
PUBLIC MEETING OF THE TRUST BOARD  
THURSDAY 29 SEPTEMBER 2016, 13.30 – 16.00 
BOARDROOM, POST GRADUATE CENTRE, MEDWAY MARITIME HOSPITAL 
 

Time  Item Subject Presenter Format Action 

  Quality Insight -  Safeguarding  Director of Nursing Presentation For Noting 

OPENING OF THE MEETING  

 1.  Chair’s welcome and apologies for absence Chairman Verbal For Noting 

 2.  Quorum Chairman Verbal For Noting 

 3.  Register of Interests  Chairman  Paper For Noting 

MEETING ADMINISTRATION 

 4.  Minutes of the previous meeting held on 
28 July 2016 

Chairman Paper For Approval 

 5.  Matters Arising Action Log Chairman Paper For Noting 

MAIN BUSINESS 

 6.  Chair’s Report  Chairman Verbal For Noting 

 7.  Chief Executive’s Report  Chief Executive Paper For Noting 

 8.  Trust Recovery Plan  Kevin Tallett Paper For Noting 

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

 
James Lowell  
Chief Quality Officer  
Medical Director  
Director of Nursing 
Acting Director of HR 
Chief Quality Officer 

Paper For Noting 

 10.  Finance & Estates  
a) Finance report; M5 Results  
b) Fire Safety Report  
c) Annual Report : PLACE  

 

Finance Director  
 
 
 
Claire Lowe 

Paper a.For noting 
b. For 
assurance 
c. For 
assurance 

 11.  Risk & Corporate Governance: 
a) Corporate Governance Report 

For Approval 
b) Risk Strategy & Policy 
c) Emergency Planning, Resilience 

and Response Policy 
d) Duty of Candour 
e) Information Governance 

For Assurance  
f) Health & Safety Report 
g) Senior Information Risk Owner 

Report 
For Approval  

h) Risk Management and Assurance 
Framework Report  

 

Director of Corporate 
Governance, Risk, 
Compliance & Legal  
 

Paper  
  

 12.  Communications Report 
 
 

Communications 
Director 
 
 

Paper For Noting 



FURTHER INFORMATION ITEMS 

 13.  Single Quality Oversight Committee Chief Executive Verbal For Noting 

 14.  Audit Committee Report Audit Chairman Paper For Noting 

 15.  Investment & Contracts  Committee Report ICC Chair Paper For Noting 

 16.  Quality Assurance Committee Report QAC Chair Paper For Noting 

 17.  Board Partnering Report – Women & 
Children Directorate 

Ms J Stephens Non-
Executive Director 

Verbal  For Noting  

 18.  Charitable Funds Update Charitable Funds Chair Paper For Noting  

 19.  Update on Governor Activity Chair Verbal For Noting 

FOR REFERENCE  

 20.  Minutes : Quality Assurance Committee 
18/08/16 

Ewan Carmichael Paper For Noting 

AOB 

 21.  AOB Chairman Verbal For Noting 

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

Chairman   

CLOSE OF MEETING 

  Date of next meeting: Thursday 27 October 2016,  
Trafalgar Conference Suite, Level 3 Green Zone, Medway Maritime Hospital 

 



 1 

  
   

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 

 Chair of the Medway NHS Foundation Trust 
Integrated Audit Committee 

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  

 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  



 2 

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  

 
 
 



 

Page 1 of 10 

 
 

 
 
 
 

PUBLIC MINUTES OF THE BOARD OF DIRECTORS MEETING HELD ON THURSDAY, 28 
JULY 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, Interim Finance Director 
 Mr. T Moore, Non-Executive Director 
 Mrs. K Rule, Director of Nursing  
 Ms. J Stephens, Non-Executive Director  
 Mr. S Clark, Non-Executive Director 
 Mrs. K Mukherjee, Acting Medical Director 
   
In attendance: Mr. J Lowell, Director of Clinical Operations, Womens & Childrens Directorate 
 Mr. P Lehmann, Director of Communications 
 Mr. B Stevens, Director of Clinical Operations, Co-ordinated Surgical Directorate 
 Mr. K Tallett, Programme Management Director (item 9 only)  
 Mrs. S Tree, Notetaker 
 Miss. H Puttock, Notetaker 
 
Apologies :  Dr. D Hamilton-Fairley, Medical Director 
 Mr. M Jamieson, Non-Executive Director 
 Mrs. J Palmer, Non- Executive Director 
 
Observers: Members of the public/staff/Governors (5) 
 
 
QUALITY INSIGHT –   MEDILEAD 
 
Dr Sarah Hare invited the Board to the atrium in order to judge a competition of posters produced 
by  the Junior Doctors.  The Board met with the doctors and discussed  their work which aimed : 

 To enable quality improvement projects that improve patient safety and patient care; 

 To engage junior doctors with the hospital; and  

 To encourage the delivery of excellent patient care, multi-disciplinary team working and 
innovation. 

 
The Board  returned to the Trafalgar Room to receive presentations by the Medilead Team.  Dr 
Hare introduced the Medilead programme to the Board explaining the basis of the programme, 
how it has come about and the enthusiasm of the Junior Doctors who then gave three 
presentations:-  
 

a) The Green Book. This project came about  when the junior doctors used guides from other 
hospitals; the  doctors could not understand why Medway did not have their own so they 
set about producing one.   The guide will be available for all Junior Doctors by way of an A5 
handbook, via email and eventually by app for smartphones.  They emphasised that they 
did  not  replace the formal guidelines but were a more practical  guide.  The intention was 
to  keep all future F1 doctors involved so that they could hand over their work when they 
move on.  Dr Priya Kirshnan was leading on this and would be available to assist. 
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b) Handover/Recovery from theatre to recovery.  The doctors had undertaken detailed 
analysis of what information was given on handover for post-operative patients and it had 
become apparent that this was very inconsistent.  They therefore created a checklist to 
ensure that all relevant information was passed on.  Once the   checklist was in place, it 
was clear that the levels of data handed over for post-operative patients was much higher 
and  importantly ensured  compliance with regulations. 
 

c) Allergies.  It had become apparent that information relating to a patient’s allergies were not 
being relayed to medical staff.   Administration staff  did not have access to this part of the 
system to be able to complete the relevant  section of forms. There had been instances of 
drug allergies  not being recorded and subsequently leading to serious incidents for 
patients.  A system was required to ensure that  this did not continue.  Red allergy bracelets 
were one option, not to include the allergies on the bracelet but for them to be a reminder 
that the medical staff need to check the records for allergies.  It was also necessary to 
ensure that  systems were linked so that  they tied up with each other.  This would be 
assisted when there will be  access to GP records. The improved allergy process had been 
set up by Sophia Broderick and had led to a decrease in allergy incidents. 
 

The Board was then addressed by Dr Heather MacFarlane who had spent a week with the 
management team learning about managing the hospital.  She explained that she considered that 
it was a very worthwhile week and she had learned a lot.  It was a unique experience which had 
not been done  before at Medway but it was something she thought that the Trust should look at 
running regularly, perhaps quarterly, to enable junior doctors who have an interest in  hospital 
management to experience. Dr MacFarlane thanked the Board and Executive team for the 
experience. 
 
Dr Hare concluded  the Medilead presentation by presenting awards to the winners of the poster 
competition :    Aaisha Saqib for Hydration matters and for the visual presentation which went to 
Sophia Borderick for her work on Allergies.  
 
16/07-01 WELCOME AND APOLOGIES FOR ABSENCE 
 

The Chairman welcomed everyone to the meeting.  Apologies had been received from  
Diana Hamilton-Fairley, Martin Jamieson and Jo Palmer.    

 
16/07-02    QUORUM 
 
  The Chairman confirmed that a quorum was present. 

 
16/07-03    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.  

 
16/07-04 MINUTES OF THE PREVIOUS MEETING 
 

4.1 The minutes of the meeting held on 30 June 2016 were APPROVED for signature 
as a true and accurate account of the meeting subject to minor amendments. 

 
 

16/07-05     MATTERS ARISING – ACTION LOG   OUTSTANDING FOR UPDATING 
 

5.1     The Board of Directors RECEIVED the Action Log which was  noted. 
  

16/07-06    CHAIRMAN’S REPORT 
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6.1        A copy of the Chair’s report was tabled and distributed to the Board and members of 
the public who were present. 

6.2 The Chairman advised that there was nothing particular which needed to be 
reported; all were aware that there was  now a new Prime Minister, a new 
Chancellor of the Exchequer whilst  the Health Secretary remained the same, which 
provided stability to the NHS.  The health sector would  wait to see what the new 
Chancellor’s approach would be with NHS funding. 

 
16/07-07    CHIEF EXECUTIVE’S REPORT 
 

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

 We had heightened the monitoring of  ED as there had been higher levels of 
attendance due to  the unusually high temperatures that we had been 
experiencing. 

 Following the Junior Doctor Referendum on whether to agree to the new 
contract, trainee doctors will be employed on the new terms when they take up 
a post.  

 The Trust had appointed a new Guardian of Safeguarding, Delilah Hassanally. 

 NHSI had set out an approach for a Single Oversight Framework which was 
out for consultation with a closing date of 4 August.  MFT, being in Special 
Measures, had already instigated a Single Oversight Committee and this had 
been in place for 3 months and the focus of the group may have to change 
based on the new framework 

 The Trust had appointed a new Director of Communications, Glynis Alexander 
who would start on 6th September.  Paul Lehmann would stay until end of 
December 2016 to oversee completion of Smoke Free and also the CQC 
inspection. 

 
16/07-08    STRATEGY  
 

8.1  The Chief Executive provided a verbal update to the Board advising that the Trust 
was finalising its own strategy in line with the Kent and Medway Sustainability and 
Transformation Plan (STP). MFT were  working alongside Maidstone & Tunbridge 
Wells, Darent Valley and also with Conquest, Hastings.  An STP had been  
submitted at the end of June and feedback was  awaited.  It was essential that there 
was engagement across the Trust and with the Steering Group which comprised  26 
members to ensure that this was delivered in a co-ordinated way.  

 
8.2 The Chairman raised a question as to how the Kent and Medway STP compared to 

those submitted by trusts in rest of the country.    The Chief Executive noted that 
Manchester  was considering a major collaboration.  She also noted that within the 
Kent and Medway footprint, East Kent were  moving forward with their clinical 
strategy and the Trust could learn by  their examples.  

 
16/07-09     TRUST RECOVERY PLAN 
 

9.1   The Board welcomed Kevin Tallett to the meeting who has recently joined the Trust as 
PMO Director to oversee the Trust Recovery Plan and other programmes.  Mr 
Tallett noted that he was making good progress and it was beneficial for the Trust 
Recovery Plan that it was under new scrutiny. He noted that there needed to be a 
single page overview and this was agreed.  He did not consider that the PMO at this 
stage were sufficiently focused  in respect of their preparation of documents and 
there needed to be a document management system.   

 
9.2 The Executive Recovery Group needed to regain its structure and  focus.  KT 

commented that  he and  the Chief Quality Officer  were discussing how  better 
quality data could be provided  and this was under review.  He considered that there 
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were inconsistencies between Phases 1 and 2 of the Recovery Plan;  good work 
had been carried on and this would be developed further over the coming weeks.   

 
9.3 In response to a question from Ms Stephens on progress KT advised that he 

expected there would be some significant progress in the next couple of months 
although some projects  were longer term.  

 
9.4 The Chief Executive  advised that the PMO had been set up post the previous CQC 

visit in order to deal with the projects that had come out of that inspection and to 
ensure that they were run efficiently.  The PMO  was also dealing with other projects 
which were not related to the CQC inspection as it was important to ensure that 
these were continued if they would improve the performance of the Trust.  

  
9.5 The Chaiman commented  that Phase 1 was very much led by external people 

explaining what was required whereas Phase 2 was the actual plan to come out out 
of special measures.   

 
9.6 The Chairman asked the Executive whether they were satisfied that they received 

adequate support from the PMO:    

 The Chief Quality Officer confirmed that she considered that additional impetus 
had been made since KT had joined the Trust.   

 The Director of Nursing  advised that she had spoken with KT and had agreed 
that it was imperative the further improvements were driven through in the next  
4-6 weeks; 

 The Director of Finance confirmed that he considered  that achievements had 
been made in the past  weeks and welcomed the support that he had received. 

 The Chairman appreciated the feedback from the members of the executive 
team and said that this gave her confidence and that now what was now 
required was a new improved, high-level dashboard, rather than the current 
version which was at a too detailed level. 

 
16/07-10      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: 
 

 Mortality rates continued to improve with the Hospital Standardised Mortality 
Ratio (HMSR) down to 103.6  with a goal of 100 by October 2016. 

 Awareness around ‘Acute Kidney Injury’ had been flagged as a significant 
issue. Correction of the current inappropriate use of this  as a primary diagnosis 
would reduce the mortality rate. 

 Junior doctors were currently going through induction process. 

 There had been a cluster of SI’s in ED in the past two months and these were  
being picked up and a full comprehensive report will be prepared for a future 
meeting. 

 Professor Clifford Hughes has been brought in to assist in the review of the SI 
process with the aim of it being streamlined. 

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

the following: 
 

 A 6.6% reduction in ED attendees for June however, this still represents an 
increase of 48% on March. 
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 Just over 23% of ED attendees were streamed to MEDDOC. Siteflow was now 
at 3 hours 57 minutes, the second month this year that it has stood below 4 
hours. 

 Presentation to the Clinical Council was scheduled for 9th August. 

 Recruitment stakeholder event to be held with support from clinicians.  
 

10.4 Following a question from JS there was a discussion about whether communications 
on changes across the Trust were effective.    It was noted that Margaret Dalziel, 
Ben Stevens and James Lowell had been working on this area it was agreed that 
there was now greater clarity of roles and lines of reporting.   

 
10.5   TM  queried reference in  the report that in June  all 4 workstreams had been  

operational under the merged Unplanned Care Programme and it was agreed that 
this was a positive but that various outsourcing options were currently under 
consideration.    

 
10.6 The Trust’s performance against the 62 day GP referral standard remained below 

the national target however an improvement in June  had been noted and 
performance was above the agreed trajectory. 

 
10.7   For RTT performance against the incomplete 18 week RTT standard remained 

below the national target at 77.5%, however, continued improvement should be 
noted and performance is above the agreed trajectory. 

 
10.8   Diagnostic performance against the diagnostic 6 week standard had seen a 

deterioration in June  and was  behind the agreed trajectory.  There had also been a 
deterioration in performance  in  MRI scanning  and this was  currently being 
investigated.  Early indications suggested that there was an increase in the demand 
both internally and from GP direct access.  The outcome of the investigation will be 
detailed in the next board report. 

 
10.9   A review of the impact of the Medical Model had shown a sharp increase processing 

people quicker.    
 
10.10   Further to a question  about whether there was a reduction in elective activity due 

to the increase in  ED attendance and admissions it was noted that when the  
medical model had been introduced there was a reduction in the number of medical 
patients occupying surgical beds, however, more recently there were more outlying 
patients.  The numbers of elective cancellations had been minimised due to robust 
decision making processes.  LD referred to the fact that completion of  the bed 
modelling work would  inform how the bed stock was allocated.     

 
10.11  There was a discussion regarding the MRI  backlog and whether the MRI resource 

was being sufficiently utilised to maximize activity.  MRI facilities are currently used 
13 hours a day, 6 days per week.  There had been an increase in demand from 
direct referral and it was queried why the Trust could not have a better control over 
MRI rather than some demand being driven externally.  It was agreed that the 
Executive would investigate this further.   

 
ACTION : Executive to investigate control over MRI 
 
10.12 Kirti Mukherjee was standing in for the Medical Director who was on annual leave.  

Ms Mukherjee drew the Board to the following points in the report: 
 

 The GMC National Trainee Survey had been published on the Trust and some 
areas of excellence had been noted particularly amongst the Core Medical 
Trainees and Paediatric trainees and areas which required more work included 
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the workload in ED, GP training in paediatrics, Foundation doctors in Medicine 
and teaching in surgery which  will be looked at and acted upon. 

 Job planning was covered in detail at the Directorate Performance meeting and 
was a complicated process because of the 23 week rotas.  

 The dashboard needed revising and this was under discussion between KT and 
TB.   

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

 Following a point raised at the last Board’s regarding 2 MRSA cases, these 
have been attributed to a third party so  the Trust position was back to zero. 

 Planning for winter was starting and the flu vaccines will be arriving in 
September, and 30 nurses have been trained to administer the vaccinations 
which will be offered to staff and  all members of the Board. 

 The Annual Infection report will be submitted to the Quality Assurance 
Committee as will the Annual Safeguarding Report. 

 There had been a meeting between the Trust  and the CCG  on the 
Safeguarding plan and the CQC had been very pleased with the progress that 
had been made and there was very positive feedback. 

 Dementia and Delirium had seen an increase of 39% in Q1 compared to the 
same period last year and it would therefore be necessary to dedicate more 
resources to this area.. 

 There had been  4 mixed sex breaches on Nelson Ward. 
 

10.14 There was a discussion following a point raised by JS  that we had lost 20 nurses 
and midwives in June.  It was agreed that this was disappointing and in the course 
of exit interviews most explained that they were leaving for personal reasons but 
some believed that their careers were stagnating.   

 
10.15 It was noted that there had been a reduction in pressure ulcers.  KR and a nurse 

from Kings College Hospital had undertaken a review of the equipment available, 
hospital mattresses, the policy around maintenance  of those mattresses and 
whether necessary action was taken by staff and sometimes staff needed to provide 
better care.   

 
10.16 There was a discussion about staffing levels and whilst this was not included in the 

PMO plan it was an area of focus for the executive team. 
 
10.17 The procedure for patients who had agreed to “Do not resuscitate” was discussed 

and it was confirmed the necessary forms were not completed in all cases and it 
was agreed that this should be taken up with by KR and the End of Life Committee.    

 
10.18 Following a question from TM concerning the number of care hours provided to 

patients, it was confirmed that for level zero patients received between three and 
four hours of care  a day and this was reduced with the various rising levels of 
patients.  The number of hours of care per patient were expected to rise with 
increased levels of staffing and it was confirmed that this was envisaged in the 
Carter Report.   

 
10.19  The Acting Director of Workforce, reported the following: 

 

 The Workforce Priority programmes would be discussed later in the meeting  

 Overseas nursing business case would be brought to the next Board 

 Meetings were being held with starters and leavers to gain information from 
them about their impressions and experience of working at the Trust 

 There are  10 leadership development programmes running this year which 
have received positive feedback 
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 Task & Finish groups are in their infancy, there is a workshop next month and 
KT is assisting. 

 There were no immediate staffing issues. 
 

10.20 The Chief Executive spoke to  the Corporate Governance report in the absence of 
the Director of Corporate Governance 

 

 An inspection on the Trust’s Radiation Waste disposal had been carried out and 
a safe result had been achieved. 

 Refresher training has been put in place regarding Information Governance. 

 A full status report on the risk register will be brought to the September Audit 
Committee meeting. 

 Issues were raised regarding fire safety and  the Fire Service were  working 
with the Trust  to help make improvements where needed.  The Trust was also 
working with our existing provider to improve safety and  an action plan will be 
put into place. 

 Ms Stephens wanted to update the Board that she had attended the “coffee 
cup” information governance meeting and that it had been a valuable update. 

 
ACTION:  Full status report on the risk register to be brought to the September Audit 
Committee. 
 
 
 16/07-11     FINANCE REPORT 
   

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

 

 The Finance Department had prepared a slimmed down report for this month 
showing the key outcomes for income, expenditure and cash. 

 The Trust had a better Q1 than had originally been forecast. 

 Some areas were performing better than others and this resulted in our income 
being higher than our expenditure by £400k. 

 At the Performance Review meeting the previous day, specific target 
programmes were given to each of the 3 directorates. 

 The outstanding contract with the CCG had not yet been agreed. 

 The  temporary staffing costs continued to be expensive but this will lower over 
time. 

 Ms Stephens raised the point that it had been agreed at a previous board to 
include staffing costs in the pack.  DC and RB agreed to look at a way of 
encompassing this in to the report. 

 
ACTION : DC and RB to look at a way of encompassing the staffing expenditure into the 
finance report. 
 
 
16/07-12     DATA QUALITY STRATEGY  

   
12.1  The Chief Quality Officer advised that this can be dealt with at a subsequent Board.  

The Board were happy with this approach. 
 
16/07-13     PEOPLE AND ORGANISATIONAL DEVELOPMENT STRATEGY  
 

13.1  This was brought to the Board for approval as the Trust needed to have one in 
place.  It was  suggested that the Board consider the paper and provide any 
comments to the Acting Director of Workforce, and this will be brought back before 
the August Performance Meeting. 
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ACTION :  This strategy to be brought back before the August Performance Meeting with 
any comments to be provided to the Acting Director of Workforce prior to this meeting. 

 
 
16/07-14     EQUALITY AND DIVERSITY REPORT  
 

14.1 The Board took the report as read.  The Acting Director of Workforce advised the 
Board that at the current time  the Trust was not complying with its requirements.  
She suggested that we set up an Equality and Diversity Group and that this group 
would consist of both staff and governors.  A robust plan was needed on how to 
address the following issues: 

 

 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 to undertake Equality and Diversity training (including awareness of 

unconscious bias) by March 2017 including all Board members 

14.2 It was noted that Board approval was required to update the website with necessary 
information on quality and diversity. 

 
14.3 Further to a question the Acting Director of Workforce advised that the gender audit 

will take place later this year and will encompass equal pay. The Acting Director of 
Workforce  advised that we needed a group  to undertake some analysis and 
provide feedback.  MTW already have this in arrangement in place.  Ms Stephens 
also noted that  the Swale patients must be included. 

 
14.4 The Board APPROVED the paper on Equality and Diversity report and Equality 

objectives. 
 

16/07-15     COMMUNITY ENGAGEMENT STRATEGY  
 
 15.1  The Director of Communications summarised the report and advised that there was 

a desire from the  community to engage with the Trust and it had a responsibility to 
reach out to those interested parties. 

 
15.2 The Chairman said the Trust had a challenge to engage with the local residents  to 

ensure that they felt part of the community.  The Chief Executive suggested that 
there could be some form of open day to involve the local residents. 

 
15.3 It was agreed that there was an opportunity for the Trust to engage with the young 

people of the community too, especially those in care. 
 
15.4   Following further discussion it was agreed that any suggestions should be referred 

to the Director of Communications.   
 
15.5 The Board APPROVED the Community Engagement Strategy.  
 

 
16/07-16    NHSI QUARTER 1 SUBMISSION  
 

16.1  The Finance Director referred the Board  to the paper in the  packs. He advised the 
Board that there was only one change from the Q4 Governance return in that this 
time we are able to confirm the capital position whereas in Q4 we were not. 
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16.2  The paper was  APPROVED by the Board.  
    

16/07-17    TERMS OF REFERENCE – QUALITY ASSURANCE COMMITTEE 
 

17.1   Mr Carmichael thanked Ms Stephens for chairing the last Quality Assurance 
Committee and proceeded to update the Board with regards to the Terms of 
Reference which  had been agreed at that last Quality Assurance Committee 
meeting. 

 
17.2 The Board  APPROVED the Terms of Reference.  
 

16/07-18    COMMUNICATIONS REPORTS  
 

18.1   Mr Lehmann updated the Board as to recent developments. 

 There would be increased communications to all staff regarding the 
forthcoming CQC inspection and in particular a handbook to prepare for the 
inspection would be circulated to all staff. 

 Mark Norman from the BBC was in the Trust  filming in ED and Andrew 
Stradling was spokesman for the Trust. 

 The smoke free initiative was progressing well with go live date of 17th 
October 2016 

o Nicotine replacement Therapy (NRT) was now available on all wards 
o Smoke free champion training was happening on 5th August 
o A smoke free meeting had taken place with a good turnout from local 

residents  and they had been forthright in their opinions on the project   
o There would be drop in sessions for staff so that the policy could be 

explained to them. 
o Ms Stephens stressed that it was essential for managers to speak to 

members of their staff who were smokers. 
 
16/07-19   RETURN TO REPORTING  
 

19.1   It was agreed with the Chief Quality Officer that this report can be brought back to 
the Board at a later date.  The board paper was for information.  

   
16/07-20   SINGLE OVERSIGHT COMMITTEE 

 
20.1  The Chief Executive advised that a meeting had not taken place this month and 

therefore there was nothing to report. 
 

16/07-21    COUNCIL OF GOVERNORS  
       

21.1   There was nothing to report. 
 

 16/07-22   AUDIT COMMITTEE REVIEW 
 

22.1 There was nothing further to add to the report included in the Board papers. 
 
16/07-23   INVESTMENT AND CONTRACTS COMMITTEE  
 

23.1 There was nothing further to add to the report included in the Board papers.  
 
16/07-24   CHARITABLE FUNDS COMMITTEE 
 
 24.1 There was nothing further to add to the report included in the Board papers. 
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16/07-25  MEMBERSHIP STRATEGY 
 

25.1 The Board were asked to provide feedback on the paper. 
25.2 The strategy paper was AGREED subject to one minor change to be made to the 

number  of Partner Governors. 
 

16/07-26  AOB 
 

26.1 The Chief Executive advised the Board that she had just been advised of two 
issues: 

 a) The CCG were seeking formal arbitration with regard to the outstanding 
contract; and  

 b) The Trust was  formally in special measures for A&E 
 
26.2 The Finance Director notified the Board of one issue:  
 Cardys who were doing work for the Trust had been placed into administration; 

however the work that they were undertaking here would be completed by an 
alternative contractor. 

 
16/07-28  QUESTIONS FROM THE PUBLIC 
 
A question was raised by Barry Hills about his  medical records not being available at another 
hospital where he had been referred to.  Mr Stevens who was present at the Board meeting agreed 
to speak to Mr Hills after the meeting. 

 
 

16/07-29 DATE OF NEXT MEETING 
 
The next meeting of the Trust Board will be held on Thursday 29 September 2016 in the Trafalgar 
Conference Suite, Level 3 Green Zone, Medway Maritime Hospital.   
 

 
The meeting closed at 5:30pm 

 
 
 

Shena Winning:     Date: 
Chair 

 



PUBLIC BOARD ACTION LOG 
ITEM 05 
Bd/16/07-05 

1 
 

 

 

Action 
No. 

Meeting 
Raised 

Minute 
Ref 

Details  Lead Progress 
Status 
(RAG) 

       

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 

23/09/16 Aiming to present to the October 
Board meeting Open 

(red) 

PUB-
0346 

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

Chief Quality 
Officer/ 
Director of Health 
Informatics 

23/09/16 - To be presented at the October 
Trust Board meeting Open 

(red) 

PUB-
0359 

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

Director of 
Finance 

23/09/16 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 
23/09/16 Finance Director to address  Open 

(red) 

PUB—
0361 

28/07/16 10.11 Executive to investigate control over MRI  
Director of 
Clinical 
Operations 

23/09/16 – to be confirmed 
Open 
(red) 

PUB-
0362 

28/07/16 10.20 
Full status report on the risk register to be brought to 
the September Audit Committee 

Director of 
Corporate 
Governance 

Reviewed by Audit Committee  
Open 
(red) 

PUB-
0363 

28/07/16 11.1 
DC and RB to look a way of encompassing the staffing 
expenditure into the finance report 

Director of 
Workforce/ 
Director of 
Finance 

23/09/16 – Finance Director to address 
Open 
(Red) 

PUB-
0364 

28/07/16 13.1 

People & Organisational Development Strategy to be 
brought back before the next Performance meeting 
with any comments to be provided to the Acting 
Director of Workforce prior to the meeting 

Director of 
Workforce 

23/09/16 – New Director of Workforce to 
progress, board meeting to be confirmed. Open 

(red) 

       



 

Report to the Board of Directors 

Board Date: 29 September 2016 

 

Title of Report 
 

Chief Executive’s Report 
 

Presented by  
 

Lesley Dwyer 

Lead Director 
 

Lesley Dwyer 

Committees or Groups 
who have considered 
this report 
 

 
 

Executive Summary 
 

The purpose of this report is to provide the Board with an update 
on key issues since the last meeting of the Board that are not 
covered elsewhere on the agenda 
 
Key points are: 

  Junior Doctors’ Industrial Action 

  Planning Guidance  

  Going Smoke Free 

Resource Implications 
 

 

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. 

Recommendation 
 

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. 
 

Purpose & Actions 
required by the Board : 

 

 
Approval      For Assurance     Discussion      For  Noting 
 
 

 

  X  
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Chief Executive’s Report: September 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 9a on the Public Trust Board agenda, 
provides the Board with an update on issues impacting on the overall clinical 
performance of the Trust. 
  
Return to National Reporting   
The Trust was advised on 18 August 2016 that jointly NHS England (NHSE) and 
NHS Improvement (NHSI) recommended that the Trust did not commence the formal 
reporting of its Referral To Treatment (RTT) activity until the planned PAS upgrade in 
October had been completed.  
 
Those involved in the decision to continue to suspend reporting were extremely 
impressed with the hard work undertaken by the Trust to resolve the Data Quality 
issues, and were assured from the Intensive Support Team (IST) that the issues are 
now resolved and appropriate systems and  processes are present to reduce the risk 
of these re occurring.  
 
The decision to not support reporting at this stage was solely in relation to the PAS 
upgrade.    
 

2. CARE QUALITY COMMISSION (CQC)  
 
The Trust continues to prepare for the inspection in November.  Since my last report 
we have been advised by the CQC that the inspection will now run for two days 
rather than four.  This is in line with inspections undertaken at other special 
measures trusts.  Therefore, the inspection will take place on 29 and 30 November 
2016.  However, there have already been two “listening events” with the CQC joining 
Health Watch in the foyer of the hospital to seek feedback from patients, visitors and 
staff. 

Following the “peer inspections” undertaken last month, we have also completed a 
mock inspection  with assistance from not only our Buddy Trust, Guy’s and St 
Thomas’ NHS Foundation Trust, but also with staff from the CCG, NHSI and our 
neighbouring trust, Maidstone and Tunbridge Wells NHS Trust. The feedback from 
these events has now led to a very focussed approach to our preparation over the 
coming weeks.  This is discussed within the agenda of the meeting. 
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3. JUNIOR DOCTORS’ INDUSTRIAL ACTION 
 
Following the BMA’s announcement that they intend to take further industrial action 
each month between September and December 2016, the first period of action due 
on 12 – 16 September was suspended.  This was due to concerns about patient 
safety with trusts not having sufficient notice to plan appropriately. The General 
Medical Council had urged doctors to reconsider the stoppage warning they could 
face regulatory action because the timing and length of the walk out would mean 
care was inevitably compromised.   

Other planned industrial action is still due to take place in the form of a full 
withdrawal of labour for five days (emergency cover will be provided) between the 
hours of 8am and 5pm during the following periods: 

 5, 6 and 7 October (weekend covered) and then 10 – 11 October 

 14-18 November 

 5-9 December 

The Trust is required to put plans in place to ensure that patient care is maintained 
but the action is unprecedented and will result in the cancellation of both surgery and 
outpatients for many patients. 

4. NATIONAL AND REGIONAL ISSUES 
 
Joint NHS England and NHS Improvement Joint Single Accountability & 
Performance Reviews 
Reflecting the system approach signalled in STP development and the financial 
reset, NHS England (NHSE) and NHS Improvement (NHSI) are introducing a joint 
approach to accountability and oversight of the operational plan and performance 
delivery for providers and CCGs in the South East.  This builds on the approach 
taken by NHSI and NHSE to jointly review Operating Plans during the 15/16 planning 
round submissions. 
 
The purpose is to: 
 

 ensure consistent approach to Trust and CCG finance and performance 

 hold commissioners and providers jointly to account for delivery 

 address issues that require joint approach for resolution 

 ensure consistent and clear messages into systems 

 ensure all patients are working to the same version of the facts 
 
This in effect means that the CCG and Trust are held to account via a quarterly 
performance meeting.  
 
As this meeting will be focussed on performance, the Single Oversight Quality 
Committee will continue to meet monthly focussed on the Trust’s Recovery 
Programme “Aiming for Best” and exiting Special Measures following the November 
inspection. 
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Planning Guidance 2017-19 
On 22 September 2016, both NHS England (NHSE) and NHS Improvement (NHSI) 
published the “planning guidance 2017-2019 NHS Operational planning and 
contracting2. 
 
The planning guidance outlines the expectations of the national bodies for system 
level planning over the next two years, focussing on contracting and sustainability 
and transformation plans (STPs) as well as introducing a range of new national 
business rules. Alongside the planning guidance the draft standard contract was also 
published as well as the draft National Tariff prices and draft national CQUINs.  
 
These guidelines have been released three months earlier than usual and set an 
ambitious timeframe to get contracts agreed by early December. 
 
NHS Providers have provided a summary of the changes, as well as a commentary, 
which I have attached for information.   The implication of the new guidelines on the 
Trust will be considered and discussed at Board. 

 

5. GUY’S AND ST THOMAS’ NHS FOUNDATION TRUST (GSTT) 
 BUDDYING AGREEMENT 
 
The Trust has formally extended the Buddying Agreement with Guy’s and St 
Thomas’ NHS Foundation Trust until March 2017, and will continue to have support 
in the delivery of key workstreams within the Trust’s Recovery Programme. 
 

6. HORIZON SCANNING 
 
Recent issues concerning the NHS, which have been reported on by national and 
regional media, are listed below: 
 
Brighton and Sussex University Hospitals NHS Trust:  Brighton and Sussex 
University Hospitals NHS Trust was placed in special measures after inspectors 
deemed it unsafe and poorly-led. The Care Quality Commission (CQC) criticised 
both the Brighton and Sussex University Hospitals NHS board and Brighton's ageing 
hospital site.  The watchdog said hospital bosses had little insight into safety issues 
and "seemingly little appetite to resolve" them. 
 
General Medical Council places one in four hospitals on danger watch list: 
Almost 80 hospitals, including Medway Maritime Hospital, were placed under 
surveillance by health watchdogs over concerns about patient safety and their ability 
to train doctors. The General Medical Council said it had taken the “special 
measures” as part of efforts to prevent a repeat of the Mid Staffs scandal.   
The regulator stepped in after finding alarming levels of bullying, handover systems 
so poor that desperately ill patients got “lost” and left at risk of serious harm during 
weekends, unmanageable workloads and bed shortages in intensive care. 
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Nuffield Trust finance report:  In a new report on NHS finances, the Nuffield Trust 
says providers have only managed savings of two per cent in recent years, so would 
have to double this rate to achieve the “control totals” mandated by NHS England 
and NHS Improvement for 2016-17. 
 
NHS trusts will have to make efficiency savings of four per cent to hit their financial 
targets, despite this “never being achieved” before, and being widely deemed 
unachievable.  
 

7. GOING SMOKE-FREE 
 
Smoke Free Policy:  The Executive has approved the new smoking policy which will 
come into place on 17 October 2016, when we go smoke-free. The policy focuses on 
the support available to staff and patients, but makes it clear that smoking is 
prohibited across the whole site, in all property on and offsite owned by the Trust, for 
staff when representing the Trust in public / in uniform, and outside of lunch / rest 
breaks.  

The Executive also approved limited permission for the use of e-cigarettes on the 
site. The latest evidence shows that e-cigarettes can be useful in helping people to 
stop smoking and Public Health England has, within the last month, issued guidance 
suggesting that workplaces should make a clear distinction between the way in 
which e-cigarettes and cigarettes are treated.  

It is also felt that permission of e-cigarettes will be well received by staff who are 
concerned about the ban on smoking and potentially local residents living around the 
site as it could reduce the number of people leaving the site to smoke. The new 
policy makes it clear that e-cigarettes are not encouraged by the Trust but 
acknowledged as a route out of smoking. E-cigarettes will not be permitted in the 
buildings, along the front of the site, by staff in uniform or where they can be seen by 
patients. 

Progress towards 17 October:  In addition, we continue to make good progress 
towards go-live on 17 October 

- Signs and tannoys have gone up around the site – these seem to have had 
the effect of reducing the number of smokers outside the front of the hospital, 
even in advance of 17 October 

- The new policy was drawn up and communicated to staff. We also held two 
drop in events for staff in the restaurant for people to come and ask questions 
or raise any concerns about going smoke-free. 

- Training for ward-based staff on how to handle patients who smoke and alert 
them to the availability of nicotine replacement therapy is being rolled out 

- Training for staff who are prepared to act as smoke-free champions is also 
being rolled out – the champions are people who are prepared to have 
conversations with people on site who smoke and ask them not to do so. All 
of the executive have taken part in champions’ training 

- We are offering free nicotine replacement therapy during October for staff who 
wish to give up smoking 

http://nuffieldtrust.github.io/feeling-the-crunch.html
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- We are working with local councillors and residents to seek to alleviate their 
concerns. 

8. ATTENDANCE AT CONFERENCES 
 
Executive Director Induction Programme – NHS Providers 
Earlier this month a number of Executive Directors attended the NHS Providers and 
NHS Improvement joint induction programme specifically for Executive Directors   

The joint programme developed by NHS Providers and NHSI provides board 
directors with a deeper understanding of their board role as part of a unitary board 
and of the wider context within which the role is set. The programme included 
sessions on understanding the developing NHS environment and what that means 
for the leadership of Foundation Trusts; governance, risk, and assurance; what your 
chief executive expects of you; the CQC and regulation; and your board role vs. your 
ED role. The programme included specific information relevant to the Foundation 
Trust Sector.    

Feedback from the executive team following their attendance on the programme has 
been extremely positive and the intention is for the Trust’s newly appointed 
Executive Directors to attend the course in the New Year.  

9. ORGANISATIONAL STRUCTURE 
 
The interviews for the Director of Nursing and Director of Workforce positions have 
taken place and I am pleased to confirm the appointment of Karen Rule and James 
Devine.  Karen was already in post, seconded from Guy’s and St Thomas’ NHS 
Foundation Trust and James joins us at the end of October from Great Ormond 
Street Hospital.   

We will now commence recruitment for the Executive Director of Finance and 
Business Performance. 

I will be away during October and Dr Diana Hamilton-Fairley will be the Acting Chief 
Executive. 
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2017-2019 OPERATIONAL PLANNING & CONTRACTING 
“PLANNING GUIDANCE” – ON THE DAY BRIEFING 
Today the national bodies NHS England (NHSE) and NHS Improvement (NHSI) have published their “planning 
guidance” 2017-2019 NHS Operational planning and contracting. This briefing paper summarises the proposals, 
and gives NHS Providers view on them.  
 
The planning guidance outlines the expectations of the national bodies for system level planning over the next 
two years, focussing on contracting and sustainability and transformation plans (STPs) as well as introducing a 
range of new national business rules.  Alongside the planning guidance the draft standard contract has also 
been published today (summarised in a separate briefing document, to follow on our website) as well as the 
draft National Tariff prices and draft national CQUINs.  

 

WHAT HAS BEEN PUBLISHED TODAY? 
• 2017-2019 Operational planning &  contracting “planning guidance” 

• Technical guidance for NHS planning 2017/18 and 2018/19 

• Draft standard contract for consultation 

• Draft Tariff prices for 2017/18 and 2018/19 

• Specialised services commissioning intentions and  Specialised CQUIN Scheme Guidance for 2017-2019  
 

KEY PROPOSALS   
The key proposals from the planning guidance focus on several areas –  changes to contracting processes, STP 
financing measures and performance metrics, and some further details on sustainability and transformation funding.   
 
The key deadlines and information on publication dates relating to these items can be found in Annex 2. 

 

STP planning, control totals and performance metrics 

STP areas are required to submit local financial plans showing how their systems will achieve financial balance 
within the available resources, with  NHSI and NHSE expecting both the commissioner sector and the provider 
sector to each be in financial balance in both 2017/18 and 2018/19.  
 
The position of each provider’s plan (on finance, activity and workforce) has to be consistent with the STP footprint 
financial plan for 2017/18 and 2018/19 that will be submitted on 21 October 2016 and with the system control for 
that STP area (see below for more detail), with the aggregate of all operational plans in a footprint needing to 
reconcile with the overall STP position. All organisations will be held accountable for delivering both their individual 
control total and the overall system STP control total.  
 

https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/
https://www.england.nhs.uk/ourwork/futurenhs/deliver-forward-view/
https://improvement.nhs.uk/uploads/documents/Technical_guidance_sep2016_v9_21sep_FINAL.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/09/1-consult-doc-flsf.pdf
https://improvement.nhs.uk/resources/proposed-national-tariff-prices-1718-1819/
https://www.england.nhs.uk/wp-content/uploads/2015/12/spec-comm-intent.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/12/spec-cquin-guid.pdf
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From April 2017 each STP will have a financial control total derived from all the individual control totals for CCGs and 
provider organisations in that geography.  It will be possible to flex individual organisation’s control totals within 
that system control total via an application to NHS England and NHS Improvement, the purpose being to allow 
better balance, integration and planning across different organisations.  
 
STPs can also propose to NHS England and NHS Improvement a subdivision or cross-STP boundary arrangements of 
their geography, with separate system control totals (and governance arrangements) for each sub-division, if they 
feel it is better suited to operational collaboration and risk management.  
 
The document notes STP leaders “will have strong governance processes to ensure clarity as to how different 
organisations are contributing to agreed system working, how progress will be tracked, and how organisations will 
work together to manage cross-cutting transformational activity.” 

 
Drawing on existing data collections from the assurance frameworks, NHSI and NHSE will also publish core baseline 
STP metrics in November, encompassing, as a minimum, the following metrics: 

 

• Finance 
• Performance against system control totals 
 

• Quality  
• Operational Performance 

• A&E performance 

• RTT performance 
 
 
 

• Health outcomes and care redesign 
• Progress against cancer taskforce plan 

• Progress against mental health FYFV 
implementation plan 

• Progress against the General Practice Forward 
View 

• Hospital total bed days per 1,000 population 

• Emergency hospital admissions per 1,000 
population 

 
STP areas will need to agree trajectories against these areas for 2017-19.   
 

Sustainability and transformation funding (STF) 

The planning guidance and its technical annex outline the following on future allocations of the STF funding: 
 

• £1.8bn of sustainability funding will again be available in 2017/18: a £1.5bn general fund allocated on the basis of 
emergency care; a £0.1bn general fund allocated to non-acute providers; and a £0.2bn targeted fund.  

• NHSE and NHSI have reviewed the approach to the STF for 2017/18 to 2018/19 in the light of experiences in 
2016/17, and made changes based on an impact assessment model at an individual provider level. Based on this 
work they have allocated individual providers an indicative share of the STF and a provisional control total for 
2017/18 and 2018/19. These are being communicated in a letter to each provider on 30 September 2016. 

• The operating rules will be subject to agreement with the Department of Health and HM Treasury. However, as in 
2016/17, the payment of STF will depend on providers meeting their financial control totals and meeting the 
core access standards.  

• The baseline for 2017/18 trajectories will be the same as the agreed trajectories for 2016/17. Any provider whose 
plan for 2016/17 did not deliver one or more of the national standards for operational performance will not be 
able to reduce this baseline, and will have a trajectory to reach the national standards during 2017/18.  
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• If a provider does not deliver its performance trajectory during 2016/17 as a result of “exceptional circumstances 
outside of its control”, it can use an appeals process to NHS England and NHS Improvement.  

 
From 2017/18 onwards, the guidance states streams of transformation funding will increasingly be targeted towards 
“the STPs making most progress”.  This funding will be focused on delivery of specific national programme 
objectives “rather than spread thinly everywhere”. To minimise the administrative burden, NHSE and NHSI will 
“ensure that the different application processes for different programmes are more co-ordinated.” 

 

Contracts and the contracting round 

The document reaffirms that the contracting round will be completed by the end of this calendar year, and the 
contracts signed within this contracting round will last two financial years, starting from April 2017.  
 
With regard to the process for signing off contracts, the document states: 

• “We expect all contracts to be signed by 23 December”.  

• “Access to formal arbitration must be a last resort… and [resorting to arbitration] will be seen as a clear failure of 
collaboration and good governance.” 

• “NHS Improvement and NHS England will intervene where necessary, using their oversight and regulatory 
powers to resolve any cases where organisations refuse to do.” 

• “To enable a more collaborative approach to contracting [there will be] increased access to technical advice on 
contract and tariff issues… [and] escalation to NHS England and NHS Improvement Chief Executives (or 
delegated national directors) for commissioners and providers that do not agree their contracts” on time.  

• “Where a provider refuses to follow the NHS arbitration process, they may forfeit a proportion of their 
Sustainability and Transformation Fund (STF) monies, and where a CCG fails to comply with the process, quality 
premium and transformation monies may be forfeited.” 

 
Regarding the content on the contracts, the planning guidance outlines the following: 

• The 2017-19 planning and contracting round “will be built out from STPs”.  Two-year contracts will reflect two-
year activity, workforce and performance assumptions that are agreed and affordable within each local STP. They 
must include “how they support delivery of the local STP, including clear and credible milestones and 
deliverables” 

• It also requires that plans include: 

• The planned contribution to savings at an STP level, 

• How risks have been jointly identified and mitigated 

• The impact of new care models, including where appropriate how contracts with secondary care providers 
will be adjusted to take account of the introduction of new commissioning arrangements (MCPs, PACs) 

• The technical guidance published alongside the main planning guidance states that  providers plans must be  
“stretching from a financial perspective: planning to deliver (or exceed) the financial control total agreed with 
NHS Improvement, thus qualifying the provider for receipt of STF; taking full advantage of efficiency 
opportunities including those identified by the Carter review and the agency rules.”   

 
Where providers accept their financial control totals and any associated conditions and are therefore eligible for 
payments from the Sustainability and Transformation Fund, contract sanctions for key performance standards will 
continue to be suspended until April 2019. 
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Nine ‘must dos’ for 2017-19 

These are the same as outlined in 2016/17 planning guidance, and they remain for the priorities for 2017/18 and 
2018/19.  Commissioner and provider plans need to demonstrate how they will deliver these nine ‘must-dos’.  

 

2017/18 and 2018/19 ‘Must dos’ 

1. STPs – includes: 
Implement agreed STP milestones, on track for full achievement by 2020/21, and achieve agreed trajectories against the STP 
core metrics set for 2017-19. 

2. Finance – includes: 
Deliver individual CCG and NHS provider organisational control totals and achieve local system financial control totals.  Also 
implement local STP plans, moderate demand growth,  increase provider efficiencies, including Carter proposals   

3. Primary care – includes: 
Implement the General Practice Forward View., ensure local investment meets or exceeds minimum required levels., 
Increasing the number of doctors working in general practice, improve weekend and evening access, and Support general 
practice at scale and the expansion of MCPs or PACS,. 

4. Urgent & emergency care – includes: 
Deliver the four hour A&E standard and standards for ambulance response times.  By November 2017, meet the four priority 
standards for seven-day hospital services for all urgent network specialist services.  Implement the Urgent and Emergency 
Care Review. 

5. Referral to treatment times and elective care – includes: 
Deliver the NHS Constitution standard that more than 92 per cent of patients on non-emergency pathways wait no more 
than 18 weeks from referral to treatment.  Deliver patient choice of first outpatient appointment, and achieve 100% of use of 
e-referrals by April 2018 in line with the 2017/18 CQUIN.  Implement the national maternity services review 

6. Cancer – includes: 
Implement the cancer taskforce report.  Deliver the NHS Constitution 62 day cancer standard. Make progress in improving 
one-year survival rates and ensure all elements of the Recovery Package are commissioned. 

7. Mental health – includes: 
Deliver in full the implementation plan for the mental health five year forward view for all ages. Ensure delivery of the mental 
health access and quality standards including 24. Increase baseline spend on mental health and eliminate out of area 
placements for non-specialist acute care by 2020/21. 

8. People with learning disabilities – includes: 
Deliver Transforming Care Partnership plans with local government partners, reduce inpatient bed capacity. Reduce 
premature mortality by improving access to health services, education and training of staff, and by making necessary 
reasonable adjustments for people with a learning disability or autism.  

9. Improving quality in organisations – includes: 
Implement plans to improve quality of care, particularly for organisations in special measures.  
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Other key items 

National Tariff 

Draft Tariff prices for the next two years have been published today and are available here.  
 
Subject to consultation, cost uplifts in the national tariff will be set at 2.1% for 2017/18 and 2.1% for 2018/19.  As 
previously announced, the efficiency deflator will be set at 2% in both years.   
 
The proposal for follow up outpatient activity to move to a single block payment was not widely supported by 
either commissioners or providers during the Tariff Engagement over the summer. As a result NHSI and NHSE 
“intend as an alternative to increase the percentage of follow-up costs bundled into first attendances as follows: 

• 30% - adult surgical specialties and some medical specialties e.g. diabetes, cardiology and general paediatric 
medicine; 

• 20% - other medical specialties; 

• 10% (i.e. no change) – oncology, haematology, paediatric specialties and areas where Best Practice Tariffs apply 
e.g. transient ischaemic attack.” 

 

Education and Training Tariffs 

To “provide stability to providers”, Health Education England (HEE) will not be introducing changes to the education 
and training tariff currency design before April 2019. There are three possible exceptions to this: 

• The non-medical placement tariff. The Department of Health consultation on education funding reforms could 
lead to structural changes from September 2018;  

• Dental undergraduate tariff, where the Department of Health is proposing changes to the structure of the tariff 
from April 2018; and 

• The potential expansion of the standardised education and training tariff for primary care placements. 

 

CCG Business Rules and Allocations and “Risk reserve” 

In 2016/17 CCGs had to ensure the 1% non-recurrent investment was uncommitted at the beginning of the year in 
order to create a risk reserve for the NHS worth c£800m.  For 2017/18 and 2018/19 both commissioners and 
providers are required to help create the risk reserve. As in 16/17, release of the risk reserve to each local system will 
be dependent on delivery of its control total, subject to a satisfactory national risk profile. The risk reserve will be 
created from three components, totalling c. £830m: 

 

• CCGs will again be asked to ensure that 1% of their allocation is planned to be spent non-recurrently, but only 
half of this – equivalent to £360m – has to be uncommitted at the start of the year, with the other half being 
available for immediate investment; 

• NHS England will add c.£200m to this; 

• 0.5% of the local CCG CQUIN scheme will also be held within the risk reserve, contributing £270m. Where 
systems are delivering their control total, this element of the risk reserve will be released for investment by the 
providers to whom the CQUIN is payable, with no other conditions attached. 

 
 
 
 

https://improvement.nhs.uk/resources/proposed-national-tariff-prices-1718-1819/
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Other salient items include: 

• Commissioner allocations may be refreshed to reflect the impacts of new tariff pricing and updated Identification 
Rules for specialised services.   Any adjustments will be published on 30 September. 

• In deficit CCGs are expected to achieve at least breakeven position in-year and plan for return to cumulative 
underspend over the Spending Review period.  Where this is not possible, they will be required as a minimum to 
improve their in-year position by 1% of allocation per year plus any above average allocation  growth until the 
cumulative deficit has been eliminated and the 1% cumulative underspend business rule is achieved.   
 

CQUINs 

The current CQUIN scheme enables providers to earn up to 2.5% of annual contract value if they deliver objectives 
set out in the scheme.  For 2017/18 and 2018/19, the full 2.5% will continue to be available to providers.   NHS 
England is intending to make two changes to the scheme. 

 
Continuing the arrangement of the current year, 1.5% of the 2.5% will be linked to delivery of nationally identified 
indicators. The indicator set has been streamlined, and with different indicator sets for different provider types.  For 
acute and community services, the proposed national indicators cover six areas; there are five in mental health, and 
two in ambulance services.  The national indicators include:  

 
• NHS staff health and wellbeing (all providers) 

• proactive and safe discharge (acute and 
community providers); 

• reducing 999 conveyance (ambulance providers) 

• NHS 111 referrals to A&E and 999 (NHS 111 
providers); 

• reducing the impact of serious infections (acute 
providers) 

• wound care (community providers);  

• crisis liaison (acute and mental health providers);  

• physical health for people with severe mental 
illness (community and mental health providers); 

• transition for children and young people with 
mental health needs (mental health providers); 

• advice and guidance services (acute providers); 

• e-referrals (acute providers, 2017/18 only;) and 

• preventing ill health from risky behaviours (acute 
providers 2018/19 only; community and mental 
health providers, both years) 

 
The remaining 1% will be assigned to support providers locally.  0.5% of this will be available subject to full provider 
engagement and commitment to the STP process.  To support the introduction of system-wide risk pooling at STP 
level, the remaining 0.5% will be held as a reserve to cover risks in delivery of the relevant system control total.  
Where the system as a whole is on track to deliver within its system control total, this 0.5% will be payable to 
providers.   

 

Specialised Services commissioning intentions and CQUINs  

NHS England’s commissioning intentions for specialised services are published today alongside the planning 
guidance. These set out national priorities for the six programmes of care, and region-specific priorities, as well as 
priorities for clinical and service reform, quality improvement and peer review including the payment system for 
secure mental health and critical care. 
 
The specialised services CQUIN scheme will remain as now with 2% of contract value for all acute providers, 2.5% for 
mental health providers, and 2.8% for Hep C lead providers.  
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The scheme provides a limited number of CQUINs per contract, proportionate to the financial value of CQUIN 
investment.  The largest acute and mental health provider will have between ten and five CQUINs respectively, with 
an average three CQUINs per contract.  NHS England will seek further views on the proposed specialised CQUIN 
indicators as part of the wider CQUIN engagement exercise in October, and will publish any changes to the final 
scheme at the end of October. 
 

NHS PROVIDERS VIEW ON THE PLANNING GUIDANCE 
We welcome the action NHS England and NHS Improvement have taken to create a more effective planning cycle 
for 2017/18-2018/19. There are clear themes in the planning guidance of: 
 

• Setting a more realistic, though stretching, ask on provider efficiency with a 2% headline efficiency requirement 

• Providing greater planning certainty and stability through a two-year tariff, contract and consistent list of ‘must 
do’ performance commitments 

• Supporting collaboration between providers and commissioners to reduce the time spent on transactional 
contractual disagreements and coming to earlier agreement on contracts 

• Signalling further moves towards system-based working, including the development of STP metrics and control 
totals.  

 
We acknowledge the aims of this new approach in reducing the transactional costs in the system and creating more 
time and focus on the delivery of longer-term transformation of services. However, there are several significant 
practical and policy issues to address if the aims of the planning guidance are to be realised.  

 
Deadlines for agreeing contracts 
The aim to have contracts signed off earlier is laudable and many providers are already accelerating their internal 
planning process to meet this new deadline. However, there is a clear trade-off between developing a plan quickly, 
and developing a well thought-through plan that has appropriate clinical input and board oversight. We would not 
wish to see providers or commissioners penalised for following good governance and planning processes where 
this entails missing a brought-forward deadline.  
 
Many providers are also exploring complex new contracting arrangements that involve alliances between social 
care, primary care and third sector providers. Developing these contracts requires considerable time and resource, 
and partners in these alliances may not always be bound by the requirements of the NHS planning timeline. We 
welcome the assurance that commissioners will still have the ability to let new longer-term contracts and revise 
existing contracts accordingly, but contracting teams have finite time available and will be developing both these 
longer term contracts and the standard annual or biannual contract in parallel. It would be helpful if NHS England 
and NHS Improvement could provider a clearer signal on whether resources should be prioritised in developing the 
standard contract over the next three months, or these longer-term contracts that may have greater benefits for 
patients.  
 
There is welcome recognition in the guidance that less time should be spent in adversarial and transactional 
contracting disagreements between CCGs and providers in the forthcoming contracting round. It would be helpful 
to see how NHS England will provide oversight on whether opening offers from CCGs in the contracting round are 
credible and supportive of a good faith negotiating process. It must also be recognised that many of the challenges 
in agreeing contracts between CCGs and providers in 2016/17 did not always arise from local issues but sometimes 
from seemingly conflicting guidance from the national bodies. We will be seeking greater clarity from NHS England 
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and NHS Improvement on how we will avoid issues where CCGs and providers simply can not agree a contract due 
to their commitments to organisation control totals and risk reserves. 
 
Finally, while the planning guidance is clear in its view that failure to avoid arbitration is a failure of collaboration and 
good governance, we would argue that it would be a greater failure of governance for autonomous provider boards 
to sign-up to contracts that are neither fair nor deliverable, and this must be respected as part of the dispute 
resolution process and wider discussions with NHS Improvement and NHS England.  

 
National tariff and standard contract 
As noted earlier we welcome the retention of a more credible 2% efficiency factor.  
 
We strongly opposed the introduction of a single block payment for outpatient activity, and welcome the changes 
that have been made to this policy. However, the proposed changes to the payment system are still relatively blunt 
and will potentially penalise providers offering outpatient follow-ups at clinically appropriate levels.  

 
Provider finances and control totals 
The planning guidance sets out how sustainability and transformation funding and control totals will operate over 
the next two years. We will be continuing our discussions with NHS Improvement over the longer-term strategy for 
control totals and how providers will be supported to return to greater autononomy in financial decision-making 
and control.  
 
We will also be working closely with Health Education England to understand how changes to education and 
training funding will affect provider income over the course of the parliament. Although there is initial stability to 
provider income from education and training in 2016/17 from non-recurrent top-up payments, changes to the HEE 
budget in 2017/18 and 2018/19 may result in significantly increased pass-through costs to providers.  
 
The planning guidance reiterates that the target NHS provider deficit for 2016/17 should be no more than ₤580m 
with a goal of ₤250m, and that any slippage against this target will lead to higher cumulative efficiency asks on 
providers in 2017/18-2018/19 as we will have ‘unrealised and undelivered efficiency opportunity from previous 
years.’ We will continue our influencing work with the national bodies to argue that the planning guidance must-
dos must in fact be doable, and there is little to be gained by setting unachievable financial or performance targets 
that are then missed.  

 
STPs  
Following the introduction of STPs in last year’s planning guidance, this year’s planning guidance potentially 
cements STPs as a new unit of financial and performance monitoring and management, in addition to their initial 
primary purpose as a planning vehicle.  
 
Greater clarity is needed on what the long term strategic direction for STPs will be, what accompanying regulatory 
and legistlative changes are needed, and what support will be provided for the development of clearer and more 
accountable governance structures. Further information is also needed on what support will be provided to STP 
leaders who will now see their duties and responsibilities grow.  

 
Allocating STP-wide, or sub-STP-wide, financial control totals may in some areas support the appropriate sharing of 
financial risk and resource to improve services for patients, and the benefits of system-based working and 
collaboration are considerable. However, there is significant complexity involved in designing these systems. A given 



 
 

 
NHS Providers | ON THE DAY BRIEFING | Page 9 

mental health provider for example may now find itself with an individual control total, an STP control total, a 
separate contractual arrangement for the specialised services it offers, and on-going negotiations with partner 
providers and commissioners on transfers of services that will affect all the control totals within the STP as well as the 
aggregate STP-position. Resolving these issues is not impossible, nor is this the wrong thing to aim for, but it will be 
a significant challenge for local health systems to achieve this within the next few months.  
 
It is also unclear whether reporting of A&E and RTT performance at STP level is simply additive and an aggregate of 
individual organisational reporting, or whether this is intended to allow greater flexibility in how services are 
delivered at individual organisations as long as the STP-wide performance is on trajectory.  

 
Our next steps 
Separate details will be circulated on how we will be involving our members in our engagement programme with 
NHS England and NHS Improvement on specific issues in the planning guidance, such as the longer-term approach 
to education and training funding and the operation of CQUINS, and wider issues including the governance issues 
surrounding STPs.  
 
If you have any questions please contact Edward Cornick (Policy Advisor – NHS Finances) 
Edward.Cornick@nhsproviders.org    

 
  

mailto:Edward.Cornick@nhsproviders.org
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ANNEX 1: NHS Providers press statement 

 
Welcoming the release today of the NHS 2017/19 planning guidance, Chris Hopson, chief executive of 
NHS Providers, said: 
 
“This year’s planning and contracting round was one of the most difficult and frustrating in NHS history. 
We therefore welcome the desire of NHS England and NHS Improvement to improve and refine this year’s 
process. The much earlier publication of the national planning framework allows frontline organisations to 
start their planning much earlier in the year, although this will bring some challenges. 
  
“A two year planning and contracting period will help make the best use of resources. The clarity on key 
elements of the NHS landscape like the tariff, CQUINs, business rules and the standard contract will all help 
and are to be welcomed. We recognise the hard work of NHS England and NHS Improvement, which have 
worked at high speed, to get us here. 
  
“The tariff is sensible and will help providers - together with the continuing £1.8 billion support – to 
eliminate or significantly reduce deficits. This year's quarter 1 results has shown, despite the huge pressure 
on providers from rising demand and the stretch on social and primary care, that extra investment in 
providers delivers concrete results for patients. 
 
“We also welcome the recognition that the NHS is in transition from a service focussed on individual 
organisations to one focussed on local health and care systems.   
 
“We also welcome the recognition that the NHS is in transition from a service focussed on individual 
organisations to one focussed on local health and care systems. The guidance sets out helpful, but 
appropriately flexible, guidance on how these two year 2017/19 operational plans interact with 
Sustainability and Transformation Plans. 
  
“There are some aspects that need further exploration over the next weeks but these should not detract 
from the positive steps taken so far to help the NHS manage a very challenging financial challenge and 
plug the gap. In particular, we need to be sure that numbers of small but unfunded commitments are not 
added later in the year. This is critical as the gap between what the NHS is being asked to deliver and the 
funding available remains. But this guidance provides a helpful basis to enable the NHS to now plan how 
to meet the more challenging times we face.” 
 
Ends 
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Annex 2: Planning timeline 

 

Key deadlines for planning and contracting processes and information publication dates Date 

Planning Guidance published + Technical Guidance issued 22 September 

Draft NHS Standard Contract,  national CQUIN scheme guidance and National Tariff draft prices issued 22 September 

Initial STF 2017/2018 guidance issued to providers  30 September 

Commissioner allocations, provider control totals and STF allocations published 21 October 

NHS Standard Contract consultation closes 21 October 

Submission of STPs 21 October 

National Tariff section 118 consultation issued 31 October 

Final CCG and specialised services CQUIN scheme guidance issued 31 October 

Commissioners (CCGs and direct commissioners) to issue initial contract offers that form a reasonable basis 
for negotiations to providers 

4 November 

Final NHS Standard Contract published 4 November 

Providers to respond to initial offers from commissioners (CCGs and direct commissioners) 11 November 

Submission of full draft 2017/18 to 2018/19 operational plans 24 November 

National Tariff section 118 consultation closes 28 November 

Where contract signature deadline of 23 December at risk local decisions to enter mediation 5 December 

Contract mediation 5 – 23 December 

National Tariff section 118 consultation results announced w/c 12 December 

Final National Tariff published 20 December 

National deadline for signing of contracts, submission of final approved 2017/18 to 2018/19 
operational plans, aligned with contracts (Final contract signature date for avoiding arbitration) 23 December 

Submission of joint arbitration paperwork by CCGs, direct commissioners and providers where contracts 
not signed By 9 January 

Arbitration outcomes notified to CCGs, direct commissioners and providers Within 2 working 
days after panel  

Contract and schedule revisions reflecting arbitration findings completed and signed by both parties By 31 January 

 

 



 

Report to the Board of Directors 

Board Date: 29th September 2016 

 

Title of Report 
 

Trust Recovery Programme Update 
 

Presented by  
 

Kevin Tallett, PMO Director 

Lead Director 
 

Kevin Tallett, PMO Director 

Committees or Groups 
who have considered 
this report 
 

This is a compilation of material that has been discussed at the 
Programme Control Group and the Executive Review group 
 

Executive Summary 
 

The purpose of this report is : To provide an update on progress  
 
Key points are : 

  CQC preparation is a key focus 

  Programmes continue to make progress 

  Governance is becoming more robust 
 

Resource Implications 
 

Resources provided for in PMO business case 

Risk and Assurance 
 

The PMO is providing governance & oversight to the delivery of 
the Trust Recovery Programme, ensuring consistency and 
applying common standards as well as support to programme & 
project leads. Finally ensuring the programme objectives fit with 
the Trust strategic goals. 
 
 
 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

The programme is one of the key recovery vehicles to remove 
the Trust from special measures. 
 
 
 

Recovery Plan 
Implication 
 

None 

Quality Impact 
Assessment 
 

N/A individual programmes will carry out a QIA as required. 

Recommendation 
 

The board are asked to note progress. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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1. Highlights  

All aspects of the programme are moving forwards and gaining pace. The main 
focus is on the CQC Inspection being held on the 29/30th November. There are just 7 
weeks to go and this final period is critical. 

 

2. Programme Status  

2.1 Governance and Standards Programme (Previously CQC) 
 
The second set of Mock Inspections was held on the 8th /9th September using eternal 
assessors alongside our own team from Medway. We had a range of people from 
Guys & St Thomas’, NHSI, CCG, Maidstone & Tunbridge Wells and the University of 
Greenwich. 
 
Once again the Mock Inspectors reviewed the CQC’s five domains, key lines of 
enquiry and core services. These were grouped into a series of thematic reviews; a 
series of checklist reviews, night owl (late/overnight) visits and one to one interviews 
as follows: 
 

Thematic reviews Checklist reviews 

Surgical pathway Neck of Femur Post Operative Care Unit 

Urgent & Emergency Services Arethusa 

End of life care Mortuary 

Medicines Management Spiritual Care Services 

Safeguarding Chaplaincy 

Estates & facilities Bereavement Services 

Educational audit & staff development Pharmacy 

Pharmacy Safeguarding Team 

Infection Prevention & Control Palliative care team 

Medical Model End of life Care Team 

Night Owl Visits Community Midwifery 

Site handover Kent Ward  

Surgical handover Pearl Ward  

ED round with site team Magpie Outpatients  

Intentional ward round Theatres 

Hospital Night Handover Victory Ward  

Non-executive & Executive Interviews Surgical Outpatients Department 

Chief executive ‘day zero’ presentation Imaging 

Director of Corporate Governance Milton Ward  

Chief Quality Officer Community Paediatrics  

Chair of Quality Assurance Committee Wakeley  

Associate Medical Director Endoscopy 

Director of Finance Medical High Dependency Unit 

Chair of Audit Committee Harvey Ward  

Director of Nursing Will Adams Ward  
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Director of Workforce Cardiac Catheterisation Lab 

Company Secretary Byron Ward  

 Dermatology Outpatients Department  

 Phoenix Ward  

 Surgical Pre Assessment Unit 

 The Birth Place 

 Surgical Assessment Unit / Kingfisher 

 Pembroke  

 Maternity Care Unit  

 McCulloch Ward  

 Lister Ward  

 Sapphire Ward  

 Ocelot Ward  

 Gundolph Ward  

 Delivery Suite  

 Lawrence Ward  

 Bronte Ward  

 Dolphin and Penguin Wards  

 Emergency Department  

 Outpatients Department 1,2 and 3 

 Antenatal and Foetal medicine 

  

  

  

 
 
The results of the inspection were an improvement over the July mock inspection 
which was particularly pleasing given the external aspect to this inspection. However 
a number of actionable items were identified, including some basic items still, and we 
will be adopting an agile approach to resolving these ready for 29th /30th November. 
Areas that require further work include equipment checks, infection control, 
medicines management, safeguarding, estates, clutter, storage, appraisals, duty of 
candour understanding and knowledge of whistleblowing. The executive team have 
agreed which areas will be given priority and actioned using an agile approach to 
manage closure with pace and focus.  
 
 

2.2 Planned Care 
 

The Project Initiation Document for the Planned Care programme has been 
approved and a new GSTT Project Manager starts on 3rd October. An additional 
GSTT resource has been requested to act as Clinical Lead for the programme.  
 
2.3 Deteriorating Patient 
 

The Deteriorating Patient Programme continues to make progress in key areas.  The 
following highlights for the programme include: 
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 The new Treatment Escalation Plan (TEP) has been launched and has been 
cascaded into clinical areas. Roll out will be reviewed over the coming weeks.  

 The new Professional Standards for Recognising and Responding to unwell 
patients were approved and have been launched. Briefings with clinical staff 
have commenced and are being supported by an electronic communications 
campaign to promote and embed the standards 

 Sepsis and AKI e-Learning modules are now live on OLM.  

 The Trust is currently at 79% for completion of the National Early Warning 
Score (NEWS) training. 

 Avoidable Harm Process has been piloted and results are being analysed. 
These will be published as part of a wider ‘Improving Safety’ briefing which 
will amalgamate the patient safety and mortality matters newsletters.  

 2nd round of recruitment has closed for Acute Response Team (ART) posts. 
Interviews will commence shortly.  

 Action plan developed for Women’s &Children’s directorate in response to the 
Patient Safety Alert for deteriorating adults and children (July 2016). Plans 
agreed and to be implemented by January 2017.  

.  
2.4 Unplanned Care Programme 
 
The Unplanned Care Programme is making steady progress and a number of key 
products have been delivered in September. 

 
The highlights for this month include: 
 

 Re-scoping of the Work streams of the programme to align with the NHSE/I 
A&E Improvement plan and reporting to newly formed Local A&E Delivery 
Board.  

 Updated Internal Professional Standards produced and approved at the 
Clinical Council. These are effectively operating level agreements and will 
be monitored via operational dashboards. Each set of standards will be 
turned into an infographic by department and made visible to all staff. 
These will assist in the smooth running of the hospital as they provide clear 
targets. 

 Trust Concept of Operations is being rolled out across the Trust. 
Training/briefing programme underway across all Directorates for senior 
Operational and Clinical staff 

 GSTT Geriatrician resource now in place to support delivery of the Frailty 
Flow work required to improve length of stay and patient outcomes across 
the four Frailty Wards 

 Medical Model Stakeholder Event finalised for October 

 Medical Model Assurance review is underway to confirm status and any 
further action needed to fully embed the model. 

 

2.5 Workforce  
 
Workforce remains a Trust priority, with particular focus on Recruitment & 
Retention.  Following the Board meeting in July, significant progress has been made 
in many areas within Workforce, with an additional work stream added focussed on 
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Safer Staffing.  As such, the five key work streams that currently sit within Workforce 
are: 

 Resourcing 

 Culture & Engagement 

 Leadership & Development 

 Design & Information 

 Safer Staffing 
 
A review of the Temporary Staffing Service (TSS), at a structural and operational 
level is underway aimed at providing recommendations on how to improve the 
service. The review is due to be completed by the end of September.  
 
Work is underway to define the business and systems architecture required to 
support the HR function.  
 
The Business Case for Overseas Staffing was presented to the Executive’s on 17th 
August and approval given to proceed with the recruitment of 10 NICU nurses from 
the Philippines, this procurement exercise is now underway.  Approval was given to 
reinstate the contract with Medacs to recruit 70 nurses from the EU, estimating 
around 15 nurses per month from November, 5 offers of employment have already 
been made.  Following on from this, an additional workshop was carried out on 5th  
September to discuss alternative recruitment and retention initiatives that could be 
applied nationally, as well as learning how Salford Royal NHS Foundation Trust 
recruit nationally and from overseas.  The team will also be exploring recruitment 
opportunities in Australia where there is reportedly a surplus of qualified nurses. 
 
Other activities: 

 Approval of business case and PID for Health Roster on 17th  August.  Trust 
wide roll out has now commenced 

 Approval of business case and PID for Safe Care on 17th  August.  Trust wide 
roll out has now commenced 

 ESR Validation commenced in July, to be completed by end of September 

 Removal of SBS 2nd Authoriser for leave and absence by mid-October 

 Circulation of standardised recruitment templates Trust wide 

 Review of On-Boarding process underway and due to be completed by 16th  
September 

 Launched:  HEE ICAP Internship Programme with University of Greenwich at 
Medway  

 Launched:  New appraisal system (Achievement Review)   

 Launched:  Trust Wellbeing Plan launched 

 Submission of Workforce PID for sign off 
 
 
2.6 Transforming Outpatients 
 
A workshop to kick start the programme has been held and we have now moved into 
the conceptual definition phase, after which a project initiation document will be 
prepared to launch the implementation phase. 
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2.7 Financial Recovery Plan 

 

The Financial Recovery Plan met its target of completing the conceptual phase in 
August and a Project Initiation Document is now being prepared ready to launch the 
implementation phase of the programme. A revised set of data is awaited from DoH 
which will be used to baseline the savings potential as at year end March 2016. The 
plan will continue to be dovetailed into the wider regional work on Sustainability & 
and Transformation Planning. 
 
 

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 called Simplified Reporting is targeted at reducing the number of reports 
and dashboards in use and categorising these into management, operational or 
information dashboards with clear delineation between types. 
 
2.9 Transforming Care 
 
Transforming Care is a quality improvement programme designed by our nurses and 
led by our nurses to ensure we deliver high quality nursing care.  It focuses very 
much on the fundamental and vital aspects of nursing care that are important to 
patients and their families. Placing patients at the heart of all we do, Transforming 
Care is about making significant and sustainable improvements in nursing care and 
exceeding our patient’s expectations.  There will be a wide variety of changes and 
improvements, many of these will be small scale sustainable changes (rather than a 
few large changes) all making a difference to the quality of care we deliver. We are 
currently working to produce the project definition document and plans. 

3. Communications 

July saw the launch of a high profile CQC communications campaign comprising a 
staff handbook entitled ‘Care Quality Commission – Preparing for our inspection’. 
Copies have been delivered throughout most of the Trust with further copies of the 
CQC 5 Domains concertina card. Banners will be sited at strategic points across the 
Trust and further support will come through the weekly CEO email, global mail, drop-
in events and meta-messaging/screen-savers. 
 
A further handbook for the CQC inspectors together with a ‘Board Book’ for 
Executive, Non-Executive Directors and Governors are in preparation. Other CQC 
key communications activity will include work on presentations to be given by the 
CEO and Directorate leads to the CQC inspection team. 
 
Communications has also been supporting the forthcoming launch of the 
Transforming Care programme and marketplace event running 27th - 29th September 
through the branding, design and production of a generic leaflet and work stream 
banners. 
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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  

 
Mitigation 

Trust fails the CQC Inspection in November 
 
 
 
 
 
 
 
 
 
Change is not sustained beyond the high 
visibility recovery period  

The Trust has held two mock inspections. 
The second of which has used an extensive 
range of external assessors and focussed 
actions plans have been enacted following 
both. The Mock Inspection held 8th /9th 
September has been prioritised into a 
series of actions that will be managed using 
agile techniques such as a burn down chart 
to closely monitor progress. 
 
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 NHSI (amongst others) 
in planning the next stage of its recovery. 
Indications are that both CQC and NHSI 
appreciate the need for a core focus on 
delivery 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 
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PMO Reflections: 

 

At the July Board I reported on my initial findings and views on the PMO and planned 

actions to gain an improved level of understanding and control across the 

programmes. The following actions have been achieved: 

1. Summary overview of each programmes status in terms of plans, etc. 

2. A Set Up For Success assurance document has been completed for all 

programmes 

3. A Meeting Effectiveness Review has been carried out the executive Review Group 

(ERG) and the Programme Control Group (PCG) and revised terms of reference 

have been agreed. 

4. The focus and timing of the ERG and PCG have been amended to ensure proper 

focus and information provision giving greater visibility of issues and improved 

control of the programme. 

5. Programme control has been reinforced through governance and organisation. 

6. Standards management is in place with everyone using common templates for PID, 

High Level Plans, Milestone trackers and Highlight reports. 

We are still defining stakeholder and communication plans. 

 

 

The Board are asked to note progress. 

 

Kevin Tallett 

PMO Director 



 
Report to the Board of Directors 
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Title of Report 
 

Monthly Operations Report 
 

Reporting Officer 
 

James Lowell, Director of Clinical Operations 
 

Lead Director 
 

Ben Stevens, Margaret Dalziel, James Lowell 

Committees or Groups 
who have considered 
this report  
 

Access Board 
Emergency Pathway Board 

Executive Summary 
 

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

 RTT:                                0.1% deterioration to 77.7% (Incomplete) 

 Diagnostics:                  3.9% deterioration to 91.2% 

 ED performance:         2.12% improvement to 81.49% 

 Cancer performance:  2.31% deterioration 72.17% 

 Site/Flow update 

Resource Implications  
Risk and Assurance 
 

Performance against the access standards and emergency pathway 
standard does 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. 

Recommendation 
 

The report is provided for information only. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

  X  



 

RTT Update – August Position 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Summary of August position 

 The Trust is not currently reporting externally for RTT.    

 The total incomplete waiting list size reduced by approximately 200 patients across the month of August.  The reduction has been achieved 

through the effective validation and a focus on delivering additional capacity.  The slower rate of waiting list size reduction was expected with the 

finishing of the intensive validation work. 

 Incomplete performance for August is 77.7%  

 The current backlog size remains below trajectory however the backlog reduction has slowed. 

 The Trust has been identified as a provider, based on current RTT performance that would benefit from the support of the intensive support team 

at NHSi.  An initial diagnostic has been completed in September and the report is expected to be received at the beginning of October. 

 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. 

 Specialities that give cause for concern are ENT, Orthopaedics, Cardiology and Respiratory. 
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 The Intensive Report Team diagnostic report will be received in early October with specific actions and support available detailed within. 

 The outsourcing of orthopaedic activity to Ashford one is now in progress. 

 Work is ongoing on the implementation of an insource model to support additional activity in both Cardiology and ENT both of which are currently challenged in 

terms of waiting lists. 

 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 is under way.  An overarching 

review with the Medical Director and Chief Quality Officer will take place in late September.  

52+ Week Breaches Trajectory & Performance  
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Diagnostic Update – June Position 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of June position 

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

 MRI scanning has seen a marked deterioration in performance.   

 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  
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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. 

 The in source contract for endoscopy service will continue in support of a further reduction in waiting times . 

 The business case fo the second CT scanner was approved with installation timetable provisionally for the end of the calendar year. 

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

 The capacity and demand modelling for MRI has identified a current shortfall in capacity.  The option of utilising a hired mobile scanner to deliver 

additional capacity is being progressed with the aim to have this in place by the middle of October. 

 



 

ED Update – August 2016 Position 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of August 2016 position 
 

Performance against the 4 hour standard was 81.49% for August, an increase of around 2% on July and an increase of over 3% on August 2015. 

There were 9422 total ED attenders - over 9% increase on August last year. Ambulance attendances were 3209, 60 more than August last year. MFT is now consistently 

the top performer in the region for ambulance handovers within 15 minutes (50.5%) despite seeing over 800 more ambulances than the next top performer. This year 

to date, MFT has seen a 12% increase in total attenders and a 5% increase in ambulance attendances. That equates to an extra months activity. 901 patients had part 

or all of their care in the corridor. This is 185 down on July and a 50.4% reduction on August last year.  

 

Access target Performance (95%) 

4 hour performance did not match trajectory at any point 
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Quality indicators 

Clinical markers are still performing well with 95-100% NEWS compliance and 

100% of patients in the corridor meeting the acceptable clinical criteria. This is 

recorded through random, snapshot audits covering the 24 hour period. 

Measurement of the ED LOS at the 80th percentile for August saw it reduce to 

below 4 hours (3 hours 58 minutes) from 4 hours 14 minutes from July. The 

90th percentile saw it reduce slightly from 9 hours 38 minutes in July to 9 

hours 25 minutes in August. Robust breach analysis has highlighted the 

Specialities and pathways requiring focus to increase compliance to the 

access targets, specifically Surgery and Mental Health which contributes 

significantly to increased LOS. 

The DTA process continues to be monitored through pathway mapping to 

assure it happens as soon as the necessity for admission is identified. There 

were 1652 admissions – down almost 180 on July 2016 but up just over 100 

on August 2015.  



 

 
 
 
 
 
 
 
 
 
 
 
 

 
Site/Flow Update – August 2016 Position 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

ED Improvement Plan 

The workstreams continue along with service developments aimed at strengthening improvement schemes undertaken over the past year, with some achievements 

seen with regards to: 

- Implementing the inter-professional standards during September 2016 

- Developing the SAFER bundle through Board rounds with associated training  

- Training of all senior staff of the Trust Concept of Operations 

- GSTT Care of The Elderly Consultant working 2/7 week on wards to maximise Board round training, develop Home First approach and challenge LOS 

- Aligning current work with the A&E Improvement Plan from NHSE, and further consultation with ECIP Associate Consultants on improving flow 

Summary of August position 

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

health beds remains significantly challenged through August resulting in stays of multiple days with over 6 days at worst. Robust escalation in place to KMPT up to 

director level and early link with MFT Chief Executive. Trust Escalation was predominately Red with some Amber. Most days saw DTA’s in double figures in the ED 

awaiting placement. Lister Assessment Centre was bedded regularly to support capacity restraints which impacted on flow through the rest of the emergency 

pathways.  

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, site flow meetings and out of 

hours.  

A site early warning score is being trialled with the addition of specific action cards to support much earlier interventions, escalations and identification of impedance 

to flow. The Site Flow Meeting times have altered with the first now at 10:30 and an optional 13:30 based on escalation status (Red or above) then the 16:00.  

 

 



 

Cancer Update – August 2016 Position 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Summary of validated August Open Exeter position 

  Target Jan-16 Feb-16 Mar-16 Apr-16 May-16 Jun-16 Jul-16 

2WW cancer 93% 95.77% 96.42% 94.06% 93.40% 92.57% 75.44% 76.39% 

2WW symptomatic breast 93% 88.24% 92.31% 81.42% 89.81% 86.00% 91.87% 82.61% 

31D first treatment 96% 90.84% 93.38% 89.31% 95.61% 94.39% 87.50% 92.31% 

31D sub treatment surgery 94% 85.00% 83.33% 82.86% 94.29% 97.14% 96.88% 100.00% 

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

62D GP referral 85% 65.41% 75.40% 83.02% 73.77% 81.10% 74.48% 72.17% 

62D screening 90% 92.86% 96.15% 72.73% 84.85% 86.67% 100.00% 74.29% 

62D consultant upgrade n/a 71.43% 78.95% 71.43% 100.00% 75.00% 100.00% 57.14% 

 

There has been a general decrease in performance against the cancer waiting time standards, most notably the two week wait, although the Trust has maintained 

compliance with the 31 day subsequent treatment standard and has improved on last month’s performance against the first definitive treatment standard. 

2WW – Trust has failed the 2 week wait and symptomatic breast standards. 

 Failure to comply with the 2ww standard is due to lack of Dermatology clinic capacity resulting from Consultant vacancies from June 16 and an inability to 

recruit or retain agency locum staff. Analysis of the data has shown that without the vacancies from June the Trust would have maintained 2ww compliance. 

 Other breaches were due to patient cancellations, patient choice and Consultant availability which is being addressed via Directorate action plans. 

 The Trust is mitigating Dermatology capacity issues with waiting list initiatives which has improved August 2ww performance, consideration of outsourcing  and 

is working closely with commissioners to ensure appropriate referrals, utilisation of community Dermatology pathways and improved patient information. 

 

31D - The Trust failed to achieve the first definitive treatment standard but was compliant with both subsequent treatment standards. 

 Dermatology breaches were due to patient choice.  The Lower GI breach was due to theatre availability. 

 Two Urology breaches were patient choice and remaining breaches were due to Consultant & theatre availability which is being actively addressed within the 

Coordinated Surgical Directorate. 

 

62D – The Trust failed to achieve the GP referral and screening standards for across the majority of tumour sites and also failed to achieve the agreed overall 62D 

improvement trajectory. Pathway breaches were varied including delays in diagnostic tests, complex pathways, late referrals from other Trusts and patient choice.   



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Cardiology Remedial Action Plan 
 
The cardiology position remain under pressure though the use of 2 locum Consultants over August has improved the overall  RTT position; There are now  562 patients 
awaiting a new appointment of which 182 are currently unappointed.  The waiting time for first new appointment to OPD has improved to 30 weeks.  
 
The use of a third party company has been approved by the executive team, to provide increase insourced outpatient capacity. Meetings are underway to 
operationalise the planed service. The objective will be 4 weeks intensive weekend clinics to reduce waiting times for new patients who triage indicates could have 
been seen in the community.  This service will commence in October, during which time we will work with Medway & Swale CCG’s  and community providers to 
develop a  referral management process to reduce activity coming to the trust by robust gate-keeping.  
 

 

 

Dermatology Remedial Action Plan 

Dermatology has remained stable in regards to routine access and risk of 52 week breaches. There are now no patients in a 52 week breach position. However it is the 
main contributor to the significant drop and failure for the Trust in the 2 week cancer access target. 
 
Vacancies in medical and nursing staff have directly impacted on the 2 week wait capacity.  Additional sessions are being set up within existing resources, and a locum 
commencing 23/09/16 will provide a positive impact. The Consultant workforce remains a problem as unable to recruit to a permanent post and there have been 
significant problems with locum cover with one leaving after two weeks and 2 others agreeing to start and then withdrawing days before the date they were due to 
start. A locum has now been secured to start 26th September. In addition nursing vacancies that have not been successfully recruited to which also impacts on capacity. 

62D – The Trust failed to achieve the GP referral and screening standards for across the majority of tumour sites and also failed to achieve the agreed overall 62D 

improvement trajectory. Pathway breaches were varied including delays in diagnostic tests, complex pathways, late referrals from other Trusts and patient choice.  The 

Coordinated Surgical Directorate has developed a Cancer Action Plan to address performance across all the Directorate’s tumour sites. 

 Workshops are being planned to review breach reports for challenged tumour sites to identify issues, themes and remedial actions.  

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

 Late referrals from other Trusts are being monitored and discussed in the regional cancer meetings with reference to National guidance on shared breach 

allocation. 

 The August performance figures, whilst unvalidated, are showing a significant improvement on July. 

 

 

 



 

 
Endoscopy Remedial Action Plan 

The trajectory for compliance against the national standards to diagnostic test and JAG accreditation has slipped over the part 4 weeks due to a number 

of factors. 

 There has been a 25% increase in demand for endoscopy from an average of 207 units per week in Q1 to 257 units in Q2. 

 The capacity to carry out endoscopy has reduced due to a reduction in external and internal provision, as well as patient choice to travel to the 

BMI Hospitals. 

o Local outsourcing via Care UK only provided 24 units in July, 72 in august   

o Equipment failure meant the loss of 2 weekend insourced lists (104 units)  

o Slight reduction in medical cover and availability for additional sessions due to AL  - reduced activity by a further 48 units 

 

 

We have Plans to extend insourcing for a further 12 weeks. Whiles negotiation with care UK to provide increased capacity as our preferred supplier are undertaken in conjunction with CCG . 

JAG visit date no tconfirmed expected to be I the new year. 
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Executive Summary 
 

The purpose of this report is to provide an update on Quality and 
Health Informatices 
 
Key points are : 

 Update on the Serious Incident Investigation process 

 Return to Reporting will be delayed until the PAS 
upgrade is completed and proposal will be made to the 
October Board meeting. 

 Health Informatics made good progress on bed 
management implementation, plan attached. 

 Order Comms Implementation has been revised due to 
the integration of the pathology system between MFT 
and DVH. 

 Issues in radiology reporting system due to failed 
upgrade but have since been resolved.  

 Activities relating to further clinical system development, 
data quality and business intelligence are included in the 
report. 

 

Resource Implications 
 

 

Risk and Assurance 
 

Current key risks continue to relate to capacity and capability in 
relation to business intelligence functions. We are working to 
mitigate this risk by using the current vacancy costs to support 
secondment of experienced BI staff from East Kent. 
 
Assurance processes in relation to serious incidents are 
becoming embedded with some evidence of learning and 
improved quality of reports as recognised by the CCG. This risk 
should be mitigated with the agreement of an additional 2 
investigators supported from NHSI resources. 
 
The Trusts digital strategy may be compromised or delayed due 
to the need to integrate work programmes with other providers 
as part of the STP. This may mean we work at a slower pace as 
we have to agree one digital strategy and/ or programmes that 
are important for this trust may be compromised in some way 



 

due integration/interface issues. We continue to work with the 
providers to mitigate this risk. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
None 
 
 
 

Recovery Plan 
Implication 
 

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

Quality Impact 
Assessment 
 

n/a 

Recommendation 
 

Review information and raise any additional questions in relation 
to assurance. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  X  
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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: 
 

 Quality systems and processes 

 Clinical Systems development : 

 Data Quality Programme 

 Business Intelligence and Performance Framework 
 

1. IQPR – UPDATE (REFER TO IQPR REPORT) 
 

2. SERIOUS INCIDENT PROCESS REVIEW – (See separate report) 
 

2a. Clinical Effectiveness  
 
The department has been very busy over the past quarter; ensuring audit activity is 
being undertaken, areas addressed include: 
 

 A business case to enable the Audit & NICE modules of Health assure to be 
implemented 

 Annual report –signed off QIG September 2016 

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

 Trust wide audits 
o record keeping – completed – report to QIG (Oct) 
o Consent – completed - - report to QIG ( Oct) 
o WHO – to be started in Oct, this will include observational audits 
o 7Day Service  case note audit – to be completed by Oct 19th 

 

 Revamped Directorates and programmes of works, monthly reports as from 
September 2016 

 Review governance reporting structure – rationalisation of Clinical 
Effectiveness & Research Group  

 National Audit’s – Dementia Audit, deadline for case note review is 30th 
September 16. Red escalation from Clinical Effectiveness Department to 
Directorate as currently not assured that this data collection will be completed on 
time. 



                                 

 
 
 

Page 2 of 5 
 

 Currently for 2016-17 66.7% of the applicable NICE Technical Assessments have 
been reviewed within the 90 day time frame, remainder escalated to Specialty, 
Program, Directorate and Board level. 

3. HEALTH INFORMATICS PROGRAMMES:  
The health informatics extensive programmes of work continue to be implemented in 
collaboration with operational and clinical staff across the Trust. Attached is the 
prgoramme plan and the Board are asked to acknowledge the significant number of 
work programmes within it. We are currently liaising with other providers to discuss a 
single digital strategy. We anticipate providing an update on the at November Board. 
 
Electronic Order Comms Programme 

 Work is underway with Ideagen (the successful solution supplier) on the 
configuration and build of the core system 

 The recent system wide RIS failure  has called the future EMPI upgrade into 
question. This upgrade is necessary for the Order Comms solution to fully 
integrate with RIS. The Order Comms project board will be updated as and 
when a decision is made by the KMMIC (Kent and Medway Medical Imaging 
Consortia) on the options, should the upgrade not be possible. 

 In addition a paper is being submitted to the executive to agree the options in 
relation to ensuring that the project aligns to the pathology integration 
programme, jointly being rolled out by DVH and MFT. 
 

Bed Management and Electronic Observations 

 Configuration work is underway with Hospedia for the build of the solution. 

 Device work streams are now also underway to A) define locations for the 

Electronic Ward Screens and the order of deployment, and B) select the 

mobile / hand held devices with the relevant staff groups. (Pre-selection 

technology, connectivity and usability testing has also been conducted with HI 

staff across the Main Hospital Building). 

Electronic Document Management (EDM) 

 Executive Group approved the Business Case in July, to commence Phase 1 

of the EDM Programme, and to go to market with a full tender specification to 

obtain informed costings, options and a deployment approach for Phases 2 

and 3 (scanning and Trust wide roll-out). Scanning solutions are being 

discussed with MTW with the view of utilising their scanning unit to reduce 

costs.  HI PMO are currently in liaison with procurement to place this tender 

in the market. A paper is being presented to the executive team to agree the 

final costs. 

E-Referral 

 Delays have occurred with the Colorectal 2week wait programme, in terms of 

gaining agreement on the referral pathway between the trust and the GP’s. A 

meeting is being scheduled to work through these queries and come to a 

mutually agreed solution. 
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Mobile Interoperability Gateway (MIG) 

 Web viewer testing has been completed. The project team have identified a 

potential user level risk that requires agreement on mitigation before 

deployment phase can commence. It is anticipated that this will be achieved 

by Mid-September and that deployment will commence by w/c 26th 

September. 

Child Protection Information Standards (CP-IS) 

 Work on this has been paused until November due to delays in the local 

authority partners progressing with their system input and compliance. 

Deployment and interfaces are scheduled to be completed by end November 

2016, subject to the local authorities achieving their pre-requisites. 

Oasis PAS upgrade to version 2016.1 

 The PAS software version upgrade is currently scheduled for 18th October 

with an anticipated period of downtime of 6 to 7 hours. 

 The HI PMO are liaising with services to ensure that Business continuity 

Plans are invoked and managed during this period, which is scheduled to 

commence at 18:00 on 18th October. 

 Early testing has been positive and no significant issues have been detected 

in the software.  

 There will be an additional requirement to deploy a final software patch, to 

complete the full functionality upgrade, during mid-November, but this will only 

require a small amount of downtime (90 minutes to 2 hours). 

 
NHS Mail 2 

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

Project) to schedule a Trust migration in January 2017. 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 

 Integration Programme – work continues to progress with some priorities 
being adjusted according to outputs from other HI and Trust programmes. 

 Chemotherapy ePrescribing – Is now progressing according to plan, for which 

the Trust should complete all but the Paediatrics rollout by March 2017 with 

Paeds following in September 2017. 

 E-Prescribing – Early market engagement session has been completed with 

key vendors being invited to present. More detailed discussion required as 

next step to outline the scale, scope and timelines of this programme. 

 Upgrades – HI PMO continue to support several software upgrades: Galaxy 

(theatres) mid-September; Endosoft (endoscopy) is upgrading from current 

version to the later Endovault solution, which originally planned for September 

has now been pushed back at the request of the service; Symphony (ED) is 
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currently being scoped and planned, this has a dependency on approval of 

the Business Case prepared by ED for the cost of the upgrade. 

 Maternity System – HI PMO are working closely with the W & C team to 

prepare a summary business case for submission to the relevant groups and 

boards in late September/early October. If approved this will enable the 

specification to be submitted to the market for full scope costings and 

responses to inform a full business case for Q4 16/17. 

 Digital Dictation and Voice Transcription –HI PMO are working with 

procurement to draft the programme outline and work towards a business. 

 DrDoctor – HI PMO liaising with system supplier for innovate patient 

engagement solution. Initial workshop with Outpatients and W & C’s 

scheduled for early October, to develop the scope and business case for this 

solution. 

 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, and have been contributing to workshops 

under the Trust Recovery Programme work streams, such as Workforce and 

Outpatients. 

DATA QUALITY AND RETURN TO REPORTING 

 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 was held w/b 8th August 
and  the Trust anticipated returning to reporting in August with July data.  

 A decision was taken by NHSI that, albeit a low risk, the Trust should wait the 
completion of the PAS upgrade in October before they consider returning to 
reporting,  The letter did however acknowledge the enormous amount of work 
and have asked this work to be shared with trust currently on a reporting 
break. In addition the ‘dynamic outcome’ form developed by Matt Bishop is 
being submitted for a national award. 

 This was a disappointing outcome however supported by the Trust, the Board 
will be informed at the October meeting and agreement to return to reporting 
following the status of the PAS upgrade will be requested. 
 

 The  Data Quality Strategy has been agreed and both  the Data Quality policy 
and strategy will be submitted for approval at September Corporate 
Informatics Group. 

 The Data Warehouse business case has now been finalized and was 
presented to the executive on 20th September. The case has been developed 
to allow positive outcomes  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. Feedback of the outcome of the meeting will be verbally 
given to the Board. 
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  Quality Assurance Processes have been designed and documented for the 
BI function. Further work required on mandatory KPIS (to provide assurance 
that national standards and logic are up to date and successfully applied to 
our data) 
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Executive Summary 
 

The current serious incident review process was introduced in 
2015/16.  During that time the increase in reporting, issues with 
capacity and capability of staff to undertake high quality 
investigations has led to a situation of consistent breaching of 
commissioner timescales for report conclusion and concerns 
over the Trusts ability to learn and embed lessons quickly.  Once 
breaches were cleared they then slowly built up again which 
reflects a process that is unsustainable. However our 
commissioners recognise the vast improvements in the quality of 
reports and the relationship with the CCG over that timescale. 
 
In addition feedback from directorates included concerns over 
the number of meetings and inter reports required and their 
ability to assign investigators with their current workloads. 
 
A series of meetings with directorate and governance leads were 
held with the aim of rationalising the process and look of ways of 
incorporating rapid reviews and learning, with more responsibility 
and ownership at directorate level for the production of the report 
and assurance of learning. The method was also trialled at an 
event on September 7th supported by Professor Cliff Hughes 
from NHSI and the Chief Executive. Feedback was very positive. 
 
The report provides a diagrammatic representation of the risk 
identified in the current system ( Appendix 1) and the revised  
process ( Appendix 2) and the functional unit that the new 
structures of the patient safety, effectiveness and quality 
intelligence team will work (Appendix 3 Investigation and 
Learning Unit). 
 
The new process will: 

 Provide clarity and inclusivity via the directorates at the 
initial decision making 

 Provide rapid multi-disciplinary investigation and more 
immediate learning and risk mitigation when an incident 
occurs 

 Ensure responsibility and accountability of the process 
and the concluding report and implementation of actions 
with the directorates 



 

 Extended Executive panel sign off of reports prior to  
CCG closure panel 

 More structured and aligned communication of learning 
at directorate and Trust wide level 

 Corporate structure and resource to support directorates 
in investigation and embedding actions 

 Academy approach wit rolling secondments to continually 
increase capacity and capability in patient safety 

 Potential income generation opportunities 

 Increased analysis and intelligence 

 Comprehensive training for a cohort of 15 staff to support 
the new function 

 
In addition and as part of the review we also analysed the Datix 
system and the mortality and morbidity reviews to identify any 
potential never events that may not have been reported.  This 
was due to our concern that we had not had a Never Event for 
over a year, which means we are an outlier in terms of reporting 
Never Events nationally. 
 
The systems were reviewed against the current framework and 
we did not identify one potential never event.  We have also sent 
out a communication to all staff to remind them of the never 
event framework and to encourage reporting of such events – 
even if they believe an event has happened retrospectively and 
they haven’t as yet reported it. 
 
The NHSI have also communicated a consultation on the Never 
Events framework - we are participating in this consultation. 

Resource Implications 
 

 

Risk and Assurance 
 

 
Assurance in relation to both documents is provided via the 
performance management framework and evidence  health 
assure 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
It is a requirement for the Trust to undertake serious incident 
investigations that meet the regulatory timescales. 
 

Recovery Plan 
Implication 
 

All documents and activities relate to recovery plan programmes 
for reducing mortality and deteriorating patient programme . 

Quality Impact 
Assessment 

N/a 

Recommendation 
 

The new process and structures were unanimously approved at 
the Quality Improvement Group by all members on 8th 
September 2016. Board are recommended  to support the  
implementation during September and October 2016. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

X    



SI Process Delivery Timeline 

Incident 

Identification 

10 Days 

Duty of Candour 

If no, escalate to 

Director and Executive 

20 Days 

Alert of 30 Day 

Review 

40 Days 

Executive 

Sign-off 

30 Days 

TOUCH POINT 

First Panel Review 

Draft Report 

45 Days 

Final Report 

Executive Sign-off 

TOUCH POINT Minimum 

5 Days 

Rapid Review 

Risk Mitigation 

60 Days 

CCG 

Submission 

Day 1 

Upload to STEIS 

Risk Mitigation 

72 Hours 

Allocation 

Confirmation 

SI Decision 

Executive 

Sign-off  

48 Hours 

Incident 

Identification 

10 Days 

Duty of Candour 

If no, escalate to 

Director and Executive 

45 Days 

Final Report 

Executive Sign-off 

TOUCH POINT 

60 Days 

CCG 

Submission 

Day 1 

Upload to STEIS 

Risk Mitigation 

SI Decision 

Executive 

Sign-off  

48 Hours 

Minimum 

5 Days 

Rapid Review 

Risk Mitigation 

72 Hours 

Allocation 

Confirmation 

20 Days 

Alert of 30 Day 

Review 

30 Days 

TOUCH POINT 

First Panel Review 

Draft Report 

40 Days 

Executive 

Sign-off 

60 Days 

Within 24 Hours 

Alert Key People: 

Directorate Leads, Exec, 

PST, Clinical Staff 

SI Declaration Panel 

Within 

48 Hours Learning 

30-40 Days 

SI Assurance Meeting / Report Review 

Panel 

Executive Sign-off/Amendments 

Report to CCG following SI Panel 

Meeting 

Action Plan Monitoring—Directorate 

Level 

Corporate Team Assurance Role 

TOUCH POINT 
Day 3 

Investigation 

RCA Process 

Investigation Case Management 

Approach 

Support, Mentoring, Advice for 

Investigation Team 

Directorate Governance Process 

Investigation Sign-off within 35 days 

Patient Involvement 

Patient feedback 

Staff/Team Feedback 

10 Days 

MDT RCA 

Directorate 

Patient Involvement 

Key People 

Confirm Formal Duty of 

Candour Response 

Staff Support 

Further Risk Mitigation 

Directorate Responsibility and Accountability 

72 Hour Report 

from Initial Review 

Draft Report 1 

week prior 

within 

Initial 

Review 
Serious Incident Decision 

Risk Identification 

Checklist Completed 

Timeline 

Identification of Investigator, type of 

investigation required and legal  input 

Identify Staff Support 

Actions Regarding Duty of Candour 

Formal declaration to CCG 

CCG 

Deadline 

Directorate Level Learning 

Event and Monitoring 

Corporate Quarterly Learning 

Events with Key Themes 

Patient Safety Internal Alerts 

Key Issues, Actions and Learning 

Duty of Candour Feedback 

Patient Involvement Stories 

Staff De-brief 

CLOSURE 
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SI Process Delivery Timeline 

 Risks 

 Contractual/ 

financial  risk 

 Reputational risk  

 Litigation risk  

 Patient risk  

Action List: Responsibilities 

 Mitigation Actions  

 Delay in signing off as an SI – requirement to report within 48 hrs  

 Delay in allocation of investigators by the directorates  

 Investigators not being allocated the time to undertake the investigation – inconsistency in support  

 Delay in staff providing statements  

 Delay in escalation by PST  

 Lack of Investigator skills/ competency and confidence – which has resulted in poor quality investigations 

 Poor quality investigations require input from the PST which results in identifying gaps, supporting with further 
investigation, re-writing the report to ensure the delays are minimised  

 Limited resource in PST to facilitate, mentor and support investigators  

 Delay in sign off by the Directorates  

 Delay in sign off by the Executive 

 Safety culture of the organisation – not learning/ embedding actions  

Directorates 

 Allocate time 

 Flag risks 

 Identify investigator 

 Timely completion and feedback of action 

plans with evidence/ assurance 

 Act upon escalation 

 Reporting 

 Sign off of draft reports 

 Action plan development 

Patient Safety Team 

 To coordinate the material for  exec sign off prepare paperwork  

 Upload onto STEIS/internal tracker  

 Set up file secure the notes and photocopy  

 Inform the directorates of the SI  

 Provide the paper , timeline  with all touch points details to each investi-

gator  

 Liaise with investigator / directorate  throughout the process  

 Provide support where required  

 Mentor  

 Trigger and escalate when internal deadlines are not being met  

 Arrange first panel review meetings  

 Review the reports / comment  

 Send final draft to directorates for approval and cation plan  

 Quality check report – formatting , typo’s etc  

 Chase report to send to exec for sign off  

 Liaise with investigator / directorate  if any amendments are required  

 Resend  to exec for final sign off  

 Send to CCG for closure meeting 

 Up load actions onto a database  

 Monitor action plans  

Executives 

 Timely signing off an SI 

 Sign off of final report 

Issues Impacting on Non-compliance with Timeframe 

Day 1 40 Days 60 Days 45 Days 30 Days 10 Days 27 Days 72 Hours 

Allocation 

confirmation 

Duty of Candour 

If no, escalate to 

Director and 

Trigger escalation 

of 30 day breach 

Trigger for non-

completion 

TOUCH POINT 

Final Report 

If no, escalate to 

Executive 

First Panel Review 

If no, escalate to 

Executive. 

TOUCH POINT 

 Ownership of the process by everyone  

 Each SI to be case managed  by PST – to provide support, supervision , 

mentoring , guidance from the specialist team to develop investigators to the 

standard required. (Aug 16) 

 Restructure PST  (Consultation—Sep 16) 

 Work collaboratively with directorates initial swarm approach to pull out initial 

actions and learning  (7th Sep 16) 

 Escalation process to be fully implemented and action taken  

 Exception reporting against the process  to be reported to QIG 

 Action plans to be monitored  aligned to audit , deep dives , PS visits to 

provide assurance  

 PST SI Tracker to be revised to add in further trigger points 

 Team briefing each morning and escalations to be followed through to  Exec 

when triggered 
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Appendix 3 Investigation and Learning Unit 

•Datix Safety Dashboards 

Never Events 

Thematic reports 

• Near miss forms 

•Incident Investigation 
database  

 

•  External Reviews 

•  Topic specialists 

• Income generation 

•  MD/DoN/CQO meetings 
information support 

• Operational safety leads 

• Rapid response solution 
development (Process) 

• Links  Assurance  

•  Secondments/fellowships 

• Clinical Quality Academy 

•  All investigations, 
complaints, incidents, 
claims, inquests, HR case 
reviews 

•  Web based Learning Portal 
Investigation 

Experts/ 

Training 

Business 

Engagement/
Learning 

INFORMATION 

Development 

External 
Review 

Team 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

Medical Director Update 
 

Presented by  
 

Dr Diana Hamilton-Fairley 

Lead Director 
 

Dr Diana Hamilton-Fairley 

Committees or Groups 
who have considered 
this report 
 

 

Not applicable 
 

Executive Summary 
 

The purpose of this report is : 
 

Update on the work in the Medical Director’s Directorate  

Resource Implications 
 

 

Risk and Assurance 
 

None 
 
 
 

Legal 
Implications/Regulatory 
Requirements 
 

None 
 
 

Recovery Plan 
Implication 
 

 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  X  
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Medical Director Update: September 2016 
 

 

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

1. NEW MEDICAL MODEL 

 
A staff evaluation of the model has now been carried out. The headline report is as 
follows; 
 
Quality of care: 71% of staff (76% doctors, 62% nurses, 83% managers) felt this 
had improved ‘Significantly’ or ‘Moderately’ since the implementation of the new 
medical model. 
 
Safety: 64% of staff (64% doctors, 55% nurses, 100% managers) felt that safety had 
improved ‘Significantly’ or ‘Moderately’ since the implementation of the new medical 
model.  
 
The ambulatory unit: 64% of all staff (70% of doctors, 45% of nurses) reported that 
the new ambulatory unit represented a ‘Major’ or ‘Transformational’ improvement on 
the previous medical pathway. Overall 84% of staff (88% of doctors, 76% nurses) 
reported that the effort of implementing the new ambulatory unit was worthwhile 
including 93% of consultants. 
 
Admission wards were perceived as slightly less ‘successful’ than the ambulatory 
unit with further work required. Several changes to improve continuity and staffing 
have already been made. Overall, 30% of staff (34% of doctors, 24% of nurses) 
rated the new admissions unit as a ‘Major’ or ‘Transformational’ improvement and 
32% rated it a ‘Moderate’ improvement on the previous pathway. Although 79% of 
staff reported that implementing the new admissions wards had been worthwhile 
there was a difference in opinion between medical and nursing staff with 93% 
doctors (96% of consultants) compared to 49% nurses rating the change as 
worthwhile. 

2. MEDICAL EDUCATION 

 
There is uncertainty regarding industrial action for junior doctors, with three proposed 
strikes for 5 days each (8-5). There are concerns regarding junior doctors’ morale 
generally and the impact this has on service and training. 
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There is a particular concern for October 5th which is a rotation date with about 30 
higher trainees starting in Trust that day. We plan to go ahead and deliver corporate 
induction on that Wednesday and then departmental / directorate inductions on the 
Thursday for those that attend. There are contingency plans to provide induction for 
other trainees. 
 
Successful recruitment to the role of Guardian of Safe Working with the appointment 
of Delilah Hassanally who attended the National Guardian safe working day on 26th 
July. The Chief Executive, Medical Director and DME are maintaining supportive 
communication with our Junior Doctors as the ongoing issues at a national level 
continue to impact on delivery at MFT. 
 

3. RESEARCH & DEVEOPMENT 

The R&D Department organised a table at the front foyer of the hospital on 21.09.16 
and the feedback from the public and staff was extremely positive. A staggering 31 
patients/public agreed to become a ‘Friend of Research’ and provided their contact 
details.  

We also asked the public and staff to tell us what they understand by ‘research’. The 
themes that came up were: 

 ‘To help patients’ 

 ‘Improving care of patients’ 

 ‘Better care for the future’ 

 ‘New treatment’ 

 ‘New knowledge’ 

 ‘Continuous learning’ 

 ‘Without research there would be no progress’ 

 ‘Bench to bedside’ 

 ‘Evidence based practice’ 

 ‘Improving standards of care’ 

 ‘A way forward’ 

 ‘It is essential’ 

 ‘Gives people more understanding of their illness’ 

 ‘Obtaining gold standards of care’ 

The R&D Department finalised agreement with the University of Greenwich 
(UoG) for a PhD student to undertake his research project at the Trust Estates 
Department. The financial contribution by the Trust R&D Department is £6K for the 
whole 3 years while the UoG will cover the cost of the PhD and other consumables. 
The focus of the project is to reduce the cost of Trust energy and carbon emission by 
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at least 20% (£491,387.29) each year using a novel research initiative.  The project 
is first of its kind undertaken within NHS and if successful, the model is likely to be 
adopted by other sites. 

The new R&D Strategy is on its way. The R&D team members met on 30th August 
2016 to draft the survey which will be circulated to the Trust staff and patients to 
consult on the development of our strategy.  

 

4   CLINICAL EXCELLENCE AWARDS LAUNCHED 

 
The 2015 – 2016 Clinical Excellence Awards have been completed. 53 applications 
were made and final decisions will be made by the Nominations and Remunerations 
Committee. 

5    COMPETENCIES 

 
A workshop for Consultants was held on the 22 September with a view to translating 
Trust values into an agreed set of behavioral competencies for the medical 
profession at Medway. Twenty Two consultants attended the initial event and further 
sessions are planned for October to enable the development of a set of agreed 
competencies. 
 

 

 
 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

Director of Nursing Update 
 

Presented by  
 

Karen Rule, Director of Nursing 

Lead Director 
 

Karen Rule, Director of Nursing 

Committees or Groups 
who have considered 
this report 
 

Quality Assurance Committee: Infection Prevention & Control 
and Safeguarding 

Executive Summary 
 

Safe Staffing 
The Trust continues with a high level of activity and acuity 
demands, requiring high levels of nursing hours to deliver safe 
effective patient care.   
In August the Trust reported more leavers than starters. 
Stabilising and retaining the nursing and midwifery workforce in 
clinical areas is a priority as we move through 2016/2017. 
 
Nursing Care Standards – Transforming Care 
Transforming Care is a quality improvement programme to 
ensure we deliver high quality nursing care. It focuses very much 
on the fundamental and vital aspects of nursing care that are so 
important to our patients and their families. The programme 
launches w/c 26 September 2016.  
 
Infection Prevention & Control Annual Report 
The annual report provides a summary of Trust performance for 
Infection Prevention & Control and of the work undertaken by the 
Trust’s Infection Prevention and Control Team (IPCT) during 
2015/2016. Key highlights are:  

 Trust met the target for C difficile, reporting 20 against a 
trajectory of 20. 

 Six MRSA cases were attributed to the Trust against a 
target of zero.  

 The Infection Prevention & Control Nursing team 
structure has been reviewed and the new structure fully 
recruited to.  

 Action has been taken to address the findings of a gap 
analysis of the Health & Social Care Act 2008 – a 
decontamination lead has been identified and a plan to 
implement surgical site surveillance is being worked up.  

  
Safeguarding Annual Report 
The annual report provides a summary of Trust Safeguarding 
activities in 2015/2016. Key highlights are:  

 The staffing resource within the adult team was reviewed 
and appointments made to key new posts. This will 



 

enable the Trust to deliver the support required for its 
safeguarding responsibilities.   

 In Q4 the Trust identified gaps in its safeguarding 
arrangements and took action to address this as a matter 
of urgency. A Trust Safeguarding improvement plan has 
been implemented.    

 Internal monitoring of Adult Safeguarding was insufficient 
and safeguarding adults data previously reported is 
unreliable. Arrangements have been put in place for 
2016/2017 to ensure the Trust is able to fully meet 
reporting requirements and provide assurance.   

 In March 2016 the Trust was served with a contract 
performance notice by the Clinical Commissioning Group 
(CCG) in relation to Safeguarding arrangements at MFT. 
The improvement plan was reviewed to ensure the 
concerns of the CCG were addressed.  

 

Resource Implications 
 

 

Risk and Assurance 
 

Safe Staffing 
Nurse staffing levels remains a Trust quality risk. Actions to 
mitigate the risk of current staffing levels are in place and 
embedded. 
  
Transforming Care 
Providing good standards of nursing care is fundamental to the 
safety of our patients. This programme aims at ensuring that we 
mitigate the risk as much as possible of providing poor nursing 
care which is detrimental to the safety of our patients. 
 
Infection Prevention & Control 
Actions taken following the gap analysis against the Health & 
Social Care Act 2008 will enable the Trust to be complaint with 
the Act. 
 
Safeguarding 
2015/2016 was a challenging year for Safeguarding. Delivery of 
the Safeguarding improvement plan will ensure the Trust is able 
to meet its statutory requirements in 2016/2017. 
 

Legal 
Implications/Regulatory 
Requirements 
 

Health & Social Care Act 2008 
Health Care Act 2014 
Care Quality Commission Registration standards 
 

Recovery Plan 
Implication 
 

Safe Staffing 
As a key quality risk the ability to improve our staffing levels is 
critical to the delivery of our recovery actions.  
Transforming Care 
Whilst this programme of quality links closely with the recovery 
programme and our overall goal to get out of special measures, 
it is an improvement which aims to provide sustainable long term 
change in the way which we deliver care to our patients. 
Infection Prevention & Control and Safeguarding 
The CQC must / should do actions include both portfolios. 



 

Completion of actions is required to support the Trust recovery 
and exiting of special measures. 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Board of Directors is asked to note the information 
contained in this report and the actions that are in place. 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

X    
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Director of Nursing Update: August 2016 

 

Safe Staffing 

 

The safe staffing report for August 2016 is attached as Appendix 1. The report provides the 

Board with an overview of the nursing and midwifery workforce and highlights any workforce 

issues identified across the inpatient ward areas during the month of August 2016. 

 

Key Points: 

 The 1:8 nurse: patient ratio data continues to be collected and reported on a weekly 

basis. The total number of breaches across inpatient wards during August was 202. This 

is an increase of 67 on the breaches reported in a July 2016, although this is a five week 

reporting period.  

 24.5. % of all requested shifts remained unfilled. This is an increase of 1.8% on July 

figures.  However the actual number of nursing hours worked was higher than the 

nursing hours planned on the nursing roster system by 2.7%.This is reflective of the 

need for 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.   

 The use of agency continues to be higher, with 48.8% of shifts filled by agency, which is 

a comparable to the July against 26.7 % filled by bank staff a decrease of 2.5% on July 

figures.   

 Eighteen wards recorded a deficit of actual nursing hours against planned nursing hours. 

Two wards, Sunderland Day Care Unit, and Tennyson (elderly care ward) recorded a 

deficit of more than 10%. The staffing escalation procedure was followed and actions 

taken to maintain safety included moving of staff across the Trust to cover vulnerable 

wards and departments.  

 August Establishment and Vacancy figures for Nursing and Midwifery staff both 

registered and unregistered, show a vacancy 274.42 WTE Trust wide for registered 

nurses and midwives. Unregistered staff vacancies are 49.34 across the Trust.  

 EU- Nurses – All 17 nurses and 3 midwives from the EU continue to work across the 

Trust.  There are still 2 nurses yet to attain registration with the NMC.  Skype interviews 

have now commenced weekly to recruit further EU nurses. 

 Revalidation –The September cohort of 110 nurses and midwives submitted their 

applications successfully during August. This is our largest cohort to date and is a risk to 
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staffing levels if they are not deemed to be compliant by the NMC. Our internal process 

has been implemented to provide internal assurance prior to submission. 

 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 

2016/2017. 

 

Transforming Care – Delivering High Quality Nursing 

 

What is it? 

Transforming Care is a quality improvement programme, designed by our nurses and led by 

our nurses to ensure we deliver high quality nursing care. It focuses very much on the 

fundamental and vital aspects of nursing care that are so important to our patients and their 

families. The programme is being led by our team of Matrons who are right at the heart of 

our care delivery. 

  

Why is it needed? 

There have been many advances in healthcare over the last many years. It is important to us 

that whilst advancing the practice of healthcare we do not lose sight of the fundamental 

aspects of nursing care which can matter the most to patients. We need to ensure that we 

do not ‘hit the target’ but miss the point. The aim of the programme is to transform patient 

care, putting the patient at the heart of all that we do and ensure that we are always: 

 Safe 

 Effective 

 Caring 

 Responsive 

 Well- Led 

 

What are these fundamental aspects of care? 

The programme is scheduled to deliver the following work streams: 

 Communication 

 Promotion of Continence 

 Privacy and Dignity 

 Pressure Care 

 Falls Prevention 

 Food and Drink 
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 Medicines Management 

 Discharge From Hospital 

 

 

What will this mean for Patients? 

Our patients will be placed at the heart of all that we do and at the centre of our hospital 

activity, where ever possible hospital routines will be adapted to meet the needs of patients, 

rather than expecting our patient’s to adapt to hospital routines. Transforming Care is about 

making significant and sustainable improvements in nursing care. We want to ensure the 

care that we deliver meets, and where possible, exceed our patient’s expectations. 

What changes can I expect to see? 

You will see a wide variety of changes and improvements to the nursing care we provide. 

Many of those will be small scale sustainable changes (rather than a few large changes); 

however, all will make a difference to the quality of care we deliver. 

 

Examples; may include ensuring our patients mealtimes are always protected from 

interruptions, and making sure qualified nurses take responsibility for the delivery of food 

and drinks to our patients. Making sure medicines are always delivered on time and that our 

patients don’t have to wait. Another example is ensuring where ever possible our patients 

are cared for safely and they are protected from developing pressure sores or falling whilst in 

our care. 

 

Steering Committee 

The steering committee is chaired by the Director of Nursing who is the Programme 
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Sponsor. Other committee members are  

 Programme lead and Deputy Programme lead 

 Programme manager 

 Work stream leads 

 Head of Nursing, Standards & Practice 

 Patient Representative 

 

Members of the public (previous patients) are also involved in the programme and will also 

be consulted on potential solutions. 

 

Milestones 

 Leads identified – August 2016 

 Action Groups established – August 2016 

 Key objectives identified, along with KPIs and  measures of success – September 

2016 

 12 month action plans formulated – September 2016 

 Work plans commence – October 2016 

 Sustainable Improvement Framework – October 2016 

 

Communication and Engagement 

 Launch week 26 September 2016 

 Visits and presentations to all wards and departments 

 Over 120 staff involved in spreading the word 

 Patient and public representation 

 Presentations at key forums 

 Meetings with Trust including Trust Board, Senior Managers Meeting, Nursing and 

Midwifery Quality Forum 

 

Infection Prevention & Control 

 

The 2015/2016 Annual Infection prevention & Control Report is attached as Appendix 2. The 

report provides the Board with a summary of Trust performance for Infection Prevention & 

Control and of the work undertaken by the Trust’s Infection Prevention and Control Team 

(IPCT) during 2015/2016. The report has previously been discussed at the Quality 

Assurance Committee and is presented to the Board for approval.  
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Key Points: 

 For most of 2015/2016 the Infection Prevention and Control Nursing team was 

reduced from four to one due to staff shortages carried over from the previous year. 

This compromised their ability to provide a visible presence on the ward and 

challenge poor infection control practice. By March 2016, a new staffing structure and 

positive recruitment meant that model practice was up and running once again and 

the work programme for 2016 progresses with new drive and energy 

 The Trust had a period of increased incidence of nine C diff cases in the medical 

directorate for the month of May which prompted some focussed activity around 

antimicrobial prescribing. A stewardship policy was released in July and its 

compliance audited on several medial wards in August and September. The policy 

and audit slowed down the number of cases in the latter half of the year and thus 

enabled us to meet our trajectory of 20 cases by year end. 

 The Trust did less well with the zero tolerance required for MRSA bacteraemia with 

six cases assigned to the Trust.  

 A gap analysis of the Health and Social care Act 2008 for healthcare services 

identified a lack of a Decontamination Group and mandatory surveillance of surgical 

site infections in the organisation. A Trust decontamination lead has been identified 

and is re-establishing the group. The Co-ordinated Surgical Directorate is working up 

a plan for surgical site surveillance. 

 The challenge for 2016 is to resurrect the positive momentum we have had in 

previous years and re-energise the Infection Prevention and Control Committee. To 

achieve this aim, the remit of Infection Prevention and Control will now encompass 

antimicrobial stewardship with a relaunch of the new committee as Infection Control 

and Antimicrobial stewardship – ICAS committee. Key senior managers and 

clinicians will attend and engage with both Infection control and antimicrobial 

stewardship activities to ensure ward to board accountability. 

 

 

Safeguarding 

 

The 2015/2016 Annual Safeguarding Report is attached as Appendix 3. The report provides 

the Board with a summary of Trust Safeguarding activities in 2015/2016.The report has 

previously been discussed at the Quality Assurance Committee and is presented to the 

Board for approval. 
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Key Points: 

 2015/2016 has been a challenging year for the Trust, particularly for Safeguarding 

Adults. The staffing resource within the adult team was reviewed and appointments 

made to key new posts. This will enable the Trust to deliver the support required for 

its safeguarding responsibilities.   

 In Q4 the Trust identified gaps in its safeguarding arrangements and took action to 

address this as a matter of urgency. A peer review was commissioned from Guy’s 

and St Thomas’ (GSTT) NHS Trust by the Director of Nursing. The recommendations 

from the review, which was carried out in February 2016, formed the basis of the 

Trust safeguarding improvement plan.   

 Internal monitoring of Adult Safeguarding was insufficient and safeguarding adults 

data previously reported is unreliable. Arrangements have been put in place for 

2016/2017 to ensure the Trust is able to fully meet reporting requirements and 

provide assurance.   

 In March 2016 the Trust was served with a contract performance notice by the 

Clinical Commissioning Group (CCG) in relation to Safeguarding arrangements at 

MFT. The improvement plan was reviewed to ensure the concerns of the CCG were 

addressed.  

 Going forward the delivery of the actions contained within the safeguarding 

improvement plan will ensure the Trust is able to meet its statutory requirements in 

2016/2017.  

 

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 – Safe Staffing Report August 2016 

Appendix Two – MFT Annual Infection & Prevention Control Report 2015/2016 

Appendix Three – MFT Annual Safeguarding Report 2015/2016 
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Trust Board 29 September 20216 
Director of Nursing Update 

Appendix 1 
 
 

TRUST BOARD MEETING (PUBLIC)  

A paper prepared by Laurel Neame Senior Matron Workforce and Education and presented by Ms 

Karen Rule, Director of Nursing 

NURSING, MIDWIFERY AND CARE STAFF WORKFORCE UPDATE 

August 2016 

Executive Summary 

Purpose: 

 This paper 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 August 
2016. 

 The paper contains the monthly UNIFY submission regarding fill rates and the care hours per 
patient per day (CHPPD) data. It is supported by a number of quality metrics with an accompanying 
narrative.  

 This data is publicly available on the NHS Choices platform.  The Trust is also displaying this 
information on its public facing webpage, as well as displaying planned versus actual nursing and 
midwifery staffing numbers in clinical areas 

 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!’  Published by the National Quality Board and the NHS Commissioning 
Board. 

 

Key Points: 

1.0 General Summary 

 The information in the appendices relates to August 2016 fill rates, as per inpatient ward, for both 
registered and unregistered staff, which is 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 is the principle measure of nursing and healthcare support 
workers deployment on inpatient wards. It enables 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    

 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 across inpatient wards during August was 202. This is an 
increase of 67 on the breaches reported in a July 2016, although this is a five week reporting period.   

 
 
2.0 Summary Points of Appendix One: Planned Vs Actual Nursing Hours 

The Trust Summary of Planned Vs Actual hours for August 2016 was 2.7% above planned. The actual 
number of nursing hours worked was higher than the nursing hours planned on the nursing roster 
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system by 2.7%.  This is a increase on the previous month of 1.7 %. Figure 1 shows overall fill rate.  
This fill rate 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.  The IT system used by the temporary staffing service is now fully capturing all the 
booked shifts.   

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

September 2014   – August 2016 

 

 
 

There are eighteen wards which recorded a deficit of actual nursing hours against planned nursing hours. Two 
wards, Sunderland Day Care Unit, and Tennyson (elderly care ward) recorded a deficit of more than 10%.   
 
When staffing levels are lower than planned the staffing escalation procedure is followed, with actions taken 
to mitigate the risk. The action will include a review of acuity and dependency of our patients using an 
accredited tool, the Safer Nursing Care Tool (SNCT), there is a review by a Matron of actual staffing numbers 
alongside patient acuity. Staffs are moved across the Trust to cover vulnerable wards or departments as well 
as the Ward Sisters, Matrons and specialist nurses working clinically to deliver patient care. 
 
In August eleven wards recorded higher actual nursing hours than planned. Five wards recorded more than 
10% over the extra hours.  The wards included:  
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 McCulloch- (Acute surgical ward)  

 Victory- (mixed medical and surgical ward)  

 Milton ( care of the elderly)  

 Arethusa ( emergency orthopaedic ward)  
 

 
During August there were 18 formal escalations due to staffing issues. This is lower than previous month’s 
total. Teams are encouraged to document escalation concerns to ensure this information is captured.   
 
In August  24.5. % of all requested shifts remained unfilled. This is an increase of 1.8% on July figures.  The 
use of agency continues to be higher, with 48.8% of shifts filled by agency, which is a comparable to the July 
against 26.7 % filled by bank staff a decrease of 2.5% on July figures.  Covering vacancy (66%) remains the 
top reason for booking temporary staff which has increased by 3% on the previous month’s figures. This was 
followed by specialling (14%) escalation (6%) and sickness (8%) All of these showed were comparable figures 
to the previous month.  

 

3.0 Other workforce indicators 

8.61 WTE Registered Nurses and 1.0 Midwives commenced employment in the Trust in August 2016 against 
9.26 Registered Nurses and 2.0 WTE Midwife who left.  2.24 WTE clinical support workers commenced in 
August 2016 against the 3.53 WTE who left the Trust during August 2016.   
 
August Establishment and Vacancy figures for Nursing and Midwifery staff both registered and unregistered, 
show a vacancy 274.42 WTE Trust wide for registered nurses and midwives. Unregistered staff vacancies are 
49.34 across the Trust.  
 
During August there were 72 inpatient falls, which is a consistent with the previous month. Three patients 
who fell suffered severe harm all sustaining fracture neck of femurs.  Investigations into these incidents are 
currently ongoing.  
 
Eighteen pressure ulcers graded 2 and above were acquired in our wards during August.  One grade 3 and 
one grade 4 pressure ulcers reported in August. Investigations into these incidents are currently ongoing.  
 
 

4.0  Key other workforce developments 

Recruitment – This continues to be a high priority for the Trust. There is ongoing work to ensure a seamless 
and quick process to decrease the time it takes to start work following interview. An assessment day for 
Clinical support workers for both substantive and temporary workers is taking place in September. Trust 
recruitment open days are currently being planned and the Trust is attending our partner university 
recruitment events in the October and November.   

EU- Nurses – All 17 nurses and 3 midwives from the EU continue to work across the Trust.  There are still 2 
nurses yet to attain registration with the NMC.  Skype interviews have now commenced weekly to recruit 
further EU nurses.  
 
Revalidation – Since April 2016 all Nurses and Midwives will be subject to revalidation on a three yearly 

cycle. This is an ongoing process to ensure nurses are keeping up to date and are practicing safely and 

effectively. A further 24 Nurses and Midwifes successfully revalidated in August. The September cohort of 

110 nurses and midwives submitted their applications successfully during August. This is our largest cohort to 

date and is a risk to staffing levels if they are not compliant.  
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5.0 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. 

 

 

 

Recommendations: 

The Board of Directors is asked to note the information contained in this summary report and the actions that are in 

place. 
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Y Fill rate indicator return
Org: RPA Medway NHS Foundation Trust Staffing: Nursing, midwifery and care staff
Period: August_2016-17

(Please can you ensure that the URL you attach to the spreadsheet is correct and links to the correct web page and include 'http://' in your URL)

Comments

0

Only complete sites your 

organisation is 

accountable for 

Site code *The Site 

code is 

automatically 

populated when a 

Site name is 

selected

Hospital Site name Specialty 1 Specialty 2

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

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Arethusa
110 - TRAUMA & 

ORTHOPAEDICS
1857.5 2,379            1,149            1,254            1,364            1,957            1,023            1,304            128.1% 109.2% 143.5% 127.5%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Bronte WARD

340 - RESPIRATORY 

MEDICINE
1547.5 1,267            1,135            1,086            1,081            1,117            729              787              81.9% 95.7% 103.3% 108.0%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Byron

430 - GERIATRIC 

MEDICINE
1415.833333 1,517            1,077            1,157            990              1,283            1,046            1,591            107.2% 107.5% 129.5% 152.0%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 CCU 320 - CARDIOLOGY 728.9833333 670              -               -               713              704              -               -               92.0% - 98.7% -

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Delivery 501 - OBSTETRICS 2978.75 3,061            590              581              2,964            2,918            524              437              102.8% 98.6% 98.4% 83.4%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Dolphin (Paeds) 420 - PAEDIATRICS 3131.333333 2,927            822              708              2,473            2,349            288              299              93.5% 86.1% 95.0% 104.0%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Gundulph 300 - GENERAL MEDICINE 1710.75 1,511            1,208            1,185            1,091            1,238            1,080            1,235            88.3% 98.1% 113.5% 114.4%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Harvey 328-STROKE MEDICINE 1163.5 1,238            1,275            1,277            1,035            1,294            1,046            1,181            106.4% 100.2% 125.1% 112.8%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Intensive Care Unit

192 - CRITICAL CARE 

MEDICINE
3524.75 3,282            -               -               3,128            3,063            -               -               93.1% - 97.9% -

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Keats

301 - 

GASTROENTEROLOGY
307-DIABETIC MEDICINE 1470.333333 1,703            1,317            1,221            1,023            1,283            1,023            1,000            115.8% 92.7% 125.4% 97.8%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Kent 501 - OBSTETRICS 1077.75 1,175            446              342              744              721              695              672              109.0% 76.8% 96.9% 96.7%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Kingfisher SAU

100 - GENERAL 

SURGERY
1906 1,633            1,590            1,333            1,364            1,441            682              715              85.7% 83.8% 105.6% 104.8%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Lawrence 823 - HAEMATOLOGY 1175 891              751              838              686              743              698              776              75.9% 111.7% 108.2% 111.3%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
McCulloch

100 - GENERAL 

SURGERY
1507.25 1,658            1,170            1,339            1,023            1,474            1,023            1,188            110.0% 114.4% 144.1% 116.1%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Medical HDU

192 - CRITICAL CARE 

MEDICINE
1393.5 1,236            361              346              1,070            1,071            357              331              88.7% 95.8% 100.1% 92.7%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Milton

430 - GERIATRIC 

MEDICINE
1829.75 1,937            1,321            1,422            1,046            1,787            1,035            1,281            105.9% 107.6% 170.9% 123.8%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Nelson 320 - CARDIOLOGY 1595.833333 1,098            1,252            1,242            1,023            1,023            682              748              68.8% 99.2% 100.0% 109.7%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 NICU 422- NEONATOLOGY 3640.65 3,302            442              82                3,565            3,467            -               -               90.7% 18.5% 97.2% -

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Ocelot 502 - GYNAECOLOGY 909 793              545              538              720              732              348              361              87.2% 98.8% 101.7% 103.6%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 Pearl 501 - OBSTETRICS 1132 1,180            690              336              1,116            1,137            372              313              104.2% 48.7% 101.9% 84.0%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Pembroke

110 - TRAUMA & 

ORTHOPAEDICS
1464.5 1,416            1,200            1,079            1,023            1,133            1,023            979              96.7% 89.9% 110.8% 95.7%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Phoenix

100 - GENERAL 

SURGERY
1776.5 2,031            1,500            1,262            1,364            1,849            1,364            1,386            114.3% 84.1% 135.5% 101.6%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Sapphire Ward 300 - GENERAL MEDICINE 1366.5 1,843            2,430            2,022            1,023            1,519            1,364            1,331            134.9% 83.2% 148.5% 97.6%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
SDCC

100 - GENERAL 

SURGERY
2129.25 1,809            1,651            949              682              882              682              652              84.9% 57.5% 129.3% 95.6%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Surgical HDU

192 - CRITICAL CARE 

MEDICINE
2150.966667 2,082            402              235              1,672            1,683            -               11                96.8% 58.6% 100.6% -

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Tennyson

430 - GERIATRIC 

MEDICINE
1494.166667 1,050            1,170            1,104            1,035            1,046            1,046            1,034            70.3% 94.4% 101.1% 98.8%

2 RPA02 MEDWAY MARITIME HOSPITAL - RPA02 The Birth Place 501 - OBSTETRICS 1120.25 1,111            372              366              1,104            1,117            360              319              99.1% 98.4% 101.2% 88.5%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Victory

100 - GENERAL 

SURGERY
300 - GENERAL MEDICINE 1079.8 1,351            833              1,147            990              1,110            682              1,308            125.1% 137.6% 112.1% 191.7%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Wakeley 300 - GENERAL MEDICINE 1564.25 1,508            1,067            1,403            1,038            1,337            1,046            1,328            96.4% 131.4% 128.7% 126.9%

2
RPA02

MEDWAY MARITIME HOSPITAL - RPA02
Will Adams

301 - 

GASTROENTEROLOGY
307-DIABETIC MEDICINE 1486.5 1,262            1,097            1,133            1,023            1,304            1,023            1,155            84.9% 103.3% 127.4% 112.9%

Care Hours Per Patient Day (CHPPD)

Cumulative 

count over 

the month of 

patients at 

23:59 each 

day

Registered 

midwives/ 

nurses

Care Staff Overall

Validation alerts (see 

control panel)

Hospital Site Details

Ward name

Registered 

midwives/nurses

Registered 

midwives/nurses

Please provide the URL to the page on your trust website where your staffing information is available

Day

Care StaffMain 2 Specialties on each ward

Night

Care Staff

Day Night

Average fill 

rate - care 

staff (%)

Average fill 

rate - 

registered 

nurses/midwiv

es  (%)

Average fill 

rate - care 

staff (%)

Average fill 

rate - 

registered 

nurses/midwiv

es  (%)
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Aug-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

1857.5 2379.0 1148.5 1253.9 1364.0 1957.0 1023.0 1304.0 128% 109% 143% 127% 0 1 0 0 0
Staff in Arethusa and Pembroke work flexibly across the 

units to ensure safe staffing.
SH 5,393           6,894               128% 1,501          28%

808 5.37 3.17 8.53

Bronte 

18

1547.5 1267.0 1134.5 1086.0 1081.0 1117.0 728.5 787.0 82% 96% 103% 108% 0 0 0 0 0

1 wte band 6 resigned and 1 band 6 commenced mat leave 

at the end of July. 1 band 6 took emergency unpaid leave. 1 

band 6 has been recruited. 1 band 5 was on short-term sick 

leave in Aug. Staffing levels are reviewed daily 

RN 4,492           4,257               95% 235-             -5%

541 4.41 3.46 7.87

Byron
26

1415.8 1517.2 1076.5 1157.0 990.0 1282.5 1046.3 1590.5 107% 107% 130% 152% 0 2 0 0 0 RN 4,529           5,547               122% 1,019          22%
806 3.47 3.41 6.88

CCU
4

729.0 670.5 0.0 0.0 713.0 703.5 0.0 0.0 92% 99% 1 0 0 0 0 RN 1,442           1,374               95% 68-               -5%
114 12.05 0.00 12.05

Delivery
15

2978.8 3060.8 589.6 581.3 2964.0 2917.5 524.0 437.0 103% 99% 98% 83% 0 0 0 0 0 safe staffing KM 7,056           6,997               99% 60-               -1%
221 27.05 4.61 31.66

Dolphin (Paeds)
34

3131.3 2926.6 821.5 707.5 2472.5 2348.5 287.5 299.0 93% 86% 95% 104% 0 0 0 0 0 safe staffing KM 6,713           6,282               94% 431-             -6%
209 25.24 4.82 30.06

Gundulph
25

1710.8 1510.8 1208.0 1185.3 1091.0 1237.8 1079.5 1235.0 88% 98% 113% 114% 0 0 0 0 0 RN 5,089           5,169               102% 80               2%
766 3.59 3.16 6.75

Harvey
24

1163.5 1238.0 1274.5 1276.8 1035.0 1294.4 1046.3 1180.5 106% 100% 125% 113% 0 1 0 0 0 RN 4,519           4,990               110% 470             10%
743 3.41 3.31 6.72

Intensive Care Unit
9

3524.8 3282.3 0.0 0.0 3127.5 3062.5 0.0 0.0 93% 98% 2 0 0 0 0

Staffing in critical care work flexibly across the three units 

to ensure safe staffing levels.   Due to capacity issues on 

the wards a number of patients fit for ward care are unable 

SH 6,652           6,345               95% 308-             -5%
262 24.22 0.00 24.22

Keats
27

1470.3 1703.0 1316.5 1221.0 1023.0 1282.8 1023.0 1000.0 116% 93% 125% 98% 1 1 1 0 1 4,833           5,207               108% 374             8%
772 3.87 2.88 6.74

Kent
24

1077.8 1174.5 445.5 342.3 744.0 720.8 695.3 672.0 109% 77% 97% 97% 0 0 0 0 1
a gap in Maternity care assistance been filled - staff moved 

across the unit to mainatain safe staffing
KM 2,963           2,910               98% 53-               -2%

529 3.58 1.92 5.50

Kingfisher SAU

14

1906.0 1632.5 1589.5 1332.8 1364.0 1441.0 682.0 715.0 86% 84% 106% 105% 0 1 0 0 0

On a number of occasions due to capactity issues the 

Surgical Assessment Unit was converted to an inpatient 

beeded unit.  Staffing levels must be adjusted to 

accommodate this and temporary staff are used to manage 

SH 5,542           5,121               92% 420-             -8%

633 4.86 3.23 8.09

Lawrence 19 1175.0 891.3 750.5 838.0 686.3 742.5 697.5 776.3 76% 112% 108% 111% 0 0 0 0 0 RN 3,309           3,248               98% 61-               -2% 556 2.94 2.90 5.84

McCulloch

24

1507.3 1657.7 1170.0 1339.0 1023.0 1474.3 1023.0 1188.0 110% 114% 144% 116% 0 0 0 0 1

Due to capacity issues McCulloch have an additional 5 flex 

beds open.  Staffing levels are increased when these beds 

are open.  Additionally there are  a number of vulnerable 

patients on the wards requiring specialist 1:1 care to 

maintain safety.

SH 4,723           5,659               120% 936             20%

886 3.53 2.85 6.39

Medical HDU

6

1393.5 1236.3 361.0 346.0 1069.5 1070.8 356.5 330.5 89% 96% 100% 93% 1 0 0 0 0

Staffing in critical care work flexibly across the three units 

to ensure safe staffing levels.   Due to capacity issues on 

the wards a number of patients fit for ward care are unable 

to be transferred out of the unit.  These patients do not 

require the same level of nursing support and nurse:patient 

SH 3,181           2,984               94% 197-             -6%

153 15.08 4.42 19.50

Milton 27 1829.8 1937.4 1321.0 1421.5 1045.5 1786.7 1035.0 1280.8 106% 108% 171% 124% 0 2 1 0 1 RN 5,231           6,426               123% 1,195          23% 836 4.45 3.23 7.69

Nelson
24

1595.8 1098.3 1252.0 1241.5 1023.0 1023.0 682.0 748.0 69% 99% 100% 110% 0 0 0 1 0

1 RN resigned at the end of July. 4 Registered Nurses on 

Maternity leave however 1 nurse returned in August. The 

required number of staff were on annual leave. Staffing is 

RN 4,553           4,111               90% 442-             -10%
728 2.91 2.73 5.65

NICU
25

3640.7 3301.8 441.8 81.8 3565.0 3466.5 0.0 0.0 91% 19% 97% 1 0 0 0 0
unit safley staffed but a gap in clinical support workers on 

occasions 
KM 7,647           6,850               90% 797-             -10%

573 11.81 0.14 11.95

Ocelot
12

909.0 793.0 544.5 538.0 720.0 732.0 348.0 360.5 87% 99% 102% 104% 0 0 0 0 1 safe staffing KM 2,522           2,424               96% 98-               -4%
309 4.94 2.91 7.84

Pearl
23

1132.0 1179.8 690.0 336.3 1116.0 1137.0 372.0 312.5 104% 49% 102% 84% 10 0 0 0 0
a gap in maternity care assistant availability - staff moved 

across the service 
KM 3,310           2,966               90% 345-             -10%

423 5.48 1.53 7.01

Pembroke
27

1464.5 1416.0 1199.5 1078.5 1023.0 1133.0 1023.0 978.5 97% 90% 111% 96% 0 1 0 0 0
Staff in Arethusa and Pembroke work flexibly across the 

units to ensure safe staffing.
SH 4,710           4,606               98% 104-             -2%

754 3.38 2.73 6.11

Phoenix

30

1776.5 2030.5 1499.5 1261.5 1364.0 1848.5 1364.0 1386.0 114% 84% 136% 102% 1 1 0 0 0

A number of vulnerable patients are on the ward require 

specialist 1:1 nursing care and staffing levels are adjusted 

to meet this and maintain patient safety.

SH 6,004           6,527               109% 523             9%

919 4.22 2.88 7.10

Sapphire Ward 28 1366.5 1842.7 2430.0 2021.5 1023.0 1518.8 1364.0 1331.0 135% 83% 148% 98% 1 1 1 0 0 RN 6,184           6,714               109% 530             9% 864 3.89 3.88 7.77

SDCC

26

2129.3 1808.6 1651.0 948.8 682.0 881.8 682.0 652.3 85% 57% 129% 96% 0 0 0 0 0 `

Due to operational pressures seven unfunded beds are open 

on the ward.  When staffing is short the Matron and Ward 

Sister work clinically in the numbers to maintain safe 

staffing levels.

SH 5,144           4,291               83% 853-             -17%

583 4.61 2.75 7.36

Surgical HDU

10

2151.0 2081.7 401.5 235.3 1672.0 1682.5 0.0 11.0 97% 59% 101% 0 0 0 0 0

Staffing in critical care work flexibly across the three units 

to ensure st=afe staffing levels.   Due to capacity issues on 

the wards a number of patients fit for ward care are unable 

to be transferred out of the unit.  These patients do not 

require the same level of nursing support and nurse:patient 

SH 4,224           4,011               95% 214-             -5%

296 12.72 0.83 13.55

Tennyson

27

1494.2 1050.3 1169.5 1103.8 1035.0 1046.3 1046.3 1034.1 70% 94% 101% 99% 0 3 0 0 1
The ward has 3 registered nurse vacancy. There is 1 band 6 

wte on secondment. Staffing is reviewed on a daily basis 
RN 4,745           4,234               89% 511-             -11%

826 2.54 2.59 5.13

The Birth Place 9 1120.3 1110.5 372.0 366.0 1104.0 1117.0 360.0 318.8 99% 98% 101% 89% 0 0 0 0 0 safe staffing KM 2,956           2,912               99% 44-               -1% 95 23.45 7.21 30.66

Victory

18

1079.8 1351.3 833.0 1146.5 990.0 1110.0 682.0 1307.7 125% 138% 112% 192% 0 0 0 0 1

A number of vulnerable patients are on the ward require 

specialist 1:1 nursing care and staffing levels are adjusted 

to meet this and maintain patient safety.  Additionally the 

Ward Sister and Matron work clinically in the numbers when 

SH 3,585           4,915               137% 1,331          37%

505 4.87 4.86 9.73

Wakeley 25 1564.3 1507.8 1067.0 1402.5 1038.5 1336.7 1046.3 1327.5 96% 131% 129% 127% 0 0 0 0 0 safe staffing RN 4,716           5,574               118% 859             18% 718 3.96 3.80 7.76

Will Adams

26

1486.5 1261.7 1096.5 1133.0 1023.0 1303.5 1023.0 1155.0 85% 103% 127% 113% 0 4 0 0 0

The ward has 9.5 wte vacancy. Staffing is reviewed on a 

daily basis. Staff are redeployed to mitigate any risks. RMN 

is utilised to manage patients with challenging care plans 

RN 4,629           4,853               105% 224             5%

804 3.19 2.85 6.04
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Executive Summary 
 
 
2015 to 2016 once again was a very challenging year for the infection prevention control 
team.  
 
The small team of four nurses was reduced to one due to staff shortages carried over from 
the previous year. This compromised our ability to provide a visible presence on the ward 
and challenge poor infection control practice. By March 2016, a new staffing structure and 
excellent recruitment meant that our model practice was up and running once again and the 
work programme for 2016 progresses with new drive and energy 
 
We had a period of increased incidence of nine C diff cases in the medical directorate for the 
month of May which prompted some focussed activity around antimicrobial prescribing. A 
stewardship policy was released in July and its compliance audited on several medial wards 
in August and September. The policy and audit slowed down the number of cases in the 
latter half of the year and thus enabled us to meet our trajectory of 20 cases by year end. 
 
Although we met our target for C difficile, we did less well with the zero tolerance required for 
MRSA bacteraemia. The new Infection Prevention and Control team have a lot of work to do 
in resurrecting old policies and providing the appropriate support at directorate level to 
ensure we meet our targets in 2017. Educating link nurses on each ward to act as Infection 
control champions and closure of the MRSA (Victory) ward should have a significant impact 
on the MRSA bacteraemia numbers.  
 
The trust has seen a lot of changes in the executive management team, directorate 
structures and clinical governance in the organisation. During this time of upheaval, we 
experienced poor engagement in infection prevention and control compliance and 
attendance at committee meetings which seriously needs to be turned around. 
 
The challenge for 2016 is to resurrect the positive momentum we have had in previous years 
and re-energise the committee with new senior executive managers and clinical directors 
who will take responsibility for infection prevention and antibiotic controls within the 
directorates. To achieve this aim, the remit of Infection Prevention and Control will now 
encompass antimicrobial stewardship with a relaunch of the new committee as Infection 
Control and Antimicrobial stewardship – ICAS committee. The executive team will identify 
key senior managers and clinicians to attend and re-engage with both Infection control and 
antimicrobial stewardship activities to ensure ward to board accountability. 
 
A gap analysis of the Health and Social care Act 2008 for healthcare services identified a 
lack of a Decontamination Group and mandatory surveillance of surgical site infections in the 
organisation. There is also a big national drive to curb antimicrobial resistance. All these 
issues need to be addressed by the new committee going forward. 
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Introduction 
 
This annual report provides a summary of the work streams completed by the Trust’s 
Infection Prevention and Control Team (IPCT) during 2015-16: 
 
Dr Rella Workman, DIPC 
Dr Nadeem Raja, Consultant Microbiologist  
Dr Vasile Laza – Stanca – Consultant Microbiologist 
Kathryn Lawson-Hughes, Head of Infection Control, Deputy Director of Infection Control  
Sheila Gogah – Infection Control Matron (joined the team in November 2015) 
Clair Taylor – Infection Control Nurse 
Caroline Cook – Infection Control Nurse (Joined the team in March 2016) 
Laura Musson, Principal Pharmacist - Antimicrobial Therapy 
Olawunmi Odubunmi, Antimicrobial Pharmacist (left the team 2016) 
Mandy Fassum PA to Head of Infection Control  
 
The limited team worked tirelessly to provide an effective infection prevention service and did 
both challenge and support the clinical teams.
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Compliance Criterion 1 
 
Systems to manage and monitor the prevention and control of infection.  These 
systems use risk assessments and consider how susceptible service users are and 
any risks that their environment and other users may pose to them. 
 
1.1 Board to Ward Commitment 
 
The Board continue to support the Infection, Prevention and Control (IPC) agenda.    Board 
members continue to have a collective responsibility for minimising the risk of Health Care 
Associated Infections (HCAI).  The Executive Director with responsibility for Infection 
Prevention and Control is the Director of Nursing and the Decontamination lead is the 
Director of Operations. There have been changes at Board level during this reporting period. 
 
1.2 Director of Infection Prevention and Control 
 
Dr Rella Workman, a Consultant Microbiologist, remains Director of Infection Prevention and 
Control (DIPC).  The DIPC reports directly to the Trust Board and Chief Executive.  Kathryn 
Lawson-Hughes was appointed to the post of Deputy Director of Infection Control in July 
2015. 
 
1.3 Infection Prevention and Control Nursing Team 
 
Kathryn Lawson-Hughes was made substantive Head of Infection Control in July 2015.  A 
new Matron for Infection Control was appointed in November 2015 and a second trainee 
band 6 infection control nurse appointed in March 2016. The team is now up to full 
establishment. Until the new appointments, sustaining an infection prevention and control 
service and a strong ward presence with limited resources continued to be a challenge.  The 
annual work plan was modified to ensure that the work streams were prioritised according to 
immediate need.    
 
The nursing team report to the Director of Nursing. 
 
 
Infection Prevention and Control Team Structure 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Head of Infection Control 
and Deputy DIPC 

Infection 
Control 
Nurse 

Matron  
Infection 
Control   

 
 

Director of Infection 
Prevention and Control 

Consultant Microbiologist/ 
Infection Control Doctor  

PA Head of 
Infection 
Control 

Director of Nursing  

Infection 
Control 
Nurse 
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1.4 Assurance Framework 
 
The Clinical Directorates have responsibility for reporting and assessing infection control 
risks assisted by the IPCT.   Risks are then fed into the Trust’s Risk Register for review at the 
Quality Committee. 
 
There is a robust assurance framework in place to ensure the Board is fully informed of all 
Infection Prevention and Control (IPC) issues/risks.  The DIPC reports to the Quality 
Improvement Committee monthly; this Committee is a sub-committee of the Trust Board and 
is chaired by an Executive Board Director. The DIPC provides periodic reports to the Quality 
Assurance Committee as requested and presents the annual report to the Trust board. 
 
IPC targets are on each of the Directorate Dashboards and the team are represented on the 
Nursing and Midwifery Strategy Group.  
 
1.5       Monthly Statistics 
 
Monthly statistics are prepared and disseminated widely by the IPCT which include: 
 

 Meticillin Resistant Staphylococcus aureus (MRSA)  Pre and Post 48 Hour (colonisation) 

 Clostridium difficile Associated Diarrhoea Pre and Post 72 hour 

 Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant 
Staphylococcus aureus Bacteraemia (Pre and Post 48 hours) 

 Meticillin Resistant Staphylococcus aureus screening compliance for weekly and 
admissions screens 

 Number of MRSA  screens 

 E-coli monthly results 

 Extended Spectrum Beta Lactamase (ESBL) blood cultures 

 Glycopeptide Resistant Enterococci (GRE) 

 Carbapenemase Producing Enterobacteriaceae 

 Hand hygiene audit results monthly 

 Commode audit results monthly 

 Patient management reviews 

 Saving Lives High Impact Interventions compliance scores for urinary catheters, 
peripheral vascular devices and central venous devices 

 Enhanced  measures 
 
1.6  Infection Control Committee 
 
The Trust has an Infection Control Committee chaired by the DIPC that meets quarterly.       
The Terms of Reference have been reviewed (Appendix 1).   Membership of the committee 
is as follows: 
 
Director of Infection Prevention and Control * 
Head of Infection Control/Deputy Director of Infection Prevention and Control * 
Consultant Microbiologist * 
Specialist Antimicrobial Pharmacists * 
Director of Nursing / Deputy Director of Nursing 
Director Kent Health Protection Unit or Kent Health Protection Unit Representative 
Medical Representative 
Decontamination Lead  
Head of Governance and Risk 
Head of Occupational Health  
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Head of Estates/Deputy Head of Estates 
Deputy Head of Facilities  
Deputy Director of Nursing /Matron, Acute and Continuing care  
Deputy Director of Nursing /Matron, Coordinated Surgical   
Deputy Director of Nursing /Matron, Women and Childrens 
 
* These members constitute the Infection Prevention and Control Team, which has 

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

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

                                                              Appendix 2 – IPC Work Programme 2015-16 
                                                              Appendix 3 – IPC Audit Programme 2015-16 

 
The Infection Control Committee reports to the Quality Improvement Compliance Group 
(QICG) quarterly, the Terms of Reference are reviewed at this Committee and performance 
and attendance monitored here. 
 
The Committee membership has been reviewed and currently attendance by all remains 
inconsistent.    
 
1.7  Commissioner Reporting 
 
There is weekly and monthly reporting to North Kent Clinical Commissioning Group (CCG) of 
mandatory data 
 

 MRSA Bacteraemias 

 MSSA Bacteraemias 

 Clostridium difficile Pre and Post 72 hours 

 E-Coli Bacteraemias 
 
This is in addition to real time reporting to the relevant community Trusts and Mental Health 
Trust of all cases. CCG representatives are invited to all post 72/48 hour root cause analysis.  
 
1.8 Monthly Targets  
 
Monthly targets for MRSA bacteraemia and Clostridium difficile reduction are monitored by 
the Trust Board through the Quality Improvement and Compliance Group (QICG).  The 
Committee will seek assurance that lessons have been learnt and shared, as appropriate, 
following each case. 
 
Gap Analysis against criteria. 
 
Designated board lead for Cleanliness and executive and operational Decontamination lead 
required. 
 
Sufficient information on movement of service users infection status needs to be more robust 
– electronic discharge summary now includes patients infection status. 
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Compliance Criterion 2 
 
Provide and maintain a clean and appropriate environment in managed premises that 
facilitates the prevention and control of infections. 
 
2.1 Environmental Audits 
 
The IPCT completed a modified programme of environmental audits for all acute areas and 
non acute areas ensuring that all areas had a baseline audit as well as carrying out 
additional audits in wards where cases of health care associated infections have been 
identified and following outbreaks. Scores and feedback is provided to the Directorates by 
the IPCT and action plans for improvement are monitored by the QICG, and Directorate 
Governance Risk Groups. Exceptions should be fed back into the Infection control committee 
by the directorate representative. 
 
All areas develop action plans to improve non-compliance, which are monitored by the 
Directorates.   Audit scores are publicly displayed and are monitored at the quarterly 
Infection Control Committee meetings, and at directorate level as well as at one to ones with 
senior sisters and Matrons. 
 
Prioritisation of the highest risk areas for action is undertaken by the IPCT in collaboration 
with the Estates department, and there is a programme of works in place to carry out these 
repairs base upon risk assessment. The environmental audits continue to highlight new and 
ongoing estates issues that are still outstanding, for example damage to ward flooring, walls 
and door frames.  There is however a shortfall between funding available and the works 
required; this is a recurring problem. Nevertheless, a significant number of issues coded as 
high risk have been addressed during this reporting year. The emergency department is 
undergoing significant building work to improve the environment which will continue well into 
next year. Directorates with outstanding issues have completed the divisional risk registers, 
where appropriate. 
 
The areas listed below have all been audited during the year using adapted Infection 
Prevention Society audit tools: 
 

Wards and Departments Audited  
 

Acute and continuing 
care 
 

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

Harvey 
Keats 
Lawrence 
Milton 
Nelson 
Phlebotomy 
Sapphire 
Tennyson 
Wakeley 
Will Adams 

Coordinated Surgical 
care 

Arethusa 
Breast Screening Unit 
CT & Ultrasound 
Day Surgery Procedure Suite 
Endoscopy 
General Imaging 
Interventional Radiology 

Nuclear Medicine 
Osteoporosis Unit 
Outpatients 
Pembroke 
Phoenix 
POCU 
Pre-Assessment 
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Kingfisher / SAU 
Maxillo-Facial 
McCulloch 
Medical Infusion Unit 
MRI 

Recovery 
Sunderland Day Surgery 
Theatres 
Victory 

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

 

 
 
2.2 Challenges  
 
The condition of some of the estate continues to be of concern for the trust; the backlog of 
maintenance is made more difficult to resolve with the continual pressures for beds and the 
lack of a decant ward that would enable works and refurbishment to be completed.  Issues 
identified in environmental audits requiring Estates action are either addressed immediately 
or added to a log, this has been risk rated and work is undertaken in a priority order. There 
has been significant activity again this year to improve the environments; however many still 
have outstanding areas of concern. These are all held on a comprehensive log with the 
estates team and a project continues to deal with these issues going forward.  
 
Bed spacing throughout many ward areas remains non-compliant with recommendations.  
This should be reviewed when any changes to the ward/hospital are made and as services 
are redesigned. The current standard based on the Health Building note 04-01 for adult 
inpatient accommodation states ‘ergonomic studies have established that most activities 
carried out at the bedside can be accommodated within the dimensions 3.60m (width – bed 
centre to bed centre).  Bed spaces for critical care areas need to be greater for reasons of 
circulation and the equipment used in these areas. The previous standard (1997) was 2.9m 
from bed centre to bed centre.         
                                                     Appendix 4 

 
The layout of the wards in the B and C blocks continues to cause a challenge particularly in 
the management of potential outbreaks as there is no way to cohort/segregate affected 
patients in the main ward areas.   However, these areas have managed well during a very 
busy year. More bathroom/toilet facilities have been upgraded this year, and the plan is to 
continue this work in the next financial year. These facilities continue to feature in Patient 
Surveys so do need to be addressed. 
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Cleaning Standards - Housekeeping Report 2015 - 16 
 
 

CLEANING AUDITS 
 
The Audit clearly highlights the gap between the current level of cleanliness and the 
indicative standard laid down in the National Standards of Cleanliness for the NHS, they are 
evidence of issues such as poor performance, high activity or insufficient hours, this then 
helps us to take the appropriate action to resolve any problems 
In 2015 Housekeeping was under review to  
 

 Reduce the amount of different shift patterns 

 To increase hours of substantive staff wherever possible 

 To stream line the service 
 
 

During the period of the review, recruitment was put on hold which resulted in the decrease 
of standards throughout the Trust; we relied heavily on agency workers, which proved to be 
inconsistent  
 

 

 

AUDIT RESULTS & COMPARISONS  
Graph No. 1 

                              
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

ANNUAL AVERAGE SCORE COMPARISON 
 

 
2014/15 

  
2015/16 
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Graph No. 2a 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Graph No. 2b 
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Graph No. 2c 
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REQUESTS FOR INFECTED DISCHARGE CLEANS 
 
Response to requests for infected discharge cleans made via the helpdesk remains 
exceptionally high, and is steadily increasing 
 
Annual Trend: 
 

 
 
FY  

 
April 
2015 

 
May 
2015 

 
June 
2015 

 
July 
2015 

 
August 
2015 

 
Sept 
2015 

 
Oct 

2015 

 
Nov 
2015 

 
Dec 
2015 

 
Jan 

2016 

 
Feb 
2016 

 
March 
2016 

 

 
NUMBER 

 
490 

 
479 

 
575 

 
520 

 
482 

 
394 

 
478 

 
  359 

 
418 

 
428 

 
451 

 
601 
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OF 
REQUESTS 
 

 Overall the number of requests for discharge rooms have increased throughout the 
year, the busiest times being from 12:30 and going through to late evening 

 

 To support the Response team, we have increased the afternoon and evening teams 
by adding one extra team across both afternoon and evening shifts, we have also 
trained additional staff in the event of the activity intensifying, 

 

 

TRAINING 
 
Both Hostesses and Housekeepers have been undergoing training for the Food 
Hygiene to-date:- we have 
  
Food Hygiene Level 1  35  staff who have gained certificates in 2015 making a grand total of 
182 trained staff 
 

 

LEADING HANDS 

 
In March 2014 we introduced six Leading Hand posts (Band 2),  
 
Their duties are to oversee the staff on a daily basis, organising work to make the team more 
effective and efficient. 
These posts have proved to be beneficial and the feedback from staff has been really 
positive. 
The structure of the leading hands has now been reviewed, and we will be making this team 
more robust, each leading hand will have a group of staff and wards who they will be 
responsible for, this then will give staff the direction they need and pick up any problems 
which can be resolved before they become major issues 
 
Once recruitment has been completed the team will be called “Senior Housekeepers” 
 
  
VACANCIES 
 
Recruitment and retention of the workforce is essential to the long term stability of the 
standards,  
Due to the Housekeeping review and the vacancies which were put on hold, in February we 
were given the clearance to recruit, 
 
To-date we have 
 
Held an open evening for new recruits 
 

 Interviewed 60 people 

 Have 37 successful applicants who are now in the process of being cleared by HR 
 

 Staff retention remains good, with leavers either gaining promotion to NCSW or 
relocating to another district 
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PLACE 

 
The PLACE assessment was completed on the 20th and 21st of April 2015.  
 
Cleaning score had improved from 97.66 % in 2014 to 97.85% for 2015 with the National 
average being 97.57% 
 

  

 
 

 
 

 
 

 
 

 

 
 

 
 

 
 

 
 

 
 

 
 

 
PLANS FOR 2016/17 

 
 To make the Audit team more robust, and to increase the cleaning audits for all Very 

High Risk and High Risk areas. 

 To improve the Audit system we have now purchased two I pads which will be used 
in conjunction with the C4C auditing system, this will be easier to use and manage 
making audits much quicker to produce 

 

 The plan is to commence the Annual Deep cleaning of wards and departments, this 
will involve wall washing, steam cleaning floors specifically edges and corners the 
descaling of taps and sanitary ware, 

 Estates have agreed to do lights and radiators vents and shower traps 
 

 I realise it will be difficult to achieve with patients in situ,but we will plan dates and 
times in agreement with the clinical staff, 

 

 Review all schedules and daily sign off sheets to be more user friendly 
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UNIFORMS 
 
Staff have been requesting, light weight uniforms because of the physical work they have to 
undertake on a daily basis. and to save the confusion of getting mistaken for clinical staff , 
the below scrub tops in 3 different greens have now been approved 
 
Staff will be wearing these with black trousers 
 

 

HOUSEKEEPER          HOSTESS          
 

 

                              

 
 

 
SENIOR HOUSEKEEPER 

 
 
 

Gap Analysis against criteria. 
 
Currently no nominated decontamination lead at executive or operational level 
 
Undertaking the actions in NHS PAM’s Self-assessment Question S14 “ safe and compliant 
with well managed systems in relation to: Decontamination Processes not received from our 
Estates department. 

http://www.meltemi.co.uk/Unisex-smart-scrub-tunic-in-jade-with-white-trim/UC74/EJ.aspx
http://www.meltemi.co.uk/Unisex-smart-scrub-tunic-in-eau-de-nil-with-white-trim/UC74/EL.aspx
http://www.meltemi.co.uk/Unisex-smart-scrub-tunic-in-bottle-green-with-white-trim/UC74/EB.aspx
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Compliance Criterion 3 
 
Provide suitable accurate information on infections to service users and their visitors. 
 
3.1 Leaflets 
 
The Infection Prevention and Control Team have continued to maintain a comprehensive set 
of patient information leaflets; these are available in hard copies and on the intranet these 
have been reviewed and update as required. These are regularly distributed to wards and 
departments.  
 
1. MRSA 
2. Clostridium difficile 
3. Norovirus (Viral Gastroenteritis) 
4. Hand Washing or Rubbing 
5. Guide for Visitors 
6. Guide for Patients 
7. Caring for your Drip 
8. Extended Spectrum Beta Lactamase producing bacteria (ESBL) 
9. Carbapenenemase resistant organisms 
10. GDH+, C.diff toxin negative. 
 
The Infection Prevention and Control nursing team audit that these are available when 
undertaking environmental audits and confirm that patients have received the relevant 
information when undertaking patient reviews. The patient information office also checks that 
adequate supplies of the leaflets are readily available. These are also accessible via the 
intranet. 
 
3.2 Information 
 
Information is readily available and publicly displayed in clinical areas and this includes: 
 

 Cleaning schedule for the ward/department 

 Patient safety crosses, including MRSA acquisitions and CDT cases (post 72 hours) - 
audits undertaken by the Infection Prevention and Control nursing team. 

 Infection control audit results including: Commode, environment, saving lives and hand 
hygiene. 

 
 

Gap Analysis against criteria 
 
To report antimicrobial susceptibility data (drug-bug combinations) and information on 
antimicrobial consumption to the national surveillance body. Surveillance data should be 
used by stewardship committee or equivalent to monitor local resistance patterns and guide 
local prescribing policy. Antimicrobial consumption data currently not collected. Staffing 
issues in pharmacy have negated any of this data collection and staff require training on the 
specific data base required for this. 
 
Antimicrobial Stewardship committee is not robust enough and moving forward the plan will 
be to amalgamate this committee with the Infection Prevention and Control committee.
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Compliance Criterion 4 
 
Provide suitable accurate information on infections to any person concerned with 
providing further support or nursing/medical care in a timely fashion. 
 
4.1 Admissions and transfers into the trust 
 
A new admission and transfer form has been developed to ensure that all patients admitted 
or transferred into the trust have clear documentation of their infection status pertaining to 
MRSA, C.diff, Glycopeptide resistant enterococcus (GRE) and Carbapenemase producing 
enterobacteriaceae (CPE), to facilitate patient placement and subsequent treatment. 
 
 
4.2 Transfers 
 
Patients who are transferred to another care facility have their infection status recorded on a 
transfer form.  The status is also confirmed on all internal transfers.   Electronic discharge 
summaries have streamlined this process, and have been adapted to include the relevant 
information on the major alert organisms. 
 
4.3 Collaboration 
 
The Trust’s IPCT work in close collaboration not only with the microbiology department staff 
to ensure that microbiology results are fed back in real time to  wards and departments, but 
also with our Primary Care providers, including Kent Community Healthcare, Medway 
Community Healthcare and Public Health England (PHE) Kent and the North Kent Clinical 
Commissioning Group (CCG).   This ensures a two way flow of information and has 
demonstrated some significant improvements. There has been close collaboration with the 
CCG Infection Prevention Specialists to look at issues and trends as they occur. 
 
 

Gap Analysis against criteria 
 
Compliant 
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Compliance Criterion 5 
 
Ensure that people who have or develop an infection are identified promptly and 
receive the appropriate treatment and care to reduce the risk of passing on the 
infection to other people. 
 
5.1    Reducing Risk of Transmission  
 
The Trust continues to manage patients with infections to reduce the risk of transmission. 
 
The key challenges this year have once again been the increase in number of Clostridium 
difficile cases. In May 2015 there were 10 cases of C.diff.  Investigation revealed that eight 
cases were random, differing wards, consultants. One ward had two cases and an outbreak 
meeting was convened. However, further investigation revealed that there were very different 
ribotypes and therefore this period of increased incidence did not constitute an outbreak. 
Nevertheless, all wards were placed in ‘enhanced measures’ with increased input from the 
infection control team and a remedial action plan was put in place to reduce the risk of further 
increases in incidence. Since June there were only 10 further cases and the Trust trajectory 
of 20 was achieved.   
  
The trust also saw an increase in the number of attributable cases of MRSA bacteraemia this 
year. As a result a contract performance meeting was held with the CCG and a MRSA 
remedial action plan was implemented in February 2016 which was based upon the already 
existing health care associated action plan in the trust. 
 
The Trust did not have any major issues with diarrhoea and vomiting due to Norovirus this 
year. There were only two occasions when wards had to be closed. One ward in September 
and two in March (see below). Both wards were decluttered and deep cleaned prior to 
reopening.  Despite bed pressures the team were supported by the Trust to ensure patient 
safety. This is a great achievement especially as there were numerous outbreaks in the 
wider health economy. Early risk assessment and prompt isolation is key to this success 
 
The IPCT meet with the clinical and site team when required to address ongoing concerns.   
At periods of escalation the IPCT can attend the regular bed meetings or Business Continuity 
Meetings.   Daily infection lists are circulated by the IPCT showing the location of patients 
with MRSA, Clostridium difficile, Tuberculosis and other resistant organisms. 
 
5.2 Outbreaks 2015 – 16 
 
Table 1 
 

Quarter Date 
Started / 
Declared 
over 

Ward Total 
No. of 
Patients 
Affected 

Bay 
Closed / 
Date 

Ward Closed / Date Estimate
Bed 
Days 
Lost 

Nature of 
Outbreak 
(Include 
Organism) 

Q1  NIL       

Q2 NIL       

Q3 22.10.15 –  
29.10.15 

Nelson 9 22.10. 25/10/15 Remained 
closed to new 
admissions after 
outbreak declared 
over in order to re- 
lay flooring. Opened 
on 03/11/15.   

130 Confirmed  
Norovirus 

Q4 14.03.16 – Nelson 10 Bay 1 15.03.16 65 D&V 
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18.03.16 and 2 
closed 
on the 
14/3/16 
 

(confirmed 
Norovirus) 

 15.03.16 – 
17.03.16 

Gundulph 8 - 15.03.16 36 D&V 
(Negative) 

 
 

Gap Analysis against criteria 
 
Compliant
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Compliance Criterion 6 
 
Ensure that all staff and those employed to provide care in all settings are fully 
involved in the process of preventing and controlling infection. 
 
Infection Prevention and Control issues are always given serious consideration and the 
Team is consulted widely to ensure full compliance with IPC policy/procedures. 
 
6.1 Committee Membership 
 
The Trust ensures that all staff co-operate to ensure compliance with the Code as far as is 
reasonably practical.   The IPCT sits on a wide range of committees and groups: 
 
Internal: 
 
 Infection Control Committee 

Antimicrobial Stewardship Group 
 Emergency Planning 
 Nearside Patient Equipment Group 
 Education Forum 
 Medical Devices and Equipment Management Group 
 Nursing and Midwifery Advisory Group 
 Capital Projects Group 
 Product Selection Group 
 Quality Committee 
 Patient Safety Committee 
 Project groups for new builds and service redesigns  
 
External: 
  
 North Kent Clinical Quality review group HCAI assurance group 
  
  

 Gap Analysis against criteria 
 
Compliant 
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Compliance Criterion 7 
 
Provide or secure adequate isolation facilities. 
 
7.1 Isolation Rooms  
 
The Management of isolation rooms is part of the daily bed management process to reduce the 
risk and spread of HCAI.   The Trust has 127 single rooms; the Infection Prevention and Control 
policy for Bed Management and Movement of Patients POLCOMO12 supports the risk 
assessment process and prioritisation for single rooms. 
 
Single rooms in most areas lack en-suite facilities, this is of concern when isolating patients with 
infections related to diarrhoea and/or vomiting. The availability of side rooms has required a lot 
of organising; this is due in most cases to the high bed occupancy across the Trust and 
competing demands for single rooms e.g. privacy, dignity, end of life care. A risk assessment 
tool to aid decision making/risk assessment of patients to help in the prioritization of single 
rooms is available as part of the bed management policy.  
 
 
The Bed Occupancy System (BOS) and OASIS is used to identify patients with infection control 
alerts; this enables clear identification of individuals so that they can be placed in the 
appropriate place to reduce the risk of transmission to other patients.  
 
The IPCT continue to circulate a daily alert list to all clinical teams, this helps to provide up to 
date information on where the known infectious patients are being cared for. 
 
Meeting the competing demands for side rooms is a day to day issue, the Team work closely 
with ward and site staff to make the most appropriate decisions on side room occupation. This 
often results in additional patient moves/transfers. 
 
Gap Analysis against criteria 
 
 
Partial compliance as not all side rooms have en suite facilities. Risk assessments carried out 
on all patient requiring isolation.
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Compliance Criterion 8 
 
Secure adequate access to laboratory support as appropriate. 
 
8.1 Microbiology Department  
 
The Microbiology Department has full CPA accreditation. The IPCT work alongside the 
Microbiology Team.   The Infection Control Nurses visit the laboratory and Microbiologists on a 
daily basis promoting excellent collaboration which expedites timely interventions in patient 
management and ensures a consistent approach to enhance patient safety.  The microbiology 
service is available seven days a week.   A consultant microbiologist left the trust this year and 
consequently there are currently only two Consultant Microbiologists covering the service. 
 
 
Gap Analysis against criteria 
 
Compliant
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Compliance Criterion 9 
 
Have and adhere to policies, designed for the individual’s care and provider 
organisations that will help to prevent and control infections. 
 
9.1 Policies 
 
The Trust has a comprehensive set of policies for Infection Prevention and Control.   These 
policies are all approved and reviewed by the Infection Control Committee.   Policies are based 
upon national guidance and evidence where available  
        
9.2 Hand Hygiene    
 
The basic building block for all infection prevention strategies continues to be compliance with 
effective hand hygiene. This year the IPCT launched a new ‘hands aware safe to care’ slogan 
for the trust and changed all of its hand sanitiser boards on the wards.  Also a new a hologram 
prompting visitors to the trust to clean their hands and remind them about basic infection control 
was placed in the two main access areas to the hospital to which there has been a very positive 
response. In fact over two litres of alcohol hand rub is used every day at the front entrance 
alone.   
 
Weekly or monthly hand hygiene audits are undertaken in all clinical areas by the matrons or 
other trained auditors.  A new simplified hand hygiene audit tool based upon the World Health 
Organisations ‘five moments for hand hygiene’ was introduced in 2015.  As part of the audit, any 
omissions / non-compliance issues are fed back to the individuals at the time of the audit, and 
results fed back to the wards/teams as part of the IPCT monthly statistics for action.  These 
results are then displayed publically in all clinical areas. 
 
Areas achieving 95% or above, continue to be audited monthly; any area not achieving this will 
be audited weekly for the next month. If there has been an infection control incident during the 
previous month, hand hygiene audits will be undertaken by the IPCT which then gives external 
assurance that hand hygiene audits are undertaken effectively.   
 
Some areas have not achieved the standards required; however overall, the trust has seen an 
increase in compliance scores this year. 
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  Graph No. 3 Monthly Trust Hand Hygiene Compliance Scores April 2012 – March 2016 
 
9.3 Commodes  
 
The IPCT undertake monthly unannounced commode audits and have been trained in the 
process.   Any area not achieving 100% is re-audited daily until the target is met. The Senior 
Sister/Charge Nurse is responsible for completing an action plan to address any issues 
identified. 
 
Wards have developed robust systems to ensure decontamination of commodes after each use, 
between patients and a daily Chlorclean as per Trust policy. Training and training materials 
such as photographic step by step posters have been provided by the IPCT to ensure effective 
cleaning and decontamination of commodes.  All commodes are dismantled between each use 
and a system is in use on the wards to identify which commode has been cleaned. 
 
Any ward on enhanced measures has their commodes audited weekly by the IPCT. 
 
Commode audit scores are displayed publicly and the results are also monitored by the 
Directorates. This has been a key strategic approach to assist in reduction of Clostridium difficile 
rates Trust wide.  
 
The overall score for 2015 – 16 is 94.4% a small increase from 93% last year. 
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Graph No. 4 Monthly Trust Commode Scores Comparisons April 2012 to March 2016 
 
9.4 Isolation 
 
Audit of compliance with the Isolation Policy is undertaken by the IPCT every time a patient with 
an infection is reviewed.   The aim of review is to offer early intervention and advice for this 
group of patients. The tool includes both observation of practice, documentation and patient 
information. The results of the patient reviews  are fed back verbally in real time to the nurse in 
charge of the ward and followed up in writing to the Ward manager, Matrons, Deputy Directors 
of nursing, and Consultants where required.  Non-compliance is resolved by the ward with the 
support of the IPCT and an action plan devised by that ward, as required.  These review scores 
also form part of the monthly statistics. Isolation compliance also forms part of enhanced 
measures. 
 
9.5 MRSA Screening  
 
MRSA screening is undertaken as per national guidelines to: 
 

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

 
Since the introduction of MRSA admission screening, the IPCT have been undertaking 
compliance monitoring, this has improved as practice has become embedded and monitoring 
can check how this has been sustained. The standard set is a minimum of 95%. This   year we 
did not achieve this standard scoring 94%, a reduction from 95% for last year. Acute ward staff 
must complete screening competencies annually. 
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Graph No. 5 Monthly Average MRSA Admission Screening Scores April 2012 – March 
2016 
 
9.5.2 Weekly Screening. ( Graph 4) 
 
Screening for MRSA colonisation is carried out as per national guidelines. All adult patients that 
remain in hospital for more than one week are screened for MRSA colonisation.  Paediatric and 
Maternity patients are only screened if they fall into a high risk category, for example, where 
they have previously been in hospital in the past twelve months for longer than 48 hours, known 
to previously have MRSA or are admitted from another trust, nursing or residential home. Cases 
screened as positive post 48 hours are then attributed to the relevant ward. These figures are 
publicly displayed on ward safety crosses and circulated monthly as part of the data set.  
Weekly screening results for the year are 93% a small increase from last year’s score of 92%. 
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Graph No. 6   Monthly Average MRSA Weekly Screening Scores April 2012 – March 2016 
 

9.5.3 MRSA acquisitions (Graph 5) 
 
There was a 40.6% reduction in the number of cases of post 48 hours MRSA acquisitions from 
last year. The majority of these cases were in the medical division and is consistent with the 
layout of the wards in B and C block.  
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Graph No. 7 Post 48 hour MRSA Acquisitions April 2011 – March 2016 
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9.6 Saving Lives High Impact Interventions 
 
The Trust continues to utilise the Saving Lives High Impact Interventions (HII) or care bundles 
as an important element of its Health Care Associated Infection reduction strategy. The HII’s are 
undertaken for all patients with peripheral vascular devices, central venous devices and urinary 
catheters. The use of these care bundles helps to embed best practice ensuring that our 
patients receive the best care to reduce the risk of an infection from each and every device they 
have, every time they are accessed or manipulated, and enduring they are removed in a timely 
fashion.  
 
Tools have been adapted and developed by the IPCT to review this best practice for every 
patient with a device; compliance with this is then audited by the IPCT at least monthly, and 
each time a patient with an infection is reviewed. When workload permits, areas with scores 
below 95% are re - audited weekly.   
 
There has been a small decrease in the overall compliance with ‘Saving lives’ across the trust 
and new initiatives will be introduced in April 2016 to facilitate compliance with these bundles. 
 
The trust overall score for urinary catheters was 92% a 3% reduction from last year. 
The trust overall score for peripheral venous catheters was 96%a 1% increase from last year 
The trust overall score for central venous catheters was 92% a 3.5% reduction from last year. 
 
 

Graph No. 8 Saving Lives Compliance Peripheral lines ongoing Care April 2012 – March 
2016 
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Graph No. 9 Saving Lives Compliance Urinary catheters ongoing Care April 2012 – March 
2016 
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Graph No. 10 Saving Lives Compliance Central venous catheters ongoing Care April 
2012 – March 2016 
 
9.7  Safety Thermometer 
 
The Team assists in the validation for the data on Catheter Associated Urinary Tract infections 
(CAUTI) obtained once a month from the Harm free care data collection. This data is presented 
monthly to the Quality Committee and the Trust Board.  This year saw the introduction of a new 
computer programme that has enable all of the data to be placed straight onto the system that 
then provides immediate analysis and feedback to the trust. 
 
 
9.8 Antimicrobial prescribing.  Antimicrobial Pharmacy Team Annual Report 15 - 2016 
 
The past year has been another challenging yet productive year for the antimicrobial team. Our 
key objective being ‘Antimicrobial Stewardship’, and appropriate optimization of antimicrobial 
therapy. The team have maintained a high vigilance to encourage good antimicrobial 
prescribing habits through the initiatives described below.  
 
9.8.1 Antimicrobial Guidelines 

 

 Continued revision and update of the Adult Antimicrobial guidelines in accordance with 
both national and local guidelines.  

 Current implementation of an ‘Antimicrobial Guideline APP’, called ‘Microguide’. This will 
enable clinicians to have instant access to the Trusts antimicrobial guidelines via their 
hand-held devices: iPhone/iPad/Android  
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 Update and revision of pharmacist’s, doctors and nursing roles within the ‘Antimicrobial 
Stewardship Policy’ to help optimise prudent antimicrobial prescribing and ensure 
prompt review of antimicrobial therapy at 48 hours after initiation. This is in line with the 
Governments ‘Start Smart - Then Focus’ initiative to help combat inappropriate 
prescribing and minimise the rise of antimicrobial resistance. 

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

 
9.8.2 Restricted Antibiotics: 

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

 ‘Actual’ antimicrobial prescribing practice via antibiotic transcription sheets are reviewed 
regularly. 

 Introduction of a maximum 3 day supply of antimicrobials to wards to ensure 
antimicrobial therapy is regularly reviewed where possible by pharmacy, before further 
supplies are given. This has helped to minimise unnecessary durations of therapy. 

 
9.8.3 Encouraged Antibiotic Awareness: 

 Successfully initiated ‘European Antibiotic Awareness week’ in November 2015. This is 
our sixth year where pharmacy has actively promoted good prescribing practice through 
quizzes, information pamphlets, posters and stalls. The week helped raise both public 
and staff awareness regarding safe and appropriate use of antibiotics.  

 Excellent feedback was given from both staff and the public. 

 
9.8.4 Training  

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

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

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

 ‘Micro’ teaching sessions have been given to individual wards where therapeutic drug 
monitoring has been required for high risk antimicrobials, vancomycin and gentamicin. 
The teaching sessions were identified through daily vancomycin and gentamicin reports 
and where extra pharmacy support was needed with dosing and monitoring. 

 Introduction of an antimicrobial information/ training pack for all new pharmacy staff. This 
has helped staff be more aware of their roles and the importance of antimicrobial 
stewardship. 

 
9.8.5 DATIX and Incident Logs 

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

 
Enhanced Measures Audits 
Over the past year the antimicrobial team have conducted over 50 enhanced measures audits 
reviewing antimicrobial prescribing as part of the ‘Clostridium difficile Enhanced Measures 
Programme’.  

 
48 hour Review Audit. 
To ensure antimicrobial prescribing is being appropriately initiated and then reviewed in line with 
the Governments ‘Start Smart - Then Focus’ initiative and the Trusts ‘Antimicrobial Stewardship 
Policy’, a 48 hour review audit was conducted on 4 wards to ascertain adherence. This baseline 
audit was then subsequently repeated 4 weeks later to determine progress and consistency in 
adherence. 
Five main areas were audited; 
 

 Antimicrobials are prescribed in line with guidelines or appropriateness with clinical 
need. 

 A clear antimicrobial indication is documented on the prescription chart 

 A 48 hour antimicrobial review is documented in the clinical notes in relation to the FIVE 
antimicrobial decisions (Modify, IV to oral switch, Stop, Continue or Outpatient 
treatment) points 

 To assess whether the 48 hour review decision has been supported by any clinical, 
pathology or microbiology results 

 To assess whether any subsequent 48 hour reviews have been undertaken. 
 

See Table below 
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Table 2.   Results of 48 hour antimicrobial review and re-audit 

 

  

STANDARDS REQUIRED TO BE MET 

 

 

 

 

 

Target 

 

 

Byron 

 

Will Adams 

 

Gundulph 

 

Keats 

  

 
 Results 

Aug 

2015 

Results 

Re-visit 

Sept 

2015 

Results 

Aug 

2015 

Re-visit 

Sept 

2015 

Results 

Aug 2015 

Re-visit 

Sept 

2015 

Results 

Aug 2015 

Results 

Re-visit Oct 

2015 

1. Documented Indication in drug chart 

 
100% 100% 100% 96% 94% 100% 100% 100% 95% 

2. Appropriateness /Adherence to guidelines 

 
100% 100% 92% 96%  

 

100% 100% 100% 100% 95% 

3. Documented Review date for prescribed  

antimicrobials (chart) 

 

100% 89% 85% 73% 78% 28% 85% 56% 

 

95% 

4. Evidence of initial 48-72 hour review (date and time) 

in line with 5 decisions points 

 

100% 78% 77% 64% 65% 78% 85% 69% 95% 

5. Evidence of documented microbiology/pathology 

results in notes at 48 hours (e.g. BC, MSU, WCC,CRP) 

 

100% 33% 80% 64% 82% 100% 82% 78% 68% 

6. Evidence of documented clinical parameters in notes at 

48 hours (e.g. Temp, MEWS, BP) 

 

100% 89% 70% 100% 100% 100% 91% 11% 100% 

7. Evidence of escalation (when appropriate) if initial 48 

hour review not undertaken 

 

100% Not 

audited  

0% (3 

needed 

escalatio

n over 

weekend 
but none 

undertak

en) 

4 % (only 

1 course 

applicabl

e for  

escalatio

n) 

50% (6 

courses 

applicabl

e for 

escalatio

n, 1 due 

over 

weekend

) 

0% ( 4 

courses 

should 

have been 

escalated) 

0% (2 

courses 

should 

have 

been 

escalated

) 

0% 0% (1course 

applicable 

for 

escalation,  

due over 

weekend) 

8. Evidence of subsequent review (where antimicrobials 

audited were given > 48 hours) 
100% Not 

audited 

80% 

(5 

needed 

subseque

nt R/V’s, 

100% 100% (4 

applicabl

e for 

subseque

nt 

67% 100% 

(only 1 

course 

warrante

d a 

25% 71% (7 

applicable 

for 

subsequent 

reviews, 5 
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undertak

en) 

reviews) subseque

nt 

review) 

undertaken) 
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Each of the baseline audits and subsequent repeat audits were assessed against a set 
percentage standard of 100%. Both good and poor results were disseminated to each clinical 
directorate, heads of nursing, ward leads and individual consultants were written to with 
recommendations for improvement if necessary. To enforce the key messages, the audit 
findings were also presented at multidisciplinary meetings. 
 
Both documentation of the 48 hour review date to prompt prescribers to review, and 
documentation of the review in the clinical notes, had significantly improved on the 
subsequent audits.  
More improvement was needed on the escalation process if a review had not taken place. 
This is being actively addressed through teaching and continued audit. 

 
Antimicrobial Stewardship Audit. 
 
As a progression from the initial ‘48 Hour Audit’, conducted last year, a 3 monthly rolling audit 
program was established February in 2016.  This assessed both prudent antimicrobial 
prescribing and 48 hour review, on all adult Wards (excluding Mental Health) across the 
Trust.  
A ‘snapshot’ point prevalence audit was conducted on an initial 10 adult wards. 
 

Table 3 
WARD % Allergy 

documented 

% Specific 

Indication 

documented 

on chart 

Guideline/ 

clinically 

appropriate 

% 48hr R/V 

documented 

%48hr R/V 

undertaken 

(if 

applicable) 

% 

Escalated 

(where 

applicable) 

Nelson 100% 43% 100% 57% 45% 0% 

McCulloch !00% 44% 100% 100% 92% 0% 

Gundulph !00% 61% 100% 64% 100% N/A 

Phoenix 100% 96% 100% 92% 85% 0% 

Kent 100% 17% 33% 0% 33% 0% 

Pembroke 100% 80% 100% 60% 50% 50% 

Keats 100% 100% 100% 100% 40% 33% 

Ocelot 100% 0% 100% 100% 100% N/A 

Byron 100% 88% 100% 63% 50% 100% 

Tennyson 100% 71% 100% 86% 100% N/A 

 

Results were variable from ward to ward, but similar to those collected from last year’s 48 
hour review audit, key themes being improvement is needed in clinical documentation and 
the escalation process.  
 
Please note;   numbers of patients audited on each ward were variable e.g. Ocelot patients 
reviewed = 1, Gundulph =16 

 
9.8.7 Monitoring 
 

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

 Monthly monitoring of high risk antibiotics – cephalosporins, quinolones, co-amoxiclav 
and piperacillin/ tazobactam ward issues are presented as defined daily dosages 
(DDD’s) per 1000 occupied bed days. This is used to identify trends of overuse 
across all directorates. These reports were temporarily suspended in July 2015 due 
to data issues, re-commencement May 2016. 
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9.9  National Targets/Monitor targets 
 

9.9.1 MRSA Bacteraemia 
 
There continues to be a zero tolerance to avoidable infections. The Trust did not meet the 
MRSA target of zero for the year.  Disappointingly there were six cases assigned to the trust.  
All bacteraemia cases undergo a Post Infection Review (PIR).  This  increase in the number  
resulted in a contract performance meeting was held with the CCG and a MRSA remedial 
action plan was implemented in February 2016 which was based upon the already existing 
health care associated action plan in the trust. 
 
Also, in March 2015, a Regulation 28 of the Coroners (Investigations) Regulations 2013.   
Report, to prevent future deaths, was sent to the trust following the death of an MRSA case. 
Infection control issues raised within this had already been addressed as part of the MRSA 
remedial action plan (appendix 6).   A synopsis of these issues can be found below. 
 

Organisational issues 

 Medical outlier on Surgical MRSA cohort ward. 75% of patients are medical outliers 

on this ward. 

 Staffing ratio’s below recommended standards,   staff vacancies and use of agency  

 
Devices 

 No clear evidence that high impact interventions for insertion and continuing care of 

patients with invasive devices are undertaken  

 

Antimicrobial therapy 

 Ambiguous antimicrobial guidelines re MRSA pre op prophylaxis,  

 

Communication 

 Full medical history of patient not taken on admission or subsequently during 

inpatient stay. 

 Admission assessment of patient infection status not ascertained on admission or on 

transfer to ward. 

 

Other 

 Contaminated sample 

 Non adherence to wound care guidelines. 
 

Immediate actions 

 Serious incident investigations raised on all post 48 hour and pre 48 hour 

contaminant MRSA cases  

 Enhanced measures on ward / department infection attributed to. 

 Antimicrobial guidelines reviewed and altered to increase clarity. 

 Reinforce trust policy regarding insertion and continuing care of patients with central 

venous devices. 

 Staff on to receive competency training in care of patients with central venous 

devices 
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 Critical care electronic record adapted immediately to ensure that any patient 

implants / prostheses/ metalwork are documented on admission 

 Baseline audit of blood culture contaminants in ED for 2015 revealed a three times 

higher than national average contamination rate. 

 Re-education and training provided by Greiner representative in how to take blood 

cultures. 

 Monthly audit of contamination rates commenced in January 2016. 

 

Mid to Long term actions 

 IPCT recommendation to discontinue surgical cohort (patients can be nursed in side 

rooms within the surgical division (exception elective orthopaedic ward). 

 Commence antimicrobial ward rounds within orthopaedic division to facilitate training 

re diagnosing joint infection and correct antimicrobial prescribing for treatment vs 

prophylaxis. 

 Antimicrobial guideline APP to be made available trust-wide. 

 Continued audit of blood culture contamination in ED 

 

IPC Matters arising from Regulation 28 

 The patient’s history of MRSA was not established prior to surgery as per trust policy, 

despite opportunities in three different hospital departments to obtain this information 

from the patient or their family 

 Prophylactic Teicoplanin was not provided as per trust policy for a trauma patient,  

 

IPC Actions from Regulation 28: 

 New admission / transfer assessment documentation of patient infection status 

including MRSA launches April 2016. 

 Infection prevention and control team to audit assessment completion on a monthly 

basis as well as when undertaking individual patient reviews and disseminate results 

monthly. 

 During initial roll out period random audits of  new admissions via emergency 

department, SAU, and Lister and assessment wards to be carried out by IPCT and 

actions taken dependent upon outcome. 

 Staff education and training and support for new process provided by infection 

prevention and control team. 

 Actions already part of MRSA recovery plan (appendix 6). 
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Graph No. 11 MRSA Bacteraemia Post 48 Hour Cases April 2011 – March 2016  
 
 
 
9.9.2 MRSA Bacteraemia Reduction Trajectory  
 

2015/16 Trust attributable cases 

2015/16 April May June July Aug Sept Oct Nov Dec Jan Feb March Total 

Trajectory  0 0 0 0 0 0 0 0 0 0 0 0 0 
Actual 0 2 0 0 0 2 0 0 1 1 0 0 6 

 
 
9.9.3 Clostridium difficile Associated Diarrhoea (CDAD) 

 
Clostridium difficile (C. diff) is a bacteria normally present in the bowel in small numbers. If 
there is disruption to the normal bowel flora the number of C. diff may proliferate and produce 
a toxin which causes disease. The diagnosis of C. diff infection is based on the detection of 
toxin in the stools and the clinical presentation which is usually that of diarrhoea (type 5 – 7 
stool on Bristol stool chart).  Accurate risk assessment of patients who present with 
symptoms and timeliness of stool samples ensure that correct treatment and infection control 
precautions are instated immediately there is a suspicion. 
 
There is a strong association that antibiotics are the major cause of this infection. Therefore 
prudent antimicrobial prescribing is essential. 
 
Mandatory reporting of cases of C.diff are classified as pre or post 72 hours.  It is the date of 
the sample defines this.  Therefore any sample taken after 72 hours of admission to the trust 
is assigned to the trust trajectory. All cases are sent for ribotyping and any patient that dies 
with Clostridium difficile toxin on Part one of the death certificate, which has also been 
identified as a serious lapse of care will be raised as a Serious Untoward Incident. 
 



Trust Board 29 September 2016 
Director of Nursing Update 

Appendix 2 
 

 41 

The trust had 20 post 72 hour cases this year against a trajectory 20. In the first quarter there 
was a period of increased incidence of 10 cases.  Following investigation and ribotyping 
results, there was no evidence of cross transmission. Since June the trust performance has 
been excellent with an average of only 1 case per month.  The year end target has therefore 
been achieved.   
 
All post 72 hour cases are reviewed by the IPCT and Clinical Commissioners using our post 
infection review (PIR) findings to determine if there have been any lapses of care.  External 
assurance is provided when these cases are discussed at the North Kent Health care 
associated Infection (HCAI) assurance meetings that are held monthly. 
 
Any serious lapses of care identified will then count towards the aggregate number of cases 
on the basis of which contractual sanctions will be implemented by the CCG if the target is 
breached. This is a financial penalty of 10k per case.  
 
The main issues arising from the PIR’s are summarised in table 2. 
 
Wards that have cases of C.diff are placed into enhanced measures where both patient care, 
infection control precautions and environmental issues are reviewed.  The scores from these 
measures and patient reviews undertaken independently by the IPCT and the outcomes of 
PIR’s indicated that the minimum standard is not being met. 
 
 
Table 4 Main themes arising from the RCA’s: 

 
Medical 

 At 48 hours and thereafter antibiotics not reviewed. 

 Despite evidence of improvement in clinical parameters, antibiotics not stepped 
down or stopped. 

 Antibiotics commenced when there is no clinical indication. 

 Microbiology results not reviewed to guide antibiotic decisions at ward rounds. 

 Stool charts not reviewed to guide antibiotic decisions  

 ‘Diagnostic labels’ (UTI / RTI) and therefore antibiotics are used indiscriminately 
with no clinical evidence to support the diagnosis. 

 Lack of medical review of patients on antibiotics over the weekend / bank holiday 
period due to limited number of doctors on weekend shifts 

 Microbiology advice re duration of antimicrobial therapy not followed. 

 Antibiotics continued in patients with ‘crackles’ despite all other markers being 
normal. 

 C.diff carrier status of patients did not trigger caution with prescribing antibiotics 
or when t5 – 7 stool is present. 

Nursing 

 Stool sample not sent in a timely manner (this would have been a pre 72 hour case) 

 NEWS not documented and patient condition (re t 5 -7 stool) not passed on to 
medics (particularly important if they are locums). 
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 Delay in patient isolation 

 Incomplete or inaccurate documentation of fluid balance / stool charts. 

 Stool charts lost amongst paperwork and difficult to access on ward rounds. 

Pharmacists 

 No evidence of cross checking or 48 hour reviews undertaken with the appropriate 

microbiology results. 

 No evidence of escalation when patient prescribed two restricted antibiotics. 

 No evidence of questioning / check when patient on restricted antibiotic for 14 days. 

 Lack of awareness of patient previous C.diff carriage. 

 No evidence that any escalation has taken place (green writing is insufficient) / or 

information re antibiotic reviews are fed back to patients medical team. 

 Joining the doctor’s diagnostic label culture (e.g UTI/Chest infection) which further 

promotes unnecessary prescribing. 

 

 Medium to long term recommendations 
 

 Education of nursing staff re: timeliness of stool culture 

 Reissued Antimicrobial stewardship policy outlining the role of doctors, nursing and 

pharmacists responsibilities in promoting responsible prescribing 

 Audited four medical wards (where C diff occurred)  prescribing  habits with a focus 

on the 48 hour reviews and observations of escalation from nurses and pharmacists 

 Audit findings sent to individual consultants for comment and consideration. 

 Audits supported by microbiologist wards rounds and phone consultation to further 

promote good prescribing and documentation culture 

 Raised the profile of nursing and pharmacy input to help support doctors antibiotic 

reviews 

 General managers, ward matrons and divisional governance and patient safety leads 

to continue promoting responsible prescribing culture 

 Divisional leads/Clinical Directors (when appointed) to take more ownership at the 

ward level 

 Education of doctors and nurses 

 Antibiotic Stewardship profile to be raised by creating a committee with interested 

individuals to help drive the agenda 

 

An enhanced measures audit tool developed and instigated by the IPCT in March 2012 for 
any ward having one post 72 hour CDT acquisition continues. These measures are 
undertaken until a ward has achieved the desired standard. This appears to assist in our 
prevention plan and there have been no outbreaks of CDAD during this reporting period.  
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Graph No. 12 Clostridium difficile Comparison April 2008 – March 2016 
 
9.9.4 CDT trajectory 
 

 April  May June July Aug Sept Oct Nov Dec Jan Feb Mar Total 

Post 72 
Hour 

0 10 1 1 0 1 2 1 2 1 1 0 20 

Trajectory 1 2 2 2 1 2 1 2 2 2 1 2 20 

 
                

9.9.5.  Surveillance of Other Alert Organisms 
 
The IPCT also undertake routine surveillance of other alert organisms in addition to MRSA 
and Clostridium difficile.   These are reported on a monthly basis to the CCG.   These include 
a range of organisms. To date there is still no dialogue regarding the reduction of the pre 48 
hour cases, which is particularly concerning given the high number of patients admitted with 
E.coli bacteraemias. 
 
 
9.9.6. Meticillin Sensitive Staphylococcus aureus (MSSA) 
 
The number of post 48 hour MSSA bacteraemia has reduced by a further 2 cases this year 
to 17.  The number of cases where central venous lines were the source remains 
unchanged. There was a reduction in the number of cases where peripheral lines were 
considered to be the source.   In March, the IPCT introduced a new guideline to be 
incorporated into the saving lives high impact interventions for peripheral lines named B S A 
F fE. If a patient does not fulfil any of the B S A F fE criteria, the line should not be inserted or 
if in place should be removed the acronym is Blood products; Single dose boluses; 
Antimicrobial therapy; Fluids; fE parenteral feeding. 
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Graph No. 13 MSSA Bacteraemia April 2011 – March 2016 Pre – v – Post 48 Hour 
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Graph No. 14 MSSA Bacteraemia Post 48 Hour Sources 2015 – 2016 
 
 
 
9.9.7 Escherichia coli (E-coli) Blood Cultures 
 
Mandatory reporting of E-coli bacteraemias continues.  There has been a decrease in the 
number of post 48 hour bacteraemia this year and an increase in the number of 



Trust Board 29 September 2016 
Director of Nursing Update 

Appendix 2 
 

 45 

bacteraemias taken within 48 hours of admission. The majority of these cases are related to 
urinary tract/intra abdominal infections. A small proportion of these are Catheter associated. 
To date there has been no work steams in primary care to address the pre 48 hour cases.   
The Team review all the post 48 hour cases.  
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Graph No. 15  Post 48 hour Escherichia Coli (E-Coli) Blood Cultures April 13- March 16 
 
 

 
 
Graph No. 16  Pre 48 hour Escherichia Coli (E-Coli) Blood Cultures April 13- March 16 
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Graph No. 17  Post 48 hour Escherichia Coli (E-Coli) Sources 15-16 
 
 
9.9.8 Glycopeptide Resistant Enterococci (GRE) 
 
The Trust continues to screen admissions to Lawrence Ward for GRE colonisation; the 
number of cases attributed to Lawrence ward has increased to 46 cases this year. 
 
 
9.9.9 Meningitis 
 
All meningitis cases are notified to the Health Protection Unit in addition to the Infection 
Control precautions that are instigated. 
 
9.9.10 Tuberculosis (TB) 
 
The IPCT work closely with the Chest Clinic Team to ensure correct management of all TB 
cases.  The Team review all inpatients with confirmed/suspected PTB.  Numbers have 
remained steady.  
 
9.9.11 Extended Spectrum Beta Lactams (ESBL) 

 
The Trust continues to see an increase in the incidence of ESBL cases and this is 
anticipated to become an increasing concern over the next few years.   Cases are followed 
by the IPCT and isolation precautions taken as per Trust policy.   This is a significant risk in 
the elderly population in patients with urinary catheters.   This is particularly relevant due to 
the increased risk associated with catheterised patients. 
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Graph No. 18 All ESBL Isolates 2012-16 
 
 
9.9.12 Carbapenemase producing enterobacteriaceae (CPE). 
 
The trust has seen its first cases of CPE colonisation this year, all of whom were transferred 
from hospitals abroad or London.  These cases are followed closely by the IPCT and 
appropriate screening and isolation precautions taken as per trust policy for the management 
of patients with Carbapenemase producing enterobacteriaceae. 
 
 
 
Gap Analysis against criteria 
 
Surveillance data collection policy outstanding.
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Compliance Criterion 10 
 
Ensure, so far as is reasonably practicable, that healthcare workers are free of and are 
protected from exposure to infections that can be caught at work and that all staff are 
suitable educated in the prevention and control of infection associated with the 
provision of health and social care. 
 
10.1 Occupational Health Department 
 
The Trust has an Occupational Health Service and undertakes a comprehensive staff health 
screening programme including vaccinations and health surveillance.   The IPCT work in 
close collaboration with the Occupational Health Team.  
 
 
10.2 Essential Training Infection Prevention and Control 
 
Following a review of essential training Infection Prevention and Control has been divided 
into three levels.   
 
Level 1:  aimed at staff who have no patient/clinical contact.  Training is via an update 

at appraisal 
Level 2: aimed at staff who have patient/clinical involvement but do not provide hands 

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

Level 3: aimed at staff providing hands on care/treatment.  Staff receive a one hour 
session annually or undertake e-learning.  

 
The Infection Control Nurses provide a wide range of learning opportunities outside of the 
classroom to meet the needs of individuals and teams across the Trust.   For example, staff 
who participate in infection control post infection reviews, also fulfil the requirement for level 
3 training. This training is monitored by Human Resources and the Trust Board. 
 
10.3 Induction 
 
All new staff receive training on Infection Prevention and Control on the Trust Induction or 
Doctors Induction.  This includes hand hygiene and inoculation injuries.   This training has 
now been discontinued and induction is completed via e learning. An infection control ‘toolkit’ 
can be accessed via the intranet to compliment any training. 
 
10.4   Other Infection Control Training 
 
The IPCT also provides a wide range of other opportunities including: 
 

 Risk Assessment 

 Housekeeping Updates 

 Saving Lives high impact interventions 

 Risk Assessment of patients who develop T5-7 stool 

 Doctors Induction 

 Student Nurses Sessions 

 Workplace Sessions 

 Medical Students Induction 

 Team Specific Sessions  
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10.5 Contractors/Estates 
 
Contractors employed by the Trust have to be aware of IPC; all flexible staff are monitored 
and trained in the same way as permanent staff.   Agency staff who are employed by the 
Trust, are employed by companies compliant with the NHS contract via Purchasing and 
Supply Agency (PASA) which covers training of their own staff. 
 
Contractors for Estates all have to report via the Estates Department for a permit to work 
when they receive Infection Prevention and Control basic advice and sign for this 
information.   This gives key messages on Infection Prevention and Control, for example 
hand hygiene. 
 
Contractors working on site for large projects meet with the IPCT prior to contract 
commencement where IPC is discussed in depth and the conduct of the contractors whilst on 
our site; this is then monitored by the project manager.   This has worked well for projects 
undertaken this year. 
 
The infection prevention and control team have been closely involved with many projects this 
year. 
 
 
Gap Analysis against criteria 
 
Compliant 
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1 Constitution 
 
1.1 Constituted by the Trust Board and is a sub-committee of the Quality 

Committee, a committee of the Board. 
 
2  Accountability/Reporting Arrangements 
 
2.1 This Committee reports to the Quality Committee quarterly and to the Trust 

Board at least annually. 
 
3 Chairmanship 
 
3.1 The Committee will be chaired by Director of Infection Prevention and Control 

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

 
 
4 Membership 
 
4.1 The membership of the Infection Control Committee will consist of the 

following: 
 

Director of Infection Prevention and Control * 
Head of Infection Control/Deputy Director of Infection Prevention and Control * 
Consultant Microbiologist * 
Specialist Antimicrobial Pharmacists * 
Chief Nurse 
Medical Representatives Medicine and Surgery 
Head of Occupational Health  
Head of Estates/Deputy Head of Estates 
Deputy Head of Facilities  
Associate Chief Nurse/Matron, Anaesthetics and Critical Care/Surgery 
Associate Chief Nurse/Matron, Medical  
Associate Chief Nurse/Matron, Children’s 
Head of Midwifery 

  
5 Attendance 
 
5.1 Other managers, etc., will be invited to attend as and when required.  CCG 

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

 

 
6 Quorum 

6.1 A quorum of five full members is required for the Committee meeting to 
proceed (the Infection Prevention and Control Team counts as one member *). 
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6.2 If a deputy attends on behalf of a Committee member they must have the level 
of authority to make decisions on behalf of the member. 

 
 
7 Frequency of Meetings/Attendance of Members 
 
7.1 The Committee will meet at least quarterly.  
 
7.2 It is expected that members should attend a minimum of three out of the four 

quarterly meetings. 
 
7.3 The Committee will be convened in an emergency situation as required. 
 
8 Purpose  
 
 
8.1 The purpose of the Committee is to ensure that the Trust has an effective and 

efficient Infection Control Team in order to meet the regulatory and legislative 
requirements associated with this area of work. 
 

 
9 Responsibility/Objectives/Duties 
 
9.1 To review and monitor the Infection Control Team’s Work Programme 
 
9.2 To review and monitor the Infection Control Team’s Audit Programme. 
 
9.3 To receive and approve the Infection Control Team’s Annual Report before it is 

presented to the Trust Board 
 

9.4 To provide assurance to the Trust Board that the Trust is compliant with 
statutory regulations e.g. Care Quality Commission. 

 
9.5 To escalate risks associated with Infection Prevention and Control. 
 
9.6 To monitor and provide feedback of incidents including outbreaks, serious 

incidents and infection rates. 
 

9.7 To share learning from Root Cause Analysis and Serious Incidents. 
 
9.8 To receive reports from the Water Safety Group. 
 
9.9 To ratify infection control policies, procedures and guidelines and maintain a 

rolling programme. 
 
9.10 To receive and review exemption reports from the Directorates and specialist 

support services. 
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9.11 To receive assurance from the Directorates that Infection Prevention and  
Control risks are identified and mitigated. 

 
10 Process for Monitoring compliance with Terms of Reference 
 

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

provide an annual report to the Quality Committee. 
 
 
11 Review Date 
 
What will 
be 
monitored 

How/method Frequency Reporting 
to 

Deficiencies/gaps 
Recommendations 
and actions 

Implementation 
of any required 
changes 

 
Terms of 
Reference 
 
 
 
 
 
 

 
Review by 
Infection 
Control 
Committee 

 
Annually 

 
Trust 
Board 
via the 
Quality 
Committee 

 
Infection Control 
Committee 

 
Agreed  by 
Quality 
Committee 
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Appendix 2  

  
 

Infection Prevention and Control Work Programme 2015– 2016 
 

Priority Action 
 

Responsible 
Person 

Target Review/ 
Achieved 

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

Kath Lawson-
Hughes 

Monthly Ongoing 

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

Kath Lawson-
Hughes 

Monthly review 
Reports to ICC 

and Quality 
Committee 

.Ongoing 

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

Kath Lawson-
Hughes 

Review at ICC New Matron in post 
New infection control 

nurse in post 

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

Kath Lawson-
Hughes 

Monthly data, 
quarterly and 

annual 

Ongoing 

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

Kath Lawson-
Hughes 

Audit programme Revised programme 

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

Kath Lawson-
Hughes 

Monthly review Ongoing – Further 
training to take place –  
Link network to re-form 

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

Kath Lawson-
Hughes 

IPC Team 

Attends 
PIR’s/RCA’s as 

requested 

Ongoing 

1 Clinical review by IPCT of every MRSA / Clostridium difficile / GRE / 
CPE / GDH patient weekly minimum.  While the Team is depleted 
patients will be prioritised and not all patients will be reviewed. 

IPCT Weekly review 
 

Plan currently adapted 
due to staffing issues 

1 To identify and lead the management of outbreaks. Kath Lawson-
Hughes 

As required Ongoing 

1 Provide specialist advice on decontamination issues.  Decon Lead As required Currently no Lead 

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

Dr Rella Workman Monthly review Ongoing – GAP analysis 
against updated Health & 

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

Dr Rella Workman Review quarterly Needs to be reviewed 

Priority Action 
 

Individuals Target Review 
Achieved 

1 Provide policy and training and education for new and emerging 
threats e.g. Carbapenemase Producing Enterobacteriaceae (CPE), 
Pandemic Flu. 

Kath Lawson-
Hughes 

As required Ongoing – Poor 
attendance at sessions 

1 Maintain the HCAI Data Capture System data base plus evidence of 
post infection reviews, for the Trust ensuring timely updated and 
enhanced fields are all entered. 

Mandy Fassum Ongoing Ongoing 

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

Dr Workman /  
Kath Lawson-

Hughes 

Reports weekly and 
all CDT/MRSA 

cases 

Yes 

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

IPCT As required. Yes 

2 Undertake RCA on all: 
E-Coli Blood Cultures 
ESBL Blood Cultures 

IPCT Report back to ICC Yes 

2 Re-introduce Infection control link practitioners in each division IPCT September 2015 April 2016 

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

IPCT Quarterly review Yes 

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

IPCT As required Need Premises 
Assurance Model 
review 

3 Support the production of the annual Infection Prevention and 
Control Report 2015 -16 

IPCT June 2016 By end of June 2016 

 

Key – Priority:     1 = Top   2 = Medium   3 =Lowest Priority 
 

Infection Prevention and Control Team: 
Dr. Rella Workman, Director of Infection Prevention and Control (DIPC) 
Dr Vasile Laza-Stanca, Consultant Microbiologist 
Kath Lawson-Hughes, Head of Infection Prevention and Control / Deputy DIPC 
Droomila (Sheila) Gogah, Matron of Infection Prevention and Control 
Clair Taylor, Infection Control Nurse 
Laura Musson, Antimicrobial Pharmacist 
Mandy Fassum, PA to Head of Infection Prevention and Control 
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Infection Prevention and Control Audit Programme 
April 2015 – March 2016 

 

Audit By 
Whom 

Target 
Compliance 

Frequency Results To 
 

Monitoring of 
Action Plans 

Review/ 
Achieved 

Environmental 
 
 
Modified Enhanced 
Measures 
 

IPCT 
 
 
IPCT 

Minimum 
90% 

 
90% 

 All inpatient areas  
(unannounced) annually  

 Inpatient areas less than 
85% monthly review 

 86%-90% three monthly 
review 

 Six monthly review 90% + 

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

Directorate 
Governance Group   
ICC Exception 
Reporting 

Quarterly 

Compliance with 
Infection Control 
Policies  

IPCT 100% Monthly:  

 Hand Hygiene 

 Clostridium difficile 

 MRSA 

Senior Sisters 
DDN 

Directorate 
Governance 
Groups 

 

Saving Lives 
Compliance 

IPCT 100% Monthly: Peripheral lines 
               Central lines 
               Urinary catheters 

Senior Sisters 
DDN 

  

Decontamination 
of Medical Devices: 
Endoscopes 

IPCT 
 

100% Annual Department Managers 
Decon Lead 
DN 

Infection Control 
Committee 

 

MRSA Patient 
Reviews 

IPCT 100% Weekly if MRSA inpatients  Senior sisters 
DDN 

  

MRSA Screening 
Compliance 

 Admission 

 Weekly 

IPCT 100% Monthly 
Re-audit if below 90% 

Senior Sisters as part of 
monthly statistics 

Directorate 
Governance 
Groups 

 

Commode Audits IPCT 100% Monthly (minimum) Senior Sisters 
DDN 

NMAG, Directorate 
Governance 
Groups 
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Audit By 
Whom 

Target 
Compliance 

Frequency Results To 
 

Monitoring of 
Action Plans 

Review/ 
Achieved 

Audit Following 
HCAI: Clostridium 
difficile, MRSA 
Bacteraemia 
Acquisitions/ 
Outbreak 

IPCT 100% Response to incident / case 
(ongoing) 
 
 

 

Senior Sisters 
DDN 
Governance Leads 
DN 

Directorate 
Governance 
Groups 

 

Clostridium 
difficile Patient 
Reviews 

IPCT 100% Weekly Senior Sister 
DDN 
DN 

NMAG  

Clostridium 
difficile Enhanced 
Measures 

IPCT 95% Weekly until all measures 
above 95% or 28 days since 
last post 72 hour Clostridium 
difficile  case 

Senior Sister 
DDN 
GM 
Governance Leads 
CD 
DN 

Directorate 
Governance  

 

Other Infectious 
Organisms  
Patient reviews 

IPCT 100% As required Senior Sister 
DDN 
GM 
Governance Leads 
CD 
DN 

Directorate 
Governance 

 

 
Key: 
 
IPCT  Infection Prevention & Control Team     NMAG/NMSG  Nursing & Midwifery Advisory Group 
              /Nursing & Midwifery Strategy Group 
SS  Senior Sisters        OH   Occupational Health 
DM  Department Managers      HK   Housekeeping 
DDN  Deputy Director of Nursing      ICC   Infection Control Committee   
DN  Director of Nursing       NSPEG  Near Side Patient Equipment Group 
       
      
                



 
 

 58 

Appendix 4 
 

Bed Spacing 
 

 

Ward Name 4 Bedded Bays 
(cm) 

6 Bedded Bays 
(cm) 

Other 

A Block 
Milton 
 
Tennyson 
 
Byron 
 
 
Lawrence 
 
Sapphire 
 

 
240 
 
240 
 
240 
 
 
247 

 
230 
 
230 
 
230 

 
3 Bedded Bay 
240cm 
3 Bedded Bay  
240cm 
2 Bedded Bay 
N/A 
 
3 bedded bays 
350 

Harvey  BO25 
230 
 
BO 19, 16 
220 

 

B+C Blocks 
Keats 
 
Wakeley 
 
Gundulph 
 
Will Adams 
 
 
 
Nelson 
 
 
New Build 
McCulloch 
 
Phoenix 
 
Victory  
 
Pearl 
 
Kent 
 
Oceleot 
 
Dolphin  
 
KFW 

 
 
 
 
 
 
 
 
 
 
 
250 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
220 

Main Ward Area 
240 
 
240 
 
240 
 
220 
 
 
 
280 
 
 
 
 
240 
 
240 
 
240 
 
240 
 
240 
 
240 
 
240 
 
 
 

2 Bedded Bay 
160cm 
 
2 Bedded Bay 
250cm 
N/A 
 
3 Bedded Bay 
200cm 
7 bedded area 
200-280 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
One bay 3bedded 
220 
200 
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D. Block 
Lister 
 
Arethusa 
 
Pembroke 
 

 
200 
 
200 
 
200 

 9 Bedded bays 
 
 
240cm 
 
240cm 
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Policy Code Policy Title Dated Review Date 

POLCGR37 Isolation Policy for Patients May 2016 May 2018 

POLCGR38 Mattress Policy February 2015 February 2018 

POLCGR39 Arrangements for the Control of an Outbreak of 
Infection (including Norovirus) in Medway NHS 
Trust 

December 
2015 

December 
2018 

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

March 2016 March 2019 

POLCGR42  Management of MRSA (Meticillin Resistant 
Staphylococcus aureus) 

August 2015 August 2018 

POLCGR43 Guidelines for the Management of Clostridium 
difficile 

September 
2015 

September 
2018 

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

December 
2015 

December 
2018 

POLCGR45 Varicella Zoster Virus (VZV) Chickenpox and 
Shingles 

December 
2015 

December 
2018 

POLCGR46 Viral Haemorrhagic Fever (VHF) Ebola November 
2014 

November 
2017 

POLCGR47 Policy for Investigating Hospital- Acquired 
Legionellosis (now incorporated in the Water 
Policy) 

September 
2013 

September 
2015 

POLCGR50 Guidelines for Laundry October 2015  October 2018 

POLCGR51 Hand Hygiene Guidelines October 2015  October 2018 

POLCGR52 Cleaning/Disinfection Policy February 2015 February 2018 

POLCGR53 Guidelines for the Management of 
Transmissible Spongiform Encephalopathy 
(TSE) including Creutzfeldt-Jakob Disease 
(CJD) 

December 
2015 

December 
2018 

POLCGR54 Policy for the Prevention of Blood Borne 
Viruses 

December 
2015 

December 
2018 

GUCPCM011 Preventing Infections Associated with 
Indwelling Urinary Catheters 

March 2016 March 2018 

POLCGR063 Meningococcal Meningitis/Septicaemia March 2016 March 2018 

POLCGR066 Control of Glycopeptide Resistant Enterococci 
(GRE)  

March 2016 March 2019 

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

April 2015 April 2018 

POLCGR068 Control of Multi-Resistant Gram Negative 
Bacilli 

February 2015 February 2018 

POLCGR069  Blood Culture Policy September 
2015 

September 
2018 

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

March 2016 March 2019 

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

June 2015 June 2017 

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

March 2016 March 2019 

GUCPCM007 Guidelines for the Prevention of Infections 
Associated with Peripheral Venous Catheters 

March 2016 March 2019 



 
 

 61 

GUGR017 Guidelines for the Use of Faecal Management 
System 

December 
2015 

December 
2018 

POLCGR088  Infection Control in the Built Environment December 
2012 

December 
2014 

POLCGR091  Environmental Policies and Infection 
Prevention and Control 

November 
2013 

November 
2015 

POLL0M017 Clinical Workwear Policy  February 2015 February 2018 

POLLOM015 Victory Ward Operational Policy   
(Surgery’s policy) 

September 
2013 

September 
2015 

POLCPCM075 Adult Valved Peripherally Inserted Central 
Catheters (PICCs) Placement and 
Management Policy  

March 2016 March 2018 

POLCGR121 Management and Control of Carbapenemase 
Producing Enterobacteriaceae (new) 

October 2015 October 2018 

PROLPCM021 Ebola – Patient at Risk Procedure January 2015 January 2016 

POLCOM002 Decontamination Policy (now incorporated in 
the Cleaning/Disinfection Policy) 

March 2014 March 2016 

GUCGR018 Admission Guidelines for Suspected A/H1N1V 
Influenza (Swine Flu) – Adults 

March 2015 March 2018 

POLCGR125 Respiratory Viruses Policy March 2016 March 2019 
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Appendix 6 

 

MRSA bacteraemia recovery plan 2015-16 
     

 
v.1 Feb 16 

         

     
10/02/2016 

     

  Action Assurance 

Responsible 
lead 

Date 
implemented 

/ planned 
Baseline  / 
current  Update 

 
Green Amber Red 

1 

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

Documented 
evidence of 

agreement from trust 

Operational 
leads for both 

acute and 
coordinated 

care pathways 

TBC once 
medical model 
implemented. 

  

  
 

Agreement 
obtained & 
discussion 

taking place 

Agreement 
obtained no 

discussion to 
date 

No progress 

 
Medical patients no 
longer outliers on 

Surgical ward. 
MRSA positive 

surgical patients 
nursed in side rooms 
on general surgical 

wards. 
  

 

2a 

Antimicrobial 
guidelines re 
trauma cases 
ambiguous and 
are interpreted as 
Teicoplainin only 
for fractured neck 
of femur and no 
other orthopaedic 
trauma in cases 
where MRSA 

Antimicrobial 
guidelines reviewed 
to ensure clarity on 
the correct pathway 

to be used  

DIPC Sep-15   

  
 

Guidlelines 
reviewed and 
updated on 
intranet 

Guidelines 
reviewed but not 
yet on intranet 

Guidelines not 
reviewed 
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status unknown. 

2b 

 Teicoplainin was 
given as 
prophylaxis as 
per guidelines. 
However this was 
delayed due to 
requirement of 
haemofiltration, 
so a better choice 
of antibiotic when 
joint infection was 
suspected should 
have been 
vancomycin. 

Commence 
antimicrobial ward 

rounds within 
orthopaedic division 

to facilitate 
education and 

training re 
diagnosing joint 

infection, and correct 
antimicrobial 

prescribing for 
treatment Vs 
prophylaxis. 

Consultant 
microbiologists 

Sep-15   

  
 

Ward rounds 
commenced 

Discussion re 
commencing 
ward rounds No progress 

2c 

Compliance with 
antimicrobial 
prescribing 

Audit of compliance 
against policy to 

include 
appropriateness of 
antibiotic as well as 

IV to oral switch 

Senior 
Antimicrobial 
pharmacist 

Sep-15   

  
 

Monthly audits 
undertaken 

Some audits 
commenced No progress 

3a 

Reduction on 
contaminant 

blood cultures in 
ED through: 

Ascertain baseline 
contaminant 

numbers in ED then 
monitor on a monthly 

basis. 

Head of 
infection 
control 

Jan-16   

  
 

Baseline 
established / 
monthly 
monitoring 

Baseline review 
discussed but 
not completed No progress 

 Reduction in 
contaminant cases 

through monthly 
audit of blood 

Consultant 
Nurse ED and 

Head of 
infection 

Feb 16 and 
ongoing 

  

  
 

Target < 8% 
contamination 
rate 

Target  > 8 < 12 
%  Target >12% 
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cultures taken in ED control 

3b 

Implementation of 
new blood culture 
form in ED for 
completion by the 
individual taking 
blood cultures. 

Implementation of 
new documentation 

Consultant 
Nurse ED 

Feb-16   

  
 

Correspondence 
circulated and 
agreement 
obtained. 

Correspondence 
circulated 
awaiting 
response. 

No 
correspondence. 

3c 

Education and 
training 

competencies 
reassessed 

Assessment of staff 
competencies for 

taking blood cultures 
in ED 

Consultant 
Nurse ED 

Feb-16   

  
 

All staff 
assessed 

> 50 % staff 
assessed 

< 50% staff 
assessed 

Identified Trained 
staff in ED to be 

competent to 
undertake blood 

cultures. 

Consultant 
Nurse ED 

Feb-16   

  
 

75% signed off 
as competent 

> 65 <  75% 
staff competent 

< 65% 
competent. 

4 

Review of 
intravascular 
device care as 
per EPIC 3 
recommendations 

Up to date policies 
for peripheral and 

central venous 
catheters. 

DIPC and Head 
of infection 

control. 
Oct-15     

 

Policies up to 
date and 
disseminated. 

Up to date but 
not 
disseminated Not up to dats 

4a 

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

Review  of patients 
with MRSA and 

CVC's 
IPCT 

Jan-15     
 

All patients 
reviewed 

>75 < 99% 
patients 
reviewed 

< 75% patients 
reviewed 
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4b 

All patients with 
central venous 
devices to have 
daily antimicrobial 
washes 

Antimicrobial 
washes documented 
on prescription chart 

/ patient notes. Ward managers 
and matrons 

Mar-14   

  
 

>95% patients 
have washes 
documented. 

<95 >85% 
washes 
documented. 

<85% 
documented. 

4c 

All patients with 
CVC’s to be 

identified on BOS 
in areas that use 

this system.  
Audit and 

feedback of 
compliance with 

practice 
guidelines for 

invasive devices 
trustwide: 

 Review compliance 
with trust policy, 
increased focus and 
scrutiny in all areas, 
report exceptions to 
board each quarter.                                                                                                                                   
Visible inspection 
and feedback by 
IPCT at least once 
weekly within acute 
wards for patients 
with CVC's.                                                                                                                      

Head of 
Infection 
Control 

Jan-15   

  
 

Score achieved 
> 90% 

Score achieved 
75-90% 

Score achieved 
<75% 

  
 

Patients 
reviewed and 
feedback given 

patients 
reviewed no 
feedback 

No review, no 
feedback 

4d 

All patients 
requiring insertion 
of a  central  line 
must have all 
elements of 
saving lives high 
impact 
interventions 
performed and 
accurately 
documented 

Completion of 
insertion 

documentation for 
ALL CVC’s inserted 

in acute wards/ 
theatre/interventional 
radiology (inpatients) 
– audited by IPCT.                                                                                                                                                            
Audit of high impact 
intervention scores 

published and 
distributed to all 

acute wards 
monthly. 

Consultants, 
Ward / 

departmental 
managers/ 
Matrons 

clinical leads 

    

  
 

Insertion 
documentation 
and HII scores > 
95% 

Insertion 
documentation 
and HII scores > 
85 <95% 

Insertion 
documentation 
scores <85% 
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4e 

Consideration of 
a nurse led 

vascular access 
team to reduce 

incidence of 
central line 

insertion outside 
of critical care 

through 
alternative PICC 

and mid line 
access 

Business case for 
team to be written 

 Director of 
Nursing and 
operational 
directors. 

Apr-16   

  
 

TBC TBC TBC 

 Reduction in 
number of CVC’s 

inserted outside of 
critical care, 

validated by audit of 
all inpatients with 

central lines in situ 

Clinical 
directors 

    

  
 

>95% CVC's in 
general wards 
are appropriate 

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

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

4f 

Audit and 
feedback of 

compliance with 
practice 

guidelines for 
invasive devices 

trustwide: 

Review insertion 
documentation for  

CVC’s .   

Director of 
Nursing and 

Head of 
Infection 
Control 

Jan-16   

  
 

Agreement 
obtained, 
Documentation 
reviewed and 
disseminated, 

Agreement 
obtained but 
documentation 
not yet 
disseminated. 

No agreement. 

Visible inspection 
and verbal feedback 

by IPCT at least 
once weekly, written 
feedback and scores 

disseminated 
monthly within acute 

wards for patients 
with central venous 

devices. 

Jan-16   

  
 

Feedback and 
dissemination 
given  to wards 

Feedback given 
to some wards 
with some 
dissemination of 
scores 

No feedback or 
scores 

4g 

High impact 
interventions for 
insertion and 
management of 
patients with 

Audit of High impact 
intervention scores 

published and 
distributed to all 

acute wards 

2007   

  
 

Scores are 
published and 
ditributed 
monthly 

Some scores 
are published 

No publication 
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central lines to be 
completed at 
least three times 
per day 

monthly. 

5 

Adherence to the 
Sepsis bundle. 

Review of patients 
with sepsis, audited 
against sepsis six. 

Quality 
improvement 

team  
2015   

  
 

TBC TBC TBC 

5a 

New guidelines 
and sepsis 

campaign to be 
re-launched 

throughout the 
trust in April 

2015. 

All post 48 hour 
MRSA bacteraemia 
patients reviewed by 

IPCT and PIR 
carried out within 5  
days of notification 

Head of 
Infection  
Control 

2014   

  
 

PIR within 5 
working days 

PIR within 10 
working days 

PIR > 10 
working days 

Post infection review 
undertaken and 

lessons learned / 
actions to be 
presented at 
Directorate 

Performance 
meetings and 

infection control 
committee meetings. 

Clinical 
Directors / 

Deputy 
Directors of 

Nursing 

2014   

  
 

Directorate 
action plans 
updated, 
discussed and 
minuted at 
relevant 
meetings  

Action plans in 
pace but not 
updated or fed 
back at 
meetings. 

No Acion plans/ 
minutes 

6 

EDN adapted to 
ensure patients 

infection status is 
accurately 

documented on 
all discharge and 

 Baseline audit of 
EDN for evidence of 
infection status on 
patients with known 
alert organisms.   

 IPCT  Jan-16 

  

  

 

Audit 
undertaken 

Audit planned No plan 

  

 



 
 

 68 

transfer 
documentation 

Results 
disseminated to 
Medical Director, 
Chief executive and 
safety leads for 
action 

Clinical 
directors / 

Consultants 
Ongoing   

  
 

Results 
disseminated 
and actioned 

Results 
disseminated no 
actions 

Resultsnot 
diseminated, no 
actions 

  

  

Steady improvement 
in EDN infection 

status, Monthly audit 
until target reached 
then ad hoc audits 

throughout the year. 

IPCT Feb-16   

  
 

> 75% with 
accurate 
infection status 

<75>65% 
accurate 
infection status 

<65% 
complaince 

7 

Clinical teams to 
present outcomes 
and action plans 
from MRSA PIR’s 
and at Directorate 

performance 
meetings. 

Quarterly 
Presentation of 
action plans at 

infection control 
committee meeting 
and performance 

meetings 

Clinical 
Directors, 

Deputy 
Directors of 

Nursing. 

    

   

Plans presented 
at committee by 

all relevant 
directorates 

Some plans 
presented 

No pland 
presented 

 

8 

Consider holding 
MRSA summit / 
grand round 

Summit / Grand 
round completed 

TBC TBC 
  

    

9 

Peer review of 
infection control 
service by GSTT 

Peer review 
undertaken in 

December 2015. 
Report disseminated 
via infection control 
committee, Quality 

Assurance 
committee, shared 
across the trust and 
recommendations 

considered for 

Director of 
Nursing / DIPC 

      
 

Agreement 
obtained & 
discussion 

taking place 

Agreement 
obtained no 

discussion to 
date 

No progress 
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implementation 

10 

Importance of 
ascertaining 
infection status 
on admission and 
transfer 

Completion of new 
admission 
paperwork 

documenting status  

medical director 
and director of 

nursing Apr-16     
 

Full 
implementation 
of new 
paperwork 

new paperwork 
completed no progress 

11 

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

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

Head of infection 
Control Mar-16     
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Introduction 

 

 This report has been produced by Karen Rule, Director of Nursing with 
assistance from Bridget Fordham, Head of Safeguarding and Suzanne 
Winchester, Named Nurse, Safeguarding Children. 
 

 The purpose of this annual report is to inform the Quality Assurance 
Committee of the Safeguarding activities in Medway Foundation Trust during 
the period 01 April 2015 to 31 March 2016. 

 

 In Q4 the Trust identified gaps in its safeguarding arrangements and took 
action to address this as a matter of urgency. A peer review was 
commissioned from Guy’s and St Thomas’ (GSTT) NHS Trust by the Director 
of Nursing. The recommendations from the review, which was carried out in 
February 2016, formed the basis of the Trust safeguarding improvement plan 
(Appendix 1).  

 

 In March 2016 the Trust was served with a contract performance notice by the 
Clinical Commissioning Group (CCG) in relation to Safeguarding 
arrangements at MFT. The improvement plan was reviewed to ensure the 
concerns of the CCG were addressed.  

 

 Going forward the delivery of the actions contained within the safeguarding 
improvement plan will ensure the Trust is able to meet its statutory 
requirements in 2016/2017.  

 

 Where able this report will provide assurance against compliance with the 

local multi‐agency guidelines for safeguarding adults and children, compliance 
with the Care Quality Commission Registration standards and the Care Act 
2014.  
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Safeguarding Adults 

 
The Adult report provides the committee with an update on:  

 
1. Adult protection 
2. Key highlights 
3. Monitoring and Assurance arrangements 
4. Safeguarding adult activity 
5. Safeguarding adult training 
6. Prevent 
7. Deprivation of Liberties Safeguards (DoLS) 
8. Adult safeguarding alerts  
9. Assurance statement 

 
Adult protection 
 

 Medway NHS Foundation Trust (MFT) is committed to working in partnership 
with key stakeholders to ensure that adults at risk are identified early and 
protected from harm. 

 

 Prevention, early identification and intervention are fundamental factors in 
safeguarding and promoting the welfare of adults accessing MFT services. 
We aim to ensure that all patients receive care that reflects and responds to 
their specific needs and choices, which includes keeping them safe from harm 
at all times, particularly when they may not be able to make decisions for 
themselves. 

 

 In 2016/2017 work is to be undertaken by the safeguarding team to 
continually question the extent to which Safeguarding is embedded into MFT, 
including access to training; assurance visits; reviews to demonstrate 
safeguarding procedures were appropriately used to identify, escalate and 
respond to safeguarding concerns and that decisions being made by 
professionals were in the best interest of the service user/patient, including 
application of Mental Capacity Act (MCA) and DoLS principles. 

 

 All staff within the organisation have a responsibility for ensuring that the 
adults with care and support needs in our care are protected from abuse or 
neglect and to ensure that safeguarding adults is an integral part of patient 
care. 

 
Key highlights: 
 

 The Care Act 2014 came into force in April 2015. The Act and the 
accompanying Care and Support Statutory Guidance placed key 
requirements on statutory service providers. 
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 Deprivation of Liberty regulatory changes leading to a lower threshold for 
assessments and referrals to be made to the local authority (reflecting the 
wider national position).  

 

 The Counter Terrorism and Security Act 2015 placed a duty on all health 
Trusts to provide appropriate training in Prevent for health staff. Provision of a 
Prevent training programme available to staff who have all been profiled for 
the appropriate level of Prevent training will be put in place and in 2016/2017. 

 

 Safeguarding was included in the CQC’s full inspection of the Trust in August 
2016 and in the review carried out during the 3 month monitoring period 
January to March 2016. The CQC identified a number of areas where the 
Trust needed to improve.  
 

 The CQC found that staff practice did not always comply with the 
requirements of the Mental Capacity Act (MCA) and Deprivation of Liberties 
Safeguards (DoLS).  

 

 The CQC also recognised that there was further work to do to ensure that the 
Mental Capacity Act was embedded in practice throughout the trust and to 
ensure standardised practice. This work is included in 2016/2017 
Safeguarding improvement plan. 

 

 Trust “Must Do’s” were: 
 

o Improve mandatory training rates.  
o All staff to understand their responsibilities under DoLS.  
o Discharge patients on DoLS in line with legal requirements. 
o Review the capacity of the safeguarding team and ensure more 

effective communication and working collaboration from the 
safeguarding team. 

 

 The review and update of the Kent & Medway Safeguarding Adults Board 
Quality Assurance Self-Assessment Framework was due to be completed and 
submitted by 31 March 2016. The Trust submitted on 23 May 2016. The 
submission demonstrated similar findings to that of the CQC. 

 

 The structure of the adult safeguarding team has been reviewed and resource 
increased. A safeguarding adult lead was appointed in February 2106.  The 
new Trust Head of Safeguarding post was filled by interims for a short period 
until the safeguarding adult lead was appointed into the post to commence 
May 2016. Interim appointments have been made to the adult safeguarding 
lead posts whilst the Trust recruits substantively. An administrative support 
post has been established.  

 

 Following the departure of the Learning Disability (LD) Specialist Nurse in 
early 2015 notification of patients with a learning disability reduced 
significantly. The appointment of a LD nurse in April 2016 will enable the Trust 
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to provide appropriate support for our patients with learning disabilities and for 
our staff caring for patients.   

 

 Internal monitoring of Adult Safeguarding was insufficient to provide 
assurance of safeguarding arrangements. The reliability of safeguarding 
adults data previously reported is questionable due to the lack of evidence of 
data collection. Arrangements have been put in place for 2016/2017 to ensure 
the Trust is able to fully meet reporting requirements and provide assurance.   

 
Monitoring and Assurance arrangements 
 

 The Director of Nursing provides the leadership and direction to ensure robust 
safeguarding scrutiny and assurance. She is supported in this role by a Trust 
Head of Safeguarding.  

 

 The Trust Board has a responsibility to ensure that there is an overall policy 
and procedure in place to protect adults at risk under the ‘No secrets 
Guidance’ (DH 2000) and Section 3 of the Care Quality Commission 
Registration Requirements Regulations 2009 (CQC 2009). 

 

 The Trust has a “Safeguarding Adults Policy”. This policy provides guidance 
which enables staff to identify concerns, raise alerts and support the adult 
safeguarding process. The purpose of this policy is also to inform employees 
of the types of abuse and alleged abuse that may occur against adult patients 
under the care of MFT. This will be reviewed and revised to ensure the 
changes required from the Care Act are included.  

 

 The Trust Board received an annual report for 2014/15. Quarterly reports 
have not been submitted to the Quality Assurance Committee but this will 
occur going forward in 2016/2017. The Q1 reports for 2016/2017 (Adult and 
Children) are presented with this report and provide evidence of the Trust’s 
improved monitoring and reporting of safeguarding activity and compliance 
with statutory regulation.  

 

 A monthly Trust safeguarding group meeting was in place but attendance was 
poor and discussion and presentation of papers did not provide assurance in 
relation to the Trust’s safeguarding arrangements. The Trust safeguarding 
improvement plan includes a review of safeguarding reporting and meetings 
and a governance structure will be put in place which ensures oversight of 
monitoring and assurance progress, including strengthening and escalating 
the assurance frameworks. 

 
Safeguarding Adults Activity 
 

 This report does not present detailed safeguarding adults activity. In 
2015/2016 the Trust did not have defined processes for data collection, 
monitoring and reporting. The available data is considered to be unreliable.  
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 Until April 2016 the Trust had one safeguarding adult post. It is acknowledged 
that the post holder could not be reasonably expected to provide the level of 
support required Trust wide to ensure adult safeguarding was managed 
effectively.     

 
 
Safeguarding Adult Training 
 

 Training has been on-going for Adult Safeguarding. The compliance of this is 
reported through WIRED. However the lack of understanding demonstrated 
by staff during CQC inspection demonstrated the training has not been 
effective.  

 

 The Intercollegiate Guidance: Roles and Responsibilities for Adult 
Safeguarding sets out the safeguarding adults training requirements for 
provider organisations. A complete review of the Safeguarding training will be 
undertaken in line with reviewing the profiling of staff roles to the correct 
levels. 

 

 The guidance is currently under review and once published will support the 
development of the Trust safeguarding adults training strategy for the next 
three years. The Trust training strategy will include training and education for 
staff including PREVENT, Domestic Abuse, MCA/DoLS and Safeguarding 
Adults levels 1 and 2, to achieve 85% of all staff profiled, where their roles 
apply. 

 
Prevent  
 

 The Counter Terrorism and Security Act 2015 placed a duty on all health 
Trusts to provide appropriate training in Prevent for health staff. Prevent is 

one arm of the national counter‐terrorism strategy CONTEST and is about 
diverting vulnerable adults and young people away from bring radicalised and 

engaging in terrorist activity through a multi‐agency response.  
 

 MFT did not have a policy or strategy in place to cover this requirement. 
During Quarter 1 2016/2017 a policy will be drafted and eLearning training will 
be put in place for all non-patient facing staff to complete for awareness. Face 
to face training will also be developed.  

 

 The Trust will identify a WRAP 3 Trainer within the Safeguarding adult’s team 
and other trainers will be identified for sustained education needs. There have 
been numerous training sessions and many more are planned. 

 
Deprivation of Liberty Safeguards (DoLS) and Mental Health Act (MHA) 1983  
 

 The Supreme Court in 2014 lowered the threshold for a deprivation of liberty 
to occur in hospitals and care homes. Following the ruling the local authorities 

reported a ten‐fold increase in referrals nationally. 
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 The understanding and implementation for MCA and DOLS across the Trust 
has been found to vary greatly and the need to simplify the process and 
increase staff training and support in addition to developing relationships to 
enable collaborative working with our partners at the local authorities has 
been a priority for the latter part of Quarter 4.  

 

 New streamlined forms for the assessment of Mental Capacity and best 
interest decisions have been drafted. Mental capacity workshops will be held 
in addition to the mental capacity and deprivation of liberty training that will be 
introduced.  

 
Adult Safeguarding Alerts 
 

 The Trust is unable to present any information for Safeguarding Alerts or 
ongoing cases as of April 2016. This is due to poor processes for monitoring 
safeguarding activity. The Head of Safeguarding is liaising with Medway 
Council to identify outstanding cases and will take action to bring these to a 
close.  

 
Assurance Statement adults 
 

 The Quality Assurance Committee is to be assured that the Trust will continue 
to question the extent to which the safeguarding of adults at risk is embedded 
within the organisation, including ensuring access to mandatory training, 
internal assurance visits, undertaking audits to demonstrate that safeguarding 
procedures are appropriately used to identify, escalate and respond to 
safeguarding concerns. 

 

 The Trust is reviewing its safeguarding governance arrangements for adults 
and will put in place a monthly internal Trust Safeguarding group meeting to 
lead and support all safeguarding activity and ensure that the Trust executes 
its statutory duties in relation to safeguarding adults. A new quarterly Trust 
Safeguarding Assurance group meeting will be established with attendance 
form external partners to support the Trust’s commitment to collaborative 
working.  

 

 The Quality Assurance Committee will receive quarterly reports from the 
newly set up safeguarding adults operational group responsible for ensuring 
that the safeguarding statutory duties are adhered to by all clinical services. 

 

 The Trust is reviewing its safeguarding adult’s policy and procedures and 
arrangements in order to support safe and consistent practice in line with the 
changes to the safeguarding agenda set locally and nationally.  

 

 The Trust is putting in place safeguarding systems, processes and 
procedures that provide controls for identifying and responding to risks of 
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abuse. Safeguarding training and supporting procedures are in place and has 
met the requirements of the Care Act 2014. 

 

 The Trust meets its statutory requirements in relation to pre‐employment 
clearance of staff, including enhanced Criminal Records Bureau checks. 
Compliance is monitored centrally. 

 

 The Trust is developing its audit programme for 2016‐2017 to assure the 
Quality Assurance Committee that safeguarding systems and processes are 
working effectively and in line with the recent national and local policy 
changes. 

 

 MFT continues to engage with partner organisations and multi-agency 
working on a regular basis, building stronger working relationships. 

 

Safeguarding Children 

 
The Children’s report provides the committee with an update on:  
 
1. Child protection 
2. Key highlights 
3. CQC review 
4. Case conference attendance 
5. Initial case reviews 
6. Review case conferences 
7. Medical examinations 
8. Child deaths 
9. Referrals 
10. Domestic abuse 
11. Maternity activity 
12. Emergency Department 
13. Training 
14. Safeguarding team 
15. Staff support 
16. learning 
17. Working with our partners 
18. Local and National policy 
19. Assurance statement 
 
Child protection 
 

 Medway Foundation Trust provides both inpatient and community services for 
children and young people. The community services encompass school 
nursing, community midwifery including a specialist midwife for mental health, 
community paediatrics, Windmill clinic dealing with pregnant drug dependant 
women and services for children with complex needs.  
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 As a Trust we are fully committed to the protection of all children and young 
people attending for services in both inpatient and community services. This 
commitment brings with it challenges in the day to day work of front line staff 
which is a daily demand for all staff. Support and supervision are vital to 
ensure the decisions staff are making are in the best interest of the children in 
our care.  

 

 It is vital that all our services take into account our duties under sections 10 
and 11 of the Children Act 2004. These are summarised as follows: 

 
o Section 10 – we must cooperate with partners working with children in the 

community to improve the well-being of all children and young people in 
our care. 

 
o Section 11 - creates a duty for the key agencies who work with children to 

put in place arrangements to make sure they take account of the need to 
safeguard and promote the welfare of children when doing their jobs.  

 

 As a significant partner in safeguarding we are required to complete a section 
11 audit by both the Medway and Kent’s Safeguarding Children’s Boards. The 
Kent audit was carried out in 2014/2015. The Medway audit was being 
updated and developed in the latter part of 2015/2016 and the results will be 
available early 2016/2017.   

 
 
Key highlights 
 

 Activity remains constant with a high level of vulnerability identified. This is 
across all areas including acute, community and midwifery. 

 

 The safeguarding of children maintains a busy agenda; active areas of work 
include addressing the Child Sexual Exploitation (CSE), Female Genital 
Mutilation (FGM) and Prevent agendas.  
 

 FGM reporting to the Department of Health has been mandatory for all acute 
Trusts in the last year. The Trust submitted the registration form and a system 
has been set up to enable accurate reporting.   

 

 As a significant partner in safeguarding we are required to complete a section 
11 audit by both the Medway and Kent’s Safeguarding Children’s Boards. The 
Kent audit was carried out last year. The Medway audit is currently being 
updated and will be published for action imminently.  

 

 The recent CQC visit has highlighted areas of good practice particularly in 
maternity, Looked After Children (LAC) and with the processes for 
safeguarding children in general.  
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 School nurses engagement in supervision was highlighted as well as their 
contribution to the safeguarding process which needs to be more robust. A 
detailed plan has been devised by the school nurse lead to address some of 
these issues.   

 

 One of the challenges is around capacity within the admin for the 
safeguarding team as more children in the area are now on a child protection 
plan. This is under review. 
 

 Flagging of hospital systems for ED need to be addressed, and ways to work 
differently are being considered. Work is underway in the development of the 

Trust’s implementation of the Child Protection Information Sharing (CP‐IS) 
system. This will help with identifying children subject to a plan where ever 
they live.  

 

 A number of case and learning reviews have been undertaken during 2015‐
16. The findings of the reviews have on the whole demonstrated good 
practice. Where any gaps in practice have been identified measures have 
been put in place to address. 

 

 The Trust has a valid training strategy in place; this will be due for renewal 
going forward in to 2016‐17. The Trust is maintaining its position in 
demonstrating compliance above the 80% set national training target. 

 
CQC review 
 

 A Kent wide CQC safeguarding review was undertaken in February 2016. The 
review highlighted areas of good practice particularly in maternity, LAC and 
with the processes for safeguarding children in general. There are however 
some challenges still to be addressed in school nursing and in the emergency 
department.  

 

 The report set out recommendations broken down into the following areas: 
o 4 recommendations related to recognition, assessing and documentation 

when young people attend adult ED or when adults with children attend 
adult ED.  

o 2 recommendations for maternity to ensure more robust information 
gathering from GPs at booking and assessment for domestic abuse 

o 2 recommendations for children’s ED around assessment and multi-
agency training 

o 1 for the Looked After Children lead’s training requirements 
o 4 recommendations for the safeguarding team one which is dependent on 

joint working with the senior sister in the children’s ED around supervision 
of staff. Flagging of systems of children on a plan as well as a properly 
resourced team for the named nurse, named midwife and Liaison roles 
were also areas highlighted 
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 An action plan has been developed and updates will be provided to the Trust 
Safeguarding Group.  

 

 One of the challenges is around capacity within the admin for the 
safeguarding team as more children in the area are now on a child protection 
plan. This is under review. 

 

 School nurses engagement in supervision as well as their contribution to the 
safeguarding process needs strengthening. A detailed plan has been devised 
by the school nurse to address these issues.  

 
Case conference Attendance  
 

 The safeguarding office in the Trust receives notification of all case 
conferences being held by children’s social care in both Kent and Medway. In 
terms of safeguarding the services provided by the Trust cover children and 
young people aged 0 – 18 years of age. This means that all children have to 
be checked against the different systems to identify the practitioners working 
with them to ensure the involved practitioners are notified. 

 
Initial case conferences 
 

Quarter Initial case 
conferences 

notified – 
Medway & 

Swale 

Number 
involving 
Trust staff 

Overall 
attendance 

by Trust 
staff 

Number 
involving 
doctors 

% providing 
doctor 

reports to 
safeguarding 

office 

1 75 55 86% 45 47% 

2 74 63 84% 13 46% 

3 95 82 84% 18 36% 

4 85 68 66% 21 53% 

 
Review case conferences 
 

Quarter Review case 
conferenced 

notified to 
MFT 

Number 
involving 
Trust staff 

Overall 
attendance 

by Trust 
staff 

Number 
involving 
doctors 

% providing 
doctor 

reports to 
safeguarding 

office 

1 202 97 60% 10 50% 

2 209 91 55% 35 60% 

3 216 97 39% 35 27% 

4 218 88 30% 44 41% 
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Medical examinations 
 

 The number of medical examinations carried out 2015/2016 is outlined in the 
table below. These numbers include cases both in examinations carried out in 
Medway and Swale. 

 Q1 Q2 Q3 Q4 

Non Accidental Injury 
Medicals 

7 23 11 15 

Sexual Abuse Medicals 5 0 1 5 

 

 The first quarter saw a significant reduction of NAI medicals being referred 
compared to the last quarter of 2014/2015 where there were 23 NAI medicals 
carried out. Subsequent quarters saw significant variation in activity. This 
reflects the unpredictability of safeguarding work and the peaks and troughs 
that are experienced on a daily and monthly basis. 

 
Child deaths  
 

 All child deaths were reported to the relevant Safeguarding   Board. All 
unexpected deaths have had a rapid response meeting where this was 
deemed as required, and none have gone to a serious case review.  

 

 The deaths are subdivided into expected and unexpected. 
 
Q1: EXPECTED CHILD DEATHS  
 

 APRIL 
 

MAY JUNE 

MEDWAY 1 (2 years old) 
1 15 mins old) 

1 (5 mins old) 
1 (10 years old) 

0 

SWALE 
 

1 (2 hours old) 1 (15 days old) 0 

OUT OF AREA 
 

0 0 0 

TOTAL 
 

3 3 0 

Q1: UNEXPECTED CHILD DEATHS  
 

 APRIL 
 

MAY JUNE 

MEDWAY 
 

0 0 1 (17 years old) 

SWALE 
 

0 0 0 

OUT OF AREA 
 

0 0 0 

TOTAL 
 

0 0 1 
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Q2: EXPECTED CHILD DEATHS  
 

 JULY 
 

AUGUST SEPTEMBER 

MEDWAY 0 1 (1 hour 44min) 
 

1 (1 hour old) 

SWALE 
 

0 0 0 

OUT OF AREA 
 

0 1 1 

TOTAL 
 

0 2 2 

 
 
Q2: UNEXPECTED CHILD DEATHS  
 

 APRIL 
 

MAY JUNE 

MEDWAY 
 

0 0 0 

SWALE 
 

0 0 0 

OUT OF AREA 
 

1 (16 years old) 
1 (1 day old) 

0 0 

TOTAL 
 

2 0 0 

 

 In quarter 3 there were 15 child deaths. The previous quarter there were 4 
deaths in total so this was a significant increase over this third quarter.  All 
deaths were reported to the relevant Safeguarding Boards.  

 
Q3: EXPECTED CHILD DEATHS  
 

 OCTOBER 
 

NOVEMBER DECEMBER 

MEDWAY 1 (16YEARS) 2 (1 – 14 weeks) 
   (1 – 1 day) 

3 (1 - 12 years) 
   ( 1 – 3 mins) 
   (1 – 1hr 
55mins) 

SWALE 
 

1 (15 days) 0 0 

OUT OF AREA 
 

2 (1 – 1 hour) 
    ( 1 – 1 day) 

0 1 (1 – 1 day) 

TOTAL 
 

4 2 4 
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Q3: UNEXPECTED CHILD DEATHS  
 

 OCTOBER 
 

NOVEMBER DECEMBER 

MEDWAY 
 

1 (17 years) 0 1 (16 years) 

SWALE 
 

0 0 0 

OUT OF AREA 
 

3 (4 days old) 
   (1 - 17 days 
old) 
   (1 - 16years 
old) 

0 0 

TOTAL 
 

4 0 1 

 
Q4: EXPECTED CHILD DEATHS  
 

 JANUARY 
 

FEBRUARY MARCH 

MEDWAY 1 1hour old 1 6weeks old 
   

1 14 years old 
   
  

SWALE 
 

0 0 0 

OUT OF AREA 
 

0 
     

0 0 

TOTAL 
 

1 1 1 

 
Q4: UNEXPECTED CHILD DEATHS  
 

 JANUARY 
 

FEBRUARY MARCH 

MEDWAY 
 

2  3months old 
    4 months old 

0 1 2yrs 7mths 

SWALE 
 

0 0 0 

OUT OF AREA 
 

0 
    
   

0 0 

TOTAL 
 

2 0 1 

 
Referrals 
 
In Medway referrals are now being deemed phone contacts until a social worker in 
the Children Advice and Duty Service (CADS) accepts the referral. Within the Trust a 
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new format for recording these contacts with the outcomes are now sent into the 
safeguarding Children office and collated on a database.  
 

Source Q1 Q2 Q3 Q4 

Midwives 5 10 9 13 

Emergency Department 10 5 19 32 

Community paediatrician  1 1  

Paediatric ward   2  

GUM   2 1 

Neonatal   1  

HDU   1  

School nurses    1 

COAST    1 

TOTAL 15 16 35 48 

Accepted by children’s social 
care 

12 15 * 35 48 

*One case stepped down to erly help 
 
Domestic abuse 
 
The domestic abuse agenda within the Trust is an area for development. This is 
particularly important around specific training for Trust staff, representation at 
domestic abuse forums and meetings as well as supporting the front line staff who 
are seeing cases.  
 
Maternity activity 
 

 In the last year there have been 5,103 deliveries.  
 

 The midwives have raised 714 concern and vulnerability forms.  
 

 The established multi agency maternity hubs in Medway and Swale have 
discussed 389 cases. This resulted in 28 referrals to children’s social care. 
The hub has been an area of good practice identified in the last 2 CQC visits 
and is something which has been successfully adopted in the surrounding 
Trusts.  

 Feedback from health visiting and the social care teams is that the hub is 
effective in supporting the Early Help agenda. 

 

 The following table summarises the issues relating to the safety of the unborn 
and new-born which midwives have been managing in their caseloads. 

 

Mental Health 270 

Teenage pregnancies 76 

Domestic Abuse 105 

Drugs 44 

Known to social Care 204 

Unborn with a CP Plan 103 
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Child In Need 40 

Removals at birth 15 

 

 In the last year midwives have received training on FGM and the Trust is now 
registered for the enhanced reporting system as required by the Department 
of Health.  
 

 We have a statutory duty to report quarterly on all identified cases of FGM. In 
the last year we have identified 14 cases all of which were either type 1 or 2. 
Training will be ongoing. 

 

 In midwifery the pre-birth assessment developed by social care was not being 
consistently used by social workers, causing delays to the management of 
some very vulnerable babies when they deliver. Social care assessments 
were not timely and the expectation was that the babies will remain on the 
ward until court orders are obtained. Keeping healthy babies in hospital has 
the potential to increase the risk of babies being exposed to infections. 
Removing a baby by placing it in the care of the local authority also has the 
added risk of poor attachment and bonding between mother and baby which 
has to be considered when the decision to remove a baby is made. This is 
usually a joint decision between all partner agencies following a thorough 
assessment by children’s social care and is made in the best interest of the 
baby. This delay has been addressed at the quality and assurance subgroup 
of the Medway Safeguarding Board, as well as by the named midwife who 
met with the senior manager in children social care. The outcome was that the 
manager in social care plans to adjust the assessment process and instigate 
training for social workers on its use as there has been an influx of new social 
workers. The named midwife will also attend to give the midwifery aspect.  

 
Emergency Department 
 

 The children’s emergency department is now open 24hrs a day every day. 
This has made over viewing the safeguarding processes much easier. An 
achievement has been the access to the Medway Children’s social care 
system whereby staff are able to check on children known to social care. 
Unfortunately this is only for Medway children and not those in Kent.  

 

 Challenges still remain in the adult side of the emergency department and 
there has been a drive to engage staff to identify when adults present with 
issues that could affect how they parent their children. These can be mental 
health, domestic abuse, drug and alcohol problems or any acute illness. 
Identifying potential risk to children of these carers is vital to ensure children 
are safeguarded. There is also the issue of 17 year olds presenting to the 
adult ED who are not always recognised as children who may be at risk. 
Efforts will continue to be made to support staff in managing these issues. 

 

 It has been recognised that there have been young people presenting to the 
adult emergency department with knife injuries. While there hasn’t been a 
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great volume we have to become vigilant as to how we treat and manage 
these young people. This is particularly important with regards to being able to 
identify if there are any links to gang activity. It has been reported nationally 
that many of the London gangs are now moving into the counties. Associated 
with gangs are child sexual exploitation as well as knife crimes and drugs. 
One of the Government’s six priorities for 2015/16 and onwards is to “Reduce 
violence and knife crimes”. This is about local areas working within the 
national framework. The safeguarding Liaison advisor has made contact with 
the local police to establish a communication system of reporting any of these 
that we do identify.  

 
Training 
 

 Training continues to be a priority for the Trust. Training has been offered at 
all levels on a rolling monthly programme.  
 

 Following a review of the induction process there is no longer face to face 
training by the team and staff are access training via E Learning. While this 
has helped with the capacity in the team the local flavour of safeguarding in 
the Trust isn’t captured. Staff need to know who the team are and how they 
can be supported. This is under review. 

 

 The overall training compliance within the Trust continues to improve. The 
target set by the CCG and the safeguarding Board was 80% minimum; 
however this has now changed to 85%. 

 

 The training compliance levels over the past year have slowly improved and 
the following tables show where we started we are now at the individual 
levels: 

 
Quarter 1 

Levels Compliance 

Level 1 90.6% 

Level 2 72.04% 

Level 3 71.32% 

Trust wide = 78% 

 
Quarter 4 

Levels Compliance 

Level 1 94.12% 

Level 2 75.84% 

Level 3 80.54% 

Trust wide = 85.11% 

 

 A safeguarding Training passport has been developed for level 3 to capture 
learning on the job as staff are constantly learning from cases they are 
managing as well as supervision and updates on changes happening within 
safeguarding. These all contribute to their training portfolio and should be 
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recognised and not rely on a face to face session every 3 years. This is being 
piloted and will be evaluated imminently.  

 

 The work in safeguarding and child protection is constantly expanding with 
new challenges presenting which we have to address. Some of these areas 
include Child Sexual Exploitation (CSE), Female Genital Mutilation (FGM), 
radicalisation and child trafficking. These are all areas we as a team are 
expected to raise with frontline staff who may come into contact with children 
or young people experiencing this form of abuse. 

 

 As part of our efforts to address this the Safeguarding and Looked After 
Children teams organised a CSE day where Trust staff were invited to meet 
the teams, learn about what we do, where we can be found and find out more 
about CSE. There were representatives from the Medway Safeguarding 
Children Board and a stall from a young person from the charity Young Lives, 
who provided information on their work. A teaching session was held with 
talks from the Medway Safeguarding Board trainer introducing staff to the 
definition of CSE and a presentation by a Detective Superintendent from Kent 
Police who gave the police aspect on CSE. This was well received by those in 
attendance who felt it was interesting and thought provoking. All staff felt the 
session made them much more aware of CSE than they were before.  

 

 A CSE day hosted by the CCG was attended by the Named Nurse and the 
Lead Nurse for Looked After Children. Each health provider is now required to 
provide 2 CSE champions who will support and raise awareness among staff.  
A CSE strategy and a training programme for relevant staff will also need to 
be in place. These are areas to be developed by the named nurse for 
safeguarding children and the Looked After Children lead within the next four 
months. 

 
Safeguarding team 
 

 The team covers all children 0 -18 in the Medway and Swale areas and have 
a close working relationship with both the police and children social care in 
these areas.  

 

 The current safeguarding team consists of: 
o Named Nurse Safeguarding Children 
o Named Midwife Safeguarding 
o Named Doctors x 3  Medway (vacant) 

           Swale  
           Acute area 

o Safeguarding Liaison Advisor 
o 2 administrative staff  
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Staff support  
 

 Support is given to frontline staff in supervision which mainly focuses on those 
children on a plan but always covers those young people just under the radar 
of meeting the child protection threshold for social care intervention.  

 

 Supervision of staff is a significant and important element of staff being 
supported in their understanding of the factors that make children more 
vulnerable. This is provided on a two monthly basis to those holding 
caseloads but is also provided ad hoc when complex cases are identified. 

 

 Supervision of staff within the acute setting is also carried out to support staff 
in managing the vulnerable young people presenting to the hospital staff. 

 
Learning 
 

 A summary of two cases is outlined below to provide committee members 
with a flavour of what is involved when concerns are identified and describes 
the work of the team. 

 
Case 1 

 

 Three week old baby admitted to the ward via the Emergency Department. 
The baby had been presented by the parents with a history of a blue episode 
at home. Baby was noted to have bruising to her face and body as well as 
scratch marks on her neck that the parents could not explain apart from 
suggesting that the baby hits herself in temper. A referral was made to 
Children Social Services (CSS) and the internal safeguarding process was 
commenced. 

 

 The role of the safeguarding team and medical and nursing staff to date: 
o Recognition of the possible non-accidental injury and referral to CSS 
o The identification of a lead consultant to be the responsible doctor for 

the safeguarding of the child 
o Safe admission to the paediatric ward and ongoing consideration of 

the baby’s safety while on the ward 
o Supporting the bail conditions placed on father 
o Liaison, information seeking and communication with other agencies 

including health visitor and community safeguarding team 
o Requesting and facilitating a strategy meeting 
o Provision of relevant paperwork and copies of notes for the police and 

CSS to facilitate their enquiries  
o Planning with other agencies the safeguarding process 
o Investigations e.g. skeletal survey, Ophthalmology, CT scan, bloods 

and ultra sound and consultant opinion of the injuries 
o Consultant to prepare a report for court 
o Ongoing communication with the parents and support in relation to the 

child’s health needs and the safeguarding process 
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o Responding to the complaints made by father 
o Planning the safe discharge of the baby with other agencies and 

arranging the medical follow-up. 
o Liaison with community teams 
o Following discharge the consultant is likely to be asked for information 

for court and possible attendance in court 
 

Case 2 
 

 A three year old child who presented in the ED at the request of the GP for 
an x-ray. This child was subject to a CP plan for neglect.  

 

 The child had attended the ED 2 weeks previously with a bump to her 
head which happened at nursery. She had a minor head injury but was 
found to be well. She did however continue to complain to her 
grandmother about a sore neck so she was taken to the GP who 
requested the x-ray.  

 

 When she was seen in ED on this second occasion she was examined 
and sent for an x-ray which demonstrated a fractured clavicle. The doctor, 
who saw her, spoke to the child’s social worker (SW) and discharged her 
home. The medical staff and SW assumed the fractured clavicle was 
associated with the previous incident in nursery. 

 

 The safeguarding advisor on reviewing the ED attendance recognised that 
a bump to the head could not explain the fractured clavicle and she 
therefore contacted the child’s social worker to say that the mechanism for 
the fracture was not explained. The safeguarding advisor suggested that 
more information from the nursey should be sought to see if this could 
account for the injury. The safeguarding advisor liaised with the doctor 
who had seen the child and connected him with the social worker. 

 

 Following this, a strategy meeting was held and information was sought 
from nursey. The nursey notes were inadequately recorded but a staff 
member did recall that the two children fell over together which could have 
accounted for the fracture. This was then discussed with the doctor that 
saw the child who was satisfied that this could be an explanation for such 
a fracture. 

 

 The safeguarding advisor did follow up on this child to check that she did 
attend for her orthopaedic appointment – she failed to attend. The 
safeguarding advisor therefore informed the social worker and arranged 
for another appointment to be sent. 

 

 The role of the safeguarding team in this case: 
o Identifying that a safeguarding issue had not been fully addressed  
o Liaison with the social worker and identifying the concerns 
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o Recommending what information would be helpful to account for the 
injury 

o Liaison with the child’s HV 
o Liaison with the doctor who saw the child and connecting the doctor 

and SW 
o Ensuring follow through and sharing information 
o Ensuring the child attended follow up OPA 
o Connecting with the social worker when the child DNAd 
o Sharing learning for this case with staff. 

 
Lessons Learned Case 
 

 The named nurse contributes to the Medway Safeguarding Board’s Case File 
Audit and Lessons Learned review. She is responsible for the Trust Individual 
Management Review whenever there is a serious case review as well as 
when there is a case where lessons can be learned. Below is an example of a 
case referred by the police to the Medway safeguarding Board’s subgroup 
was completed.  

 

 Baby was born prematurely and remained in hospital following birth for 3 
months. Baby has five siblings. Baby lived with his mother and 3 year old 
sibling at the time of being admitted to hospital. Both siblings were subject to 
a child protection plan under the category of neglect. Following discharge 
from hospital in September 2015, baby was placed in care under Section 20. 

 

 Kent Police referred the case to the MSCB to consider a review using the 
Case Referral process. The MSCB Learning Lessons sub group considered 
the case on 6 October and set up a Learning Lessons Review. 

 

 A chronology of the Trust’s involvement was completed and a subsequent 
report produced. While the staff in maternity, neonates and paediatrics all 
carried out their safeguarding responsibilities, there were still some identified 
lessons to be learned from the case. These included: 

 
o All staff act on concerns of vulnerability when identified 
o Risk Assessment of all visitors to wards where there are safeguarding 

concerns 
 

 These lessons can be applied to all departments as it can apply anywhere in 
the Trust where children are being cared for. Lessons are reinforced in 
training at all levels and shared at safeguarding meetings.  

 
Working with our partners 
 

 The safeguarding team continue to support the safeguarding Boards in Kent 
and Medway. There is active membership of the subgroups and promotion of 
the safeguarding Board’s priorities in Medway.  
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 Frontline staff are required to be part of the multiagency meetings which are 
separate to case conferences. Attendance at these meetings ensures that 
health information is shared and contributes to decision making.  Sharing 
information is key to ensuring the children known to us are safeguarded.  

 

 There is good engagement with the Child Sexual Exploitation as well as 
Female Genital Mutilation agendas.  

 

 There is engagement by frontline staff with attendance at multiagency 
meetings although these can present significant challenges with the 
expanding workload particularly with school nurses.  

 

 Working with our partner agencies and sharing information is key to ensuring 
the children known to us are safeguarded. In meeting this role attendance at a 
variety of meetings is essential.  

 

 Recently strategy meetings have been additional to case conferences and 
other safeguarding meetings front line staff are expected to attend. This has 
put additional pressures on staff who strive to attend these. There is a great 
commitment by staff to ensure they contribute to the safeguarding agenda. 

 

 School nurses and community midwives in both Medway and Swale continue 
to be the main attendees at conferences.  

 

 As a key partner agency we have a duty to contribute to the priorities of the 
Safeguarding Children Board. The following outlines these priorities and our 
contribution. In looking at the Medway Safeguarding Children’s Board (MSCB) 
priorities these services all have a part to play if not in providing the services 
but at least in recognising and signposting or referral on to the appropriate 
provider. The following will outline what our current activities are in supporting 
the MSCB priorities. 
 

 Priority One: To reduce the negative impact on children and young 
people living with family members with Mental Health, substance Misuse 
or Disabilities 

  
This is a key area of training within the Trust.” Think Family” is promoted at all levels 
of training within the Trust and is a key message particularly for those areas of the 
Trust that provide adult services. This is particularly significant within the Adult 
Emergency Department where staff are managing acute episodes of care to adults 
presenting with mental health, substance misuse or disabilities. A new system of 
reporting has been introduced within the adult emergency department to support 
staff in addressing this with notification to the safeguarding team. This is currently 
being embedded in their day to day work. The importance of the impact of adult 
issues is a key message in all safeguarding work and training within the Trust. The 
message is slowly being captured in frontline work. 
 
 



  Trust Board 29 September 2016 
  Director of Nursing Update 
  Appendix 3 
 

MFT Annual Safeguarding Report 2015/2016 23 

 

 Priority Two: To develop and implement a strategy for co-ordination and 
provision of support for children subjected to, or at risk of, Sexual 
Exploitation  

 
Child Sexual Exploitation (CSE) is one of the priorities to be addressed in the Trust. 
The Trust policy has been updated to include our duties to support the CSE agenda. 
CSE is included in all training provided and a handout has been developed for all 
staff to refer to. It is planned in the next four months to develop stand-alone training 
sessions on CSE. New Booklets produced by NHS England have been obtained and 
is currently distributed at training sessions. 
 
In the summer the safeguarding team together with the LAC team organised and 
delivered a CSE awareness day for staff. This included stalls to raise awareness of 
the subject with input and support from the Learning and Development Officer from 
the Safeguarding Board as well as the Detective Superintendent from Kent police. 
This was well received by staff who commented on their increased knowledge of 
child sexual exploitation.  
 
The Trust has two CSE champions to promote this agenda on a daily basis. They 
are the named nurse for safeguarding children and the LAC lead. They are both 
working closely with the Designated nurse within the CCG in taking the CSE agenda 
forward. 
  

 Priority Three: Educate children and young people to recognise risk 
factors to their own, and their peers, safety and well being 

  
The school nursing service is supportive of young people in helping to keep 
themselves safe and provide “drop in” sessions in school to address this. They also 
provide support to the schools when risks are identified. Training is provided by the 
LAC nurses when they carry out their health assessments with the young people, 
particularly as it has been recognised that LAC children are more vulnerable to being 
sexually exploited. 
 
The Genito – Urinary clinic staff also provide information and support on risk taking 
behaviour with the young people with whom  they come into contact and are trained 
to identify vulnerabilities and what to do when this is identified. 
 

 Priority Four: To reduce the negative impact on children and young 
people who live with Domestic Abuse:  

  
Almost 40% of children on a child protection plan in Medway are under the category 
of “Emotional Abuse” with domestic abuse being the trigger for this. Domestic abuse 
is recognised and provided in all levels of training. There however needs to be a 
more robust approach to ensuring that training is embedded in frontline practice. At 
all levels of training the impact of domestic abuse on children is addressed. This is 
again an area that is emphasised within adult services across the Trust in particular 
the emergency department.  
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Our contribution to the Multi Agency Risk Assessment Conference (MARAC) needs 
to be strengthened to ensure victims and their children are identified and that 
concerns are shared with the practitioners working with the children and their 
families. 
 
 

 Priority Five: To develop understanding of factors that make children 
and young people more vulnerable aged 11 and over. 

  
Within the training programme the assessment of vulnerable young people is a key 
area covered. This is in particular to CSE, FGM as well as when there are children 
looked after and those young people where there are family problems that prevent 
“good enough” parenting. Many of these cases present at hospital as self-harmers 
and it is therefore important that all services work together to support and safeguard 
these vulnerable young people. Recognising the vulnerability of young people is a 
vital part of the training and supervision process. The promotion of the toolkits for 
CSE and FGM is on a rolling programme for all staff.  
 
The young people who self-harm remain a high risk area and fall within this age 
range. A pilot service of support for this area of risk has been carried out by the Child 
and Adolescent Mental Health Service (CAMHS). This service is currently being 
reviewed and although it may continue it is not at this moment quite clear if it will 
remain in the format that was delivered in the pilot. There was very positive feedback 
from the pilot which demonstrated good working with the children’s ED and the 
children’s wards. The staff reported a better service for the young people and staff 
themselves felt more confident that these vulnerable young people were being 
treated appropriately by the right service.  
 
Local and National Policy 
 

 Following the historical allegations of abuse involving Jimmy Savile, Kate 
Lampard QC produced a “lessons learnt” report, drawing on the findings from 
all the published investigations to identify areas of potential concern across 
the NHS. In March 2015 Monitor requested organisations to assess the 
relevance of the recommendations to its organisation and take any action 
necessary to protect patients, staff, visitors and volunteers. The Trust 
reviewed each of the ten recommendations applicable to NHS trusts and took 
action to ensure compliance with all.  

 

 A new mandatory police reporting duty came in to effect on 31 October 2015 
in regards to Female Genital Mutilation (FGM). This requires regulated health 
and social care professionals and teachers in England and Wales to report 
‘known’ cases of FGM in under 18s which they identify in the course of their 
professional work to the police. The duty applies from 31 October 2015 
onwards. ‘Known’ cases are those where either a girl informs the person that 
an act of FGM has been carried out on her, or where the person observes 
physical signs on a girl appearing to show that an act of FGM has been 
carried out. FGM reporting to the Department of Health has been mandatory 
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for all acute Trusts in the last year. The Trust submitted the registration form 
and a system has been set up to enable accurate reporting.   

 

 A new national system Child Protection Information System (CP‐IS) is being 
set up across the country for children at risk and is designed to share 
information for children that are subject of a Child Protection Plan (CPP), 
Looked After Children (LAC). This will also include Child Protection Plans for 
unborn babies. This new national system is being put in place following 
findings in national Serious Case Reviews which highlighted concerns about 
lack of access to vital information within services about children known to be 
at risk. Social Services and Local Authorities already keep lists of children that 
are subject to these categories above but these are not routinely available to 
other partners. The aim will be that lists from all Local Authorities across 
England will be submitted to a national database that is then accessible to 
staff in Emergency departments across the country. All Local Authorities 
(LA's) in England must submit children subject to the above mentioned plans 
to the National List by 2018 with the majority undertaking this by 2016. The 
requirement is to integrate The National list of all children within England 
subject to care plans into Symphony so that this information is readily 
available at point of contact in ED and UCC. This will be a mandated priority 
for early 2016. A formal steering group has been established to oversee this 
project for the Trust’s development. 

 

 NICE have produced two guidance applicable to safeguarding of children 
 

o Quality Standard 116 ‐ Domestic violence & abuse - This quality standard 
covers domestic violence and abuse in adults and young people aged 16 
years and over. It covers adults and abuse, as well as adults and young 
people perpetrating domestic violence or abuse. It also covers children 
and young people under 16 years who are affected by domestic violence 
or abuse that is not directly perpetrated against them. This includes those 
taken into care. 

 

o Quality Standard 107 ‐ Preventing unintentional injuries in under 15s - This 
quality standard covers preventing unintentional injury in children and 
young people under 15. The term ‘unintentional injury’ is used rather than 
‘accidents’ to recognise that injuries are the result of events that can be 
prevented.  

 

 Both of these guidances are in the process of currently being reviewed by the 
safeguarding children team and a baseline self-assessment will be 
undertaken to identify if any actions need to be undertaken in regards to the 
guidance by the Trust. 

 
Assurance Statement 
 

 The Quality Assurance Committee can be assured that over the last year the 
Trust has adhered to its statutory duties in line with Section 11 of the Children 
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Act. The safeguarding the welfare of children is a priority of the Trust. 
Systems and structures are in place to support staff through the early 
recognition, responding to and reporting concerns of children at risk. This 
includes having a dedicated safeguarding team, policies and procedures and 
training in place.  
 

 The Trust is reviewing its safeguarding governance arrangements for children. 
Whilst the governance structure within the Children’s directorate is strong 
children’s safeguarding will continue to report into the Trust wide safeguarding 
groups.  
 

 The Quality Assurance Committee will receive quarterly reports from the 
safeguarding children’s operational group responsible for ensuring that the 
safeguarding statutory duties are adhered to by all clinical services. 
 

 The Trust meets its statutory requirements in relation to pre‐employment 
clearance of staff, including enhanced Criminal Records Bureau checks. 
Compliance is monitored centrally. 

 

 The Trust is developing its audit programme for 2016‐2017 to assure the 
Quality Assurance Committee that safeguarding systems and processes are 
working effectively and in line with the recent national and local policy 
changes. 

 

 MFT continues to engage with partner organisations and multi-agency 
working on a regular basis, building stronger working relationships. 
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Report to the Board of Directors 

Board Date: September 2016 

Title of Report 
 

Workforce Update 

Reporting Officer 
 

Nikki Prince, Interim HR Consultant  

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 remain a significant risk and interventions 
are in place to mitigate this through  
 

1. Improving the attractiveness of MFT as an employer  
2. Generating nursing supply in Europe  
3. Ensuring a robust temporary staffing service  
4. Driving up the levels of mandatory training and appraisal 
5. Staff engagement and focusing on the wellbeing of our 

staff   
6. Creating opportunities for leadership and development  

. 
 

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 
 

The Board to note the content of this report  
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Workforce Update: September 2016 

 

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

 Update regarding Workforce priority programmes 
o Safer staffing 
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 

 
 

WORKFORCE: CURRENT STATUS 

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: 
 

 Safer staffing (including mandatory training and appraisal) 

 Resourcing (including recruitment and retention and temporary staffing plans) 

 Staff engagement, diversity and culture change 

 Leadership and development 

 Workforce design and informatics (including modelling) 

 
STAFFING 

 
This work stream focuses on ensuring 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. 
 
Mandatory training 
 
The end August rate of 83% compliance for mandatory training has been negatively affected 
by 2% following the requirement for all staff to complete Adult Safeguarding effective 19th 
August.  
 
To improve overall performance, weekly updates are provided to directorates to support 
targeted improvement by department, individuals and topics. There is particular focus on 
areas where compliance is under 75%.In addition, regular contact with subject matter 
experts aims to ensure that capacity issues are resolved and there is targeted training 
activity on the wards and within departments to improve compliance within “hotspot” areas. 
 
A mandatory training booklet is now in production to ensure all level 1 training is completed 
at the earliest opportunity, signposting learners to higher levels where required. Production 
will be complete by 30th September for introduction at Corporate Welcome on 3rd October. 
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Appraisal 
 
The appraisal rate for end of August was 62.89% against a target of 95%. A number of 
actions are in place to improve performance across departments and individuals.  
 
Trajectories are in place across all directorates. Long standing non-compliant individuals 
being identified and appraisals arranged and HR business partners ensuring all appraisals 
are booked by end September and undertaken by end October.  Directors of Clinical 
Operations are meeting or have plans to meet managers and challenge any outstanding 
appraisals and agree completion dates.  
 
Weekly data updates to demonstrate process are circulated to the Executive supported by a 
recording process to ensure the ESR system is updated within 24 hours of appraisal 
completion.  
 
Local Induction  
 
The recording of local induction continues to be challenging with a current recorded rate of 
39.95%. 
 
A review of the entire onboarding process has recommendations for improvement that 
include the implementation of a new starter welcome pack that helps to focus on local 
induction. Alongside this is the introduction of a recruiting manager’s information pack that 
places explicit emphasis on the importance of an effective local induction and its impact on 
improving staff retention. The introduction of on-line confirmation alongside the current paper 
version will aid accessibility and improvement in reporting. Implementation dates are being 
finalised now and will be reported to the Board next month.  
 
 
Agency/ Bank Staff Local Induction 
 
The recorded rate of local induction for agency workers on 12 September was 18%.  
 
Action has been taken to address this and the Temporary Staffing Manager has initiated a 
process to ensure the Temporary Staffing Team are ward walking every day to distribute, 
assist and collect all completed agency worker induction packs and record them on the 
HealthRoster system. The team has added a flag on the HealthRoster system allowing us to 
identify new staff before they start work, to arrange completion of their local induction and to 
collect the induction pack. 
 
We are monitoring the process and have set a trajectory to raise the rate to 50% by mid-
October with near full compliance by mid-November.  

RESOURCING  
 
Recruitment 
 
The recruitment process has been streamlined and now encourages cohesive working 
across a number of departments as well as improved TRAC systems usage. Specifically this 
includes the introduction of talent pools. Updated manager guidance and FAQs to support 
the recruitment process will be communicated at the beginning of October. Employment 
contracts have been reviewed and updated to cover current policies and guidelines for all 
new starters.  
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We have three upcoming assessment days where the number of initially shortlisted 
applications exceeded 75 candidates. The team are working on the overseas European 
nurse recruitment campaign which has generated 11 offers from weekly skype interviews. 
There are two full skype interview days on October 12th and 13th.  
 
Our recruitment advertising campaign is going to plan with a regional 3 month staggered 
campaign running through October, November & December. We are engaging our own staff 
to participate in a photo shoot on 23rd September to publicise the positives of working at 
Medway. We are supporting medical recruitment through the BMJ event on 21st /22nd 
October and have had positive support from the directorates to assist us.  

We are focusing recruitment opportunities through social media platforms on a weekly basis 
and planning open days, weekend site visits, off site assessment days, university visits and 
attendance at nursing student events to improve applicant engagement.  

In order to attract staff we are in the process of updating our website and developing the 
benefits package which will be delivered by an on-line brochure.  

Temporary staffing 
 
There was significant demand during August with nursing demand peaking at over 100,000 
hours which translates to 649.5 WTE. The main reason for high level of demand was to 
cover annual leave. This information has been cascaded to Directors of Clinical Operations 
for review and we are encouraging pre-planning for the Christmas period.  

To increase numbers of bank staff we have a rolling programme of weekly, fortnightly and 
monthly adverts across nursing, clinical support workers and allied health professionals and 
we are monitoring the uptake from this refreshed approach.   

To improve bank service performance, Guys and St Thomas’ have been undertaking a 
review of our Temporary Staffing Service to provide a report on current performance, key 
priorities and recommendations. We have already begun to share practices and we are 
confident this will provide better controls and processes for the service. The review will be 
released in early October and it is intended to produce a service agreement with clear KPIs 
on response times by end October.  

Retention 
 
Turnover in the Trust for August is 9.08% (cumulative 1/9/15-31/8/16) compared to 11.08% 
for 1/9/14-31/8/15 and against a target of 8%.  
 
We have a number of actions in place to improve retention  
 

 Our First impressions events have been in place since July 2015 where every quarter 
new staff are invited to meet the Executive to capture learning and feedback.  

 

 We have reviewed our exit interview questionnaire to capture individual and 
organisational learning that we can act on and the exit procedure is booked prior to 
leaving and undertaken for all eligible staff by management or HR team.  

 

 To avoid a vacancy gap in critical posts we have extended notice periods for all new 
Nursing and Midwifery staff to 3 months.  
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STAFF ENGAGEMENT, DIVERSITY AND CULTURE CHANGE 
 
This work stream is focussing on high impact activities to improve staff engagement and 
support diversity and culture change within the organisation.  
 
Health and Wellbeing 
 
The Trust held its first Health and Wellbeing day on 13 September. Staff were invited to have 
their weight and blood pressure checked, have a massage, try healthy food samples, meet 
with exercise and diet providers and learn about health and wellbeing from ‘A Better 
Medway’ and the Trust library.  
 
The event was well attended throughout the day with approx. 600 staff attending and was 
the launch of a Health and Wellbeing programme for our staff. Further events are planned 
for Jan/Feb 2017 once feedback has been reviewed.  A staff wellbeing survey is currently 
being undertaken within the Trust to ascertain views from staff and this will be repeated in 
February 2017.    
 
Equality and Diversity 
 
The newly formed Equality and Diversity Group met in September. The group will be 
focusing on the delivery of the Equality objectives as presented to Board in July. The Group 
will be setting up and promoting the new Staff Forums for BME, LGBT and Disabled staff 
over the next few weeks. 
 
Staff Friends and Family and Staff Survey 
 
The annual NHS Staff Survey commences on 26 September and will run to 2 December. In 
March a paper was presented to Board regarding the 2015 results setting out our 
commitments. The following table provides an update on outcomes.  
 

Commitment Outcome 

Introduced an anti-bullying 
campaign to address concerns 
around bullying and harassment  

Introduced Workplace Listeners. Continued to promote 
an independent counselling service.   
Provided training and awareness sessions for all staff. 

Launched Vision and Values and 
‘Our  Behaviours’ 

Launched 25th April 2016 
Used in corporate welcome, values based recruitment, 
achievement reviews, leadership and management 
development, team and individual development  

Provided a leadership 
development program for all 
leaders  
 

Leadership Forum in place 
Leadership development programs and Bitesize 
learning available from June 2016 until February 2017 

Reviewed the appraisal process 
and increasing the opportunities 
for staff to access training and 
development 

Achievement Review agreed by Executive and 
launched on 22nd August. 
Continued to provide training sessions within 
Directorates and in the Education Centre. 

Worked with Medway Council to 
improve the health and wellbeing 
of our staff 

Health and Wellbeing Group established. 
Health and Wellbeing Day 13th September. (600 staff 
members participated) 
Smoking Cessation Support to support staff for a 
smoke-free site on 17th October. 
Health and Wellbeing Strategy being developed. 
Health and wellbeing being promoted in corporate 
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welcome. 

Staff also told us…  

They wanted to know their senior 
leaders and be more involvement 
in decision making 

Appointed permanent senior leaders who have an 
inclusive and open door management style. 
Implemented a Leadership and Management 
development programme 

 
 
The Quarter 2 Staff Friends and Family survey closed on 4 September having received 980 
responses. The final results will be published on 28 November 2016 and we will conduct 
some interim analysis for the Executive in the meantime.  
 
Fab Change Day 
 
The Trust will be participating in the NHS Fab Change Day on 19 October with events being 
run across the day. 
 

WORKFORCE DESIGN AND INFORMATICS  
 
In conjunction with the PMO and in collaboration with finance and health informatics we have 
completed two workshops focused on the business and system architecture of the workforce 
function. This piece of work is to ensure that workforce IT systems are enhanced, 
streamlined and developed to meet future workforce business need and avoid any future 
procurement of systems that do not meet our needs.  

LEADERSHIP AND DEVELOPMENT 
 
This work stream will focus on the performance management accountability framework. The 
work stream will focus on developing our leaders and providing learning access to all staff.  
 
Leadership development 
 
Cohorts 1 and 2 of the Management Development Programme (MDP) are complete and 
evaluation of both the programme and applied learning is ongoing. Emphasis is placed on 
practical application of the learning. Cohorts 3 and 4 have begun and a further 6 cohorts are 
scheduled at present. Seventeen managers have completed the programme with 10 more 
currently being trained. A further 96 places are available in the current schedule. Numbers of 
applications have been disappointing despite a potential target audience of approximately 
500 staff that would benefit from the programme. 
 
The Bitesize programme continues to be popular with additional dates and topics being 
added on a regular basis. Nine workshops have run since June with 122 participants in total. 
A further 16 are currently scheduled to March 2017 with 40 seats per session available and 
a total of 203 seats booked at this stage. 
 
The complete Leadership and Management offer for 2017 is currently being planned. 
 
Learning management system 
 
A new learning management system is scheduled to be introduced in October. With a 
phased launch to minimise risk, the system will be implemented one directorate at a time 
with completion in January 2017. 
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The benefits of the new system include self-service thus saving time and resources related 
to identifying training needs, bookings and having up-to-date, reliable and accurate 
information.  
 
User acceptance testing is imminent and the project remains on target subject to data 
integration and systems interface targets being met. 

 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

Analysis of IQPR 
 

Presented by  
 

Dr P Bain Chief Quality Officer 

Lead Director 
 

Medical Director, DoN, CQO 

Committees or Groups 
who have considered 
this report 
 

 
Quality Improvement Group/QAC 

Executive Summary 
 

The current IQPR identifies areas of concern and also areas of 
progress. 
 
Areas that appear to be improving or on trajectory are: 
 

 Compliance with 31 day to surgery target met 

 Compliance with 31 day to treatment target met 

 Majority of CQUINs in target 

 Trust F&F responses improving 

 Current HSMR is 101.73 for the rolling 12 month period 
(June 2015 - May 2016). The last HSMR (May 2015 - 
April 2016) was 101.72 so there has been an increase of 
0.01. In terms of the SHMI all of the contextual indicators 
remain similar to the previous period. Aspiration 
pneumonia is currently being reviewed. 

 Data quality work progresses with improvement 

 Estates work also progresses 
 

Areas that do not show any improvement, have a deteriorated 
position and/or continue to be red rag rated are: 

 Stroke KPIs remain red 

 Falls to fracture – 3 in one month- under review 

 Grade 4 pressure ulcer – under review 

 4 hour access targets remain below trajectory – 
extensive improvement plans and support from ECIP and 
commissioners in place 
Cancer 2 week waits – this is due to gastroenterologist 
vacancy and demand from general practitioners. The 
vacancy are being filled and the commissioners have 
been asked to set a trajectory to reduce demand for this 
service. 
2 CDiff cases this month 

Resource Implications 
 

 

Risk and Assurance 
 

 
Risk in relation to KPIs are identified at QIG and also monthly 
performance reviews, on-going monitoring through governance 



 

frameworks. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
n/a 
 
 

Recovery Plan 
Implication 
 

All documents and activities relate to recovery plan programmes 
for reducing mortality and deteriorating patient programme . 

Quality Impact 
Assessment 
 

 
n/a 

Recommendation 
 

Discuss and raise any further questions/challenges. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  x x 
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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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Domain 1: Safe

RAG

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16

12m 

Trend
YTD avg
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1.1.1 Total patient safety incidents (patient related) N/A 869 811 642

1.1.3 Numbers of SIs reported to STEIS R 5 12 6 8 6.4

1.1.3.1 Number of SIs declared 6 5 4

1.1.3.2 Potential under-reporting of patient safety incidents

1.1.3.3 No. of Serious Incidents relating to Learning Disability #N/A

1.1.3.4 No. of Serious Incidents relating to Mental Health Patients #N/A

1.1.21 Number of SI's breaching R 0 13 12 17 15.4

1.1.4 Never events G 0 0 0 0 0.0 ✓

1.1.4.1 Never Events - Incidence Rate 0.00% 0.00% 0.00% 0.00%

1.1.5 Incidents resulting in death (1 month in arrears) G 7 5 6 4.8 ✓

1.1.6 Incidents resulting in severe harm (per 1000 bed days) (1 month in arrears) R 0.11 0.32 0.33 0.22 ✓

1.1.7 Incidents resulting in moderate harm (per 1000 bed days) (1 month in arrears) R 1.87 1.4 2.7 1.7 ✓

1.1.8 Incidents resulting in low harm (per 1000 bed days) (1 month in arrears) G 7.77 16.5 24.9 20.0 ✓

1.1.9 Incidents resulting in no harm (per 1000 bed days) (1 month in arrears) G 18.2 27.2 37.8 31.5 ✓

1.1.10
Incidents with moderate or severe harm with duty of candour response (1 month in 

arrears)
G 1.00 0.03 0.13 0.1

✓

1.1.11 Safeguarding alerts reported (Children and Midwifery) - 20 13 7 14.4

1.1.12 Safeguarding alerts reported (Adults) - 11 24 14 12.0

1.1.13 Deprivation of Liberty - Applications Made and Accepted N/A 17 18 13 17.0

1.1.14 Pressure ulcers (grade 2) attributable to trust G 10 14 12 3 9.2 ✓

1.1.15 Pressure ulcers (grade 3&4) R 0 1 1 2 1.0 ✓

1.1.16a Administration or supply of a medicine from a clinical area tbc 0.3 0.3 2.5 81.0% ✓

1.1.16b Medication error during the prescription process tbc 0.1 0.1 0.5 11.6%

1.1.17 Patient falls with moderate or severe harm (per 1000 bed days) G 0.2 0.1 0.1 0.2 0.1

1.1.18 Falls per 1000 bed days G 6.63 5.71 4.00 4.80 5.0

1.1.19 Number of falls to fracture (per 1000 bed days) G 0.2 0.1 0.2 0.2 0.1

1.1.20 Central Alerting System (CAS) alerts outstanding 3

1.1.20
Transfer of Care Concerns (TOCC) relating to pressure ulcers (reported 1 month in 

arrears)
R 3 1 4 1.6

Alignment

1.1 Patient safety - 

incident reporting

Trend

Awaiting Guidance

Awaiting Data

Data available from October
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RAG

Theme Ref Indicator Status
Monthly 
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AlignmentTrend

1.2.1 Proportion of Harm Free Care - point prevalence in month R 95.0% 93.79% 92.15% 94.37% 93.49% ✓
1.2.2 New VTEs - point prevalence in month G 0.4% 0.4% 0.9% 0.2% 0.7%

1.2.3 CAUTIs - point prevalence in month R 0.3% 1.8% 1.3% 0.8% 1.4%

1.2.4 New harms - point prevalence in month G 2.2% 1.0% 2.6% 0.8% 1.9%

1.2.5 New Pressure ulcers - point prevalence in month G 0.9% 0.6% 0.9% 0.2% 0.5%

1.2 NHS Patient 

safety - safety 

thermometer
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Domain 1: Safe

RAG

Theme Ref Indicator Status
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AlignmentTrend

1.3.1 MRSA screening of admissions R 95% 97% 93% 94% 95% ✓
1.3.2 MRSA bacteraemia (trust – attributable) G 0 0 0 0 0

1.3.3 C-Diff acquisitions (Trust-attributable; post 72 hrs) G 2 0 1 2 1 ✓
1.3.4 Hand Hygiene compliance G 95% 94% 95% 99% 96%

1.3.5 Number of MSSA cases post 48 hours G 10 1 4 10 3

1.3.6 Number of E-coli cases post 48 hours N/A 8 3 7 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 100 102.8 ✓
1.4.1.2 Weekend Hospital Standardised Mortality Ratio (HSMR) (2 months in arrears)

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 106 129 115 116

1.4.4.1 No. of unexpected deaths relating to Learning Disabilities

1.4.4.2 No. of unexpected deaths relating to Mental Health

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 104% 101% 103% 102%

1.4   Mortality

112.74

0.0%

2.9%

101.73

103.76

Data available from October

1.4   Mortality

83.19

98.55

80.36

0.0%

1.3 Infection 

control and 

cleanliness
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Integrated Performance Report
September 2016

Domain 1: Safe Commentary

1.4 Safe - Mortality

The Hospital Standardised Mortality Ratio (HSMR) continues to demonstrate a downward trend and is 

now 101.73 for  data to May 2016 and is within the expected range. 

The current position and rolling HSMR trend is demonstrated by the funnel plot and graphs to the 

right:

Page 9 of 26



Integrated Quality and Performance Report
September 2016

Domain 2: Effective

Status

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16 12m Trend
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2.1.1 NHS Staff and Wellbeing - Staff Survey G TBC

2.1.2 NHS Staff and Wellbeing - Healthy Food A TBC

2.1.3 NHS Staff and Wellbeing - Flu Vaccinations A TBC

2.1.4
Identification and Early Treatment of Sepsis - Treatment in ED G 65% 67.0% 53.0%

2.1.5
Identification and Early Treatment of Sepsis - Treatment in 

acute inpatient settings
R 65% 58.0% 63.0%

2.1.6
Antimicrobial Resistance - Reduction in Antibiotic Consumption

A TBC

2.1.7
Antimicrobial Resistance - Empiric Review of Antibiotic 

Consumption
A TBC

Apr-15 May-15 Jun-15

2.2.1 Reduction in Community Acquired Pressure Ulcers G TBC

2.2.2
Formulary adherence – Percentage reduction in the number of 

hospital FP10 prescriptions issued by the Trust.
G TBC

2.2.3 Discharges before midday G TBC

2.2.4 Medication Safety Thermometer G TBC

2.2.5
Effective review of patients on Oral Nutritional Supplements 

(ONS) in the hospital prior to discharge.
G TBC

2.2.6 Paediatric outpatient referral management system A TBC

2.2.7

Development of electronic clinical communications to GPs, 

including a standard template for the Electronic Discharge 

Note

G TBC

2.2.8 Paediatric asthma and wheeze pathway A TBC

2.3.1 Optimal Device - (ICD's) R TBC

2.3.2 Adult Critical Care Timely Discharge R TBC

2.3.   CQUINs – 

NHS England

Awaiting Update

Awaiting Update

Awaiting Update

2.1. CQUINs – 

national

2.2.   CQUINs – 

local

Trend

Awaiting Update

Awaiting Update

Awaiting Update

Alignment
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Domain 2: Effective

Status

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16 12m Trend
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Trend Alignment

2.4.1 NICE Technology Appraisals  implemented 2 2 0

2.4.4 NICE Quality Standards escalated 10 7 53

2.5.3 Emergency readmissions within 7 days R 4.6% 4.9% 5.1% 7.7%

2.5.4 Emergency readmissions within 28 days R 4.9% 10.3% 10.5% 12.4%

2.5.5 Elective surgical readmissions within 28 days #N/A 0% 4.0% 4.3% #N/A

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)
77.0% 90.0%

2.6. Clinical best 

practice

2.5. Nice 

Compliance

97.0%

Awaiting Update

2.4.   CQUINs – 

NHS England 

(Public Health) 

Increase Take Up of School Immunisations2.4.0
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Integrated Performance Report
April 2016

Domain 2: Effective

Indicator Commentary

NHS Staff and Wellbeing Physical, Mental & Physio Awaiting update

NHS Staff and Wellbeing food
The Trust failed to submit the 11 point data collection via Unify within the requested timeframe and therefore 

we will not qualify for the payment

NHS Staff and Wellbeing flu The Trust has a current performance of of 43% compared to a target of 75%

Sepsis 2a

Sepsis 2b

Antimicrobial Resistance 5a - reduction On target to deliver - However further clarification required from Commissioners regarding the baseline

Antimicrobial Resistance 5b - review On target to deliver - However further clarification required from Commissioners regarding the baseline

Joint Formulary Action plan completed but needs to be discussed with CCG.

Medicines Reconcilliation On target to deliver

Review of patients on Oral Nutritional Supplements On target to deliver

Reduction in Community Acquired Pressure Ulcers On target to deliver

Discharge Before Midday Awaiting update

Paediatric outpatient referral management system Database has been built. There are risks around achieving the required number of referrals

Development of Electronic Discharge Note On target to deliver

Paediatric asthma and wheeze pathway
A cohort of patients have been identified. However, there are risks around the creation and communication of 

ED discharge referral pathway as well resource requirement to achieve this indicator.

Optimal Device Awaiting update

Adult Critical Care Timely Discharge Awaiting update

Increase take up of School Immunisation Awaiting update

2. Effective - CQUINs

Baselines completed in qtr 1 – Targets set for qtr 2 and provisional targets set for remainder of year. 

Risks are:

No operational lead for this CQUIN, Increased training required for staff members.

Inability to audit some notes due to patients being an inpatient at a subsidiary hospital. 
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Integrated Quality and Performance Report
September 2016

Domain 3: Effective Commentary

Clinical Audit & NICE Compliance (CANC) group

The Clinical Audit & NICE Compliance Group (CANC) is to provide assurance to the Clinical Effectiveness & Research (CER) & Quality Improvement Group (GIG) that evidence-based practice (particularly NICE 

guidance) has been implemented

NICE Guidelines

Currently for 2016-17 24.3% of the applicable TAs have been reviewed within the 90 day time frame.  The remaining 75.7% are under review, and are being escalated to Specialty, Program, Directorate and Board 

level.

NICE Quality Standards

The current response rate for 2016-17 is 23.1%.  Of the remaining Quality Standards, 80% are still within the 90 day locally agreed timeframe for review.  Historically, there have been a large number of Quality 

Standards which have not been reviewed by the specialties, and the NICE Co-ordinator is continuing to chase these.  

The Clinical Effectiveness department reporting process to the Directorates has evolved over recent months, and consequently August saw a spike in the number of Quality Standards being escalated – it is 

expected that this number will begin to fall month-on-month as the specialties complete the necessary reviews.

2. Effective - NICE Guidelines

SSNAP Performance 
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Integrated Quality and Performance Report
September 2016

Domain 3: Caring

Status

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16

12m 

Trend
YTD avg
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3.1.1 Friends and Family Test response rate R 25% 24.6% 21.5% 24.9% 24%

3.1.2 Friends and Family Test % extremely likely/likely to recommend G 83% 86.6% 88.5% 85.2% 86% ✓

3.1.3 Mixed Sex Accommodation breaches R 0 4 16 28 9.6

3.1.6
Dementia screening (% of patients over 75) 

(Reported 1 month in arrears)
G 90% 95.3% 96.2% 95%

3.2.1 Friends and Family Test response rate R 18% 16.0% 14.8% 15.5% 15%

3.2.2 Friends and Family Test % extremely likely/likely to recommend G 65% 77.7% 71.1% 74.7% 75%

3.3.1 Friends and family test response rate G 25% 61.4% 25.4% 38.6% 48%

3.3.2 Friends and family test % extremely likely/likely to recommend G 79% 99.3% 99.1% 97.9% 99%

3.4.1 Number of Complaints G 45 39 30 44 41 ✓

3.4.3 Number of complaint returners R ↓ 8.0 7.0 7.0 7.4

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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Integrated Quality and Performance Report
September 2016

Domain 4: Responsive

Status

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16

12m 

Trend
YTD avg
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4.1.1 RTT – Incomplete pathways (overall) R 92% 77.54% 77.78% #N/A 75.95%

4.1.2 RTT – Treatments over 52 weeks R 0 12 16 #N/A 15

4.1.3 RTT – Total complete pathways (non admitted) R 95% 77.60% 75.80% #N/A 75.35% ✓
4.1.4 RTT –Total complete pathways (admitted) R 90% 53.50% 59.50% #N/A 54.64% ✓

4.2.1 Trolley wait >12 hours G 0 1 0 0 0.6

4.2.2 Overall Time in A&E (95th percentile overall time in A&E Dept) R 04:00 08:39:57 09:37:00 09:25:57 09:18:25

4.2.3 A&E 4 hour target R 95% 81.95% 79.58% 81.49% 80.51% ✓
4.2.7 Ambulance handover time - within 15 minutes R 70% 55.1% 51.2% 62.2% 56.0%

4.2.6 Patients left without being seen G 5% 3.19% 4.24% 3.35% 3.57%

4.3.1 Cancer – 2 week wait R 93% 75.44% 76.39% #N/A 84% ✓
4.3.2 Cancer – symptomatic breast R 93% 91.87% 82.61% #N/A 88%

4.3.3 Cancer – 31 day first treatments R 96% 87.76% 92.31% #N/A 93%

4.3.4 Cancer – 31 day subsequent treatments – surgical G 94% 96.88% 100.00% #N/A 97%

4.3.5 Cancer – anti cancer drug treatment <31 days G 98% 100.00% 100.00% #N/A 99%

4.3.7 Cancer – 62 day urgent GP referrals R 85% 74.48% 72.17% #N/A 75%

4.3.8 Cancer – internal 62 day referrals N/A 100.00% 74.29% #N/A 87%

4.3.9 Cancer – 62 day screening R 90% 100.00% 57.14% #N/A 82%

4.4.1 Diagnostic waits - under 6 weeks R 99% 91.60% 95.09% #N/A 92%

4.4.2 Diagnostic referral levels N/A 6872 6553 #N/A 6758

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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Integrated Quality and Performance Report
September 2016

Domain 4: Responsive

Status

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16

12m 

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 G <5 2.4 2.39 2.29 2.3

4.6.2 Average non-elective Length of Stay R <5 5.6 5.98 5.7 3.7

4.6.3 Average non-elective Length of Stay (Age 0 - 65) G <5 3.5 3.71 3.8 1.3

4.6.4 Average non-elective Length of Stay (Age > 65) R <5 8.8 9.31 10.67 3.1

4.6.5 Discharges before noon R 20% 17% 16% 14% 15%

4.6.6 Average occupancy G 90% 90% 93% 92% 91%

4.7 Outpatient 

Management
4.7.1 Did Not Attend rate G 10% 9.2% 9.1% 9.6% 9%

4.5 Stroke services 
(one quarter in 

arrears)

4.6 Bed capacity 

and management
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Integrated Quality and Performance Report
September 2016

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.

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% 77.5% 77.78%

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

RTT 52 Weeks - Suggested Target Breaches >52 Weeks 18 14 21 19 17 14 12 10 7 5 3 0

RTT 52 Weeks - Actual Breaches >52 Weeks 18 14 12 16

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% 91.6% 95.1%

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% 74.5% 72%
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Integrated Quality and Performance Report
September 2016

Domain 4: Responsive Commentary

2 week wait standard - 93% 31-Day Subsequent Treatment - Drug Treatment - Target: 98%

Tumour Site Patients seen Seen within 2 weeks Breaches Performance Tumour Site Patients treated Treated within 31 days Breaches Performance

Leukaemia Breast

Brain 6 6 0 100.00% Haematology 7 7 0 100%

Breast 133 122 11 91.73% Lower GI 1 1 0 100%

Children 17 9 8 52.94% Lung 1 1 0 100%

Gynaecology 73 70 3 95.89% Urology 3 3 0 100%

Haematology 3 3 0 100.00% TOTAL 12 12 0 100.00%

Head & Neck 112 106 6 94.64%

Lower GI 154 151 3 98.05% Tumour Site Patients treated Treated within 62 days Breaches Performance

Lung 12 12 0 100.00% Breast 8 7 1 87.5%

Other Gynaecology 3.5 2 1.5 57.1%

Skin 550 292 258 53.09% Haematology 2.5 2 0.5 80.0%

Testicular 7 7 0 100.00% Head & Neck 0.5 0 0.5 0.0%

Thyroid 11 11 0 100.00% Lower GI 8.5 3 5.5 35.3%

Upper GI 80 74 6 92.50% Lung 1.5 0.5 1 33.3%

Urology 104 101 3 97.12% Other 0.5 0.5 0 100.0%

TOTAL 1262 964 298 76.39% Skin 17 15.5 1.5 91.2%

2-WEEK WAIT (SYMPTOMATIC BREAST) - Target: 93% Thyroid

Breast Symptom 92 76 16 82.61% Upper GI 0.5 0 0.5 0.0%

Urology 14.5 11 3.5 75.9%

Tumour Site Patients treated Treated within 31 days Breaches Performance TOTAL 58 41.5 16.0 72.17%

Breast 27 26 1 96.30%

Gynaecology 4 4 0 100% Tumour Site Patients treated Treated within 62 days Breaches Performance

Haematology 6 6 0 100.00% Breast 14 13 1 92.9%

Head & Neck Gynaecology 0.5 0 0.5 0.0%

Lower GI 16 15 1 93.75% Lower GI 3 0 3 0.0%

Lung 4 4 0 100.00% TOTAL 18 13 5 74.29%

Other

Skin 21 17 4 80.95% Tumour Site Patients treated Treated within 62 days Breaches Performance

Testicular Gynaecology

Thyroid Haematology

Upper GI Head & Neck

Urology 39 36 3 92.31% Lower GI

TOTAL 117 108 9 92.31% Lung 3.5 2 1.5 57.1%

Skin

Tumour Site Patients treated Treated within 31 days Breaches Performance Thyroid

Breast 13 13 0 100.00% Upper GI

Gynaecology TOTAL 3.5 2.0 2 57.14%

Head & Neck

Lower GI 1 1 0 100.00%

Skin 6 6 0 100.00%

Thyroid

Upper GI

Urology 6 6 0 100.00%

TOTAL 26 26 0 100.00%

31-DAY SUBSEQUENT TREATMENT - SURGERY - Target: 94%

62-DAY STANDARD FROM GP REFERRAL - Target: 85%

62-DAY SCREENING SERVICES - Target: 90%

4.3 Responsive - Cancer Waits

31-DAY FIRST DEFINITIVE TREATMENT - Target: 96%

62-Day Consultant Upgrade
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Domain 4: Responsive Commentary

4.2 Responsive - A&E Trends
Please see below the Tripartite trajectory for A&E, with our current performance shown.

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% 79.6% 81.5%
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Domain 4: Responsive Commentary

4 - Responsive - STF Dashboard

May-16 Jun-16 Jul-16 Aug-16
Four 

Month 

AVG

R/G May-16 Jun-16 Jul-16 Aug-16
Four 

Month 

AVG

R/G

Actual 76.20% 77.50% 77.78% 77.16%
1

Actual 10.15% 13.27% 15.49% 16.33% 13.81%

Trajectory 73.20% 74.80% 76.40% 78.00% 75.60% Trajectory

Actual 93.40% 91.60% 95.09% 93.36%
0

Actual 1.33% 2.63% 2.98% 2.56% 2.38%

Trajectory 93.10% 95.00% 97.00% 98.70% 95.95% Trajectory

Actual 81.68% 81.94% 79.58% 81.49% 81.17%
0

Actual 4.18% 4.56% 5.75% 5.80% 5.07%

Trajectory 88.00% 88.00% 88.00% 88.00% 88.00% Trajectory

Actual 81.10% 74.48% 72.17% 75.92%
0

Actual 0.27% 0.45% 0.06% 0.47% 0.31%

Trajectory 73.50% 76.10% 76.10% 76.10% 75.45% Trajectory

Actual 14 12 16 14.00
#

Trajectory 0 0 0 0

Actual 0 1 2 0 0.75
#

Trajectory 0 0 0 0 0

Commentary

Reporting Month :STF KPIs And Trajectories Aug-16

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 (One 

month in arrears)

Percentage of service users on incomplete RTT 

pathways (yet to start treatment) waiting no more 

than 18 weeks from referral (One month in 

arrears)

q

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

p

q

q

q

p
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Domain 5: Well-led

Status

Numbering formulae

Theme Ref Indicator Status
Monthly 

target
Jun-16 Jul-16 Aug-16
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Trend
YTD avg
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5.1 1 5.1.1 5.1.1 Monitor governance rating R 3 1 2 2 1

5.1.2 CQC rating R Good

5.1 2 5.1.2 5.1.3 CQC Inpatient / MH and Community Survey R
3 .3

5.2 1 5.2.1
5.2.1 Staff Friends and Family – Recommend as place to work R

62%

5.2 2 5.2.2
5.2.2 Staff Friends and Family – Recommend for care or treatment R 79%

3 .3

5.3 1 5.3.1 5.3.1 Vacancy rate - Medical (unfilled % of budgeted WTE) 8% 12.0% 16.0% #N/A 14%

5.3 2 5.3.2 5.3.2 Vacancy rate - Nursing (unfilled % of budgeted WTE) 8% 24.0% 25.0% #N/A 24%

5.3 3 5.3.3 5.3.3 Vacancy rate - Others (unfilled % of budgeted WTE) 8% 12.9% 14.3% #N/A 13%

5.3 4 5.3.4 5.3.4 Appraisals completed (% all staff) R 95% 69.1% 66.2% 70.4% 69%

5.3 5 5.3.5
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 5.3.6 5.3.6 Mandatory training compliance G 80% 85.7% 84.6% 83.2% 85%

5.3 7 5.3.7 5.3.7 Rolling annual turnover rate R 8% 9.7% 9.4% 9.1% 9%

5.3.7.1 Executive Team Turnover Rate

5.3 8 5.3.8 5.3.8 Overall Sickness rate 4.0% 3.9% 3.7% #N/A 3.9% ✓

5.3 9 5.3.9 5.3.9 Sickness rate – Short term 2.0% 2.6% 3.5% #N/A 2.8%

5.3 10 5.3.10 5.3.10 Sickness rate – Long term 1.0% 1.3% 0.3% #N/A 1.0%

5.3 11 5.3.11 5.3.11 Temporary staff % of pay bill R 15% 24.3% 21.9% 24% 23%

5.3 5.3.13 Local Induction % Compliance R 80% 47.65% 36.14% 37.95% 43.78%

5.3 5.3.14 Starters N/A 70 85 129 86.4

5.3 5.3.15 Leavers N/A 57 53 154 69.2

5.3 Workforce 

indicators

Alignment

5.1 External 

assessments

5.2 Staff 

experience 

(Figures for Q2)

Awaiting Data

To be validated

Trend

48.8%

67.5%

Inadequate
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7.2.1 APC – NHS number completeness (1 month in arrears) G 99% 98.9% 99.2% 98.8% ✓ ✓

7.2.2 APC – Primary diagnosis (1 month in arrears) G 96% 98.7% 96.5% 98.2% ✓ ✓

7.2.3 APC – HRG4 (1 month in arrears) G 96% 98.7% 96.0% 95.7% ✓ ✓

7.2.4 OP – NHS number completeness (1 month in arrears) G 99% 99.4% 99.4% 99.4% ✓ ✓

7.2.5 OP – Primary procedure (1 month in arrears) G 99% 100.0% 99.8% 100.0% ✓ ✓

7.2.6 OP – HRG 4 (1 month in arrears) G 98% 100.0% 98.5% 99.6% ✓ ✓

7.2.7 A&E – NHS number completeness (1 month in arrears) G 95% 96.9% 96.4% 96.0% ✓ ✓

7.2.8 A&E – Attendance disposal (1 month in arrears) R 99% 96.0% 97.7% 96.3% ✓ ✓

7.2.9 A&E – HRG4 (1 month in arrears) R 97% 100.0% 95.8% 99.0% ✓ ✓

7.3.8a
RTT large No. of patients with an unknown clock start (1 month in 

arrears) R 0 30 49 #N/A 43.8 ✓ ✓ ✓

7.3.8b
RTT % of patients with an unknown clock start (1 month in arrears) R 0 0.0% 0.1% #N/A 0.1% ✓ ✓ ✓

7.3.9a RTT No. cancelled referral, pathway still open (1 month in arrears) G 0 #N/A 460.5 ✓ ✓ ✓

7.3.9b RTT % cancelled referral, pathway still open (1 month in arrears) G 0 #N/A 1.7% ✓ ✓ ✓

7.3.10a
RTT No. appt outcome suggest clock stop, pathway still open (1 

month in arrears) R 0 388 406 #N/A 483.0 ✓ ✓ ✓

7.3.11a
RTT No. deceased patient with an open pathway (1 month in arrears) G 0 18 0 #N/A 5.5 ✓ ✓ ✓

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 0 375 937 1768 812.8 ✓ ✓ ✓

7.3.13b A&E % missing breach reason on breached attendances R 0 71.4% 55.5% 100.0% 74.9% ✓ ✓ ✓

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 19 3 5 7.2 ✓ ✓ ✓

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 0 1 0 0.4 ✓ ✓ ✓

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 36 70 39 35.0 ✓ ✓ ✓

7.3.22 Cancer 2ww % Oasis referral records missing on Infoflex R 0 1.03% 0.52% 0.71% 4% ✓ ✓ ✓

7.2 Clinical coding, 

information and 

IT*

 (1 month in 

arrears)

7.3 Data quality 

improvement

AlignmentTrend
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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 16 9 11 11.8 ✓ ✓ ✓

7.3.26 Cancer 31 day missing tumour laterality G 0 16 9 0 9.6 ✓ ✓ ✓

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 5 4 4 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 7 7 5 6.8 ✓ ✓ ✓

7.3.33 Cancer 62 day missing tumour laterality G 0 7 7 0 5.8 ✓ ✓ ✓

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 11 15 5 8.2 ✓ ✓ ✓

7.3.37 Cancer 62 day missing consultant upgrade G 0 0 0 0 14.6 ✓ ✓ ✓

7.3 Data quality 

improvement
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Appendix 

Reporting Period:

Aug Jul Jun Aug Jul Jun Aug Jul Jun

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 8 6 6 0 2 2 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% 94.37% 92.52% 91.00% 95.65% 91.36% 100.00% 100.00%

1.2.1b Proportion of harm free care - Point prevelance in month - new harms Monthly % 95% 99.20% 98.98% 97.11% 99.28% 96.91% 100.00% 100.00%

1.2.3 Pressure ulcers (grade 3&4) Number 0 2 2 1 0 0 0 0

1.2.5 Patient falls with moderate or severe harm Cases 0 3 3 1 0 0 0 0

1.3.1 MRSA screening of admissions Monthly % 95% 94% 93.85% 85.00% 87.14% 97.00% 93.75% 90.00%

1.3.3 C-Diff acquisitions (Trust-attributable) Number 0 2 2 1 0 0 0 0

1.4.1 Hospital Standardised Mortality Ratio (HSMR) - Weekend Number 100 103.8 98.8 97.54 140.62 120.94 164.07 164.04

1.4.4 Hospital Standardised Mortality Ratio (HSMR) (All  days) Number 100 101.72 100.71 100.68 109.81 100.68 70.29 70.27

1.4.4 Deaths in Hospital Number N/A 115 92 34 3

1.5.1 Safe staffing – ratio of actual to planned nursing hours Ratio 0.93 1.03 1.05 1.01 1.05 1.07 0.95 0.98

2.2.1 Non elective Length of Stay Cum ALOS N/A 6.38 9.62 7.88 5.94 6.36 2.63 2.31

2.2.4 Complaints Number N/A 44 24 13 12 12 7 5

2.5.2 Number of day cases (Quality Account) Number N/A 1573 558 760 839 942 176 162

2.5.3 Emergency readmissions within 7 days Monthly % N/A 4.30% 5.12% 5.62% 3.68% 5.14% 3.07% 4.43%

2.5.4 Emergency readmissions within 28 days Monthly % 10% 8.80% 11.50% 12.48% 5.94% 9.20% 8.05% 9.70%

3.1.3 Mixed sex accommodation breaches Cases 15 28 0 6 28 0 0 0

3.1.4 No. Patients cancelled on day of Surgery Number 38 5 4 29 25 4 2

3.1.5 Patients cancelled and not admitted within 28 days Number 0 0 0 0 0 1 0 0

3.1.6 Friends and Family Test response rate (Admitted) Monthly % 25% 24.88% 23.10% 22.20% 23.67% 22.90% 36.44% 28.40%

3.1.7 Friends and Family Test %  recommend (Admitted) Monthly % 83% 85.25% 78.30% 76.80% 79.60% 79.00% 87.50% 92.10%

4.1.1 RTT – Incomplete pathways (overall) (1 month in arrears) Monthly % 92% 77.78% 73.44% 72.73% 77.12% 76.98% 98.08% 98.73%

4.1.2 RTT – Treatments over 52 weeks (1 month in arrears) Number 0 16 5 6 11 6 0 0

4.1.3 RTT – Total complete pathways (non admitted) (1 month in arrears) Monthly % 95% 75.84% 68.76% 72.52% 75.00% 75.11% 97.84% 97.90%

4.1.4 RTT –Total complete pathways (admitted) (1 month in arrears) Monthly % 90% 59.47% 57.14% 52.50% 51.32% 47.00% 87.17% 80.71%

4.3.1 Cancer – 2 week wait (1 month in arrears) Monthly % 93% 76.39% 59.45% 57.37% 95.59% 95.73% 87.78% 95.41%

4.3.4 Cancer – 31 day subsequent treatments – surgical (1 month in arrears) Monthly % 94% 100.00% 100.00% 100.00% 100.00% 94.44% No pts 100.00%

4.3.5 Cancer – secondary chemotherapy <31 days  (1 month in arrears) Monthly % 98% 100.00% 100.00% 100.00% 100.00% 100.00% No pts No pts

4.3.7 Cancer – 62 day urgent GP referrals  (1 month in arrears) Monthly % 85% 72.17% 82.22% 90.79% 66.67% 52.63% 57.14% 75.00%

4.3.9 Cancer – 62 day screening (1 month in arrears) Monthly % 90% 74.29% No pts No pts 76.47% 100.00% 0.00% No pts

4.6.1 Average elective length of stay Cum ALOS <5 5 2.71 3.79 3.74 2.79 1.67 1.92 2.01

4.6.3 Discharges before noon Monthly % 25% 14.35% 13.73% 16.24% 13.93% 13.97% 20.03%

4.7.2 Follow-up to new ratio Ratio 2.00 2.45 2.67 1.91 1.91 1.35 1.30

4.7.3 Did not attend rate Monthly % 10% 9.58% 8.69% 8.10% 9.93% 9.30% 10.96% 11.10%

5.3.4 Appraisals completed (% all  staff) Monthly % 95% 70% 62.00% 57.84% 66.00% 61.86% 81.00% 73.25%

5.3.6 Mandatory training compliance Monthly % 85% 83% 80.00% 80.40% 82.00% 83.38% 88.00% 86.49%

5.3.7 Rolling annual turnover rate Monthly % 8% 9% 12.00% 12.16% 10.00% 10.42% 6.00% 6.60%

5.3.8 Overall  Sickness rate Monthly % 3% 3.54% 4.14% 3.53%

5.3.10 Temporary staff % of pay bil l Monthly % 15% 31.00% 29.36% 22.51% 21.28% 8.96% 8.45%

5.3.11 Vacancy Rate % Monthly % 8% 16.29% 16.87% 21.99% 11.98%

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 0 -289 -67 52 89 -92 -274

606T Expenditure budget variance to plan Mthly £ var £0 0 343 -123 -75 47 53 64

Income CIP Performance variance to plan Mthly £ var £0 0 0 0 0 0 0 0

102 % of CIP plans fully developed Monthly % 100% 0.00% 73.27% 73.27% 76.28% 76.28% 100.00% 100.00%

*RAG Rating is for the current reporting period.

Enablers

Aug-16

Acute & Continuing Care 

Safe

Effective

Caring

Responsive

Performance Review Scorecard  - Clinical Directorates Summary

Well-Led

Co-ordinated Surgical Womens and Children



September 2016
Appendix 

Maternity Dashboard

Type Measure Goal Sep 2015 Oct 2015 Nov 2015 Dec 2015 Jan 2016 Feb 2016 Mar 2016 Apr 2016 May 2016 Jun 2016 Jul 2016 Aug 2016 Trend Total

Closing of maternity 

unit Nil 0 2 0 0 4 3 1 0 0 0 1 0 11 YTD

Organisation

Maternal Transfers: 

In-utero transfers out 

of trust Nil 0 0 0 0 0 5 4 1 0 0 0 0 10 YTD
Expected Deliveries 

per month based on 

bookings and EDD 

dates 425 453 428 417 432 415 399 413 409 434 438 463 447 6223 YTD

Total Deliveries 425 464 432 432 414 431 385 416 411 421 417 487 457 5167 YTD

Hospital Deliveries % 97 96 98 96 96 96 97 95 95 95 95 96 96 AV%

TBP Deliveries % 16 13 17 20 14 16 19 17 17 18 19 17 17 AV%

Home Deliveries % 03.02% 03.70% 01.85% 03.62% 04.41% 02.86% 02.64% 04.62% 04.28% 01.67% 02.26% 03.27% 03.18% AV%

BBA's 6 5 3 4 3 6 2 7 7 7 6 4 60 YTD

Water Births % 07.11% 07.07% 09.71% 11.48% 05.22% 06.21% 09.29% 09.41% 10.38% 08.97% 07.82% 07.98% 08.39% AV%

Booking by 12+6 90% 75.79% 79.63% 81.29% 82.76% 76.78% 81.33% 80.16% 83.26% 81.82% 83.10% 77.65% 80.25% 80.32% AV%

Booking at 10 weeks 90% 66 64 80 54 AV%

Activity

% Unassisted Vaginal 

Deliveries >60% 61.42% 59.03% 64.35% 60.87% 61.02% 61.82% 63.22% 67.40% 64.37% 63.79% 61.60% 62.48% 62.61% AV%

Total Ventouse Births 

% 5 6 4 5 3 4 4 4 4 5 5 3 4 AV%

Total Forceps Births% 6 6 3 3 5 4 4 4 5 6 6 5 5 AV%

% of SVD (DS) 50.30% 51.10% 52.20% 43.20% 48.70% 47.70% 46.80% 52.00% 46.60% 42.00% 39.63% 41.19% 46.79% AV%

% of SVD (TBP) 18.00% 18.69% 17.06% 17.92% AV%

% Induction of Labour <32% 26.94% 31.94% 26.85% 25.60% 29.93% 28.57% 28.37% 29.93% 29.93% 29.70% 26.90% 28.83% 28.62% AV%

% Failed Instrumentals 1% 0.43% 0.93% 1.39% 0.24% 1.16% 1.82% 0.96% 1.22% 0.95% 0.20% 0.21% 0.89% 0.87% AV%

%C-Section (Elective) 10% 10.34% 10.42% 11.34% 10.87% 10.44% 10.91% 10.34% 08.76% 11.64% 08.00% 08.62% 10.12% 10.15% AV%

%C-Section 

(Emergency) <15% 14.87% 16.44% 15.51% 18.84% 19.72% 18.44% 16.59% 15.82% 14.96% 17.00% 17.04% 16.93% 16.85% AV%

Total rate % (Elective 

& Emergency) <27% 25.22% 26.85% 26.85% 29.71% 30.16% 29.35% 26.92% 24.57% 26.60% 25.00% 25.67% 27.03% 27.00% AV%

% Women choosing 

VBAC 32.84% 41.89% 38.98% 25.00% 38.46% 37.50% 41.18% 45.28% 29.69% 44.60% 49.00% 38.05% 38.54% AV%

% Successful VBAC 

(opting women) 75% 77.27% 61.29% 65.22% 40.00% 90.00% 50.00% 57.14% 83.33% 68.42% 57.10% 62.00% 65.61% 64.78% AV%

Weekly hours 

dedicated 

Consultants presence 

on labour ward 91 91 91 91 91 91 91 91 91 91 91 91 91

Midwife to Women 

Ratio - Funded 1:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29 01:29

Workforce

Midwife to Women 

Ratio - Actual 01:34 01:32 01:32 01:33 01:33 01:33 01:32 01:32 32:00.0 AV

% of One to One care 100% 97% 95% 98% 98% 97% 95% 96% 97% 97% 97% 95% 97% 97%

Number of cases of 

meconium aspiration 0 0 2 2 1 1 1 0 2 3 2 0 0 14 YTD

Term Baby Admits to 

SCBU/NICU 0 9 12 13 10 14 11 14 19 14 17 24 18 175 YTD

Intrapartum Still 

Births (>24/40) 0 0 1 0 0 0 0 0 0 0 0 0 0 i YTD

Antepartum stillbirths 

(>24/40) 2 2 0 2 4 0 1 1 0 1 3 2 18 YTD

Clinical Inicators

Term neonatal deaths 

< 7 days 0 0 0 0 0 0 0 0 0 0 0 0 0 0 YTD

Number of cases of 

hypoxic 

encephalopathy 

grades 2&3 0 1 0 3 0 0 0 0 0 0 1 1 0 6 YTD

Number of SIs 0 0 0 0 0 0 3 2 0 0 0 0 2 7 YTD

Complaints 0 3 5 6 2 3 1 2 2 2 3 4 3 36 YTD

PPH 1000-2499ml 36 42 36 24 32 37 33 27 26 40 34 37 404 YTD

PPH>2500mls 0 0 0 0 0 1 1 0 1 6 5 3 17 YTD

% 3rd/4th Degree 

Tears 2% 02.37% 01.62% 01.16% 00.72% 00.93% 01.30% 00.96% 00.49% 03.09% 00.96% 01.23% 01.46% 01.36% AV%

% Breast Feeding at 

delivery 85% 72.20% 62.50% 71.30% 71.26% 65.89% 68.31% 71.63% 66.91% 67.46% 66.19% 71.00% 68.22% 68.57% AV%

% Smoking at Delivery <12% 14.14% 20.90% 17.73% 18.12% 17.05% 19.40% 17.14% 13.92% 18.60% 16.39% 16.50% 17.41% 17.27% AV%

FFT (response rate at 

birth) 40% 16.81% 17.90% 17.90% 19.81% 20.11% 19.57% 17.95% 16.38% 17.74% 16.67% 17.11% 18.03% 18.00% AV%

NIP1 .NIPE in 72 hours >99.5% 98.40% 99.90% 100.00%

ANNBS ID1 HIV uptake >95% 99.20% 98.90% 98.90%

ID2 refferal of Hep B pos cases>90% 100.00% no cases 100.00%

FA1 completed lab forms100% 99.30% 99.50% 99.80%

ST1 SCT coverage >99% 99.40% 98.60% 98.90%

ST2 SCT timeliness of test>75% 50.30% 50.50% 45.90%

ST3 FOQ completion >95% 97.30% 97.30% 97.90%

NP2 referral of DDH 100% 0.00% 0.00% 100.00%

NB2 NBBS repeat rate <05% 1.50% 3.10% 2.20%

917

Headlines 7

Consider audit of emergency CS to identify the number which were intrapartum V category 3

VBAC counselling- consider documentation audit  to include quality of detail and grade of staff undertaking appointment

           To compare Ventouse/Forcep stats with RCOG indictaors.

            Exception report for booking at 12+6
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Executive Summary 
 

 
This report outlines Trust financial performance for M5. More 
information is available and has been presented to the 
Performance workshop. Summarised financial information is 
contained within the appendices to this report. 
 
Key points are : 

 Overall the Trust continues to see and treat more 
patients than planned particularly through ED with 
attendances running 10% above last year’s level.  

 Non Elective (NEL) admissions are increasing (2% YTD 
as at August 2016) despite a fall in ED attendance 
conversion rate on total attendances from 25.7% to 
21.3% over the same period. 

 One of the impacts of the Medical Model is the reduction 
in Patient length of stay (average length of stay was 6.06 
days YTD as at August 2015 vs 5.51 days over the same 
period in 2016) resulting in a reduction in excess bed day 
income of £713k YTD as at August 2016 representing a 
36% decrease from last year’s level. 

 Financial performance continues to be monitored at 
Directorate PRMs. 

 Workforce WTE are below plan substantively due to 
vacancies across clinical and corporate areas but at plan 
when bank and agency are included. 

 Pay expenditure is £160k or 0.001% variance favourable 
to plan in month. 

 Clinical supplies expenditure in month and YTD is 
adverse to plan resulting from higher than originally 
planned outsourcing of Patient activities, this activity is 
backed by higher than planned income levels. 

 Capital programme expenditure is currently below plan, 
however all investment projects are forecast to achieve 



 

the original year end plans. 

 The Contract with North Kent CCGs is still not agreed. 
Discussions are ongoing between NHSI and NHSE in 
mediation. 

 

 
Resource Implications 
 

 
As outlined 
 
 

 
Risk and Assurance 
 

 

 The high level of ED demand is creating multiple knock 
on adverse effects on the Trust’s financial position such 
as the reliance on premium rate agency staff at short 
notice, the displacement of elective capacity by 
emergency patients, the increase in non-elective 
admissions which attract only a marginal tariff and 
additional unexpected demand pressures on achieving 
both our ED access and RTT targets. This is likely to 
lead to financial risk in achieving the Sustainability and 
Transformation Fund (STF) as well as a number of key 
quality standards. The Board is asked to note that 
mitigating work has started with the CCGs to identify 
actions to reduce the demand impact. The Executive 
Group agreed the proposal to issue a contract 
performance notice for ED Patient demand to the 
CCGs. A revised 4hour improvement trajectory is the 
expected outcome reducing the STF risk exposure. 
Executive Director colleagues manage the quality 
risks on a daily basis. 
  

 A number of Trust Directorates/Services are financially 
performing ahead of plan. A smaller number are not. The 
risk is currently mitigated by other areas where they are 
ahead of plan. The Board is asked to note those areas 
behind plan have been highlighted to Directorates as 
part of the PRM process and a rectification plan for 
each is expected.  
 

 In Q3 the financial risk associated with a lack of full CIP 
plans will rise. The Board is asked to note that a new 
CIP policy has been developed and will be rolled out 
Trust wide during late September, this includes 
enhanced support for Directorates. All CIP actions 
will be subject to a full Quality Impact Analysis (QIA) 
process. 
 

 A current reputational and financial risk is the Agency 
cost above cap and outside of framework. Our current 
usage and cost is above expected levels. 
The Board is asked to note that mitigation includes 
close working with NHSI in the short term to agree 
improvement actions. The Executive Group have 
agreed to develop internal Agency improvement plan 



 

together with the longer term impact of a recruitment 
and retention programme led by HR. All actions will 
be subject to a full QIA process. 
 

 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. The Board is asked to note that NHSI 
and NHSE have agreed to mediate but no decision 
has yet been made.  
 

 Inefficient use of Trust resources remains a risk due to 
assurance gaps in the financial controls environment. 
The Board is asked to note that work has already 
commenced to enhance the financial controls 
environment as part of the Trust Financial Recovery 
Plan and will further roll out through the autumn 
2016.  

 

 
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 

 
Recommendation 
 

 
The Board is asked to note the report 

 
Purpose & Actions 
required by the Board : 
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1. Clinical Activity

Clinical Activity by Point of Delivery (August 2016)

Actual Plan Variance Actual Actual Plan Variance Actual

PBR

JanuaryElective Day CaseElective Day Case 2,158 1,714 444 1,528 9,606 9,204 403 8,142

JanuaryElective InpatientElective Inpatient 684 597 88 566 3,188 3,073 115 2,922

JanuaryNon Elective InpatientNon Elective Inpatient 4,338 3,470 868 3,847 20,319 19,107 1,212 18,465

JanuaryExcess Bed DaysExcess Bed Days 1,169 2,193 -1,024 2,597 6,350 10,530 -4,180 10,647

JanuaryOutpatientsOutpatients 26,549 25,600 949 25,570 145,968 141,816 4,152 133,862

JanuaryA&EA&E 7,274 6,642 632 6,865 36,875 33,473 3,402 33,690

JanuaryMaternity PathwayMaternity Pathway 938 818 120 1,296 4,521 4,402 119 4,741

JanuaryDirect Access RadiologyDirect Access Radiology 5,554 3,564 1,990 2,400 30,256 24,249 6,007 9,753

JanuaryAdult Critical CareAdult Critical Care 862 769 93 753 4,099 4,023 76 4,020

JanuaryChemotherapyChemotherapy 1,027 765 262 751 4,971 4,117 854 4,108

Total PBR 50,553     46,132     4,421        46,173       266,153       253,994       12,159     230,350   

Non PBR

JanuaryDirect AccessDirect Access 204,528 173,942 30,586 116,986 1,015,529 896,353 119,176 495,763

JanuaryNeonatal Critical CarePaediatric & Neonatal Critical Care
779 1,020 -241 1,083 4,966 4,927 39 4,640

JanuaryExcluded DevicesExcluded Devices 81 72 9 72 428 345 83 376

JanuaryOther cost per caseOther cost per case 2,206 2,896 -690 5,395 12,606 14,035 -1,429 29,444

Total Non PBR 207,594  177,930  29,664     123,536     1,033,529   915,660       117,869   530,223   

Prior Year In 
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Prior Year 

YTD Activity Performance against PlanCurrent Month Year to Date
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A&E attendances continue with high volumes month on month, a  15% increase compared to July 2015.  Work is under way with the  CCG 
to understand the underlining issue for the step change in activity numbers, in July  400 patients per day attended A&E.  
 
Elective Day cases are over performing by 111 spells in month 4 (44 spells under YTD).The over performance is mainly attributed to 
increased outsourcing of activity in Colorectal Surgery and Gastroenterology. 
  
Elective Inpatients are underperforming by 27 spells (21 spells over YTD)  in month 4 mainly in  T&O and Rheumatology. T &O is due to 
capacity constraints while Rheumatology is due to the limited access to the infusion suite at DVH.  
 
Direct Access is significantly over plan as a result of a change in the counting methodology. The plan was set on the basis o f the number 
of patients referred (which was consistent with the reporting methodology of last financial year) while the actuals are based  on the 
number of tests performed. 
 
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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A&E attendances continues with high volumes month on month, seeing a  10% increase compared to August 2015.  A contract 
performance letter has been issued to the CCG in relation to the high level of A&E  
 
Elective Day cases & Inpatients continue to over perform in month, 532 spells, resulting in a  YTD over performance to 518 sp ells. Main 
areas of over performance are Colorectal Surgery, Medical Oncology and Clinical Oncology.  T&O are on plan in month.  
 
Non Elective activity is 10% higher than  the  corresponding period of the last  financial year YTD . This increase  is drive n by the high level 
of A&E attendances currently being experienced. 
 
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. Consolidated Income & Expenditure

Consolidated I&E (August 2016)

Actual Plan Variance Actual Plan Variance Plan

£m £m £m £m £m £m £m

Revenue
Clinical income 18.59 18.33 0.26 96.48 95.73 0.76 230.71

High Cost Drugs 1.64 1.72 -0.08 8.57 8.60 -0.03 21.45

Other Operating Income 1.99 2.03 -0.04 10.44 10.16 0.28 24.33

Total Revenue 22.22 22.08 0.14 115.48 114.48 1.00 276.48

Expenditure
Substantive -13.45 -15.48 2.04 -66.91 -76.88 9.97 -183.36

Bank -0.72 -0.27 -0.45 -3.19 -1.32 -1.86 -3.22

Locum -0.21 -0.25 0.04 -1.13 -1.25 0.11 -2.99

Agency -3.13 -1.67 -1.47 -14.88 -8.38 -6.49 -19.65

Total Pay -17.50 -17.66 0.16 -86.10 -87.83 1.73 -209.21

Clinical supplies -3.31 -2.90 -0.41 -16.68 -14.59 -2.08 -34.61

Drugs -2.66 -2.48 -0.18 -13.43 -12.90 -0.53 -30.55

Consultancy -0.04 -0.30 0.26 -0.21 -0.75 0.55 -1.10

Other non pay -2.58 -2.65 0.07 -13.34 -13.24 -0.11 -31.82

Total Non Pay -8.59 -8.33 -0.26 -43.66 -41.49 -2.17 -98.09

Total Expenditure -26.09 -26.00 -0.09 -129.76 -129.32 -0.44 -307.30

EBITDA -3.88 -3.92 0.04 -14.28 -14.84 0.44 -30.82
-17% -18% 0% -11% -15% 0% -15%

Post EBITDA

Depreciation -0.82 -0.82 0.01 -4.02 -4.04 0.02 -9.69

Interest -0.16 -0.16 0.00 -0.65 -0.70 0.05 -2.02

Dividend -0.12 -0.11 -0.01 -0.57 -0.54 -0.03 -1.31
-1.10 -1.09 -0.01 -5.24 -5.28 0.04 -13.02

Net (Deficit) / Surplus -4.97 -5.01 0.04 -19.52 -20.12 0.59 -43.84

Year to DateCurrent Month Annual

Commentary

Net (Surplus) / Deficit and Plan Figure

The Trust reported a £4.97m deficit in month 5, favourable to plan by £0.04m. As at month 5 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 Trust is experiencing a high level of A&E demand which currently stands at 10% higher that than last 

year's level as at M5. Even though A&E conversation rate has reduced over the same period, Non Elective 

activity & Income continues to be above plan in month and YTD. The Casemix of emergency patients 

remains more complex, while excess bed days continues to reduce as a result of the on going work in 

reducing the length of stay from the revised medical model. Overall, average length of stay has reduced 

from last year's level for both Elective and Non Elective patients.

High cost drugs income is slightly adverse to plan in month mainly due to reduced activity compared to 

plan, while YTD is largely on plan. 

Contract negotiations are yet to be finalised with the CCGs.

Other Income

Other income in month is largely on plan.

Pay 

Pay expenditure is £0.16m favourable to plan in month mainly due to vacancies not being covered by bank 

and agency staff. There was an increase in agency expenditure mainly due to the holiday period.

Non Pay

Clinical supplies in month and YTD is favourable 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 mainly due to increased activity. Other non pay is largely on plan.

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 5 £4.1m (Month 4 £4.1m) of the £12.6m (33%) remains unidentified with the plan 

assuming delivery from month 7. Sustainability & Transformation funding will be contingent upon 

achievement of the agreed performance trajectories. The Trust is currently not meeting the agreed A&E 

improvement trajectory but as per the STF guidance the growth has been raised with the CCG. The cancer 

target was not met in July but was within the 1% tolerance (data is awaited for August). The Directorates 

have been requested to review this and report to the PRM. 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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3a. Clinical Income

Clinical Income by Point of Delivery (August 2016)

Actual Plan Variance Actual Actual Plan Variance Actual

£m £m £m £m £m £m £m £m

PBR

Elective Day Case 1.40 1.35 0.05 1.14 7.02 7.02 0.00 6.01

Elective Inpatient 1.48 1.61 -0.13 1.33 8.21 8.33 -0.13 7.43

Non Elective Inpatient 6.32 5.96 0.36 6.23 32.74 31.83 0.91 31.14

Emergency Readmissions -0.19 -0.19 0.00 -0.19 -0.97 -0.97 0.00 -0.95

Emergency Marginal rate -0.22 -0.27 0.05 0.22 -1.40 -1.33 -0.07 -1.19

Excess Bed Days 0.27 0.55 -0.28 0.63 1.48 2.53 -1.05 2.51

Outpatients 3.34 3.24 0.10 3.38 17.98 17.79 0.19 16.48

A&E 0.93 0.87 0.06 0.88 4.78 4.33 0.45 4.22

Maternity Pathway 0.85 0.81 0.04 1.10 4.42 4.41 0.00 4.62

Direct Access Radiology 0.21 0.17 0.03 0.19 1.16 0.97 0.19 0.68

Adult Critical Care 0.83 0.83 0.01 0.80 4.21 4.12 0.09 4.06

Chemotherapy 0.18 0.11 0.08 0.10 0.80 0.57 0.23 0.56

Total PBR 15.40 15.02 0.37 15.81 80.43 79.61 0.81 75.58

Non PBR

High Cost Drugs 1.64 1.72 -0.08 1.52 8.57 8.60 -0.03 7.85

Direct Access 0.43 0.47 -0.04 0.92 2.20 2.46 -0.27 2.90

Paediatric & Neonatal Critical Care 0.71 0.79 -0.08 0.67 4.21 3.85 0.37 3.25

Excluded Devices 0.17 0.24 -0.07 0.23 0.88 0.88 0.00 0.84

Other cost per case 0.24 0.30 -0.06 0.28 1.36 1.44 -0.08 1.44

Block contracts 0.78 0.77 0.01 0.78 3.90 3.86 0.03 3.93

Outpatient efficiencies -0.12 -0.23 0.11 -0.34 -0.88 -1.14 0.26 -0.95

Total Non PBR 3.85 4.06 -0.21 4.06 20.23 19.95 0.29 19.25

CQUIN 0.34 0.35 0.00 0.15 1.79 1.84 -0.05 1.49

Contract Penalties 0.00 0.00 0.00 0.00 0.00 0.00

Other Income Adjustments 0.00 0.00 0.00 -0.38 0.00 0.00 0.00 -1.04

Sustainability & transformation Funding 0.70 0.70 0.00 3.50 3.50 0.00

Other Non-Contracted Income 0.04 0.05 -0.01 -0.03 0.25 0.26 -0.01 0.06

Provision -0.23 -0.14 -0.09 -1.15 -0.83 -0.33 -                   

Prior Month Adjustments 0.11 0.11 0.00

Total 20.22        20.05           0.17         19.61          105.04            104.33           0.72            95.34            

Prior Year In 

Month Prior Year YTD Income Performance against PlanCurrent Month Year to Date
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A&E income is above plan in month mainly due to increased attendances. Non Elective Income is above plan mainly due to the increased complexity of patients. There is a 
reduction in excess bed days due to the on going work in reducing the length of stay from the revised medical model. High cost drugs income is adverse to plan in month mainly 
due to reduced activity compared to plan, YTD is largely on plan. 
 
Contract Penalties have been removed to reflect the Trust's acceptance and sign up to the Sustainability & Transformation Fund, however future period Sustainability & 
Transformation funding will be contingent upon achievement of the agreed performance trajectories. The Trust is currently not meeting the agreed A&E improvement trajectory 
but as per the STF guidance the growth has been raised with the CCG. The cancer target has not been met but is within the 1% tolerance. The Directorates have been requested 
to review this and report to the PRM. Traditional contract penalties will not be applied in line with NHS Improvement guidance, however penalties on Ambulance handover, 52 
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Non Elective Income has increased due to the rise in attendances in A&E even though A&E conversion rates have reduced from last year's level  (23.7% in August 2015 vs 23.1% 
in August 2016).  In addition, we are continuing to see a reduction in excess bed days which has led to a reduction in avearge LOS for non elective patients due to the impact of 
the medical model. 
 
Contract penalties have not been applied in line  with the Trust's acceptance and sign up to the Sustainability & Transformation Fund, however future period Sustainability & 
Transformation funding will be contingent upon achievement of the agreed performance trajectories. Traditional contract penalties will not be applied in line with NHS 
Improvement guidance.   
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3b. Directorate Summary

Actual Plan Var Actual Plan Var Actual Plan Var Actual Plan Variance Income Pay Non Pay TOTAL

Acute & Continuing Care -44.1 -43.3 -0.8 28.4 29.5 -1.0 18.4 17.3 1.0 2.7 3.5 -0.8 -102.4 67.7 40.5 5.8

Co-ordinated Surgical -36.1 -36.4 0.3 27.9 27.8 0.1 12.4 12.3 0.1 4.1 3.7 0.4 -85.2 67.0 26.0 7.8

Women & Children -23.6 -23.1 -0.6 14.1 14.1 -0.1 1.9 1.7 0.2 -7.7 -7.2 -0.5 -56.4 34.1 4.2 -18.1

Other Clinical Income -4.1 -4.5 0.4 0.0 0.0 0.0 0.0 0.0 0.0 -4.1 -4.5 0.4 -15.1 0.0 0.0 -15.1

Total Clinical Directorates -107.9 -107.2 -0.7 70.4 71.4 -1.0 32.6 31.4 1.3 -4.9 -4.4 -0.5 -259.1 168.8 70.7 -19.6

Corporate -1.3 -1.3 0.0 9.3 9.5 -0.2 2.4 2.3 0.1 10.4 10.6 -0.1 -3.1 21.9 5.6 24.3

Facilities & Estates -2.4 -2.4 0.0 5.3 5.4 -0.1 4.4 4.2 0.2 7.3 7.2 0.0 -5.7 11.5 10.1 15.9

Central -3.9 -3.6 -0.3 0.6 0.5 0.1 2.4 2.4 0.0 -0.9 -0.7 -0.1 -8.7 1.1 5.9 -1.7

TOTAL -115.5 -114.5 -1.0 85.6 86.8 -1.2 41.8 40.3 1.5 11.9 12.6 -0.7 -276.5 203.2 92.2 19.0

Non Operating expense 5.2 5.3 0.0 5.2 5.3 0.0 13.0 13.0

TOTAL Trust -115.5 -114.5 -1.0 85.6 86.8 -1.2 47.0 45.6 1.4 17.1 17.9 -0.8 -276.5 203.2 105.3 32.0

Reserves 0.5 1.0 -0.5 1.9 1.1 0.7 2.4 2.2 0.2 6.0 5.8 11.8

TOTAL Trust including Reserves -115.5 -114.5 -1.0 86.1 87.8 -1.7 48.9 46.8 2.1 19.5 20.1 -0.6 -276.5 209.2 111.1 43.8

Annual Plan

Year to Date Performance (April to August)

Income Pay Non Pay Year To Date
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4. Cash Flow

14 Week Forecast

Actual Forecast

£m 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 w/e 07/10/16 w/e 14/10/16 w/e 21/10/16 w/e 28/10/16 w/e 04/11/16 w/e 11/11/16 w/e 18/11/16 w/e 25/11/16

BANK BALANCE BFWD 10.38 8.30 20.17 20.58 21.75 7.40 18.99 15.93 18.05 1.97 1.41 11.03 12.85 6.72 1.41 11.45 8.74 12.40

Receipts

NHS Contract Income 0.35 13.93 0.90 3.09 0.06 14.89 0.00 3.76 0.12 0.00 14.60 3.67 0.00 0.12 14.60 0.00 3.67 0.12

Other 0.53 0.30 0.85 0.27 0.74 0.70 0.32 0.30 0.30 0.65 0.30 2.03 0.25 0.25 0.70 0.32 0.30 0.25

Total receipts 0.88 14.23 1.75 3.36 0.80 15.59 0.32 4.06 0.42 0.65 14.90 5.70 0.25 0.37 15.30 0.32 3.97 0.37

Payments

Pay Expenditure (excl. Agency) (0.01) 0.00 0.00 (2.22) (11.46) (0.03) 0.00 0.00 (13.57) (0.03) 0.00 0.00 (5.77) (7.80) (0.03) 0.00 (2.22) (11.35)

Non Pay Expenditure (2.71) (2.36) (3.42) (3.52) (3.69) (3.44) (2.87) (3.36) (2.41) (0.66) (4.61) (3.20) (2.82) (0.21) (4.51) (2.31) (3.52) (2.31)

Capital Expenditure (0.23) 0.00 (0.02) (0.44) 0.00 (0.52) (0.52) (0.52) (0.52) (0.52) (0.68) (0.68) (0.68) (0.68) (0.73) (0.73) (0.73) (0.73)

Total payments (2.95) (2.36) (3.44) (6.19) (15.16) (3.99) (3.39) (3.88) (16.50) (1.21) (5.29) (3.88) (9.27) (8.69) (5.26) (3.03) (6.46) (14.38)

Net Receipts/ (Payments) (2.08) 11.87 (1.69) (2.83) (14.36) 11.60 (3.07) 0.18 (16.09) (0.56) 9.62 1.82 (9.02) (8.32) 10.04 (2.71) (2.49) (14.02)

Funding Flows

FTFF/DOH 0.00 0.00 2.10 4.00 0.00 0.00 0.00 1.95 0.00 0.00 0.00 0.00 2.90 3.01 0.00 0.00 6.15 3.04

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 2.10 4.00 0.00 0.00 0.00 1.95 0.00 0.00 0.00 0.00 2.90 3.01 0.00 0.00 6.15 3.04

BANK BALANCE CFWD 8.30 20.17 20.58 21.75 7.40 18.99 15.93 18.05 1.97 1.41 11.03 12.85 6.72 1.41 11.45 8.74 12.40 1.42

Capex spend remains slow, however this spend is expected to pick up with the redevelopment of the

Ambulance Parking / Drop Off area as part of the wider Emergency Department Project.

Commentary 

This graph shows the qctual cash profile for the Trust for August 2016; it also illustrates the forecasted profile

up to the 25th November 2016. The Trust commenced August with £8.30m and ended the month with

£7.13m. 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 August the Trust made use of its £21.3m Working Capital Facility (WCF) and drew down £4.0m; the

Trust also received the 1st installment of the STF funding of £2.1m. The Trust has requested to draw down a

further £1.95m in September and it is forecasted that we will have fully utilised this facility by November 16

and will therefore require alternative funding to be in place. It is anticipated that the Trust will have access to

the remaining £6.3m 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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5. 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.
New Interim Director of Facilities & Estates appointed and timing 

to be confirmed of benchmarking exercise

8 – 6 Produce an Estates strategy Summer 2016 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
9th May 2016

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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6.Capital

Capital Programme Summary

Annual

Actual Plan Variance Actual Plan Variance Plan

£m £m £m £m £m £m £m

Expenditure

Recurrent Estates & Site Infrastructure 0.82 0.59 0.23 1.61 1.72 -0.11 5.06

IM&T 0.83 0.34 0.49 1.31 1.53 -0.21 5.90

Medical & Surgical Equipment 0.05 0.16 -0.10 0.58 0.64 -0.06 1.52

Specific Business Cases 0.18 0.10 0.08 1.06 0.73 0.33 3.88

Transform Projects (ED/AAU) 0.59 1.63 -1.04 1.63 3.46 -1.83 11.84

Total 2.47 2.82 -0.34 6.19 8.08 -1.89 28.20

Capital Monthly Profile

Current Month Year to Date

Commentary

As at Month 5 the capital programme is £1.9m below plan, 

this relates primarily due to slippages against the original 

plan for the bed management system and the ED 

redevelopment project. These are temporary timing issues 

and all investment projects are forecast to a achieve the 

original year end plans. 

For the year to date the Trust has not yet drawn any external 

funding in relation to the capital programme and the gap 

between the current capital spend and the available capital 

resource is being funded from the Trusts cash reserves. This 

will be redressed once the expenditure  increases to planned 

levels and it becomes necessary to draw against the agreed 

external loans.
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Report to the Board of Directors 

Board Date : 29 September 2016 

Title of Report 
 

 
Fire Safety – progress on assurance 

Presented by  
 

 
Darren Cattell, Director of Finance 

Lead Director 
 

 
Claire Lowe, Director of Estates and Facilities 

Committees or Groups 
who have considered 
this report 
 

 
Executive Group 21st September 2016. 
 
The Executive Group considered this report and received limited 
assurance over the historical Fire Safety management 
arrangements within the Trust.  
 
Following consideration of the report, the Executive Group 
received a greater level of assurance over current Fire Safety 
management arrangements within the Trust however a number 
of remedial actions were required.  
 
The Executive Group recognised priority actions were being 
undertaken initially (with support from Kent Fire and Rescue 
Services and a new Fire Safety Advisor) with a full roll out plan 
of all remedial works to a yet to be agreed longer term timescale.   
 

Executive Summary 
 

The purpose of this report is to advise the Board of the current 
situation in regard to fire safety, compliance and the 
requirements for improvement. This follows the critical feedback 
previously received and updates the Board following a situation 
report presented to the Board in July by the Director of Finance.  
 
Kent Fire and Rescue Service (KFRS) is the authorising body 
responsible for MFT properties.  
 
The Trust was visited by KFRS in the spring of 2016 as a direct 
result of the 2015 CQC inspection. The relationship between the 
Trust and KFRS at that stage was not where it needed to be.  
 
Over the early summer the new Trust staff responsible for Fire 
safety worked long and hard at the relationship and invited 
KFRS to conduct a peer to peer compliance review.  
 
KFRS produced a condition report in late July 2016 (this is 
available to Board members) which outlined a number of serious 
Fire Safety concerns, a number of these concerns required 
immediate action. By that time the Trust had changed its Fire 
safety advisors and had appointed an experienced interim Fire 
Safety Officer. 
 
The Fire Safety Officer has been charged with taking forward fire 
safety compliance within the Trust (a further number of issues 



 

have been more recently highlighted as part of the CQC 
preparation work) and to manage the issues within the KFRS 
report. 
 
The requirements upon the Trust from the KFRS report have all 
been assessed, and relevant plans put in place, with draft 
policies and strategies awaiting final Operational acceptance 
and where necessary Board approval in short order. 
 
The critical components of the KFRS report requirements are; 

1. The Trust has to meet specific standards of role and 
responsibility fire training for all staff 
 

2. Clear and known fire evacuation plans for all areas of 
occupancy are required 

 
3. An improved Fire Response management team to meet 

life risk requirements is required 
 

4. Remedial works on Trust Estate infrastructure 
 

Actions on these have commenced; 
1. New and additional training is already in place for staff. 

2. Fire evacuation plans have been reviewed with a priority 
on all Patient areas, new plans are being finalised and 
communicated to senior clinical leaders for onward 
cascade. 
 

Remaining actions will follow. 
 
The other significant risk is of lack of compartmentation within 
parts of the Trust; this is being dealt with on differing levels, as 
agreed in principle by the new fire adviser and KFRS at the 
meeting of the 26th July. 
 
Frequent damage to fire doors is of concern as this is a major 
cost implication to the trust. New procedures have been 
implemented to reduce damage and costs are will be monitored 
by the Estates team. 

 

Resource Implications 
 

Time and effort initially, remediating actions. In the medium term, 
recruitment of an in-house fire safety team is about to 
commence. This case has already been agreed by the Executive 
Group.  
In the long term an extensive remedial action plan across all 
areas of the Trust estate and infrastructure (to be planned and 
agreed). 
 

Risk and Assurance 
 

The Executive Group considered this report and received limited 
assurance over the historical Fire Safety management 
arrangements within the Trust.  
 
Significant risks have been identified by KFRS, an external 
independent regulator, covering all aspects of fire safety 



 

compliance.  A programme of actions have been developed to 
mitigate these risks to ensure short, medium and long term 
compliance based on priorities agreed with the Kent Fire and 
Rescue Service. 
 
The Executive Group:  

 Acknowledged the issues summarised from the KFRS 
report and agreed the actions (being) taken are 
appropriate and timely (the full report is available and has 
been considered by a number of Trust groups). 

 Noted that further more local operational risks have been 
identified as part of the CQC mock inspection feedback, 
these have/are being tackled immediately as part of our 
improvement plan.  

 Noted that the new interim Fire Safety Officer will ensure 
all plans and actions are known and integrated into the 
CQC improvement plan governed by the PMO and also 
will ensure all evidence is collated in response to the 
CQC Standard 15 evidence collection programme.  

 Noted that in a previous business case agreed by the 
Executive Group the immediate recruitment of in house 
Fire Safety team (to replace the outgoing external 
contractor in order to provide effective leadership and 
specialist knowledge for the Trust) is progressing.  

 

Legal 
Implications/Regulatory 
Requirements 
 

To achieve compliance with Regulatory Reform Order Fire 
Safety and reducing the potential risk for prosecution for Trust 
and Board members. 
 

Recovery Plan 
Implication 
 

 Continuing to modernise our Emergency Department and 

pathway, reducing the time it takes for patients to be seen 

and assessed. 

 Accelerating our recruitment drive to bring in the right people 

with the right skills. This will ensure consistent high quality 

care by reducing our dependency on interim and agency 

staff. 

 Continuing the work to improve our corporate and clinical 

governance in support of safe, high quality patient care and 

a productive working culture for staff. 

Quality Impact 
Assessment 
 

This whole report identifies actions required to address Fire 
Safety deficiencies, all actions improve the quality of the 
services and the safety of all Patients, relatives and staff. 
 

Recommendation 
 The Board is asked to receive the report for assurance.  

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 X   



 

 



 

Report to the Board of Directors 

Board Date :  29 September 2016 

 

Title of Report 
 

Patient Led Assessment of Care Environment (PLACE) Report 
 

Presented by  
 

Darren Cattell, Director of Finance 

Lead Director 
 

Claire Lowe, Director of Estates and Facilities 

Committees or Groups 
who have considered 
this report 
 

Executive Group, 21st September 2016.  
The Executive Group considered this report and although 
received limited assurance from the scoring in the report were 
satisfied that further work had been identified and plans were 
being developed to further improve scores in the next 
assessment.  
There is a clear link in a number of areas to the Trust 
preparation CQC inspection process in the short term. 
 

Executive Summary 
 

 
The purpose of this report is to inform the Board of 2016 PLACE 
results. 
 
Key points are : 
 
1) Cleanliness    

2) Food    

3) Organisation Food    

4) Ward Food   

5) Privacy, Dignity & Wellbeing   

6) Condition, Appearance & Maintenance   

7) Dementia   

8) Disability  

This year PLACE was conducted on May 18th & 19th 2016 and 

generated the following scores, these are compared to previous 

scores and national averages in the table below.  

 
 
 
 
 
 



 

 
Category  2014 2014 

National 
Average 
Scores 

2015 2015 
National 
Average 
Scores  

2016 2016 
National 
Average 
Scores 

Cleanliness 
 

97.66% 97.25% 97.85% 97.57% 98.76% 98.06% 

Food and 
Hydration  

75.50% 88.79% 85.28% 88.49% 80.46% 88.24% 

Organisation 
Food 

N/A N/A N/A N/A 87.60% 87.01% 

Ward Food N/A N/A N/A N/A 79.08% 88.96% 

Privacy 
Dignity and 
Wellbeing  

81.76% 87.73% 79.56% 86.03% 70.36% 84.16% 

Condition, 
Appearance 
and 
Maintenance 

87.16% 91.97% 81.90% 90.11% 89.29% 93.37% 

Dementia N/A N/A 69.81% 74.51% 
 

63.34% 75.28% 

Disability N/A N/A N/A N/A 64.73% 78.84% 

 
Clearly there is more work to do to improve scores. The course 
of action that the Executive Group have agreed that the Trust 
should follow going forward to improve the scores are as follows: 
   

 Schedule regular mini PLACE audits/PLACE Lite, 
agreeing actions as a result and deliver improvements 

 Regular agenda item for the Food Quality Improvement 
Group, recovery action plan to be generated 

 Conduct a Dementia & disability friendly audit 
identifying areas of improvement with action plan to 
rectify issues identified 

 Continue the forward momentum with the deep clean 
programme, Hydrogen Peroxide Vapour (HPV) 
programme and cleaning schemes to ensure the 
cleaning scores increase  
 

There must be a focus on all aspects surrounding food.  The 
core focus of this drive will be based on healthy eating and 
comprise healthy options & choices for staff, the public and 
patients. This initiative is also a CQUIN and members are 
reminded that work has already started with the recent launch of 
the healthy choices for staff. The new Catering manager starts 
on 26th September and this will be a priority for both staff and 
Patients/relatives including surveys and user feedback. 



 

Resource Implications 
 

Currently this is contained within existing Estates and Facilities 
budgets. 
 

Risk and Assurance 
 

Reputational risk over facilities including cleanliness, clear links 
to CQC reports 
Patient Safety and Patient Recovery, risks that the physical 
environment is not suitable for all Patients 
 
This report provides an up to date baseline for a series of 
wide ranging improvement actions for Trust facilities 
management (FM) services. This is being prepared initially 
as part of the CQC programme but will be driven forward 
over a longer timescale under the Trust Recovery 
Programme.  
Quarterly updates will be provided to the Board following 
Executive Group agreements.  
 

Legal 
Implications/Regulatory 
Requirements 
 

PLACE assessment is an annual requirement. Actions are 
required. 
 
 

Recovery Plan 
Implication 
 

Working with our healthcare partners so patients get the right 

care in the community when they leave hospital 

 Continuing the work to improve our corporate and clinical 

governance in support of safe, high quality patient care and 

a productive working culture for staff. 

Quality Impact 
Assessment 
 

All actions will go through the appropriate Quality Impact 
Assessment 

Recommendation 
 

The Board is asked receive limited assurance from the report but 
note that the Executive has already identified the next set of 
actions to be planned and delivered to further improve our 
scores. Further updates will be provided to Board as outlined. 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

 X   



 

Report to the Board of Directors 

Board Date: 29 September 2016 

 

Title of Report 
 

Corporate Governance Report 
 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart 

Committees or Groups 
who have considered 
this report 
 

 
 

Executive Summary 
 

The report outlines current activity and issues in corporate 
governance. 
  

Resource Implications 
 

N/A 

Risk and Assurance 
 

The report outlines the progress of a number of Trust wide 
initiatives designed to improve corporate governance 
arrangements.  Information governance remains a key risk area. 

Legal 
Implications/Regulatory 
Requirements 
 

N/A 

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 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Corporate Governance Report: September 2016 
 

  

1. Executive Summary 

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

 

2. Care Quality Commission  

The Trust received formal notification from the CQC that a full inspection would take place from 

29 November – 2 December along with stage 1 of the Provider Information Request (PIR).  The 

inspection has subsequently been revised to a two day inspection taking place on 29/30 

November.  Part 1 of the PIR was submitted to the CQC by the deadline of 26 August.   

The stage 2 PIR was issued on 8 September and needs to be returned to the CQC by 6 

October.  This contains a mixture of quantitative and qualitative questions that the Trust is 

required to answer, as well as a list of documents that have to be submitted.  The CQC 

articulates the approach as: 

“We will ask the provider to tell us about their performance against each of the five key 

questions, summarising this at overall trust level as well as providing detail for each of 

their core services. In doing so, providers are expected to highlight areas of good and 

outstanding practice, as well as telling us about where the quality of services is less 

good, and in these cases, what action they are taking. This will allow us to assess how 

providers view themselves in terms of quality against the five key questions and to 

understand how their quality improvement plans reflect this, ahead of an inspection. The 

chief executive (or equivalent) should provide assurance to CQC that the information 

given is accurate and comprehensive in setting out the provider’s own view of its own 

performance”.  

The CQC has also requested an in-depth review of complaints which will be centrally collated 

by the complaints team 

On 8/9 September the Trust welcomed colleagues from a range of external partners, 

commissioners, NHSI and Guys and St Thomas’ in carrying out a two day mock CQC 

Inspection of our services ahead of our November formal CQC inspection. The key outcomes 

from the two days have been analysed however there will be a summary report produced 

identifying areas of good practice and any gaps along with associated plans for further 

improvement. 
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3. Risk and Regulation Quality Assurance 

Risk 

The Audit Committee received an update on the Risk Improvement Project on 06.09.2016; this 

was to provide assurance to the Committee that the Risk Management arrangements across 

the Trust are improving and becoming more robust.  The Audit Committee plays a key role in 

supporting the Board by critically reviewing and reporting on the relevance and robustness of 

governance structures and assurance processes on which the Board places reliance.  In 

particular this requires the Audit Committee to understand and scrutinise the organisation’s 

overarching framework of governance, risk and control. At the corporate level this includes risk 

management and performance management systems underpinned by the assurance 

framework. 

The transference of risk registers from datix to RiskAssure and the parallel risk register review 

has not been as timely as planned and expected, however a great deal of work has been done 

during September, in particular in relation to the Acute and Continuing Care Directorate.  

There is still some work to be done in terms of revising risk articulation and scoring and the 

weekly automated reports from RiskAssure to the relevant Directors and Governance Leads, 

has led to an increased scrutiny at senior level and is facilitating the review process. 

The original build of the RiskAssure software has undergone significant modification and 

improved functionality as a result of liaison between the software team Allocate and the 

Corporate Risk leads.  Allocate intend a major revision of the RiskAssure software in the near 

future and Medway have been invited to join the team as a user, in order to facilitate upgrades 

that will further enhance the software functionality. 

Regulation Quality Assurance 

The database of non-CQC regulatory compliance continues to grow and an update will be given 

at the Compliance and Risk Group meeting in September. A section has been added to the 

Directorate report templates in order to inform the updates on the database. However currently 

the information being gathered relies on the Head of Risk & Regulation contacting the various 

leads for information and work is being done to raise awareness within the Directorates that 

information on the level of compliance and any plans in place to facilitate compliance are 

required centrally in order  that reliable assurance can be assessed. 

 

4. Information Governance 

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

in respect of a lost physiotherapy notebook. The Trust reported a further incident when a 

member of the public handed in patient handover notes found on the top of an open black bin 

liner. In excess of 70 patient summaries were included. The ICO have confirmed no further 

action against the Trust.  
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However, despite a Global Communication on the safe disposal of handover notes there have 

been two further local (in the Trust car park and restaurant) incidents of a similar vein. The 

records have been recovered in both incidents.  

The Information Governance Group held its quarterly meeting on 6 September.  Further detail 

on the outputs that the Group monitors are set out in the SIRO’s half year report to the Board. 

 

5. Health and Safety 

On 25 July the Health and Safety Executive informed the Trust that they have completed their 

investigations and conclusions into the death of a patient on 24 May 2014. The patient tripped 

and fell at the ambulance bay of the ED resulted in his death.  During the investigation the HSE 

identified the lack of a suitable and sufficient risk assessment in place relating to slips and trips 

at the entrance to ED.  This was addressed at the time it was raised by the HSE. 

A half year report on health and safety has been submitted separately for the Board. 

6. Emergency Preparedness, Resilience and Response 

The Trust has taken ownership of a temporary store which is located opposite the Emergency 

Department in the new lay-by. The store is the temporary location of the Emergency 

Department Major Incident Cupboard. The unit has been fully commissioned and a handover 

document has been given to the Emergency Department.  The document includes the detailed 

operational arrangements for the new resource. 

To ensure that the Trust Decontamination Unit could be used in the new location it was tested 

prior to any go live of the facility. 

The EPRR arrangements have recently been reviewed on behalf of the CCGs as part of the 

NHS England assurance process on EPRR arrangements.  A full report will be submitted to the 

Board in October. 

The EPRR function is currently awaiting statements of intent for the Clinical Directorates to 

complete the next BMA Industrial Action Operational Order for period 5 – 11 October. The 

weekend 8 - 9 October is not subject to strike action but is subject to SITREP reporting to the 

Department of Health each day. Once complete this will be sent to Medway and Swale CCGs 

for assurance. There is an agreement that a CCG Director will be part of the Trust Tactical 

Control. 

The EPRR department are currently working with Directors to review and publish the Trust 

Winter Resilience Plan. This document will then be tested prior to Executive sign off and 

inclusion into the North Kent CCGs overarching Winter Resilience Plan. 
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7. CQCAssure implementation and reporting 
Implementation of CQCAssure is steadily progressing. Reporting to the Executive Group 

commenced on 17 August, and the reporting demonstrated the granularity of scrutiny and the 

level of compliance. 

 

8. Documentation Management 

The new approach to policies has been approved by the Executive Group.  There are now 

around 14 overarching Policy Areas (which will be board approved policies) with a number of 

other ‘policies’/ AGNs or Standard Operating Procedures sitting under each Board approved 

corporate policy. The Corporate policy areas are: 

 Information Governance 

 Complaints 

 Serious Incidents 

 Safeguarding 

 Emergency Planning, Resilience and Response 

 Human Resources/employee handbook 

 Health and Safety 

 Standards of Business Conduct 

 Medicines Management 

 Risk Management 

 Patient Care and Management 

 Security and Estates 

 Duty of Candour 

 Finance 

Executives are working on drafting the corporate policies within their remit with the expectation 

that they will be approved by the Board in September or October 2016.  All corporate policies are 

subject to Executive Group review prior to submission to Board for approval. 

 



 

Report to the Board of Directors 

Board Date: 29 September 2016 

 

Title of Report 
 

 
Risk Management Strategy and Policy 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal 

Committees or Groups 
who have considered 
this report 
 

Executive Group 
Audit Committee 

Executive Summary 
 

Further to discussions between the Chief Executive and the 
Executive Group, it was resolved to map all policies, Standard 
Operating Procedures (SOPs) and Administrative Guidance 
Notes (AGNs) under one of 14 overarching Policy Areas with a 
high level Board approved Corporate Policy covering each area. 
 
The Corporate Policy is intended to be a high level overview of 
the organisation’s policy in the relevant area, with the detailed 
instructions / guidance being laid out in supporting 
documentation which is referenced in the Corporate Policy and 
therefore linked to the overarching policy document. 
 
The corporate policy areas are: 

 Information Governance 

 Complaints 

 Serious Incidents 

 Safeguarding 

 Emergency Planning, Resilience and Response 

 Human Resources/employee handbook 

 Health and Safety 

 Standards of Business Conduct 

 Medicines Management 

 Risk Management 

 Patient Care and Management 

 Security and Estates 

 Duty of Candour 

 Finance 
 
Accordingly, the Corporate Policy and Strategy for Risk 
Management has been drafted and is attached for Board 
approval. 

 

Resource Implications 
 

N/A 

Risk and Assurance 
 

Currently there is an excessive number of policies, SOPs and 
AGNs in place and linkage between associated documentation 



 

may lack clarity and purpose.  The process of creating an 
overarching Corporate Policy for each area is supported by a 
review of background documentation and the culling of 
documents which are superfluous or out of date.  The process 
will streamline document management processes across the 
Trust. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
Corporate Policies are being drafted to reflect legal and 
regulatory requirements. 
 
 
 

Recovery Plan 
Implication 
 

Governance and Standards 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Executive Group recommend that the Board approves the 
new Corporate Policy and Strategy for Risk Management. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1 Introduction 

 

1.1 All activities contain inherent risks. Risk management and internal control is central 
to the effective running of any organisation. At its simplest, risk management is good 
management practice. It should not be seen as an end in itself, but as part of an 
overall management approach. The strategic intent of Medway NHS Foundation 
Trust (MFT) is that decisions made on behalf of the organisation are taken with 
consideration to the effective management of risks. 

1.2 Although the key strategic risks are identified and monitored by the Trust Board, 
operational risks are managed on a day-to-day basis by staff throughout the 
organisation. In order that progress in managing all risks can be acknowledged, the 
Trust has a Standard Operating Procedure in place for Risk management 
(SOP0064), enabling provision of a record of all risks to the organisation via an 
electronic platform RiskAssure. 

1.3 At the heart of the Trust Risk Management Strategy and Policy is the desire to learn 
from events and situations in order to continuously improve management processes. 
Where necessary, and where appropriate, changes will be made to the Trust’s 
systems to enable this to happen. 

2 Purpose / Aim and Objective 

 

2.1 Risk Management Strategy and Policy Statement 

Risk management is the key system through which strategic, clinical (Quality & 
Safety), operational, corporate and financial risks are managed by all staff to their 
reasonable best for the benefit of patients, staff, visitors and other stakeholders. It is 
through this system of internal control and accountability that the Chief Executive 
fulfils their responsibility as accountable officer and the Board fulfils its responsibility 
of stewardship. The risk management policy and supporting documentation 
demonstrates how key systems will be fully embedded at every level of the 
organisation and will ensure compliance with current and future risk management 
related standards and legislation; these systems are described within SOP0064 
Standard Operating Procedure for Risk Management. 

2.2 Assurances will be provided to the Trust Board through an agreed scheme of 
delegation according to principles and systems which will allow the Board to be able 
to make accurate judgements as to the degree to which risks to its objectives are 
being managed effectively and efficiently. This Board Assurance Framework will 
contribute to the ability of the Trust to be able to confidently sign the Annual 
Governance Statement, Annual Accounts and Annual Quality Account and it is 
through this process MFT monitors adherence to the requirements of the Care 
Quality Commission and other regulators. SOP0165 Medway NHS Foundation Trust 
Procedure for the Board Assurance Framework describes the assurance process. 
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2.3 Earlier in 2016 the risk management arrangements were recognised as inadequate 
with poor risk management practice prevailing.  The strategy throughout 2016/17 is 
one of revising the risk management framework, equipping staff with appropriate 
skills, knowledge and resources to improve risk management across the 
organisation.  The arrangements are not currently at a mature stage and over the 
next 12 months, further work on embedding the new framework will be progressed 
together with ensuring that all staff receive enhanced training and development on 
risk management principles, relevant to their role.   

2.4 This approach will ensure that risk management is strengthened across the 
organisation and the early foundation progress is built upon. 

2.5 As the risk management arrangements are not sufficiently mature to demonstrate 
their efficacy, it is essential that the strategy is reviewed again within one year. 

3 Definitions 

 
3.1 Risk is an uncertain event or set of events that, should it occur, will have an effect 

on the achievement of objectives.  

3.2 Risk management is the assessment, analysis and management of risks. It is a 
way of recognising which events (hazards) may lead to harm in the future and 
minimising their potential consequence(s) and likelihood of occurrence.  

3.3 Risk Appetite - The levels and types of risk the Organisation is prepared to accept 
in pursuance of its objectives. This informs all planning and objective setting, as 
well as underpinning the threshold used when determining the tolerability of 
individual risks. 

4 (Duties) Roles & Responsibilities 

 
4.1 The Trust Board is accountable for ensuring a system of internal control and 

stewardship is in place which supports the achievement of the organisation’s 
objectives. The Board Assurance Framework (BAF) is described in a Standard 
Operating Procedure SOP0165. 

4.2 Non-Executive Directors have responsibility for reviewing the establishment and 
maintenance of an effective system of integrated governance, risk management and 
internal control, across the whole of the organisation’s activities (both clinical and 
non-clinical). This supports the achievement of quality and the organisation’s 
objectives. In particular, as members of the Audit Committee and Quality Assurance 
Committee Non-Executive Directors will review the adequacy of the Risk 
Management Strategy, Policy and procedures and receive regular monitoring 
information against the management of risks judged as significant and provide 
verification to the Trust Board through the Board Assurance Framework on the 
systems in place for the management of risk within the Trust. 

4.3 The Chief Executive is the Accountable Officer and is accountable for ensuring: 
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 The Trust’s Principal Strategic Objectives are agreed.  

 Sound systems of internal control exist, which are based on an ongoing 
management process designed to identify the principal risks to the achievement 
of the organisation’s objectives; to evaluate the nature and extent of those risks; 
and to manage them efficiently, effectively and economically.  

 Systems of internal control exist which are underpinned by compliance with the 
core controls assurance standards of Governance, Financial Management and 
Risk Management. 

  Internal Audit Plans are aligned to risk areas and review the effectiveness of the 
system of internal control 

The Trust Board Sub Committees are the principal means by which these 
responsibilities are discharged and through which effectiveness of risk management 
systems is monitored.  

4.4 The Director of Corporate Governance, Risk, Compliance and Legal is the 
Executive with responsibility for ensuring that the Trust has robust risk management 
resources and systems. They are responsible for ensuring that mechanisms for risk 
management are robust so as to assure the Trust Board that risks are being 
managed and that the Trust complies with the risk management standards. They are 
the Executive with responsibility for developing and implementing the Board 
Assurance Framework in conjunction with the Company Secretary who has specific 
responsibilities for ensuring the adequacy of assurance to Board Sub Committees 
through approved delegations from the Board set out in the Terms of References for 
each committee and annual planning for the business of committees ensuring full 
coverage of the remit of the Committee. 

4.5 The Director of Finance is accountable to the Trust Board and Chief Executive for 
the Trust’s financial risk management activities and has close working arrangements 
with other Executive Directors with regard to ensuring that Financial Planning and 
Financial Risk Management integrates with the Trust’s Clinical and Organisational 
Risk Management activities and is closely involved in consideration of the 
recommendations of the Audit Committee and the Quality Assurance Committee. 
The Director of Finance seeks the Internal Auditor’s Opinion on the effectiveness of 
Internal Control and Internal Financial Control.  

4.6 The Medical Director has responsibility for identifying with the Director of Nursing, 
the principal risks to the Clinical Governance arrangements and through working 
with the appropriate Directors of Clinical Operations, Clinical Directors, Clinical 
Leads, senior managers and clinicians, ensures risks identified through risk profiling 
/ assessment are effectively managed, eliminated or reduced. 

4.7 The Director of Workforce, Director of Estates and Facilities, Director of 
Communications, Chief Quality Officer and the Company Secretary are 
responsible for the management of risks within their areas of operational 
responsibility. They are responsible for ensuring that risks are appropriately 
escalated according to the Trust Risk Management Standard Operating Procedure 
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through to Executive and Trust Board where appropriate. They are responsible for 
ensuring that there are nominated individuals in their teams with explicit risk 
management responsibilities. 

4.8 Directors of Clinical Operations are responsible for ensuring that the Trust’s risk 
management processes are fully implemented within their services, risk registers are 
maintained and ensuring that principal risks to the Trust’s objectives are 
systematically managed i.e. identified, evaluated, eliminated or reduced. They are 
responsible for ensuring that risks are appropriately escalated according to the Trust 
Risk Management Standard Operating Procedure through to Executive and Trust 
Board where appropriate. They are responsible for ensuring that there are 
nominated individuals in their teams with explicit risk management responsibilities. 

4.9 The Head of Risk and Regulation Quality Assurance reports to the Director of 
Corporate Governance, Risk, Compliance and Legal and is responsible for 
overseeing the development and implementation of a robust Risk Management 
Strategy and Framework, working with Executive Directors, Directors of Clinical 
Operations and Directorate Governance Managers to embed good practice at all 
levels of the Trust and ensure that the Trust’s commitment to managing risk is co-
ordinated, systematic, transparent and evident.  They are responsible for the 
management of the Trust’s electronic Risk Management platform – RiskAssure. 

4.10 Directorate Governance Managers - are responsible for managing their Directorate 
Risk register utilising the agreed process and methodology, ensuring that it is 
regularly reviewed in appropriate governance meetings across the directorate and at 
the Directorate Management Board meetings. 

4.11 All Trust Staff - Risk management is everyone’s responsibility and it is important 
that potential risks are identified within all levels of the organisation; however it is 
also important that risks are articulated, recorded and acted upon appropriately and 
systems have been put in place to facilitate this as described in the Risk 
Management Standard Operating Procedure (SOP0064) which all staff are required 
to abide by. 

4.12 The Audit Committee has a responsibility to provide to the Board assurance that in 
respect of Governance, Risk Management and Internal Control, effective systems 
across the whole of the organisation’s activities (both clinical and non-clinical), 
support the achievement of the organisation’s objectives. 

 

5 Monitoring and Review  

 

What will be 
monitored 

How/Method/ 
Frequency 

Lead 
Reporting 
to 

 
Deficiencies/ gaps 
Recommendation
s and actions 

Policy review Annually Head of 
Risk and 

The Board Where gaps are 
recognised action plans 
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What will be 
monitored 

How/Method/ 
Frequency 

Lead 
Reporting 
to 

 
Deficiencies/ gaps 
Recommendation
s and actions 

Regulation 
Quality 
Assurance 

will be put into place 

Compliance with the 
Trust’s Risk Management 
standard operating 
procedure. 

Managed via the 
outputs of the 
Compliance and 
Risk Group bi-
monthly 

Director of 
Corporate 
Governance 
Risk, 
Compliance 
& Legal 

The Executive 
Group 

Where gaps are 
recognised action plans 
will be put into place 

The Audit Committee Oversight of Risk 
Management and 
systems of control 

Chair of the 
Audit 
Committee 

The Board Where gaps are 
recognised action plans 
will be put into place 

 
 

6 Training and Implementation  

 
To support the implementation and embedding of the risk management policy and 
procedures;  

 Mandatory training supported by an e-learning package ‘Risk Management’ available 
to all staff; and  

 

 Bespoke and advanced risk management training is available to all staff teams, 
tailored to their specific needs. This includes advice and guidance on the 
management of risk in their area, peer reviews and / or support with development of 
risk registers.  

7 Equality Impact Assessment Statement & Tool 

 

7.1 All public bodies have a statutory duty under the Race Relation (Amendment) Act 
2000 to “set out arrangements to assess and consult on how their policies and 
functions impact on race equality.” This obligation has been increased to include 
equality and human rights with regard to disability, age and gender.  

7.2 The Trust aims to design and implement services, policies and measures that meet 
the diverse needs of our service, population and workforce, ensuring that none are 
placed at a disadvantage over others. This strategy was found to be compliant with 
this philosophy.  

7.3 Equality Impact Assessments will also ensure discrimination does not occur on the 
grounds of Religion/Belief or Sexual Orientation in line with the protected 
characteristics covered by the existing public duties. 

7.4 Refer to appendix 1. 
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8 References 
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Medway NHS Foundation Trust Standard Operating Procedure for 
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Producing Risk Register Reports from RiskAssure SOP0166 

Procedure for adding, revising and closing a risk on RiskAssure SOP0167 
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 Appendix 1 

  Yes/No Comments 

1 Does the policy/guidance affect one group less 
or more favourably than another on the basis 
of: 

no  

  Age   

  Disability   

  Gender reassignment   

  Marriage and civil partnership   

  Pregnancy and maternity   

  Race   

  Religion or belief   

  Sex   

  Sexual orientation   

2 Is there any evidence that some groups are 
affected differently? 

  

3 If you have identified potential discrimination, 
are any exceptions valid, legal and/or 
justifiable? 

  

4 Is the impact of the policy/guidance likely to be 
negative? 

  

5 If so can the impact be avoided?   

6 What alternatives are there to achieving the 
policy/guidance without the impact? 

  

7 Can we reduce the impact by taking different 
action? 

  

END OF DOCUMENT 
 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

 
Corporate Policy:  Emergency Planning, Resilience and 
Response 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal 

Committees or Groups 
who have considered 
this report 
 

Executive Group 
 

Executive Summary 
 

Further to discussions between the Chief Executive and the 
Executive Group, it was resolved to map all policies, Standard 
Operating Procedures (SOPs) and Administrative Guidance 
Notes (AGNs) under one of 14 overarching Policy Areas with a 
high level Board approved Corporate Policy covering each area. 
 
The Corporate Policy is intended to be a high level overview of 
the organisation’s policy in the relevant area, with the detailed 
instructions / guidance being laid out in supporting 
documentation which is referenced in the Corporate Policy and 
therefore linked to the overarching policy document. 
 
The corporate policy areas are: 

 Information Governance 

 Complaints 

 Serious Incidents 

 Safeguarding 

 Emergency Planning, Resilience and Response 

 Human Resources/employee handbook 

 Health and Safety 

 Standards of Business Conduct 

 Medicines Management 

 Risk Management 

 Patient Care and Management 

 Security and Estates 

 Duty of Candour 

 Finance 
 
Accordingly, the Corporate Policy for EPRR has been drafted 
and is attached for Board approval. 

 

Resource Implications 
 

N/A 

Risk and Assurance 
 

Currently there is an excessive number of policies, SOPs and 
AGNs in place and linkage between associated documentation 



 

may lack clarity and purpose.  The process of creating an 
overarching Corporate Policy for each area is supported by a 
review of background documentation and the culling of 
documents which are superfluous or out of date.  The process 
will streamline document management processes across the 
Trust. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
Corporate Policies are being drafted to reflect legal and 
regulatory requirements. 
 
 
 

Recovery Plan 
Implication 
 

Governance and Standards 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Executive Group recommend that the Board approves the 
new Corporate Policy for Emergency Planning, Resilience and 
Response. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Author: Lynne Stuart, Director of Corporate Governance 
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Date of Next Review: [one year from approval]  
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Document Control / History 

Edition 
No 

Reason for change 

New 
0.1 
 
 
 
 
 
 
 
New 
1.0 
Final 

To align Trust with the Arrangements for Heath Emergency Preparedness Resilience 
and Response from April 2013 (Department of Health, 2012).  
To align with Emergency Preparedness Framework (NHS England, 2013) 
To detail the arrangements of the Trust in relation to the Local Health Resilience 
Partnership and Kent Resilience Forum. 
To re-name and reset the Terms of Reference for the Emergency Preparedness 
Resilience and Response Committee.  
To prepare for any potential merger of Trusts within 2013/14 (This document will need 
minor amendments only) 
To align to the NHS England EPRR Framework and Core Standards (2013) 
Finalise; with changes to Terms of Reference Membership and minor amendments to 
body of text within section 5.2 as requested by EPRR Committee. 

1.0 Review at end of first year. 
Change of Sponsor 
Reference to include National Risk Register 2014 
Renaming of Business Continuity Plan to Significant Incident Business Continuity Plan. 
Change of LOGO to Foundation Trust. 

1.1 Change of Sponsor from Interim Director of Operations to Chief Operating Officer. 
Change of Duties/Roles and Responsibilities from Interim Director of Operations to 
Chief Operating Officer. 

2 Early review brought forward from June 2016 – Change of Executive Lead of 
Emergency Preparedness, Resilience and Response to the Director of Governance, 
Risk, Compliance and Legal. Inclusion of supporting EPRR agenda actions from 
Health Informatics (section 5.11). 

3 Streamlined into Corporate Trust Policy for Board approval.  Responsibilities of the 
Board and EPRR Group added.  References to supporting documents added. 

 
Consultation  

Name of Individuals Consulted 

Kent Decontamination Customer Services Manager. 

Head of Governance and Risk 

Telecommunications Manager 

Communications Team 

Head of Clinical Systems Development 

Head of Infection Control 

Head of Estates 

Nuclear Medicine Department Consultant 

Head of Procurement 

Directors of Clinical Operations 

Director of Estates and Facilities 

Name of Specialised Committee / Group Consulted 

Emergency Preparedness, Resilience and Response Group 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

 Introduction 1

 
1.1 All NHS-funded organisations must meet the requirements of the Civil Contingencies Act 

2004, the NHS Act 2006 as amended by the Health and Social Care Act 2012, the NHS 
standard contract, the NHS England Core Standards for EPRR and NHS England business 
continuity management framework.   
 

 Purpose / Aim and Objective 2

 
2.1 This Policy sets out the Trust arrangements for the management of EPRR and associated 

governance to ensure compliance with the regulatory framework.   

2.2 The Civil Contingencies Act (2004) 
 
2.2.1 The Civil Contingencies Act (2004) and accompanying non-legislative measures, 

deliver a single framework for civil protection in the United Kingdom capable of 
meeting the challenges of the twenty-first century. The Act is separated into two 
substantive parts: local arrangements for civil protection (Part 1) and emergency 
powers (Part 2). 

 
2.2.2 Part 1 of the Act and supporting Regulations and statutory guidance Emergency 

Preparedness establish a clear set of roles and responsibilities for those involved in 
emergency preparation and response at the local level. The Act divides local 
responders into two categories, imposing a different set of duties on each.  

 
2.2.3 Those in Category 1 are those organisations at the core of the response (e.g. 

emergency services, local authorities, NHS bodies). 
 

2.3 The Civil Contingencies Act (2004), requires Category 1 responders to: 
2.3.1 assess the risk of emergencies occurring and use this to inform contingency 

planning 
2.3.2 put in place emergency plans 
2.3.3 put in place business continuity management arrangements 
2.3.4 put in place arrangements to make information available to the public about civil 

protection matters and maintain arrangements to warn, inform and advise the public 
in the event of an emergency 

2.3.5 share information with other local responders to enhance co-ordination 
2.3.6 co-operate with other local responders to enhance co-ordination and efficiency 
2.3.7 provide advice and assistance to businesses and voluntary organisations about 

business continuity management (local authorities only) 

Further reading on responsibilities is available here: 
http://www.cabinetoffice.gov.uk/content/civil-contingencies-act 

 

2.4 Emergency Preparedness Framework  

2.4.1 The Trust Policy is to ensure the requirements set out in the NHS England EPRR 
Framework are met: www.england.nhs.uk/wp-content/uploads/2015/11/eprr-
framework. 

http://www.cabinetoffice.gov.uk/content/civil-contingencies-act
http://www.england.nhs.uk/wp-content/uploads/2015/11/eprr-framework
http://www.england.nhs.uk/wp-content/uploads/2015/11/eprr-framework
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2.5 NHS funded organisations are required to submit evidence of their conformity to the 
required EPRR standards via the completion of a pro-forma template and the provision 
of a statement of EPRR Conformity. The Trust Board is responsible for reviewing and 
approving the submission annually.  

 

2.6 The National Health Service Standard Contract. 

2.6.1 Section C Part 7.5 – Service Matters, require that the Trust have a clear reporting 
process and assess the impact and recovery of Elective Care in relation to Major 
Incident. 

2.7 Business Continuity 

2.7.1 The Trust Policy is to ensure that business continuity arrangements are aligned to 
ISO 22301. This International Standard specifies requirements for setting up and 
managing an effective Business Continuity Management System (BCMS) thereby. 

 Understanding the organisation’s needs and the necessity for establishing 
business continuity management policy. 

 Implementing and operating controls and measures for managing an 
organisation’s overall capability to manage disruptive incidents 

 Monitoring and reviewing the performance and effectiveness of the BCMS 

 Continual improvement. 

 

 Definitions 3

 
3.1  Not applicable 

  (Duties) Roles & Responsibilities 4

 
4.1  Trust Board 

4.1.1 Responsible for approving the Trust’s Corporate Policy for EPRR. 
 

4.1.2 Responsible for reviewing and approving the annual report to the Board on EPRR 
arrangements. 
 

4.1.3 Responsible for understanding the statutory framework and assuring itself on the 
adequacy of the Trust arrangements for meeting requirements. 

 
4.2 Chief Executive 

4.2.1 Department of Health Guidance (2005) dictates the Chief Executive is named as 
the person accountable for Emergency Preparedness, Resilience and Response. 
 

4.2.2 To support this arrangement an Executive is designated to take responsibility for 
Emergency Preparedness on behalf of the organisation. 

 
4.3 Director of Governance, Risk, Compliance and Legal 

4.3.1 Is the designated Executive for Emergency Preparedness, Resilience and 
Response with responsibility for ensuring that the Trust has resources, plans and 
policies in place to fulfil the requirements of the statutory framework. 
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4.3.2 Is the Chair of the EPRR Group, ensuring upward reporting to the Compliance and 

Risk Group. 

 
4.4 Emergency Preparedness, Resilience and Response Group 

4.4.1 This Group is established on the authority of the Compliance and Risk Group to 
assist the Trust Board in fulfilling its responsibilities in relation to the Civil 
Contingencies Act 2004. It will fulfil its purpose by having responsibility for oversight 
of the Trust EPRR Policies, Procedures and the NHS England EPRR Framework to 
assess adequacy and identify where improvements need to be made.  Terms of 
Reference setting out the full responsibilities of the Group are available here: 
DOC32 - EPRR Group - Terms of Reference (1 attachment) 
 

4.5 Head of Corporate Compliance and Resilience 
4.5.1 Responsible for management oversight of the Emergency Planning and Business 

Continuity Manager and their achievement of agreed work plan objectives. 

 
4.6 Emergency Planning and Business Continuity Manager 

4.6.1 The Emergency Planning and Business Continuity Manager is responsible for 
discharging agreed work plan objectives and ensuring that documents listed in 
Trust Associated Documents are subject to a programme of maintenance and 
renewal to ensure that they continue to meet regulatory requirements. 

 
4.7 Directors, General Managers and Heads of Department 

4.7.1 Agree the Trust Core Functions and Critical Dependencies for their areas and 
undertake detailed Service and IT System Business Impact Assessments following 
the Trust Management of Business Continuity Policy. 
 

4.7.2 In line with the EPRR Training Needs Analysis release staff accordingly for training. 
 

4.7.3 Release staff to undertake Exercises to test EPRR Plans. 
 

4.7.4 Directors, General Managers and Heads of Department who are aligned to the 
Trust on call Rotas will evidence attendance at on call briefings (quarters 1  2, and 4 
annually) and undertake training specific to the role. 

 

4.8 Major Incident Plan Leads of the Emergency Department. 
4.8.1 Responsible for Departmental staff training for a Major Incident response. 

 

4.9 Communications Team 
4.9.1 Responsible for Trust Communications for both Major Incident and Significant 

Incident as part of a Strategic Cell. 
 

4.10 Designated Individual – Human Tissue Act 
4.10.1 Is responsible to respond upon the activation of the KRF Mass Fatalities Plan. 

 
4.11 Head of Infection Control 

4.11.1 Is responsible for supporting the EPRR agenda via communications with and 
direction from the Health Protection Agency or other Agencies as required 
 

  

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=DOC32
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4.12 Head of Estates  
4.12.1 Is responsible for ensuring that Business Impact Assessments are completed with 

the Emergency Planning and Business Continuity Manager for any planned 
Operational Estates or Project work that may disrupt the Organisation. 

4.12.2 Will ensure that Fire Response is aligned to the Significant Incident Plan and 
responding staff are trained to work within a multiagency response 
 

4.13 Health Informatics  
4.13.1 The Head of ICT will ensure that there is a Health Informatics Disaster Recovery 

Plan (Covering loss of physical assets and recovery with a recovery time objective) 
4.13.2 Will ensure that the Trust can demonstrate Cyber Security (as outlined within 

https://www.gov.uk/government/publications/10-steps-to-cyber-security-advice-
sheets ) 

4.13.3 Associate Director HI Programmes will ensure that all Health Information Projects 
have a Business Continuity programme of work. (To allow for determination of 
business impact assessments with planned and tested mitigations in advance of 
any go-live date). 

4.13.4 The Head of Clinical Systems Development will ensure that all Information 
Technology Systems and Interfaces are mapped for upstream and downstream 
dependencies in a Trust schematic. 

4.13.5 The Clinical Systems Development Team will ensure that all Information 
Technology Systems are entered onto the Trust Information Asset Database. 
 

4.14 Head of Procurement and Head of Workforce 
4.14.1 Will ensure that the organisation, any providers they commission and any sub-

contractors have robust business continuity planning arrangements in place which 
are aligned to ISO 22301 or any revision thereof.  

 

4.15 Telecommunications Manager 
4.15.1 Will maintain the contact details of staff on ‘on-call rotas’ 
4.15.2 Will test the Major Incident cascade 6 monthly. 

 
4.16 Consultant Nuclear Medicine 

4.16.1 Will ensure that the Radiation Monitoring Devises from the Emergency Department 
(RAMGENE) are adequately assured on an annual basis via an approved 
Appointed Person. 

 

4.17 Chemical, Biological, Radioactive and Nuclear (CBRN) Leads of the Emergency 
Department. 

4.17.1  The CBRN Leads of the Emergency Departments will be responsible for 
maintaining the CBRN Standard (LHRP, 2013) covering: 

 Risk Assessment. 

 Equipment 

 Training 

 Management of CBRN and Radiation Monitoring trained Staff. 

 

  

https://www.gov.uk/government/publications/10-steps-to-cyber-security-advice-sheets
https://www.gov.uk/government/publications/10-steps-to-cyber-security-advice-sheets
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 Monitoring and Review  5

 

What will be 
monitored 

How/Method/ 
Frequency 

Lead 
Reporting 
to 

 
Deficiencies/ gaps 
Recommendations 
and actions 

Policy review First review in one 
year and then 
every three years 

Author  Where gaps are 
recognised action plans 
will be put into place 

NHS EPRR framework – 
compliance with the core 
standards 

EPRR Group - Each 
meeting 

EPRR 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

EPRR work plan EPRR Group - Each 
meeting 

EPRR 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

Learning from exercises EPRR Group - Each 
meeting 

EPRR 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

Service and directorate 
business continuity plans 
– review process and any 
areas that are out of date 

EPRR Group - Each 
meeting 

EPRR 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

NHS EPRR framework – 
compliance with the core 
standards 

EPRR Group - Each 
meeting 

EPRR 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

  

 Training and Implementation  6

 
6.1 A training needs analysis is prepared as part of the annual work plan and its adequacy is 

reviewed by the EPRR Group. 

 Equality Impact Assessment Statement & Tool 7

 

7.1 All public bodies have a statutory duty under the Race Relation (Amendment) Act 2000 to 
“set out arrangements to assess and consult on how their policies and functions impact on 
race equality.” This obligation has been increased to include equality and human rights with 
regard to disability, age and gender.  

7.2 The Trust aims to design and implement services, policies and measures that meet the 
diverse needs of our service, population and workforce, ensuring that none are placed at a 
disadvantage over others. This strategy was found to be compliant with this philosophy.  

7.3 Equality Impact Assessments will also ensure discrimination does not occur on the grounds 
of Religion/Belief or Sexual Orientation in line with the protected characteristics covered by 
the existing public duties. 

7.4 Refer to appendix 1. 
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 References 8

 

Document Ref No 

References: 
Civil Contingencies Act 2004 Part 1 and 2  

Emergency Preparedness, Resilience and Response Framework (NHS 
England, 2015) 

Gateway ref 04295 

NHS England Core Standards for Emergency Preparedness, Resilience 
and Response (NHS England, 2015) 

Gateway ref 03449 

The Health and Social Care Act, 2012  

ISO 22301  
 

 

Trust Associated Documents 
Trust Major Incident Plan POLCS006 

Chemical, Biological, Radiological and Nuclear CBRN Incident Plan OTCOM008 

Management of Business Continuity Policy POLCOM031 

Trust Significant Incident Business Continuity Plan OTCOM006 

Service Business Continuity Plans OTCGRxxxx’s  

IT System Business Continuity Plans  

Electrical Resilience and Incident Plan Addendum OTCGR143 

Water Resilience and Incident Plan Addendum TBC 

Trust Fuel Crisis Plan OTCOM0012 

Trust Heatwave Plan POLCOM011 

Trust Pandemic Influenza Plan OTCOM009 

Adverse Weather Plan OTCOM022 

Kent and Medway – Information Sharing Agreement  

Kent and Medway Local Health Resilience Partnership – Mutual Aid 
Agreement 

 

Psychosocial  Reactions to a Major Incident Leaflet PIL00001275 

Surge and Escalation Plan OTCOM010 

NHS South of England East Overarching Escalation Framework OTCOM017 

Management of Staff Strike Action AGN00136 

KRF Mass Fatalities Plan  

LHRP Mass Fatalities Plan  

Radio Handset Management Policy POLCOM044 

 



  EPRR Policy 

POL   
Page 10 
 

Appendix 1 

  Yes/No Comments 

1 Does the policy/guidance affect one group 
less or more favourably than another on 
the basis of: 

no  

  Age   

  Disability   

  Gender reassignment   

  Marriage and civil partnership   

  Pregnancy and maternity   

  Race   

  Religion or belief   

  Sex   

  Sexual orientation   

2 Is there any evidence that some groups 
are affected differently? 

  

3 If you have identified potential 
discrimination, are any exceptions valid, 
legal and/or justifiable? 

  

4 Is the impact of the policy/guidance likely 
to be negative? 

  

5 If so can the impact be avoided?   

6 What alternatives are there to achieving 
the policy/guidance without the impact? 

  

7 Can we reduce the impact by taking 
different action? 

  

 
 

END OF DOCUMENT 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

Duty of Candour (DoC) process improvements 

Presented by  
 

Dr Trisha Bain, Chief Quality Officer 

Lead Director 
 

Dr Trisha Bain ,Chief Quality Officer 
 

Committees or Groups 
who have considered 
this report 
 

Quality Improvement Group – September 2016 

Executive Summary 
 

Three documents are presented to inform and assure the QIG of 
the revised formal arrangements to comply with the legal Duty of 
Candour.  Although arrangements previously existed, they were 
poorly understood and inconsistently applied. The responsibility 
for Duty of Candour has now moved under the Chief Quality 
Officer, the following documents provide significant 
improvements in structure, process and accountability to better 
improve communication with patients/ relevant persons following 
a moderate or severe harm incident or an unexpected death.  
 
The three documents that will improve this process are: 
  
Duty of Candour Policy sets out the legal principles of the DoC 
with the definitions of harm and the responsibilities for staff. 
 
Duty of Candour Standard Operating Procedure (SOP):  the 
purpose of this SOP is to inform staff of the procedures to follow 
when the Duty of Candour process applies. 
 
Duty of Candour action plan will provide assurance to the     
group that there are effective and appropriate arrangements in 
place to ensure compliance with Regulation 20 of the Health and 
Social Care Act 2008 

Resource Implications 
 

N/A 

Risk and Assurance 
 

There is a risk to date that there has not been consistent 
application of the DoC process, potentially leading to non-
compliance with Regulation 20 of the Health and Social Care Act 
2008. 

 

The approval of these documents and associated training of key 
staff will provide a robust structure for compliance.  There have 
also been considerable improvements to the Datix electronic 
reporting system where there are mandatory fields to ensure that 
there is compliance with the duty. 

 



 

An update on the progress of the action plan will be updated for 
the next meeting to provide assurance on the compliance with 
the DoC. 

 

Legal 
Implications/Regulatory 
Requirements 
 

Care Quality Commission Key Lines of Enquiry:  

Safe domain section 2 prompt 1  

Well led domain Prompt 9 

 

Regulation 20 of the Health and Social Care Act 2008. 

 

Recovery Plan 
Implication 
 

NA 

Quality Impact 
Assessment 
 

NA 

Recommendation 
 

The Executive Group recommend that the Board approves the 
Duty of Candour Policy and the Duty of Candour Standard 
Operating Procedure. 

 

Duty of Candour action plan is presented to inform the group of 
the arrangements currently in place.   

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  

 

 
 

  



 

 

ACTION PLAN – To be compliant with Duty of Candour 
Compliance monitored through QIG 

Purpose: For the Board to be assured that the Trust will have in place effective and appropriate arrangements to ensure compliance with Regulation 20 of 

the Health and Social Care Act 2008: Duty of Candour. 

 

Accountable Executive Lead: Tricia Bain    Plan Completion Date: 30 September 2016 

Objectives against Regulation 20 
component  

 

Guidance in relation to Regulation 20 Component  Target Date  Evidence /Gaps in 
compliance  

Complete(Rag 
rating)  

20(1) The Trust must act in an 
open and transparent 
way with relevant 
persons in relation to 
care and treatment 
provided to service users 
in carrying on a 
regulated activity.  

There should be a board level commitment to 
being open and transparent in relation to care and 
treatment. 
• The culture of the organisation should encourage 
candour, openness and honesty at all levels, as an 
integral part of a culture of safety that supports 
organisational and personal learning. 
• The provider should have policies and procedures 
in place to support a culture of openness and 
transparency, and ensure these are followed by all 
staff. 
• The provider should take action to tackle bullying, 
harassment and undermining in relation to duty of 
candour, and must investigate any instances where 
a member of staff may have obstructed another in 
exercising their duty of candour. 
• The provider should have a system in place to 
identify and deal with possible breaches of the 

ASAP -  
 
 
 
30/09/2016 
 
 
 
 
 
 
 
 
 
 
 
 
30/10/2016 

Board sign up 
(evidence e.g. 
minutes) 
 
Evidence: 
Incident 
management 
process /Being 
policy covers this 
for 
serious 
incidents.(Need to 
Review the Incident 
Management 
Policy) Relaunch of 
policy 
 
Breaches to be 

 
 
 



 

 

professional duty of candour by staff who are 
professionally registered, including the obstruction 
of another in their professional duty of candour. This 
is likely to include an investigation and escalation 
process that may lead to referral to their 
professional regulator or other relevant body. 
• The provider should make all reasonable efforts to 
ensure that staff operating at all levels within the 
organisation operate within a culture of openness 
and transparency, understand their individual 
responsibilities in relation to the duty of candour, 
and are supported to be open and honest with 
patients and apologise when things go wrong. 
• Staff should receive appropriate training, and there 
should be arrangements in place to support staff 
who are involved in a notifiable safety incident. 
• In cases where a relevant person informs the 
provider that something untoward has happened, 
the provider should treat the allegation seriously, 
immediately consider whether this is a notifiable 
safety incident and take appropriate action. 

 
 
 
 
 
 
 
 
 
 
 
 
30/09/2016 
 
 
 
 
 
 
 
 
 
01/08/2016 
 
 
 
 
 
 
 

reported as an 
incident. Escalation 
to be in 
line with 
Professional 
Conduct, 
Professional 
Registration and 
Disciplinary Policies 
– Policies 
need  review – 
there is a financial 
penalty to breaches  
£10,000 or the cost 
of the episode of 
care 
 
Evidence:  
Being Open 
Policy/Serious 
Incident 
Policy/Bullying & 
Harrassment 
Policy/Complaints 
Policy Review and 
Relaunch  
 
Evidence:  
Letter/s  currently 
sent by Directorate 



 

 

 
 
 
 
 
30/09/2016 

Governance Team 
for serious 
incidents. Attached 
to Datix incident  
 
 
Patient Leaflet(at 
the printers)  
 
 
Need to confirm 
arrangements in 
place to support 
staff- ensure this is 
incorporated into 
the Incident 
Management Policy 
 
 

20(2) As soon as reasonably 
practicable after becoming 
aware that a notifiable safety 
incident has occurred a health 
service body must–(a) notify 
the relevant person that the 
incident has occurred in 
accordance with paragraph 
(3) 
and 
20(3) The notification to be 

When a notifiable safety incident has occurred, 
the relevant person must be informed as soon as 
reasonably practicable after the incident has 
been identified. The NHS Standard Contract 
requires that the notification must be within at 
most 10 working days of the incident being 
reported to local systems, and sooner where 
possible. 
• All staff working within a provider must have 
responsibility to adhere to that organisation’s 
policies and procedures around duty of candour, 

 
15/09/2016 
 
 
 
 
 
 
 
 
 

 
Being Open 
Policy/Incident 
Management 
Policy/Safeguarding 
Policy 
Adult/Children – 
require review and 
relaunch  
 
 

 



 

 

given under paragraph (2)(a) 
must– 
(a) be given in person by one 
or more representatives of the 
health service body, 
(b) provide an account, which 
to the best of the health 
service body’s knowledge is 
true, of all the facts the health 
service body knows about the 
incident as at the date of the 
notification, 
(c) advise the relevant person 
what further enquiries into the 
incident the health service 
body believes are appropriate, 
(d) include an apology, and 
(e) be recorded in a written 
record which is kept securely 
by the health service body. 

regardless of seniority or permanency. 
• Regulation 20 defines what constitutes a 
notifiable safety incident. It includes incidents 
that could result in, or appear to have resulted in, 
the death of the person using the service or 
severe harm, moderate harm, or prolonged 
psychological harm. Where the degree of harm 
is not yet clear but may fall into the above 
categories, the relevant person must be informed 
of the notifiable safety incident in line with the 
requirements of the regulation. 
• The NHS body is not required by the regulation 
to inform a person using the service when a 
‘near miss’ has occurred, and the incident has 
resulted in no harm to that person. 
• There must be appropriate arrangements in 
place to notify the person using the service who 
is affected by an incident if they are 16 years and 
over and lack capacity to make a decision 
regarding their care or treatment (as determined 
in accordance with sections 2 and 3 of the 2005 
Mental Capacity Act), including ensuring that a 
person acting lawfully on their behalf is notified 
as the relevant person. 
• A person acting lawfully on behalf of the person 
using the service must be notified as the relevant 
person where the person using the service is 
under 16 and not competent to make a decision 
regarding their care or treatment. 
• A person acting lawfully on behalf of the person 

19/08/2016 
 
 
 
 
 
15/09/2016 
 
 
 
 
 
 
30/09/2016 
 
 
 
 
 
 
 
30/09/2016 

Evidence:  
Datix Prompts 
Template Letters – 
as above – attached 
to Datix  
 
E-learning training 
package being 
developed to 
increase awareness 
– using the NHSLA 
slides  
 
Face to Face 
training to facilitate 
difficult 
conversations and 
to provide support 
to staff  
 
 
Evidence of 
previous incidents 
going through 
Caldicott 
Guardian where 
consent 
withheld 
 
 



 

 

using the service must be notified as the relevant 
person, upon the death of the person using the 
service. 
• Other than the situations outlined above, 
information should only be disclosed to family 
members or carers where the person using the 
service has given their express or implied 
consent. 
• A step-by-step account of all relevant facts 
known about the incident at the time must be 
given, in person, by one or more appropriate 
representatives of the provider. This should 
include as much or as little information as the 
relevant person wants to hear, be jargon free 
and explain any complicated terms. 
• The account of the facts must be given in a 
manner that the relevant person can understand. 
For example, the provider should consider 
whether interpreters, advocates, communication 
aids etc. should be used, while being conscious 
of any potential breaches of confidentiality in doing so 
• The provider must also explain to the relevant 
person what further enquires they will make. 
• The provider must ensure that a meaningful 
apology is given, in person, by one or more 
appropriate representatives of the provider to 
relevant persons. An apology is defined in the 
regulation as an expression of sorrow or regret. 
• In making a decision about who is most 
appropriate to provide the notification and/or 

 
What have we got 
in the way of 
Counselling/Staff 
Support Services – 
where do we refer 
on and this should 
be incorporated 
into the Incident 
Management Policy  



 

 

apology, the provider should consider seniority, 
relationship to the person using the service, and 
experience and expertise in the type of notifiable 
incident that has occurred. 
Note: 
On occasion, a provider may discover a 
notifiable safety incident that happened some 
time ago, or one that relates to care that was 
delivered by another provider. The provider that 
discovers the incident should work with others 
who are responsible for notifying the relevant 
person of the incident. (Needs to be factored into the 
Incident Policy) 
 

20(2) As soon as reasonably 
practicable after becoming 
aware that a notifiable safety 
incident has occurred a health 
service body must– 
(b) provide reasonable 
support to the relevant person 
in relation to the incident, 
including when giving such 
notification. 
 

The provider must give the relevant person all 
reasonable support necessary to help overcome 
the physical, psychological and emotional impact 
of the incident. This could include all or some of 
the following: 
Treating them with respect, consideration and 
empathy. 

 Offering the option of direct emotional support 
during the notifications, for example from a 
family member, a friend, a care professional or a 
trained advocate. 

 Offering access to assistance with 
understanding what is being said e.g. via 
interpretative services, non-verbal 
communication aids, written information, Braille 
etc. 

15/08/2016 Evidence: 
Patient 
Leaflet(completed 
at the printers)  
 
The Incident 
Management Policy 
Should define how 
we support 
individuals  
Revision required to 
include 
further detail as to 
types of 
impact that may 
occur and 

 



 

 

 Providing access to any necessary treatment 
and care to recover from or minimise the harm 
caused where appropriate. 

 Providing the relevant person with details of 
specialist independent sources of practical 
advice and support or emotional support/ 
counselling. 

 Providing the relevant person with information 
about available impartial advocacy and support 
services, their local Healthwatch and other 
relevant support groups, for example Cruse 
Bereavement Care and Action against Medical 
Accidents (AvMA), to help them deal with the 
outcome of the incident. 

 Arranging for care and treatment to be 
delivered by another professional, team or 
provider if this is possible, should the relevant 
person wish. 

 Providing support to access its complaints 
procedure. 

expectations of 
staff to help 
overcome. Other 
organisations are 
offered as 
support by staff, eg 
Cruse, but 
unclear as to how 
wide this 
practice is. 
 
Staff support e.g. 
Occ 
Health/Statement 
writing – Trust 
process for evidence 
of  offering support 
to staff  
 
Evidence of support 
to access the 
complaints 
procedure  

20(4) The notification given 
under paragraph (2)(a) must 
be followed by a written 
notification given or sent to 
the relevant person 
containing— 
(a) the information provided 

The provider must ensure that written 
notification is given to the relevant person 
following the notification that was given in 
person, even though enquiries may not yet be 
complete. 
• The written notification must contain all the 
information that was provided in person including 

30/09/2016 
 
 
 
 
 
 

Being Open Policy 
/Incident 
Management Policy 
Review and 
relanuch of policy  
required  
 

 



 

 

under paragraph (3)(b), 
(b) details of any enquiries to 
be undertaken in accordance 
with paragraph (3)(c), 
(c) the results of any further 
enquiries into the incident, 
and 
(d) an apology. 

an apology, as well as the results of any 
enquiries that have been made since the 
notification in person. 
• The outcomes or results of any further 
enquiries and investigations must also be 
provided in writing to the relevant person through 
further written notifications, should they wish to 
receive them. 

01/08/2016 Template Letters 
approved and are 
sent out – this is 
coordinated by the 
Directorate 
Governaance Team   

20(5) But if the relevant 
person cannot be contacted in 
person or declines to speak to 
the representative of the 
health service body– 
(a) paragraphs (2) to (4) are 
not to apply, and 
(b) a written record is to be 
kept of attempts to contact or 
to speak to the relevant 
person. 

The provider must make every reasonable 
attempt to contact the relevant person through all 
available communication means. All attempts to 
contact the relevant person must be 
documented. 
• If the relevant person does not wish to 
communicate with the provider, their wishes 
must be respected and a record of this must be 
kept. 
• If the relevant person has died and there is 
nobody who can lawfully act on their behalf, a 
record of this should be kept. 

 
 
 
 
 
 
 
15/08/2016 

Being Open 
Policy/Incident 
Management 
Policy/ 
Safeguarding Policy 
Requires review  
 
Documentation 
maintained on 
Datix (prompts 
added) 

 

20(6) The health service body 
must keep a copy of all 
correspondence with the 
relevant person under 
paragraph (4). 

A record of the written notification must be kept 
by the provider, along with any enquiries and 
investigations and the outcome or results of the 
enquiries or investigations. 
• Any correspondence from the relevant person 
relating to the incident must be responded to in 
an appropriate manner and a record of 
communications should be kept 

 Incident 
Management Policy 
defines this (needs 
review)  and 
records 
kept in line with 
Records 
Management Policy 
(needs review – 
must also be 

 



 

 

  

 

 

 

documented on 
Datix) 
Telephone 
correspondence 
Guidance to 
be issued via 
Incident /Being 
Open Policy  – can’t 
find this ?  

Objectives complete 

Objectives incomplete 

Objective underway 
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Relevant to  

This standard operating procedure (SOP) is aimed at all healthcare staff.  

This SOP must be read in conjunction with the Duty of Candour Policy. 

Purpose of the SOP 

The Duty of Candour applies when a patient experiences harm in the course of receiving care 
at Medway Foundation Trust. The duty applies regardless of the source of information where 
the harm was identified- through Datix, a complaint or a claim.   
 
This SOP specifies the procedure required in relation to an incident which has resulted in 
either:   

 

 Moderate harm –temporary, significant harm that requires an increase in treatment 
(readmission, unexpected return to surgery, unexpected increase in the level of care) 

 Severe harm - permanent reduction of health or functional ability that is related directly 
to the incident  

 Unexpected death, or  

 Prolonged psychological harm - experienced or is likely to be experienced for a 
continuous period of at least 28 days 

 

It does not apply to low harm, no harm or near miss incidents but this does not negate the 
requirement to follow the principles of being open with the patient, if appropriate. 
 

 
Procedure to Follow  

Event detection and recognition 
As soon as an event is detected, the top priorities are to ensure that the patient receives 
prompt, appropriate clinical care and there is prevention of further harm. 
 
The Directorate Governance Lead is responsible for coordinating the Duty of Candour 
process.   
  
Meeting 1 
The initial notification must be undertaken with the patient or their representative as soon as 
practicable but no later than 10 days after the incident has been detected.  The conversation   
must ideally be face to face but may be held verbally (i.e. over telephone) if the patient/ 
representative expresses a wish to conduct the discussion this way and this should be 
documented in the patient’s notes.   

When it can be conducted in person, the discussion will be led by one or more senior 
representatives of the Trust and will include the most senior clinician responsible for the 
episode of care.   
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Factors to consider when timing this discussion include:- 

 clinical condition of the patient 

 patient preference – in terms of when and where the meeting takes place and which 
healthcare professional leads the discussion 

 privacy and comfort for the patient 

 availability of the patient’s family or representative 

 availability of key staff involved in the Duty of Candour discussion but the discussion must 
not be unduly delayed; and 

 availability of support staff, a translator or advocate 

It is important to take into account any circumstances that will affect the ease of 
communication with the patient/ representative (language barriers, communication difficulties, 
or relevant disability). See Appendix C- Special Circumstances 
 

The meeting participants should consider the following factors: 

 The initial discussion must be led by the most senior clinician responsible for the patient’s 
episode of care 

 They should ideally be known to, and trusted by, the patient, their family or representative 

 Have a good grasp of the facts relevant to the event 

 have sufficient experience and expertise in relation to the type of event to be credible to 
the patient, their family or representative 

 Have excellent interpersonal skills, including being able to communicate in a way that can 
be easily understood and avoids excessive use of medical jargon 

 Be willing and able to offer a meaningful apology, reassurance and feedback; and 

 Be able to mmaintain a medium to long-term relationship with the patient, their family or 
representative, if required 

 In exceptional circumstances, when the most senior healthcare professional is unable to 
attend they may delegate to an appropriately trained deputy. 

 
Junior medical or nursing staff or those in training cannot lead the Duty of Candour process. 
However, junior doctors may participate when:  

 the event resulted in low harm incident   

 they have expressed a wish to be involved in the discussion with the patient and/or their 
representatives 

 the senior healthcare professional responsible for the care of the patient is present for 
support and 

 the patient and/or representatives agree 
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Alternatively, if the patient and/or representative express a wish to speak with someone other 
than the senior healthcare professional who was responsible for their care, this may be 
arranged and a suitably trained senior person who is familiar with the facts may be 
substituted.   
 
If the patient/representative does not wish to have a face to face meeting then: 

 attempts to make arrangements to meet the patient/patients family must be documented 
in the patient’s notes 

o the patients/patients family refusal must be documented in the patient’s notes 

o a letter offering outlining the apology and arrangements for support to the 
patient/ representative, if required, must be filed in the patient’s notes. 

Once the incident is confirmed at the initial Directorate review panel meeting , the initial 
discussion must take place as soon as practicable, but no later than 10 days after the 
detection of the incident.   The discussion should include: 

 a genuine, and meaningful apology for the harm that occurred and a genuine expression 
of sympathy of there has been a death. 

 the facts that are known, as agreed by the multidisciplinary team. 

 confirmation that an investigation is being carried out and more information will become 
available as it progresses, including time frames for communication and a continuing point 
of contact for the patient/family or representative;.  At this point there should beagreement 
on how contact will be maintained and frequency 

 the patient’s understanding of what happened should be taken into account and noted, as 
well as any questions they may have; these must be fed into the investigation so that an 
informed response can be given 

 an explanation of what happened, in terms the patient, family or representative can 
understand and what will happen next in terms of the short through to long term treatment 
plan; and 

 an offer of practical and emotional support. the name  and contact details of an appointed 
person who will be able to answer their questions throughout the investigation process 

Once the discussion has concluded, it is the responsibility of the lead clinician conducting the 
discussion to comprehensively record the discussion in the patient’s notes, including date, 
time, attendees and conclude with a legible signature. 

It is essential that the following does not occur: 

 speculation 

 attribution of blame 

 denial of responsibility 

 provision of conflicting information from different individuals 
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Continuity of Care 
When a patient has been harmed during the course of treatment and requires further 
therapeutic management or rehabilitation, they should be informed of the clinical 
management plan. 

 
Patients, families and representatives should be reassured that they will continue to be 
treated according to their clinical needs. They should also be informed that they have the 
right to continue their treatment under the care of another healthcare professional or in 
another healthcare facility if they prefer. 

 
Follow-up Discussion 
Depending on the event, follow up discussions may be required with the patient, their family 
or representative. and in these circumstances providing updates on known facts and 
responding to any queries is an important step in the Duty of Candour process.   

 
A copy of the final investigation report must be provided to the patient or 
relatives/representative.  The person responsible for coordinating with the patient/ 
representative should verify with them whether they would prefer to receive the report at a 
personal meeting or of they would prefer to have it posted to them. This conversation must be 
documented in the patient’s notes.  
 
In either case, the report must be available to the patient/ representative within 10 working 
days of the report sign off date unless explicitly declined. This must be documented on Datix 
and in the patient’s notes.  
  
Feedback must be given and this should take the form most acceptable to the patient, their 
family or representative. Whatever method is used, the communication should include: 

 

 the chronology of clinical and other relevant facts; 

 details of the patient’s and/or their representative’s concerns; 

 a repeated apology for the harm suffered and any shortcomings in the delivery of care that 
led to the event; 

 a summary of the factors that contributed to the event; and 

 information on what has been and will be done to avoid recurrence of the event and how 
these improvements will be monitored. 

 
It is expected that in most cases there will be an open and frank discussion of the findings of 
the investigation and analysis. In some exceptional cases, information may be withheld or 
restricted where communicating information will adversely affect the health of the patient; 
where further investigations are pending; or where specific legal requirements preclude 
disclosure for specific purposes. 
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    Documentation 

Full written documentation of all contact, either verbal, face to face, telephone conversations, 
or meetings must be documented in the patient’s notes. If the patient or their 
family/representative declines any offers of meetings or to have information provided, this 
must also be clearly recorded by the senior clinician leading the discussion or the nominated 
person who is in contact with the patient/ representative. 

All documentation must be legibly written, dated and timed.  In the case of meetings, the 
names and designations of attendees must also be included. 

The Duty of Candour letters will be completed by the Directorate Governance Lead, signed 
by the senior clinician involved in the patient’s care and filed in the patient’s notes. The letters 
must also be uploaded to the Datix report against which the incident was first reported.  
 
The first letter (Appendix A) is completed after the initial verbal meeting, reiterating the 
apology, confirming the initial discussions and explaining that an investigation will be 
conducted with a specific timeframe (60 working days); after which the report will be shared 
at a meeting to be held with the patient or relatives/representative on a mutually agreed date. 
 
The second letter is completed following the meeting where the investigation results are 
discussed.  See Appendix B. 
  
Offering support during the process 
It is recognised that during the Duty of Candour process, general and consistent support 
must be provided to patients, their families or representatives and staff  and that clear lines of 
communication and a single point of contact will  facilitate this support. However, there may 
be instances when very specific support is required. See Appendix C. 

 
Staff 
Where staff experience particular difficulties as a result of any event, managers should 
consider referring the staff member or members to the Occupational Health Department.  If 
necessary, the Occupational Health Department will then refer staff onto Dover Counselling 
services.  
 
Patients, families or representatives 
Consideration should be given to offering specific support to patients, families or 
representatives. This may be through the use of a facilitator, a patient advocate, a healthcare 
professional or a national organisation or charity. More information and advice on support for 
patients, families and representatives can be obtained from the Trust’s Patient Advice and 
Liaison Service (PALS). 

 
Reference guide 

DoC - NMC and GMC 
guidance.pdf
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Training 

For training information please see Duty of Candour Policy 
 

Implications of not following procedure 

The Duty of Candour requirement became enshrined in law on the 27 November 2014. It 
places a legal duty on a hospital to inform and apologise to patients if there have been 
mistakes in their care that have led to harm.  

 
The aim of the regulation is to ensure the health service bodies are open and transparent. 
The Care Quality Commission can undertake legal proceedings against care organisations  if 
they fail to comply with the Duty of Candour. 

 
A £10,000 fine may be applied for failing to comply with the Duty of Candour process.  

 
Useful Contacts:  

Patient Safety Team 
 
Head of Patient Safety Ext: 5916 
Patient Safety Manager Ext: 5499 
 
Monitoring the Process 

For monitoring please see Duty of Candour Being Open Policy. 
Incidents relating to Duty of Candour must be reported via Datix and all relevant 
documentation attached to the original Datix incident. 
 
National Definitions 

Apology: a sincere expression of regret offered for harm sustained. 
 
Being Open: open communication of events (adverse incidents, complaints or claims) that 
result in harm or death of a patient whilst receiving healthcare. 
 
Duty of Candour: A  statutory requirement to release all relevant information to persons who 
have or may have been harmed by the provision of services, whether or not the information 
has been requested and whether or not a complaint or a report about that provision has been 
made. 

 
Claim:  
Clinical claim: a claim for compensation in respect of adverse clinical incidents, which led to 
personal injury.  
 
Employer’s liability: claims for compensation for injury or ill health to staff arising out of 
work. 
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Public liability: claims for injuries to members of the public (including patients) following an 
accident on Trust property. 
 
Complaint: an expression of dissatisfaction by one or more members of the public about the 
Trust’s action or lack of action, or about the standard of a service, whether the action was 
taken by the Trust itself or by somebody acting on behalf of the Trust. 

 
Harm: injury (physical or physiological), disease, suffering, disability or death. 

 
Healthcare Professional: doctor, dentist, nurse, pharmacist, optometrist, allied healthcare 
professional or registered alternative healthcare practitioner. 

 
Injury: damage to tissues caused by an agent or circumstance. 

 
Never Event: is defined as ‘serious, largely preventable patient safety incidents that should 
not occur if the available preventative measures have been implemented by healthcare 
providers’. 

 
Patient safety incident: any unintended or unexpected incident that could have or did lead 
to harm of any patient receiving healthcare within the Trust. 
 
Root cause analysis (RCA): a systematic approach in which contributing factors to any 
event are identified, and in which understanding of the underlying causes and environmental 
context of the event is sought. 

 
Serious Incident: one where serious actual harm or death has resulted, involving escalation, 
investigation and management at a senior level. 

 
Suffering: experiencing anything subjectively unpleasant. This may include pain, malaise, 
nausea and/vomiting, loss, depressions, agitation, alarm, fear, grief or humiliation. 

 
 

Reference Material & Associated Documents   

Risk Management Policy POLCGR065 

Maternity Risk Management Strategy STRCGR006 

Risk Management Standing Operating Procedure  SOP0064 

Serious Incident Policy  POLCGR071 

Complaints Policy  POLCGR005 

PALS & Advocacy Policy POLCPCM018 

Respect Countering Bullying in the Workplace Policy 

 
POLCHR002 
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Reference Documents: Ref No: 

Health and Social Care Act 2008 (Regulated Activities) Regulations 
2014 

Regulation 20 

Care Quality Commission:  Regulation 20: Duty of candour  

Information for all providers: NHS bodies, adult social care, primary 
medical and dental care, and independent healthcare 

March 2015 

CQC Sector Handbook: NHS and independent acute hospitals (KLOE) 

 

S2 Prompt 1 

W3 Prompt 9 

Joint Statement from the Chief Executives of statutory regulators of 
healthcare professionals – Openness and honesty – the professional duty 
of candour. 

http://www.gmc-
uk.org/Joint_statement_
on_the_professional_dut
y_of_candour_FINAL.pd
f_58140142.pdf 

2014/15 NHS Standard Contract: Service Conditions http://www.england.nhs.
uk/nhs-standard-
contract/ 

NPSA: Being Open Framework (2009) http://www.nrls.npsa.nhs
.uk/resources/collections
/being-
open/?entryid45=83726 
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Appendix A: Duty of Candour Letter Templates – Letter 1 
 

Reference: Name of Directorate 
Datix number/STEIS number 
 
Date here 
 
Private and Confidential 
First name + surname 
First line of address 
Second line of address 
Town 
County 
Postcode 
 
 
Dear Patient/Representative (as appropriate)  
 
Medway NHS Foundation Trust aims to provide a high quality service to all our patients. 
When we fall short of delivering the standard of quality of care, rightfully expected by our 
patients, we seek to actively learn from these events so that we can continually improve our 
services and the experience of our patients whilst in our care. 
 
Writing this letter to you means we have fallen short of those expectations and I would like to 
firstly offer my sincere apologies for the experiences you/your xx (father, mother etc) have/ 
has encountered whilst being in our care. If the patient has died, please include a genuine 
expression of sympathy for the loss of the patient.   
 
Following your conversation with  (insert name) on (date) of (month) (year) - describe 
incident.  
 
We would like to assure you that this incident is being fully investigated by the Senior 
Managers (add name and title of senior manager/s) for add directorate, the clinical service 
under which your care was being managed. We feel it is important for us to ensure that we 
carry out a rigorous investigation in order that we can establish the circumstances and details 
around your experience and to identify the cause of the issue to prevent future recurrence. 
We also feel it is important that we are open with you about our findings and that we share 
these with you once the investigation phase has been completed. 
 
In order that we get a full picture that encompasses every viewpoint surrounding the incident, 
we would like to invite you to meet with us to share your experiences and to voice any 
concerns you may still have about the service and to identify any questions you may 
specifically want to have answered.  
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If you are happy to meet with us please contact add relevant name, telephone number and 
email address, so we can arrange a mutually convenient date, time and location. You are of 
course welcome to bring a friend or family member along to offer support during the meeting 
if you would like. If however you would rather not attend, this is entirely your choice, we would 
be grateful if you are able to let us know.  
 
We feel it is important that we provide you a comprehensive report about the failures you 
experienced whilst in our care. In order to do this we set aside a time period of 60 days from 
the incident. If we foresee the need to extend this timeframe, we will, of course, communicate 
this to you.  
 
Once completed, we will write to you with the outcomes of the investigation phase and invite 
you to meet with us, if you would like to, to discuss the findings and share any views you may 
have. In the meantime please do not hesitate to contact us should you have any further 
questions or require support. 
 
 
Yours sincerely,  
 
 
 
 
 
 
Add name  Add name Add name 
Director of Operations Deputy Director of 

Nursing 
Associate Medical 
Director 
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Appendix B:  Letter 2 

 

 
Reference: Name of Directorate 
 
Reference: Datix number /STEIS number 
 
Date here 
 
 
Private and Confidential 
First name + surname 
First line of address 
Second line of address 
Town 
County 
Postcode 
 
 

Suggested template to use to write to the patient or NOK with findings of the investigation in 
the event they do not wish to meet with us) 
If the patient has met with us a copy of the minutes should be shared – and cover the 4 
elements below  
 
Dear Patient/Representative (as appropriate)  
 
 
Thank you for taking the time to talk with me on (date) about the investigation report for 
(name of patient).  I understand that you do not wish to meet with us further.   
 
OR 
Thank you for meeting with (names of attendees) on (date) to discuss the findings of the 
investigation report that was given to you.  As promised, please find enclosed a copy of the 
written investigation description here   which happened on xxxx   
 
Immediate action taken: 
 
 
Investigation findings: 
 
 



Standard Operating Procedure 

Duty of Candour 

SOP0169  v5.1  27092016   
Page 12 

Lessons learned: 
 
 
How these lessons learned will be shared across all departments: 
 
 
I hope that this will help assure you that the appropriate steps have been taken to identify the 
care and treatment issues, and that any recommendations for action have been put in place 
and are being monitored. If  however, you have any further questions or comments regarding 
my letter, please do not hesitate to contact on add name of staff on 01634 800000 ext….. in 
the first instance, who will help facilitate further discussion and/or correspondence. If, after 
this, there are still issues that remain outstanding, please notify add name of staff and they 
will discuss further local resolution options with you, including a meeting with me where 
appropriate. 
 
Yours sincerely,  
 
 
 
 
 
 
 
 
Add name  Add name Add name 
Director of Operations Deputy Director of 

Nursing 
Associate Medical 
Director 
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Appendix C Special Circumstances 
 
The approach to Duty of Candour may need to be modified according to the patient’s 
personal circumstances. 
 
When a patient dies 
When an event has resulted in a patient’s unexpected death, it is crucial that communication 
is sensitive, empathetic and open. It is important to consider the emotional state of bereaved 
relatives or representatives and to involve them in deciding when it is appropriate to discuss 
what has happened. The patient’s family and/or representatives will probably need 
information on the processes that will be followed to identify the cause(s) of death. They will 
also need emotional support. Establishing open channels of communication may also allow 
the family and/or representatives to indicate if they need bereavement counseling or 
assistance at any stage. 
 
Usually the Duty of Candour discussion and any investigation occur before the Coroner’s 
inquest. In certain circumstances the Trust may consider it appropriate to wait for the 
Coroner’s inquest before holding the Duty of Candour discussion with the patient’s family 
and/or representatives. The Coroner’s report on post-mortem findings is a key source of 
information that will help to complete the picture of events leading up to the patient’s death.  
 
In any event, an apology should be issued as soon as possible after the patient’s death, 
together with an explanation that the Coroner’s process has been initiated and a realistic 
timeframe of when the family and/or representatives will be provided with more information. 
 
Patients with mental health or cognitive issues 
Duty of Candour for patients with mental health issues should follow normal procedures, 
unless the patient also has cognitive impairment (see below). The only circumstances in 
which it is appropriate to withhold information about an event from a mentally ill patient is 
when advised to do so by a consultant psychiatrist who feels it would cause a psychological 
harm. However, such circumstances are rare and a second opinion (by another consultant 
psychiatrist) would be needed to justify withholding information from the patient. Apart from in 
exceptional circumstances, it is never appropriate to discuss information about any event with 
a representative or relative without the express permission of the patient. To do so is an 
infringement of the patient’s human rights. 
 
Communication and cultural consideration 
Where a patient has difficulties in expressing their opinion verbally, an assessment should be 
made about whether they are also cognitively impaired (see above). If the patient is not 
cognitively impaired they should be supported in the Duty of Candour/Being Open process by 
alternative communication methods e.g. by being given the opportunity to write questions 
down. An advocate, agreed on in consultation with the patient, should be appointed. 
Appropriate advocates may include representatives, the LD Liaison team, family or friends of 
the patient and should focus on ensuring that the patient’s views are considered and 
discussed. 
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There is a Trust patient leaflet on Duty of Candour which must be given to the 
patients/representative as it explains to them the meaning of Duty of Candour and how we 
are complying with the requirements for their care. 
  

Patients who do not agree with the information provided 
Sometimes, despite the best efforts of healthcare staff or others, the relationship between the 
patient and/or the representatives and the healthcare professional breaks down. They may 
not accept the information provided or may not wish to participate in the Duty of 
Candour/Being Open process. In this case the following strategies may assist: 
 

 Deal with the issue as soon as it arises. 

 Where the patient agrees, ensure their representatives are involved in discussions 
from the beginning. 

 Ensure the patient has access to support services. 

 Where the senior healthcare professional is not aware of the relationship 
difficulties, provide the mechanisms for communicating information, such as the 
patient expressing their concerns to other members of the clinical team. 

 Offer the patient and/or their representatives another contact person with whom 
they may feel more comfortable. This could be another member of the 
nursing/medical team or the Patient and Customer Service team. 

 Use a mutually acceptable mediator to help identify the issues between the 
healthcare professional and the patient, and to look for a mutually agreeable 
solution. 

 Ensure the patient and/or their representatives are fully aware of the complaints 
procedure. 

 Write a comprehensive list of the points with which the patient and/or their 
representative disagree and reassure them you will follow up on these issues – 
document these discussions in the patients notes and confirm any discussion 
points in writing. 
 

Patients with a different language or cultural considerations 
The need for translation and advocacy services, and consideration of special cultural needs 
(such as for patients from cultures that make it difficult for a woman to talk to a male about 
intimate issues), must be taken into account when planning to discuss information about any 
event. You must obtain advice from an advocate or translator before the meeting, on the 
most sensitive way to discuss the information. Avoid using ‘unofficial translators’ and/or the 
patient’s family or friends, as they may distort information by editing what is communicated. 
 
Patients with different communication needs 
A number of patients will have particular communication difficulties, such as a hearing 
impairment. Plans for the meeting should fully consider these needs. Knowing how to enable 
or enhance communications with a patient is essential to facilitating an effective Being Open 
process, focusing on the needs of the individuals and their families and being personally 
thoughtful and respectful. 
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 Must be read in conjunction with the Duty of Candour Standard Operating Procedure  

Also to be read in conjunction with any policies listed in Trust Associated 
Documents. 

 Introduction 1

 
1.1 Promoting a culture of openness is a prerequisite to improving patient safety and the 

quality of healthcare systems.  It involves apologising and explaining what happened 
to patients who have been harmed as a result of their healthcare treatment.  It 
ensures that communication is open, honest, transparent and occurs as soon as 
possible following an incident.  It encompasses communication between healthcare 
organisations, healthcare teams and patients and/or their carers (National Patient 
Safety Agency, 2009).   

1.2 The Duty of Candour process is a legal duty that was introduced in November 2014 
(ref: regulation 20 of the health and social care act 2008 (Regulated Activities) 
Regulations 2014) to ensure that providers are open and transparent with people 
who use services and other ‘relevant persons’ (people acting lawfully on their behalf) 
in relation to care and treatment where they have experienced significant harm.  
 

1.3 The primary concern of Duty of Candour is to ensure that the patient and or their 
family/carer are told about patient safety incidents that have affected them. That they 
receive a genuine apology, are kept informed of investigations and are supported to 
deal with the consequences. 

 

 Purpose / Aim and Objective 2

 
2.1 The policy aims to improve the quality and consistency of communication when 

patients are involved in an incident by ensuring that, if they experience harm 
(moderate, severe or die unexpectedly), patients/patients relatives and/or their carers 
receive the prompt information they need to enable them to understand what has 
happened; that an apology is offered; and that patients/patients representative 
and/or carers are informed of the action the Trust will take to try and ensure that a 
similar type of incident does not recur.  This policy, in conjunction with the 
documents listed in the Associated Documents section also aims to create an 
environment where patients and/or their carers, healthcare professionals and 
managers all feel supported when things go wrong. 

2.2 A further aim of this policy is to inform staff that an apology is not an admission of 
liability, it is however a legal expectation of the Duty of Candour. 

 

 

 



Duty of Candour Policy 

POL   
Page 5 
 

 Definitions of harm 3

 

3.1 Duty of Candour applies to patient safety incidents that result in moderate or severe 
harm or unexpected death.  It does not apply to low harm, no harm or near miss 
incidents but this does not negate the requirement to inform the patient if 
appropriate. 

 

3.2 Notifiable safety incident means any unintended or unexpected incident that 
occurred in respect of a service user during the provision of a regulated activity that, 
in the reasonable opinion of a health care professional, could result in, or appears to 
have resulted in: 

 The death of the service user, where the death relates directly to the incident 
rather than to the natural course of the service users’ illness or underlying 
condition, or 

 Severe harm, moderate harm or prolonged psychological harm to the user 

 

Definitions of harm: 

3.3 Moderate harm: 

 harm that requires a moderate increase in treatment  

 significant but not permanent harm  

 

For example: 

 a moderate increase in treatment means an unplanned return to surgery, unplanned 
readmission, a prolonged episode of care, extra time receiving care or treatment in 
hospital as 

 an inpatient or outpatient, cancelling of treatment or transfer to another treatment 
area (such as intensive care). 

 

3.4 Severe harm: 

 when there has been a permanent reduction of health or functional ability that 
is related directly to the incident. 

 

3.5 Prolonged psychological harm: 

 psychological harm which is experienced or is likely to be experienced for a 
continuous period of at least 28 days 
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 (Duties) Roles & Responsibilities 4

This policy is aimed at all healthcare staff. The following responsibilities and accountabilities 
have been identified and confirmed. 
 
4.1 Trust Board and Executive Team 

The Trust Board and the wider Executive Team is responsible for: 

4.1.1 Responsible for setting the strategic direction for the organisation, including 
for the implementation of the Duty of Candour.  

4.1.2 Actively championing the “Being Open and Duty of Candour” process by 
demonstrating commitment to openness, honesty and transparency in all 
aspects of patient care and fostering a learning, supportive, fair and just 
safety culture.  

4.1.3 Ensuring that recommendations and actions identified from patient safety 
incidents are implemented and their effectiveness reviewed.  

 

4.2 Medical Director and Director of Nursing 

They are responsible for: 
4.2.1 Conveying to medical, nursing and other health care professionals the 

importance of complying with both the regulatory and professional duty of 
candour; and 

4.2.2 Raising awareness of the process, ensuring that the requirements for 
sharing information under both the Duty of Candour and Open & 
Transparent processes are met.  

 
4.3 Chief Quality Officer 

 The Chief Quality is responsible for: 
4.3.1 Oversight of the effective systems and processes to ensure that there is 

timely notification and communication to patients or their representatives. 

4.3.2 Work closely with the Medical Director and Director of Nursing to ensure 
regulatory compliance of the Duty of Candour is met. 

4.3.3 Providing advice to health professionals and managers on meeting the Duty 
of Candour. 

 
4.4 Quality Improvement and Patient Safety Team 

4.4.1 Facilitate the implementation of the Duty of Candour systems and processes 
by working with the directorate staff.  

4.4.2 To ensure applicable Duty of Candour fields on Datix are completed prior to 
incident closure. 

4.4.3 Providing training or arranging for training to be provided on the Duty of 
Candour. 
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4.4.4 Ensuring that the Being Open and Duty of Candour Policy and the Duty of 
Candour Guidance is kept up to date to comply with current regulation and 
recognised best practice 

 

4.5 Directors of Operations 

The directorate management team is responsible for: 
 

4.5.1 Ensuring that health professionals within their directorates comply with both 
the regulatory and professional duty of candour by following this policy. 

4.5.2 Liaising with the Patient Safety Team regarding compliance with this policy.  

4.5.3 Be responsible for implementing training sessions within their directorates 
and raising awareness of the Duty of Candour with their relevant staff 

 
 
4.6 Directorate Governance Managers: 

Director Governance Managers are responsible for: 
4.6.1 The coordination of communication with patients and patient representatives 

for Duty of Candour in relation to incoming complaints. 

4.6.2 Where it is applicable, ensuring that a corresponding entry and 
documentation is made on the Incidents module of Datix and that the 
responsible senior clinician initiates a Duty of Candour procedure. 

 
4.7  Senior Clinical Lead 

           Senior Clinical Lead is responsible for: 

4.7.1 Ensuring the principles of being open and the Duty of Candour are followed 
in their service 

4.7.2 Making the initial disclosure of harm as soon as possible after the incident 
(usually within 48 hours of the incident and definitely no longer than 10 
days). 

4.7.3 Apologising to the patient/family/carer, giving an initial explanation of the 
incident which is known at that point. 

4.7.4 Signposting the patient/family/carer to appropriate support. 

4.7.5 Discussing the investigation process with the patient/family/carer and asking 
if they have any concerns regarding the investigation and conveying these 
concerns to the investigator(s) if not present. 

4.7.6 Agreeing an ongoing point of contact with the patient/family/carer 

4.7.7 The Duty of Candour letters must be completed by the directorate 
Governance Manager/lead supported by the senior clinician involved in the 
patients care within 48 hours of the incident and filed in the patient’s notes; 
they must also be attached to the relevant Datix report. The first letter is 
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completed after the verbal meeting. The second letter is completed following 
the meeting where the investigation results are discussed. 

 Letter one is to inform the patient/patient representative of the incident 
and to apologise and inform them that an investigation will be taking 
place 

 Letter two is to inform the patient/patient representative of the findings 
from the investigation and how lessons will be learnt 

4.7.8 Ensuring all staff involved in an incident, including non-clinical staff, staff 
from other teams and locum staff are debriefed and signposted to further 
sources of support if required for example counselling. 

 
4.8 All staff 

4.8.1 All cases of moderate harm, severe harm, death or prolonged psychological 
trauma (at least 28 days) must be promptly escalated to the senior clinician 
present at that time, for initiation of the Duty of Candour procedure.  

4.8.2 Every member of staff has a duty to ensure all patient safety incidents are 
promptly reported using the Trust incident reporting system (Datix).  

4.8.3 All staff should be sensitive to peers involved in an incident and provide a 
supportive environment 

 Monitoring and Review  5

 

What will be monitored How/Method 

 

 

Frequency 

Lead Reporting to 

 

Deficiencies/ gaps 
Recommendations and 
actions 

Ensure the Trust complies 
with the Duty of Candour 
Policy following all incidents 
of moderate harm and more 
severe incidents. 

 

 

Audit of DATIX, RCA 
reports and patient 
notes (as necessary) 

6 monthly  Head of 
Patient 
Safety 

Quality 
Improvement 
and 
Compliance 
Group 

Where gaps are recognised 
actions plans will be put into 
place to improve compliance 

Ensure the Trust complies 
with Regulation 20 Duty of 
Candour and the 
Professional Duty of 
Candour. 

Compliance report as 
part of wider monitoring 
report. 

Monthly Head of 
Patient 
Safety 

 

Report to sent 
to CQC /  

 

Reviewed by 
Quality 
Improvement 
and 
Compliance 
Group (where 
requested) 

Where gaps are recognised 
actions plans will be put into 
place to improve compliance 
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What will be monitored How/Method 

 

 

Frequency 

Lead Reporting to 

 

Deficiencies/ gaps 
Recommendations and 
actions 

Local Being Open and Duty 
of Candour Activity 

Presentation of reports 
on Being Open, staff 
training, lessons 
learned and 
dissemination of 
lessons learned 

Quarterly Directorate 
Quality and 
Governance 
Leads/ 

Directorate 
Associate 
Chief Nurses 

Directorate 
Quality and 
Governance 
Groups 

Where gaps are recognised 
actions plans will be put into 
place and monitored through 
the Directorate Governance 
Group.   

That the Being Open and 
Duty of Candour Policy and 
SOP continue to meet 
regulatory requirements and 
best practice. 

Keep abreast of 
regulatory changes and 
best practice from CQC 
guidance 

On-going Patient 
Safety 
Manager 

Quality 
Improvement 
and 
Compliance 
Group / Chief 
Executive 
Advisory Group  

The policy will be updated 
when there is a requirement 
to do so following regulatory 
and/or best practice changes. 

  

 Training and Implementation  6

 
6.1 E-learning package directing staff through the principles and concept of Duty of 

Candour and Being Open.   

6.2 Directorate Governance Managers will be responsible for implementing training 
sessions within their directorates and raising awareness of the Duty of Candour with 
their relevant staff.  

 Equality Impact Assessment Statement & Tool 7

 

All public bodies have a statutory duty under The Equality Act 2010 (Statutory Duties) 
Regulations 2011 to provide “evidence of analysis it undertook to establish whether its 
policies and practices would further, or had furthered, the aims set out in section 149(1) of 
the [Equality Act 2010]”; in effect to undertake equality impact assessments on all 
procedural documents and practices. Authors should use the Equality Impact Toolkit to 
assess the impact of the document. 
In the first instance this will mean screening the document and, where the screening 
indicates, completing a full assessment. The Toolkit can be found on the Trust website 
http://www.medway.nhs.uk/our-foundation-trust/publications/equality-and-diversity/equality-impact-
assessments/ 
 
A document will not be considered approved until the author has confirmed that the 
screening process has been carried out and where required a full impact assessment has 
been completed. Where a full assessment is completed this should be submitted along with 
the document for approval. 
 

 References 8
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Title of Report 
 

 
Corporate Policy:  Information Governance 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal 

Committees or Groups 
who have considered 
this report 
 

Executive Group 
 

Executive Summary 
 

Further to discussions between the Chief Executive and the 
Executive Group, it was resolved to map all policies, Standard 
Operating Procedures (SOPs) and Administrative Guidance 
Notes (AGNs) under one of 14 overarching Policy Areas with a 
high level Board approved Corporate Policy covering each area. 
 
The Corporate Policy is intended to be a high level overview of 
the organisation’s policy in the relevant area, with the detailed 
instructions / guidance being laid out in supporting 
documentation which is referenced in the Corporate Policy and 
therefore linked to the overarching policy document. 
 
The corporate policy areas are: 

 Information Governance 

 Complaints 

 Serious Incidents 

 Safeguarding 

 Emergency Planning, Resilience and Response 

 Human Resources/employee handbook 

 Health and Safety 

 Standards of Business Conduct 

 Medicines Management 

 Risk Management 

 Patient Care and Management 

 Security and Estates 

 Duty of Candour 

 Finance 
 
Accordingly, the Corporate Policy for Information Governance 
has been drafted and is attached for Board approval. 

 

Resource Implications 
 

N/A 

Risk and Assurance 
 

Currently there is an excessive number of policies, SOPs and 
AGNs in place and linkage between associated documentation 
may lack clarity and purpose.  The process of creating an 



 

overarching Corporate Policy for each area is supported by a 
review of background documentation and the culling of 
documents which are superfluous or out of date.  The process 
will streamline document management processes across the 
Trust. 
 

Legal 
Implications/Regulatory 
Requirements 
 

 
Corporate Policies are being drafted to reflect legal and 
regulatory requirements. 
 
 
 

Recovery Plan 
Implication 
 

Governance and Standards 

Quality Impact 
Assessment 
 

N/A 

Recommendation 
 

The Executive Group have reviewed the policy and recommend 
that the Board approves the new Corporate Policy for 
Information Governance. 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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To be read in conjunction with any policies listed in Trust Associated Documents. 

1 Introduction 

 

1.1 Information Governance is, at its simplest, a framework that draws together 
statutory, mandatory and best practice standards about the management of 
information - whether personal (patient or staff) or corporate. Good quality 
information is at the heart of decisions made by staff, not only in terms of patient 
care but also in the management of the organisation and maintaining public 
confidence in the services that the Trust provides. 

1.2 The Trust is required to evidence its compliance with these standards through the 
Information Governance Toolkit, which sets a route map for self-assessment and 
improvement against set criteria year on year. 

2 Purpose / Aim and Objective 

 
2.1 Information Governance Framework and Policy Statement 

Medway Foundation Trust has defined governance structures laid out in the IG 
framework.  These set the governance, accountability and responsibilities for 
ensuring it maintains and improves standards of IG compliance aligned to an IG 
strategy that evidentially supports the IG Toolkit requirements. 

2.2 The Policy framework ensures that key compliance areas provide the Senior 
Information Risk Owner (SIRO) with timely, reliable and fit for purpose information to 
meet reporting requirements, to support legislative and regulatory compliance and to 
assist in management decision making. Trust managers will provide commitment 
and leadership in respect of IG and ensuring information is accurate, robust and 
timely. 

2.3 Assurances will be provided to the Caldicott Guardian and Trust Board through 
reports from the Trust SIRO (Senior Information Risk Owner) - these reports will 
promote openness and transparency in how the Trust is progressing against the 
Toolkit requirements, and highlight key areas of risk and non-compliance.  

2.4 The Trust aims to ‘Be the BEST’ in everything it sets out to, and this extends to 
embedding IG at the heart of how it protects, manages and uses patient, staff and 
corporate information. 

 

 

 

 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR141
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR141
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=STRCGR013
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=STRCGR013
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3 Policy Framework 

 
3.1 Medway NHS Foundation Trust is committed to complying with statutory, 

mandatory and best practice requirements through a supporting framework of 
documents: 

Information Security Policy POLCGR018 - Information Security Policy  

The Trust’s Information Security policy is a high level document that utilises a 
number of controls to protect the organisation’s information. The controls are 
delivered through policies, standards, processes, procedures, supported by tools 
and user training. 

USB, Removable Media and Media Destruction Policy POLCGR086 - USB, 

Removable media and Media Destruction Policy  

This policy supports the Information Security Policy to ensure that strict procedures 
are followed to prevent patient and staff personal data is not compromised, lost or 
stolen through the use of removable media. 

User Access Management Policy POLCGR079 - User Access Management Policy  

This policy governs the prevention of unauthorised access to the Trust’s information 
systems and forms the umbrella rules supporting the Access to Confidential 
Information Audits. 

Records Management & Lifecycle Strategy and Policy STRCGR002 - Records 

Management & Lifecycle Strategy  

The Trust’s records are its corporate memory, providing, evidence of actions and 
decisions, and representing a vital asset to support daily functions and operations. 
Records support policy formation and managerial decision-making, protect the 
interests of the Trust and the rights of patients, staff and members of the public. 
They support consistency, continuity, efficiency and productivity and help deliver 
services in consistent and equitable ways. This document governs the cycle of 
records from their collection to disposal. 

Data Protection Policy POLCGR007 - Data Protection Policy  

This policy provides a framework for the Trust to ensure compliance with its 
confidentiality obligations, and in particular the Data Protection Act. 

The Trust, as a Data Controller, has a legal obligation to comply with all appropriate 
legislation with regard to the processing of personal data. It also should comply with 
guidance issued by the Department of Health, NHS England, other advisory groups 
to the NHS, and guidance issued by professional bodies. 

Freedom of Information Policy POLCGR009 - Freedom of Information Act 2000 Policy  

This policy provides a framework for the Trust to ensure compliance with the FOIA, 
Re-use of Public Sector Information Regulations 2005 and the Environmental 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR018
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR086
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR086
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR079
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=STRCGR002
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=STRCGR002
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR007
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR009
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Information Regulations 2004 

Use of Cameras, video and audio recorders on Trust premises  GUCGR023 - Use 

of cameras video and audio recorders on Trust premises Policy and Procedure  

This guidance ensures that patient images remain confidential and for the purposes 
of helping with the assessment and evaluation of a patient’s condition through the 
use of clinical photography; and service users and patients do not make recordings 
(covert or otherwise) of other patients, or staff engaged in clinical interventions with 
patients. 

Secure Transfer of Information Policy POLCGR077 - Secure Transfer of Information 

Policy  

This policy governs the transfer of patient identifiable or staff identifiable information. 
Its aim is to ensure such transfers meet Caldicott principles in preventing information 
becoming lost in transit, erroneously sent to the wrong person or sent to the correct 
destination but in an insecure manner. 

Acceptable Use of Trust Information Systems and Assets POLCGR113 - 

Acceptable Use of Trust Information Systems and Asset Policy  

The aim of this policy is to ensure the proper use of the Trust’s NHS information 
systems and assets and make users aware of what the Trust deems to be 
acceptable and unacceptable use of these. 

Data Quality Policy POLCOM037 - Data Quality Policy   

This policy describes why Data Quality is important to the Trust; where 
responsibilities for maintaining and improving Data Quality lie; the means by which 
its continual improvement will be effected; and the processes which will ensure that 
the Board can be assured over the effectiveness of the systems, processes and 
controls over reported performance information. 

Network Security Policy POLCGR082 - Network Security Policy  

This policy sets out the goals of protecting systems from misuse and keeping them 
available to users.  It aims to ensure the confidentiality, integrity and availability of 
the Trust’s information assets. 

Registration Authority Policy POLCGR093 - Registration Authority  

This policy applies to all processes, procedures and activities carried out by the RA 
in relation to Trust systems which require Smartcard 

System Security policy POLCGR115 - System Security Policy  

This policy is designed for Information Asset Owners to outline the requirements for 
documenting and ensuring system security for the IT based or digital information 
assets that they manage. 

 

 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUCGR023
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=GUCGR023
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR077
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR077
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR113
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR113
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCOM037
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR082
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR093
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR115
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4 Roles and Responsibilities 

 
4.1 Trust Board 

4.1.1 The Trust Board is ultimately responsible for ensuring that the Trust 
corporately meets its legal responsibilities and for the adoption of internal 
and external governance requirements. 

4.1.2 The Trust Board is responsible for approving the Trust’s Corporate Policy 
for information governance. 

4.1.3 The Trust Board is responsible for reviewing reports from the SIRO and 
Caldicott Guardian to the Board on information governance arrangements. 

4.1.4 The Trust Board is responsible for understanding the statutory framework 
and assuring itself on the adequacy of the Trust arrangements for meeting 
requirements. 

 
4.2 Chief Executive 

4.2.1 The Chief Executive has overall responsibility for ensuring that sufficient 
resources are provided to support information governance requirements.  

 

4.3 Caldicott Guardian  

4.3.1 The Medical Director is the Trust’s Caldictott Guardian who is responsible 
for ensuring that MFT satisfies the highest practical standards for handling 
patient identifiable information. The role encompasses: 

 acting as the ‘conscience’ of MFT;  

 facilitating and enabling information sharing and advising on options 
for lawful and ethical processing of information;  

 representing and championing Information Governance requirements 
and issues at Board level; 

 receiving training as necessary to ensure they remain effective in their 
role as the Caldicott Guardian;    

 ensuring that confidentiality issues are appropriately reflected in 
organisational strategies, policies and working procedures for staff; 
and  

 overseeing all arrangements, protocols and procedures where 
confidential patient information may be shared with external bodies 
both within, and outside, the NHS.  
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4.4 The Director of Corporate Governance, Risk, Compliance and Legal 

4.4.1 Is the designated Executive for Information Governance with responsibility 
for ensuring that the Trust has plans and policies in place to fulfil the 
requirements of the statutory framework; 

4.4.2 Is the Chair of the Information Governance Group, ensuring upward 
reporting to the Compliance and Risk Group; 

4.4.3 acts as champion for information risk on the Board and provides written 
advice to the Accounting Officer on the content of the Organisation’s  
Annual Governance Statement in regard to information risk;   

4.4.4 understands how the strategic business goals of MFT and how other  NHS 
organisations’ business goals may be impacted by information risks, and 
how those risks may be managed;  

4.4.5 implements and leads the NHS Information Governance risk assessment 
and management processes within MFT;  

4.4.6 advises the Board on the effectiveness of information risk management 
across MFT; and  

4.4.7 Is the Trust Senior Information Risk Owner with responsibility for fulfilling 
the requirements of the role.    

 

4.5 Information Governance Group 

4.5.1 This Group is established on the authority of the Executive Group to assist 
the Trust Board in fulfilling its responsibilities in relation to information 
governance. Its purpose is to monitor and co-ordinate implementation of 
the Information Governance Policy and the Information Governance Toolkit 
requirements and other information related legal obligations.  Terms of 
Reference setting out the full responsibilities of the Group are available 
here. 

 
4.6 Head of ICT 

4.6.1 The Head of ICT is responsible for: 

 The formulation and implementation of ICT related policies and the 
creation of supporting procedures, and ensuring these are embedded 
within the service developing, implementing and managing robust ICT 
security arrangements in line with best industry practice; 

4.6.2 Effective management and security of Trust 

 resources, for example, infrastructure and equipment; 

 Developing and implementing a robust IT Disaster Recovery Plan; 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=DOC36
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 Ensuring that ICT security levels required by NHS Statement of 
Compliance are met; 

 Ensuring the maintenance of all firewalls and secure 
access servers are in place at all times, and; 

 Ensuring the provision of Information Asset Owners for the 
ICT infrastructure with specific accountability for computer 
and telephone equipment and services that are operated by 
corporate and clinical work force, e.g. personal computers, 
laptops, personal digital assistants and related computing 
devices, held as a NHS asset. 

 

4.7 Director of Clinical Operations – Co-ordinated Surgical Care 

4.7.1 The Director of Clinical Operations is responsible for the management and 
delivery of the function of health records management in accordance with 
information governance policies. 

 

4.8 Information Asset Owners (IAO), who will:  

4.8.1 lead and foster a culture that values, protects and uses information for the 
success of MFT;  

4.8.2 know what information comprises or is associated with the asset, and 
understands the nature and justification of information flows to and from the 
asset;  

4.8.3 receive training as necessary to ensure they remain effective in their role as 
an Information Asset Owner; 

4.8.4 know who has access to the asset, whether system or information, and 
why, and ensures access is monitored and compliant with policy; and  

4.8.5 understand and address risks to the asset, and provide assurance to the 
SIRO.  

  
4.9 The Information Governance Manager, who will:  

4.9.1 maintain an awareness of Information Governance issues within MFT 

4.9.2 act as the operational lead for delivery of the Information Governance 
agenda; 

4.9.3 Manage the information governance team; 

4.9.4 review and update the suite of Information Governance policies, strategies, 
framework and guidance in line with local and national requirements;  
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 review and audit all procedures relating to this policy where 
appropriate on an ad-hoc basis; and  

 ensure that staff are aware of the requirements of the policy.   

 
4.10 Information Governance Team 

4.10.1 The Information Governance Team are responsible for: 

 Providing expert advice and guidance to all staff on all elements of 
Information Governance.  

 Developing internal Information Governance policies and procedures 
to meet NHS information governance guidance and legislation. 

 Developing Information Governance awareness and training 
programmes for staff. 

 Ensuring compliance with Data Protection, Information Security and 
other information related legislation. 

 Co-ordinating the response to freedom of information requests. 

4.11 Line Managers 

4.11.1 Line managers are responsible for ensuring that the Information 
Governance Policy is implemented within their group or directorate. 

4.12 All Staff 

4.12.1 All staff are responsible for adhering to the policy and fulfilling mandatory 
training requirements. 

 

5 Monitoring and Review  

 

What will be 
monitored 

How/Method
/ Frequency 

Lead 
Reporting 
to 

 
Deficiencies/ gaps 
Recommendation
s and actions 

Policy review Annually Information 
Governance 
Manager 

SIRO & IG 
Group 

Where gaps are 
recognised action plans 
will be put into place 

Compliance with the 
Trust’s IG Toolkit 
requirements  

Managed via 
(1) quarterly 

feedback to 
the IG Group 

(2) Half year 
SIRO reports 
to Board 

(1) IG Manager 
(2) Director of 

Corporate 
Governance 
Risk, 
Compliance 
& Legal 

(1) The IG 
Group 

(2) The 
Executive 
Group 

Where gaps are 
recognised action plans 
will be put into place 
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6 Training and Implementation  

 
6.1 To support the implementation and embedding of the IG policy and procedures;  

6.1.1 Mandatory e-learning training supported by face to face sessions available 
to all staff;  

6.1.2 Bespoke training for dedicated cohorts and staff groups.   

7 Equality Impact Assessment Statement & Tool 

 

7.1 All public bodies have a statutory duty under the Race Relation (Amendment) Act 
2000 to “set out arrangements to assess and consult on how their policies and 
functions impact on race equality.” This obligation has been increased to include 
equality and human rights with regard to disability, age and gender.  

7.2 The Trust aims to design and implement services, policies and measures that meet 
the diverse needs of our service, population and workforce, ensuring that none are 
placed at a disadvantage over others. This document was found to be compliant with 
this philosophy.  

7.3 Equality Impact Assessments will also ensure discrimination does not occur on the 
grounds of Religion/Belief or Sexual Orientation in line with the protected 
characteristics covered by the existing public duties. 

9 References 

 

Document Ref No 

References:  

NHS Digital IG Toolkit V14  

Data Protection Act 1998  

Freedom of Information Act 2000  

Information Security Management ISO 27001:2005  

Information Governance Alliance Code of Practice on Records 
Management 

 

NHS Confidentiality Code of Practice  

Trust Associated Documents: 

POLCGR079 - User Access Management Policy  POLCGR079 

Disclosure of Medical Records SOP Disclosure of Medical 
Records 

SOP 

OTCGR139 - Checklist Guidance for Reporting, Managing and 
Investigating Information Governance and Cyber Security Serious 
Incidents Requiring Investigation  

OTCGR139 

OTCGR004 - Code of Conduct For Staff in Respect of OTCGR004 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=POLCGR079
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0136
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=SOP0136
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR139
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR139
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR139
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR004
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Confidentiality  

OTCGR040 - Kent and Medway Information Sharing Agreement  OTCGR040 

 
END OF DOCUMENT 
 

http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR004
http://qpulse-drs.medway.nhs.uk/Corporate/Documents.svc/documents/active/attachment?number=OTCGR040
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Title of Report 
 

Health and Safety Report – Half Year Report 
 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal 

Committees or Groups 
who have considered 
this report 
 

 
Compliance and Risk Group 

Executive Summary 
 

To advise the Board of the Trust’s current legislative and legal 
obligations in respect of health and safety and to report on the 
current status of compliance with Health and Safety across the 
Trust. 
 

Resource Implications 
 

N/A 

Risk and Assurance 
 

The report includes details of current H&S performance 
indicators which demonstrate a positive improvement against 
2015/16.  The report demonstrates how the health and safety 
framework is compliant with legislation but more focussed effort 
on proactive monitoring is required.  Current health and safety 
risks are related to fire safety risks which is subject to a separate 
Board report. 

Legal 
Implications/Regulatory 
Requirements 
 

Health and Safety at Work etc. Act 1974 
Corporate Manslaughter act 2007 
 
 

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 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Health and Safety Report – September 2016 
 

 

1 EXECUTIVE SUMMARY 
 

1.1 This report provides the Board with an overview of the current legislation relating to 
Health and Safety and the Health and Safety Executive who are responsible for the 
encouragement, regulation and enforcement of workplace health safety and welfare and 
for research into occupational risks.    

 
1.2  Health and safety law places duties on organisations and employers, and directors can 

be personally liable when these duties are breached: members of the board have both 
collective and individual responsibility for health and safety. 

 
1.3 The report details the Trust’s health and safety team management arrangements that 

are in place and provides assurance of compliance with the legislation and expectations 
of the HSE.   

 

1.4 The report includes a section on how incident and accidents are reported and 
investigated with the relevant scorecard. 

 

2 INTRODUCTION 
 

2.1 The purpose of this report is to outline the legislation relating to Health and Safety and to 
explain the current arrangements in place to manage health and safety across the Trust. 
The Trust duties, roles and responsibilities are outlined in the Trust Health and Safety 
Policy.   
 

2.2     The report provides assurance to the Board on how the current framework for the 
management of health and safety is working but recognises that further opportunities for 
improvement have been identified and will be progressed. 
 

3 LEGISLATION 
 

3.1 The Health and Safety at Work Act 1974, (HASAW), is the main piece of UK health and 
safety legislation.  It places a duty on all employers to ensure so far as is reasonably 
practicable, the health, safety and welfare at work of all their employees.  The Act also 
extends to include members of the public. 
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3.2 There are a number of regulations (The Management of Health and Safety at Work 
Regulations 1992, amended 1999) that underpin the main legislation and if these are 
breached give rise to prosecution.  These include: 

 

 Safe operation and maintenance of the working environment, plant and systems. 

 Prepare and publish a written policy and the organisation and arrangements for 
embedding the policy.   

 Maintenance of safe access and egress to and from the workplace and public 
areas. 

 Safe use, handling and storage of dangerous substances. 

 Provision of adequate training, instruction and supervision of staff to ensure 
health and safety. 

 Adequate welfare provisions for staff at work.  
 
3.3 The penalties for contravention of the Act and regulations are: 
 

 On summary conviction, a maximum of £20,000 fine per offence. 

 Conviction on indictment, an unlimited fine or a maximum of 2 years 
imprisonment or a fine and prison sentence. 

 
 
3.4 Under the Corporate Manslaughter and Corporate Homicide Act 2007, an offence will be 

committed where failings by an organisation’s senior management are a substantial 
element in any gross breach of the duty of care owed to the organisation’s employees or 
members of the public, which results in death.  

3.5 The maximum penalty is an unlimited fine and the court can additionally make a publicity 
order requiring the organisation to publish details of its conviction and fine. Companies 
and organisations that take their obligations under health and safety law seriously are 
not likely to be in breach of the provisions. Nonetheless, companies and organisations 
should keep their health and safety management systems under review, in particular, 
the way in which their activities are managed or organised by senior management. 

 
    

4 THE HEALTH AND SAFETY EXECUTIVE (HSE) 
 

4.1 The HSE is a non-departmental public body responsible for the encouragement, 
regulation and enforcement of workplace health safety and welfare and for research into 
occupational risks.    

 
5 TRUST HEALTH AND SAFETY ARRANGEMENTS 

 
5.1   The Trust’s Health and Safety Policy has been written in line with the HSE requirements.  

The current policy was approved by the Health and Safety Group in July 2016.  It is 

subject to annual review.  The Trust is currently refreshing its Corporate Policy 

framework and a refreshed Board approved high level Health and Safety Policy is being 

drafted to pull together all health and safety related policies. 
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5.2  The Fire, Health and Safety Group chaired by the Director of Corporate Governance, 

Risk, Compliance and Legal is the formal group that has an authoritative and key role in 

monitoring the Trust’s compliance with current legislation and the requirements of the 

HSE. The group meets quarterly.  The group last met in July and the next meeting is 

scheduled for October.  If there is a serious incident between meetings, the group will 

hold an extraordinary meeting to address the incident to ensure a rapid response and 

also to ensure compliance with regulatory bodies. The Terms of Reference for the group 

are appended.  

 
5.3  The health and safety risk register is reviewed at each meeting of the Fire, Health and 

Safety Group as well as being subject to routine management and oversight within the 

Corporate Governance Directorate. Each entry made on the RiskAssure system is 

reviewed promptly for accuracy and applicability dependant on the risk level to the Trust.  

Each risk is evaluated so that corrective action and mitigation can be taken. 

 

5.4 The outputs from the Fire, Health and Safety Group are reported to the Compliance and 

Risk Group which in turn escalates to the Executive Group if required. Concerns about 

fire safety arrangements were escalated following the meeting held in July.  This is 

covered in a separate Board report. 

 

5.5 Since June this year there has been considerable focus on improving the uptake of 

mandatory training for health and safety and moving and handling. These are key risk 

areas which impact directly on patient and staff safety. The mandatory training rate as at 

16 September for health and safety is 93.89% and moving and handling is 89%. This is 

a significant improvement from earlier in the year. The Trust target for both subjects is 

95%. 

 

       

6 HEALTH AND SAFETY MANAGEMENT TEAM ARRANGEMENTS 

 
6.1 In accordance with the Management of Health and Safety at Work Regulations 1999, 

the Trust is required to have suitable means of competent advice regarding health and 

safety; this also includes other advisors such as moving and handling, radiation and 

construction and design management (CDM). 

 

6.2  The Health and Safety team consist of a senior health and safety adviser, a senior 

moving and handling adviser with part time administrative support.  The team are 

directly managed by the Head of Corporate Compliance and Resilience.  The post 

holder has extensive NHS experience in managing the health and safety function and 

associated staff and is accountable to the Director of Corporate Governance, Risk, 

Compliance and Legal. Radiation and CDM advice is contracted separately by the Trust. 
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7 INVESTIGATION AND REPORTING OF INCIDENTS AND ACCIDENTS 
 

7.1 The Trust has a duty to report certain accidents and incidents to the HSE in accordance 

with the Reporting of Injuries and Dangerous Occurrences Regulation 2013 (RIDDOR) 

within ten days.  Managers are regularly reminded of the reporting requirements and 

timescale through the weekly Global message and it is also reinforced through health 

and safety training which captures managers and key workers. 

 

7.2 RIDDOR reports and other accidents/incidents are recorded on DATIX which is the 

Trust incident reporting system. The senior health and safety adviser regularly reviews 

the DATIX reports and, where appropriate, promptly investigates further. These 

investigations are carried out jointly with the service manager.  The findings are reported 

to the Fire, Health and Safety Group.  The relevant scorecard is appended.  The 

scorecard demonstrates improvements compared to 2015/16.  Aggression incidents will 

be the subject of a focussed review at the October Fire, Health and Safety Group. 

 

8 KEY RESULTS OF RECENT AUDITS AND INSPECTIONS 
 

8.1 Recent CQC mock inspections have highlighted that some departmental risk 

assessments contained within the health and safety folders are out of date.  The Risk 

Assessment Policy states that risk assessments should be regularly monitored. Full 

reviews should take place at least every three years or sooner if processes, 

machinery/plant, activities or locations change.  Assurance is given to the Board that 

immediate steps have been put in place to rectify the situation.  This includes an 

immediate full audit of health and safety folders across the site, a critical review of the 

risk assessment policy and a proactive approach by the health and safety team to 

support the responsible managers and key workers in ensuring that the Trust is fully 

compliant in this area and remains compliant going forward. 

 

8.2 Closer working with the Trust’s Local Security Management Specialist (provided under 

contract with tiaa) has been identified as needing strengthening and reviewing to ensure 

a joined up approach with the Trust’s health and safety team. 

 

9 GOING FORWARD 
 

9.1  Over the next six months the health and safety team will provide undertake more 

monitoring of compliance in addition to their advisory and training services across all 

areas of the Trust. 
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9.2 It has been identified that the health and safety team need to set up a rolling audit 

progamme to ensure all compliance documentation is being reviewed and updated as 

necessary across the Trust as reliance on policy is not sufficient on its own.  

9.3  The health and safety team will continue to provide the relevant health and safety 

training within the classroom and workplace setting. There will also be a focus on those 

staff who work nights and weekend only. 

 

Appendices 

Terms of Reference – Fire, Health and Safety Group 

Health and Safety Scorecard 



 

Terms of Reference  

  

Approved by Executive Group on 06.07.2016  
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Fire, Health & Safety Group 

1. Purpose 
1.1. To assist the Trust Board in fulfilling its responsibilities in relation to fire, health 

and safety which arise out of the activities of the Trust.  It will fulfil its purpose by 
having responsibility for oversight of the systems and controls governing fire, 
health and safety, reviewing key performance indicators to assess their adequacy 
and identifying where improvements need to be made. 

 
 

2. Constitution 
2.1. The Fire, Health & Safety Group is established on the authority of the 

Compliance and Risk Group. 
 

3. Authority 
3.1. The Group is authorised to seek any data and information required from any 

Trust source (including individual staff) necessary to undertake its role. 
 

 
4. Accountability 

4.1. The Group is accountable to the Compliance and Risk Group.  The Group is 
required to provide its minutes and a report on a quarterly basis to the 
Compliance and Risk Group. 

4.2. Any matters requiring Board approval under the Trust’s Scheme of Delegation 
and Reservation will be submitted to the Board by the Director of Corporate 
Governance, Risk, Compliance & Legal. 

4.3. The Head of Corporate Compliance and Resilience will provide regular briefings 
to the Compliance and Risk Group on Fire, Health and Safety issues. 

 
5. Chairperson 

5.1. The Chair of the Group will be the Director of Corporate Governance, Risk 
Compliance & Legal.   

5.2. The Head of Corporate Compliance and Resilience will be the Deputy Chair.   

5.3. In the absence of the Chair or Deputy Chair, members present will select a Chair 
for the meeting. 

 
6. Membership 

6.1. Fire Consultant 

6.2. Director of Corporate Governance, Risk, Compliance & Legal (Chair) 

6.3. Director of Estates and Facilities (or nominated Deputy) 

6.4. Head of Corporate Compliance and Resilience (Deputy Chair) 

6.5. HR Representative 
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6.6. Senior H&S Adviser 

6.7. Staff side representative 

6.8. Staff side representatives should elect 6 of their members to attend the Group in 
rotation.  Each member of the group will take the necessary steps to represent 
the views of the constituents they represent. 

 

7. Attendance is expected from: 
7.1. The Head of Infection Prevention & Control, Moving & Handling Adviser and any 

other specialist adviser may be invited to the meeting, as attendees, to provide 
reports to the Group as required.  Attendees will not be afforded voting rights, 
however they will be entitled to give advice and make recommendations to the 
Group. 

 
7.2. A Governor Representative will be invited to attend. The Governor 

Representative reports outputs from the Group to the Governor Quality Working 
Group.  

 
8. Quorum  

8.1. At least 50% of the current membership will form the quorum, one of whom must 
be the Chair or Deputy Chair.  At least one representative from Staff side must 
also be present. 

 
9. Frequency 

9.1. The meetings will be held quarterly although, in exceptional circumstances, the 
Group may meet to discuss urgent matters.  

9.2. Members are required to attend a minimum of 3 meetings in a calendar year.  If a 
member does not attend, a deputy should be sent with an accompanying report, 
where appropriate to the Group. 

 

10. Agenda 
10.1. The agenda will be set two weeks in advance of the meeting and items for the 

agenda should be forwarded to the Chair one week before the agenda is set and 
circulated within three working days of the meeting. 

 
10.2. The minutes of the previous meeting, actions log and associated reports should 

be available and circulated no less than three days in advance of the meeting.   
 

11. Key responsibilities   
11.1. Provide assurance to the Board, via the Compliance and Risk Group, and the 

Executive Group, that the Trust executes its duties and responsibilities in the 
promotion of health & safety in the work place, as a requirement of The Health 
and Safety at Work Act 1974. 

 
11.2. Monitor and evaluate the effectiveness of existing systems and procedures 

designed to ensure health and safety in the workplace. 



 

Terms of Reference  

  

Approved by Executive Group on 06.07.2016  
Page 3 of 4 

 
11.3. Review incident report statistics identifying trends and assessing remedial action 

that may be required. 
 
11.4. Review reports by the Health & Safety Executive (HSE), Care Quality 

Commission (CQC) and other regulatory bodies, on the promotion of health and 
safety in the workplace and the extent to which the Trust has fulfilled 
requirements and recommendations. 

 
11.5. Provide a forum for Staff representatives to raise safety issues that have not 

been dealt with satisfactorily by local management and where concerns remain. 
 
11.6. Review all health & safety related policies and procedures and make 

recommendations for their approval to the Compliance and Risk Group. 
 

12. Business Conduct 
12.1. The Terms of Reference will be subject to review annually 
 
12.2. All members are expected to have read papers before the meeting, arrive on time 

and contribute; 
 
12.3. All members are expected to act with integrity and honesty; 
 
12.4. All members are expected to respect the sensitivity and confidentiality of some of 

the matters put to the Group; 
 

13. Process for Monitoring compliance with Terms of Reference 
13.1. The draft minutes will be approved by the Chair prior to circulation to all members 

of the Fire, Health & Safety Group.  Staff side representatives will have 
responsibility for dissemination of the minutes to other staff members via notice 
boards etc. 

 
13.2. The minutes of the Fire, Health & Safety Group will be sent to the Compliance 

and Risk Group following each meeting.  These minutes will detail the key issues 
from each of the individual reports supplied to the Fire, Health & Safety Group. 

 
14. Links to other meetings 

14.1. Compliance and Risk Group 

14.2. Radiation Protection Group 

 
15. Review Date  

15.1. All Terms of Reference should be reviewed annually. 
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What will be monitored 
How/Method/ 
Frequency 

Lead Reporting to 
Deficiencies/ gaps 
Recommendations 
and actions 

No. of incidents and 
themes 

Every meeting H&S 
Adviser 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

H&S Scorecard Every meeting H&S 
Adviser 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

Occupational health 
metrics 

Every meeting OH 
Manager 

Compliance 
and Risk 
Group 

Where gaps are 
recognised, action plans 
will be put into place 

 



2016-17 Health and Safety scorecard

Indicator 2015-16
2016-17 

target
YTD

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

Incident indicators

Total H&S incidents 408 <250 74 17 19 16 11 11

H&S incidents involving patients 111 90 10 0 5 3 1 1

Total number of accidents that may 

result in injury
1689 1500 629 112 133 133 132 119

Hazardous substance injuries 50 35 15 1 1 2 4 7

Mental/physical strain injuries  31 30 12 1 2 1 3 5

Slips/trips/falls/collisions injuries (non-

clinical)
107 100 37 12 2 3 12 8

Total aggression incidents 475 450 160 4 8 40 81 27

Staff on staff aggression 55 0 20 1 3 11 3 2

Patient on staff aggression 235 178 84 3 5 22 39 15

Other aggression 185 150 56 0 0 7 39 10

RIDDOR reportables 18 15 11 0 2 3 5 1

H&S Keyworkers in post 92 94 92 87 92 92 94 94

M&H keyworkers in post 85 73 80 74 74 80 80 80

Fire safety training 84.49 95% 85.56 83.98% 86.07% 85.63% 85.91% 86.21%

H&S training 86.91 95% 91.87 91.12% 92.79% 92.49% 91.84% 91.09%

M&H training 73.65 95% 82.77 80.09% 86.02% 84.76% 81.30% 81.67%

Mandatory training
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Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal and SIRO 

Committees or Groups 
who have considered 
this report 
 

Information Governance Group on 6 September 2016 
 

Executive Summary 
 

The report provides a half-year assurance update to the Board 
from the SIRO.  
 
The SIRO implements and leads the NHS Information 
Governance (IG) risk assessment and management processes 
within the Trust and advises the Board on the effectiveness of 
information risk management across the Trust.  
 
The SIRO is supported in the fulfilment of this by an Information 
Governance Group, which meets quarterly, reporting to the 
Executive Group via the Compliance and Risk Group. 
 
The Report details key aspects of the information governance 
work programme undertaken under the management of the 
Information Governance Manager. 
 
Responsibilities of the SIRO include working with colleagues 
inside and outside the organisation to: 

 Establish an effective Information Governance 
Framework 

 Act as the champion for information risk within the 
organisation 

 Build networks with peers and organisations that can 
provide essential support 

 Ensure compliance with regulatory, statutory and 
organisational information security policies and standards 

 Ensure all staff are aware of the necessity for information 
assurance and of the risks affecting the organisation’s 
corporate information 

 Establish a reporting and learning culture to allow the 
organisation to understand where problems exist and 
develop strategies (policies, procedures and awareness 
campaigns) to prevent problems occurring in the future 

 
The SIRO manages information risk from a business, not a 
technical perspective.   
 



 

Resource Implications 
 

N/A 

Risk and Assurance 
 

Current risks that are being managed with mitigating actions are: 

 Poor information governance standards practiced by staff 

 Inadequate storage and maintenance of Patient Records 

 Employees failing to undertake mandatory training on IG. 
Failure to achieve 95% target for IG Toolkit 

 Record retention periods applied inappropriately or not 
applied at all 

 Inappropriate sharing of PID with external groups 

 Data Quality Issues 
 
The impact of these risks are: Breach of Data Protection Act; 
potential enforcement action by Information Commissioner's 
Office and fines; loss of reputation; distress to patients caused 
by confidentiality breaches 
 
The Board can be assured that there is a structured programme 
and plan to address deficiencies over the long term.  Immediate 
priorities have been identified but long standing poor information 
governance culture and practice and resolution of health records 
management resourcing means that rectification will not be 
achieved in the short term. 
 

Legal 
Implications/Regulatory 
Requirements 
 

There are a range of complex legal and professional obligations 
that limit, prohibit or set conditions in respect of the 
management, use and disclosure of information and, similarly, a 
range of statutes that permit or require information to be used or 
disclosed.  Additionally various Codes of Practice apply to the 
NHS, full details of which are available here:  
http://systems.digital.nhs.uk/infogov/codes  
 
The IG Toolkit is an online system which allows organisations to 
assess themselves or be assessed against Information 
Governance policies and standards, thus ensuring a structured 
approach to compliance with information governance 
requirements. 
 
Current records management practices are not currently fulfilling 
all the requirements of the Data Protection Act.  
 

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 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

http://systems.digital.nhs.uk/infogov/codes


 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Senior Information Risk Owner’s Report: 29/09/2016 
 

1. Executive Summary 

This is the first half yearly report from the Trust Senior Information Risk Owner (SIRO) 

to the Trust board.   The report details six areas of the IG Work Programme currently 

under development. 

The Trust’s Information Governance toolkit baseline score in July 2016 was 63%, an 

“unsatisfactory” rating as two domains were below level 2. This baseline is not 

published via the IG toolkit. The IG Manager has established a small working party to 

collaboratively engage in improving the evidence quality throughout the rest of the year. 

• As at 2 September 2016 85.6% of staff had completed IG training in a timely 

manner against the target of 95% (level 2 toolkit requirement) 

• FOI numbers  - volumes have increased 34% on the same period last year 

(302 vs 225 requests)  

• FOIA performance is currently at 58%, primarily due to the volume and 

complexity of requests 

• Central Government has made a public commitment that all public bodies 

with more than 150 staff must publish all FOIA requests and responses 

where information is provided, and also publish their performance on 

responding in a timely manner. The trust will be implementing this with the 

launch of the new Trust website. 

There are changes to the Data Protection Act from 2018, which will see the maximum 

fine placed on an organisation increasing to 4% of turnover. 

 IG annual refresher training - currently 85% of staff have completed their annual 

refresher IG training; this is 10% short of the national toolkit requirement.  

 To note the baseline of the 2016/17 information governance toolkit.  In particular 

that 15% of staff are not currently compliant with information governance 

mandatory training.  A refreshed IG “Coffee Cup Governance” session has been 

launched to provide an alternative to online training together with local sanctions 

for the persistent non-compliant i.e. log-in suspension. A dedicated ‘IG Month’ is 

proposed scheduled to run from February to boost engagement as a finale to a 

strategic IG Communications plan throughout the autumn. 

 To  note  the  changes  to  the  Data  Protection  Act  in  2018,  in  particular  the 

increase of monetary penalties; mandated incident reporting for breaches of data 

protection; and removal of fees for charging of copies of patient records (loss 
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income of circa £88k per annum based on 2015-16 income generation). 

 

2. Information Governance Work Programme 2016-17 

Toolkit  

The Trust submitted a baseline score of 63% “unsatisfactory” as at July 2016 – this is 

not a published figure. The published figure submitted as at 31 March 2016 was 73% - 

“satisfactory” relating to 2015/16.  A number of requirements did score level three in 

2015/16, however once level three is attained the bar is raised year on year and fresh 

evidence must be submitted. 

A heatmap of the baseline submission is represented below – this assessment was 

based (in the main) on pre-existing evidence submitted for earlier Toolkit versions. To 

achieve a “satisfactory” rating the Trust must attain level two across the board.  

Whilst there are two areas RAGed as red in the baseline, a deeper review is suggesting 

a number of amber areas where the pre-loaded evidence is in excess of three years old 

and is in need of considerable refreshment or updating. A working party of key 

contributors has been formed to work collaboratively in achieving a satisfactory rating 

for 2016-17 however there is one area that may risk the Trust not attaining this level for 

2016-17: achieving compliance with statutory deadlines for FOIA. 

Baseline heatmap Heatmap following review 
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3. IG Management 

• A revised IG Framework document has been developed and policy revision is 

underway to streamline relevant IG policies 

• A review of contracts is underway by procurement to establish the volume of 

legacy contracts and their compliance with IG standards  

• An IG Communications strategy has been developed and implementation has 

commenced; training materials have been refreshed 

• Compliance with mandatory training requirement remains an issue.  The data 

below is drawn from Wired: 

Division Staff 

count 

Compliant % compliant 

(Target 95%) 

Acute & Continuing Care 1291 1074 83.19 

Co-ordinated surgical 1232 1021 82.87 

Corporate 392 351 89.54 

Facilities & Estates 525 451 85.90 

Women & Children 745 688 92.35 

Total 4185 3585 85.66 

 

4. Confidentiality and Data Protection assurance 

Data sharing:  

 Kent & Medway overarching data sharing framework is under review. The Trust’s 

IG Manager is on the working party to develop the revised document. 

 Wider review of key Information Sharing Agreements underway to confirm 

recognised security credentials evidenced by suppliers 

 Review of basis of lawful transfer of patient data outside the UK has commenced 

with a view to ensure a lawful basis exists following the demise of the EU/US 

Safe Harbor agreement in 2015 
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Subject Access Compliance: 

DPA requests received by the Trust between 1 April – 31 August 2016 

 

Month 3rd party 

Requests  

Patient 

requests 

Total 

Received 

Total 

responded 

to* 

Total 

responded 

to on time 

% responded 

to on time 

April 150 41 191 235 235 100 

May 143 27 170 153 153 100 

June 169 23 192 132 132 100 

Q1 total 462 91 553 520 520 100% 

July 128 32 160 108 106 98 

August 137 26 163 96 96 100% 

* This figure may be more than the volume received in month because of the rolling nature of the statutory response deadline 

 

The Trust has a KPI of responding to 85% within the statutory deadline (this KPI is 

based on engagement with the Information Commissioner’s Office which adopts a 
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pragmatic approach to compliance levels). 

5. Information Security Assurance 

 The overarching leadership of the Trust’s key information assets transferred to 

Health Informatics at the end of 2015-16 operational year. The strategy to ensure 

the annual risk assessment of these assets is under development in conjunction 

with the IG Manager. 

 The Trust’s Registration Authority compliance plan for 2016-17 is being 

developed within Health Informatics. 

 

 Audit of Summary Care Record alerts to date: 

o Privacy alerts have risen 31% since April 2016 

o The Trust is required to audit a minimum of 10% of all SCR alerts – this 

minimum temperate check basis has been adopted since June 2016, 

hence the drop in cases investigated 
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Reportable breaches and near misses: 

Category 
NHS 

digital 

rating 

Definition 
Total: April – 

August 2016 

Serious 
Incident 
Requiring 
Investigation 

 

2 

Loss of multiple patient or very high 

sensitive patient records where the 
information has either not been 

recovered or recovered after an external 
breach  

4 

Incidents 
 
 

1 A breach of confidentiality, data protection 
identified by a member of the public 0 

Near miss  

0 

A loss of data within the Trust, or breach of 
Trust IG policy, identified by a member of 

staff and not a member of  the public 
40 

Complaint n/a Patient complaints to the Trust about a 

breach of confidentiality or data protection 
0 

 

Breakdown of the 40 near misses: 

 

 

Emerging themes from ‘other’ breach notifications: 

 Handover x 5 incidents: 

o Notes -  dropped in Trust grounds / premises  

o Handover between staff noted as ineffective 

 Patient notes misfiled x 6 incidents 
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 Service users covertly filming on Trust premises x 2 incidents 

6. Clinical Information Assurance 

• Data quality strategy developed by the Chief Quality Officer and approved by the 

Trust Board in July 2016 

• Annual clinical record keeping audit executed by Head of Clinical Effectiveness 

in July 2016 

 

7. Secondary Use Assurance  

• IG coding audit scheduled for Oct/Nov 2016 by qualified auditor in the clinical 

coding team 

• Coding validation report in production to further enhance evidence required for 

Toolkit requirement 508 (re: clinical staff checking coded data) 

• All training of coding staff up to date with two coders taking the National Clinical 

Coding Qualification to gain accredited status in Sept 2016. 

 

8. Corporate Information Assurance  

• As per 7 above. 

• A high level review of the current Corporate Records database suggests that it 

requires a root level analysis and a systemic weed of non-essential categories 

matched against the new IG Alliance Records Management Code of Practice. 

 

 Freedom of Information Act (FOI) Requests 

FOI requests received by the Trust between 1 April – 31 August 2016.  

 Requests 
Received 

Responded to Responded to 
in time 

Performance 
level % 

April 62 63 38 60 

May 56 55 32 58 

June 57 58 37 64 

Q1 
performance  

175 176 107 61% 

July 52 48 25 52 

August 75 55 30 55 
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 Requests 
Received 

Responded to Responded to 
in time 

Performance 
level % 

September     

Performance 
to date 

302 279 162 58% 

 

 

The Trust has a KPI of responding to 85% within the statutory deadline  
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Appendix 1 

• The General Data Protection Regulation became law for all EU member 

states in May 2016, with member states entering a transition period requiring 

data controllers to be compliant with its requirements by 25 May 2018.  

• Given the UK decision to exit membership of the EU, UK government has still 

to articulate its intention on whether there will be any derogations adopted 

purely for the UK. 

• The Information Commissioner’s Office (ICO) has explicitly confirmed 

however, that the GDPR will either be adopted in full, or with only minor 

amendment and that organisations cannot utilise BREXIT as a shield for not 

auditing and analysing its compliance with the incoming law.  

• Highlights of the key changes are noted below. 

New General Data Protection Regulation 

 
Change Detail Impact for Trust 

Higher fines A maximum fine of up to 4% of a company's 

annual turnover or €20m; current maximum 

fine is £500,000. 

A significant increase in the 

maximum fine for the Trust. 

Mandatory 

Incident 

Notification 

Mandatory reporting of all breaches of 

Data Protection within 72 hours. 

More work to report incidents. 

Incidents where staff have 

breached the DPA will have to 

be reported. 

No charge for 

providing 

copies of 

information 

Requests for copies of patient information 

will be free and the timeline reduces from 

40 calendar days to 20 working days. 

Loss of income estimated to be 

£88,000 per annum and 

increased pressure to comply 

with reduced timescale. 

Sensitive personal 

data 

Stricter rules apply to processing of 

sensitive personal data i.e. medical 

information. 

Increased work to inform 

patients how the Trust uses their 

information. 

Consent Obtaining consent will be harder. Silence or 

inactivity will not constitute consent. 

Consent must be freely given, specific, 

informed and unambiguous in nature, 

provided by clear affirmative statement or 

action and which is able to be easily 

withdrawn. 

Removal of the 

need to notify 

Removes the need to notify the ICO of 

registration details on an annual basis. 

Saves work completing an 

annual submission; however 

speculation that ICO fines will 

increase to compensate for loss 

of income generated through 

registration. 
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Change Detail Impact for Trust 

Role of Data 

Processors 

Data Processors have direct obligations, 

including technical and organisational 

security measures, and are just as liable to 

fines. 

Trust will need stricter 

controls/clauses in its contracts 

with third parties/companies. 

Additional rights 

for data subjects – 

Right to be 

Forgotten 

Right to be forgotten.  Individuals can 

request the erasure of their personal data 

by a data controller. 

Work with system suppliers to 

ensure data can be deleted from 

systems. 

Mandatory Data 

Protection Officer 

Organisations must appoint/have a qualified 

data protection officer who is quasi-

independent within an organisation. 

The Trust’s current IG Manager 

is DPA qualified  but will need to 

convert to qualifications under 

the incoming legislation 

 

 

 

 



 

Report to the Board of Directors 

Board Date: 29 September 2016 

 

Title of Report 
 

Risk Management and Assurance Framework 

Presented by  
 

Lynne Stuart 

Lead Director 
 

Lynne Stuart, Director of Corporate Governance, Risk, 
Compliance and Legal  

Committees or Groups 
who have considered 
this report 
 

Executive Group 
Compliance and Risk Group 
 

Executive Summary 
 

The report gives an overview of the outcomes of the previous six 
months progress in implementing a revised risk management 
framework and supporting assurance framework into the Trust 
and the next steps. 
 
The Board are requested to approve the following: 

 the Risk Appetite Statement (appendix 4).   

 the Standard Operating Procedure for the Board 
Assurance Framework (appendix 5). 

The Risk Management Strategy and Policy also requires Board 
approval but is covered by a separate agenda item. 

The Board are requested to review the Board Assurance 
Framework (appendix 6), with particular reference to the gaps 
and assurances detailed. 

The Board are requested to review the Corporate Risk Register 
(appendix 7) noting that future reporting will be enhanced with 
details of mitigating actions and controls once the report is 
generated from RiskAssure. 

The SOP for Risk Management (appendix 8) is attached for 
information purposes (not approval) as this provides essential 
information to aid understanding. 

 

Resource Implications 
 

N/A 

Risk and Assurance 
 

Assurance is provided that a revised risk management has been 
implemented in the Trust.  Not all risks may be described on the 
individual risk register but challenge sessions are taking place to 
identify these areas and the process of further scrutiny in 
different governance meetings, Groups and Committees will 
assist with surfacing any omissions or areas where further 
focussed work is required. 

Legal N/A 



 

Implications/Regulatory 
Requirements 
 

 

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 
 

N/A 

Recommendation 
 

The Board are requested to note the report and the assurance 
and risks stated. 
 
 

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
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Risk Management and Assurance Framework Report: 
September 2016 
 

  

1. Executive Summary 

The report gives an overview of the outcomes of the previous six months progress in 
implementing a revised risk management and assurance framework into the Trust. 
 
The risk and assurance framework has been developed to provide:  

 A simple but comprehensive method for the effective and focussed management of the 
principal risks to meeting the Trust’s objectives  

 A structure for the evidence to support the Annual Governance Statement  
 
The Board has responsibility to:  

 Establish principal objectives and clearly articulate them  

 Identify the principal risks that may threaten the achievement of those objectives  

 Agree its risk appetite, recognising the interdependence of objectives  

 Identify and evaluate the design of key controls intended to manage these risks  

 Set out the arrangements for obtaining assurance of the effectiveness of key controls 
across all areas of principal risk  

 Evaluate the assurance  

 Identify areas where there are gaps in controls and/or assurances  

 Put in place plans to take corrective action where gaps are identified  

 Maintain dynamic risk management arrangements  
 

The Board Assurance Framework (BAF) aligns principal risks, key controls and assurances 
alongside each objective. Gaps are identified where key controls and assurances are 
considered insufficient to mitigate the risk of non-delivery of objectives. The BAF enables the 
Board and its committees to identify where additional assurances might be required and to 
direct additional measures to mitigate risks.  
 
An effective risk and assurance framework system brings together and triangulates internal and 
external assurance sources with a combination of quantitative and qualitative information. 

 

2. Background 

Deficiencies in the Trust’s risk management arrangements were highlighted in the CQC 

Inspection Report published in January 2015.  A detailed summary is attached as appendix 1.  

At the time of the inspection in August 2015 a risk management framework was in place with 

appropriate policies and protocols together with a risk management system (Datix).  Despite the 

existence of the framework, it is clear from the CQC’s findings that the risk management 

arrangements were not effective and therefore information generated from the risk management 

system, for example, for the Board, could not be relied upon as an accurate representation of 

the organisation’s risks.  These deficiencies were further outlined in a KPMG Review of the 
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Trust’s risk management arrangements report dated September 2015, the recommendations of 

which informed the Risk Management Improvement Plan developed by the Director of 

Corporate Governance, Risk, Compliance and Legal. This was presented to the Audit 

Committee on 9 March 2016. 

An update on the work that has taken place between March - September 2016 was presented 

to the Audit Committee on 6 September.  The completed action plan is attached as appendix 2.  

However, further work and training needs to be embedded into the Trust to improve 

understanding, knowledge and governance arrangements for risk management. 

 

3. Key Outcomes 

Whilst appendix 2 provides some detail, the work has been extensive and further context is 

provided in the table. 

Action Outcome 

Standard Operating Procedure (SOP) for Risk 

Management  

SOP Producing Risk Register Reports for 

RiskAssure 

SOP Procedure for adding, revising and 

closing a risk on RiskAssure 

Clear procedural instructions for staff, 

including comprehensive risk matrix to reduce 

variation in assessment process 

Risk Governance Group established Regular forum for governance leads that have 

specific responsibilities on risk management 

Risk Management Strategy and Policy High level document outlining Trust’s 

overarching strategic approach and policy and 

responsibilities of individuals, Trust Board, 

Committees etc. 

Training – online and face to face modules 

developed 

Building risk culture and capability within the 

Trust 

Investment in RiskAssure platform for  risk 

management 

Staff have a user-friendly system and 

enhanced reporting capability 

SOP for Board Assurance Framework (BAF) Board have clarity on the assurance process 

and infrastructure 

BAF document The BAF document provides a visual overview 

of strategic risks, corporate risks, gaps in 

assurance, assurance providers. 
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Action Outcome 

Corporate Risk Register This is a summary register produced from a 

review of all risk registers.  It reflects risks that 

impact the whole or a significant part of the 

organisation. 

Risk Appetite Statement Sets out the Board’s strategic approach to 

risk-taking by defining its boundaries and risk 

tolerance thresholds; this can then be 

disseminated to staff and integrated into 

business planning and decision making 

processes. 

Risk register development and maintenance All directorates and functions across the Trust 

produced new risk registers on RiskAssure.  

The system requires a named Risk Owner and 

a Control Owner thereby ensuring that there 

are clear lines of responsibility and oversight. 

Developing a risk culture and ensuring 

appropriate review and escalation of risks from 

ward to Board 

As the output from RiskAssure has been 

strengthened and improved, there is now 

review of resultant risk registers at some 

relevant groups and committees.  This will 

need further development and monitoring and 

greater Executive oversight as the quality is 

not consistently good and risks may be poorly 

described. 

Reporting All executives and Directors of Clinical 

Operations receive an automated risk report 

weekly for their function, ensuring that there is 

oversight and accountability for the content. 

 

  Next Steps 

Following approval of the Risk Appetite Statement, this will be disseminated to staff and used to 

set the Risk Appetite scores for all risks on the RiskAssure system.  Setting the Risk Appetite 

will also enhance risk reporting and review at meetings.  In the absence of any agreed position 

on Risk Appetite, a blanket approach has been taken to reporting to the Executive Group and 

Board.  For example: 

 All risks 15 and above to be reviewed by the Board bi-monthly 

 All risks 12 and above to be reviewed by the Executive Group monthly 

Setting the Risk Appetite enables reporting to be based on analysis of all risks exceeding the 
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appetite thresholds.  Therefore, the Board can anticipate that it will be reviewing Corporate 

Risks that exceed thresholds enabling the Board to focus on the controls and adequacy of 

mitigating actions that are designed to bring the risk within the risk appetite. 

Further work needs to focus on ensuring that there is greater consistency and oversight of risk 

registers through the appropriate governance groups across the Trust.  Whilst some areas have 

developed this well, others are less developed and will need greater support and focus.  The 

Corporate Governance Directorate will undertake a short audit to test the efficacy of the new 

arrangements within the next two months. 

The Board Assurance Framework and Corporate Risk Register are currently being built on the 

RiskAssure system and once the work and testing is complete, improved reporting will be 

instigated for the Board and Executive Group.   

 

4. Recommendations 

Appendix 3 sets out Development of Risk Appetite approach and principles. The Board are 

requested to approve the Risk Appetite Statement (appendix 4).   

The Board are requested to approve the Standard Operating Procedure for the Board 

Assurance Framework (appendix 5). 

The Risk Management Strategy and Policy also requires Board approval but is covered by a 

separate agenda item. 

The Board are requested to review the Board Assurance Framework (appendix 6), with 

particular reference to the gaps and assurances. 

The Board are requested to review the Corporate Risk Register (appendix 7) noting that future 

reporting will be enhanced with details of mitigating actions and controls once the report is 

generated from RiskAssure. 

The SOP for Risk Management (appendix 8) is attached for information purposes (not approval) 

as this provides useful supplementary information to aid understanding. 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

1.  Draft outline Risk Management Strategy 

Update/rewrite Risk Management Strategy documentation  

Fiona Egan End August 

2016 

 12.08.16 

SOP 

complete. 

2.  Clarify the corporate governance framework for Board and 

Committee structures that identifies where each register is 

reviewed and onward reporting and/or escalation. 

Lynne Stuart Ongoing from 

March 2016  

 Complete 

3.  Devise formal implementation ‘roll out’ plan, considering priorities 

for implementation in each business area and incorporating 

communications plan and timelines 

Lynne Stuart March 2016  Complete 

4.  Send communication about implementation plan to Clinical 

Directors and Corporate Directors setting out expectations about 

the involvement and required buy-in of their governance leads 

and their ongoing involvement in the work stream via the Risk 

Governance Group  

Lynne Stuart w/c 7 March 

2016 

 Complete 

5.  Establish a Risk Governance Group bringing the directorate 
governance and risk expertise together.  Draft one page Terms of 
Reference for time limited Risk Governance Group setting out 
purpose, members, responsibilities; Group will exist for max. six 
months  
 

Lynne Stuart April 2016  Complete 

6.  Set up monthly meetings for Risk Governance Group from late 

April onwards for next six months 

Sarah Wilson April 2016  Complete 

7.  Rewrite Combined Corporate Risk Register and Assurance 

Framework (CRAF) drawing on existing resources, “principle” 

strategic objectives and CQC report findings (excel format) 

Lynne Stuart Started 5 

March 2016 

 Complete 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

8.  Create BAF/CRAF onto Datix (if it has the functionality); otherwise 
pull data across into excel format 

  Created in excel; not 

feasible to have on Datix 

due to limitations in system 

capability.  However, Datix 

risk registers need 

improvement so that 

relevant data can be pulled 

across. 

12.08.16 Now being built on 

Risk Assure, based on 

revised Trust Objectives 

Built in 

excel 

format. 

Currently 

being built 

on 

RiskAssure 

9.  Identify all risk registers in existence and where they are being 
maintained to establish the baseline.  Remove any that are not 
being actively managed or are clearly out of date.   

Fiona Egan, 
Robert Caldeira, 
Katy White 

March 2016  Completed 

 

10.  Rewrite Datix Risk Register database to remove incorrect risk 
terminology, remove duplication, streamline and remove incorrect 
or inconsistent risk terminology, remove duplication of impact 
assessment tables which are confusing or incorrect, incorporate 
risk control definitions and provide scope for users to add these, 
incorporate additional ‘drop down’ boxes in order to be able to add 
documentation to demonstrate assurance, improve the Trust’s 
ability to demonstrate operational control and provide assurance; 
and improve user experience. 

Fiona Egan, 
Robert Caldeira, 
Katy White 

March/April 
2016 

Datix closed down; new 
system used from June. 

Completed 

11.  Undertake an additional/separate review regarding a 
departments/business areas within the Trust that, according to 
Datix records, do not yet have a risk register as there are 
corporate risks inherent in these business areas.  Liaise with 

Fiona Egan, 
Robert Caldeira, 
Katy White 

March/April 
2016 

 Completed 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

directorates to identify any that are not maintained on Datix and 
may be held locally on spreadsheets.  

12.  Ensure that any spreadsheet risk registers are moved across to 
Datix and maintained there by the governance leads (supported 
with training and development via the Risk Governance Group) 

Fiona Egan, 
Robert Caldeira, 
Katy White 

April/May 
2016 

 Completed 

13.  Consider devising a risk process map for uploading on Datix. Fiona Egan April 2016 14.07.2016 SOP revised 

approved and on Q-Pulse. 

Completed 

14.  Establish a risk management team with appropriate skills, 
knowledge and experience to undertake clearly defined risk 
management roles and responsibilities.  Ensure appropriate 
leadership, strategy, direction, implementation, control, ongoing 
risk management, monitoring, reporting, reviewing, assuring that 
policies are adhered to, processes are followed, appropriate 
techniques are adopted.  

Lynne Stuart  Fiona Egan aligned as 
Head of Risk and 
Regulation Quality 
Assurance (May 2016); 
Sarah Wilson appointed as 
Risk Governance Assistant 
(from Oct 2016).  

Completed 

15.  Retrain all relevant personnel re use of Datix, functionality and 
reporting capabilities 

Fiona Egan By end 
August 2016 

Rolled out new system and 
trained staff on RiskAssure 

Completed 

16.  Enhance the Trust’s capacity to handle risk appropriately and 
effectively by ensuring that there are responsibilities and 
accountabilities drafted into job descriptions for staff that have a 
key role in maintenance of risk registers.  Standard wording to be 
drafted for insertion in JDs. 
 

Lynne Stuart End August 
2016 

Risk Governance Group 
members have been 
allocated the action to 
amend JDs with the 
requested changes. 
 

 

Completed 

17.  Ensure that Risk Governance Group leads have personal 
objectives set for 2016/17 which are aligned to their risk and 
governance responsibilities and their role in embedding a risk 

Lynne Stuart End August 
2016 

Risk Governance Group 
members have been 
provided with the objective 
and requested to take 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

culture within the Trust.  Standard objectives to be drafted. forward the discussion 
within their function. 
 

18.  Establish mandatory, bespoke Medway NHS FT Risk 
Management training for all staff; new joiners and annual refresh 
for all staff.  Recommend this be in the form of on-line training 
module and take the form of staged training e.g. Level 1 – Risk 
Awareness, What is a Risk, what is a control, examples etc., 
Medway Risk Management Policy, Medway risk management 
governance and where to escalate and record risks/issues.  Level 
2 – those who use Datix and are responsible for risk governance, 
guidance on how to complete Risk Register forms etc.  Level 3 – 
executive directors/VSMs who require more in-depth knowledge 
of the framework used and risk management assurance 
requirements. 

Fiona Egan Timescale 
revised to 
end August 
2016 

Developed and ready for 
roll out from October 2016 

Completed 

19.  Create central Risk folder with appropriate permissions rights for 
corporate governance leads, and directorate leads, responsible 
for documenting, maintaining, managing, monitoring and reporting 
on risk governance 
 

Fiona Egan By end 
September 

Resources to be available 
on QPulse 
 

 

20.  Make the Corporate Risk Register more widely available for view 
to relevant risk management personnel – currently held in obscure 
‘team’ folder on Trust ‘Shared drive’ with very restricted 
permission rights. 
 

Lynne  Stuart By end 
September 

Resources to be available 
on QPulse; CRR to be on 
intranet in Risk section 
 

 

21.  Devise risk report templates to ensure appropriate focus, 
discussion and escalation of matters, ensuring that reports issued 
meet senior management, executive director and board 
requirements and are in line with regulatory guidelines and best 
practice.   

Fiona Egan End August 
2016 

Automatic reporting set up 
on RiskAssure and 
delivered to Executives and 
Risk leads on a weekly 
basis. 

Completed 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

22.  Augment risk reporting efficiencies by moving from manual risk 
reporting to automated risk reporting in due course. 

Fiona Egan End August 
2016 

Automatic reporting set up 
on RiskAssure and 
delivered to Executives and 
Risk leads on a weekly 
basis. 

Completed 

23.  Write Medway NHS FT risk management procedures manual Fiona Egan April 2016 14.07.16 SOP approved 
and available on Q-Pulse. 

Completed 

 BOARD/BOARD COMMITTEE/EXECUTIVE COMMITTEE 

ACTIONS 

    

24.  ‘Horizon scanning’ to consider real, current and emergent 
opportunities and threats to Trust meeting its objectives. 

Lynne Stuart June 2016 Included in refreshed 
Executive Group terms of 
reference and meeting 
agendas 

Completed 

25.  Address gaps in understanding risk and risk management; 
Board/executives to undertake appropriate risk training and take 
greater care with regard to risk ‘stewardship’ and move towards 
greater scrutiny of risk registers from a position of knowledge. 

 Late April/ 
early May 
2016 

Executive Group have been 
fully involved in developing 
risk work.  Board may need 
a briefing or development 
session on risk processes 
but this could be integrated 
into the Board’s structured 
development plan. 

 

26.  Develop and apply Trust Board Risk Tolerance/appetite to 
business activities 

 Late April/ 
early May 
2016 

Board session was 
cancelled  

Workshop 
with 
Executive 
held on 
25.04.2016; 
Directors of 
Clinical Ops 
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RISK STRATEGY AND IMPLEMENTATION PLANNING 

 

Owner 

 

Timescale 

 

Comments 

 

Status 

on 
19.09.2016; 
Board 
Performanc
e Workshop 
on 29.09 

27.  Input into the developing Assurance Framework (BAF) ensuring 
that all measures of assurance/gaps are identified 

 Late April/ 
early May 
2016 

 Complete 

28.  Devise Risk Appetite Statement, to be reviewed and approved by 
the Trust Board at least annually and communicated to all staff. 

Lynne Stuart Late May 
2016 

On September 2016 
Performance Workshop and 
Board agenda 

Ongoing 
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Risk Appetite – Development Process: Approach and Principles 
 
1. Introduction  

1.1. The Trust’s Risk Management Strategy and Policy (POLCGR028) defines 
Risk Appetite as “The levels and types of risk the Organisation is prepared to 
accept in pursuance of its objectives.  This informs all planning and objective 
setting, as well as underpinning the threshold used when determining the 
tolerability of individual risks”. The Risk Management Strategy and Policy is 
approved annually by the Board.  

1.2. The Trust’s Standard Operating Procedure for the Board Assurance 
Framework (SOP0118) sets out the Board’s responsibility for setting and 
approval of a Risk Appetite Statement, the purpose of which is to outline the 
risk tolerances for various areas of the organisation’s business. 

1.3. A well-defined risk appetite should have the following characteristics: 

 Be reflective of strategy, including organisational objectives, business 
plans and stakeholder expectations; 

 Acknowledge a willingness and capacity to take on risk; 

 Be documented as a formal risk appetite statement; 

 Consider the skills, resources and technology required to manage and 
monitor risk exposures in the context of risk appetite; 

 Be periodically reviewed and reconsidered in light of changing conditions; 

 Approved by the Board. 
 

1.4. Risk appetite is best expressed as a series of boundaries authorised by the 
Board that give each level of the organisation clear guidance on the limits of 
risk which they can take and tolerate. 

 
1.5. The risk appetite of the Trust is the decision on the appropriate exposure to 

risk it will accept in order to deliver its strategy over a given time frame. In 
practice, an organisation’s risk appetite should address several dimensions:  

 The nature of the risks to be assumed;  

 The amount of risk to be taken on;  

 The desired balance of risk versus reward. 

 The risk appetite statement will also define the Board’s appetite for each 
risk identified to the achievement of strategic objectives for the financial 
year in question. Risks throughout the organisation should be managed 
within the Trust’s risk appetite, or where this is exceeded, action taken to 
reduce the risk. 

 
1.6. On an annual basis the Trust will publish its risk appetite statement as a 

separate document covering the overarching areas of:  

 Financial/Value for money 

 Compliance and regulation 
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 Innovation 

 Reputation 

 Quality 

 Workforce 

 External stakeholders 

The Trust will review and update these overarching domains when appropriate.   
 

  
2. Developing the Trust’s Risk Appetite Statement  

2.1. In April 2016 the Executive Team reviewed and considered the appropriate 
risk tolerances across the above domains using the definitions set out below: 

Appetite Level  Described as:  

None  Avoid: the avoidance of risk and uncertainty is a Key 
Organisational objective.  
 

Low Minimal (as little as reasonably possible): the preference 
for ultra-safe delivery options that have a low degree of 
inherent risk and only for limited reward potential.  
 

Moderate  Cautious: the preference for safe delivery options that 
have a low degree of inherent risk and may only have 
limited potential for reward.  
 

High  Open: willing to consider all potential delivery options and 
choose while also providing an acceptable level of reward 
(and VfM).  
 

Significant  Seek: Eager to be innovative and to choose options 
offering potentially higher business rewards (despite 
greater inherent risk.  
Mature:  Confident in setting high levels of risk appetite 
because controls, forward scanning and responsiveness 
systems are robust. 

 

2.2 This exercise was repeated in September 2016, the conclusions of which are 
set out in the following table.  
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Summary of Medway NHS Foundation Trust’s Risk Appetite in each domain 
 

Domain Appetite Likelihood Consequence Score 
(trigger 
level) 

Financial/Value for 
money 

Moderate 3 2 6 

Compliance and 
regulation 

Moderate 2 2 4 

Innovation High 3 3 9 

Reputation  Moderate 3 2 6 

Quality and Patient 
Safety 

Moderate 2 2 4 

Workforce Moderate 2 2 4 

External 
Stakeholders 

Moderate 3 2 6 

 
 

Minor Risk Moderate Risk Major Risk Catastrophic Risk 

 
2.7.  The Risk Appetite Statement is composed of two parts:  
 

 A written statement across the risk categories, in line with the Risk 
Management Strategy; and  

 A more detailed summary of risk appetite score for each of the individual 
domains (table above).  

 
In 2006 HM Treasury issued guidance for private and public organisations stating 
that it is essential that the board’s attitude to risk is communicated to the whole 
organisation and applied in decision making regarding the prioritisation of policies, 
work streams, programmes, projects, operational service delivery and the funding 
that goes with them.  
 
2.8 Once agreed the Board will be required to approve the proposed Risk Appetite 

Statement. Thereafter, it will be communicated to staff, with a particular focus 
on groups of staff that need greater understanding of the organisation’s risk 
appetite. 
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1 Risk Appetite Statement 

 
The Trust Board has considered and agreed the principles regarding the risks that 
Medway NHS Foundation Trust is prepared to seek, accept or tolerate in the pursuit of its 
objectives.  

As a Trust currently in special measures with its regulators, the Trust Board has taken a 
cautious view regarding the risks that it is prepared to take in terms of risks to quality, 
patient safety, financial controls, reputation, compliance and regulation, workforce and 
external stakeholders, expressing a preference for safe delivery options that have a low 
degree of risk and which may only have a limited potential for reward. 

This Statement sets out the Board’s strategic approach to risk-taking by defining its 
boundaries and risk tolerance thresholds therefore supporting delivery of the Trust’s Risk 
Management Strategy and Policy. 

The Board understands that there is a balance to be maintained between key risk areas 
and that sometimes risks in some areas will need to be taken to manage risks to an 
acceptable level in other areas. The Trust’s risk management framework requires that 
where the Trust’s risk appetite is exceeded the risk review governance process includes: 

• scrutinising the adequacy of mitigating actions and controls 

• agreeing the timeline for bringing the risk within the acceptable risk tolerances 

• monitoring progress  

• determining any further actions and escalation routes if needed 

2 Finance 

 
Until such times as financial sustainability is re-established, the Trust’s strategy will be 
based mainly on low-risk opportunities and on a highly controlled basis.  The Trust is 
cautious in accepting the possibility of some limited financial loss. Value for money is still a 
primary concern.  

3 Compliance and Regulation 

 

The Trust has been, and continues to be under significant regulatory scrutiny due to being 
rated “Inadequate” by the Care Quality Commission.  Additionally the Trust is in breach of 
its licence conditions which are monitored by NHS Improvement. The Trust is keen to 
return to regulatory compliance as soon as practicable as this is key to optimising quality 
and financial sustainability and the Trust takes a minimal or avoidance approach to risks 
that will compromise this. 

Non-compliance with legal and statutory requirements undermines public and stakeholder 
confidence in the Trust and therefore the Trust has minimal appetite in relation to these 
risks.  The Trust has a preference for safe delivery options rather than risk breaching 
legislative and regulatory obligations. 
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4  Innovation 

  
The Trust has greatest appetite to pursue innovation and challenge current working 
practices in terms of its willingness to take opportunities where positive gains can be 
anticipated and it supports the use of systems and technology developments within service 
delivery. The Trust is eager to be innovative and to choose options offering potentially 
higher business rewards (despite greater inherent risks). The Trust is supportive of 
innovation, with demonstration of commensurate improvements in management control. It 
supports the use of information and patient management systems and technological 
developments being used to enhance operational delivery of current operations.  

The Trust will consider risks associated with innovative technology and research and 
development approaches to enable the integration of care, development of new models of 
care and improvements in clinical practice to support sustainability. 

5 Reputation 

 

The Trust recognises that patient confidence and Trust in the organisation is important to 
good outcomes.  The Trust therefore has a moderate appetite for risks that may cause 
reputation damage and undermine public and stakeholder confidence.  The Trust’s 
tolerance for risks relating to its reputation is limited to those events where there is little or 
no chance of significant repercussions for the organisation. 

The Trust will maintain high standards of conduct, ethics and professionalism and will not 
accept risks or circumstances that could cause reputational damage to the Trust and/or the 
wider NHS. 
 

6 Quality and Patient Safety 

 

The Trust is responsible for ensuring the quality and safety of services it delivers. The 
provision of high quality services is of the utmost importance to the Trust and the Trust has 
low appetite for risks that impact adversely on quality of care. The Trust is strongly adverse 
to risks that could result in non-compliance with standards of clinical or professional 
practice, unintended outcomes or poor clinical interventions. The Trust has low appetite for 
options that impact on patient safety but has greater tolerance for service delivery that may 
be sub-optimal in terms of quality and patient experience, but is still clinically safe.  The 
Trust will avoid taking risks that will compromise patient safety.   

Medway NHS Foundation Trust has long-standing quality and safety issues in some areas 
of its operation.  The Board acknowledges that the Trust’s risk appetite is likely to be 
exceeded in the short-term (a period of up to 12 months) whilst it is progressing 
sustainable improvements.   

7 Workforce 

 
The Trust will not accept risks associated with unprofessional conduct, underperformance, 
bullying, or an individual or a team’s competence to perform roles or tasks safely and, nor 
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any incidents or circumstances which may compromise the safety of any staff member or 
group.  

The Trust will only tolerate lower substantive staffing levels where there is visible competent 
leadership, a robust management plan is in place and prevailing shortages of staff are 
supported by trained and competent temporary staffing to keep within safe staff numbers.   

For patient safety, quality care and service and financial sustainability reasons the Trust is 
willing to consider risks associated with the implementation of non-NHS standard terms and 
conditions of employment, innovative resourcing and staff development models. 

8 External Stakeholders 

 
The Trust has a greater appetite to seek out opportunities and take greater inherent risks 
for higher rewards in pursuit of partnership development and collaborative working where 
this is considered advantageous to the Trust or wider health economy through 
implementing sustainability and transformation plans. 
 

9 Risk Appetite Summary Table 

The diagram below summarises the Trust’s risk appetite across these domains. 
 

Domain Appetite Likelihood Consequence Score 
(trigger 
level) 

Financial/Value for money Moderate 3 2 6 

Compliance and regulation Moderate   2 2 4 

Innovation High 3 3 9 

Reputation  Moderate 3 2 6 

Quality and Patient Safety Moderate 2 2 4 

Workforce Moderate 2 2 4 

External Stakeholders Moderate 3 2 6 
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10 Good Governance Institute – Risk Appetite Descriptions 

 

Appetite Level  Described as:  

None  Avoid: the avoidance of risk and uncertainty is a Key 
Organisational objective.  

Low  Minimal (as little as reasonably possible): the preference for 
ultra-safe delivery options that have a low degree of inherent risk 
and only for limited reward potential.  

Moderate  Cautious: the preference for safe delivery options that have a low 
degree of inherent risk and may only have limited potential for 
reward.  

High  Open: willing to consider all potential delivery options and choose 
while also providing an acceptable level of reward (and VfM).  

Significant  Seek: Eager to be innovative and to choose options offering 
potentially higher business rewards (despite greater inherent risk.  
 
Mature:  Confident in setting high levels of risk appetite because 
controls, forward scanning and responsiveness systems are 
robust. 

 
 
 
 
 
END OF DOCUMENT 
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Relevant to:  

Trust Board and all staff employed by Medway NHS Foundation Trust 

Purpose of SOP: 

The Medway NHS Foundation Trust (MFT) Board must be able to assure itself that the 
organisation is operating effectively and achieving its strategic objectives. M FT does this 
through its governance structures and internal management controls and by providing 
assurance which demonstrates these controls are operating as they should and objectives 
are being met. 

The role of the Board Assurance Framework (BAF) is to provide a simple but comprehensive 
method for the effective and focused management of the principal risks to meeting an 
organisation’s objectives, provide evidence and structure to support effective management of 
risk within the organisation and provide evidence to support the compilation of the Annual 
Governance Statement.  

The BAF provides a method of simplified board reporting and the prioritisation of action plans, 
which, in turn, enables more effective performance management. 

Internal Audit will also assess the effectiveness of controls in place and provide an annual 
opinion to support the Annual Governance Statement. This will involve reviewing the way in 
which the Board has identified its objectives, risks, controls and sources of assurance and 
reviewed and assessed the value of assurance obtained. 

It is ultimately the Board that has responsibility for oversight and review of assurance that the 
organisation is operating effectively, however assurance must be provided at all levels within 
both corporate and clinical services of effective integrated governance and the effectiveness 
of internal controls, so that onward assurance can be provided to the Trust Board. 

The BAF sets out the framework for assurance and identifies which of the organisation’s 
strategic objectives are at risk of not being delivered. At the same time, it provides positive 
assurance where risks are being managed effectively and objectives are being delivered. 
This allows the Board to determine where to make most efficient use of their resources and 
address the issues identified in order to improve the quality and safety of care. 

The process for gaining assurance is fundamentally about taking all of the relevant evidence 
together and arriving at informed conclusions. The most objective assurances are derived 
from independent reviewers; these are supplemented by internal sources such as clinical 
audit, internal management representations, performance management and self-assessment 
reports. 

This SOP describes the integrated governance and internal controls processes within MFT 
and the way the Board and the management of the Trust receive its assurance that they are 
managing strategic risks and operating effectively. It takes account of Department of Health 
and other best practice guidance referenced in the Reference Material and Associated 
Documents section. 
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Procedure to Follow:  

1. Good practice requirements for Trust Board Assurance 
 

1.1 Trust Risk Appetite Statement 

The Trust recognises it is impossible to deliver its services and achieve positive outcomes for 
its stakeholders without taking risks. Indeed, only by taking risks can the Trust realise its 
aims. It must, however, take risks in a controlled manner, thus reducing its exposure down to 
a level deemed acceptable by the Board and by extension, external regulators and relevant 
legislation. 

Methods of controlling risks must be balanced in order to support innovation and the 
imaginative use of resources when it is to achieve substantial benefit. In addition, the Trust 
may accept some high risks because the cost of controlling them is prohibitive. As a general 
principle the Trust will not accept and will therefore seek to control all risks which have the 
potential to: 

 Cause significant harm to patients, staff, visitors, contractors and other stakeholders 
 Endanger  the reputation of the Trust 
 Have severe financial consequences which could jeopardise the Trust’s viability 
 Jeopardise significantly the Trust’s ability to carry out its normal operational activities 
 Threaten the Trust’s compliance with law and regulation. 

 
To this end, the Board will produce a Risk Appetite Statement, outlining the risk tolerances for 
various areas of its business.  
 
1.2 Risk Tolerance 
When risk is defined, an initial risk rating is assigned, control measures identified and a 
post control current score identified. A risk target score is also identified and this is the 
level at which the risk is either deemed mitigated (controlled) or the risk can be tolerated. 
 
1.2.1 Acceptable/tolerable risk is defined based on the following principles. 

 Tolerability does not mean acceptability. It refers to a willingness to live with risk to 
secure certain benefits, but with the confidence that it is being properly controlled. To 
tolerate risk does not mean to disregard it, but rather that it is reviewed with the aim of 
reducing further risk. 

 No person should be exposed to serious risk unless they agree to accept the risk. 

 It is reasonable to accept a risk that under normal circumstances would be 
unacceptable if the risk of all other alternatives, including doing nothing, is even 
greater. 
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1.3 BAF Review and Scrutiny 

The Trust Board will use the BAF as a dynamic tool to drive the board agenda through the 
following activities:- 

 Quarterly scrutiny via the Audit Committee. 
 Full Board review of the full Board Assurance Framework three times a year. 

 
The format may vary but the framework must include: 
 

 Trust objectives 
 Principle risks 
 Key controls 
 Sources of assurance 
 Gaps in control/ assurance 
 Action Plans for addressing gaps 

 

2. Trust BAF  Formulation and Assurance Process and Infrastructure 

The key components of the BAF assurance process are as follows:- 

2.1 Principal Objectives: 
The first step in designing the assurance process is for the Board to identify and agree its 
strategic objectives e.g. clinical, financial, workforce, commercial and other objectives 
focusing on those which are crucial to the achievement of its aims and values.  
 
2.2 Principal Strategic Risks: 
These are risks which threaten the achievement of the Trust’s objectives. Principal strategic 
risks should be identified from the Trust’s risk management arrangements such as the 
operational Trust wide Risk Register, but can also be identified in Board workshops and 
seminars etc. where strategic risks are identified and discussed. 
 
As part of the identification of principle strategic risks, consideration is made to the level and 
type of risk the Trust is prepared to accept in pursuance of its strategic aims and objectives, 
forward plan and annual objectives. 
 
For the purpose of receiving and monitoring principle strategic risk and significant risk 
mitigation assurance the Trust has combined its strategic risk register and significant risks 
into a single Board Assurance Framework document. 
 
2.3 Key Controls 
These are the management systems and processes the Trust has in place to manage its 
principal strategic risks. Controls will be scrutinised internally and externally e.g. by 
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independent reviewers, which includes internal auditors, CQC and external audit in 
conjunction with clinicians and other specialists where necessary. 
 
Key controls will also be mapped to the principal strategic risks. When assessments are 
made about controls, consideration will be given not only to the design but also their 
effectiveness in light of the risk management framework within which they will operate.  
 
Prior to presenting reports and information about key controls to the Board, Executive 
Directors and senior managers of the Trust must satisfy themselves that the arrangements in 
place are robust and will enable reasonable assurance to be provided. 
 
Examples of controls within MFT include: 

 Board, Sub Committee and Management Group structure,  Leadership infrastructure 

 Strategic and Operational Risk Registers 

 Targets, standards and Key Performance Indicators (KPIs) 

 Divisional Performance Reviews (Clinical and Non-clinical services) 

 Strategies, for example; Risk Management Strategy & Policy etc. 

 Business Plans - Delivery Plans, Action Plans and Implementation Plans 

 Incident reporting and management arrangements 

 Policies and Procedures Clinical Audit Programmes 

 Staff Appraisals  and training programmes 

 Divisional/Team meetings 

 Information Technology (IT) systems and management information  

 
2.4 Assurance on Controls 
The Board must then gain assurance about the effectiveness of the controls in place to 
manage the principal risks. They not only need to ensure they have the right level of 
assurance but to make use of the work of external reviewers and ensure the whole process is 
efficient. A system that provides good coordination and evaluation of the work of the auditors, 
inspectors and reviewers will bring increased benefits to both the Trust and review bodies. It 
will help minimise the burden on the Trust by reducing overlap and allow potential gaps in 
assurance to be identified and addressed. 

Examples of sources of assurance at MFT include: 
 Reports e.g. Board, management, incident 
 Internal and external audits 
 Risk registers 
 External assessment e.g. CQC, HSE 
 Regulator and Commissioner compliance reviews 
 Patient and Staff feedback 
 Comparative data, statistics, benchmarking 
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A gap in assurance is deemed to exist where there is failure to gain evidence that controls 
are effective. Any gaps in either controls or assurance will be identified in the BAF, along with 
actions, action owners and timescales for implementation. 
 
2.4.1 Scrutiny of assurance 
During the course of its business, members of the Board should continually ask questions to 
assess the strength of the internal controls and assurances being presented. Guidance on 
robust scrutiny on controls assurance, assurance data and triangulation detailing assurance 
questions for the board to ask can be found within Appendix 2. This is taken from the Audit 
Commission document - Taking it on Trust: A Review of How Boards of NHS Trusts and 
Foundation Trusts Get Their Assurance.  
 
2.4.2 Strength of assurance, assurance triangulation: Three lines of defence 
It is considered best practice for organisations to adopt a triangulation approach to gaining 
their assurance; this consists of looking for three distinct sources of information and 
comparing them. If those three sources coincide then reasonable assurance can be taken. 
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2.4.2.1 Data & Information – formal board and sub-committee reports and briefings. These 
will provide comparative information to show performance against other similar organisations 
and within the Trust over time. Dashboards/ traffic light / heat map and other representations 
may be used. Performance which falls outside acceptable (and Board defined) parameters 
will be accompanied by an exception report and actions tracked and reported to the Board.  
The Board should seek evidence of the quality and reliability of data presented in reports i.e. 
that it is accurate. 
 
2.4.2.2 People – the Board should talk to relevant managers and frontline staff who can add 
insight into data and information presented. 
 
2.4.2.3 Observation – taking a patient’s-eye view such as a Board programme of site and 
service visits, participation in internal inspections, structured walkabout programmes and 
requesting reports, include patient case studies or request to hear from individual patients at 
Board meetings. 
 
The BAF requires the Trust to consider the effectiveness of each control during the process 
of gaining assurance. The Board will take all reasonable steps to ensure it looks at the right 
data, and verifies the data by talking to the right staff and verifies both through direct 
observations of patient care and treatment. Through this process the Board will ensure it 
gains all of the three key assurance levels of self-assurance, internal oversight, and external / 
independent assurance. 
 
The Annual Board Assurance Schedule is represented in Appendix 1. 
 
Implications of not following procedure 

MFT has a responsibility to ensure that its Strategic Objectives are identified and reviewed 
and any risks associated with achieving them are adequately identified and controlled. This 
SOP describes the procedure in place at MFT to ensure that process and failure to follow it 
could result in failure to adequately manage the risks associated with the Trust achieving its 
objectives. 

Useful Contacts:  

Lynne Stuart – Director of Corporate Governance, Risk, Compliance and Legal 

Fiona Egan   – Head of Risk & Regulation Quality Assurance 

Monitoring the Process: 

Monitoring and review of the Board Assurance Framework 

The Board must evaluate the quality and robustness of the Board Assurance Framework on a 
regular basis and ensure arrangements are in place to keep it updated in the light of evidence 
from Board Reports, internal and external reviews and organisational achievements. 
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MFT will achieve this through: 

 Annual review of the Board Assurance Framework and Process by Internal Audit as 
part of the Internal Audit Programme 

 Annual review of the Board Assurance Process and Infrastructure as set out in this 
document, following agreement or review of the strategic objectives 

 Reviewing the assurance process and BAF if new best governance/assurance 
guidance is issued or annually otherwise 

 

National Definitions: 

Risk Scoring /rating - A process by which risks are graded/ scored based on the impact of 
their occurrence and the likelihood of their occurrence 

Governance - the management systems, processes and behaviours by which the Trust 
leads, directs and controls its functions to achieve its organisational objectives, safety and 
quality and the way in which it relates to patients and carers, the wider community and 
partner organisations. 

Integrated Governance - the streamlined pulling together of intelligence of the competing 
pressures on the Trust and its staff, advisors, systems, and processes which enables the 
Trust to avoid the handling of issues in management silos. 

Risk Appetite - The levels and types of risk the Trust is prepared to accept in pursuance of 
its objectives. This informs all planning and objective setting, as well as underpinning the 
threshold used when determining the tolerability of individual risks. 

Internal Controls - The policies, procedures, practices and organisational structures put in 
place by the Trust to provide reasonable assurance that objectives will be achieved and that 
undesired events (risks and hazards) will be prevented or detected and managed. 

Assurance Measures – Methods of measuring the level of risk and therefore the 
effectiveness of controls in place, for example; monitoring incidents related to the risk, peer 
reviews or Monitor compliance. 

Internal Assurance Measures– Assurance measures which are part of the Trust’s internal 
processes, such as Clinical Audit or management peer review 

External / Independent Assurance Measures –Assurance measures independent to or 
from outside of the organisation, for example; Internal Audit, CQC, Commissioners or NHS 
Improvement. 

Positive and Negative Assurances- the Assurance measure will indicate either a positive or 
negative result. Positive assurance indicates that controls are operating effectively to mitigate 
the risk to the achievement of objectives. Negative assurance is the reverse, where evidence 
shows that controls are not operating effectively to mitigate the risk to the achievement of 
objectives. 
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Gaps in Assurance Measures - Where there are inadequate assurance measures or 
assurance measures are limited and cannot provide full assurance that controls are 
effectively mitigating the risk. Gaps should be identified and listed with actions to close. 

 

Reference Material & Associated Documents:   

 

 Audit Committee Handbook (HM Treasury, March 2007) 

 The Intelligent Board (Dr Foster Intelligence, February 2009) 

 Taking it on Trust: A review of how boards of NHS Trusts and foundation 
Trusts get their assurance (Audit Commission,  April 2009) 

 Assurance Frameworks (HM Treasury, December 2012) 

 NHS Foundation Trust Code of Governance (Monitor, July 2014) 

 The Healthy NHS Board: Principals for Good Governance (2013) 
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Appendix 1:- Annual Board Assurance Schedule 

Action Executive 
Lead 

Management Lead Date 

Strategic objective setting to be undertaken as 
part of the annual business planning cycle 

Chief Executive   

Strategic and significant risk review and 
identification to be undertaken as part of 
business planning process 

Chief Executive   

Approval of Strategic Risks 
 

Chief Executive   

Population of Board Assurance 
Framework 

Director of 
Corporate 
Governance, 
Risk, Compliance 
& Legal 

  

BAF Risks to be updated in line with the Trust 
Risk Management Policy 

Director of 
Corporate 
Governance, 
Risk, Compliance 
& Legal 

  

Sections of the Board Assurance Framework to 
be monitored by relevant Board committees and  
Management Forums to ensure risk 
management of the delivery of the strategic 
objectives 

Director of 
Corporate 
Governance, 
Risk, Compliance 
& Legal 
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Appendix 2:- Taking it on Trust: A Review of How Boards of NHS Trusts and Foundation 
Trusts Get Their Assurance (Audit Commission 2009) 

Questions for boards 

Questions Response 

Strategic aims and objectives 

1. How clear are we about what the Trust is trying to 
achieve? 

 

2. What strategic aims and objectives have we set out for 
the Trust? 

 

3. Are strategic aims and objectives clearly defined?  

4. How do we provide leadership to the staff delivering 
the objectives that we have set? 

 

5. What process do we have in place for translating the 
objectives into the contribution expected from divisions, 
care groups and frontline staff and how will their 
performance will be monitored? 

 

Sources of evidence 
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Governance structures 

6. Are the governance structures clear and 
straightforward with minimal overlap? 

 

7. How well do we understand our governance structures 
and how do we think current governance arrangements 
could be improved? 

 

Sources of evidence 

 

Achieving objectives 

8. How do we oversee the strategy for achieving our 
objectives? 

 

9. How do we ensure that the systems of internal control 
are operating robustly? 

 

Sources of evidence 
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Board meetings 

10. Is our board agenda dynamic and focused on the 
right things: the strategy and its implementation? 

 

11. How much time do we spend on strategic issues at 
board meetings? 

 

12. To what extent do we have the right information 
prepared for board meetings to allow us to monitor this? 

 

13. Have we considered and acted on The Intelligent 
Board report? 

 

14. Are board meetings managed effectively?  

15. What improvements could be made to ensure that we 
operate as a team? 

 

16. Do we have trust and respect between executive and 
non-executive directors? 

 

Sources of evidence 

 

Board operation and skills 

17. What skills do we need as a board?  

18. To what extent do we have the right skills as a board?  
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19. How clear are we about what the role of the chair and 
non-executive directors should be? 

 

20. Do we delegate responsibilities effectively and 
appropriately? 

 

Sources of evidence 

 

Strategic risks 

21. How can we be sure that we have identified all of our 
strategic risks? 

 

22. Are we monitoring strategic risks properly and what 
level of independent scrutiny or constructive challenge 
from within the organisation is there? 

 

23. How timely and relevant is the performance 
information that we use to monitor risks? 

 

24. What reports do we receive that provide evidence of 
the effectiveness of risk management and progress in 
achieving strategic objectives? 
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Sources of evidence 

 

Management and monitoring of risk 

25. How do we provide leadership on risk management?  

26. Do we monitor the Trust’s main operational risks?  

27. How can we be sure that the risk management 
processes in place will avoid operational risks becoming 
strategic risks? 

 

Sources of evidence 

 

Risk measurement 

28. How clear are we about our risk appetite?  

29. Do we quantify risk appropriately?  

30. Do we have an accountability framework for the Trust 
that sets out the level of risk that is expected to be 
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managed at each level of the Trust? 

31. Have we devolved risk management sufficiently and 
how can we be sure that it is embedded within 
operational processes and that there is ownership of risk? 

 

Sources of evidence 

 

Risk culture 

32. Do we understand what risk culture we are trying to 
embed? 

 

33. Do we know what a good risk culture looks and feels 
like? 

 

34. How and when do we communicate our risk culture?  

Sources of evidence 
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Use of internal audit 

35. How are we using the internal audit function to obtain 
assurance on internal controls? 

 

36. Is the scope and level of investment in internal audit 
appropriate? 

 

37. How are we maximising the assurances we can gain 
from internal audit and do internal audit staff have the 
right skills and experience? 

 

38. Are we making best use of other independent sources 
of assurance? 

 

Sources of evidence 

 

Compliance 

39. Do we need to establish or increase investment in a 
separate compliance function to ensure operations 
comply with laws, rules, regulatory requirements and our 
policies? 
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Sources of evidence 

 

Use of clinical audit 

40. To what extent do we use the clinical audit function 
appropriately? 

 

41. Is the clinical audit function systematic and focused 
on our own risks as well as on nationally identified 
issues? 

 

42. Are the results of clinical audit work regularly reported 
to the board through the assurance framework? 

 

43. Does clinical audit give us a comprehensive view of 
the quality of clinical services across the Trust's portfolio? 

 

Sources of evidence 
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Sources of assurance 

44. What are our potential sources of assurance?  

45. Do we use assurances appropriately, balancing them 
across the risk profile of the Trust? 

 

46. How have we satisfied ourselves that assurances are 
not skewed towards big and topical projects and that we 
keep our eye on the ball more widely? 

 

47. How do we systematically test and evaluate the 
sources of assurance? 

 

Sources of evidence 

 

Board sub committees 

48. Where have we set out the roles and responsibilities 
of sub-committees to the board and do we receive full 
and appropriate reports from them? 

 

49. Specifically, how will the audit committee programme 
enable it to meet the board’s expectations? 

 

50. Do all non-executive directors have the opportunity to 
communicate with those on the sub-committees? 
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Sources of evidence 

 

48. Where have we set out the roles and responsibilities 
of sub-committees to the board and do we receive full 
and appropriate reports from them? 

 

49. Specifically, how will the audit committee programme 
enable it to meet the board’s expectations? 

 

50. Do all non-executive directors have the opportunity to 
communicate with those on the sub-committees? 

 

Sources of evidence 

 

Self declarations 

51. How do we ensure that the statement on internal 
control is robust and consistent with other declarations 
and self certifications? 
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52. Would our self declarations stand up to rigorous 
external scrutiny? 

 

Sources of evidence 

 

Data quality – culture and responsibilities 

53. Is there a corporate framework in place for the 
management and accountability of data quality? 

 

54. Is there a commitment to secure a culture of data 
quality throughout the organisation? 

 

55. How have we made clear the responsibility for data 
quality governance and accountability at all levels of the 
organisation? 

 

56. Do our clinicians understand the purpose and use of 
the data collected? 

 

Sources of evidence 
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Data quality – policies and training 

57. What policies or procedures are in place to secure the 
quality of the data used for reporting? 

 

58. What policies and guidance on data quality do we 
have? Are they appropriate? 

 

59. What policies or procedures are in place to secure the 
quality of the data used as part of the normal business 
activity of the organisation? 

 

60. How has the Trust ensured that staff have the 
knowledge, competencies and capacity in relation to data 
quality? 

 

61. What kind of training is made available on data quality 
issues? 

 

Sources of evidence 

 

Use of data 

62. What arrangements are there to ensure that data 
supporting reported information are actively used in the 
decision-making process? 
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63. Are data subject to a system of internal control and 
validation? 

 

Sources of evidence 

 

Data quality assurance 

64. What arrangements are there to ensure that data 
supporting reported information are actively used in the 
decision-making process? 

 

65. Are data subject to a system of internal control and 
validation? 

 

66. What controls do we have to ensure that the quality of 
data used for decision making is good enough? 

 

67. Is the quantity and timeliness of information we 
receive for board meetings adequate? 

 

68. How do our board reports explain the assurance 
process for the data contained in them? 

 

69. Do our board reports clearly highlight any issues with 
data quality? 
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Sources of evidence 

 

 

 

 



Corporate Risk Register Con L'hood
First Line (Business management) Second Line (Corporate Oversight) Third Line (Independent)

The Trust is unable to attract, recruit and retain high quality 

staff impacting on a continued dependency on temporary staff 

and safe staffing levels, affecting quality of care, and financial 

costs.  

Vacancy rates 15 Recruitment activity and resourcing initiatives are 

not having the required impact.

Director of Nursing provides a report on nursing 

staff gaps but there is not a comparable 

equivalent from other professional 

leads/functions.  Therefore, whilst there is an 

organisational view of nursing staff this does not 

provide a complete picture and there may be 

gaps in workforce that the Board are not aware of

Recognition and escalation of deteriorating 

patients is not embedded successfully in the Trust 

leading to poor outcomes for patients

The Director of Nursing provides a monthly report to 

the Board which details the previous month's Unify 

data, areas of risk, mitigations in place and plans 

going forward.

Performance against the Key Performance Indicators (KPIs) agreed within the Trust Recovery Plan 

which is reviewed and monitored at the weekly Executive Recovery Committee which reports direct 

to the Board, but with oversight by the Clinical Council on a monthly basis.

Workforce Report to the Board by Director of Human Resources; Workforce Strategy and PID 

developed 

Performance Review meetings with Directorates / ToR and framework

Monitoring of quality and safety indicators via clinical governance framework:  Quality 

Improvement Group; Quality Assurance Committee; Patient Safety Group (with upward reporting 

from Resuscitation and Acute Deterioration Group, Transfusions and Thrombosis Group, Serious 

Incident Monitoring Group, Harm Free Care Group); Patient Experience Group (with upward 

reporting from EOL Care Group, Clinical Environement and Food Quality Group); Clinical 

Effectiveness and Research Group (with upward reporting from Clinical Guidelines, Clinical Audit, 

NICE and Compliance Group, Mortality and Morbidity and Clinical Outcomes Group, Research 

Governance Group) ; Medicines Management Group (with upward reporting from Non-Medical 

Prescribing Group, Drugs and Therapeutics Group, Safe Sedation Group); Safeguarding 

Assurance Group (with upward reporting from Children and Adult Safeguarding Group); Infection 

Prevention and Control Group (with upward reporting from Water Safety Group, Anti Microbial 

Stewardship Group, Decontamination Group)

Strategic Workforce Group established as a sub-group of the Executive Group

Monthly Quality Oversight Committee with NHSI, 

CQC, CCGs

Weekly reporting on KPIs via a conference call 

with the CCG, NHSI and the CQC 

Published monthly Unify data

Board/Executive visits to ward areas

Workforce diversity is not achieved due to a lack of strategic 

focus and oversight on statutory and contractual equality and 

diversity obligations.

Workforce Race Equality Standards (WRES)

Equality Delivery System (EDS2) outputs

EDS2 process has not commenced

Board champion not identified

Lack of Board understanding/focus on the 

requirements due to absence of board 

development or induction in this area

Director of Workforce is the Executive lead for E&D Equality and Diversity Annual Report to Board

Equality and Diversity Group Terms of Reference and onward reporting to Executive Group

Reporting to Commissioners on WRES outputs

Trust may not have stable and effective leadership and well 

trained, competent staff at all levels

Appraisal rates

Induction rates

Mandatory training rates

Leadership development programme

Management development programme

Formal development plans for middle and 

frontline staff

Training needs analysis has not been been 

undertaken/formalised in a way that gives 

organisational oversight and enables a planned 

approach to addressing training needs or areas of 

risk

Mandatory training and appraisal rates are 

insufficient in some areas 

Organisational development planning has not 

mapped out a culture change programme; 

diagnostic around prevailing culture has not been 

undertaken

Structured succession planning and talent 

management approach is not in place

Weekly reporting to Directors of Clinical Operations 

and Executives provides data on recruitment, 

appraisal, induction, mandatory training rates (from 

w/c 12.09.2016)

Directorate Management Board and Programme Board 

structure and upward reporting to Quality Improvement 

Group and Performance Review meetings

Monthly reporting to the Board Local Supervising Authority Audit Report 

(Supervision of Midwives)

Staff are unable to participate in learning and development 

opportunities due to staffing shortages.

Mandatory training rates

Learning and development programme and take-up

Appraisal rates

Induction rates

Director of Workforce reporting Directorate Management Board and Programme Board structure and upward reporting to Quality 

Improvement Group and Performance Review meetings

The Trust remains behind peers in the implementation of 

technology and is reliant on outmoded systems.  The Trust 

does not have the requisite financial resources to introduce all 

technical innovations that are needed.  Although the Trust has 

made progress in implementing technology it is still reliant on 

multiple outmoded systems and multiple interfaces.  Whilst 

capital funding may be allocated, financial resources required 

to accelerate implementation may not be available.

Business Case submissions to Executive Group for approval Health Informatics Risk Register maintenance and 

review process

Health Informatics Progamme Management Office

Reporting to Trust wide PMO / Executive Recovery Group updates and oversight

Chief Quality Officer's portfolio report to Board

Corporate Informatics Group (CIG) Terms of Reference and onward reporting to Executive Group

Data Quality Group Terms of Reference and onward reporting to CIG

Developing and aligning a digital strategy to meet 

Sustainability and Transformation Plan (STP) aspirations 

could mean that local improvements that have been developed 

or already approved do not then get implemented as the STP 

changes the direction of travel from the original concept.  This 

may cause delays in implementing local improvements and 

cause developments designed to improve patient care to 

stagnate if STP partners are not aligned around the digital 

strategy.

Digital Strategy in place

Health Informatics Project Management plans implementation 

reporting (% outstanding)

STP governance is not developed

Resources are not aligned to STP requirements; 

staff are internally focussed dealing with Trust 

issues

Chief Executive's integration into STP process Chief Executive's reporting to Board on wider STP developments External review of STPs and monitoring of health 

economy progress in development and 

implementation

A culture and environment for innovation where staff are 

encouraged to innovate or feel confident with modern 

technology requires development and time commitment and 

creating the conditions for innovation is difficult when staff are 

focussing on dealing with fundamental issues such as staff 

shortages and preparing for regulatory inspections.  This may 

impede progress and support for innovation, impacting 

detrimentally on sustainability improvements designed to 

improve patient care.

Research income

Successful project implementation outcomes

Research governance - lacks clarity or reporting 

to Executive / Board on research and innovation 

initiatives

R&D team are unclear about routes for approval; 

Research governance is unclear and there is a 

lack of clarity about where initiatives can be 

approved

Limited capacity and capability in Business 

Intelligence function:  seeking sharing 

opportunities with other Kent acute trusts.

Speciality/Programme Board and upward reporting in 

the Directorate governance structure

Research Group reporting upwards to Clinical Effectiveness and Research Group

Project Change Advisory Board and upward reporting to Corporate Informatics Group and 

Executive Group

Medical Devices & Equipment Group and upward reporting to Compliance and Risk Group / 

Escalation to Executive Group

We will protect people from harm, giving them 

treatments that work and ensuring that they have 

a good experience of care.  We will create an 

open and sharing environment where research 

and innovation can flourish achieving dual aims 

of enhancing the quality of patient care and 

contributing to the financial sustainability of the 

organisation. We will have a culture where staff 

are given the opportunity, training and resources 

to research and innovate. We will proactively 

develop partnerships with other organisations, 

underpinned by robust governance 

arrangements, to enable execution and 

exploitation of innovation projects to benefit the 

population that we serve.  

We will do this by increasing the availability of 

modern technology and quality information 

systems.  We will take a whole systems 

approach to implementing a digital strategy that 

will result in providing real time access to patient 

information across all providers of healthcare in 

Kent and Medway.

In
n

o
v
a
ti

o
n

: 
 W

e
 w

il
l 

e
m

b
ra

c
e
 i

n
n

o
v
a
ti

o
n

 a
n

d
 d

ig
it

a
l 

te
c
h

n
o

lo
g

y
 t

o
 s

u
p

p
o

rt
 t

h
e
 b

e
s
t 

o
f 

c
a
re

We will have effective and appreciative 

leadership throughout the organisation, creating 

a high performance environment where staff 

have clarity about what is expected of them, 

receive regular feedback and understand that 

poor performance will be addressed. Our 

employees will be engaged, committed to 

continuous improvement and embrace change. 

We will be an employer of choice.

Gaps Assurance Providers
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Strategic Objective Strategic Risks IndicatorsStrategic Blueprint

Staff shortages may lead to sub optimal care, 

impacting on patient safety processes and clinical 

outcomes

Reduced capacity and capability across the 

organisation impacts on delivery of operational 

objectives and may compromise patient care

The combination of under investment in a 

dilapidated estate and the  absence of a coherent 

strategic approach to the management of estates 

means that the infrastructure does not meet 

business needs and capital funding and resources 

may be insufficient to deliver what is required

The Trust may not be compliant with key statutory 

and mandatory requirements.  This may lead to 

patient harm, regulator interventions and reputation 

damage

Failure to protect vulnerable children and adults 

may cause harm and potential reputation damage 

due to inadequacies in meeting statutory 

responsibilities

Pharmacy support and resourcing does not meet 

Trust requirements impacting on patient care and 

outcomes.   

Recognition and escalation of deteriorating patients 

is not embedded successfully in the Trust leading 

to poor outcomes for patients

Poor training and appraisal rates may result in an 

inability to retain a high quality, trained workforce, 

impacting detrimentally on quality and safety of 

care to patients

Learning from incidents, complaints and claims is 

not structured and formalised across the Trust 

meaning that learning opportunities are not 

adequately disseminated and further patient harm 

may result from repeat incidents.

Total Risk 

Score

3 5
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Working strategically, as a trusted partner in the 

Sustainability and Transformation Plan we will 

work with partner organisations and the public to 

transform out-of-hospital care through the 

integration of primary, community and social 

care and re-orientate elements of traditional 

acute hospital care into the community.  We will 

work collaboratively and progressively, ensuring 

that protecting our local Trust interests does not 

stand in the way of achieving benefits for the 

wider health economy and public.

Partners do not work strategically for the greater good and are 

not willing to sacrifice local interests.  

Delivery of transformation remains an aspiration rather than a 

reality; Other providers interests' may not be aligned and there 

may be resistance to change from within the  organisation or 

the local authority

Confidence and trust in the leadership is undermined by 

negative inspection reports and CQC "Inadequate" ratings; 

failing to exit Special Measures in Nov 2016 may lead to a 

decline in the reputation of the Trust amongst stakeholders

Representation and contribution to key strategic groups/meetings

Clinical engagement with wider health economy (via Clinical 

Council)

Physical restrictions in the layout of ED may lead 

to overcrowding within the department which may 

impact on patient care.  Resus and Trolleys area of 

the ED are not suitable for the service provided, or 

big enough to accommodate the potential number 

of people using the service at any one time. 

Significant high cost equipment that  is out of date 

and past its replacement date may not be reliable 

or fit for purpose impacting on service delivery and 

income

Poor patient flow throughout the hospital impacts 

on performance, results in sub-optimal care for 

patients and discharge delays

Failure to meet national performance standards 

results in delayed diagnosis and harm to patients, 

financial penalties and reputation damage

3 5 15 MOU needed to cover developing governance 

arrangements

Chief Executive's monthly report to Board Board approved STP

EPRR Group and Local Health Resilience Partnership representation - onward reporting to the 

Board

Medway Council Overview and Scrutiny 

Committee

Medway Health and Wellbeing Board

Monthly Quality Oversight Committee with NHSI, 

CQC, CCGs

NHS England Assurance Process (EPRR)
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We will maximise efficiency in service delivery 

and operational management. We will be 

outward looking, actively working in partnership 

with the wider health economy through the Kent 

and Medway Sustainability and Transformation 

Plan to  maximise efficiency opportunities in 

workforce, back-office functions, digital strategy 

and estates utilisation.

The Trust's Going Concern assessment is threatened by: 

failure to achieve its planned deficit reduction and budget for 

2016/17 resulting in further licence conditions and potential 

regulatory action;  failure to deliver financial recovery plans 

and Carter Review efficiencies, threatening long term 

sustainability; inability to operate without central funding 

(loans) which restricts the financial operation of the 

organisation and its autonomy which may impact on its ability 

to bring about required organisational changes; failure to work 

with local partners to develop a financially sustainable 

organisation/system and develop genuine changes in patient 

experience and health outcomes, for the longer term; failure to 

receive all the income for  activity due to validation issues with 

the Commissioner or stretched commissioning budgets.

Cost Improvement Plans (CIPs) achievement 

Use of contingency / reserves

Carter benchmark data and performance against targets

Signed contracts with Commissioners

Failure to achieve planned deficit reduction through 

Cost Improvement Plans and Carter Review 

efficiencies across the Trust affects the financial 

sustainability and Going Concern assessment of 

the Trust.

4 3 12 Do not have a functional Finance and 

Performance Committee to test assurances

Terms of Reference for Board assurance 

committees are not up to date or current (no 

annual review) (Audit Committee, Investments & 

Contracts Committee, Finance and Performance 

Committee)

Scheme of Delegation and authorisation levels

Business planning process

Financial Recovery Plan

Interim Director of Finance appointed

Budgetary Control Framework in place from April 2016 

ensuring that budget holders have clear responsibilities 

and accountability and they are supported by training 

alongside robust budgets.

National agency caps; monitoring by procurement 

team of contracts for agency workers

Investments and Contracts Committee

Finance and Performance Committee (if and when 

established)

Cost Improvement Plans

Estates and Capital Group

Integrated Audit Committee oversight of financial governance systems

Monthly Finance Report to Board includes status report on compliance with Loan Terms from DH

Finance Report to Board

External audit of financial accounts and core 

financial systems

Regular submissions to NHSI - NHS 

Improvement's monitoring of adherence to loan 

conditions

Internal audit reports



Corporate Risk Register Consequence Likelihood Risk Score Reference

Nursing

W&C NP 011, W&C WH 019, ACC 001, 

CSC 024, CSC OI 019, HR 002, HR 003, 

W&C ACPP 009, W&C ACPP 010, HR 

001

Medical

W&C NP 005, ACC 002, CSC CC 003, 

CSC ES 010, MD 003, W&C ACPP 002, 

W&C ACPP 022, HR 001

Reduced capacity and capability across the 

organisation impacts on delivery of 

operational objectives and may 

compromise patient care

3 4 12

Other

FIN 005, PS 01, PS 02, QI 02, W&C 

ACPP 021

2 Safeguarding Failure to protect vulnerable children and 

adults may cause harm and potential 

reputation damage due to inadequacies in 

meeting statutory responsibilities

3 3 9

NUR 001, NUR 003, NUR 004, W&C 

ACPP 008

3 Emergency Department Physical restrictions in the layout of ED 

leads to overcrowding which impacts on 

patient care.  Resus and Trolleys area of 

the ED are not suitable for the service 

provided, or big enough to accommodate 

the potential number of people using the 

service at any one time. 

3 5 15

ACC EM 001, W&C WH 019

4 Medicines management Pharmacy support and resourcing does not 

meet Trust requirements impacting on 

patient care and outcomes.   

3 3 9

CSC CC 005, R&D 001, W&C ACPP 003

5 Estates The combination of under investment in a 

dilapidated estate and the  absence of a 

coherent strategic approach to the 

management of estates means that the 

infrastructure does not meet business 

needs and capital funding and resources 

may be insufficient to deliver what is 

required

4 4 16

CSC CC 002, CSC OI 013, H&S 002, 

H&S 001, H&S 003, IG 002, E&F 001, 

E&F 002, E&F 003, E&F 006, W&C 

ACPP 001, W&C ACPP 004

6 Outdated equipment Significant high cost equipment that  is out 

of date and past its replacement date may 

not be reliable or fit for purpose impacting 

on service delivery and income

3 4 12

CSC OI 023, CSC 0I 014, ACC HPC 002, 

CSC ES 012, CSC 0I 018, W&C WH 017

7 Patient flow Poor patient flow throughout the hospital 

impacts on performance, results in sub-

optimal care for patients and discharge 

delays

4 4 16

ACC 004, ACC 007, CSC 026, CSC CC 

001

1 Staff shortages may lead to sub optimal 

care, impacting on patient safety processes 

and clinical outcomes

3 5 15Staffing



8 Performance Failure to meet national performance 

standards results in delayed diagnosis and 

harm to patients, financial penalties and 

reputation damage

4 4 16

CSC 025, ACC 005, ACC 008

9 Compliance The Trust may not be compliant with key 

statutory and mandatory requirements.  

This may lead to patient harm, regulator 

interventions and reputation damage

3 3 9

CE 002, CE 004, PS 03, CG GOV 006, 

CG GOV 011, CG GOV 012, CG GOV 

007, IG 006, CSC OI 017, E&F 004, MD 

001, E&F 005

10 Deteriorating patient Tools and skills in recognising and 

escalating deterioration in patients is not 

embedded successfully in the Trust leading 

to poor outcomes for patients

4 3 12

CSC OI 022, ACC 003, ACC 004, W&C 

WH 016

11 Training and appraisal rates Poor training and appraisal rates may 

result in an inability to retain a high quality, 

trained workforce, impacting detrimentally 

on quality and safety of care to patients

3 3 9

CG H&S 004, IG 005, HR 004, HR 007, 

HR 006

12 Learning from incidents, 

complaints and claims and 

application of Duty of 

Candour

Learning from incidents, complaints and 

claims is not structured and formalised 

across the Trust meaning that learning 

opportunities are not adequately 

disseminated and further patient harm 

may result from repeat incidents.

2 4 8

LEG 001, PS 04

13 Finance Failure to achieve planned deficit reduction 

through Cost Improvement Plans and 

Carter Review efficiencies across the Trust 

affects the financial sustainability and 

Going Concern assessment of the Trust.

4 3 12

FIN 001, 002, 003, 004, 006, 007
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Relevant to:  

Trust Wide 

Purpose of SOP:  

Risk assessment is a systematic and effective method of identifying risks and determining 
the most cost-effective means to minimise or remove them. It is an essential part of any 
risk management programme, and it encompasses the processes of risk analysis and risk 
evaluation. The Trust is required to have in place efficient assessment processes covering 
all areas of risk. It is also a legal requirement that all NHS staff actively manage risk. 
 
To separate those risks that are unacceptable from those that are tolerable, risks should 
be evaluated in a consistent manner. Risks are usually analysed by combining estimates 
of consequence (also described as severity or outcome) and likelihood (frequency or 
probability) in the context of existing control measures. In general, the magnitude or rating 
of a given risk is established using a two-dimensional grid or matrix, with consequence as 
one axis and likelihood as the other (see appendix A). 
 
The purpose of this document is to describe how risks will be identified, assessed, 
recorded, mitigated and escalated within Medway NHS Foundation Trust (MFT). 

This procedure describes the governance systems in place at MFT to ensure that risk is 
managed at appropriate levels within the organisation and escalated appropriately. 

  

Procedure to Follow:  

1. Identification of risk 

When identifying a risk, consideration should be given to what could pose a potential 
threat (or opportunity) to the achievement of objectives within the context of the 
organisation.  

Risks and issues often get confused and a useful way of remembering the difference is; 

Risks are things that might happen and stop us achieving objectives, or otherwise impact 
on the success of the organisation. 

Issues are things that have happened that were not planned and require management 
action. 

Once identified, the risk needs to be described clearly to ensure that there is a common 
understanding by all stakeholders of the risk. 

The recommended format for risk descriptions is to identify:- 

 the cause (i.e. the source of the risk),  

 the risk event (what could happen) and  

 the effect (the impact of the risk) 

 

Processes have been put in place across the organisation to ensure that risks are 
identified, appropriately articulated, recorded and escalated appropriately. This process is 
described in section 2.5 Risk Register and Escalation and summarised in Appendix C. 
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2. Risk assessment and scoring  

2.1 Consequence score 

It is vital that all risks are assessed in an objective and consistent manner if they are to be 
managed, and to guide operational resource allocation.  

When undertaking a risk assessment, the consequence or ‘how bad’ the risk being 
assessed is must be measured. In this context, consequence is defined as: the potential 
outcome of an event. Clearly, there may be more than one consequence of a single event. 
 
Consequences can be assessed and scored using qualitative and quantitative data. 
Wherever possible, consequences should be assessed against objective definitions 
across different domains (see appendix A table 1) to ensure consistency in the risk 
assessment process. Despite defining consequence as objectively as possible, it is 
inevitable that scoring the consequences of some risks will involve a degree of subjectivity 
and it is important to take a group approach to arrive at the most appropriate consequence 
score. 
 
Choose the most appropriate domain for the identified risk from the left hand side of the 
risk scoring matrix (appendix A table 1), then work along the columns in the same row to 
assess the severity of the risk on the scale of 1–5 to determine the consequence score, 
which is the number given at the top of the column. 
 
2.2 Likelihood Score 

Once a specific area of risk has been assessed and its consequence score agreed, the 
likelihood of that consequence occurring can be identified by using Appendix A table 2. As 
with the assessment of ‘consequence’, the likelihood of a risk occurring is assigned a 
number from ‘1’ to ‘5’: the higher the number the more likely it is the consequence will 
occur. 

When assessing likelihood, it is important to take into consideration the context of the risk 
being assessed. The likelihood score is a reflection of how likely it is that the adverse 
consequence described will occur.  
 
Appendix A table 2 gives an indication of qualitative and quantitative descriptions for 
frequency, by considering how often the adverse consequence being assessed will be 
realised. For example, when assessing the risk of staff shortages on a ward, the likelihood 
of occurrence could be assessed as expected to occur daily or even weekly depending on 
staffing levels. However, if staff shortages are unlikely it could be graded as expected to 
occur annually.  
 
However, frequency is not a useful way of scoring certain risks, especially those 
associated with the success of time-limited or one-off projects such as a new IT system 
that is being delivered as part of a three-year programme or business objectives. For 
these kinds of risks, the likelihood score cannot be based on how often the consequence 
will materialise. Instead, it must be based on the probability that it will occur at all in a 
given time period. In other words, a three-year IT project cannot be expected to fail ‘once 
a month’, and the likelihood score will need to be assessed on the probability of adverse 
consequences occurring within the project’s time frame. 
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With regard to achieving a national target, the risk of missing the target will be based on 
the time left during which the target is measured. The trust might have assessed the 
probability of missing a key target as being quite high at the beginning of the year, but 
nine months later, if all the control measures have been effective, there is a much reduced 
probability of the target not being met. 
 
2.3 Calculate the Risk Score 

Calculate the risk score by multiplying the consequence by the likelihood:  
C (consequence) × L (likelihood) = R (risk score). 

 
2.4 Action planning 

Following completion of the risk assessment, consideration must be given to whether the 
risk requires further management actions that ideally minimise the likelihood and/or impact 
of a threat (or maximise the likelihood of opportunities). For each risk an identification of 
mitigation action plans to eliminate or minimise the risk is required, in order to reduce the 
risk to an acceptable or tolerable level i.e. target score.  
 
The implementation of the action plan and the level of risk must be kept under review.  
Where implementation of action plans is not producing the anticipated results, the risk 
should be re-assessed and a revised action plan agreed as necessary.  
 

2.5 Risk Register and Escalation 

Risk management is everyone’s responsibility and it is important that potential risks are 
identified within all levels of the organisation; however it is also important that risks are 
articulated, recorded and acted upon appropriately and systems have been put in place to 
facilitate this. Please see Appendix C. 

 

2.5.1 Identification of potential new or reoccurring risks 

When a potential risk has been identified, the first action is to complete a risk description 
form, an example of which is given at appendix B. The form prompts information on risk 
description, initial scoring, potential mitigation or mitigation in place, post mitigation 
scoring, the date the risk was identified, the risk raiser and the potential risk owner. 
Complete as much is this information as you are able, seeking advice where appropriate. 

This form is then given to the most appropriate person, depending on the risk raiser’s role. 
Front line staff members should submit this form to their line managers. Line managers in 
turn review the potential risk and either feed back to the staff member if the potential risk is 
already being managed, or submit the form to the relevant next level, e.g. in the case of 
the Clinical Directorates, to the Programme Board.  

At Programme Board, risk register description forms are reviewed, any additional 
information added in the manager’s review section and where possible further action 
identified. If deemed appropriate, the risk should be added to the Programme risk register 
on the Trust’s electronic risk management platform – RiskAssure, which in turn forms part 
of the Directorate risk register on RiskAssure. If the matter identified is an operational 
issue rather than a risk, this must be managed at operational level. 
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At Directorate Board, all Directorate risks are reviewed. All risks across the Trust scoring 
12 and above will be reviewed by the Executive Group on a monthly basis. All risks 
scoring 15 and above will be reviewed by the Trust Board on a bi-monthly basis. 

At Programme level and below, if the identified risk is deemed to score 15 or above or the 
risk is perceived as urgent, then the risk description form must be sent to the Directorate 
Senior Management Team and the matter discussed at the first opportunity. 
 

2.5.2 Management of the Directorate risk register 

Risks which have been accepted to be inputted on RiskAssure to form part of the 
Directorate Risk Register must be reviewed on a regular basis.  

At Programme level, the Directorate Risks identified as being assigned to the particular 
Programme are reviewed on a monthly basis. This review includes all elements of the risk, 
i.e. description, score, have the mitigating actions been completed, can the present score 
be reduced or does it need to be increased, are further mitigating actions required, is 
escalation required. 

At Directorate Board all risks on the Directorate risk register are reviewed where possible 
and Programme management teams will be required to report on the effectiveness of 
mitigating actions.  

At Directorate Board level, the decision is made whether to assign further mitigating 
actions, escalate the risk as a corporate level risk (for example its impact extends beyond 
the Directorate), or close risks which have been appropriately mitigated. 

Within Corporate Directorates, such as Finance and Human Resources, a similar process 
is followed, whereby risks are identified, assessed and mitigated at management level 
meetings and ultimately considered for inclusion on the Directorate risk register, escalation 
or closure at Director level meetings. 

 

2.5.3 Risk Reference number 

Each risk on the risk register is identified by a unique reference number, this is made up of  
initials indicating the Directorate e.g. ACC for the Acute and Continuing Care Directorate, 
then if a Programme risk, this is identified by 3 or 4 letters, followed by the year expressed 
as YYYY, followed by a sequential number. For example within the Emergency Medicine 
Programme, the first risk identified in 2016 would have the reference ACC – EMP - 2016-
001, the second risk identified in 2016 in the Planned Specialist Medicine Programme 
would be ACC – PSMP - 2016-002. The Directorate and programme letters are indicated 
within the RiskAssure Software in brackets following the Programme name. 

 

2.5.4 Risk Owner 

The risk owner is the person responsible for the overall management of that risk, they may 
delegate control actions to other members of staff and these can be identified within 
RiskAssure when adding the control measures as the person responsible for a particular 
control measure. 
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2.5.6 Ultimate Accountable Owner 

The ultimate accountable owner is the person with overall responsibility for the risk, 
controls and actions.  This will be any one of the Directors of Clinical Operations, 
Executive Directors, Chief Executive or the Chair and within RiskAssure there is a drop 
down list from which one of these posts can be selected. 

 

Implications of not following procedure 

Unmanaged risk is a threat to the Trust achieving its Strategic and Operational objectives. 

Useful Contacts:  

Fiona Egan - Head of Risk & Regulation Quality Assurance. 
Sarah Wilson – Governance Assistant (Risk & Regulation)  
 

Monitoring the Process: 

This process has been agreed and approved and adherence will be monitored via the 
Compliance and Risk Group. 

National Definitions: 

Risk is an uncertain event or set of events that, should it occur, will have an effect on the 
achievement of objectives.  

Risk management is the assessment, analysis and management of risks. It is simply a 
way of recognising which events (hazards) may lead to harm in the future, and minimising 
their likelihood of occurrence (how often?) and consequence(s) (how bad?). 

Risk Cause is a description of the source of the risk, i.e. the situation that gives rise to the 
risk.  

Risk Event is a description of the area of uncertainty in terms of the threat or the 
opportunity. 

Risk Effect is a description of the impact that the risk would have on the organisational 
activity should the risk materialize. 

Risk Proximity is the time factor of risk, i.e. the occurrence of risks will be due at 
particular times and the severity of their impact will vary depending on when they occur. 

Acceptable/tolerable risk is defined based on the following principles. 

 Tolerability does not mean acceptability. It refers to a willingness to live with risk to 
secure certain benefits, but with the confidence that it is being properly controlled. 
To tolerate risk does not mean to disregard it, but rather that it is reviewed with the 
aim of reducing further risk. 

 No person should be exposed to serious risk unless they agree to accept the risk. 

 It is reasonable to accept a risk that under normal circumstances would be 
unacceptable if the risk of all other alternatives, including nothing, is even greater. 

 

Reference Material & Associated Documents:   

Management of Risk (MoR®): Guidance for Practitioners 2010 Edition. 

National Patient Safety Agency (NPSA)  A risk matrix for risk managers (January 2008) 
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Appendix A       Risk Rating Guidance 
 

Table 1 

 

Consequence score (severity levels) and examples of descriptors 
 

Domains 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 
 
Impact on  
Safety of 
Patients, Staff, 
Visitors 
 
 

 
Minimal injury 
requiring no / 
minimal intervention 
or treatment. 
No time off work 

 
Minor injury/illness 
requiring minor 
intervention 
Time off work <3 days  
Increase in LOS by 1-
3 days 
Affects 1-2 people 

 
Moderate injury requiring 
professional intervention  
Requiring time off work for 
4-14 days  
Increase in length of 
hospital stay 4-14 days 
RIDDOR/agency reportable 
incident 
An event which impacts on 
a small number of patients  
Affects  (3-15) people 

 
Major injury leading to long-
term incapacity/disability 
>14 days off work 
Increase in LOS by >15 days 
Mismanagement of patient 
care with long term effects 
An event which impacts on 
moderate numbers (16-50) 

 
Death  
Multiple permanent 
injuries or irreversible 
health effects 
An event which impacts on 
large numbers (>50) 

Business 
objectives / 
projects 

Insignificant cost 
increase / schedule 
slippage. 
 

<5% over project 
budget 

5-10% over budget 10-25% over budget >25% over budget 

Finance  Small loss <£1000 
 
 
 
 

Loss of 0.1 -0.25 % of 
budget 
 
 
 
 
 

Loss of 0.26-0.5% of budget 
 
 
 

Loss of 0.51-1.0% of budget 
Uncertain delivery of key 
objectives 
 
Purchasers failing to pay on 
time 

Loss of >1% of budget 
Non-delivery of key 
objectives 
Failure to meet 
specification/ slippage 
Loss of 
contract/service/payment 
by results 
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Table 1 

 

Consequence score (severity levels) and examples of descriptors 
 

Domains 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 
 
Quality/Audit  

 
Peripheral element 
or treatment or 
service suboptimal 
 
 

 
Overall treatment or 
service suboptimal  
 
Single failure to meet 
internal standards 
 
Minor implications for 
patient safety if 
unresolved 
 
Reduced performance 
rating if unresolved  

 
Treatment or service has 
significantly reduced 
effectiveness 
 
Repeated failure to meet 
internal standards 
 
Major patient safety 
implications if findings are 
not acted on 
 
 

 
Noncompliance with national 
standards with significant risk 
to patients if unresolved 
 
Low performance rating  
 
Critical report 

 
Totally unacceptable level 
or quality of treatment / 
service 
 
Gross failure of patient 
safety if findings not acted 
on 
 
 
Gross failure to meet 
national standards 

 
Complaints / 
Claims 

 
Locally resolved 
complaint 
 
Potential for 
settlement /litigation 
<£500 

 
Overall treatment 
/service substandard 
 
Formal justified 
complaint (stage 1) 
 
Claim <£10K 

 
Justified complaint (stage 2, 
with potential to go to 
independent review) 
involving lack of appropriate 
care 
 
Claims between £10k - 
£100K 

 
Multiple justified  complaints 
 
Independent review 
 
Claim(s) between £100k - 
£1m 
 
 

 
Multiple justified  
complaints 
Inquest (involving legal 
representation)  
ombudsman inquiry 
Multiple claims or single 
major claim 
Claim(s) >£1 million 

 
Human 
resources 
 
 

 
Low staff morale 
affecting one person 

 
Low staff morale (1%-
25% of staff) 

 
Low staff morale (26%-50% 
of staff) 

 
Very low staff morale (51%-
75% of staff) 

 
Very low staff morale 
>75% 
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Table 1 

 

Consequence score (severity levels) and examples of descriptors 
 

Domains 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 
 
Organisational 
development / 
 

 
Minor competency 
related failure 
reduces service 
quality <1 day  
 

 
75% - 95% staff 
completing 
mandatory/key 
training 
  

 
50% - 74% staff completing 
mandatory/key training 
  

 
25% - 49% staff completing 
mandatory/key training 
 
 

 
<25% of staff completing 
mandatory/key training 
 
 

Staffing  
competence 

Short term low 
staffing level 
temporarily reduces 
service quality (<1 
day), Minor 
competency related 
failure reduces 
service quality <1 
day 

On-going low staffing 
level resulting in minor 
reduction in the 
quality of patient care, 
Unresolved trend 
relating to 
competency reducing 
service quality 
 

Late delivery of key 
objective/service due to lack 
of staff, Unsafe staffing 
level > 1 day, Minor error 
due to ineffective training 
 

Uncertain delivery of key 
objective/service due to lack 
of staff, Unsafe staffing level 
or competence (>5 days), 
Serious error due to 
ineffective training, Loss of 
key staff 
 

Non-delivery of key 
objectives/service due to 
lack of staff, Ongoing 
unsafe staffing 
levels/competence, Loss 
of several key staff, 
Critical error due to 
insufficient 
training/competency 

 
Compliance / 
Audit / 
Governance 

Minor lapse in 
governance or 
process; affects one 
person; single 
instance of failure 
relating to human 
error with no patient 
harm; policy is out of 
date by < 1 month, 
minor non-
compliance with 
standards/guidance 

 
Non-compliance with 
policy or process in a 
single department; 
policy is out of date by 
< 2 months; affects up 
to 5 people but 
causes no patient 
harm; policy is out of 
date by < 2 months, 
Non-compliance with 
standards/guidance 

 
Failure of 
governance/process 
impacting beyond a single 
department; policy out of 
date by 2-6 months; affects 
5-20 people or results in 
patient harm; improvement 
or non-compliance notice 
received 
 
 

 
Trust wide governance 
failure/multiple breaches; 
policy out of date > 
6mths/non-existent; failure 
affects 20-50 people; Major 
non-compliance with core 
standards 
 

Governance failure 
resulting in prosecution; 
gross failure in 
governance; significant 
patient harm and/or death, 
Prosecution, severely 
critical report, overall 
rating of inadequate 
against any of the CQC 5 
questions 
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Table 1 

 

Consequence score (severity levels) and examples of descriptors 
 

Domains 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 
Adverse 
publicity / 
Reputation 

Rumours 
 
Potential for public 
concern 

Local media coverage 
– short term reduction 
in public confidence 
 
Elements of public 
expectation not being 
met 

Local media coverage  
 
Long term reduction in 
public confidence 

National media coverage < 
than 3 days  
 
Confidence on organisation 
undermined 
 
Use of services affected 

National media coverage 
with > 3 days service well 
below reasonable public 
expectation 
 
MP concern (questions in 
house) 
Total loss of public 
confidence 

Service / 
business 
interruption  
 
 

Loss/interruption of 
>1 hour, no impact 
on delivery of patient 
care/ability to 
provide services 
 
 

Loss/interruption of >8 
hours 
 
 
 
 
 

Loss/Interruption of > 1 day 
 
Disruption causes 
unacceptable impact on 
patient care 
 
 

Loss/interruption of > 1 week 
 
Sustained loss of service 
which has serious impact on 
delivery of patient care 
resulting in major 
contingency plans being 
invoked  
 
Temporary service closure 

Permanent loss of core 
service or facility 
 
Disruption to facility 
leading to significant 
knock-on effect across the 
local health economy 
 
 

 
Environmental 
Impact 

 
Minimal or no impact 
on the environment 

 
Minor impact on 
environment 

 
Moderate impact on 
environment 

 
Major impact on environment 

 
Catastrophic impact on 
environment 

 
Agreed Targets 

 
Not Applicable for 
this Risk Type 

 
1% off planned  
Fail to meet National 
target 1 quarter  

 
2%-4% off planned  
Fail to meet National target 
2 qtrs. Amber light 

 
5%-10% off planned. 
Fail to meet National target > 
2 quarters Red light 

 
>10% off planned  
Failure to meet National 
target > 2 quarters, by 
more than 20% 
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Table 1 

 

Consequence score (severity levels) and examples of descriptors 
 

Domains 
1 2 3 4 5 

Negligible Minor Moderate Major Catastrophic 
 
Fire 
Safety/General 
Security 

 
Minor short term 
(<1day) shortfall in 
fire safety system 

 
Security incident no 
adverse outcome 

 

 
Temporary (<1 
month) shortfall in fire 
safety system / single 
detector etc. (non-
patient area) 

 
Security incident 
managed locally 

 
Controlled drug 
discrepancy 
accounted for 

 
Fire code non-compliance / 
lack of single detector – 
patient area etc. 

 
Security incident leading to 
compromised staff / patient 
safety. 

 
Controlled drug 
discrepancy – not 
accounted for 

 
Significant failure of critical 
component of fire safety 
system (patient area) 

 
Serious compromise of staff / 
patient safety 

 

 
Failure of multiple critical 
components of fire safety 
system (high risk patient 
area) 

 
Infant / young person 
abduction 

 

 
Information 
Governance / IT 

 
Breach of 
confidentiality – no 
adverse outcome. 

 
Unplanned loss of IT 
facilities < half a day 

 
Health records / 
documentation 
incident – no 
adverse outcome 

 
Minor breach of 
confidentiality – 
readily Resolvable 

 
Unplanned loss of IT 
facilities < 1 day 

 
Health records 
incident / 
documentation 
incident – readily 
resolvable 

 
Moderate breach of 
confidentiality – complaint 
initiated 

 
Health records 
documentation incident – 
patient care affected with 
short term consequence 

 

 
Serious breach of 
confidentiality – more 

than one person 
 

Unplanned loss of IT facilities 
>1 day but less than one 
week 

 
Health records / 
documentation incident 
– patient care affected with 
major consequence 

 
Serious breach of 
confidentiality – large 
Numbers 

 
Unplanned loss of IT 
facilities >1 week 

 
Health records / 
documentation incident 
– catastrophic 
consequence 
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Table 2 

 

Likelihood score 
 

Level Description 
 

1 Rare  <3% probability. Not expected to occur for years, but may occur, but only in exceptional circumstances. 

 Loss, accident or illness could only occur under freak conditions 

 The situation is well managed and all reasonable precautions have been taken 
Ideally, this should be the normal state of the workplace 
 

2 Unlikely 3%-10% probability. Expected to occur at least annually. The situation is generally well managed. However occasional 
lapses could occur. 

 This also applies to situations where people are required to behave safely in order to protect themselves but are well 
trained 
 

3 Possible 11%-30% probability. Expected to occur at least monthly.  

 Insufficient or substandard controls in place 

 Loss is unlikely during normal operation, however, may occur in emergencies or non – routine conditions. 
 

4 Likely 31%-90% probability. Expected to occur at least weekly. 

 Serious failures in management controls 

 The effects of human behaviour or other factors could cause an accident but is unlikely without this additional factor. 
 

5 Almost Certain >90% probability. Expected to occur at least daily. 

 Absence of any management controls 

 If conditions remain unchanged there is almost a 100% certainty that the hazard will be realised  
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Table 3 
Risk Matrix 

 

 
 

Likelihood 
 

 Consequence  
 

1 Rare 2 Unlikely 3 Possible 4 Likely 5 Almost Certain 

 
5  Catastrophic 
 
 

5 
Moderate 

10 
High 

15 
Extreme 

20 
Extreme 

25 
Extreme 

 
4  Major  
 

4 
Moderate 

8 
High 

12 
High 

16 
Extreme 

20 
Extreme 

 
3  Moderate 
 

3 
Low 

6 
Moderate 

9 
High 

12 
High 

15 
Extreme 

 
2  Minor 
 

2 
Low 

4 
Moderate 

6 
Moderate 

8 
High 

10 
High 

 
1  Negligible 
 

1 
Low 

2 
Low 

3 
Low 

4 
Moderate 

5 
Moderate 
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Appendix B        Risk Description Form 

Risk Assessment Information  Risk Raiser Manager / Directorate 

Directorate   

Department / Programme   

Name of Risk Raiser    

Date Risk Raised  /comment made    

Risk Title   

Risk Cause   

Description of Potential Risk  Event   

Risk Impact Description   

Risk Domain   

Initial risk score - Consequence vs Likelihood    

Mitigation in place   

Present risk score - Consequence vs Likelihood    

Additional Mitigation required   

Target score (i.e. the score at which the risk can be tolerated)   

Risk Owner   

Source of risk    

Link to CQC Domains   

Review of Risk Description by Manager / Directorate  

Name & Role of Reviewer   Date: 

Was risk added to Directorate Risk Register (Yes/No)  Date: 
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Appendix C               Organisation Process for Risk Escalation and Management 

 



 

Report to the Board of Directors 

Board Date : 29th September 2016 

 

Title of Report 
 

Communications Report 
 

Presented by  
 

Glynis Alexander 

Lead Director 
 

Director of Communications 

Committees or Groups 
who have considered 
this report 
 

N/A 
 

Executive Summary 
 

This paper summarises the communications highlights of the last 
month. Key points to note include: 
 

- Staff engagement around the five CQC domains 
- Encouraging leaders in the organisation to communicate 

even better with their teams 
- Beginning to engage with community groups that the 

Trust has not had previous engagement with 
 

 

Resource Implications 
 

 

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 
 

 

Recommendation 
 

For Noting by the Board  

Purpose & Actions 
required by the Board : 

 

 
Approval         Assurance         Discussion           Noting 
 
 

 

  X  



Communications Report : September 2016 
 

 

Introduction 
The focus of the last month has been on engaging colleagues around the five key CQC 

domains, in advance of the inspection in the autumn, as well as continuing our proactive 

media relations work and beginning some community engagement, following approval of the 

strategy at the July Board meeting. 

ENGAGING COLLEAGUES 

Over the past two months we have concentrated on building awareness and reminding staff 

about the CQC’s five domains of safe, responsive, caring, effective and well-led. We 

produced a printed handbook for all colleagues and distributed it to the wards and 

departments, to provide a reminder of the domains and what good looks like against each of 

these. The intention is that these should be used as a discussion tool for colleagues in their 

team meetings and with their managers and the handbook has been well-received by staff. 

In addition, we have also used the chief executive’s weekly message to staff to focus on a 

different CQC domain each week. 

We have placed considerable emphasis on the role that senior leaders need to play in 

driving improvements across the Trust over the next few months. We changed the format of 

our monthly senior manager meeting to make it more of a workshop-style discussion. This 

focused on a number of key themes, including how senior leaders can upskill their 

colleagues in each of the five domains and prepare them for the forthcoming inspection, and 

how will they bring about a significant improvement in the appraisal rate across the 

organisation.  

In addition to the structured programme of fortnightly visits, in late August the executive 

carried out a ‘working with you’ session when they joined teams making tea for patients, 

shadowing drugs rounds and talking to staff and patients. The executives held team 

meetings in each of the areas they visited to reinforce the importance of the five CQC 

domains and more broadly to engage and enthuse colleagues in the changes needed.  

We held a highly successful meeting for staff to discuss our preparations for the forthcoming 

inspections and a meeting was held for senior managers where some of the main issues to 

arise from the CQC mock inspections were discussed. 

The Trust carried out a survey to obtain staff feedback on communications within the Trust. 

The survey was distributed electronically and via hard copy across the organisation, and in 

total, 303 members of staff responded. 

Key findings were: 

 88% said that they felt they were informed about the latest developments in the Trust  

 76% rated communications within the Trust as excellent, very good or good with only  



 The top three most popular communications channels were the CEO email (90%), 

Intranet (76%) and the Monday global email (76%) 

 81% felt able to feedback their opinions and ideas to their line manager. 

VISIT FROM THE MINISTER OF STATE FOR HEALTH 

We were delighted to welcome the Minister of State for Health, Philip Dunne MP, to the 

hospital. The Department of Health is keen to visit trusts in special measures that are 

showing signs of improvement. Mr Dunne met patients, senior leadership and clinicians as 

he took a tour of the hospital. Mr Dunne said: 

“It was good to see the progress that Medway has made this year since publication of its 

previous CQC report. I was pleased to see for myself how this is benefitting patients. 

 

“Clearly there remain some areas which still need to be addressed, but it is evident that 

Medway is continuing to move in the right direction, reinforced by a strong and stable 

leadership, a passionate workforce, enhanced physical infrastructure, as well as centres of 

excellence in some specialities for patients in Kent.” 

MEDIA  

Over the past few weeks, the following issues have been covered in the media: 

We gained online and broadcast media coverage with ITV Meridian for the Trust’s success 

in treating mothers who are experiencing a high risk pregnancy. The filming showcased our 

Fetal Medicine Unit and Oliver Fisher Unit - demonstrating how the departments work 

together and achieve high detection and baby survival rates. We also gained coverage for 

the MediLead programme in the Medway Messenger. 

The Trust received some negative coverage in national, regional and local media relating to 

the sad case of a baby who was delivered stillborn at Medway Maritime Hospital in April 

2014.Although placed in a cold cot, so that the parents could spend some precious last 

moments with their child, the baby was subsequently not transferred to Great Ormond Street 

Hospital (GOSH) as intended. Karen McIntyre, Deputy Director of Nursing (Women and 

Children’s) was interviewed on BBC South East news when she apologised to the family and 

stressed that changes have been made to prevent any reoccurrence in future. 

David Ward from Abigail’s Footsteps was also interviewed on BBC Radio Kent and BBC 

South East, and spoke in very supportive terms of how far maternity has come in a short 

space of time – even stating that Medway’s maternity unit is on the verge of becoming a 

centre of excellence.   

SOCIAL MEDIA 

We have been developing new guidelines for colleagues on the use of social media, which 

encourages them to use social media to promote their own and their teams’ achievements, 

while being careful not to compromise patient confidentiality or bring the Trust into disrepute. 

This is designed to echo what other Trusts, who are effective in their use of social media, for 



example, Barking, Havering and Redbridge NHS Trust. The policy is due to be launched 

imminently. 

Over the past 30 days we have engaged with 22,300 people on Twitter and 25,800 people 

on Facebook. We have gained 40 new followers on Twitter and 25 on our Facebook 

account, taking our total number of followers to 2,197 and 3,619 respectively. Key topics 

over the last month were our smoke-free initiative and the promotion of #CoverUpMate (NHS 

England skin cancer initiative). We continue to build relations with local and national health 

organisations with our posts retweeted/shared by the Change4Life, HealthWatch Medway, 

Medway Community Healthcare and NHS Medway CCG. 

 

COMMUNITY ENGAGEMENT 

Following approval of the community engagement strategy at the last Board meeting, we 

held a workshop for governors to feed in their thoughts and plan activity with certain groups 

with whom the Trust has had limited contact in the past. We are initiating discussions with 

religious groups, Citizens Advice Medway, active retirement groups and the Medway 

Foodbank.  

OTHER ACTIVITIES 

Among other activities which we have been carrying out, are:  

- Continued development of a new website 

- Continued communications to support our move to go smoke-free (see the Chief 

Executive’s report) 

 



Integrated Audit Committee report, September 2016 
 
The Integrated Audit Committee (“the Committee”) meets quarterly, and is established to 
provide the Board with an independent and objective review of its financial and non-financial 
systems, information, compliance with laws and regulations governing the NHS.    
 
The Committee’s last meeting was held on 6 September 2016.    
 
The Committee consists of a minimum of three non-executive Directors. 
 
At the last meeting the following areas were discussed:  
 

1. Report of the Internal Auditor (KPMG) 
- KPMG was being commissioned to scope a project on Serious Incidents to 

ensure that proper procedures were being followed; and 
- KPMG provided an update on cases that were being investigated following 

reports from the whistle-blowing line. 
 

2. Report of the External Auditor (Deloitte) 
- Deloitte provided a report on the recent developments in the healthcare 

sector. 
  

3. Board Assurance Framework & Risk Update 
- The Committee received assurance that a comprehensive risk management 

process was being rolled-out across the Trust. 
 

4. Single Tender Waivers 
- There was a general reduction in Single Tenders Waivers; and 
- The policy of ensuring that Purchase Orders are provided before payments 

can be authorised by the Trust will be reinforced. 
 

5. Bad Debts 
- There was a review of bad debts and the aged debt position had decreased in 

August 2016. 
 
6. Gifts and Hospitality Policy 

- The gifts, hospitality and sponsorship arrangements will be reviewed before 
the start of the next financial year. 
 

 
Stephen Clark 
Chair, Integrated Audit Committee  
19/09/2016 
 
 



Investments and Contracts Committee report :  September 2016. 
 
The committee meets quarterly, primary purpose to review significant contracts/investments 

( circa greater than £1 million in value ) and activity which drives Cost Improvement 

Programmes ( CIP's ). 

The committee met in December 15, March, June and most recently Sept 6th. 

The committee consists of a minimum of two non-executive directors, executive finance 

director supported by the Trust secretary. Senior managers from the purchasing, finance 

teams and operations teams regularly participate, presenting business cases and/or status 

reports on key activity. 

The CEO has participated in all committee meetings in 2016 and her contribution has 

significantly benefitted the reviews and assessment of activity. 

The September committee did not receive any business case proposals for review, hence 

took the opportunity to review in detail purchasing cost saving activity and the development 

of the contracts database. 

Good progress with the development of the contracts database, 246 contracts in total, with 

21 contracts each valued in excess of £500,000 of which 10 exceed £1 million. 

The committee was encouraged with the procurement cost savings generated year to date 

(£0.7million) and the activity in place for further savings (£3.5million). It should be noted that 

there needs to be accelerated delivery in the second half of the financial year to meet the 

16/17 financial plan commitment of £3.5 million. 

The committee next meets December 1st. 

Note. 

The July committee report confirmed the Board had requested a review of the terms of 

reference to widen the committee scope to include trust recovery plan activity, clinical 

operations delivery, and financial recovery plan status. 

The Board have put this extension of scope on hold enabling the Executive leadership and 

the Board to focus energy and time on those activities which support the Trust achieving a 

significantly improved Care Quality Commission assessment in November. 

Tony Moore 

Chair, Investment and Contracts Committee  : 16/09/16 

 



1 

 

 

 

Quality Assurance Committee Chair’s Report – September 2016 
 
I have attempted to benchmark our own QAC, by attending that of a nearby Trust which has recently emerged from 
Special Measures.  I am pleased to be able to report to the Board that there were considerable similarities, and that I 
was reassured that we do not seem to be wide of the mark.  Indeed, if anything, I noted more internal dissent than 
at Medway and also that the other Trust’s QAC tended to hear reports which their authors had volunteered to 
present, rather than probing into challenging topics. 

Despite there being no Board in August, the Quality Assurance Committee (QAC) decided to convene in order to 
maintain watch over quality matters within the Trust.   
 
We heard the quarterly report from the Coordinated Surgical Care Directorate, covering the CQC domains. 
 
We examined the Integrated Quality and Performance Report and felt that we would value seeing more challenge 
and interrogation of the data by the Quality Improvement Group (QIG) and by Directorates, in order to prevent any 
slipping back in areas where we have made positive progress. 
 
The committee considered the Risk Register, Safeguarding and the CQC Action Plan, and cued further updates in 
September. 
 
September’s QAC was somewhat frustrating as a short-notice Ministerial visit was imposed which drew members 
away and rendered us non-quorate.  However, we continued to meet as best we could and provided a week for 
follow-up out-of-committee reading and agreement.  No further correspondence having been received, the QAC 
approved the papers, which were: 

 Detailed Breakdown of the Red/Amber/Green status of CQC Must/Should Dos. 

 The Safeguarding Annual Report.  Our approval is subject to corrections being made to the arithmetical 
errors in some of the tables. 

 An Update on Serious Incident Reviews. 

 The Draft Risk Register, which should be presented to the Board in October. 

 Minutes of QIG and the Integrated Quality and Performance Review. 

 The Good Governance Institute’s advice on Deep Dives. 

Additionally we had a verbal report from the Acute & Continuing Care Directorate. 
 
In October QAC will look at MCA/DLOS and radiology as well as reviewing our effectiveness as a committee.  
 
 

E B Carmichael 
Non-Executive Director; Chair, Quality Assurance Committee 

26 September 2016 
 

 



Charitable Funds advisory committee report :  September 2016. 
 
The committee established by the Corporate Trustee of Medway NHS Foundation Trust 

Charitable Fund. The committee's primary purpose to review and assess charitable fund 

raising and fund expenditure against the principles/guidelines within the Trust deed  and 

relevant UK legislation specific to charitable activities, making recommendations to the 

Corporate Trustee. 

The committee consists of two non-executive directors, two governors and one executive 

director. 

Support is provided to the committee by the Financial Controller and the Trust Secretary. 

The committee held meetings in May, July and August. 

The committee believes significant opportunity exists for improving fund raising, accelerating 

charitable spending, simplifying administration and rationalising the number (currently in 

excess of 160 ) individual funds currently in operation. 

Total charitable net assets currently valued at £644,000. 

In the first five months of 16/17 financial year total charitable income of £63,700 offset by 

charitable expenditure of £30,700 , governance costs of £13,400 leaving a net inflow of 

funds £19,600.  

Charitable income includes circa £19,000 donated to the fund by the Hospital, from the sale 

of unclaimed lost property. 

The committee continues to progress a proposal to rationalise funds whilst increasing the 

"delegation" for fund raising/spending into the operational structure of the hospital. The 

committee have consulted with the Chair Executive and the Executive leadership (Sept 7) 

and will be reviewing their feedback at the October Charitable funds advisory committee, 

with the objective of presenting a final "rationalisation" proposal for approval by the Trustee 

in December. 

 
Tony Moore. 
Chair, Charitable Funds Advisory Committee. 16/09/2016 
 






















