

contractor.  The ICO is satisfied that the Trust took appropriate remedial actions and had 

appropriate policies and training in place at the time to safeguard patient data.  The ICO has 

also acknowledged receipt of the second incident involving the loss of a physiotherapy team 

workbook. 

The new IG Manager, Beverley Adams-Reynolds, has developed a new refresher course for 

face-to-face training entitled ‘coffee cup governance’.  Dates are scheduled and have been 

communicated to staff. The approach is to offer short, engaging sessions targeting staff who 

have not completed their IG refresher training and who prefer face to face rather than online 

training.  This approach also ensures that the training can focus on practical issues faced by 

staff as well as current themes and trends from IG incidents. 

 

5. Health and Safety 

Senior representatives from Kent Fire and Rescue Service (KFRS) have met with the Director 
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of Corporate Governance, Risk, Compliance and Legal, the Director of Finance and the Director 

of Estates and Facilities. This followed a letter sent in February 2016 from KFRS stating their 

concerns about assertions by the Trust’s Fire Consultants (ATC) detailed in the CQC inspection 

report which indicated close working and liaison between the Trust and KFRS.  KFRS did not 

recognise the assertions in the CQC Report and wrote to the Chief Executive stating that there 

had not been regular contact between the Trust and the Fire Authority’s Technical Fire Safety 

Team nor had they reviewed the fire safety hazards and measures the Trust has in place to 

mitigate these as stated by ATC to CQC inspectors.  Whilst Fire Safety sits within the remit of 

Estates, there is close liaison between the Estates and Corporate Governance Directorates 

about improving fire safety arrangements within the Trust.  KFRS will be preparing a report 

which they will share with the Trust later in July and this will show the areas that the Trust 

needs to focus on.  The KFRS intervention is helpful and collaborative and they recognise that 

the Trust is keen to work constructively with them and make improvements to the management 

of fire safety. 

The recently appointed Director of Estates and Facilities is responsible for fire safety 

management and is prioritising the progression of plans to improve fire safety management 

arrangements to ensure that the Trust becomes compliant with Health Technical Memorandum 

05-01: Managing healthcare fire safety.  

Two RIDDOR incidents were reported to the Health and Safety Executive in July. Unfortunately 

there was a delay in the staff member and line manager reporting this which has led to a delay 

in the onward reporting to the HSE. Consequently, as the trust has already been issued with a 

contravention notice with regard to late reporting in March 2016, the Trust is likely to be issued 

with an Improvement Notice from the HSE.  Emphasis on this issue has been added to Health 

and Safety training, and communications through global emails and messages to managers.   

6. Emergency Preparedness, Resilience and Response 

Exercise Cygnus 

On 4 July the Emergency Planning and Business Continuity Manager and the Trust Mortuary 

Manager represented the County’s Acute Hospitals on two workshops in preparation for 

Exercise Cygnus (Pandemic Influenza); for which the Cabinet Office Briefing Room (COBR) will 

sit in 18 and 19 October 2016. 

 Outbreak within the Prison population age ranges 12 to100+ (Kent and Medway having 
the highest number of facilities outside of London. 

 Excess Deaths 
 

The outputs from the workshops form the basis of the SITREP reports from Kent and Medway 

Strategic Co-ordination Group on the command post exercise in October. 

The National Exercise is designed to test further than current planning assumptions with a 

scenario of a clinical attack rate of 25-40%, a case fatality rate of 2-3% and staff absence 3% 

above normal absence rates. 
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Exercise Fortuna 

The Emergency Planning and Business Continuity Manager attended Exercise Fortuna on 14 

July by NHS England on behalf of the County Trauma Units.   

The exercise aim, was to explore the joint strategic health response to a mass casualty incident 

involving traumatic injuries, including burns, resulting from coordinated multiple marauding 

terrorist firearm attack (MTFA). 

Any lessons identified will be shared across Kent and used locally to strengthen the Trust Major 

Incident Plan and align it to the NHS England – South Mass Casualty Framework (which 

currently stands in draft format) and reaffirm alignment to the Burns Network Major Incident 

Plan. 

 

7. Risk Management 

Further system configuration has been undertaken on the RiskAssure system.  The Executive 

Group have reviewed the entire risk register for the organisation and are undertaking further 

refinements.  The Audit Committee will receive a full status report at its September meeting. 

 

8. CQCAssure implementation 

The implementation of the CQCAssure electronic system has now commenced. This system is 

a pre-built online application complete with the CQC’s Key Lines of Enquiry (KLOEs) and 

Fundamental Standards. It is expected that CQC self-assessments of all areas will be 

completed by early August. 
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Integrated Quality and Performance Report
June  2016

Contents and Key

Section Content

1. Safe

2. Effective

3. Caring

4. Responsive

5. Well-led

7. Enablers

Update Expected to improve over next reporting period G Achieving target with good margin in month

Stable Not expected to change over next reporting period A Achieving target with small margin in month

Escalate Expected to deteriorate over next reporting period R Not achieving target in month

Overview

Priority this/last month

Yes Larger/significant new risks to be/being managed in month

Smaller/maintainance risks to be/being managed in monthNo

Outlook

Status

Domain scorecards

Trust overview

Status

Scorecards

Key to scorecard coding

Trust overview

RAGStatus
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Integrated Quality and Performance Report
June 2016

Executive Summary

Executive Summary

SSNAP Performance Q3 2014/15 

IQPR – June’s Position 

Overarching executive commentary to be included next Month, triangulating data and highlighting Trust 
hotspots.  
 
This will help to highlight key areas of the Trust that are below performance, so resources can be effectively 
managed to create improvement.  Also highlighted will be areas of outstanding performance, where good 
practice can be learned from and shared throughout the Trust. 
 
Also included this month on page 15 is the Sustainability and Transformation Fund (STF) dashboard. This 
revenue funding is offered to Trusts to reduce their in year deficit and is tied to a number of conditions, 
notably the delivery of the financial control total and the improvement of our operational performance, 
specifically ED, RTT, Cancer and Diagnostics. 
 
In summary we are expected to deliver: 
1. The financial control toatal an 70% of the STF relates to that, i.e. if we do not live within it we lose 70% of 
the STF. 
2. Certain operational standard improvements for ED (12.5%), RTT (12.5%) and Cancer (5%). Because of our 
situation we are not expected to achieve the national standards but rather improvements trajectories. It is 
worth noting that unless we achieve the financial control total we will not receive any STF even if we achieve 
our improvement in performance. 
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Integrated Quality and Performance Report
June 2016

Executive Summary

Executive Summary

SSNAP Performance Q3 2014/15 

Compliant with target 

Breaching target Safe 

Total Serious Incidents -  There were 12 serious incidents reported on STEIS for June. However, 2 of these incidents are with the CCG awaiting downgrade and 3 
are pending. 
 
 
Proportion of Harm Free Care 1.2.1 – The Trust was below target at 93.79%. However, for new harms the trust achieved 99% Harm Free Care. 
 
HSMR & SHMI 1.4.1 & 1.4.2 - The Hospital Standardised Mortality Ratio (HSMR) continues to demonstrate a downward trend. The three latest published values 
(the latest being data to March 2016) have fallen within the expected range. Specialty M&M meetings are now being undertaken on a regular, scheduled basis in 
the majority of areas. Over 700 M&M review forms have now been completed and data analysis is being undertaken to feed back trends and themes via Mortality 
reports for the Trust M&M and group and also at divisional level. The electronic version of the review form is currently being created and we aim that this will be 
ready for implementation by the end of August 2016. 
 
Septicaemia SMR, Pneumonia SMR & Congestive Cardiac Failure SMR 1.4.13, 1.4.15 & 1.4.18 -  Individual SMR’s for Septicaemia, Pneumonia, Congestive Heart 
Failure and FNOF are all showing downward trends. However, Acute & Unspecified Renal Failure has been showing an upward trend which is cause for concern. 
The Clinical Coding Team are currently completing an audit in this area and linking in with the Trust AKI Lead – Dr Ashraf Syed and a Deep Dive AKI report will be 
presented to the Quality Assurance Committee in September 2016. 

Effective 

Caring 

Legend 

CQUIN - The schemes are being finalised this week to obtain sign off. National and Local CQUINS now have an action plan. Specialised Service CQUINS have been 
agreed although there are a couple of reporting issues to resolve which are being discussed with NHS England. Reporting will commence in month 4&5 with 
reporting for Q1 and Q2 to be made as previously advised. 
 
NICE - Since April 2016 there have been 28 NICE guidelines and Quality Standards published.  Of these responses have been received for 10 (35.7%), 4 of which 
were assessed as not applicable.  18 (64.3%) remain under review, and the 90 day response deadline for these is no earlier than 31st July 2016 
  In May 2016, the NICE Co-ordinator met with the Regional Implementation Consultant for NICE to discuss current processes and systems.  The meeting was 
overwhelmingly positive, with the recently implemented review process and new monitoring spreadsheet commended. 
 
 

MSA  - There were four breaches only in June , these related to cardiac patients requiring specialist observation and care on Nelson ward ( cardiac Ward ) . In the 
future these clinical criteria patients will no longer be declarable breaches as we have amended the declarable criteria and MSA policy with Kent and Swale CCGs .  
 
 

Responsive 
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RTT 4.1.1, 4.1.2, 4.1.3 & 4.1.4 - The overall backlog continues to reduce with the total backlog falling below 8000 at the end of May.  Supporting capacity for the 
admitted activity has now been agreed with the independent sector and with suitable patients being identified.  Although challenging the current RTT backlog of 
patients waiting beyond 18 weeks is better than trajectory (76.20% under 18 weeks for the month of May, compared to 67.94% in March). This can be seen  in the 
Tripartite trajectories further on. 
 
A&E  
- 4.22 & 4.2.3 – June 16 saw a 6.6% reduction in total attenders on May but a 4.8% increase on March. There was a just over 4% decrease in ambulance 

attenders.  Emergency Admissions were 4.5% down on May. 4 Hour performance has improved month on month from March and sits at  81.94% for June, the 
highest position this year and a month on month improvement. 

               855 patients saw their care managed in the corridor for all or part of their stay in June; this was over 19% down on May and the lowest number this year. 
Measurement of the LOS in ED still shows an improving trend at the 80th and 95th percentile - At the 95th percentile, June was the first month below 9 hours and 
a month on month improvement since before March 16. 
 
- 4.2.7 - Ambulance handover time - within 15 minutes - Ambulance Performance – Medway saw 3113 conveyances in June, still the second highest in the 

sector with handover performance 2nd in the sector at 55.1% of patients handed over within 15 minutes, better than the best performing trust (MTW) despite 
almost 1000 more ambulance attenders. 
 

Cancer  
- 4.3.1 The Trust marginally failed to comply with the 2 week wait (92.57%) standard across most tumour sites.   However, two DNA patients have been identified 

as requiring adjustments and these have since been amended.  This should increase the 2 week wait standard to above 93%.  
- 4.3.2 The Trust failed to achieve the symptomatic breast standard and breaches were as a result of patient choice, junior doctor strike and clinic cancellation.  
- 4.3.3 The Trust has failed to achieve the 31 day first definitive standard.  This was as a result of patient choice for three patients.   Two of the urology referrals  

were unable to have treatment scheduled within target dates due to MTW and DVH consultant availability. 
- 4.3.4 The Trust maintained compliance with 31 day subsequent surgery treatment standard.  The one Urology referral was unable to have treatment scheduled 

within the target date due to the patient not following instructions prior to surgery, resulting in rescheduling.  
- 4.3.5 The Trust has failed to comply with the 31 day subsequent drug treatment standard for one Urology patient.  
- 4.3.7 The Trust failed to meet the 62 day GP referral standard across a number of tumour sites.  Pathway breaches were varied and due to complex pathways, 

patient choice and delays in diagnostic tests. 
- 4.3.8 The Trust failed to meet the 62 day screening standard.  The single Breast referral was due to further Imaging and a biopsy being required and the one 

Lower GI patient breach was due to further testing prior to surgery being required.  
 

  
 

Responsive 
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Monitor Governance Rating 5.1.1 – In June we have seen our score increase from 1 to 2, on  the NHSI Financial Sustainability Risk Rating directory. A rating of 1 
indicates the most serious risk, and 4 the least risk. 
 
Appraisals completed and Mandatory training compliance 5.3.4 & 5.3.5 - Mandatory training and appraisal are stable this month but are below target. Appraisal 
is being refreshed with a planned rollout in August.  The procurement of a Learning Management system is complete and implementation is planned for late 
Autumn.  
 
Rolling annual turnover rate 5.3.7 -  Recruitment and retention continue to be a high priority for the Trust. A Trust wide Resourcing task and finish group involving 
clinical and operational managers commenced this month now in place to identify key actions and provide focused effort on recruitment, temporary staffing, 
rostering and retention.    
 
Local induction compliance 5.3.13 - Local induction remains a concern. An on boarding Task and Finish Group has commenced this month to improve the 
experience of new starters. 
 
Starters and leavers 5.3.14 & 5.3.15 - The trend for more starters than leavers continues although there was an increase in leavers in month. There is a strong 
focus on retention plans and work streams going forward within the directorates to continue to reduce the numbers of leavers each month. 
 
 
 
Data Quality - The draft data quality strategy has been submitted for approval. The document describes the program of work required in order to effect significant 
and sustainable improvements to Data Quality at the Trust. 
Comprehensive DQ Issue characterisation and logging has commenced, this activity enables the concentration of effort and resource where it is most needed, and 
will support decisions around targeted, DQ-enhanced training. 
The new DQ Team structure has been proposed, and we are expecting agreement to the concepts and costs involved. Once deployed, this team will support the 
coordination of various DQ stakeholders and technical business units in the diagnosis, prioritisation and resolution of DQ Issues. 
 
Estates -  key issues relating to Estates services are being maintained to the correct statutory and mandatory levels and where they are not being achieved an 
action plan is in place to achieve the necessary level. 
- In relation to Water Safety there has been a marked improvement in compliance that the Authorised Engineer’s audit from 68% to 81%. In relation to Fire 

Safety an action plan with approved funding by the Trust is in place and the work is being carried out. 
- Zero harm in relation to Water Safety, Fire Safety and Electricity at work. 
- Continue campaign for decant ward to enable Electricity at Works items to be completed (this needs to continue until bed pressures reach an appropriate 

level). 

Enablers 

Well-Led 
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RAG

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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1.1.1 Total patient safety incidents (patient related) N/A 165 723 444

1.1.3 Total serious incidents R 5 3 3 12 6.0

1.1.21 Number of SI's breaching R 0 21 14 13 16.0

1.1.4 Never events G 0 0 0 0 0.0 ✓

1.1.5 Incidents resulting in death (1 month in arrears) G 7 6 2 4.0 ✓

1.1.6 Incidents resulting in severe harm (per 1000 bed days) (1 month in arrears) R 0.11 0.06 0.19 0.12 ✓

1.1.7 Incidents resulting in moderate harm (per 1000 bed days) (1 month in arrears) G 1.87 0.9 1.7 1.3 ✓

1.1.8 Incidents resulting in low harm (per 1000 bed days) (1 month in arrears) G 7.77 18.6 20.1 19.3 ✓

1.1.9 Incidents resulting in no harm (per 1000 bed days) (1 month in arrears) G 18.2 29.3 31.6 30.5 ✓

1.1.10
Incidents with moderate or severe harm with duty of candour response (1 month in 

arrears)
G 1.00 0.33 0.06 0.2

✓

1.1.11 Safeguarding alerts reported (Children and Midwifery) - 21 11 20 17.3

1.1.12 Safeguarding alerts reported (Adults) - 5 6 11 7.3

1.1.13 Deprivation of Liberty - Applications Made and Accepted N/A #N/A 20 17 18.5

1.1.14 Pressure ulcers (grade 2) attributable to trust R 10 8 9 14 10.3 ✓

1.1.15 Pressure ulcers (grade 3&4) R 0 0 1 1 0.7 ✓

1.1.16a Administration or supply of a medicine from a clinical area tbc 0.5 0.3 #N/A 41.0% ✓

1.1.16b Medication error during the prescription process tbc 0.0 0.1 #N/A 3.1%

1.1.17 Patient falls with moderate or severe harm (per 1000 bed days) G 0.2 0.0 0.1 0.1 0.1

1.1.18 Falls per 1000 bed days G 6.63 4.12 6.22 5.71 5.4

1.1.19 Number of falls to fracture (per 1000 bed days) G 0.2 0.0 0.1 0.1 0.1

1.1.20
Transfer of Care Concerns (TOCC) relating to pressure ulcers (reported 1 month in 

arrears)
G 3 0 1 0.5

1.2.1 Proportion of Harm Free Care - point prevalence in month R 95% 95% 92% 94% 94% ✓
1.2.2 New VTEs - point prevalence in month G 0.4% 0.6% 1.6% 0.4% 0.9%

1.2.3 CAUTIs - point prevalence in month R 0.3% 1.4% 1.8% 1.8% 1.7%

1.2.4 New harms - point prevalence in month G 2.2% 1.9% 3.0% 1.0% 2.0%

1.2.5 New Pressure ulcers - point prevalence in month G 0.9% 0.2% 0.8% 0.6% 0.5%

1.2 NHS Patient 

safety - safety 

thermometer

Alignment

1.1 Patient safety - 

incident reporting

Trend
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RAG

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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AlignmentTrend

1.3.1 MRSA screening of admissions G 95% 94% 98% 97% 96% ✓
1.3.2 MRSA bacteraemia (trust – attributable) G 0 0 2 0 1

1.3.3 C-Diff acquisitions (Trust-attributable; post 72 hrs) G 2 0 0 0 0 ✓
1.3.4 Hand Hygiene compliance R 95% 95% 95% 94% 95%

1.3.5 Number of MSSA cases post 48 hours G 10 0 1 1 1

1.3.6 Number of E-coli cases post 48 hours N/A 2 6 8 5

1.3.7 Surgical Site Infection - Hip Replacement (reported 1 quarter in arrears) G 1.1%

1.3.8 Surgical Site Infection - Knee Replacement (reported 1 quarter in arrears) R 1.6%

1.3.9 Surgical Site Infection - Repair of neck of femur (reported 1 quarter in arrears) G 1.5%

1.4.1 Hospital Standardised Mortality Ratio (HSMR) (2 months in arrears) R 100 103.7 ✓
1.4.2 Summary Hospital-level Mortality Indicator (SHMI) R 100 115 ✓ ✓
1.4.3 Number of Deaths in low risk diagnosis groups (Quarter 4 15/16) R 0.65 2 2 1 1.5

1.4.4 Crude Mortality N/A 131 123 106 116

1.4.13 Septicaemia SMR (Rolling 12 Month) G 100

1.4.15 Pneumonia SMR (Rolling 12 Month) G 100

1.4.18 Congestive Cardiac Failure SMR (Rolling 12 Month) G 100

1.5 Safe Staffing 1.5.1 Safe Staffing – ratio of actual to planned nursing hours TBC 99% 105% 104% 103%

1.4   Mortality
113

0.0%

2.9%

103.60

1.4   Mortality

93.98

98.90

82.22

0.0%

1.3 Infection 

control and 

cleanliness
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Domain 1: Safe Commentary

1.4 Safe - Mortality

The Hospital Standardised Mortality Ratio (HSMR) continues to demonstrate a downward trend. The 

three latest published values (the latest being data to March 2016) have fallen within the expected 

range. The current position is demonstrated by the funnel plot to the right:
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Status

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16 12m Trend
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2.1.1 NHS Staff and Wellbeing - Staff Survey TBC

2.1.2 NHS Staff and Wellbeing - Healthy Food TBC

2.1.3 NHS Staff and Wellbeing - Flu Vaccinations TBC

2.1.4
Identification and Early Treatment of Sepsis - Treatment in ED R 65% 76.0% 67.0% 53.0%

2.1.5
Identification and Early Treatment of Sepsis - Treatment in 

acute inpatient settings
R 65% 73.0% 58.0% 63.0%

2.1.6
Antimicrobial Resistance - Reduction in Antibiotic Consumption

TBC

2.1.7
Antimicrobial Resistance - Empiric Review of Antibiotic 

Consumption
TBC

Apr-15 May-15 Jun-15

2.2.1 Reduction in Community Acquired Pressure Ulcers TBC

2.2.2
Formulary adherence – Percentage reduction in the number of 

hospital FP10 prescriptions issued by the Trust.
TBC

2.2.3 Discharges before midday TBC

2.2.4 Medication Safety Thermometer TBC

2.2.5
Effective review of patients on Oral Nutritional Supplements 

(ONS) in the hospital prior to discharge.
TBC

2.2.6 Paediatric outpatient referral management system TBC

2.2.7

Development of electronic clinical communications to GPs, 

including a standard template for the Electronic Discharge 

Note

TBC

2.2.8 Paediatric asthma and wheeze pathway TBC

2.3.1 Optimal Device - (ICD's) TBC

2.3.2 Adult Critical Care Timely Discharge TBC

CQUIN Schemes currently 

awaiting sign off 

CQUIN Schemes currently 

awaiting sign off 

Trend

2.3.   CQUINs – 

NHS England

Alignment

2.1. CQUINs – 

national

2.2.   CQUINs – 

local

CQUIN Schemes currently 

awaiting sign off 

CQUIN Schemes currently 

awaiting sign off 
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Status

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16 12m Trend
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Trend Alignment

2.4.1 NICE Technology Appraisals  implemented 4 0 2

2.4.4 NICE Quality Standards escalated 18 #N/A 10

2.5.3 Emergency readmissions within 7 days R 4.6% 4.5% 5.2% 4.9%

2.5.4 Emergency readmissions within 28 days R 4.9% 11.4% 11.2% 10.3%

2.5.5 Elective surgical readmissions within 28 days R 0% 4.2% 3.1% 4.0%

2.6.9 VTE screening (Quarter Behind) G 95%

2.7. Best practice 

tarriff
2.6.0

FNOF: Time to surgery within 36 hours from arrival 

(1 month in arrears)
82.0% 84.6%

CQUIN Schemes currently 

awaiting sign off 

2.6. Clinical best 

practice

2.5. Nice 

Compliance

97.0%

2.4.   CQUINs – 

NHS England 

(Public Health) 

Increase Take Up of School Immunisations2.4.0
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Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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3.1.1 Friends and Family Test response rate R 25% 24.5% 24.4% 24.6% 25%

3.1.2 Friends and Family Test % extremely likely/likely to recommend G 83% 83.9% 85.6% 86.6% 85% ✓

3.1.3 Mixed Sex Accommodation breaches R 0 0 0 4 1.3

3.1.6
Dementia screening (% of patients over 75) 

(Reported 1 month in arrears)
G 90% 96.2% 93.2% 95%

3.2.1 Friends and Family Test response rate R 18% 15.6% 15.4% 16.0% 16%

3.2.2 Friends and Family Test % extremely likely/likely to recommend G 65% 75.3% 76.5% 77.7% 77%

3.3.1 Friends and family test response rate G 40% 54.2% 60.5% 61.4% 59%

3.3.2 Friends and family test % extremely likely/likely to recommend G 79% 99.0% 99.8% 99.3% 99%

3.4.1 Number of Complaints G 45 50 44 39 44 ✓

3.4.3 Number of complaint returners R ↓ 7.0 8.0 8.0 7.7

FFT A&E and maternity response rate targets are taken from the overall England Average score for 2014/15

3.4 General 

Patients and 

Carers

Alignment

3.1 Admitted

3.2 A&E

3.3 Maternity

Trend
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Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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4.1.1 RTT – Incomplete pathways (overall) R 92% 72.27% 76.20% #N/A 74.24%

4.1.2 RTT – Treatments over 52 weeks R 0 18 14 #N/A 16

4.1.3 RTT – Total complete pathways (non admitted) R 95% 71.40% 76.60% #N/A 74.00% ✓
4.1.4 RTT –Total complete pathways (admitted) R 90% 49.07% 56.50% #N/A 52.79% ✓

4.2.1 Trolley wait >12 hours R 0 2 0 1 1

4.2.2 Overall Time in A&E (95th percentile overall time in A&E Dept) R 04:00 09:33:09 09:16:00 08:39:57 09:09:42

4.2.3 A&E stays less than 4 hours R 95% 77.81% 81.70% 81.95% 80.49% ✓
4.2.7 Ambulance handover time - within 15 minutes R 70% 54.5% 57.1% 55.1% 55.6%

4.2.6 Patients left without being seen G 5% 3.62% 3.47% 3.19% 3.43%

4.3.1 Cancer – 2 week wait R 93% 93.40% 92.57% #N/A 93% ✓
4.3.2 Cancer – symptomatic breast R 93% 89.81% 86.00% #N/A 88%

4.3.3 Cancer – 31 day first treatments R 96% 95.61% 94.39% #N/A 95%

4.3.4 Cancer – 31 day subsequent treatments – surgical G 94% 94.29% 97.14% #N/A 96%

4.3.5 Cancer – anti cancer drug treatment <31 days R 98% 100.00% 95.83% #N/A 98%

4.3.7 Cancer – 62 day urgent GP referrals R 85% 73.77% 81.10% #N/A 77%

4.3.8 Cancer – internal 62 day referrals N/A 100.00% 75.00% #N/A 88%

4.3.9 Cancer – 62 day screening R 90% 84.85% 86.67% #N/A 86%

4.4.1 Diagnostic waits - under 6 weeks R 99% 89.50% 93.40% #N/A 91%

4.4.2 Diagnostic referral levels N/A 6736 6872 #N/A 6804

Alignment

4.1 Elective 

Treatment 

(reported 1 month 

in arrears)

4.2 A&E

4.4 Diagnostics 

(reported 1 month 

in arrears)

4.3 Cancer 
(reported 1 month in 

arrears)

Trend
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Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16
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Trend
YTD avg
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AlignmentTrend

Jan-16 Feb-16 Mar-16 For Stroke Only

4.5.1 Stroke patients scanned within one hour of arrival G 50% 49% 56% 61% 52%

4.5.2 Stroke patients scanned within twelve hours of arrival G 95% 95% 100% 96% 97%

4.5.3 Patients admitted to a stroke unit within 4 hours of adm R 90% 53% 42% 46% 42%

4.5.4 Patients with at least 90% of their stay on a stroke unit G 90% 81% 77% 94% 79%

4.5.5 Patients receiving thrombolysis (RCP criteria) R 90% 100% 100% 83% 91%

4.5.6 Patients that receive thrombolysis within one hour R 55% 20% 25% 40% 13%

4.5.7 Patients seen by a stroke nurse within 24 hours R 95% 87% 84% 93% 88%

4.5.8 Patients seen by a stroke consultant within 24 hours R 95% 54% 60% 50% 55%

4.6.1 Average elective Length of Stay (Age 0 - 65) G <5 1.9 2.94 2.41 2.3

4.6.2 Average elective Length of Stay (Age > 65) R <5 6.3 5.24 5.55 3.7

4.6.3 Average non-elective Length of Stay (Age 0 - 65) G <5 3.4 3.25 3.54 1.3

4.6.4 Average non-elective Length of Stay (Age > 65) R <5 10.8 8.39 8.8 3.1

4.6.5 Discharges before noon R 20% 14% 15% 17% 15%

4.7 Outpatient 

Management
4.7.1 Did Not Attend rate G 10% 8.7% 8.8% 9.2% 9%

4.5 Stroke services 
(one quarter in 

arrears)

4.6 Bed capacity 

and management
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4 - Responsive - STF Dashboard

Mar-16 Apr-16 May-16 Jun-16
Four 

Month 

AVG

R/G Mar-16 Apr-16 May-16 Jun-16
Four 

Month 

AVG

R/G

Actual 67.94% 72.27% 76.20% 72.14%
1

Actual 32.17% 14.38% 10.15% 13.27% 17.49%

Trajectory 71.90% 73.20% 74.80% 73.30% Trajectory

Actual 88.85% 89.50% 93.40% 90.58%
0

Actual 7.34% 3.24% 1.33% 2.63% 3.64%

Trajectory 90.80% 93.10% 95.00% 92.97% Trajectory

Actual 74.71% 77.80% 81.68% 81.94% 79.03%
0

Actual 3.42% 4.17% 4.18% 4.56% 4.08%

Trajectory 88.00% 88.00% 88.00% 88.00% Trajectory

Actual 83.02% 73.77% 81.10% 79.30%
1

Actual 0.56% 0.55% 0.27% 0.45% 0.46%

Trajectory 73.50% 73.50% 76.10% 74.37% Trajectory

Actual 19 18 14 17
#

Trajectory 0 0 0 0

Actual 0 2 0 1 0.75
#

Trajectory 0 0 0 0 0

Commentary

All handovers between ambulance and A&E must 

take place within 15 minutes with none waiting 

more than 60 minutes

All handovers between ambulance and A&E must 

take place within 15 minutes with none waiting 

more than 30 minutes 

Below are the caveats provided on submission of these trajectories

TBC

TBC

TBC

RTT - The RTT trajectory is being revised at the request of NHS E and the CCG, to meet the prescribed compliance plan of March 2017. The calculated trajectory provides a straight line projection from the Trust current position to compliance achievement at the end of Q4 2016/17.  This w ill be exceptionally 

challenging to deliver and success w ill be predicated on robust w hole system involvement in delivery of the plan. The Trust is revising the trajectory w ith the follow ing caveats:

1. A w hole system approach to the development of the delivery plan is required

2. CCG demand management plans need to be developed w ith detailed implementation plans and impact analyses.

3. A joint approach betw een commissioners and Medw ay w ill be required to source alternative outpatient capacity.

4. The expected impact of items 1-3 and a jointly ow ned delivery plan w ill be developed by the end of June 2016.

5. A review  of the trajectory w ith the delivery plan , using the Trust forecast modelling tool, w ill be completed in July 2016.

6. The Trust w ill seek to conduct a telephone validation of the current w aiting list.

7. The Trust w ill expect that any adverse movement of the new  to follow  up ratio, due to additional activity being undertaken, w ill not incur any f inancial penalty.

Cancer - Follow ing discussion w ith the CCG, the cancer trajectory is being revised to deliver 62 day compliance in September 2016. The revised trajectory is submitted w ith the follow ing caveats:

1. Clarity needs to be sought regarding the breach allocation, in particular w here delays are due to non-Medw ay surgeon capacity.

2. Demand management review s w ill be undertaken for 2WW referrals.

ED - Follow ing discussion w ith the CCG and NHSE, the ED trajectory is being revised to deliver 89% performance in Q4 2016/17. This trajectory w ill be the same as that submitted by the CCG and remains different to that suggested by NHSE. The Trust retains the underlying assumption that there is the likely 

potential of a demand increase over w inter (along w ith longer Length of Stay) affecting f low . The revised trajectory is submitted w ith the follow ing caveat:

1. The CCG w ill develop robust demand management schemes.

2. The impact of demand management schemes w ill be review ed in September and performance monitored against expected impact and the revised trajectory.

DM01 - The trajectory submitted for the DM01 meets the expectation of compliance by September 2016 and has been generated in discussion w ith t he CCG. This is predicted on the basis of successful insourcing of endoscopy capacity.

Following handover between ambulance and 

A&E, ambulance crew should be ready to accept 

new calls within 15 minutes and no longer than 

60 minutes.

Following handover between ambulance and 

A&E, ambulance crew should be ready to accept 

new calls within 15 minutes and no longer than 

30 minutes

Trolley waits in A&E longer than 12 hours

Zero tolerance RTT waits over 52 weeks for 

incomplete pathways (One month in arrears)

Percentage of service users waiting no more than 

two months (62 days) from urgent GP referral to 

first definitive treatment for cancer (One month in 

arrears)

Percentage of A&E attendances where the 

service user was admitted, transferred or 

discharged within four hours of their arrival at an 

A&E department 

Percentage of service users waiting less than six 

weeks from referral for a diagnostic test

Percentage of service users on incomplete RTT 

pathways (yet to start treatment) waiting no more 

than 18 weeks from referral (One month in arrears)

p

p

p

q

q

p
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Domain 4: Responsive Commentary

4.1 Responsive - RTT

Please see below the Tripartite trajectories for RTT,  52 waiters, Diagnostics and Cancer, with our current performance highlighted.

60%

65%

70%

75%

80%

85%

90%

95%

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

RTT Incomplete Compliance - Suggested Target Compliance 

RTT Target Compliance RTT Actual Compliance

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

RTT Target Total PTL 28,653 25,753 22,852 22,377 21,902 21,427 20,953 20,478 20,003 19,528 19,053 18,578

RTT Target Backlog PTL 8,040 6,900 5,760 5,285 4,810 4,335 3,861 3,386 2,911 2,436 1,961 1,486

RTT Target Compliance 71.9% 73.2% 74.8% 76.4% 78.0% 79.8% 81.6% 83.5% 85.4% 87.5% 89.7% 92.0%

RTT Actual Compliance 72.3% 76.2%

0
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Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

RTT 52 Weeks - Suggested Target Breaches >52 Weeks 

RTT 52 Weeks - Suggested Target Breaches >52 Weeks RTT 52 Weeks - Actual Breaches >52 Weeks

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

RTT 52 Weeks - Suggested Target Breaches >52 Weeks

RTT 52 Weeks - Actual Breaches >52 Weeks 18 14

65%

70%

75%

80%

85%

90%

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

Cancer GP 62 day Compliance - Suggested Target Compliance 

Cancer GP 62 day - Suggested Target
Compliance

Cancer GP 62 day - Actual Compliance

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

Cancer GP 62 day - Suggested Target Activity 70 70 70 70 70 70 70 70 70 70 70 70

Cancer GP 62 day - Suggested Target Breaches 18 18 17 17 17 10 10 10 10 10 10 10

Cancer GP 62 day - Suggested Target Compliance 73.5% 73.5% 76.1% 76.1% 76.1% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0% 85.0%

Cancer GP 62 day - Actual Compliance 73.8% 81.1%

0%

20%

40%

60%

80%

100%

120%

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

Diagnostic 6-week Target - Suggested Target Compliance 

Diagnostic 6-week - Suggested Target Compliance Diagnostic 6-week - Actual Compliance

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

Diagnostic 6-week - Suggested Target Activity 8100 7905 7751 7602 7484 7467 7447 7447 7447 7447 7447 7447

Diagnostic 6-week - Suggested Target Activity >6 weeks 747 546 385 227 101 74 67 67 67 67 67 67

Diagnostic 6-week - Suggested Target Compliance 90.8% 93.1% 95.0% 97.0% 98.7% 99.0% 99.1% 99.1% 99.1% 99.1% 99.1% 99.1%

Diagnostic 6-week - Actual Compliance 89.5% 93.4%
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2 week wait standard - 93%

Tumour Site Patients seen Seen within 2 weeks Breaches Performance

Leukaemia 2 2 0 100.00%

Brain 7 7 0 100.00%

Breast 189 174 15 92.06%

Children 15 15 0 100.00%

Gynaecology 90 85 5 94.44%

Haematology 4 4 0 100.00%

Head & Neck 145 135 10 93.10%

Lower GI 132 123 9 93.18%

Lung 15 14 1 93.33%

Other 0 0 0 No patients

Skin 524 470 54 89.69%

Testicular 11 11 0 100.00%

Thyroid 5 5 0 100.00%

Upper GI 105 102 3 97.14%

Urology 101 98 3 97.03%

TOTAL 1345 1245 100 92.57%

2-WEEK WAIT (SYMPTOMATIC BREAST) - Target: 93%

Breast Symptom 150 129 21 86.00%

Tumour Site Patients treated Treated within 31 days Breaches Performance

Breast 25 25 0 100.00%

Gynaecology 1 1 0 100%

Haematology 7 7 0 100.00%

Head & Neck 1 1 0 100.00%

Lower GI 8 7 1 87.50%

Lung 1 1 0 100.00%

Other 0 0 0 No patients

Skin 26 24 2 92.31%

Testicular 0 0 0 No patients

Thyroid 0 0 0 No patients

Upper GI 2 2 0 100.00%

Urology 36 33 3 91.67%

TOTAL 107 101 6 94.39%

Tumour Site Patients treated Treated within 31 days Breaches Performance

Breast 9 9 0 100.00%

Gynaecology 0 0 0 No patients

Head & Neck 0 0 0 No patients

Lower GI 3 3 0 1

Skin 15 15 0 100.00%

Thyroid 0 0 0 No patients

Upper GI 0 0 0 No patients

Urology 8 7 1 87.50%

TOTAL 35 34 1 97.14%

31-DAY FIRST DEFINITIVE TREATMENT - Target: 96%

31-DAY SUBSEQUENT TREATMENT - SURGERY - Target: 94%

4.3 Responsive - Cancer Waits Table

Breast breaches were mainly due to patient choice with one patient affected by the junior doctor 

strike. 

Skin breaches were predominantly due to patient choice with one patient attending from the Prison 

which caused a delay in appointing and one patient affected by clinic capacity issues.

The Trust failed to achieve the symptomatic breast standard and breaches were as a result of patient 

choice, junior doctor strike and clinic cancellation.  
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Tumour Site Patients treated Treated within 31 days Breaches Performance

Breast 6 6 0 100%

Haematology 8 8 0 100%

Lower GI 0 0 0 No patients

Lung 0 0 0 No patients

Urology 10 9 1 90%

TOTAL 24 23 1 95.83%

Tumour Site Patients treated Treated within 62 days Breaches Performance

Breast 7 6 1 85.7%

Gynaecology 1 1 0 100.0%

Haematology 1 1 0 100.0%

Head & Neck 3 2 1 66.7%

Lower GI 5 3 2 60.0%

Lung 0.5 0.5 0 100.0%

Other 0 0 0 No patients

Skin 25 23.5 1.5 94.0%

Thyroid 0 0 0 No patients

Upper GI 4.5 1.5 3 33.3%

Urology 16 12.5 3.5 78.1%

TOTAL 63 51.0 12.0 80.95%

Tumour Site Patients treated Treated within 62 days Breaches Performance

Breast 14 13 1 92.9%

Gynaecology 0 0 0 No patients

Lower GI 1 0 1 0.0%

TOTAL 15 13 2 86.67%

Tumour Site Patients treated Treated within 62 days Breaches Performance

Gynaecology 0 0 0 No patients

Haematology 1 1 0 100.0%

Head & Neck 0 0 0 No patients

Lower GI 0 0 0 No patients

Lung 1 0.5 0.5 50.0%

Skin 0 0 0 No patients

Thyroid 0 0 0 No patients

Upper GI 0 0 0 No patients

TOTAL 2.0 1.5 1 75.00%

62-DAY STANDARD FROM GP REFERRAL - Target: 85%

62-DAY SCREENING SERVICES - Target: 90%

There is no performance standard for 62 day consultant upgrades. 

31-DAY SUBSEQUENT TREATMENT - DRUG TREATMENT - Target: 98%

4.3 Responsive - Cancer Waits Table
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4.2 Responsive - A&E Trends
Please see below the Tripartite trajectory for A&E, with our current performance shown.

76%

78%

80%

82%

84%

86%

88%

90%

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

A&E 4hr Target - Suggested Target Compliance A&E 4hr Target -  Actual Compliance

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

A&E 4hr Target - Suggested Target Attendances 9170 9237 9304 9371 9438 9505 9572 9639 9706 9706 9706 9907

A&E 4hr Target - Suggested Target Attendances >4 hrs 1100 1108 1116 1125 1133 1141 1053 1060 1068 1068 1068 1090

A&E 4hr Target - Suggested Target Compliance 88.0% 88.0% 88.0% 88.0% 88.0% 88.0% 89.0% 89.0% 89.0% 89.0% 89.0% 89.0%

A&E 4hr Target -  Actual Compliance 77.8% 81.7% 82.0%
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Domain 5: Well-led

Status

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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5.1.1 Monitor governance rating R 3 1 1 2 1

5.1.2 CQC rating R Good

5.2.1 Staff Friends and Family – Recommend as place to work R
62%

5.2.2 Staff Friends and Family – Recommend for care or treatment R 79%

5.3.1 Vacancy rate - Medical (unfilled % of budgeted WTE) 8% #N/A #N/A #N/A

5.3.2 Vacancy rate - Nursing (unfilled % of budgeted WTE) 8% #N/A #N/A #N/A

5.3.3 Vacancy rate - Others (unfilled % of budgeted WTE) 8% #N/A #N/A #N/A

5.3.4 Appraisals completed (% all staff) R 95% 72.5% 69.1% 69.1% 70%

5.3.5
% of medical staff completing revalidation who were due to be 

re-validated within the month
G 100% 100% 100% 100%

5.3.6 Mandatory training compliance G 80% 84.3% 85.5% 85.7% 85%

5.3.7 Rolling annual turnover rate R 8% 9.7% 9.7% 9.7% 10%

5.3.8 Overall Sickness rate 4.0% 3.9% 3.9% #N/A 3.9% ✓
5.3.9 Sickness rate – Short term 2.0% 2.6% 2.6% #N/A 2.6%

5.3.10 Sickness rate – Long term 1.0% 1.3% 1.3% #N/A 1.3%

5.3.11 Temporary staff % of pay bill 15% #N/A #N/A #N/A

5.3.12 Employee relations cases (excluding sickness) N/A 61 59 64 61.3

5.3.13 Local Induction % Compliance R 80% 49.66% 47.49% 47.65% 48.27%

5.3.14 Starters N/A 69 79 70 72.7

5.3.15 Leavers N/A 45 37 57 46.3

5.3 Workforce 

indicators

Alignment

5.1 External 

assessments

5.2 Staff 

experience 

(Figures for Q2)

Inadequate

To be validated

Trend

48.8%

67.5%
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Status

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg
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7.2.1 APC – NHS number completeness (1 month in arrears) R 99% 98.8% 98.4% 98.6% ✓ ✓

7.2.2 APC – Primary diagnosis (1 month in arrears) G 96% 99.8% 97.7% 98.8% ✓ ✓

7.2.3 APC – HRG4 (1 month in arrears) R 96% 99.8% 88.3% 94.1% ✓ ✓

7.2.4 OP – NHS number completeness (1 month in arrears) G 99% 99.5% 99.4% 99.5% ✓ ✓

7.2.5 OP – Primary procedure (1 month in arrears) G 99% 100.0% 100.0% 100.0% ✓ ✓

7.2.6 OP – HRG 4 (1 month in arrears) G 98% 100.0% 100.0% 100.0% ✓ ✓

7.2.7 A&E – NHS number completeness (1 month in arrears) G 95% 94.1% 96.4% 95.3% ✓ ✓

7.2.8 A&E – Attendance disposal (1 month in arrears) R 99% 96.4% 95.0% 95.7% ✓ ✓

7.2.9 A&E – HRG4 (1 month in arrears) G 97% 100.0% 100.0% 100.0% ✓ ✓

7.3.8a
RTT large No. of patients with an unknown clock start (1 month in 

arrears) R 0 43 53 #N/A 48.0 ✓ ✓ ✓

7.3.8b
RTT % of patients with an unknown clock start (1 month in arrears) R 0 0.1% 0.0% #N/A 0.1% ✓ ✓ ✓

7.3.9a RTT No. cancelled referral, pathway still open (1 month in arrears) R 0 737 694 #N/A 487.0 ✓ ✓ ✓

7.3.9b RTT % cancelled referral, pathway still open (1 month in arrears) R 0 2.30% 2.10% #N/A 1.8% ✓ ✓ ✓

7.3.10a
RTT No. appt outcome suggest clock stop, pathway still open (1 

month in arrears) R 0 640 498 #N/A 569.0 ✓ ✓ ✓

7.3.11a
RTT No. deceased patient with an open pathway (1 month in arrears) R 0 2 2 #N/A 2.0 ✓ ✓ ✓

7.3.12a A&E No. missing left department times G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.12b A&E % missing left department times G 0 0% 0% 0% 0.0% ✓ ✓ ✓

7.3.13a A&E No. missing breach reason on breached attendances R 0 488 496 375 453.0 ✓ ✓ ✓

7.3.13b A&E % missing breach reason on breached attendances R 0 74.9% 73.0% 71.4% 73.1% ✓ ✓ ✓

7.3.16 Cancer 2ww missing NHS number G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.17 Cancer 2ww invalid NHS Number R 0 1 8 19 9.3 ✓ ✓ ✓

7.3.18 Cancer 2ww missing referral received date G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.19 Cancer 2ww missing urgent referral type G 0 1 0 0 0.3 ✓ ✓ ✓

7.3.20 Cancer 2ww missing org code first seen G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.21 Cancer 2ww missing breach reason R 0 6 24 36 22.0 ✓ ✓ ✓

7.3.22 Cancer 2ww % Oasis referral records missing on Infoflex R 0 0.59% 0.53% 1.03% 4% ✓ ✓ ✓

7.2 Clinical coding, 

information and 

IT*

 (1 month in 

arrears)

7.3 Data quality 

improvement

AlignmentTrend
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Domain 7: Enablers

Status

Theme Ref Indicator Status
Monthly 

target
Apr-16 May-16 Jun-16

12m 

Trend
YTD avg

D
at

a 

Q
u

al
it

y

C
ar

te
r

R
ec

o
ve

ry
 

P
h

as
e 

1
R

ec
o

ve
ry

 

P
h

as
e 

2

Q
u

al
it

y 

A
cc

o
u

n
t

AlignmentTrend

7.3.23 Cancer 31 day missing NHS number G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.24 Cancer 31 day invalid NHS number G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.25 Cancer 31 day missing primary diagnosis R 0 7 16 16 13.0 ✓ ✓ ✓

7.3.26 Cancer 31 day missing tumour laterality R 0 7 16 16 13.0 ✓ ✓ ✓

7.3.27 Cancer 31 day missing decision to treat date G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.28 Cancer 31 day missing org code for treatment G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.29 Cancer 31 day missing breach reason R 0 6 1 5 4.0 ✓ ✓ ✓

7.3.30 Cancer 62 day missing NHS number G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.31 Cancer 62 day invalid NHS number G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.32 Cancer 62 day missing primary diagnosis R 0 4 11 7 7.3 ✓ ✓ ✓

7.3.33 Cancer 62 day missing tumour laterality R 0 4 11 7 7.3 ✓ ✓ ✓

7.3.34 Cancer 62 day missing decision to treat date G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.35 Cancer 62 day missing org code for treatment G 0 0 0 0 0.0 ✓ ✓ ✓

7.3.36 Cancer 62 day missing breach reason R 0 7 3 11 7.0 ✓ ✓ ✓

7.3.37 Cancer 62 day missing consultant upgrade G 0 44 29 0 24.3 ✓ ✓ ✓

7.3 Data quality 

improvement
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The primary elements requiring action have been highlighted, which are; Water Safety, Fire Safety and Electricity at work;

In relation to Water Safety there has been a marked improvement in compliance that the Authorised Engineer’s audit from 68% to 81%. In relation to Fire Safety an action plan with approved 

funding by the Trust is in place and the work is being carried out.

In relation to Electricity at Work an Authorised Engineers report was recently carried out and an action plan is being developed.

Need to improved Planned preventative maintenance items noted within the Water Risk Assessment 2013 as outstanding.

Need for decant ward to enable completion of the Electricity at work items which are outstanding.

Recruitment of staff to necessary levels and complete necessary PPM as indicated on Water Safety Plan. 

Deliver Fire Safety action plan

Zero harm in relation to Water Safety, Fire Safety and Electricity at work.

 Enablers
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Appendix 

Reporting Period:

Jun May Apr Jun May Apr Jun May Apr

Ref Indicator Units Target R / G All areas

Overall Clinical

Current 

Reporting 

Period

Previous 

Reporting 

Period

Trend

Current 

Reporting 

Period

Previous 

Reporting 

Period

Trend

Current 

Reporting 

Period

Previous 

Reporting 

Period

Trend

1.1.3 Total Serious Incidents Number 5 12 8 1 4 2 0 0

1.1.4 Never Events Number 0 0 0 0 0 0 0 0

1.2.1a Proportion of harm free care - Point prevelance in month - all  harms Monthly % 95% 93.79% 94.70% 90.88% 89.36% 92.81% 100.00% 100.00%

1.2.1b Proportion of harm free care - Point prevelance in month - new harms Monthly % 95% 99.00% 99.34% 96.62% 97.87% 97.01% 100.00% 100.00%

1.2.3 Pressure ulcers (grade 3&4) Number 0 1 1 0 0 1 0 0

1.2.5 Patient falls with moderate or severe harm Cases 0 2 1 1 1 0 0 0

1.3.1 MSRA screening of admissions Monthly % 95% 97% 96% 96% 100.00% 100.00% 94.00% 93.75%

1.3.3 C-Diff acquisitions (Trust-attributable) Number 0 0 0 0 0 0 0 0

1.4.1 Hospital Standardised Mortality Ratio (HSMR) - Weekend Number 100 106.5 106.71 103.11 116.53 113.75 150.70 145.47

1.4.4 Deaths in Hospital Number N/A 106 85 99 21 13 1 0

1.5.1 Safe staffing – ratio of actual to planned nursing hours Ratio 0.93 1.04 1.05 1.08 1.12 1.06 0.99 0.99

2.2.1 Non elective Length of Stay Cum ALOS N/A 3.73 4.99 4.75 4.37 4.08 1.29 1.53

2.2.4 Complaints Number N/A 39 26 29 6 12 7 3

2.5.2 Number of day cases (Quality Account) Number N/A 1852 760 667 933 831 128 138

2.5.3 Emergency readmissions within 7 days Monthly % N/A 4.86% 5.32% 5.48% 3.75% 3.98% 5.52% 6.14%

2.5.4 Emergency readmissions within 28 days Monthly % 10% 10.27% 12.64% 14.73% 7.00% 7.01% 10.93% 11.57%

3.1.3 Mixed sex accommodation breaches Cases 0 4 4 0 0 0 0 0

3.1.4 No. Patients cancelled on day of Surgery Number 25 3 9 18 23 4 4

3.1.5 Patients cancelled and not admitted within 28 days Number 0 1 0 0 1 0 0 0

3.1.6 Friends and Family Test response rate (Admitted) Monthly % 25% 24.61% 23.10% 23.90% 26.70% 26.90% 27.90% 23.90%

3.1.7 Friends and Family Test %  recommend (Admitted) Monthly % 83% 86.63% 79.40% 81.50% 78.00% 79.40% 91.20% 85.90%

4.1.1 RTT – Incomplete pathways (overall) Monthly % 92% 76.15% 71.57% 68.60% 75.18% 70.25% 98.44% 97.82%

4.1.2 RTT – Treatments over 52 weeks Number 0 14 7 11 7 7 0 0

4.1.3 RTT – Total complete pathways (non admitted) Monthly % 95% 76.56% 69.81% 62.18% 76.54% 71.77% 97.31% 94.73%

4.1.4 RTT –Total complete pathways (admitted) Monthly % 90% 56.52% 44.83% 53.85% 49.11% 41.32% 87.57% 79.68%

4.3.1 Cancer – 2 week wait (1 month in arrears) Monthly % 93% 92.57% 91.17% 92.32% 93.65% 93.79% 95.24% 97.83%

4.3.4 Cancer – 31 day subsequent treatments – surgical (1 month in arrears) Monthly % 94% 97.14% 100.00% 100.00% 95.00% 90.91% No pts No pts

4.3.5 Cancer – secondary chemotherapy <31 days (1 month in arrears) Monthly % 98% 95.83% 100.00% 100.00% 93.75% 100.00% No pts No pts

4.3.7 Cancer – 62 day urgent GP referrals (1 month in arrears) Monthly % 85% 81.10% 85.71% 83.93% 75.81% 63.79% 100.00% 75.00%

4.3.9 Cancer – 62 day screening (1 month in arrears) Monthly % 90% 86.67% No pts No pts 86.67% 85.71% No pts 80.00%

4.6.1 Average elective length of stay Cum ALOS <5 5 2.41 2.99 1.22 2.33 2.39 2.25 1.94

4.6.3 Discharges before noon Monthly % 25% 16.62% 15.42% 15.94% 14.76% 12.71% 19.81% 18.03%

4.7.2 Follow-up to new ratio Ratio 2.01 2.63 2.66 1.90 1.87 1.23 1.31

4.7.3 Did not attend rate Monthly % 10% 9.20% 9.00% 7.41% 9.10% 9.39% 10.30% 9.89%

5.3.4 Appraisals completed (% all  staff) Monthly % 95% 64% 59.70% 66.54% 58.53% 64.69% 74.41% 59.78%

5.3.6 Mandatory training compliance Monthly % 85% 86% 82.91% 81.63% 86.30% 87.08% 89.15% 88.98%

5.3.7 Rolling annual turnover rate Monthly % 8% 10% 12.68% 12.93% 10.56% 12.01% 6.79% 6.16%

5.3.8 Overall  Sickness rate Monthly % 3% 3.70% 4.12% 3.41%

5.3.10 Temporary staff % of pay bil l Monthly % 15% 21.25% 17.22% 5.06%

6.4.1 NHS number completeness (Inpatients and Outpatients) Monthly % N/A 0.00%

6.4.2 Primary Diagnosis (Inpatients) Monthly % N/A 0.00%

6.4.5 Primary Procedure (Inpatients and Outpatients) **Under Review**  N/A

560 Clinical Income variance to Plan Mthly £ var £0 -213 -277 215 -55

606T Expenditure budget variance to plan Mthly £ var £0 -398 -305 -51 -42

Income CIP Performance variance to plan Mthly £ var £0 0 0 0 0

102 % of CIP plans fully developed Monthly % 100% 48.16% 39.04% 40.74% 100.00%

Performance Review Scorecard  - Clinical Directorates Summary

Well-Led

Co-ordinated Surgical Womens and Children

Enablers

Jun-16

Acute & Continuing Care 

Safe

Effective

Caring

Responsive
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Appendix 

Maternity Dashboard

WOMEN'S & CHILDREN'S DIRECTORATE

Type Section Metric Name Measure Goal Red Flag May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 YTD

Organisation No. of occasions     nil >1 0 0 0 0 0 2 0 0 4 3 1 0 0 0 10 Total
No. Of Women 

affected 0 0 0 0 0 0 0 0 0 5 4 0 0 0 9 Total

Activity
Women Delivered

Benchmarked to 5100 (425) Women delivered 400 <400        >460           402 431 425 379 463 436 432 414 431 385 416 411 423 417 5025 Total

Spontaneous Vaginal 

Deliveries

Maintain spontaneous 

Vaginal Delivery rate as per 

criteria No. of w omen >70% <60% 63% 62% 61% 63% 62% 60% 64% 61% 61% 62% 63% 67% 64% 64% 62% average

Ventouse & Forceps

Instrumental Vaginal 

delivery rate 10-15% <5%/or >20% 9% 10% 10% 11% 11% 12% 8% 8% 8% 7% 8% 7% 7% 9% 9% average

Failed Instrumental Vaginal  

Delivery

Failed Instrumental 

vaginal  delivery 

rate <1% >3% <1% <1% <1% <1% <1% <1% 1% <1% 1% 2% <1% 1% <1% 0.20% 1% average

Induction Induction of labour Induction rate <20% >25% 29% 26% 27% 30% 27% 32% 27% 26% 30% 28% 28% 30% 30% 30% 28% average
Total rate (planned & 

unscheduled) C/S rate overall <23% >25% 27% 28% 29% 26% 25% 28% 27% 30% 30% 29% 27% 25% 26% 25% 28% average

Elective caesarean section Elective <10% >11% 13% 9% 13% 9% 10% 11% 11% 11% 10% 11% 10% 9% 12% 8% 11% average
Emergency caesarean 

section Emergency <13% >14% 14% 19% 16% 17% 15% 17% 16% 19% 20% 18% 17% 16% 15% 17% 17% average

VBAC
Successful VBAC (opting 

w omen) VBAC rate >75% <50% 64% 67% 73% 71% 77% 100% 64% 40% 95% 59% 57% 83% 65% 57% 71% average

Clinical 

Indicators
Number of cases of 

meconium aspiration No. of babies 0 1 or more 0 3 1 3 0 2 2 1 1 1 0 2 3 2 16 Total

Intrapartum stillbirths No. of babies 0 1 or more 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 Total
Term neonatal deaths < 7 

days No. of babies 0 1 or more 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 Total
Number of cases of hypoxic 

encephalopathy (Grades 

2&3) No. of babies 0 1 or more 0 1 1 1 1 0 3 0 0 0 0 0 0 1 7 Total

Number of SIs Incidence 0 1 or more 1 1 0 1 0 0 0 0 0 3 2 0 0 0 8 Total

Number of Complaints Received 0 1 or more 0 7 1 1 3 5 6 2 3 1 2 2 2 3 33 Total

Number of Datix Reported >70 <70 119 134 122 120 97 115 97 95 128 117 112 123 127 147 1526 Total

Massive PPH >2000mls No. of w omen <10/MONTH >15/MONTH 3 3 4 5 2 4 3 4 1 5 6 3 3 4 51 Total

3rd/4th degree tear No. of w omen <6/MONTH >10/MONTH 10 12 6 5 10 8 5 3 5 6 5 2 13 3 83 Total
3rd/4th as % of vaginal 

deliveries % of w omen 3% 4% 1.44% 1.60% 2.64% 2.32% 1.60% 0.89% 1.55% 2.00% 1.00% 0.57% 3.70% 0.96% 2.00% average

BBAs No. of BBAs No. of w omen 0 3 0 1 4 2 2 2 3 2 2 5 4 6 32 Total

Neonatal unit closures No. of closures No. of occasions Nil 1 or more 1 1 1 1 1 0 0 1 3 3 1 1 1 1 15 Total

Dashboard adapted from RCOG.

Data obtained from Euroking and Datix

Percentages rounded up/down so may not equal 100%

Notes:

LSCS-weekly meeting reviewing all EMCS from previous week examining care and decision making.

To review regional Dashboard to compare report content

New Inducation of Labour (IOL) Pathway commences 4th May 2016

NICU reviewing 2015/16 Term admission report due May 2016

     . 

Closing unit
 Unit Not accepting 

Admissions

Risk Management

C- Section

Instrumental Vaginal 

Delivery

Neonatal morbidity
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Appendix 

Carter Dashboard

26-Jun 03-Jul 10-Jul 17-Jul
Four 

Weekly 

AVG

Target R/G 26-Jun 03-Jul 10-Jul 17-Jul
Four 

Weekly 

AVG

Target R/G 26-Jun 03-Jul 10-Jul 17-Jul
Four 

Weekly 

AVG

Target R/G

Number of Sis 3 1 2 - 2 1 p
 Non Elective Admissions as % 

of Attendances
31.90% 31.39% 28.98% 29.56% 30.46%

No. of Patients seen within CDU - 

ED
- - - - -

SIs - Number Outstanding 3 1 1 - 2 1 p
N-EL Admissions for Medical 

Specialties as % of Attendances
25.63% 26.07% 24.38% 20.25% 24.08%

No. of Patients seen within CDU - 

Mental Health
- - - - -

SIs - Number Breaching 0 0 0 - 0 1 p

N-EL Discharges for Medical 

Specialties as % of N-EL 

Admissions

100.87% 98.30% 100.00% 99.79% 99.74% ↑ p
No. of patients referred to 

AEC/SAU
- - - - -

Total number of deaths 15 39 29 26 27 - Discharges before noon 207 217 204 170 200 ↑ q No. of Emergency Admissions 423 403 377 339 386

Total number of deaths referred 

to Coroner
2 3 2 0 2 - Discharges with 0 LOS 127 138 152 170 147 ↑ p % Patients with LOS <6 Hours 87.29% 84.71% 87.41% 87.31% 86.68% -

Total number of deaths referred 

to Inquest
0 1 0 0 0 - Average Length of Stay - TRUST 2.99 3.42 2.92 3.61 3.24 ↓ q

% Patients with LOS  between 6 

and 12 hours
10.36% 12.18% 10.27% 10.49% 10.83% -

Total number of deaths with 0 

LOS
0 6 0 0 2 - Outpatient Did Not Attend Rates 8.50% 8.30% 9.40% 9.12% 8.83% 10% q % Patients with LOS >12 Hours 2.34% 3.10% 2.33% 2.20% 2.49% -

Total number of deaths with 0-48 

hour LOS
8 4 7 9 7 - Cancelled Operations 2 7 4 6 5 0 p

No. of Stranded Patients over 75 

years old
- - - 114 114

Pressure ulcers - (Grade 2) 3 6 0 0 2 2 q
No of Stranded Patients under 

75 years old
- - - 115 115

Pressure ulcers - (Grades 3 and 

4)
0 0 0 0 0 0 1

ED - Number of Attendances 

(Symphony Based)
2245 2279 2386 2346 2314 No. of Medical Discharges 404 387 383 383 389 >350 p

Falls with harm - moderate / 

severe harm
2 0 0 0 1 0 1

ED - % Patients waiting less than 

4 hours
81.39% 75.22% 81.63% 77.61% 78.96% ##### q No. of Surgical Discharges 166 173 186 208 183 >140 p

Inquests Raised - - - - - -
ED - % Patients waiting less than 

4 hours Non-Admitted
91.39% 85.88% 90.27% 84.82% 88.09% ##### q

No. of overnight elective 

admissions (adult only)
- - - - - -

Inquests Closed - - - - - -
ED - % Patients waiting less than 

4 hours Admitted
37.35% 25.99% 34.48% 34.81% 33.16% ##### q

No of patients MFFD LOS > 7 

days
73 62 70 61 67 <50 p

% ED Attendees directed to 

Medoc
21.63% 21.54% 23.59% 21.70% 22.12% No. of DTOCS 27 19 17 28 23

Complaints Opened - Acute & 

Continuing Care
4 5 6 3 5 ↓ q

% Patients referred to Medoc 

and re-referred back to ED
1.02% 4.19% 3.25% 2.90% 2.84% Bed days lost due to DTOC 345 291 419 319 344

Complaints Opened - 

Coordinated Surgical
1 0 2 5 2 ↓ p

80th Percentile overall time in 

ED
03:58 05:18 03:57 04:33 04:26 03:20 p Bed Occupancy - - - - -

Complaints Opened - Women & 

Children
2 0 1 3 2 ↓ p

95th Percentile overall time in 

ED
09:08 10:29 09:15 09:10 09:30 08:20 p No of outliers 12 8 9 12 10

No of Ambulance Arrivals 668 677 698 691 684 No of escalation beds. 73 98 138 103 103

Staff Appraisal 66.57% 73.04% 71.05% 69.65% 70.08% 95% q
% Ambulance Handovers within 

15 minutes
55.70% 45.40% 50.40% 56.90% 52.10% 50% p

Starters - Number of staff 8.69 12.76 3.64 5.25 7.59 ↑ q
% Ambulance Handovers over 

45 minutes
3.60% 6.80% 3.50% 1.90% 3.95%

Leavers - Number of staff 10.88 11.56 4.00 11.4 9.46 ↓ p No. of cohorted patients 242 246 234 250 243 0 p

Week Ending :Weekly Performance Review Scorecard  - Trust 17/07/2016
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Report to the Board of Directors 

Board Date : 28th July 2016 

 

Title of Report 
 

 
Report from the Director of Finance 

Reporting Officer 
 

Steve Smith, Financial Controller & Yasmin Ahmed Deputy 
Director of Finance 

Lead Director 
 

Darren Cattell, Director of Finance 

Responsible Sub-
Committee 
 

Performance Committee 
 

Executive Summary 
 

This report outlines Trust financial performance for M3 and for 
Q1 2016-17. 
In summary the headlines are; 

 Overall the Trust continues to see and treat more 
Patients than planned particularly through ED and more 
recently in elective services 

 Directorate business cases have been agreed to 
outsource certain elective procedures within a number of 
specialties that should see elective income increase in 
Q2 whilst enabling the Trust to deliver the agreed RTT 
improvement trajectory  

 At Q1 income is higher than expenditure for the new 
higher Patient activity level  

 As a result, the Trust is performing better than plan in M3 
and for Q1 as whole. Q1 results show a £410k positive 
variance to plan. 

 Financial performance is monitored at Directorate PRMs 

 Pay wte/costs remain below the planned level in the 
whole of Q1, we continue to see slightly more staff 
joining the Trust over those leaving however, as we 
know, more work is required on this. Data on temporary 
staffing has fluctuated significantly in M3 distorting the 
previously reported position. This data is being validated 
at source in HR within support from Finance.  

 Q1 planned CIPs have been delivered 

 The Cash balance is in line with plan 

 Capital expenditure is in line with plan 

 Compliance with loan conditions are all amber or green 
with the exception of Agency Nursing caps 

 The Contract with the North Kent CCGs is still not agreed 
 
In addition to financial performance, the Board is asked to note; 

 Detailed work on generating a GMP for the ED 
development and the finalisation of the Full Business 
Case (FBC) progresses. It is expected that the GMP will 
be finalised in time for due diligence to be completed in 
time for inclusion in the FBC which is due to be 
presented to the August Trust Board for approval. In the 



 

meantime further design cost is being committed by the 
FD/CEO under the process previously agreed by the 
Board. 

 The work on the commercial model and the Quality 
Impact Assessment which will wrap around the DVH 
Pathology joint venture progresses. It is expected this will 
complete in time for the FBC to be presented to the 
August Board for approval. 

 

Risk and Assurance 
 

Inherent financial risk exists within the financial plan.  

 A number of Trust Directorates/Services are performing 
better than plan. A smaller number are not. These areas 
have been highlighted to Directorates as part of the PRM 
process and a rectification plan for each is expected. The 
risk is currently mitigated by other over performing areas. 

 An in month emergent risk is the quality of data from 
temporary staffing, this has led to a significant distortion 
of the temporary staff spend trend. This is being 
validated and is thought to be historic, but the risk is 
there as in subsequent months this risk may not be 
covered. A task and finish group has been set up to 
validate and mitigate this risk.  

 Non achievement of the financial plan will lead to a 
failure of receipt of the Sustainability and Transformation 
Fund. If this is not received the Trust is at real risk of not 
achieving the agreed control total, this will bring a new 
series of regulatory actions. The IQPR outlines the 
current performance on STF conditions for performance 
standards. Risk is small for Q1 but rises in Q2 onwards. 
Mitigating actions will be provided by Clinical 
Directorates.  

 In Q2 the financial risk associated with a lack of full CIP 
plans will rise. Directorates have been asked to provide 
an update on plans at the July PRM. 

 A current risk is the Nursing Agency cost above cap. Our 
current usage and cost is above expected levels. 
Mitigation includes close working with NHSI in the short 
term to agree improvement actions and a Trust 
recruitment and retention programme led by HR. 

 A rising risk to report is a lack of formal agreement to 
payment to all activity performed by the Trust due to a 
lack of contract agreement with the North Kent 
Commissioners. Arbitration appears our only resolution 
route at the time of writing. 

 Financial control is being reviewed within the Trust. Work 
is underway within the Financial Recovery Plan to 
remedy any lack of control or importantly non-
compliance. The risk is one of the inherent risks of non-
delivery of our financial plan. 

 

Legal 
Implications/Regulatory 
Requirements 
 

Lack of achievement of the agreed control total will lead to 
further Regulatory actions 
 
 



 

Recovery Plan 
Implication 
 

Financial Recovery is one of the eight programmes of Phase 2 
Recovery. 

Quality Impact 
Assessment 
 

All actions will follow an appropriate QIA process 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

The Board is asked to note this report and receive assurance that 
despite the rising risks the Trust is performing slightly better than plan 
in Q1 2016-17.  
 
 
 
 

Recommendation 
 

The Board is asked to note this report. 
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1a. Consolidated Income & Expenditure

Consolidated I&E (June 2016)

Actual Plan Variance Actual Plan Variance Plan

£m £m £m £m £m £m £m

Revenue
Clinical income 22.75 22.04 0.70 57.97 57.54 0.43 230.71

High Cost Drugs 1.77 1.64 0.13 5.20 4.97 0.23 21.45

Other Operating Income 2.29 2.01 0.28 6.35 5.98 0.37 24.30

Total Revenue 26.81 25.69 1.12 69.52 68.49 1.03 276.46

Expenditure
Substantive -13.45 -15.29 1.84 -40.07 -45.39 5.32 -181.91

Bank -0.56 -0.26 -0.30 -1.69 -0.77 -0.91 -3.12

Locum -0.24 -0.25 0.01 -0.73 -0.75 0.02 -2.99

Agency -3.55 -1.80 -1.75 -8.94 -5.46 -3.47 -21.07

Total Pay -17.80 -17.59 -0.20 -51.42 -52.37 0.96 -209.10

Clinical supplies -3.40 -2.96 -0.44 -10.00 -8.80 -1.20 -34.65

Drugs -2.69 -2.52 -0.16 -8.24 -7.95 -0.29 -30.56

Consultancy 0.02 -0.08 0.10 -0.11 -0.23 0.12 -1.43

Other non pay -2.86 -2.59 -0.26 -8.19 -7.94 -0.25 -31.53

Total Non Pay -8.92 -8.16 -0.76 -26.54 -24.92 -1.62 -98.18

Total Expenditure -26.72 -25.75 -0.96 -77.96 -77.29 -0.67 -307.28

EBITDA 0.09 -0.06 0.15 -8.44 -8.80 0.25 -30.82
0% 0% 0% -12% -15% 0% -15%

Post EBITDA

Depreciation -0.79 -0.79 0.00 -2.39 -2.39 0.00 -9.69

Interest -0.10 -0.14 0.04 -0.34 -0.40 0.06 -2.02

Dividend -0.12 -0.11 -0.01 -0.34 -0.33 -0.01 -1.31

-1.01 -1.04 0.03 -3.07 -3.11 0.05 -13.02

Net (Deficit) / Surplus -0.92 -1.10 0.18 -11.50 -11.92 0.41 -43.84

Year to DateCurrent Month Annual

Commentary

Net (Surplus) / Deficit and Plan Figure

The Trust reported a £0.92m deficit in month 3, favourable to plan by £0.18m. As at month 3 the Trust's 

annual planned deficit for the year is £43.84m (as outlined in V3 of the Operating Plan presented to the 

Board in June). 

Clinical Income

The in month position for the Trust includes three months additional income relating to the STF. High cost 

drugs income is favourable to plan mainly due to increased activity.

Contract negotiations are yet to be finalised with CCGs.

Other Income

Other income is favourable to plan mainly due to  apprenticeship funding received in the workforce 

department, increased income for dermatology co-ordinators and increased restaurant income.

Pay 

Pay is £0.20m adverse to plan in month mainly due to a substantial increase in agency expenditure due to 

agency usage information being received relating to previous months.

Non Pay

Clinical supplies in month and YTD is adverse to plan mainly due to external outsourcing to improve RTT 

performance and additional expenditure on supplies due to increased activity. Expenditure on drugs is 

adverse to plan due to increased activity and is funded from additional income as reported above. Other 

non pay is adverse mainly due to increased costs for SLA's in the Acute and Continuing Care Directorate, 

legal expenditure in the corporate areas and a budget virement pending approval for CQC fees (budget 

contained in consultancy).

Directorate Reports    

The income and expenditure position by Directorate is detailed later in the report.                                                                                                                                                                                                                                                                                                                                                                                     

                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

Risks and Mitigations                                                                                                                                                                                                                                                                                                                                                                                                                                  

A high level of unidentified CIP is reported by the Directorates and is being reviewed and challenged at 

the PRM. As at month 3 £7.2m (Month 2 £7.2m) of the £12.6m (57%) remains unidentified with the plan 

assuming delivery from month 7. The clinical income contract with the main Commissioners is yet to be 

finalised. An arbitration process may need to be followed to ensure resolution.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 
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1b. Clinical Activity

Clinical Activity by Point of Delivery (June 2016)

Actual Plan Variance Actual Actual Plan Variance Actual

PBR

JanuaryElective Day CaseElective Day Case 1,966       1,935       31             1,359          5,481           5,652           171-           4,688       

JanuaryElective InpatientElective Inpatient 644          574          70             535              1,868           1,826           42             1,725       

JanuaryNon Elective InpatientNon Elective Inpatient 3,710       3,881       171-           3,262          11,543         11,676         133-           10,511     

JanuaryExcess Bed DaysExcess Bed Days 1,360       2,104       744-           1,940          3,857           6,105           2,248-        5,322       

JanuaryOutpatientsOutpatients 30,082     31,196     1,114-        28,584        89,250         85,437         3,813        79,357     

JanuaryA&EA&E 7,120       6,819       301           6,819          21,559         19,801         1,758        19,793     

JanuaryMaternity PathwayMaternity Pathway 922          909          13             879              2,657           2,658           1-                2,613       

JanuaryDirect Access RadiologyDirect Access Radiology 5,859       5,317       542           1,785          19,164         15,158         4,006        5,444       

JanuaryAdult Critical CareAdult Critical Care 942          918          24             709              2,469           2,536           67-             2,075       

JanuaryChemotherapyChemotherapy 967          836          131           1,402          2,653           2,419           234           3,643       

Total PBR 53,572     54,489     917-           47,274        160,501       153,268       7,233        135,171   

Non PBR

JanuaryDirect AccessDirect Access 210,400   196,800   13,600      106,739      588,378       534,238       54,140      291,634   

JanuaryNeonatal Critical CarePaediatric & Neonatal Critical Care
1,055       998          57             941              3,119           2,889           230           2,714       

JanuaryExcluded DevicesExcluded Devices 102          46             56             101              262               189               73             403           

JanuaryOther cost per caseOther cost per case 8,364       6,670       1,694        7,397          23,599         17,376         6,223        19,264     

Total Non PBR 219,921  204,514  15,407     115,178      615,358       554,692       60,666     314,015   

Prior Year In 

Month

Prior Year 

YTD Activity Performance against PlanCurrent Month Year to Date
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Commentary 
 
 
 

5,750
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7,500

7,750

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
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3,750
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Non-Electives 
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Commentary 
 
A&E attendances are significantly above plan in month & YTD, this is driven  by the recent surge in attendances where average  daily 
attendances has risen from circa 250 per day to 350 per day. Questions have been raised with Commissioners to assist in under standing 
the increase.  Further escalation will be actioned through the system resilience group. 
 
Non-Elective activity has reduced in month mainly due to reductions in admissions in T&O, Colorectal and Obstretics.  
 
Adult critical care days were  above plan in Month 3,  reducing the under performance YTD. 
 
Elective Day cases & Inpatients are above plan in month by 101 spells,  reducing the YTD under performance to 129 spells.  
 
Direct Access Pathology  activity & pricing is yet to be confirmed in the contract with the CCG's, once this has been agreed prior periods 
will be retrospectively adjusted.  
 
Excess Bed Days have continued to under perform against plan due to the impact of the medical model and the reduction of length of 
stay within the emergency pathway. 
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2. Loan agreement - status of compliance with additional terms 

Loan 

Agreement 

Clause

Description Implementation Timeframe Progress
Compliance with 

Loan Status

Risk to 

Organisation
Comments

8 – 1
Notification to Monitor / DH if anticipating to miss reforecast and 

require additional cash support

Immediately if anticipating missing 

reforecast and not less than 2 months 

prior to requiring the cash support

Trust reported a V3 plan on 29 June in line with new 

control totals. NHSi/DH are aware of revenue and capital 

funding required in 16/17

Trust is reporting an operating deficit within V3 of the plan

8 – 2
Agency nursing procured through approved frameworks and 

within maximum cap
Immediately 

All agencies routinely used are compliant with 

frameworks. Following introduction of 1st April price cap 

compliance is stable but plans are being developed to put 

on a downward, improving trajectory.

The 1st April price cap resulted in an increase in the 

trajectory which needs to be managed

8 – 3 Consultancy spend in excess of £50K pre-approved by Monitor Immediately Working through all business cases with Monitor team. No new contracts introduced without pre-approval.

8 – 4 Implementation of controls over VSMs and off-payroll workers Immediately In progress
Market Forces and compliance through Remuneration 

Committee

8 – 5 Review / benchmarking of Estates and Facilities costs 31st May 2016 Behind schedule. The FRP & Carter review supercedes

8 – 6 Produce an Estates strategy Summer 2106 In progress
Estates strategy needs to be developed in conjunction with 

overall Trust strategy.

8 – 7 Use P21+ Procurement framework for publicly funded capital work Immediately

Major capital works are being undertaken for the ED 

project.  Specific dispensation was sought from Monitor 

for these works to be tendered outside of the P21+ 

contract.

ED redevelopment of Majors using P21+

8 – 8
Commission an assessment from SBS of benefit in outsourcing 

Finance, Accounting and Payroll services
Sep-16

Payroll is being provided by SBS since February 2016. 

Outsourcing of other Finance and Accounting services to 

be further reviewed.

In relation to transactional services, SBS have been provided 

with Trust data; they have reviewed and we have worked 

with them to ensure they understand our submisison. Final 

confirmation to be given on their notes by us and then they 

will submit their proposal

8 – 9 Assess benefit of outsourcing staff bank provider 9th May 2016
Completed - benefit is in moving in-house with a go-live 

date of 26th March 2016.

8 – 10

Review savings opportunities in increased usage of NHS Supply 

Chain and provide copies of medical capital asset register and 

procurement plans

9th May 2016

Savings opportunities from using NHS Supply Chain are 

regularly reviewed by Procurement. Medical capital asset 

register is available.

8 – 11 Test savings opportunities in use of CCS framework 9th May 2016 CCS framework used

8 – 12 Become a member of the EEA portal and report relevant activity Not specified Member since 2010, activity is reported.

8 – 13
Provide access to relevant authorised individuals to allow 

monitoring of progress on above conditions
Immediately Ongoing

The full year revenue support loan agreement with the Department of Health requires the Trust to comply with a number of additional terms. These have been agreed by the Board and are summarised here, along with the 

current status of each and required timeframes for compliance.
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3. Balance Sheet
Last 

Month

Actual Actual Plan Variance

£m £m £m £m

Non current Assets 165.9 166.4 166.5 -0.1

Current Assets
Inventories 6.5 6.5 6.4 0.2
Trade receivables 15.4 22.5 25.1 -2.6
Other receivables 1.8 1.9 -1.3 3.2
Other current assets 7.2 6.0 2.3 3.8
Cash at bank 9.2 7.7 1.6 6.1
Current Assets Sub Total 40.1 44.6 34.1 10.6

Current Liabilities
Trade payables -19.8 -19.5 -17.2 -2.3
Other payables -21.3 -23.1 -17.6 -5.4
Borrowings -1.0 -1.0 -1.2 0.2
Provisions -0.1 -0.1 -0.1 0.0
Other liabilities -16.1 -16.0 -13.9 -2.2
Sub Total Current Liabilities -58.3 -59.7 -50.0 -9.7

Net Current Assets -18.2 -15.1 -16.0 0.9

Non Current Liabilities
Borrowings -85.7 -90.0 -89.8 -0.2
Provisions -0.8 -0.9 -0.8 0.0
Other liabilities 0.7 0.3 0.5 -0.2
Sub Total Non Current Liabilities -85.9 -90.5 -90.1 -0.4

Net Assets Employed 61.8 60.9 60.5 0.4

Taxpayers' and Others' Equity
Public Dividend Capital 129.5 129.5 129.5 0.0
Retained Earnings -100.0 -100.9 -101.3 0.4
Revaluation Reserve 32.3 32.3 32.3 0.0

61.8 60.9 60.5 0.4

Commentary

For the commentary relating to the 

balance sheet please refer to the 

following pages.

Current Month
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3. Cash Flow

14 Week Forecast

Actual Forecast

£m w/e 03/06/16 w/e 10/06/16 w/e 17/06/16 w/e 24/06/16 w/e 01/07/16 w/e 08/07/16 w/e 15/07/16 w/e 22/07/16 w/e 29/07/16 w/e 05/08/16 w/e 12/08/16 w/e 19/08/16 w/e 26/08/16 w/e 02/09/16 w/e 09/09/16 w/e 16/09/16 w/e 23/09/16 w/e 30/09/16

BANK BALANCE BFWD 9.51 20.71 19.43 22.58 8.17 19.19 17.07 29.35 10.19 7.25 19.28 22.83 21.33 6.72 17.46 14.61 22.60 8.66

Receipts

NHS Contract Income 13.91 0.04 0.00 0.23 13.85 0.29 4.22 0.00 0.00 13.28 0.00 3.56 0.26 13.33 0.00 3.56 0.26 0.00

Other 0.49 1.46 4.27 0.35 0.34 0.72 2.04 0.25 0.80 1.97 0.36 0.25 0.30 0.65 0.30 0.25 0.30 0.65

Total receipts 14.39 1.49 4.27 0.58 14.19 1.01 6.26 0.25 0.80 15.24 0.36 3.81 0.56 13.98 0.30 3.81 0.56 0.65

Payments

Pay Expenditure (excl. Agency) (0.10) 0.00 (2.16) (11.81) (0.02) 0.00 0.00 (13.51) (0.10) 0.00 0.00 (2.16) (11.35) (0.10) 0.00 (2.16) (11.35) (0.10)

Non Pay Expenditure (3.09) (2.77) (2.89) (2.64) (3.15) (3.09) (0.48) (4.99) (2.82) (2.82) (2.93) (2.82) (3.45) (2.82) (2.82) (2.93) (2.82) (3.57)

Capital Expenditure (0.01) (0.01) (0.31) (0.53) 0.00 (0.03) 0.00 (0.90) (0.82) (0.39) (0.36) (0.33) (0.36) (0.33) (0.33) (0.33) (0.33) (0.33)

Total payments (3.20) (2.78) (5.36) (14.98) (3.17) (3.12) (0.48) (19.41) (3.74) (3.21) (3.29) (5.31) (15.16) (3.25) (3.15) (5.42) (14.50) (4.00)

Net Receipts/ (Payments) 11.19 (1.28) (1.10) (14.40) 11.02 (2.12) 5.78 (19.16) (2.94) 12.03 (2.93) (1.50) (14.61) 10.73 (2.85) (1.62) (13.95) (3.35)

Funding Flows

FTFF/DOH 0.00 0.00 4.25 0.00 0.00 0.00 6.50 0.00 0.00 0.00 6.48 0.00 0.00 0.00 0.00 9.61 0.00 0.00

PDC Capital 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Loan Repayment/Interest payable 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Dividend payable 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00 0.00

Total Funding Flows 0.00 0.00 4.25 0.00 0.00 0.00 6.50 0.00 0.00 0.00 6.48 0.00 0.00 0.00 0.00 9.61 0.00 0.00

BANK BALANCE CFWD 20.71 19.43 22.58 8.17 19.19 17.07 29.35 10.19 7.25 19.28 22.83 21.33 6.72 17.46 14.61 22.60 8.66 5.31

Commentary 

This graph shows the Actual cash profile for the Trust for June 2016; it also illustrates the forecasted profile

up to the 30th September 2016. The Trust commenced June with £9.22m and ended the month with £7.67m.

This balance complies with the minimum liquidity tramline required by DoH (£1.4m). 

The Trust does not currently have a Revenue Loan facility in place for 2016/17 to cover the anticipated deficit; 

however the mitigation for this is included within the Finance Risk Register (see extract below). 

During June the Trust made use of its £21.3m Working Capital Facility (WCF) and drew down £4.25m; the

trust has requested to draw down a further £6.5m in July and it is forecasted that the trust will have fully

utilised this facility by September 16 and will therefore require alternative funding to be in place. It is

anticipated that the trust will have access £8.4m of Sustainability and Transformation Funding, however the

timings and profile of this receipt is currently undetermined therefore excluded from this forecast.

Finance Risk Register - the 16/17 Operational plan clearly outlines revenue funding requirements. Discussions

are ongoing with the DoH to confirm the final requirement. Business cases for key capital investments have

been prepared with NHSI and DoH prior to approval of Board. The Funding source will be secured prior to

plans being finalised. Clarity of requirement for external funding has been signalled in the Operating Plan.
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3b.Capital

Capital Programme Summary

Annual

Actual Plan Variance Actual Plan Variance Plan

£m £m £m £m £m £m £m

Expenditure

Recurrent Estates & Site Infrastructure 0.05 0.44 -0.39 0.33 0.66 -0.33 5.06

IM&T 0.17 0.10 0.07 0.40 0.22 0.18 5.9

Medical & Surgical Equipment 0.38 0.32 0.06 0.40 0.32 0.08 1.52

Specific Business Cases 0.47 0.02 0.45 0.63 0.54 0.09 3.88

Transform Projects (ED/AAU) 0.29 0.38 -0.09 0.72 0.77 -0.05 11.84

Total 1.36 1.26 0.10 2.48 2.51 -0.03 28.20

Capital Monthly Profile

Current Month Year to Date

Commentary

To date only marginal variances have occurred and reflect 

minor timing differences. The external financing 

requirement for the 2016-17 capital programme is still 

subject to agreement with NHSI and discussions have 

continued.
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Lead Director 
 

Matthew Gray Head of Business Intelligence 

Responsible Sub-
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Clinical Informatics Group (CIG) 

Executive Summary 
 

 
The strategy sets out the systems and processes to ensure that 
the quality of our data is improved from its current position. The 
strategy will be reviewed annually and updated were 
appropriate.  
 
 
 
 
 

Risk and Assurance 
 

 
Capacity of the current team to deliver – mitigated by 
development of data quality team within current trsut wide 
budgets 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
IG Toolkit implications 
 
 

Recovery Plan 
Implication 
 

Continuing the work to improve our corporate and clinical 
governance, which will support both safe and high quality patient 
care and a productive working culture for staff. 
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Recommendation 
 

 

 



 

   

Medway NHS Foundation Trust 

People and OD Strategy 

2016 -2020 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

Medway NHS Foundation Trust 

Data Quality Strategy 

August 2016- July 2018 

 



 

   

 
 

Foreword  
 
 
Medway NHS Foundation Trust is committed to providing the Best of Care by the 
Best of People.  
 
In order to deliver best-of-breed clinical services, the Trust depends upon the 
provision of high quality, informative, and decision-supporting reports and analyses. 
These, in turn, depend upon the timely and accurate collection of data (via OASIS 
PAS and related systems) associated with the numerous pathways and processes 
that support the patient journey. This data is gathered from the source systems 
through a variety of means, ranging from automated “extract” delivery, through to 
spreadsheets, “local databases”, and in some cases, email.  
 
The purpose of data collection and reporting is manifold. Income & Billing, 
Performance Reporting, Statutory data collection, benchmarking and epidemiological 
analyses, demographics and service planning, waiting list management, and more 
importantly, clinical/operational decision-support. The ever-changing landscape of 
national and local reporting requirements necessitates the rapid development and 
enhancement of a variety of Data Collection and Reporting processes. This 
inevitably leads to an extremely complicated map of systems, interfaces, human and 
automated processes, business units and functions, which span across numerous 
external, internal, and vendor, relationships. 
 
Data Quality improvements cannot be achieved without collaborative, well-
organised, cross-departmental efforts, and an insistence on rigor and 
conscientiousness in all areas of data entry, processing, reporting and within the DQ 
Program itself. This strategic document sets out the processes, logic, and 
governance arrangements necessary to achieve the following: 
 

 Total characterisation of the Trust’s data quality situation. 

 Significant, measurable improvements to data quality. 

 Sustainable data quality structures, processes and functions. 
 
 
The DQ strategy is aligned to the Trust’s overarching strategic objectives and should 
be read in conjunction with the Trust’s Health Informatics Strategy. 
 
 
 
 
 
 
 
 
 
 
 
 



 

   

 

Introduction 
 
The following is a simplified view of the key strategic forces associated with DQ: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Fig 0.1 
 

 
 
 
It may be useful to think of Data Quality as a conflict. For each attack on the quality 
of data, there is a potential counter move:  
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 Operational human errors will be countered via DQ-enhanced user 
training/performance management, as well as Operationally-managed 
validation and correction exercises. This area will also benefit from the 
rationalisation of input methods, improved system interfaces and reduction in 
multiple-keying. 

 

 Configuration errors will be countered by improved Vendor management 
and tighter Operational->Back Office processes – as well as, less desirably, 
Data-Warehouse work-arounds and corrections. 

 

 Data processing errors will be countered via the rationalisation of data 
processing and integration activities across the various systems and BI-side 
databases. (This is best effected with the use of a purpose-built data 
warehouse architecture, and enhanced with risk-mitigating error capture 
algorithms). 

 

 Reporting Errors will be countered with improved QA Processes within the 
BI department, the development of SOPs for all significant reports, the 
rationalisation of the BI catalogue, and the development of single-source KPI 
tables to support multiple reporting outputs. 

 
The role of the Health Informatics Data Quality Team is to ensure these counter 
moves are performed, via the coordination and monitoring of activities across the 
Trust, as well as through its own specific functions: 
 

 DQ Issue Discovery 
o User-group reports 
o Helpdesk calls 
o BI/DQ Capture 
o Customer 

 

 DQ Issue Diagnosis 
o Classification 
o Root Cause Analysis 
o Impact Analysis 
o Prioritisation 

 

 DQ Issue Solution Management 
o Coordination of Vendor, IT, Training and Operational Resolution 

Processes 
o DQ Performance management. 
o Leadership, motivation, escalation. 

 
(Refer Appendix I for precise DQ Team Process, and Appendix II for DQ Team 
Structure) 
 
 
 

 
 



 

   

 

 
 

The Strategy – Describe & Diagnose Process 
 
The goal is obviously to reduce the incidence and prevalence of data errors and 
omissions at the Trust. It is therefore necessary to first characterise the current DQ 
situation, consequently allowing the broad direction of appropriate resource towards 
the most damaging areas.  
 
 
There are a range of issues that are already regularly reported upon, and  The list 
refers largely to OASIS-sourced data. The identified issues will be characterised in 
terms of their causation category (Human Error, System Config, Data Processing, 
Report Error) and impact category (Clinical, Operational, Financial, Reputational), 
and DQ Issues sourced from non-OASIS systems also needs collecting.  
 
DQ LOG 
 
All (types of) DQ Issues will be gathered into a single, central log, where each issue 
will be fully described. It is important to note that all issues, whatever their nature,  
discovery method, or supposed impact, should be included within the log, to enable 
a true global prioritisation and management of such. 

 
The following shows the top portion of the DQ Log, partly characterised. The precise 
process for discovering and classifying issues for inclusion within the log it shown in 
Appendix I. The structure of the log is shown within Appendix III 
 
The log itself provides a means of prioritising the issues, via a formula which 
accounts for the determined impact, and uplifts priority ratings where there is the 
potential for clinical impact. It also allows senior interventions and re-prioritisation 
based on broader strategic concerns. The log serves initially to provide a global 
characterisation of the DQ situation at the trust, then continues as the central register 
for all changes: Final resolution, Issue improvement/Decline, Action updates and 
histories, and importantly – formally stating ownership and accountability 
relationships 
 

Resolution Process 
 
The resolution process for DQ Issues depends upon the class of issue being 
managed. Appendix I shows the precise logic to be followed in each case. Some 
issues will have more than one causation category, and most issues will result in 
more than one impact category (heightening the priority rating). 
 
Most issues start as “Functional Issues” – where some functional reporting output is 
compromised – so for example “A&E 4 hour performance non-computable”. After 
further analysis and diagnosis, the issue may evolve into “A&E depart time in wrong 



 

   

format” – a Technical Issue. (or indeed, it may split into two, or more Technical 
issues). 
 
The resolution process is to be, at all times, monitored and pursued by the Data 
Quality Team. Vendors and internal providers will be coordinated, brought to DQ 
Meetings and conference calls to provide regular updates, and offer explanations for 
non-delivery on required processes. 
 

Governance 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The effective coordination of teams and resources is critical to the success of the DQ 
Program. The Data Quality Group meetings will bring together representatives from 
each of the areas shown above.  
 

 
Critical Meetings/Groups: 
 
CIG – Strategic steer and DQ Prioritisation. Instantiation of Task & Finish Groups for 
high-priority, or failing areas. Receives monthly DQ Report from DQ Group Meeting 
 
DQ Group – Tactical steer and DQ Prioritisation. Pursuit of actions and updates 
associated with resolution process, registering newly discovered issues, monitoring 
DQ performance, production of monthly DQ Report for CIG. 
 
PAS User Group – Front-line issue resolution and training delivery, closing the loop 
on new workflow standards, current poor practice and known issue, as well as 
elucidating the broader context to users. The group will report emerging issues into 
DQ Group.  
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IT 
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Information 

Governance 

Finance 

Clinical 
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BI Meetings & Drop-ins – Discovery of emerging issues, management of technical 
corrective measures and workarounds. Reports into DQ Group. 
 
 

Deployment and Resource 
 
The deployment plan is detailed within Appendix IV Deployment Plan. 
 
Dedicated DQ resource, evolving from the current Operationally-led RTT Validation 
department, has been agreed, and the team is presently being assembled. The 
nature of the activities to be undertaken by this team is detailed within Appendix V – 
Resource Planner, which also sets out the required effort (converted to WTE, 
accounting for absence rate of 15%) against each of the tactical work streams. 
 
 

Concluding Statement 
 
This is a two year plan, and will be reviewed quarterly (next review November 2016), 
in order to ensure cogency with the prevailing DQ situation at that time.
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Appendix II – DQ Team Structure 

 

 
 
 
 

 

 

 



 

   

 

Appendix III - Current DQ Log 

 

 

 

 

 

 

 

 

 

 

 



 

   

Appendix IV – Deployment Plan 

 
 
 

 



 

   

Appendix V – DQ Resource Planner 

 

 



 

Report to the Board of Directors 

Board Date : July 2016 

Title of Report 
 

People and Organisational Development Strategy 
 

Reporting Officer 
 

Rebecca Bradd, Acting Director of Workforce 

Lead Director 
 

Rebecca Bradd, Acting Director of Workforce 

Responsible Sub-
Committee 

Executive Group 

Executive Summary 
 

The People and Organisational Development Strategy 
articulates the vision for our workforce over the next four years 
to 2020. 
  
It is recognised that there have been significant challenges in 
terms of resourcing, retention and engagement of our staff and 
that this is set in a context of national shortages of critical clinical 
roles and evolving models of health and social care delivery 
through the Five Year Forward View.  
 
The work being undertaken to address the immediate challenges 
will continue but it is important that we have a framework for a 
broader scope of delivery set across the four years to enable the 
delivery of our vision for our workforce, in which we have the 
right people in place to provide the right care at the right time 
and be able to work and develop within a supportive culture 
which values everyone’s contribution.  
 
The strategy has been developed and socialised with a number 
of our leaders and our unions. 

Risk and Assurance 
 

The Trust currently does not have a Workforce Strategy and 
without this structure, the vision for workforce and improvements 
in this area cannot be articulated, enacted and communicated to 
our leaders and our staff. 

Legal 
Implications/Regulatory 
Requirements 

n/a 
 
 

Recovery Plan 
Implication 

The Year One delivery plan is included with the strategy and is 
aligned to programmes of work within the Recovery Plan. 

Quality Impact 
Assessment 

n/a 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 

 
 
Approval 
 
 

Recommendation 
 

The Board is asked to approve the People and Organisational 
Development Strategy 

 



Workstream  Apr - Jun  Jul – Sept  Oct - Dec  Jan - Mar  

Resourcing  

 
Priorities: 

 Attraction 

 Retention-reward 

 Conversion of 

temporary 

recruits  

 Agency control 

 Overseas 

recruitment 

Design Attraction Strategy  

Calendar of resourcing events in place 

Embed MFT Staff Bank  

Review and complete Standard Operating 

Procedure for Bank  

European nursing recruitment programme 

Validate vacancy data 

 

Complete attraction strategy including 

rebranding plan to attract candidates  

Complete benefits plan and launch  

Complete Resourcing requirements across 

priority staff groups  

Commence non EU overseas recruitment 

campaign  

Complete and implement amendments to 

recruitment process and resourcing team 

structure 

    Full TSS service review   

Review agency contracts to ensure 

compliance and best value in line with 

procurement initiatives  

Take action to move agency staff to bank  

Implement staged approach to bring Trust in 

line with agency caps 

Complete trajectories to control agency 

spend in conjunction with finance  

Complete recruitment of unqualified staff  to 

bank  

Complete  staged approach to bring Trust in 

line with agency caps 

 

 

 

Design reward and recognition framework 

 

Culture and 

Engagement  

 
Priorities: 

 Retention-

recognition  

 Staff survey 

action plan 

 Culture- Vision & 

Values 

 Engagement 

events and quick 

wins 

Improving Working Lives award ceremony 

Staff Survey Results published 

Staff Survey improvement plans  identified 

for each Directorate   

 Launch Staff FFT Survey  

Every Person Counts (Respecting Each 

other) anti- bullying campaign launched 
Vision and Values launched 

Vision and Values management and staff 

briefings 

Vision and Values champions identified 

Continued roll-out of V&V visual displays 

across all Trust sites   

First & Last Impressions groups arranged for 

the year  

Schedule in place of Board to Ward visits 

Develop and approve Workforce 

Communications Strategy  

Design recognition framework inc Improving 

Working Lives, WOW and quick wins 

Introduce WOW immediate thank you cards  

Introduce Vision and Values badges 

Launch Staff FFT Survey 

Develop plan to engage and extend current 

champions into Cultural Champions  

Commission organisational culture diagnostic  

Undertake engagement pulse check 

Develop directorate owned plans for staff 

engagement  
Commence Engagement Summits    
Launch the Trust’s Wellbeing Plan  

Launch E & D group to deliver actions 

Plan communications and launch NHS Annual 

NHS Staff Survey  

WOW Awards annual ceremony 

Launch Staff Engagement Framework 

(developed from Directorate owned plans) 

Launch Staff FFT Survey  



Leadership and 

Development 

 
Priorities: 

 Leadership 

 Retention- 

development 

 Retention- career 

pathways 

 Appraisal and 

performance 

 Mandatory 

training 

 Talent 

management 

 

2016 Leadership Forums in place  

Launch Management Development 

Programme 
Launch 2016 Learning and Development 

programmes 

Launch Values and Behaviours Assessment 

Tool  

Corporate Welcome (Trust induction) 

launched 

Mandatory Training policy updated  

Coaching programme supported by GSTT 

launched  

Launched new Performance Management 

process including appraisal 

Local induction relaunched 

Library and Knowledge Management service 

re-launch  

 

2017 L&D Planning process commences  
Launch Talent Management Plan  
Learning Management System in place 

Develop year 2 coaching plan 

Workforce Design 

and Informatics 

 
Priorities: 

 Sustainable 

workforce design 

 Workforce 

systems 

 ESR 

establishment 

 E roster 

 Workforce 

analytics 

Health Roster review of Nursing usage 
 

Work with HEKSS on Trust workforce 

planning  

Commence strategic review and needs 

assessment of Workforce IT systems  

Confirm and validate baseline workforce 

metrics  

Complete validation of ESR data  

Roll out Health Roster for Admin & 

remaining clinical staff (except nursing) 

Implement Establishment Control in ESR  

Scope workforce metric requirements for 

improved data scorecard 

Increase productivity use of E-Roster and 

Safe Care reporting throughout the wards 

Develop MFT Workforce Plan  

Scope roll out for ESR data self service  

Commence roll out of Health Roster for 

Medical Staff  

 

Commence Development of  Health Economy 

Workforce Plan  
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Forward  
 
Medway NHS Foundation Trust is committed to providing the Best of Care by the 
Best of People.  
 
Our vision for the workforce is one in which we have the right people in place to 
provide the right care at the right time and be able to work and develop within a 
supportive culture which values everyone’s contribution. 
 
The People and OD Strategy sets out the direction and implications for workforce at 
Medway NHS Foundation Trust over the next four years to 2020.  
 
Our delivery plans will focus on four priority areas, all of which are interdependent 
and are of equal strategic importance:  
 

 Resourcing 

 Culture, Diversity and Engagement 

 Leadership and Development 

 Workforce Design and Informatics 
 
The strategy is aligned to the Trust’s strategic objectives and should be read in 
conjunction with the Trust’s Clinical Strategy and Operational Plan. The workforce 
strategy seeks to ensure we have a workforce which is financially sustainable, as 
modelled in the Long Term Financial Model (LTFM) and delivers high quality 
services and satisfaction for our staff and patients.  
 
This document outlines our organisational commitments and the Trust’s workforce 
pledges, in line with Trust strategic objectives. It also aims to address current 
workforce issues highlighted within the Trust’s Recovery Plan.  
 
Implementing this strategy will support the Trust to achieve its overall vision and 
strategic objectives. Importantly it also details the changes that need to be made to 
enable the organisation to move forward and adapt to the changing environment of 
the NHS. It provides a long term strategic framework under which a number of more 
detailed projects will be developed to address specific challenges or development 
priorities.  
 
The strategy and delivery plan will be reviewed and refreshed in parallel with the 
annual business planning cycle to ensure it remains aligned with the Trust’s vision 
and emerging priorities and to take account of internal and external changes in light 
of new HR evidence and best practice.  
 
Development of the strategy has been led by the HR service with input from Trust 
Board and senior clinical and managerial leaders from across the business.  
 
 

 
 
 



 

   

 
 

People and OD strategy 
  

1. Context 
 
The People and OD strategy has been developed in the context of the changing 
national and local health and social care landscape and is aligned with the Trust’s 
strategic objectives, clinical strategy and operational plan.  
 
Over recent years there have a number of national and local initiatives that have 
impacted on the Trust in terms of its clinical strategy, its clinical, financial and 
operational performance and these in turn have had a significant impact on the 
workforce in terms of numbers, skills, engagement and culture in which we work.  
 

This strategy aims to address the short to medium term workforce challenges as well 
as developing a sustainable, highly skilled, motivated and engaged workforce for 
now and into the future. 
   

1.1 THE NATIONAL CONTEXT  
 
A number of national initiatives have and continue to impact the Trust, for example 
the Health and Social Care Act 2012, the Francis Report 2013, the Keogh review 
into Transforming Urgent and Emergency Care Services 2013, the CQC hospital 
inspection regime, the Shape of Training Report 2013, Lord Carter’s Operational 
Productivity and Performance in NHS Acute Hospitals report 2015, Nuffield Trust’s 
Reshaping the Workforce report 2016, the new junior doctor contract and anticipated 
new Consultant contract, the Apprentice Levy (as part of the Enterprise Bill) and the 
removal of nursing bursaries. These initiatives, together with the current financial 
pressures across the public sector will impact the way that services are 
commissioned and delivered, the standards of care provided, the way in which future 
staff are trained and contracted and the way in which healthcare is regulated.  
 
The NHS 5 Year Forward View (2014) sets out how the NHS needs to change and 
articulates the need for a more engaged relationship with patients, carers and 
citizens to promote wellbeing and to prevent ill health whilst achieving £22 billion in 
efficiency.  
 
There are also a number of national workforce supply / availability drivers that 
include, but are not limited to, the impact of:  
• Labour market constraints and increasing competition for skilled staff;  
• Historical education commissioning patterns taking time to unwind (Health 
Education England estimates nursing supply to meet demand by 2020 and the 
impact of training new Consultants would impact by 2030);  
• Regulator, Royal College and Professional Body staffing guidelines;  
• Rigidity of reward and the NHS pay and terms and conditions regime (including the 
impact of the new Junior Doctor contract and anticipated new Consultant contract);  
• Changing NHS and wider pension arrangements 
 
 



 

   

 
 
1.2 THE LOCAL CONTEXT  
 
Medway NHS Foundation Trust is one of four acute trusts in Kent, primarily providing 
acute secondary care to a population of over 400,000 in Medway and Swale, with a 
turnover of £262m in 2016/17.  
 
In recent years the Trust has operated at significant financial deficits with a 
significant proportion of the 2015/16 deficit relating to pay expenditure mainly as a 
result of an increase in nursing and medical staffing levels in response to adverse 
reports on quality which have been paid at a premium due to recruitment and 
retention challenges.   
 
The Trust was also placed in special measures by the Care Quality Commission in 
2013 and has had several years of instability, unstable leadership and governance. 
 
Best of Care, Best of People is Medway NHS Foundation Trust’s vision for 
healthcare for our patients and local community launched in April 2016. The Trust 
strategic objectives have also been refreshed: 

 Provide the best of care by embracing new and innovative models supported 
by technology and learning 

 Improve system integration and leadership 

 Enable staff to be their best and give their best 

 Create financial sustainability and value in all we do 
 
Our vision and strategic objectives can only be realised through engagement of our 
people, our patients and our community and by tackling health inequalities and by 
promoting a culture of equality, diversity and inclusion. Our new values and 
behaviours have been developed with our people and support our commitment to a 
values based approach to everything we do.  
 
The Trust is also part of the Kent and Medway Sustainability and Transformation 
Plan (as part of the 5 Year Forward View implementation) which is in its 
development and will likely have a significant impact on the way health and social 
care is delivered and the workforce required to achieve this.  
 

1.4 SUMMARY  
 
Taking these factors into account, the Trust requires a People and OD strategy that 
will enable the delivery our vision for our workforce, in which we have the right 
people in place to provide the right care at the right time and be able to work and 
develop within a supportive culture which values everyone’s contribution.  
 
 
 
 
 
 
 
 



 

   

 
 

3. How we will get there  

 

3.1 THE FUTURE WORKFORCE – OUR AMBITION  
 
We will use a four-pronged approach to responding to the changes described in the 
previous section and to support the delivery of the Trust’s strategic objectives, 
clinical strategy and vision for 2020.  
 
Our delivery plan will focus on the following priority work streams; Resourcing, 
Culture, Diversity and Engagement, Leadership and Development and Workforce 
Design and Informatics; all of which are interdependent and are of equal strategic 
importance. The delivery plans allow us to address an immediate priority around 
resourcing. Our delivery plan will enable us to attract, recruit and retain staff and 
safely deploy them using good governance and appropriate controls. 
 
Leadership is extremely important and there is plenty of evidence that good line 
management relationships lead to good employee health, reduced turnover and 
reduced rates of sickness / absence. Through our leadership and management 
development plans we will support our managers to act as leaders and realise the 
health and wellbeing benefits that their support and guidance can bring to their 
teams, improving individual and team performance to benefit the organisation as a 
whole. 
 
We will address and act now to improve our organisational culture and operating 
environment by focusing on the benefits of diversity and improving lines of 
communication so that all staff feel informed and valued for their contribution.  
 
Our ambition is to enable our managers to access and utilise technology and 
workforce intelligence to help inform decision making and support learning. We will 
invest in workforce technology and act now to improve efficiency and productivity 
through standardised and streamlined transactional processes. 
 
Our ambition is that our future workforce will have a clear understanding of the 
contribution that they can make and they will have the skills and training that they 
need to care for their patients. They will no longer be confined to rigid training and 
career pathways, but will have access to more rewarding and adaptable careers. We 
have an aspiration to improve the support that we provide to our staff, both in terms 
of training and in terms of employee wellbeing, helping them to stay healthy, resilient 
and motivated. Our education programmes and our reward and recognition 
programmes will help to inspire our staff to continually improve the care they provide. 
We will continue to promote diversity in our workforce.  
 
Our ambition is to give our staff the skills and competencies they need to enable 
them to work across acute and community pathways. They will be well-trained and 
have the experience that they need to deliver care collaboratively in partnership with 
other staff groups across organisational boundaries. They will be able to provide 
patients with greater access to services seven days a week. We will work 
collaboratively with the organisations within our Sustainability Transformation Plan to 
develop employment models that meet staff aspirations as well as providing the 
organisation with long term sustainability of services.  



 

   

3.2 OUR APPROACH TO CHANGE 
The People and OD strategy has been developed alongside the Trust’s strategic objectives and clinical strategy to ensure future patient 
needs can be met. This strategy will be delivered in four key workstreams – Resourcing, Culture, Diversity and Engagement, Leadership and 
Development and Workforce Design and Informatics. The figure below sets out the approaches and the delivery plans in each area:  
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3.3 RESOURCING  
 
3.3.1 Attraction and Retention Strategy  
Competition for staff in healthcare is increasing, with national shortages for roles 
within a variety of professional groups. It is essential that Medway NHS Foundation 
Trust is recognised as a great place to work and that talented individuals choose to 
apply for posts within the Trust.  
 
We need to develop a comprehensive attraction and retention strategy that reflects 
the way that people are making decisions about their careers and rooted in an 
understanding of why clinical staff choose to undertake specific roles or to work with 
specific organisations.  
 
Key Actions  

 Develop the Medway brand and be effective in the use of social media to 
ensure that the Trust has a prominent, immediate and meaningful means of 
communicating with prospective employees and trainees 

 Improve the quality of the attraction and recruitment material including 
alignment to the Trust’s values  

 Create strategic alliances to attract talent, specifically working with local 
schools, colleges and other education providers  

 Develop educational placements, programmes and other activities to attract 
future staff  

 Develop a more sophisticated total reward package and staff incentive 
schemes to enhance and differentiate Medway NHS Foundation Trust as a 
great place to work  

 Introduction of new feedback mechanisms to improve recruitment and the 
ongoing retention of staff  

 Ongoing work to better understand why staff leave, leaver patterns and the 
stability index (including maternity leave) for different staff groups to help to 
develop optimum targets for staff turnover and to drive pre-emptive 
recruitment campaigns  

 Promote working on the Bank to existing staff  

 Promote working substantively to Bank only and agency staff 
 
Success will be measured via:  

 improving vacancy ratios between substantive and agency staff  

 Growth in volume of candidates applying for positions at Medway NHS 
Foundation Trust  

 Growth in volume of applications via social media / online  

 Improvement in turnover rate for clinical staff and staff under one year’s 
service 
  

3.3.2 Recruitment, Selection & Induction  
The recruitment of skilled and able staff who demonstrate our shared values, is vital 
for our patients and for the organisations’ long term success. We will work to improve 
our recruitment processes and to ensure that we have an effective induction.  
 
 
 



 

   

 
 
 
Key Actions  

 On-going work to improve our recruitment process including the functionality 
of the electronic recruitment system  

 The introduction of pre-selection values screening and values based 
recruitment training for managers  

 Embedding Corporate Welcome Trust induction  

 Development of an on-boarding process to engage and motivate staff from 
the start of their employment  

 Fully utilising the data reporting facility in our electronic recruitment system to 
measure the flow and timings within the recruitment process and take action 
to address where appropriate  

 
Success will be measured via:  

 Targeted reduction in time to hire averages using electronic recruitment 
system 

 Number of managers trained in values based recruitment 

 Targeted improvement in local induction  

 Improvement in turnover rate for clinical staff and staff under one year’s 
service 

 Customer service survey and feedback from managers, staff and candidates  
 
3.3.3 Workforce Sustainability & Productivity  
Managing staff and staffing levels effectively is critical for the sustainability of the 
organisation into the future.  The use of expensive temporary staffing and the impact 
of inefficient management practice is not sustainable and has a significant impact on 
the continuity and quality of care and financial position. The usage of temporary 
staffing is not only because of current vacancy levels; but when substantive staff are 
absent due to sickness or where there is inefficient rostering, and therefore the 
management of staff wellbeing and effective management of staffing requirements is 
vital.  
 
Key Actions  

 Implementation of an agency staffing spend reduction programme  

 Development of the Trust bank to provide a supply of quality and available 
staff and financial savings 

 Review and continuously develop workforce policies, pay and terms and 
conditions to support workforce equity and organisational sustainability  

 Train leaders in change and workforce improvement methodologies  

 A phased roll-out of rostering software packages across all staff groups  
 
Success will be measured via:  

 Levels of breaches of agency caps 

 Year on year reduction in agency spend  

 Number of HR policies updated 

 Levels of completed training in improvement methodologies 

 Rollout of e rostering across all staff groups  

 Improvement in efficiency metrics for e rostering 
 

 



 

   

 
 
3.4 WORKFORCE DESIGN AND INFORMATICS 
 
3.4.1 Shape and Size of the Workforce  
Developing a sustainable, highly skilled, motivated and engaged workforce for now 
and into the future is vital to the sustainability and success of the Trust. The 
workforce model and new roles will need to align to the clinical strategy for the Trust, 
meet current service delivery models and be responsive enough to support the 
delivery of future health and social care cross-organisational pathways and emerging 
ways of working across organisational boundaries.  
 
Key Actions  

 Implement Establishment Control through Electronic Staff Record (ESR), 
enabling cost control, efficiency and improved workforce performance.  

 Develop a Trust workforce plan alongside current and future demand and 
capacity 

 Co-produce a health economy workforce plan with our partners across the 
Sustainability Transformation Plan – to enable the sharing and analysis of 
system wide intelligence across both health and social care  

 Provide training and tools to support competency based workforce planning 
and education commissioning  
 

Success will be measured via:  

 The development of an agreed Trust and health economy workforce plan with 
our partners across the Sustainability Transformation Plan 

 Staff group workforce numbers in line with national benchmarks i.e. model 
hospital requirements  

 
3.4.2 HR Framework to Deliver the Clinical Strategy  
Changing operational and strategic demands on the organisation will require a 
flexible and responsive workforce. As an organisation, increasingly working in 
partnership, we will need employment models which are flexible and responsive. We 
need to be agile to cope with the quickening pace of change and to be responsive to 
competitive tenders and new service models as they are commissioned.  
 
Key Actions  

 Co-design of the HR framework and employment models to support new ways 
of working, particularly the shift in focus from acute to community and social 
care settings, and to reflect potential changes in employer resulting from 
commercial developments  

 Development of the framework to support cross-organisational working 
enabling collaborative workforce planning at a health economy level, and 
helping our staff to work across a variety of settings  

 Design and development of more flexible roles, enabling staff to work with a 
core set of skills, whilst being flexible in their approach within their scope of 
practice. We will explore more flexible terms and conditions such as part time 
options, job sharing, secondment opportunities and new, more flexible career 
paths  
 
 
 



 

   

 
 
 
 

 Programme of continuous improvement of HR and corporate transactional 
processes  

 Design of new roles with broader competencies to support cross-
organisational working  

 
Success will be measured via:  

 Development of a clinical competency training package to ensure staff are 
competent to transition across both acute and community  

 Introduction of new, more flexible roles and career paths 

 Service level agreements in place for HR transactional processes  
 
3.4.3 Workforce information and systems 
Understanding and improving access to real time workforce data is crucial to enable 
managers to make informed decisions about current and future staffing needs. 
Workforce systems that are easy to use and accessible to all managers and staff will 
improve the use of systems and the accuracy of workforce information.  
 
Key Actions  

 Undertake a review of all workforce systems 

 Develop tools and resources to support decision making and planning, giving 
managers access to real-time workforce data and information through self 
service  

 Ensure continuous improvements to data quality, timeliness and access  

 Benchmark and share workforce best practice 
 
Success will be measured via: 

 Further development of Workforce metrics and an organisational dashboard 
to meet Board and the model hospital requirements  

 Phased roll out of systems to support self-service access to workforce 
information  

 Top Quartile quality scores for National WOVEN (Workforce Information 
Centre) workforce data  

 
3.5 CULTURE, DIVERSITY AND ENGAGEMENT  
 
3.5.1 Equality and Diversity  
Integral to building a supportive culture that values the contribution of all staff is 
treating everyone fairly and with dignity and respect. Our Trust values provide the 
foundation for our work to achieve fairness and equity for all. The Board has made 
its commitment to Equality and Diversity and refreshed its Equality and Diversity 
objectives as part of its commitment to EDS2.  
 
Key Actions  

 Implement the Equality and Diversity 2 (EDS2) 

 All staff will have undertaken Equality and Diversity training 

 Improve performance against race equality measures identified in the NHS 
Workforce Race Equality Standard  
 



 

   

 
 
 
 

 Ensure equality of outcomes regardless of protected characteristics with 
regard to recruitment & selection and bullying & harassment  

 
Success will be measured via: 

 Implementation of an Equality and Diversity Group  

 EDS2 to be implemented by January 2017  

 All staff to have received Equality and Diversity training by 31 December 2016 

 Staff networks set up for staff with protected characteristics by December 
2016  

 
3.5.2 Valuing and recognising our staff  
Evidence indicates where all staff feel valued and recognised they use discretionary 
effort and demonstrate commitment and motivation to the organisation and as such 
will provide better care for patients. This in turn is likely to impact positively on staff 
retention rates and in attraction as staff are likely to be proud ambassadors for the 
Trust. Simple thanks and recognition of the effort people make in their daily work is 
key to personal motivation.   
 
Key Actions  

 Embedding the Trust’s value based behaviours across the whole organisation 
ensuring all staff know and understand what is expected of them, irrespective 
of their role  

 Implementation of a Recognition framework, including a range of schemes to 
underpin our approach 

 Introducing the WOW daily thank you cards across the Trust  

 Launching a refreshed performance management framework aligned to Trust 
Values and behaviours  including refreshed performance reviews 

 Equipping managers with the necessary skills and confidence to hold 
performance conversations with all staff  

 Contributing to regional and national learning events and promoting what we 
do, so that others can learn from our experience  

 
Success will be measured via:  

 Engagement survey feedback including NHS National Staff Survey, local 
Pulse Surveys and Staff FFT  

 Recognition framework launch and uptake, including recognising special and 
long service  

 Quality and number of nominations for WOW staff awards 

 Improvement in performance review (appraisal) rates  
 
3.5.3 Listening and acting upon feedback  
Research shows that when staff feel listened to, they are more motivated, engaged 
and innovative in their work. Organisations that listen to their workforce are more 
resilient to change, perform better and deliver better quality than organisations who 
do not. Staff engagement will increase by making our senior leaders and line 
managers visible and accessible supported by robust chains of communication.  
 
 
 



 

   

 
 
 
 
Involving staff in decisions about their future is key to engaging them, as is keeping 
them informed about the progress and rational for change.  Acting on staff feedback 
is critical and a number of measures will be introduced to ensure that messages from 
the frontline are heard and acted on.  
 
Key Actions  

 Workforce communications strategy to include continued rollout, review and 
improvement of staff matters and feedback tools 

 Embedding the programme of Board to Ward and Ward to Board visits with 
feedback mechanism  

 CEO staff briefings and meetings that encourage and enable staff to make 
their voices heard  

 Encouraging staff feedback via NHS Staff Survey, Pulse Survey, Staff FFT, 
and demonstrably acting on that feedback 

 Developing a Staff Forum to supporting staff involvement in decisions that 
affect them  

 Improved engagement and partnership approach with unions  

 Directorate Staff forums for listening and acting on feedback 

 Refreshed programme for Improving Working Lives group including quick 
wins 

 Establishing the top 5 actions to improve working lives  
 
Success will be measured via:  

 Engagement survey feedback including NHS National Staff Survey, local 
Pulse Surveys and Staff FFT  

 Delivery of top 5 actions to improve working lives 
 
3.5.4 Creating an Engaging and Empowered Culture  
Organisations perform better when staff exhibit higher levels of engagement. 
Engaging and supportive cultures create more resilient and agile workers with lower 
levels of work related absence. Empowered staff contribute more to their 
organisation by using their own initiative and ideas to make improvements to 
systems and processes, and help change to happen more quickly.    
  
NHS organisations with effective mechanisms for empowering and involving staff in 
decision making manage risk more effectively and provide safer, higher quality care 
than organisations that have no such mechanisms. Collaborative learning and 
coaching is critical to developing an engaged and empowered workforce, along with 
a clear vision of what good looks like in terms of the culture we are striving to 
achieve. Reducing bureaucracy and helping staff to understand where they have the 
freedom to act will help the organisation to be more agile in implementing change.  
 
Key Actions  

 Conduct a diagnostic to assess the organisational culture and use the 
analysis to prioritise areas for action  

 Bring organisational champions together to create cultural champions  

 Support leaders to become visible engagement champions  

 Establishing performance measures and monitoring of engagement plans for 
the engagement surveys such as the NHS Staff survey  



 

   

 
 
 
 

 Development of an engagement and improvement framework, toolkit and 
supporting resources  

 Developing a Staff Forum to supporting staff involvement in decisions that 
affect them 

 Launch a coaching programme with support from GSTT 
 

Success will be measured via:  

 Number of cultural champions  

 Engagement survey feedback including NHS National Staff Survey, local 
Pulse Surveys and Staff FFT  

 Triangulation of engagement scores and patient outcome and experience 
measures  

 Number of staff who have undertaken coaching 
 
3.5.5 Health and Wellbeing  
Staff who are well at work demonstrate positive behaviour such as increased morale 
and support to others. As our staff work longer, we need to adapt to changing age 
profiles and working preferences to be attractive as an employer and to retain staff.  
It will be important to ensure that staff have regular breaks, time to reflect and 
develop, are line managed effectively and have the right equipment and facilities to 
enable them to do their jobs.  
 
Key Actions  

 Trust Health and Wellbeing Programme aligned to the needs of the 
organisation and its staff  

 Mechanisms for raising concerns and risks are actively promoted and area 
accessible to all staff  

 Continued development of the Occupational Health provision to support the 
wellbeing agenda, e.g. introduce staff MOTs  

 Targeted approach to reducing sickness absence 

 Targeted approach to improvement in flu jabs 
 
Success will be measured via:  

 NHS Staff Survey and Pulse Survey indicators relating to health and wellbeing  

 Reduction in sickness absence 

 Improvement in uptake of frontline staff having a flu jab 
 

3.6 DEVELOPMENT 
 
3.6.1 Learning Access for all  
Making learning available for the whole workforce from Day 1 of employment 
enables staff to be empowered to take greater control of their own development. 
Empowered learners become empowered workers delivering better care to patients. 
Staff need access to learning at a time and place to suit them and in a format that 
suits their learning style. Regular meetings with line managers are key to helping 
staff understand the gaps in their learning and enabling them to address these.  
 
 



 

   

 
 
 
 
Effective induction and orientation on commencement of a new role is critical to 
enabling new starters to hit the ground running and to consolidate learning for use in 
a new environment.  
 
Key Actions  

 Embed Corporate Welcome Trust induction approach as part of a wider on-
boarding strategy   

 To increase the availability and choice of e-learning resources 

 To offer a suite of learning opportunities for all staff  

 To relaunch our library and knowledge management service, making it more 
accessible to all staff groups  

 To launch the refreshed approach to performance reviews (appraisals) 

 To support development needs identified through revalidation  

 To commission additional training in appraisal to help appraisers and 
appraisees to develop their skills  

 Launch a coaching programme with support from GSTT 

 Development of programmes to develop core leadership behaviours and 
coaching skills, linked to annual performance monitoring  

 
Success will be measured via:  

 Improvement in staff having an annual performance review (appraisal) with an 
active performance development plan 

 % revalidation rates  

 % compliance with corporate induction, local induction and statutory and 
mandatory training  

 Uptake and impact of both internal and external leadership programmes  

 Uptake and impact of e-learning and suite of learning opportunities  

 Uptake of coaching programme 
 
3.6.2 Developing a Competent and Capable Workforce  
Staff who have the skills and abilities to do their job tend to perform better. A high 
performing workforce delivers high quality care today while it continues to innovate 
and improve sustainable services for the future. Staff will need clear guidance and 
training in the competencies required for their role, and need access to training to 
ensure their practice is safe and up to date. More leadership training will also be 
crucial in supporting managers to develop their teams, supported by positive and 
constructive feedback to help staff to improve their performance.  
 
Key Actions  

 Embedding a Learning and Development Planning process and supporting 
arrangements for prioritisation and allocation of resources  

 Development of programmes to develop core leadership behaviours and 
coaching skills, linked to annual performance monitoring  

 Launch a coaching programme with the support of GSTT  

 We will support our leaders to develop the skills to deliver new business 
activity, specifically around integrating and co-designing new or transformed 
services  

 Identify core competencies required for new models of care and develop 
supporting training packages 



 

   

 
 
 
 
Success will be measured via:  

 Development of a clinical competency training package to ensure staff are 
competent to transition across both acute and community  

 Improvement in staff having an annual performance review (appraisal) with an 
active performance development plan 

 % of staff with mandatory training and essential training for their role  

 Uptake and impact of both internal and external leadership programmes  

 Uptake of staff undertaking a coaching programme   

 Number of staff completing simulation training packages and learning events 
 
3.6.3 Growing Future Talent  
Supporting, developing and enabling talent to grow provides a direct pipeline for the 
future workforce. Effective succession planning supports business continuity and 
enables the organisation to have a resilient workforce to support the shift to the 
future care model.  
 
Staff are keen to have opportunities to develop through secondments, shadowing 
and by leading projects rather than relying on the formal process of applying for jobs. 
In addition, more varied career development options are needed within all 
professional groups and particularly for staff who do not have a professional 
qualification or a degree. Education and development opportunities also need to be 
tailored to the growing diversity of the workforce, and to recognise the increasing role 
and impact of volunteers.  
 
Key Actions  

 Launch a Talent Management framework and plan  

 Embed a rolling Work experience programme 

 Apprenticeship programme to be rolled out  

 Promotion to staff and volunteers of diversity of career pathways 

 Co-development and design of volunteer training programmes with patients  

 Increase the involvement of Directorate management and staff in determining 
the learning and development priorities and plan  

 Partnering with Health and social care providers across the system to develop 
system leaders and workers  

 Providing more flexible opportunities for development i.e. secondments, 
shadowing, leading projects 

 
Success will be measured via:  

• Target numbers of staff in the talent pool  
• Number of work experience placements 
• % of staff achieving a vocational qualification / completing apprenticeships  
• Number of staff undertaking secondments 

 
3.6.4 Excellence in Education  
Delivering excellence in education for students and learners supports excellence in 
practice and competence. Students and learners who have a positive experience are 
more likely to want to stay and continue their professional careers with the Trust. 
Staff and learners also want more access to simulation style learning and to learn 
alongside colleagues and other professionals.  



 

   

 
 
 
 
It will be crucial to improve access to online learning and library resources to support 
the shift from acute to community. More mentors and time allocated to students and 
mentors spending time together will also be important in developing the future 
workforce.  
 
Key Actions  

 Continued development of multi-professional clinical skills and simulation 
training programmes  

 Development of a multi-professional education service 

 Review of mentor facilities and learning facilities for students  

 Relaunch the library and knowledge management service  
 

Success will be measured via:  

 Increased number of simulation training packages and learning events  

 % staff accessing the libraries and knowledge management service  

 Increased number of mentors and mentoring relationships – compliance with 
LDA student: mentor ratio requirements  

 
3.6.5 Maximising Learning Partnerships  
 
Staff benefit from opportunities to network and learn from other settings and 
environments, developing learning networks that support ideas and knowledge 
exchange among professionals. Education, research and learning opportunities are 
available through other bodies and we will support staff to access these where 
appropriate. Colleagues who participate in these programmes will be supported in 
sharing their learning across the Trust 
 
Key Actions  

• Working in partnership with other local providers to establish learning 
networks and opportunities for the region 

• Strengthening links with OD and Learning networks and HEIs  
• Working with other NHS employers and Skills for Health to develop skills 

passports  
• Work to maximise our membership of NHS Leadership Academy and 

supporting staff to access national development programmes and resources  
• Establish virtual learning communities to enable colleagues to share learning 

and knowledge they have acquired from development programmes  
 
Success will be measured via:  

• Number of cross regional learning events 
• Number of places taken up on NHS Leadership Academy programmes 
• Skills passport adoption rates  
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Equality and Diversity Report 
 

Reporting Officer 
 

Rebecca Bradd, Acting Director of Workforce 

Lead Director 
 

Rebecca Bradd, Acting Director of Workforce 

Responsible Sub-
Committee 

Executive Group 

Executive Summary 
 

The Equality and Diversity report provides the Board with the annual 
workforce monitoring report, the Workforce Race Equality Standard, a 
refreshed commitment to Equality and Diversity including Equality 
objectives as below: 

 Implement the Equality and Diversity System 2 (EDS2) and use 
the information to develop the Trust Equality objectives for 
2017 

 Improve performance against race equality measures 
identified through the NHS Workforce Race Equality Standard 

 Ensure equality of employment outcomes regardless of 
protected characteristics in regard to recruitment and 
selection and bullying and harassment 

 All staff have undertaken Equality and Diversity training 
(including awareness of unconscious bias) by March 2017 
including all Board members 

 
The Equality and Diversity report, the Workforce Monitoring report 
and Workforce Race Equality Standard all identify areas of 
improvements required in terms of our contractual commitments but 
also more importantly the treatment of staff and workforce 
outcomes. 

Risk and Assurance 
 

The Trust has not been meeting its contractual and statutory 
requirements in regard to Equality and Diversity for a number of 
years. Last year the Trust produced its first workforce monitoring 
report since 2012 and limited action has taken place in year.  
 
A refreshed commitment to Equality and Diversity and the 
implementation of the Equality Objectives will go some way to 
address the statutory and contractual requirements. An Equality and 
Diversity Group is currently being established and will take forward 
the number of actions that has already been identified to take 
forward. The Group will engage with our staff and our community to 
ensure equity of access and treatment for our staff and our patients.  

Legal 
Implications/Regulatory 
Requirements 

There are legislative requirements under the Equality Act 2010. 
There is a contractual requirements to publish the Workforce Race 
Equality Standard document (attached) and implement EDS2. 
 
 

Recovery Plan Diversity is an important part of our culture, diversity and engagement 
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Implication workstream. 
Quality Impact 
Assessment 

n/a 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 

 
 
Approval 
 
 

Recommendation 
 

The Board is asked to approve the Equality and Diversity report and 
Equality objectives 
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MEDWAY NHS FOUNDATION TRUST EQUALITY AND DIVERSITY 

REPORT 2016 

 

Best of Care, Best of people is Medway NHS Foundation Trust’s vision for 

healthcare for our patients and local community. Our vision can only be realised 

through engagement of our people, our patients and our community and by tackling 

health inequalities and by promoting a culture of equality, diversity and inclusion. Our 

new values and behaviours (below) have been developed with our people and 

support our commitment to a values based approach to equality, diversity and 

inclusion.  

Bold      We are inspiring and ambitious 

Every Person Counts   We are respectful and supportive 

Sharing and Open   We are open and speak up 

Together     We are inclusive and responsible 

 

The Trust also has a legal responsibility to promote equality as required by the 

Equality Act 2010, and to address health inequalities, as required by the Health and 

Social Care Act 2012.  

The Public Sector Equality Duty (PSED), part of the Equality Act (2010) requires all 

public sector organisations to: 

 eliminate discrimination, harassment and victimisation and other conduct 
prohibited under the Act 

 advance equality of opportunity between persons who share a relevant 
protected characteristic and persons who do not share it 

 foster good relations between persons who share a relevant protected 

characteristic and persons who do not share it 

This report provides our equality information including our commitment to a 

refreshed approach to equality, diversity and inclusion, our Equality objectives, the 

Workforce Race Equality Standard outcomes and annual Workforce Diversity 

monitoring report by protected characteristics.  

Medway NHS Foundation Trust’s Commitment to Equality and Diversity 

Medway NHS Foundation Trust is committed to promoting equality and diversity. We 

aim to ensure that respect for equality, diversity and human rights are embedded in 

all areas of our service delivery, patient care, planning and employment.  

We will make sure that the services we deliver are accessible, responsive and 

appropriate for the diverse community that we serve. We will treat patients, visitors 

and staff with the fairness, respect, equality and diversity that they deserve. 
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As a Trust, we will: 

• involve patients and their families in decisions about their treatment and care. 

Patients should expect to be treated with dignity and respect and will not be 

discriminated against on any grounds including age, disability, gender 

reassignment, marriage and civil partnership, pregnancy and maternity, race, 

religion or belief, sex or sexual orientation. 

 ensure that staff members are treated fairly in recruitment, in their work and 

career progression. We continue to build a working environment where 

diversity is valued and equality of opportunity is promoted. Staff will not be 

bullying, harassed, abused or discriminated against on any grounds including 

age, disability, gender, race, religion or belief or sexual orientation. 

 ensure that our practices are embedded within the Trust's policies and 

procedures. 

Our vision can only be realised through engagement of our people, our patients and 

our community and by tackling health inequalities and by promoting a culture of 

equality, diversity and inclusion. 

Equality Objectives 

A detailed plan for the development of robust Equality Objectives will be developed 

as part of the implementation of EDS2 by early 2017. However in the meantime, the 

Trust Equality objectives have been refreshed to ensure that activity takes place 

within 2016 to improve the services that the Trust provides for our local communities 

and provide better working environments, free of discrimination, for those who work 

in the NHS, while meeting the requirements of the Equality Act 2010. 

There are four Equality Objectives for 2016 that the Trust Board are asked to 

approve. Below are the objectives, how they were chosen and how they will be 

measured. 

 

Equality objective 1: Implement the Equality and Diversity System 2 (EDS2) 
and use the information to develop the Trust Equality objectives for 2017 

 
Why this topic? 
• The Equality Delivery System (EDS2) was introduced to help local NHS 

organisations, in discussion with local partners including local communities, to 
review and improve their performance for people with characteristics protected by 
the Equality Act 2010. The EDS2 also helps us to deliver on the Public Sector 
Equality Duty (PSED). The four EDS2 goals are:  

• Better health outcomes;  
• Improved patient access and experience;  
• A representative and supported workforce;  
• Inclusive leadership.  

• The EDS2 methodology will enable the Trust to have a robust framework to 
identify areas that may affect staff or patient services in an adverse way and put 
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plans in place to improve our performance for people with characteristics 
protected by the Equality Act 2010. 

• The EDS2 methodology involves engagement with all of our stakeholders which 
aligns to one of our Values – Together. 

• The EDS2 is a contractual requirement for the Trust to implement and over 90% 
of Trusts have already started or completed its implementation. 

• To support the implementation of the Accessible Information Standard (due 31 
July 2016) to ensure that people who have a disability or sensory loss get 
information that they can access and understand, and any communication support 
that they need when using NHS or adult social care services.  

 
How we will tackle this 
•   An Equality and Diversity Group will be introduced involving a wide range of 

stakeholders to implement EDS2 and develop the Equality objectives for early 
2017. 

 
Measures of success 
•   Equality and Diversity Group to commence in August 2016  
•   EDS2 to be implemented by January 2017 with action plan to address and 

improvement in performance 
•   Equality objectives for 2017 agreed by Trust Board by March 2017 
 
 

Equality objective 2: Improve performance against race equality measures 
identified through the NHS Workforce Race Equality Standard 

 
Why this topic? 
• Recent work by Roger Kline (The snowy white peaks of the NHS – 2013) and 

work by Michael West, Jeremy Dawson and others show both the link between 
patient safety and race equality for NHS staff and that there is strong evidence 
that Black and minority ethnic (BME) NHS staff still experience discrimination. 

• This year’s performance against the WRES for the Trust (Appendix 2) identified 
that: 

o there were no BME senior managers 
o that BME staff were more likely to experience discrimination 
o that BME staff were less likely to be appointed 

 
How we will tackle this 
• An Equality and Diversity Group will be introduced in August 2016 
• A BME Forum (sub group of the Equality and Diversity Group) will be introduced  
• Recruitment training for managers including unconscious bias 
• Mentoring initiative for BME staff 

 
Measures of success 
• The ratio of BME shortlisted candidates/ successful candidates compared to 

white shortlisted candidates/ successful candidates. 
• The percentage of BME staff who are at Band 7 and above compared to the 

percentage of white staff who are at Band 7 and above. 
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A decrease in the number of BME staff who experience discrimination in the NHS 
Staff Survey. 

 

 
Objective 3: Ensure equality of employment outcomes regardless of protected 

characteristics in regard to recruitment and selection and bullying and 
harassment 

 
Recruitment and selection 
 
Why this topic? 
• The Workforce Diversity Monitoring report (attached) identifies differences in 

terms of outcome through recruitment and selection and in terms of complaints of 
bullying and harassment for a number of the protected characteristics. 

• Roger Kline’s report, The Snowy White peaks of the NHS examines the issues for 
health and social care organisations of having a differential success rate in 
recruitment and a low number of people from BME backgrounds in senior 
management. 

 
How we will tackle this 
• Candidate attraction: Deliver attraction strategies that are inclusive, helping us 
secure talented people from a diverse base through reviewing our candidate 
attraction strategies. 
• Targeted recruitment: Deliver targeted recruitment strategies through talking to 
others about best practice and by analysing diversity of workforce population on 
a geographic basis to help with targeted recruitment in different areas of the 
country. Commit to the NHS Learning Disability Employment Programme 
• Support for promotion: Deliver a mentoring initiative, which will help staff in 
under-represented groups prepare to take more senior roles (eg BME staff and 
disabled staff). 
• Equality in selection processes: Deliver learning for managers on tackling 
unconscious bias in recruitment as part of management modules, building on the 
generic unconscious bias learning that all staff will receive. Review our recruitment 
processes to ensure that we use values-based recruitment approaches that promote 
equality and diversity. 
• Additional actions relating to senior recruitment: Give a greater focus on 
attracting and recruiting diverse candidates when we recruit for senior roles and 
advertise all posts at senior manager and executive level externally to attract senior 
staff from a more diverse pool. 
 
Measures of success 
By April 2017 there will be a smaller gap between: 
• The ratio of BME shortlisted candidates/ successful candidates compared to 

white shortlisted candidates/ successful candidates. 
• The percentage of BME staff who are at Band 7 and above compared to the 

percentage of white staff who are at Band 7 and above. 
• The percentage of disabled staff who are at Band 7 and above compared to the 
• percentage of non-disabled staff who are at Band 7 and above. 
 
Bullying and harassment 
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Why this topic? 
In the 2015 staff survey, 30% of all staff said that they had experienced bullying 
or harassment in the previous 12 months – up from 27% from last year. The 
percentage was higher amongst staff in particular equality groups: 
• Disabled staff: 42%  
• Black and minority ethnic staff: 31% 
 
How we will tackle this 
• Introduce BME, Disability and LGBT Forums (sub groups of the Equality and 

Diversity Group)  
• Organise engagement events with the Forums to bring together ideas about best 

practice in relation to the issues identified and to identify the actions that could 
make the most difference. 

•   Deliver a plan of action, based on this work. 
 
Measures of success 
•    In the 2016 staff survey, the gap between the percentage of staff who say that 

they have experienced bullying and harassment has decreased for staff in 
equality groups where the percentage is currently higher – particularly for disabled 
and BME staff. 

 

Equality objective 4: All staff have undertaken Equality and Diversity training 
(including awareness of unconscious bias) by March 2017 including all Board 

members 

 
Why this topic? 
• Everyone has unconscious biases that affect their perceptions, judgements and 
decisions. An understanding and awareness of unconscious bias will help all 
staff to improve the judgements they make as part of their roles 
• An understanding of how unconscious bias works can contribute to the fair 
treatment of staff – improving our working relationships and supporting the growth 
of an inclusive and fair organisational culture. 
 
How we will tackle this 
• 91% of all staff (July 2016) have undertaken Equality and Diversity training within 
the last 3 years 
•Training around unconscious bias will be provided to all staff with an understanding 
of what unconscious bias is and how to eliminate it within the workplace. The 
learning should, through initial assessment and later reflection, help staff to a greater 
understanding of their own unconscious biases and how to work with them. 
• All Board members will undertake Board development regarding Equality and 
Diversity including understanding of unconscious bias to ensure that there is an 
agreed awareness and understanding of Board responsibilities in regard to the 
Equality Act 2010 by September 2016. 
• All staff will receive training around unconscious bias as part of Equality and 
Diversity mandatory training by March 2017. 
 
Measures of success 
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• All Board members to have completed Board development on Equality and 
Diversity by September 2016 
• All staff will have received learning in unconscious bias by the end of March 
2017 
• Evaluation from this learning to ensure that staff find it helpful and are able to apply 
learning in their job role. 

 

References 
i Kline, The Snowy White Peaks, 2013 
ii West M., Dawson J., Admasachew L., Topakas A., NHS Staff Management and 
Health Service Quality, Lancaster University Management School and The Work 
Foundation Aston Business School, 2012 
iii NHS Workforce Race Equality Standard 
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WORKFORCE MONITORING REPORT 2016 

 
Medway NHS Foundation Trust employed 4286 staff equating to 3723.21 full time 

equivalent positions as at 31 March 2016. This report provides a summary of the 

diversity by protected characteristic of the workforce as at 31 March 2016 and 

considers any changes since the 2015 report.  

Context 

In 2015 the Trust provided its first Workforce Diversity report since 2012. The 
report identified the following key points:  

 Age – Differences in the age profile by staff group with Admin & Clerical 
and Estates & Ancillary workers with proportionately older workforces, 
and Medical & Dental and Additional Professional Scientific and 
Technical staff proportionately the youngest workforce. Band 2 had a 
proportionately younger workforce.  

 Ethnicity – Medical & Dental staff group and Band 5 pay band were the 
most diverse groups. There were some differences between BME and 
White candidates at different stages of the recruitment process. BME 
leavers were in proportion with the headcount profile.  

 With the exception of Medical & Dental Staff, all staff groups were 
majority female, with well over 70% female staff with Nursing and 
Midwifery being the least diverse staff group by gender (90%). Medical 
& Dental staff were disproportionate at just over 2 in 5 staff being 
female with a higher proportion at junior doctor level. Male applicants 
accounted for nearly 30% of applicants but this dropped to 
approximately 20% at both shortlisting and appointment stage.  

 

Data  

All Trust data has been provided from the following sources: 

 Electronic Staff Record (ESR) 

 TRAC electronic recruitment system  

 Annual NHS Staff Survey (37.2% response rate) 

 Trust employee relation case records 

For the purposes of benchmarking, data for the Trust has been compiled from 

information on the 2011 Census for the Medway Unitary Authority (Council)1 area 

and to an average from across NHS organisations within Kent, Surrey and Sussex 

as at October 20142. 

 

                                                           
1
 http://www.ons.gov.uk/ons/guide-method/census/2011/census-data/index.html & 

http://www.ons.gov.uk/ons/rel/census/2011-census/key-statistics-and-quick-statistics-for-local-authorities-in-
the-united-kingdom---part-1/index.html  
2
 NHS Equalities Data October 2014- Health & Social Care Information Website 

http://www.hscic.gov.uk/media/16805/NHS-equalities-data-October-2014/xls/nhs-equalities-data-Oct14.xlsx  

http://www.ons.gov.uk/ons/guide-method/census/2011/census-data/index.html
http://www.ons.gov.uk/ons/rel/census/2011-census/key-statistics-and-quick-statistics-for-local-authorities-in-the-united-kingdom---part-1/index.html
http://www.ons.gov.uk/ons/rel/census/2011-census/key-statistics-and-quick-statistics-for-local-authorities-in-the-united-kingdom---part-1/index.html
http://www.hscic.gov.uk/media/16805/NHS-equalities-data-October-2014/xls/nhs-equalities-data-Oct14.xlsx
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Limitations in data  

It was recognised in last year’s report that there were gaps in data in a number of 

areas e.g. around disability, religion and sexual orientation for significant numbers of 

staff, which made it difficult to draw meaningful conclusions. There are still some 

gaps in data and therefore this report provides an analysis on the following protected 

characteristics; age, disability, race (ethnicity), religion or belief, sex (gender) and 

sexual orientation. It does not provide an analysis on gender reassignment, marriage 

and civil partnership, and pregnancy and maternity. 

The Trust has taken steps this year to improve the completeness of data by 

improving its data within the electronic staff record (ESR) and by introducing an 

electronic recruitment system (TRAC) which records equality and diversity data for 

new non- medical starters. However, there still is improvement to be made including 

a rollout of the TRAC system to all new medical starters and improvement in 

recording where multiple appointments are made from a single advert. Accordingly 

the data on recruitment in this report relates to the post implementation period for 

TRAC and is therefore based on part year performance (from September 2015). As 

such data quality has improved since last year but will be at best indicative and might 

be inaccurate.  

There were 13 formal disciplinary cases in 2015/16. This means that the sub-

samples of this are too small to draw any meaningful conclusions in relation to any 

specific group. This report does not, therefore consider these. 

The Trust will continue to improve its data capture and analysis and improve 

reporting for future reports. 
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PROTECTED CHARACTERISTICS 

1. Age 

The age profile of the Trust’s staff is similar to the average for the Kent, Surrey and 

Sussex NHS across all age bands and is broadly consistent with the local Medway 

working population (Figure 1).  The proportion of under 25’s in the Trust (5.6%) is 

much lower than the local working population (14.2%) which is largely due to the 

large number of roles which require graduates, higher qualifications or advanced 

training. This is consistent with other NHS organisations nationally. The age profile is 

consistent with last year’s age profile, with no significant changes to any age group. 

 

 

 

Age by Staff Group 

Figures 2 and 3 shows that Estates and Ancillary workers and Admin and Clerical 

workers are proportionately older workforces (66.95% and 54.85% over 45 years 

old) and Students being proportionately younger (81.3% under 45 years old). There 

are no significant differences from last year. 

 

 

<25 25-34 35-44 45-54 55-64 >65

MFT 5.6% 24.5% 23.8% 27.3% 16.9% 2.0%

Medway Census 2011 14.2% 21.4% 23.5% 23.7% 14.3% 2.8%

KSS NHS Average 2014 5.6% 21.6% 25.9% 28.2% 16.4% 2.3%

0%

5%

10%

15%

20%

25%

30%

Figure 1- Age Profile 
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Age Profile by Band (non-medical) 
 
The age profile by Band is reflective of the overall Trust age profile with the following 
exceptions: 
 

 Band 1 and 3 show a higher proportion at 55-64 years (27.48% and 26.45% 
respectively) than the average Trust age profile for this age group (16.9%)  
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65+ 4 14 22 3 24 0 7 11 0

55-64 15 123 203 15 141 9 49 168 0

45-54 24 185 312 29 147 10 121 338 3

35-44 37 167 209 37 79 15 143 327 6

25-34 42 205 172 48 60 19 199 297 6
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Figure 2- Age by Staff Group 
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 Band 5 are proportionally the youngest workforce  with 65.77% under 45 
years old compared to the Trust average of 53.9% under 45 years 
 

 Band 8 has a higher proportion of 35-54 year olds (77.85%) than the Trust 
average (51.1%) and a lower proportion of 25-34 years (7.38% compared to 
24.1% Trust average) which is to be expected given the seniority of the roles 
and the qualification level and experience required at this level. 
 

 

 
 
 

 
 
 

Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8 & 9
Senior

Managers

65+ 21 22 7 8 7 12 1 1 0

55-64 108 188 91 47 87 82 60 21 1

45-54 117 252 87 97 149 183 108 59 4

35-44 66 188 70 59 186 167 89 57 2

25-34 64 212 67 59 222 158 64 11 0

20-24 16 85 19 20 59 13 1 0 0
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Figure 4 - Age by Band (Non-Medical) 
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Recruitment process by age 
 
There were some differences in terms of age in regard to applicants, shortlisted and 
appointed candidates. The largest proportion of applicants were aged between 25 
and 34. There was a lower proportion of younger applicants shortlisted than other 
age groups (15.2% of under 20 compared to 28.55% Trust average) although once 
shortlisted there was a higher proportion appointed (19.4% compared to 16.6% Trust 
average).  

 
 

Turnover by age 
 
There was a higher proportion of unplanned leavers of staff aged 26-35 (30.9%) with 
the proportion being smaller for the youngest and oldest age groups (16-20 and 
66+). 
  

 

Applicants Shortlisted Appointed

65 0.2% 36.4% 0.0%

55-64 6.6% 32.6% 16.5%

45-54 16.9% 31.1% 16.7%

35-44 21.4% 31.3% 15.0%

25-34 34.1% 29.3% 16.9%

20-24 16.6% 22.6% 18.9%

under 20 4.3% 15.2% 19.4%
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Figure 6 - Age through recruitment process 
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Staff survey results 
 
The Staff Survey results show some differences for some of the key findings (KF) by 

age group. Staff aged under 40 are less likely to be motivated at work (KF4), staff 

between 16 and 30 are less likely to work extra hours (KF16), feel more pressurised 

to attend work when feeling unwell (KF18) but consider the organisation and 

management interest in and action on health/ wellbeing to be highest amongst the 

age groups (KF19).  

 

Staff between 16 and 30 are more likely to experience physical violence (KF22) and 

more likely to experience harassment, bullying or abuse from patients, relatives or 

the public (KF25). Staff between 31 and 40 are less likely to report violence (KF24) 

but more likely to report harassment, bullying or abuse (KF27). Staff under 40 are 

likely to experience harassment, bullying or abuse from staff (KF26). Staff between 

16 and 30 are more likely to witness potential errors, near misses or incident but less 

likely to report them (KF28 and KF29). 

 

2. Disability 

The proportion of staff with a disability is similar to that of KSS NHS average but 

lower than the local population. The level of non-disclosure within the Trust, whilst 

substantial is significantly lower than the average across the NHS in Kent, Surrey & 

Sussex (38.9%).  

 

Disability by Staff Group 

There are 128 staff who declared that they are disabled. Figures 9 and 10 shows 

that there is a higher proportion of disabled Healthcare Scientists and Allied Health 

Professionals staff. 

Disabled Not Disabled Not Declared

MFT 2.99% 73.45% 23.57%

Medway Census 2011 16.40% 83.60%

KSS NHS Average 2014 3.40% 57.70% 38.90%
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Figure 8 - Disability Profile 
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Disability by Band 
 
There are a higher number of disabled staff at Band 2 and Band 5. There are no 

senior managers who are disabled. 
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Recruitment process by disability 
 
There were a much smaller number of disabled applicants (4.2%) compared to non- 
disabled applicants (94% of all applicants). This is higher than the KSS NHS average 
staff (3.4%) and the Trust average staff (2.99%) but not representative of the local 

Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8
Band 9 &

VSM
Medical &

Dental

Yes 12 43 10 3 28 15 5 3 9

Undefined 1

Not Declared 128 222 77 53 127 183 93 31 95

No 253 675 250 232 550 409 220 113 14 432
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population (16.4% based on Census information). There was very little difference in 
the proportion of applicants through the recruitment process for disabled and non- 
disabled staff; both groups having a slight reduction at appointment stage (3.5% and 
89.5% respectively).  

 

 

 

Turnover by disability 

 
There was a higher proportion of unplanned leavers for non-disabled staff (81.58%) 
than the proportion of non- disabled staff in the Trust (75.88%). There was no 
significant difference for disabled staff compared to disabled staff in the Trust (3.11% 
unplanned leavers compared to 2.99% disabled staff in the Trust).  

 

 
 

 

Yes No Not declared Not stated

Appointed 8 204 1 15

Shortlisted 60 1275 1 34

Applicants 203 4510 8 78
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Staff Survey results 
 

The number of staff who declared that they had a disability from the Staff Survey 

was 265. This is higher than the number of staff who are identified as disabled on the 

Electronic Staff Record. 

 

The NHS Staff Survey results show that over a number of the key findings (KF) that 

our disabled staff are less likely to have clear roles, responsibilities or rewarding jobs 

(KF4, KF8, and KF14), less likely to have development or access to appropriate 

education and training for their jobs and line management support (KF10 and KF13), 

less likely to have support and opportunities to maintain their health, well-being 

(KF17 and KF18), more likely to experience harassment, bullying or abuse from 

patients, relatives, the public or staff (KF25 and KF26) and less likely to consider that 

there is fairness and effectiveness of errors and incidents when compared to the 

Trust average (KF30 and KF31). 

 

3. Ethnicity 
 

In common with many NHS organisations, the Trust’s workforce is significantly more 

diverse than the local population with around 20% of the workforce coming from 

Black and Minority Ethnic (BME) backgrounds, compared to 11% of the population. 

The Trust’s profile across all ethnic backgrounds is close to the average for Kent, 

Surrey and Sussex NHS Organisations.  

 

 

 

 

 

Asian or British
Asian

Black or British
Black

Mixed Other White (All) Undefined Not stated

MFT 11.46% 3.83% 1.70% 3.08% 77.86% 0.05% 2.03%

Medway Census 2011 5.20% 2.50% 2.00% 0.90% 89.40%

KSS NHS Average 2014 9.00% 3.40% 1.40% 2.90% 77.40% 6.00%
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Figure 15: Ethnicity Profile 
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Ethnicity by Staff Group  

Figure 16 and 17 show that the Medical & Dental staff group is by far the most 

diverse group with 64% from BME backgrounds, compared to the Trust average of 

20%. 
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Ethnicity by Band 

The most diverse band (besides Medical and Dental) is Band 5 (37%). The less 
diverse band is Band 9 and VSM (Senior managers) with no BME staff.  
 

  

 

Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8
Band 9 &

VSM
Medical

and Dental

Asian or British Asian 24 55 14 3 110 52 22 6 0 205

Black or Black British 2 26 6 5 54 29 7 6 0 29

Mixed 2 8 4 7 16 7 2 2 0 25

Other 6 16 2 1 30 16 1 4 0 56

Undefined 7 13 4 8 14 7 5 1 0 28

White British 332 788 288 238 424 456 269 119 14 128

White Other 20 34 19 26 57 40 12 9 0 64
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Figure 18- Ethnicity by Band 
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Recruitment process by ethnicity 
 
32.8% of all applicants were from a BME background; this is higher than the 
proportion of BME staff in the Trust (20%). There was no significant differences for 
either White or BME staff between application and shortlisting. However there was a 
difference at appointment stage (14.9% appointed BME compared to 32.3% 
shortlisted, 77.2% appointed White staff compared to 65.5% shortlisted). 
 

 

 

Turnover by Ethnicity 

 

 

White Other White British Undefined Other Mixed
Black or Black

British
Asian or British

Asian

Appointed 9 176 13 6 4 6 14

Shortlisted 52 897 30 19 26 180 166

Applicants 262 3158 66 78 100 570 565
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Figure 20- Ethnicity through recruitment process 
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BME staff accounted for 34.5% of unplanned leavers during the year compared to a 

BME Trust headcount of 20% whereas 63.9% of unplanned leavers were White 

compared to 77.86% of all Trust staff. Asian or Asian British staff accounted for the 

largest proportion of BME unplanned leavers (13.6% compared to 11.5% Trust staff). 

Staff Survey results 
 

The Staff Survey results show that there are differences on a number of the key 

findings (KF). Our BME staff are more likely to have clear roles, responsibilities or 

rewarding jobs (KF1, KF2, KF4, KF5, KF8 and KF14), have better quality of 

appraisals and non- mandatory training, learning or development (KF12 and KF13), 

less pressure to attend work when unwell (KF17 and KF18) and consider that the 

organisation and management interest in health and wellbeing is higher than peers 

(KF19).  

 

However BME staff are more likely to report violence (KF25), experience 

discrimination at work (KF20) and less likely to believe that the organisation provides 

equal opportunities for career progression/ promotion (KF21).  

 

4. Gender 

The gender profile of the Trust’ staff is predominately female (81.1%) and is not in 

line with the local population (50.40%).  A higher percentage of female employees is 

the norm within NHS organisations although the the Trust employs a slightly higher 

percentage of female employees than the average within Kent, Surrey and Sussex 

NHS organisations (77.30%).  

 

 

 

Female Male

MFT 81.1% 18.9%

Medway Census 2011 50.40% 49.60%

KSS NHS Average 2014 77.30% 22.70%
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Figure 22 - Gender Profile 
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Gender by Staff Group 

With the exception of Medical and Dental Staff, all staff groups are majority female, 

with over 70% female staff.  Nursing and Midwifery, with 94.1% female staff, is the 

least diverse staff group by gender. 
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Gender by Band 

The most diverse bands (besides Medical and Dental) is Band 9 and VSM (Senior 
managers) with 42.86% male staff. The less diverse bands are Band 1 (10.4% male) 
and Band 6 (13.5% male).  

 

 
 

 
 

 

 

Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8
Band 9 &

VSM
Medical &

Dental

Male 41 147 49 35 92 67 43 36 6 294

Female 352 793 288 253 613 540 275 111 8 243
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Figure 25- Gender by Band 
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Recruitment process by Gender 

There are more male applicants at 27.7% compared to 18.7% Trust male headcount 
profile and less female applicants at 71.8% compared to 81.1% Trust female 
headcount. There was no significant difference at shortlisting stage but there was a 
drop to 21.5% at appointment stage for male applicants. Conversely 71.8% of 
applicants were female with no significant difference at shortlisting stage but an 
increase to 78.1% at appointment stage.  

 

 
 

Turnover by Gender 
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There are more male unplanned leavers at 28.4% compared to 18.7% Trust male 

headcount profile and less female unplanned leavers at 71.5% compared to 81.1% 

Trust female headcount. 

 

Staff Survey results 
 

The Staff Survey results show that there are no significant differences by gender with 

the exceptions of health and wellbeing (men having a more positive experience KF 

17, KF18 and KF19), men being more likely to work extra hours (KF16), less likely to 

report their most recent experience of harassment, bullying or abuse (KF27) and less 

likely to consider that there is fairness and effectiveness of procedures for reporting 

errors, near misses and incidents (KF30).  

 

5. Religion/Belief 

31.5% of staff have not disclosed their religion, whilst substantial this is lower than 

KSS NHS average of 39.20%. Christianity (66.63%) has the highest declaration and 

is higher than the local population (57.8%) and KSS NHS average (41.4%). This 

information shows low numbers for other religions. 

 

 

Religion by Staff Group 

 
Figure 30 and 31 show that the Medical & Dental staff group is the most diverse 

group in terms of religion/ belief.  

 

Atheism Buddhism Christianity Hinduism Islam Jainism Judaism Other Sikhism Undefined

MFT 13.79% 1.09% 66.63% 4.02% 3.75% 0.24% 0.07% 8.99% 1.43% 31.47%

Medway Census 2011 29.90% 40.00% 57.80% 1.00% 2.00% 60.00% 1.50% 6.80%

KSS NHS Average 2014 8.50% 0.80% 41.40% 2.00% 1.40% 60.00% 1.50% 39.20%
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Figure 29- Religion / Belief Profile 
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Professional
s

Estates and
Ancillary

Healthcare
Scientists

Medical and
Dental

Nursing and
Midwifery
Registered

Students

Undefined 3 2

Sikhism 1 2 13 5 10 1 5 6

Other 6 79 64 8 30 2 24 62 3

Islam 1 3 9 5 2 1 91 4

Hinduism 4 10 9 1 5 3 83 12

Do not wish to disclose 43 254 305 35 214 18 148 356 6

Christianity 63 341 495 80 185 20 161 635 7

Buddhism 1 1 5 1 21 3

Atheism 11 97 105 14 16 9 47 114
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Figure 30- Religion/ Belief by Staff Group 
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Religion by Band 

Medical & Dental staff group is the most diverse group in terms of religion/ belief. 

 

 

 

Band 1 Band 2 Band 3 Band 4 Band 5 Band 6 Band 7 Band 8 Band 9 & VSM
Medical &

Dental

Sikhism 9 7 3 2 6 3 5 2 5

Other 30 89 30 15 35 36 12 4 13

Judaism 2

Jainism 1 6

Islam 2 8 1 7 2 2 1 87

Undisclosed 177 302 101 95 172 204 111 48 2 137

Hinduism 4 12 3 1 12 5 4 3 74

Christianity 151 421 163 144 394 291 154 78 11 150

Buddhism 4 1 1 2 3 21

Atheism 16 100 36 29 77 63 30 11 1 42
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Figure 32- Religion by Band 
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Figure 33- Religion percentage split by Religion 
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Religion through Recruitment process 

Christian applicants accounted for the majority of applicants. There are less Christian 
applicants at 51.47% compared to 66.63% Trust Christian headcount profile.  There 
was no significant difference between application and shortlist but there was a drop 
in the proportion in appointments (44.74%). The other main applicants were from 
atheist, undisclosed or other groups which had an improved success rate between 
shortlist and appointment. Islam was the only group that decreased between 
recruitment stages (4.58% of all applicants, 3.8% of those shortlisted and 0.44% of 
those appointed).  
 

 

Turnover and Staff Survey results 

The Trust is currently unable to report on turnover or NHS Staff Survey results by 

religion. 

 

6. Sexual Orientation 

The sexual orientation profile shows heterosexual orientation as the highest 

proportion (70.1%) compared to KSS NHS average of 61%. There is a high level of 

non- disclosure (28.8%) but lower than the KSS NHS average (37.3%). 

Consideration will be given as to how the Trust can undertake meaningful analysis in 

future. 
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Figure 34- Religion through recruitment process 
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Bisexual Gay Hetrosexual Lesbian Undisclosed

MFT 0.3% 0.5% 70.1% 0.3% 28.8%

KSS NHS Average 2014 0.50% 0.70% 61.00% 0.50% 37.30%

0%

10%

20%

30%

40%

50%

60%

70%

80%
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Summary  

There are a number of areas that show differences by protected characteristic. In 

particular there are  

Trust profile: 

 Age- under 25s disproportionate to local population but in line with KSS NHS 

 Disability- lower than the local population but similar to KSS NHS 

 Ethnicity- higher than the local population but in line with KSS NHS 

 Gender- female disproportionally higher than local population but in line with 

KSS NHS 

 Religion- the Trust had differences particularly for Christians, Atheists and 

Other 

 Sexual orientation- there are a higher Heterosexual group than KSS NHS 

average 

 There is a high non- disclosure rate for disability, religion and sexual 

orientation  

Staff group: 

 Age- Estates & ancillary and Admin & Clerical- proportionally oldest 

workforce, Students youngest 

 Disability- Healthcare Scientists and Allied Health Professionals staff highest 

proportion of disabled staff 

 Ethnicity- Medical & Dental staff most diverse by ethnicity 

 Gender- Nursing & Midwifery less diverse by gender 

 Religion/ belief- Medical & Dental staff most diverse by religion/ belief 

 
Band: 

 Age- Band 1 and 3 proportionally oldest and Band 5 proportionally youngest  

 Disability- Band 2 and Band 5 proportionally highest disabled staff. No senior 
managers are disabled. 

 Ethnicity- Band 5 and Medical and Dental most diverse. No senior managers 
are BME 

 Gender- Band 1 and Band 6 less diverse. Medical & Dental and senior 
managers most diverse by gender. 

 Religion/ Belief- Medical & Dental most diverse by religion. 
 

Recruitment process: 

 Age- Most applicants were aged between 25 and 34. Younger applicants less 
likely to shortlisted although once shortlisted there was a higher proportion 
appointed.  

 Disability- There was a small number of disabled applicants but higher than 
the KSS NHS average staff. No significant differences in recruitment process 
outcomes.  

 Ethnicity- Higher proportion of BME applicants (compared to Trust profile) and 
no significant differences between application and shortlisting but a difference 
at appointment stage for White and BME applicants. 
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 Gender- Higher proportion of male applicants (compared to Trust profile). 
There was a drop at appointment stage for male applicants and an increase 
for female applicants at appointment stage. 

 Religion/ Belief- Christian applicants accounted for the majority of applicants. 
There was a drop in the proportion in appointments for Christians. Other main 
applicants (atheist, undisclosed or other groups) had an improved success 
rate between shortlist and appointment. Islam was the only group that 
decreased between recruitment stages (4.58% of all applicants, 3.8% of those 
shortlisted and 0.44% of those appointed).  

 

Turnover:  

 Age- Higher proportion aged 26-35, smaller proportion for the youngest and 
oldest age groups (16-20 and 66+). 

 Disability- In proportion with number of disabled staff in the Trust 

 Ethnicity- Higher proportion of BME staff leavers. Asian or Asian British staff 

accounted for the largest proportion of BME unplanned leavers  

 Gender- Higher proportion of male leavers compared to Trust male headcount 

profile  

Staff Survey 

 There are differences in the experiences of our staff particularly by age, 

disability and ethnicity. 

 Disabled staff have a poorer experience than other protected characteristics 

overall. NB. Higher number of staff declared a disability than Trust records 

 BME staff have a more positive perception of role and responsibilities, have 

better quality of appraisals and learning or development, less pressure to 

attend work when unwell and consider that the organisation and management 

interest in health and wellbeing is higher than peers.  

 However BME staff are more likely to report violence, experience 

discrimination at work and less likely to believe that the organisation provides 

equal opportunities for career progression/ promotion.  

Comparison to last year 

 Age – The older staff groups remain the same but there are changes to 
younger staff groups (Students) and bands (Band 5 instead of Band 2) 

 Ethnicity – No significant change in terms of diversity by band and staff group. 
There continue to be some differences between BME and White candidates at 
different stages of the recruitment process. There was an adverse change in 
BME leavers.  

 Gender- No significant change in terms of diversity of staff groups. There 
continue to be higher proportion of Male applicants with reduction in success 
through appointment process.  
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Date of report: month/year Name of organisation 

Name and title of Board lead for the Workforce Race Equality Standard 

Name and contact details of lead manager compiling this report 

Names of commissioners this report has been sent to (complete as applicable) 
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Unique URL link on which this Report and associated Action Plan will be found 

This report has been signed off by on behalf of the Board on (insert name and date) 

Publications Gateway Reference Number: 05067

Workforce Race Equality Standard
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Report on the WRES indicators 

1. Background narrative

2. Total numbers of staff

a. Any issues of completeness of data

a. Employed within this organisation at the date of the report

b. Any matters relating to reliability of comparisons with previous years

b. Proportion of BME staff employed within this organisation at the date of the report



Report on the WRES indicators, continued 

4. Workforce data
a. What period does the organisation’s workforce data refer to?

3. Self reporting
a. The proportion of total staff who have self–reported their ethnicity

b. Have any steps been taken in the last reporting period to improve the level of self-reporting by ethnicity

c. Are any steps planned during the current reporting period to improve the level of self reporting by ethnicity



Report on the WRES indicators, continued 

5. Workforce Race Equality Indicators
Please note that only high level summary points should be provided in the text boxes below – the detail should be contained in accompanying WRES Action Plans.

Indicator Data for 
reporting year

Data for 
previous year

Narrative – the implications of the data and 
any additional background explanatory 
narrative

Action taken and planned including e.g. does 
the indicator link to EDS2 evidence and/or a 
corporate Equality Objective

For each of these four workforce 
indicators, compare the data for 
White and BME staff

1 Percentage of staff in each of the 
AfC Bands 1-9 and VSM (including 
executive Board members) compared 
with the percentage of staff in the 
overall workforce. Organisations should 
undertake this calculation separately 
for non-clinical and for clinical staff.

2 Relative likelihood of staff being 
appointed from shortlisting across all 
posts.

3 Relative likelihood of staff entering 
the formal disciplinary process, as 
measured by entry into a formal 
disciplinary investigation. This indicator 
will be based on data from a two year 
rolling average of the current year and 
the previous year.

4 Relative likelihood of staff accessing 
non-mandatory training and CPD.



Report on the WRES indicators, continued 

Indicator Data for 
reporting year

Data for 
previous year

Narrative – the implications of the data and 
any additional background explanatory 
narrative

Action taken and planned including e.g. does 
the indicator link to EDS2 evidence and/or a 
corporate Equality Objective

National NHS Staff Survey 
indicators (or equivalent)
For each of the four staff survey 
indicators, compare the outcomes of 
the responses for White and BME staff.

5 KF 25. Percentage of staff 
experiencing harassment, bullying or 
abuse from patients, relatives or the 
public in last 12 months.  

White  

BME 

White  

BME 

6 KF 26. Percentage of staff experiencing 
harassment, bullying or abuse from 
staff in last 12 months.

White  

BME 

White  

BME 

7 KF 21. Percentage believing that trust 
provides equal opportunities for career 
progression or promotion.

White  

BME 

White  

BME 

8 Q17. In the last 12 months have you 
personally experienced discrimination 
at work from any of the following?
b) Manager/team leader or other 
colleagues

White  

BME 

White  

BME 

Board representation indicator
For this indicator, compare the 
difference for White and BME staff.

9 Percentage difference between 
the organisations’ Board voting 
membership and its overall workforce.

Note 1.  All provider organisations to whom the NHS Standard Contract applies are required to conduct the NHS Staff Survey. Those  organisations that do not undertake the NHS Staff Survey are recommended to do so, 
or to undertake an equivalent. 

Note 2.  Please refer to the WRES Technical Guidance for clarification on the precise means for implementing each indicator.



Report on the WRES indicators, continued 

7. Organisations should produce a detailed WRES Action Plan, agreed by its Board. Such a Plan would normally 
elaborate on the actions summarised in section 5, setting out the next steps with milestones for expected 
progress against the WRES indicators. It may also identify the links with other work streams agreed at Board 
level, such as EDS2. You are asked to attach the WRES Action Plan or provide a link to it.

6. Are there any other factors or data which should be taken into consideration in assessing progress?

Produced by NHS England, April 2016

Click to lock all form fields 
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Lead Director 
 

Director of Communications 
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N/A 

Executive Summary 
 

This paper puts forward a strategy and plan for engaging with 
the community.  
 
Community engagement is widely recognised as benefiting both 
the community and the organisation and is in line with our vision 
and values. 
 
Although there is a lot of enthusiasm for engaging with the 
community, we have not done this in a systematic way in the 
past. In addition, we do not routinely engage or consult with 
community groups when we are considering changes to our 
services.  
 
Now, as the Sustainability and Transformation Plan framework 
requires whole-system approaches to providing health services 
and as we recover and mature as an organisation after years of 
instability, the time is right for us to widen and deepen 
relationships with the community.  
 
This paper sets out a strategy to underpin engagement with the 
community and a plan for the period ahead. Key to this will be 
educating our staff on the importance of community 
engagement, ensuring we engage with groups that represent the 
diversity of our local community, and ensuring that we mirror 
what we do in Medway with what we do in Swale. 
 
 

Risk and Assurance 
 

N/A 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
N/A 
 
 

Recovery Plan 
Implication 
 

Engagement with the community could enhance some of the 
recovery plan workstreams. 
 
 



 

Quality Impact 
Assessment 
 

N/A 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 
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 Information 
 

 
Approval 
 
 
 

Recommendation 
 

The Board is requested to approve this paper 

 



Community engagement – a strategy for the future 

 

1. INTRODUCTION 
Medway has for too long operated in isolation. Its inability to see beyond its own walls 

has contributed to the problems which have beset it in recent years. A crucial part of its 

recovery is the process of reconnecting with the external world – with partners in the 

health economy, and with the community it serves, to ensure that it truly serves the 

needs of the local population.  

2. WHY SHOULD WE HAVE A COMMUNITY ENGAGEMENT 
STRATEGY 

 

a) It aligns to our vision and values.  

 

 Our vision is to deliver the best of care. We can only do that by listening to 

people who use and care about our services, understanding their diverse 

health needs better, responding to what matters to them, and by harnessing 

their information, intelligence and expertise to plan, design and deliver 

services. 

 

 Two of our values are “Together” and “Every person counts.” As part of 

“Together,” we commit to being inclusive. We cannot be inclusive if we do not 

listen to, and engage with, our community. 

 

b) Evidence and evaluation shows that good public involvement benefits both the 

community and the organisation – the organisation develops better services, and 

the community benefits from better health outcomes.1 The Francis inquiry into Mid 

Staffs shows that things when wrong when the Trust stopped listening to the needs 

of the local population.  

 

c) The NHS Constitution enshrines the right of the public to be involved in the 

provision of healthcare. It says: “You [the public] have the right to be involved, 

directly or through representatives, in the planning of healthcare services 

commissioned by NHS bodies, the development and consideration of proposals for 

changes in the way those services are provided, and in services.” 

 

 

 

 

 

                                                           
1
 See for example NHS England’s Patient and Public Participation Policy, 2015 

 



 

3. WHERE ARE WE NOW – A SWOT ANALYSIS 
Strengths Weaknesses 

We are getting better at communicating 
what we are doing 
 
Lots of commitment to community 
engagement from the chair, chief 
executive, NEDs and governors 
 
Large membership base – over 11,000 
public members 
 
We have a lot of support in the community 
 
We have good relationships with the local 
politicians and certain organisations, such 
as Healthwatch 
 
We are building relationships with 
community groups who are new to us, 
such as the universities 
 
We have done a bit of this before – eg 
community events to shape the quality 
priorities for the year. 

Engaging / consulting with, and 
communicating to, the public about service 
developments, is not in the organisation’s 
psyche – colleagues don’t recognise it’s 
something we should do 
 
There are various tactical pieces of 
engagement with the community but no co-
ordinated plan underpinning it 
 
Our engagement tends to be reactive – we 
do things when we are approached rather 
than proactively reaching out 
 
The governors are the only people really 
doing engagement at present – Trust staff 
aren’t. 
 
Although we have 11,000 members most 
of them are not actively involved 
 
No links into groups who reflect our diverse 
community – race, disability etc 
 
Unclear what, if any, links we have with 
schools 

 

Opportunities Threats 

As the largest (or one of the largest) 
organisations and employers in the area, 
which is regularly in the news, community 
organisations ought to be bursting with 
interest to hear what we have to say – 
recent governor coffee mornings were an 
indication of that interest 
 
STP and strategy development provides a 
good reason for beginning to engage with 
certain groups in the community 
 
Governors are enthusiastic and want to get 
out into the community – plus the 
forthcoming elections should bring some 
further new energy 
 
Local Healthwatch want to support us 

There could be latent hostility towards us 
that will spill out when we start to engage 
because: 
 

- Certain people / groups have had 
bad experiences at the hospital 

- We haven’t engaged before 
 
Engagement around the strategy / 
integration will be quite difficult and we 
haven’t spent years making friends in the 
community before we need them. 

 



 
 

4. OUR AIMS 
The aims of our community engagement strategy should be: 

 To ensure that our services are developed in the best possible way, taking into 

account the needs, desires and ideas from the community – and through this, 

improve patient experience. 

 

 To promote good health and wellbeing among the population, educate on how to 

prevent illness and how to tackle illnesses when they occur. This will benefit the 

community, but in turn the Trust, because the result should be fewer people needing 

to come to hospital and to ED in particular.  

 

 To gain community input into, and over time, support for, integration of services 

 

 To improve the reputation of the Trust in the community, to foster trust and to 

enhance the view that we are “their hospital” 

 

 To aid our recruitment efforts, because: 

o We will be tapping into places where future employees will come from 

o We will be enhancing the Trust’s reputation in the community 

 

 To provide development opportunities for our staff for example by enabling them 

to talk to schools, community groups and others about health prevention and health 

education colleagues  

5. TRANSLATING AIMS INTO ACTION: PRINCIPLES UNDERPINNING 
OUR APPROACH 
We should commit that we will: 

 Inform, engage or consult the public before we make any significant changes that 

affect services 

 

 Forge links with all sections of the diverse community we serve – so we truly 

represent people of different genders, races, sexual orientations, abilities / 

disabilities, ages, nationalities and cultures.  

 

 Target hard to reach groups of people who are likely to need our services regularly, 

such as prisoners, homeless people and the elderly.  

 



 Be proactive in our engagement rather than reactive, and two-way – we won’t just 

inform, but will listen to suggestions on how to improve what we do, and act upon 

what we hear, and involve those with suggestions in our work 

 

 Ensure that our engagement in Medway is matched by similar engagement in Swale 

 

6. TRANSLATING AIMS INTO ACTION: WHAT TACTICS WILL WE 
DEPLOY 

 

 Individual engagement plans for significant Trust / wider health economy initiatives.  

 A round of bilateral meetings with key local groups that the Trust wants to know 

better  

 Participation in existing community forum events 

 A speaker programme where we will give talks to community groups 

 Holding our own community engagement round tables to discuss and gain input into 

our strategy and plans 

 A drive to solicit patient stories from the contacts we form and recruit potential patient 

/ community representatives to sit on our own improvement / programme boards 

 A schools engagement programme 

 A refresh of our Foundation Trust member engagement to encourage more members 

to actively participate in the Trust’s activities. 

Further details of how this might be implemented are set out in section 11 below. 

7. AUDIENCES  
 

We already have strong relationships in place with our local MPs, health leads on both 

Medway and Swale councils and our local Healthwatch, with frequent meetings taking 

place with the Chairman and Chief Executive and regular dialogue with the 

communications team.  

We have strong relationships with our health partners and the Director of Strategy and 

Partnerships has been working hard to widen and deepen these.  

We also have an 11,000 strong membership with whom we correspond regularly.  

Beyond these groups, as part of our community engagement, we will want to engage 

with the following groups. (Note that this draws on some of the stakeholder mapping 

done by the Board and Governors at a strategy planning session which took place in 

October 2015). 

 

Professional and business organisations 

 

 Police 

 Prison Service 



 Armed Forces 

 Kent Invicta Chamber of Commerce 

 Housing Associations 

 Royal British Legion Gillingham Branch  

Education  

 Schools  / FE colleagues / academies 

 Universities 

Inclusivity groups / those representing vulnerable groups / hard to reach  

 Medway Pensioners’ Forum 

 Swale Seniors Forum 

 Age UK Medway / Faversham and Sittingbourne / Sheppey 

 MIND Rochester 

 Mencap Kent 

 Medway Citizens Advice / Citizens Advice Swale 

 Medway Ethnic Minority Forum (if this still exists) 

 Kent Association for the Blind 

 Hi Kent (for people with hearing loss) 

 Medway Credit Union 

 Medway Foodbank 

 Family Food Bank (operates in Sittingbourne and Sheppey) 

Other residents’ organisations 

 Religious leaders 

 Patient participation groups 

 Residents’ associations 

 Community groups – Rotary Club, Round Table, Lions etc. 

 

This list does not seek to be exhaustive – we will want to refine it, taking into account in 

particular, the views of the governors on any omissions, the relative influence and reach 

of these groups and how to engage with them. 

8. TYPES OF ENGAGEMENT  
The “Ladder of Engagement and Participation” is a widely recognised model for 

implementing different forms and degrees of patient and public involvement. There are 

five steps of the ladder. 



 

For each individual project on initiative we take within the Trust, we will take a decision 

on how we would like to engage with each audience.  

It may be helpful to demonstrate how this can work in practice, using a current example. 

The table below shows how we are engaging with different audiences around our 

initiative to go smoke-free. 

Audience Type of engagement Specifics 

Ward councillors Involve Individual meetings to discuss the plans in 
detail, hear any concerns and ideas for 
improving our plans 

Residents living 
around the 
hospital 

Involve Public meeting to discuss the plans, hear 
concerns and ideas for improvement and 
work through potential solutions with them 

Healthwatch Involve Individual meetings to go through the plans, 
and hear ideas for improvement and on how 
they can support us  

Other local 
residents or 
regular patients 

Consult Local councillors / Healthwatch have offered 
to do surveys to help gain local views to feed 
into the process 

Patients more 
broadly 

Inform Through the media, local council 
publications which reach all households, 
posters etc 

Partners – 
police, Prison 
Service, 
SECAMB 

Inform and consult Let them know our plans but hear any views 
they have for improvements 

Staff Inform, consult and 
involve 

Involve: Committee of staff Trust-wide to 
help shape the plans 
 
Consult: Staff roadshows, meeting with Joint 
Staff Committee 
 
Inform: Extensive communications about our 
plans 
  

 

 

Placing decision-making in the hands of the community and individuals 

Working in partnership with communities and patients in each aspect of the 

decision 

Working directly with communities and patients to ensure that concerns 

and aspirations are consistently understood and considered 

Obtaining community and individual feedback eg surveys, door-knocking, 

citizens’ panels 

Providing communities and individuals with objective information 

 



9. ROLES AND RESPONSIBILITIES 
 

The Board: responsible for owning the community engagement strategy 

 

The Executive: responsible for regular review of the strategy and engagement plans 

 

Communications team: responsible for setting the strategy, co-ordinating the 

engagement activities undertaken by staff and governors and pulling together 

engagement plans for individual projects. 

 

Stakeholder and community engagement manager: individual person within the 

communications team responsible for co-ordinating this activity and undertaking a 

significant amount of engagement themselves. This is a new position, for which there 

is funding under the 2016/17 budget. 

 

All staff: will have a duty to consider whether community engagement is desirable or 

necessary when devising a new initiative 

 

Governors: have a statutory duty to represent the views of members of the public, 

seeking the public’s views, reporting these to Trust directors and feeding back to the 

public on what is happening within the Trust. We will encourage governors to be 

active in doing this, ensure that we (the Trust and governors) engage with all the 

organisations with whom individual governors have contacts; however, we want to 

ensure that their activity is more closely co-ordinated by the Trust than at present and 

integrated with all other community engagement activities. In addition, they will 

continue their programme of engagement with Foundation Trust members, again 

ensuring this is aligned to the overall strategy and plan. 

10. MEASUREMENT, EVALUATION AND MONITORING 
We could measure how successful we are in meeting our objectives of the strategy in a 

number of ways: 

 

 An increase in the number of people signing up as Trust members, or of Trust 

members becoming active participants (this is an objective for the Trust and the 

Council of Governors).  

 Compliments and complaints 

 PALS enquiries 

 Improved family and friends test scores 

 Positive comments from local groups in the media  

 Feedback at formal meetings (e.g. Board meetings) 

 Comments on Patient websites e.g. NHS Choices, Patient Opinion and on social 

media sites. 

 



We will report to the Executive on progress with community engagement every month or 

every other month (to be discussed) – in line with the executive calendar drawn up by 

the Director of Corporate Governance, Risk, Compliance and Legal. 

11. HOW WOULD THIS BE ROLLED OUT? 
The table below sets out the different phases for rolling out this strategy. I have not at 

this stage allocated specific timescales to each phase because they are dependent on 

the sign-off process for this strategy and recruiting the engagement manager to take this 

forward. We could assume that each phase might last about two months. 

 

Phase 1  Audit of governors’ contacts and where there are gaps. 
Work with them to tier contacts into priority order for 
engagement. 

 Communications and education for staff on why and when 
they have a duty to engage 

 Comprehensive deep dive on what initiatives / project 
boards are taking place and would benefit from community 
and patient involvement. The development of new streams 
of the recovery plan provides a good opportunity to do this – 
the outpatients workstream may be a good candidate. 

 Assess patient experience feedback to gauge if there are 
any specific areas / projects which would benefit from 
patient / public involvement 

 Pull together a calendar of all the community events which 
take place and assess whether we should be represented 

 On the basis of all this, pull together a plan – who should be 
engaged with, when and how  

 Specific programme around the STP / MFT strategy 
development 

 Audit of members’ opinions – what do they think about 
current engagement approach 

Phase 2  1-1 engagement with tier 1 of contacts – by communications 
team, governors and potentially other execs.  

 Begin to attend existing community events 

 Develop speaker programme – opportunity for LD / other 
execs to go out and speak to community groups about what 
we do 

 Use all of this to gather patient stories 

 Work with governors to review and revise existing member 
engagement strategy on the basis of the audit (see paper 
25 on the Board agenda for the current annual strategy) 

Phase 3  Further 1-1 engagement with next tiers of contacts 

 Begin to hold community round tables to discuss issues of 
interest to the community 

 Develop schools engagement programme 

 Begin to involve more patient / community representatives 
on our internal programme / workstream boards 

 

 



12. NEXT STEPS 
Following Board approval, we will engage fully with the governors, Healthwatch, the 

CCGs and other partners to roll out the strategy. 

 



 

Report to the Board of Directors 

Board Date: 28th July 2016 

Title of Report 
 

Monthly In Year Governance Reporting Return Q1 - 30 Jun 2016 
 

Reporting Officer 
 

Kelly Campbell-Goodall – Financial Accounting & Controls 
Manager 

Lead Director 
 

Darren Cattell – Interim Director of Finance 

Responsible Sub-
Committee 
 

The Board of Directors 

Executive Summary 
 

To inform the Board of the Monthly In Year Governance 
Reporting Return for Q1 - 30 Jun 2016. 
 
The specific financial returns are, as always, not included within 
this Governance return but are included in the ‘Monthly In Year 
Financial Reporting Return 30 Jun 2016.’ These result from the 
Finance Board report elsewhere on this agenda. 
  
The proposed governance statements to report to NHSI are: 
 

 “Not confirmed” for maintaining a financial sustainability 
risk rating of at least 3 over the next 12 months. This is 
due to our liquidity and trading deficit. 

 “Confirmed” for the capital expenditure for the remainder 
of the financial year not materially differing from the 
amended forecast in the financial return. 

 “Not Confirmed” for ongoing compliance with all existing 
targets. This is due to our performance position in 
relation to ED and RTT primarily. 

 “Confirmed” that there are no matters arising in the 
quarter requiring an exception report to NHS 
Improvement (per the Risk Assessment Framework, 
Table 3) which have not already been reported. 

 
The Board is asked to note the only change from the Q4 
Governance return is we are able to confirm the Capital position 
as confirmed where we were not able to do this at Q4. 

Risk and Assurance 
 

The risk is, if the return is not approved, we will not comply with 
a statutory requirement. 
 

Legal 
Implications/Regulatory 
Requirements 
 

This is an official return that we are required to submit to NHSI.  

Recovery Plan 
Implication 
 

N/A 

Quality Impact 
Assessment 
 

N/A 



 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 

This paper is for ‘Approval’ 
 
 

Recommendation 
 

The Board approve the Monthly In Year Governance Reporting 
Return Q1 - 30 Jun 2016. 
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Quality Assurance Committee 

1. Purpose 

1.1. To assure the Trust Board on the achievement of its strategic objective; to deliver 
safe, effective, high quality care which provides a positive experience for patients, 
their families and carers 

2. Constitution 

2.1. The Quality Assurance Committee is established on the authority of the Trust Board.  

3. Authority 

3.1. The Committee is authorised by the Trust Board to investigate any activity within its 
terms of reference. It is authorised to seek any information it requires from any 
employee and all employees are directed to co-operate with any request made by 
the Quality Assurance Committee   

3.2. The Quality Assurance Committee is also authorised to implement any activities 
which are in line with its terms of reference.  

4. Accountability  

4.1. The Committee will report to the Trust Board monthly. 

4.2. The Committee will receive reports from the Quality Improvement Group (QIG) 
monthly. The groups which report into QIG and the Directorates will submit a 
quarterly report, staggered, and report in-depth on one or more topics of concern, 
often as suggested by QIG, and agreed with the Chair of the Committee.  

4.3. The Committee will provide a report to the Council of Governors periodically/as 
requested. 

5.  Chairperson 

5.1. The Chair of the Committee will be the chosen and appointed by the Trust Board 
from among the Non-Executives Directors (NED); the Deputy Chair will be one of the 
other NED members.   

6. Membership 

 NED (Chair) 

 Two NEDs 

 Chief Executive Officer 

 Chief Quality Officer (Co-chair of QIG) 

 Medical Director. (Co-chair of QIG) 

 Chief Nursing Officer. (Co-chair of QIG) 

 Member of the public (nominated by Healthwatch) 

 Public Governor 
In attendance: 
Company Secretary (or member of the secretariat) as minute taker 
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7. Attendance is expected from: 

7.1. There is a requirement for members to attend at least 75% of all meetings in one 
calendar year. 

7.2. The following staff will be expected to attend regularly 

7.2.1. Head of Patient Safety 

7.2.2. Head of Integrated Governance 

7.2.3. Directors of Clinical Operations (Quarterly, in rotation) 

7.3. The following will be expected to attend when presenting or by invitation : 

7.3.1. Chairs of groups reporting to QIG 

7.3.2. Directorate of Patient Safety/Audit Leads 

7.3.3. Deputy Directors of Nursing 

7.3.4. Head of Infection Control 

7.3.5. Head of Safeguarding 

7.3.6. Director of Workforce 

7.4. The following are welcome to attend : 

7.4.1. Trust Chair 

7.4.2. Members of Clinical Council 

7.5. Other staff may be requested to attend at the invitation of the Chair in discussion with 
the Chair of QIG.  

8. Quorum  

8.1. The QAC will be quorate when the Chair or Deputy Chair, plus a minimum of three 
members, are present. 

9. Frequency 

9.1. The meetings will be held monthly. This will be kept under quarterly review. 

10. Key responsibilities 

10.1. Responsibilities : To enable the Trust Board to obtain assurance that : 

10.1.1. People are protected from abuse and avoidable harm (‘Safe’). 

10.1.2. People’s care and treatment achieve good outcomes, promote a good 
quality of life and is evidence-based (‘Effective’). 

10.1.3. Staff involve and treat people with compassion, kindness, dignity and 
respect (‘Caring’).  

10.1.4. The leadership, management and governance of the organisation assure 
the delivery of high quality, people-centred care, support learning and 
innovation, and promote an open and fair culture (‘Well Led’). 
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10.1.5. Identification of any risks to the organisation, whether systemic, 
reputational or legal that may arise from its activities. 

10.2. To provide a written report to the Trust Board that providers this assurance and 
highlights any areas that are of concern. 

10.3. Duties : the QAC will receive the following standing items at all meetings : 

10.3.1. A report from QIG highlighting any areas of concern and outlining actions 
proposed. 

10.3.2. The monthly Integrated Quality and Performance Report (IQPR) 

10.3.3. A report on the implementation of quality improvement programmes and 
preparation for regulatory quality visits 

10.3.4. The monthly Quality metrics dashboard presented at the QIG 

10.3.5. Escalated Quality related organisational risks 

10.3.6. Approved QIG minutes 

10.4. The Committee will receive written reports quarterly from the following 
groups/Directorates (each agreeing with the Chair, at least two weeks in advance, 
the subject to be discussed) 

Month Group 1 (Trust-wide) Group 2 (Specific) Directorate 

1 Patient Experience Infection Control/ 
Antibiotic Stewardship 

Acute and Continuing 
Care 

2 Quality & Safety Medicines Management Planned & Coordinate 
Care 

3 Effectiveness Safeguarding 
Children & Adults 

Women & Children 

 

 The Committee will agree those topics to be reported to the Trust Board. 

 Committee papers will be published at least 5 working days before the date of the 
Committee. 

 Committee minutes will be produced within 5 working days. 
 

11. Process for Monitoring compliance with Terms of Reference 

11.1. The QAC will monitor its performance against its TOR annually 

12. Review Date  

12.1. All Terms of Reference should be reviewed annually. 

 



 

Report to the Board of Directors 

Board Date : 28 July 2016  

 

Title of Report 
 

Communications Report 
 

Reporting Officer 
 

Paul Lehmann 

Lead Director 
 

Director of Communications 

Responsible Sub-
Committee 
 

N/A 
 

Executive Summary 
 

This paper summarises the communications highlights of the last 
month. Key points to note include: 
 

- Staff engagement around the second phase of our 
recovery programme 

- Publication of the annual report and accounts 
- A range of stories in the media, including going smoke-

free and investment in medical equipment  
 
 

Risk and Assurance 
 

N/A 
 
 
 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
 
N/A 
 
 

Recovery Plan 
Implication 
 

Almost everything the communications team does is in support 
of the recovery plan. 

Quality Impact 
Assessment 
 

N/A 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

 
Information 
 
 
 

Recommendation 
 

The Board is requested to note this paper 

 



Communications Report : June 2016 
 

 

Introduction 

The focus of the last month has been around building up momentum behind phase 2 of the 

recovery plan and publishing the annual report and accounts. 

 

BUILDING UP MOMENTUM BEHIND PHASE 2 
Over the last month, we have carried out a number of activities to build up staff awareness of 

the priorities for phase 2. We have produced another “wallet card,” highlighting the priorities 

for phase 2, and distributed it to all staff. The Chief Executive hosted a meeting to which all 

staff were invited and we again secured attendance from about 300 people; during this, we 

focused on the care priorities as well as the financial position of the Trust. We have also 

relaunched the printed Trust Recovery Plan newsletter which again goes out to all members 

of the Trust.  

As in the first phase, the key message for staff is that the change can only be delivered by 

everyone working together, taking responsibility and accountability for their own areas, and 

not by managers alone. We are keen to get colleagues’ ideas for improvement and carried 

out an interactive session with senior managers at which we asked what ideas the executive 

had missed out in their planning and what initiatives individual managers would take on 

themselves. 

 

ANNUAL REPORT AND ACCOUNTS 
The Annual Report and Accounts was laid in Parliament on 4 July. We produced a four page 

summary document, outlining key developments during the year, which we shared with key 

stakeholders, members and staff.  

The media coverage of the Annual Report focused on the deficit – £64m after impairments – 

but also picked up some of the progress made during the year. The Messenger’s headline 

was “On the mend: Hospital is getting better but there’s a long way to go” – we’d agree this 

is a fair assessment of where we currently are.  

 

MEDIA 
Over the past few weeks, some of the issues covered in the media have been: 

- Our move to go smoke-free – this has been covered in a number of print and online 

titles and on BBC Radio Kent and ITV Meridian 



- The £1.5m investment by ourselves and the League of Friends in medical equipment 

– this was covered in the Kent online titles 

- The EU referendum and the impact on staff. In response to BBC South East, we put 

out a comment reiterating the importance we place on our EU staff 

- The resurfacing of the main patient and visitors’ car park. This was covered by the 

Medway Messenger and Kent Online 

- Positive commentary about our chaplaincy service on BBC Radio Kent 

- The League of Friends cream tea – part of our programme to promote the good work 

that the League does 

 

SOCIAL MEDIA 
On social media, over the past 30 days we have engaged with 26,100 people on Twitter and 

16,996 people on Facebook. We have gained 49 new followers on Twitter and 27 on our 

Facebook account, taking our total number of followers to 2,112 and 3,591 respectively. Key 

topics over the last month were our public announcement to become a smoke-free Trust and 

our support to learning disability awareness week. The Department of Health also featured 

our concierge, Mel Rodriguez, as part of their NHS Heroes Twitter campaign. Our posts 

were retweeted / shared by Department of Health, A Better Medway, NHS Medway CCG 

and Medway Council. 

 

OTHER ACTIVITIES 
Among the other activities which we have been carrying out, or are in plan are:  

- Following the EU referendum, we expressed our support for our EU colleagues 

through individual letters to them, social media and the Chief Executive’s weekly 

message to staff 

- We worked with colleagues in Estates and Facilities to promote awareness among 

our staff of G4S as the new system-wide patient transport provider 

- Continued communications to support our move to go smoke-free (see the Chief 

Executive’s report) 

- An event for members on our recovery plan, scheduled for 26 July. 



 

Report to the Board of Directors 

Board Date : July 2016 

 

Title of Report 
 

 
Quality and Health Informatics Update 

Reporting Officer 
 

Chief Quality Officer 

Lead Director 
 

Director of Clinical Operations (Surgery) 

Responsible Sub-
Committee 
 

Executive Group/Corporate Informatics Group 
 

Executive Summary 
 

The report outlines the feedback from the visit with  regulators (NHSI, 
NHSE, NHS Education, CCG, IST) to assess the Trusts position in 
relation to return to reporting on RTT data. 
 
The visit was extremely positive ( see Page2) and we anticipate 
returning to reporting in August ( with July data) and continuing 
henceforth. 
 

Risk and Assurance 
 

 
 
Assurance processes in relation to RTT have been assessed as 
providing significant assurance by external regulators all actions have 
been completed to comply with request prior to reporting. 
 

Legal 
Implications/Regulatory 
Requirements 
 

None 
 
 
 

Recovery Plan 
Implication 
 

Aligned to transforming outpatients and surgical pathway programme. 

Quality Impact 
Assessment 
 

n/a 

Purpose & Actions 
required by the Board : 

 Assistance 

 Approval 

 Decision 

 Information 
 

 
Information and approval 
 
 
 

Recommendation 
 

Feedback will be provided to the Board following the August meeting 
to confirm that reporting will re-commence in August. 

 

 



 

EXTERNAL VISIT FEEDBACK AND ACTIONS 

 Via Peter Hyland Intensive Support Team (NHSI) 

‘Although I had not seen the position of the Trust when the decision was taken to suspend reporting, 

it is clear to see that a very significant amount of work has been completed related to validation, the 

development of a robust reporting solution with appropriate data quality checks in place to assure 

the position and the integration of all into the Operational Divisions across the Trust. It is very clear 

that a significant amount of work has been completed across the organisation related to this and the 

organisation has much to be proud off. 

The Trust has a fantastic set of reports now to track elective patients through the pathway and these 

could not be praised enough by the Operational Managers that I talked too. I particularly liked the 

data quality reporting approach that the organisation has established with the numerous data 

quality KPI’s that have been developed, but the concept of a ‘challenge’ that has been implemented 

where the validation is completed on a patient level basis and each of the data quality issues is 

picked up at that point. So simple in principle, but this is one of the few organisations where I have 

seen this implemented. 

Also the move to RTT patient tracking (similar approach to cancer tracking) is excellent, where 

patients are managed proactively through their elective care pathway by a dedicated team to allow 

early identification of any issues or blockages within the pathway. 

All in all, I was very impressed with what I saw yesterday. On that basis the IST would fully endorse 

the Trust decision to recommence reporting against the RTT standards in August (July position) 

providing the following four actions are completed: 

 

 Validation of the Incomplete position to ensure that a ‘clean’ position is reported upon re-
reporting- I discussed this in more detail with Matt later in the day and we agreed to the 
following groups of patients 

o Any patient over 10 weeks on the Incomplete PTL who has had any activity on the 
pathway 

o Any patient over 15 weeks regardless of activity status- (This is on the basis that any 
patients who have not been seen are picked up as part of BAU validation to ensure 
the referral details are correct. There would be nothing further to validate) 

CURRENT POSITION 
Agreed and process  now in place. 

 Movement of the planned waiting list patients who have passed their admit by dates to 
the active Incomplete PTL and assurance that this process is now established so any 
further patients who pass their planned admit by date will move to the RTT incomplete 
PTL- This is likely to increase the incomplete position by approximately 900 patients, 300 of 
which will be waiting over 18 weeks. 

 
 
 
 
 



 

CURRENT POSITION 

All patients have been moved onto planned waiting list as of 14th July 2016 

Trust to get assurance from other Providers that work which is being completed on Medway sites 

is being appropriately reported by those other organisations- As part of the developed reporting 

solution Medway has the ability to be able to extract PTL’s for these services and provide copies of 

these to the other organisations for tracking and reporting purposes. Medway just needs to ensure 

that they understand that Medway are not reporting these pathways and that the other 

organisation should be.  

CURRENT POSITION 

All sites contacted and asked for confirmation of position, any site who does not respond within 1 

week of email will be escalated to NHSI. 

 

 Patient Administration System (PAS) Upgrade- The Trust to provide assurance of the 
upcoming PAS upgrade that a robust plan is in place and that any risks around RTT reporting 
and delivery are mitigated prior to re-reporting. 

 

CURRENT POSITION 

Feedback from sites who have had upgrade has been sought. Issues that have arisen are around data 

quality and MFT have already completed all of this work as part of the preparation for return to 

reporting. 

A project plan has been developed, risk log also outlines any risk to RTT data (attached to Board 

papers)  – it has been coincided that the risks are low due to the limited number of functionality 

changes. The majority of changes are minor to the end user. Some positive changes will be 

introduced that will enhance data quality and accuracy : 

 Alert to show when duplicate patient  in system 

 Alert when cancelling a clinic already in the system 

 

CONCLUSION OF VISIT 

The stakeholders with MFT  agreed to reconvene week commencing 8th August to review the 

progress against these actions to give a final assurance of the Trust decision to recommence 

reporting.  Following this meeting the Trust will report their RTT data in August ( JULY data) and 

continue henceforth. 

 

 



               Medway NHS Foundation Trust Board 28 July 2016 
 

              Summary of Integrated Audit Committee(IAC) held 28 June 2016

 

1. Internal Audit Plan 

The Recruitment and IT Change Management Reviews should be completed by the next IAC 

meeting. 

2. Counter Fraud 

The communication programme has been completed and will be periodically repeated to 

maintain awareness. The Counter Fraud Newsletter has been distributed to all staff and added 

to the website. 

3. Temporary Staff. The issue of Temporary Staff is included in the Financial Recovery Plan and will 

be reviewed in that process. 

4. 2016/2017 Internal Audit Plan will be reviews at the next IAC. 

5. Controlled Drug Security 

An issue is currently under review and will be resolves appropriately. 

6. Losses and special Payments 

It was agreed to review the procedures and process and strengthen the arrangements as 

appropriate. 

7. Security Report 

It was agreed to ensure that there is an appropriate pathway from the Security Committee to 

the Executive to ensure that there is a management review process before the Security 

Committee minutes are passed to the sub-committees of the board. 

8. Gifts & Hospitality Quarterly Declarations 

The Quarterly report to 31 March 2016 was noted and it was agreed to reinforce the awareness 

of the Trust’s Policy for Gifts and Hospitality requirements. 

9. The next meeting of IAC is 1 September 2016. 

 

 

Stephen Clark 

Chairman 

Integrated Audit Committee 

20 July 2016 

  

 

  



Contracts and Investment committee report, July 2016 
 
The committee meets quarterly, established by the Board to review and assess those 
contracts/investments requiring Board presentation for approval.  
 
The committee met in December 15, March 16, June 16.  
 
The committee consists of a minimum of two non-executive Directors, executive Finance 
Director, supported by the Secretary David Rice, financial and purchasing management. 
Following the appointment of a new interim finance director in early 2016, Lesley Dwyer 
CEO has also participated in the committee meetings and her attendance and participation 
has significantly benefitted the review and assessment of activity. 
 
The committee undertakes an overview of key contractual/investment activity looking 
forward 18 months. June committee undertook detailed reviews of 4 projects prior to their 
presentation to the July Board.  
 

 Emergency Department Full ( final ) business case £19 million investment. 

 Pathology integration with Dartford. 

 Orthopaedic elective outsourcing July16-Mar17 £2.8 million contract cost. 

 Waste management 5 year contract Sept16 , annual savings £55,000. 

 The committee supported the proposals which subsequently went to the July Board 
where they were approved. 

 Next committee meeting takes place Sept 1st. 
 
Following discussion at the July Board, I have been tasked to review the committee terms of 
reference (ToR). 
 
This ToR review will assess the benefits of introducing a wider scope for committee review 
to include, trust recovery plan status, clinical operations delivery, financial recovery plan 
status.  
 
Widening the scope of committee review will necessitate a monthly (not quarterly) review 
cycle.  
 
I am targeting the August Board meeting for ToR review and approval. 
 
Tony Moore 
Chair, Contracts and Investment Committee. 
18/07/2016 
 
 



Charitable Funds advisory committee report :  July 2016. 
 
The committee established by the Corporate Trustee of Medway NHS  Foundation Trust 
Charitable Fund. The committee's primary purpose is to review and assess charitable fund 
raising activity undertaken within the trust and make recommendations to the Corporate 
Trustee. 
 
The committee consists of two non executive directors, two governors, one executive 
director. 
 
Support provided by the Financial controller ( Crawford Bunch resigned from the Trust in 
April replaced by interim Stephen Smith in May ) and the Secretary David Rice. 
 
The committee held meetings in May and July ( Glynn Allen governor replacing Richard 
Tripp ). 
 
The committee believes there is a significant opportunity for simplifying/rationalising the 
administration of individual funds (more than 160 individual "pots of money" ) operating 
within the hospital. 
 
At the end of March 2016 the charitable fund in total held assets to the value of £625,000. In 
the financial year ending March 2016 investment in charitable activities was £120,000 with 
charitable donations of £143,000. 
 
The committee meets again August 8th finalising a proposal designed to encourage greater 
staff/patient engagement in charitable funds activity whilst simplifying administration, 
improving financial controls and accelerating appropriate expenditure on charitable activities 
within the hospital. 
 
It is the committee's intention to present the proposal to the Corporate Trustee at Trustee 
Board meeting end of August. 
 
Tony Moore. 
Chair, Charitable Funds Advisory Committee. 18/07/2016 
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MEDWAY NHS FOUNDATION TRUST 
 

 MEMBERSHIP STRATEGY 
 
 
1. INTRODUCTION 
 
This document describes Medway NHS Foundation Trust’s strategy to attract, retain, engage 
and develop a representative and diverse membership.   As a public benefit organisation we 
believe this type of membership will enable us to deliver better health care services that are 
more appropriate to a wide range of people. 
 
Our aim is that Medway NHS Foundation Trust becomes an exemplar membership 
organisation and that our membership is truly reflective of our community in terms of gender, 
age, disability, sexuality, ethnic background and faith.   
 
We acknowledge that the process of building an appropriate membership will take time, 
resource and commitment and that both the Trust and the Council of Governors have a 
responsibility to support, lead and develop this important area of work. 
 
2. MEMBERSHIP 
 
Membership of Medway NHS Foundation Trust comprises members of the Medway 
community and beyond, and Trust staff.   
 
We believe that having a strong, active membership will mean that Medway NHS Foundation 
Trust will be better equipped to deliver services that are cognisant of the needs of people in 
Medway.  This will be achieved by: 

 Actively engaging with members and listening to what they have to say 

 Consulting with members about important developments and changes 

 Developing an effective Governing Council  
 
Public membership is available for any individual member of the public aged 16 and over 
who lives in Medway, Swale or the rest of England and Wales.  Members are invited to “opt 
in” by completing an application form. 
 
We are eager to involve our current and past patients and their carers and other members of 
our local community. We are also keen to involve those who live outside our community and 
who wish to become involved because they live within easy travelling distance, have some 
current or past connection with the Trust or may use health care services provided by the 
Trust. 
 
Members abide by the Trust’s code of conduct and public service values.  Members may be 
disqualified if: 

 They have perpetrated a serious incident or violence in the past five years, towards 
any hospital or healthcare facilities or against any of the Trust’s staff, Non Executive 
Directors, Council of Governors, in accordance with the relevant Trust’s policy for 
withholding treatment  from violent/aggressive behaviour  

 They have been confirmed as a “persistant complainant” in accordance with the 
relevant Trust’s policy   

 Breached the Trust’s code of conduct 
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Local Demographics 
The demographics of the local population are set out below. 

Medway and Swale have a younger population than average for England, but older people 
are now living longer and more independently. This means there will be an increasing 
demand for health and social care for older people and at the same time high demand for 
services for children and young people compared to other areas. 

The population of Medway and Swale is predominantly white, being 89.64% and 96.55% 
respectively although ethnic minority communities are diverse and include several groups 
whose first language is not English. 

The population of Medway is expected to reach  218,1001 in 2016, with a growth forecast 
up to 237,8001 expected by 2033. The population of Swale is expected to reach 112,8001 
in 2016 with a growth forecast up to 126,9001 expected by 2033. 
  
The Trust has calculated the population for Medway and Swale1 to determine the 
percentage in each area.  This percentage has then been set as the target percentage for 
the Trust’s membership in Medway and Swale. The table also highlights the current 
membership total reached, converted to a percentage: 
 

  Population 
Percentage split of 
combined population 

Membership as 
at 10/03/16 As % 

Medway 218,100 66.02% 6,779 78.64% 

Swale 112,800 33.98% 1,841 21.36% 

 
Although the Trust’s services are available to the whole of Swale, it is noted that not all 
Swale residents would automatically attend Medway Maritime Hospital or receive services 
that it provides in the community.  There appears to be a natural geographical divide where 
residents were more likely to travel to Canterbury.  It would be predominately people from 
Newington, Lower Halstow, Iwade, Sittingbourne and the Isle of Sheppey that would use 
Medway Hospital.  
 
Staff Membership - Staff are eligible to become staff members if they have a permanent 
contract, a 12 month or longer fixed term contract, have an honorary contract or are 
employed by the Trust although they work with other NHS organisations locally.  Staff will 
automatically become members unless they opt out. 
 
Staff members may be disqualified on the same basis as public members.  In addition a staff 
member may be asked to temporarily cease membership activities during any period of 
suspension under the Trust’s code of conduct and associated staff policies and professional 
codes. 
 
Corporate Membership 
For other organisations such as local businesses who would like to be involved more closely 
with the Trust, it is likely that areas of fundraising, training and volunteering may provide 
appropriate opportunities to harness their interest.   There is no opportunity within  
Foundation Trust status to offer corporate membership. 
 

                                                 
1
 Kent County Council Strategy Forecast (October 2014)  
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Membership Targets 
The Trust set itself a target of recruiting 10,500 members within the first three years 
authorised as a Foundation Trust.  This target was achieved in September 2011. The 
absolute minimum number of public members is defined in our constitution as 400. 
 
 Membership  

Totals as at  
1 April 2015 

Membership  
Totals as at  
10 March 2016 

Medway  
Swale 
Rest of England & Wales 
 
Public 

6,778 
1,844 
2,321 

 
10,943 

6,779 
1,841 
2,272 

 
10,892 

 
Staff 

4,207  

 
Total  

15,150  

 
 
In order to ensure the public membership is representative of the population it serves, the 
information provided below details targets within each constituency based on gender, age 
and ethnicity, together with details of current membership percentages for those who 
disclosed the relevant information.  The ethnicity targets are based on the 2011 Census data 
(27/3/2011) from the Office of National Statistics (ONS) © Crown Copyright.  The gender 
and age targets are based on 2016 forecasted population data provided by Kent County 
Council Strategy Forecast (2014): 
 
Medway Constituency 
 

Gender Target Current Membership 
As at 10/03/16 

Male 49.38% 30.81% 

Female 50.62% 69.19% 

   

Age Target Current Membership 
As at 10/03/16 

16 1.56% 0.04% 

17-21 7.89% 4.18% 

22+ 90.51% 95.78% 

   

Ethnicity Target Current Membership 
As at 10/03/16 

White 89.64% 88.66% 

Mixed 1.96% 1.26% 

Asian or Asian British 5.16% 5.63% 

Black or Black British 2.52% 4.11% 

Other Ethnic Groups 0.72% 0.34% 
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Swale Constituency 
 

Gender Target Current Membership 
As at 10/03/16 

Male 49.02% 34.61% 

Female 50.98% 65.39% 

   

Age Target Current Membership 
As at 10/03/16 

16 1.51% 0% 

17-21 6.83% 1.63% 

22+ 91.67% 98.37% 

   

Ethnicity Target Current Membership 
As at 10/03/16 

White 96.55% 95.92% 

Mixed 1.16% 0.79% 

Asian or Asian British 1.10% 1.45% 

Black or Black British 1.03% 1.78% 

Other Ethnic Groups 0.16% 0.07% 

 
 
The details above highlight that further recruitment is required in various categories and the 
aim will be to improve the diversity of the public membership over the next 12 months. 
 
Whilst the Trust has not set a target for the Rest of England and Wales constituency, the 
membership figures are also analysed and recorded.  The percentages listed below are 
based on the total public membership across all three public constituencies, where the 
relevant information has been disclosed: 
 
Rest of England and Wales Constituency 
 

Gender Current Membership 
As at 10/03/16 

Male 32.75% 

Female 67.25% 

  

Age Current Membership 
As at 10/03/16 

16 0.15% 

17-21 6.26% 

22+ 93.59% 

  

Ethnicity Current Membership 
As at 10/03/16 

White 75.46% 

Mixed 2.52% 

Asian or Asian British 11.86% 

Black or Black British 9.34% 

Other Ethnic Groups 0.82% 
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The Council of Governors consists of 14 public (9 from Medway, 4 Swale, 1 rest of 
England and Wales), 5 staff and 4 partner governors. Staff representatives may be 
disqualified on the same basis as public members or have their membership temporarily 
suspended during any period of formal suspension under the Trust’s code of conduct and 
associated staff policies and professional codes. 
 
The 4 places on the Council of Governors for partner organisations comprise: 

 Local Authority (represented by a member of the Medway Health and Wellbeing Board) 
x 1 

 Local Authority (represented by a member of the Kent Health and Wellbeing Board) x 1 

 Charities x 1 (seat currently represented by Medway Hospital League of Friends)  

 Universities of Medway x 1 (currently represented by University of Greenwich) 
 
3. MEMBERSHIP RECRUITMENT  
 
Our aim is to recruit a wide range of members, which represent the local community which 
the Trust serves.   We do this by: 
 

 Raising awareness of membership in all the qualifying communities within Medway and 
Swale 

 Providing a simple, accessible and publicised process for becoming a membership 
application 

 Ensuring that the composition of the membership reflects the diversity of the local 
communities 

 Recognising and using members as a valuable resource 

 Developing both external and internal publications to promote membership 

 Targeting recruitment at specific groups or areas, for example, community groups, 
education institutions 

 Displaying leaflets and application forms in areas of the hospital that have the greatest 
footfall   

 High profile advertisement on site and on the Trust’s internet 

 Engaging staff and volunteers in recruiting public members 

 Engaging health economy partner organisations 

 Using local media to promote the campaign 

 Developing the trusts electronic interface with the public e.g. pop up reminders 
 

The recruitment and engagement plan is attached as appendix A. 
 
4. ENGAGING MEMBERS 
 
We aim to focus on the quality and level of involvement of our members.  We acknowledge 
that members will desire different levels of involvement, depending on their needs and 
reason they became members.  It is important to ascertain at the outset what these levels of 
involvement are likely to be and to regularly check this is as members’ circumstances 
change.  Early information is collected via the membership application form. 
 
The Trust also distributes a monthly newspaper called News@Medway which is available for 
people and members to pick up at from newsstands at various locations within Medway 
Hospital as well as at Medway Council Hubs.  The newspaper is also available electronically 
on the Trust’s website and members who have registerd to receive e-communications from 
the Trust receive notification of each News@Medway edition as well as a monthly e-bulletin 
from the Trust Chairman. 
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The Annual General Meeting provides an opportunity for members to meet governors (their 
representatives) and senior staff of the Trust. It provides a good opportunity for the 
Foundation Trust to market itself and for increasing membership. 
 
Members’ Meetings also take place at least eight times a year, the purpose of which is to 
inform, consult and engage with members. 
 
The Trust issues a membership card on which key information about the Trust is provided.  
The intention here is to promote a sense of belonging.  In addition, from time to time the 
Trust holds member focus groups on particular issues.  
 
We have developed a members’ section on the main website www.medway.nhs.uk via which 
members are able to make comments and ask questions. 
 
5. MEMBERSHIP DEVELOPMENT  
 
A detailed membership development strategy is outlined below: 
 

 To increase the quality and level of participation in the Medway NHS Foundation 
Trust’s democratic structures to enable the Trust to achieve its objectives and to 
ensure good governance. 

 To increase the number of active, informed members who are representative of the 
local communities. 

 To encourage more members to stand for election to the Medway NHS Foundation 
Trust Council of Governors. 

 To adopt electoral processes which encourage the participation of all active 
members. 

 To strive for the Medway NHS Foundation Trust Membership and Council of 
Governors to be diverse in their composition. 

 To ensure the culture of membership is attractive to potential new generations of 
activists. 

 To enable elected representatives to fulfil their designated roles and responsibilities 
and facilitate their participation in influencing decisions. 

 To foster a partnership approach between members and management to encourage 
constructive working relationships and dialogue. 

 To provide appropriate learning and development opportunities to members to 
facilitate their fulfilment of their roles and responsibilities. 

 To provide appropriate learning and development opportunities to employees to 
further their understanding of the NHS Foundation Trust’s values and principles as a 
public benefit corporation and membership organisation. 

 
6. MANAGING THE MEMBERSHIP 
 
The Trust has a responsibility to communicate with members.  To this end the Trust and its 
Council of Governors will champion and promote membership as widely as possible. The 
Council of Governors will receive regular updates on the membership base from the 
Membership Engagement Group. 
 
The work of the Membership Engagement Group is supported by the Trust’s Governor and 
Membership Lead, who acts as the membership secretary and his/her office is the main 
point of contact. 
 
Resourcing the Membership Strategy 
We need to adequately resource our membership function and to ensure that it is 
appropriately integrated with the organisation.  This requires a commitment to providing 

http://www.medway.nhs.uk/
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membership services over the long term, developing them as required and supporting skills 
development.   A budget of approximately £31,000 has been set for 2016/17 to cover the 
cost of membership management, member/governor communications and events, governor 
elections and governor training. 
 
Evaluation 
The Governor and Membership Lead will provide a half yearly progress report on 
performance against this strategy to the Membership Engagement Group. 
 
The Membership Engagement Group will provide an update on performance against this 
strategy to the Council of Governors on an annual basis.  



  

 

Appendix A 
Medway NHS Foundation Trust 

Membership Recruitment and Engagement Plan 
 

Aim Action Lead Timescales 

Increase membership, 
particularly in underrepresented 
categories 

 Design and deliver at least 8 members’ events 
per year in response to current issues, including 
the following topics: 

o Quality Accounts; and  
o Annual Plan 

 Explore venues which are consistent with 
underrepresented categories 

 Attend local college and university freshers’ fairs 

 Invite staff leavers to become members 

 Invite membership via advert on the Trust’s 
website 

Governor and 
Membership Lead 

Ongoing 

Engage members in Medway 
NHS FT’s annual plan and 
activities 

 Produce and deliver monthly News@Medway 
via collection points and email 

 Produce and deliver regular e-bulletins 

 Provide information via the Trust’s website 

 Engagement at the regular members’ events 

 Promote participation in the annual Governor 
elections 

 Invite members to participate in in-house focus 
groups or committees, as appropriate. 

Communications 
Team/Governor and 
Membership Lead 

Ongoing 

Ensure that the Council of 
Governors’ development needs 
are identified and addressed as 
part of an annual development 
plan 

 Coordinate and facilitate an induction 
programme for new Governors  

 Conduct a training needs analysis aligned to 
Governors’ groups/committees 

 Offer relevant development and training for 
individual governors 

 Plan and deliver an annual Council of 
Governors’ development programme 

Governor and 
Membership Lead & 
Membership 
Engagement Group 

Annual 
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