
Trust Board Meeting ('Part 1') - Formal
meeting, which is open to members
of the public (to observe)
Thu 28 April 2022, 09:45 - 13:00

Virtual Meeting, via webconference

Agenda

Please note that members of the public will be able to observe the meeting, as it will be broadcast live on the internet, via the
Trust's YouTube channel (www.youtube.com/channel/UCBV9L-3FLrluzYSc29211EQ).

04-1
To receive apologies for absence

David Highton

04-2
To declare interests relevant to agenda items

David Highton

04-3
To approve the minutes of the 'Part 1' Trust Board meeting of 31st March
2022

David Highton

 Board minutes, 31.03.22 (Part 1).pdf (12 pages)

04-4
To note progress with previous actions

David Highton

 Board actions log (Part 1).pdf (1 pages)

04-5
Report from the Chair of the Trust Board

David Highton

 Report from the Chair of the Trust Board.pdf (1 pages)

04-6



Report from the Chief Executive

Miles Scott

 Chief Executive's report - April 2022.pdf (4 pages)

Reports from Trust Board sub-committees

04-7
Quality Committee, 13/04/22

Maureen Choong

 Summary of Quality C'ttee, 13.04.22.pdf (1 pages)

04-8
Finance and Performance Committee, 26/04/22

Neil Griffiths

N.B. The report will be issued after the meeting on 26th April.

04-9
People and Organisational Development Committee, 22/04/22

Emma Pettitt-Mitchell

 Summary of People and Organisational Development Cttee, 22.04.22.pdf (2 pages)

Integrated Performance Report

04-10
Integrated Performance Report (IPR) for March 2022

Miles Scott and colleagues

 Integrated Performance Report for March 2022.pdf (42 pages)

Quality items

04-11
Assessment of the Trust’s position against, and implications of, the final
Ockenden report (the Independent Review of Maternity Services at The
Shrewsbury and Telford Hospital NHS Trust)

Sarah Flint and Sarah Blanchard-Stow

N.B. This item has been scheduled for 11:20am. 

 Final Ockenden report 2.pdf (6 pages)



Planning and strategy

04-12
The final planning submissions for 2022/23

Amanjit Jhund and Steve Orpin

 The final planning submissions for 202223.pdf (19 pages)

Assurance and policy

04-13
Quarterly report from the Freedom to Speak Up Guardian

Christian Lippiatt, Ola Gbadebo-Saba and Natalie Hayward

N.B. This item has been scheduled for 11:55am.

 FTSU Quarterly Trust Board Report.pdf (9 pages)

04-14
Infection prevention and control board assurance framework

Sara Mumford

 IPC Board Assurance Framework.pdf (32 pages)

04-15
To consider any other business

David Highton

04-16
To respond to questions from members of the public

David Highton

Questions should relate to one of the agenda items above, and be submitted in advance of the Trust Board meeting, to Kevin
Rowan, Trust Secretary, via kevinrowan@nhs.net. 

Members of the public should also take note that questions regarding an individual patient's care and treatment are not
appropriate for discussion at the Trust Board meeting, and should instead be directed to the Trust's Patient Advice and Liaison
Service (PALS) (mtw-tr.palsoffice@nhs.net).

04-17
To approve the motion (to enable the Board to convene its ‘Part 2’ meeting)
that...



David Highton

in pursuance of Section 1 (2) of the Public Bodies (Admission to Meetings) Act 1960,representatives of the press and public be
excluded from the remainder of the meeting having regard to the confidential nature of the business to be transacted, publicity
on which would be prejudicial to the public interest.



MINUTES OF THE TRUST BOARD MEETING (‘PART 1’) HELD ON 
THURSDAY 31ST MARCH 2022, 9:45 AM, VIRTUALLY VIA WEBCONFERENCE

FOR APPROVAL

Present: David Highton Chair of the Trust Board (Chair) (DH)
Sean Briggs Chief Operating Officer (SB)
Maureen Choong Non-Executive Director (MC)
Neil Griffiths Non-Executive Director (N.B. joined during item 03-13 – refer 

to the relevant minute for the specific details)
(NG)

Jo Haworth Chief Nurse (JH)
Peter Maskell Medical Director (PM)
David Morgan Non-Executive Director (DM)
Steve Orpin Deputy Chief Executive/Chief Finance Officer (SO)
Emma Pettitt-Mitchell Non-Executive Director (from item 03-16) (EPM)
Miles Scott Chief Executive (MS)
Wayne Wright Non-Executive Director (WW)

In attendance: Karen Cox Associate Non-Executive Director (KC)
Richard Finn Associate Non-Executive Director (RF)
Amanjit Jhund Director of Strategy, Planning and Partnerships (AJ)
Sara Mumford Director of Infection Prevention and Control (SM)
Sue Steen Chief People Officer (SS)
Jo Webber Associate Non-Executive Director (JW)
Kevin Rowan Trust Secretary (KR)
Sarah Blanchard-Stow Divisional Director of Midwifery, Nursing & 

Quality, Women’s, Children’s and Sexual 
Health (for items 03-20 to 03-21)

(SBS)

Observing: The meeting was video recorded, for uploading to the Trust’s website1.

[N.B. Some items were considered in a different order to that listed on the agenda]

03-1 To receive apologies for absence 
No apologies were received.

03-2 To declare interests relevant to agenda items
No interests were declared.

03-3 To approve the minutes of the meeting of 24th February 2022
The minutes of the meeting of the 24th February 2022 were approved as a true and accurate 
record of the meeting.

03-4 To note progress with previous actions
The content of the submitted report was noted. Questions were invited. None were received. 

03-5 Report from the Chair of the Trust Board
DH referred to the submitted report and highlighted the following points
▪ There continued to be a high number of emergency attendances at the Trust, and a high 

number of medically optimised for discharge (MOFD) inpatients. The high number of COVID-19 
positive cases in the community had adversely affected the absence among Trust staff. The 
combination of factors was placing staff under high levels of pressure. 

▪ Ambulance handover delays had also been seen, and although the Trust was one of the better 
performing local Trusts on that aspect, the difficulty in offloading ambulances across the 

1 The meeting was intended to be livestreamed on the Trust’s YouTube channel, but technical problems prevented this.
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Integrated Care System (ICS) was causing significant delays in South East Coast Ambulance 
Service NHS Foundation Trust’s response to category 1 and category 2 patients. The Trust 
Board therefore needed to be aware of the pressure on the emergency care system at the same 
time it was working hard to deliver diagnostics and elective activity targets. DH therefore wanted 
to pay tribute to the Trust’s staff who were operating in very tough circumstances. 

▪ In addition to the consultant appointments listed in the report, the Trust had appointed a further 
six consultant anaesthetists on 29/03/22, so MC and JW should be thanked for chairing the 
Advisory Appointments Committee panel.

03-6 Report from the Chief Executive
MS referred to the submitted report and highlighted the following points:
▪ Updated COVID-19 guidance had been issued that week from the UK Health Security Agency. 

The Trust was reviewing that guidance at present, and would agree how to reflect it in the Trust 
in due course. Further guidance was expected over the next week that related to wider infection 
prevention and control issues.

▪ The Trust Board had previously discussed the rising number of teenagers and young adults with 
mental health problems, which was a recognised national issue. The management of such 
patients was very challenging for the Trust’s clinical teams, so it was good to see that progress 
had been made in strengthening the services for such patients. 

▪ The Trust would resume all birth services at Crowborough Birth Centre in April 2022. 
▪ The final Ockenden review report had been published on 30/03/22, and although there was an 

Ockenden-related item later on the agenda, there would need to be a further discussion in the 
future. It had been reported that there were 15 recommendations for other Trusts, but it would 
be more accurate to say that there were 15 areas, as each area had several recommendations. 

▪ Capital developments were progressing, which included the barn theatre development, the Kent 
and Medway Medical School accommodation, the paediatric Emergency Department (ED), and 
the further development of the Community Diagnostic Centre.

▪ Rachel Jones would join the Trust as AJ’s successor as Director of Strategy, Planning and 
Partnerships in May 2022, so the Trust Board would have the opportunity to thank AJ for his 
contribution to the Trust at the April 2022 Trust Board meeting.

▪ Many staff had wanted to show their support for those affected by the war in Ukraine, so MS 
wanted to thank the Emergency Planning team for ensuring that desire was able to be met.

▪ The Different. Not less. campaign had been launched at the Trust, which aimed to improve care 
for patients with learning disabilities or autism.

DH suggested that reassurance on the plans to re-open the Crowborough Birth Centre be sought 
from SBS under items 03-20 or 03-21. This was agreed. 

Reports from Trust Board sub-committees
03-7 Quality Committee, 09/03/22
MC referred to the submitted report and highlighted the following points: 
▪ All the Chiefs of Service and Divisional Directors of Nursing & Quality had highlighted the 

considerable pressures being faced at present.
▪ The outgoing Chief of Service for Cancer Services had paid tribute all the colleagues that had 

helped deliver the cancer access targets during the COVID-19 pandemic, in recognition of the 
contribution from across the Trust. 

Questions were invited. None were received. 

03-8 Finance and Performance Committee, 29/03/22
DH referred to the submitted report, on behalf of NG, and highlighted the following points:
▪ The metrics for patient access were reviewed, which focused on the aforementioned pressures 

on the emergency care system, including the high number of MOFD patients. The deputy Chief 
Operating Officer had noted that a Multi Agency Discharge Event (MADE) would be scheduled 
for 30/03/22. It was also agreed to explore further areas where the Trust could act to alleviate 
some of the system-related challenges affecting the Trust, including via virtual wards.
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▪ The meeting reviewed the Trust’s satisfactory financial performance and the updated 
procurement strategy

▪ Several Business Cases were reviewed and all had been recommended for approval by the 
Trust Board. 

Questions were invited. None were received. 

03-9 People and Organisational Development Committee, 25/03/22 (incl. approval of 
revised Terms of Reference)

RF referred to the submitted report, on behalf of EPM, and highlighted the following points:
▪ The meeting had considered recruitment and retention and assurance was given that SS and 

her team were doing everything they could to recruit the appropriate staff.
▪ A conversation was held regarding a review of Allied Health Professionals (AHPs), and it was 

agreed that the work should continue after the funding for the review had been used. JH agreed 
to submit a report on the findings from the Advanced Clinical Practitioner workforce project.

▪ The latest staff surveys were discussed, and it was agreed that more work should be done on 
the presentation of the findings, and the actions that Divisions & Directorates could take in 
response.

DH also noted that the Committee had agreed revised Terms of Reference, which had been 
submitted for approval. The Trust Board duly approved the revised Terms of Reference as 
submitted. 

03-10 Patient Experience Committee, 03/03/22 (incl. an update on End of Life Care)
MC referred to the submitted report and highlighted the following points:
▪ The Committee had been focusing on understanding the patient and family experience at the 

Trust, particularly during the COVID-19 pandemic. 
▪ The Committee had heard that efforts had been made to recommence the lay involvement on 

scrutiny of the effectiveness of the complaints process. 
▪ The annual update on End of Life Care was discussed and that report had been included as an 

Appendix.

JH added that she and MC had attended the Healthwatch Kent awards on 30/03/22 and the Trust 
had been awarded two awards for work relating to patient experience, for patient partners and 
dementia. 

03-11 Audit and Governance Committee, 02/03/22
DM referred to the submitted report and highlighted the following points:
▪ The Committee had agreed that one of the red-rated risks, “Learning from incidents – the failure 

to learn”, which had been open for a few years, should be subject to a more detailed review at 
the Quality Committee. If that model worked, other risks would be directed to other Committees 
for detailed review.

▪ The “Post Implementation Review – Network Core Replacement” internal audit review had 
received a “Substantial Assurance” conclusion, which was very rare.

Questions were invited. None were received. 

03-12 Charitable Funds Committee, 23/03/22
DM referred to the submitted report and highlighted the following points
▪ The Trust had not quite achieved the integration of charitable funds expenditure. The latest 

Fundraising Manager, which had been on a six-month fixed-term contract, had now left, and the 
Trust was seeking to recruit a more senior person for the role. Charitable activity was therefore 
at a low ebb at present, with only circa £200k being raised and disbursed each year. It was 
therefore intended to appoint someone who could harness the high level of goodwill in a more 
coordinated way.
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▪ The Maggie’s Centre project was reaching an important point, with the main issue being the 
identification of a suitable location for the Centre.

DH welcomed being able to reach a decision on the Maggie’s Centre, given the long-term benefit it 
would provide to the Trust’s patients. 

Integrated Performance Report
03-13 Integrated Performance Report (IPR) for February 2022 (incl. further detail on the 

priority areas for staff vacancies and retention)

MS introduced the item by explaining that the Senior Responsible Officers (SROs) for the six 
strategic themes would focus on the areas for escalation, although MS would invite AJ and SO to 
report on the “Systems” and “Sustainability” themes, despite there being no areas for escalation 
within those. SS then referred to the “People” strategic theme and explained the latest position in 
relation to the “Climate Survey Responses” metric, which noted that the next climate survey was 
due to be held in May 2022. SS also elaborated on the initiatives to help improve the response 
rate, such as the use of QR codes, to enable the surveys to be more accessible.

SS then continued and explained the latest position in relation to the “Vacancy Rate” metric, which 
had reduced, so the metric was now showing special cause variation with an improving nature. SS 
continued that the ‘hot spot’ areas for recruitment remained nursing, and work was on going to 
review vacancies within Clinical Support Workers (CSWs) and AHPs. SS also noted that the Trust 
continued to have more recruits join, but targeted campaigns were still in place for therapies, ED 
nursing, ICU, facilities, pathology and nursing within certain specialties. SS added that although 
there was a Trust-wide workforce plan for 2022/23, work was underway to apply such plans at 
Divisional level. SS then also noted that retention continued to be a concern, and that was 
reflected across the NHS. 

SS then explained the latest position in relation to the “Sickness Rate” metric, which was subject to 
common cause variation with variable achievement, and noted that the target had only been met 
twice within the last two years. SS continued that it had been recommended to adjust the target to 
4.5% from 01/04/22, to reflect, among other things, the continued impact that COVID-19 was 
having on staff. DM reiterated the point he had made at the last Trust Board meeting, and noted 
that that sickness absence target was a maximum, while the figure that SS reported was an 
average, so to avoid exceeding the maximum, a far lower average needed to be achieved, which 
was unrealistic. DM therefore confirmed that he supported the change of the target.

WW asked what the cost would be of the Trust continuing to provide free car parking, as he 
understood that most organisations provided free car parking for their staff. SO stated that the cost 
was circa £600k, while MS noted that no immediate changes were planned, but the range of 
wellbeing schemes would be reviewed as a whole, and staff would be asked their views about 
which should be retained. DH noted that the government’s statement about free car parking for 
night staff had created a complexity, as some staff worked nights occasionally, while the payments 
were deducted monthly. MS acknowledged the point and stated that the Trust needed to consider 
and make its own decisions. SS also highlighted the cost of living pressures on staff. DH 
acknowledged that but emphasised that although it was the Secretary of State’s decision to 
withdraw funding, it would be up to the Trust to determine its own approach, and it was therefore 
important to communicate clearly with staff. The point was acknowledged. 

PM then referred to the “Patient Safety & Clinical Effectiveness” strategic theme and explained the 
latest position in relation to the “Fall Rate” metric, which acknowledged the high rate, noted that a 
pilot project involving One Team Runners was due to take place in April 2022, on specific wards; 
and stated that the “Think Yellow” initiative had commenced. WW queried whether any of the 
Trust’s charitable elements could be used to support the falls initiatives, providing that aligned with 
the charitable objects. PM welcomed the suggestion and agreed to liaise with DM.

Action: Liaise with the Chair of the Charitable Funds Committee to explore the use of 
charitable funds to support the work to reduce patient falls (Medical Director, March 2022 

onwards)

4/12 4/129



JH then explained the latest position in relation to the “Safe Staffing” metric, which noted that falls 
and other quality metrics had been adversely affected by the current staffing pressures. JH 
continued that the new Deputy Chief Nurse for workforce and education had started in post in 
March 2022, and the additional capacity was helping JH to understand the challenges in more 
detail. JH continued that the Trust was undertaking weekly tracking of starters and leavers, to 
ensure the new starters were targeted towards ‘hotspot’ areas. JH also noted that she would speak 
to an international nursing recruitment Business Case under item 03-18. JH then emphasised the 
adverse impact of the aforementioned high number of MOFD patients. 

DH noted that the Trust had previously concentrated on recruiting CSWs via an Apprenticeship 
pathway, so asked whether JH’s earlier comment reflected the widening of that recruitment. JH 
confirmed that was correct, as some individuals did not wish to progress via an Apprenticeship. 

SM then explained the latest position in relation to the “Infection Control” metric, which noted the 
continuing outbreaks of COVID-19 at the Trust and the recent agreement to change the outbreak 
closure requirements. SS reported that there were currently three COVID-19 outbreaks, and the 
policy of allowing visitors to visit their relatives in the stroke unit by using air powered respirator 
hoods had been successful, so would be considered for application to other areas. 

SM then reported that the Trust had breached its 2021/22 Clostridiodes difficile trajectory in 
February, as it had had 61 cases against the maximum of 58. SM added that the reasons were 
multi-factorial, but cases tended to increase when the Trust’s occupancy levels were high. 

DH stated that he understood the Trust had now held its final COVID-19 vaccination clinics, so 
asked whether the vaccination programme had now finished. SM confirmed that was correct, 
although the Trust still had access to community vaccination facilities, and could stand its 
vaccination arrangements back up should an autumn ‘booster’ vaccination be announced. 

[N.B. NG joined the meeting at this point]

SB then referred to the “Patient Access” strategic theme, and highlighted the latest position in 
relation to the various escalated metrics, most of which were related to patient flow. SB noted that 
the clinical demand through ED had been extremely high, as 292 patients had attended the 
Maidstone Hospital ED on 30/03/22. SB continued that the three real challenges were ED demand; 
lack of nursing staff, particularly at Tunbridge Wells Hospital; and the access to social care, but 
despite this, the Trust was still the top performing Trust for patient flow in the region, so staff 
should be thanked for their incredible efforts. SB then stated that the aforementioned MADE had 
been very well received, but best practice processes were often lacking because of the 
considerable pressure being faced; while more patients were being admitted that did not require an 
admission, and although some of this related to the absence of services outside the hospital, some 
of the admissions were inappropriate, so work was being undertaken with clinical staff. 

SB then reported that he was often challenged by PM and others to ensure the Same Day 
Emergency Care (SDEC) facilities were kept clear, so SB had made a decision to accept some 12-
hour ED breaches to ensure that was achieved. SB added that he had deliberated at length about 
that decision, as there would be some short-term consequences, but SB believed it was the best 
decision for the Trust’s flow position, and he hoped the Trust Board supported his decision. SB 
then concluded by noting that the Trust continued to have zero patients who had waited more than 
52 weeks for their treatment, while the cancer access targets had now been met for 31 
consecutive months. 

MC stated that she supported the principle of ensuring patients were in the right place for their 
care, so although she was not primarily concerned with the 12-hour waiting time target breaches, 
she wanted assurance that patients would continue to receive the appropriate care while they were 
in the ED. DH agreed, but confirmed his support for SB’s decision as DH believed that the SDEC 
was the main area that could support the efforts to reduce the aforementioned inappropriate 
admissions. SB stated that some of the early data from the MADE had showed that the pressure 
regarding the decision to admit patients tended to be made at night, when a more junior 
workforce/agency medical staff were on duty. PM added further context, and emphasised the 
decisions to admit frail patients were often based on the lack of adequate community facilities 
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during the late afternoon and evening. PM also referred to the protection of SDEC and stated that 
the Trust was likely to increase the variety of diagnoses that would be considered in that area, so 
the staff would need to be appropriately supported. The point was acknowledged. 

WW referred to the current volume of patients seen by the Trust, and asked whether this was a 
one-off occurrence, and if not, how the Trust intended to plan for the future. SB replied that the 
Trust was fortunate to have Business Intelligence staff that were good at predicting non-elective 
demand, but the COVID-19 position had complicated such forecasting. SB then provided further 
context, which included the financial support SO and his team had been able to secure in the past, 
which had been used to support the Trust’s patient flow efforts. SB also emphasised the cultural 
shift in ensuring that senior clinical decision makers were involved earlier in the clinical pathways.

JW asked about the Trust’s engagement with primary care, given the pressures faced by. SB 
stated that surveys undertaken by the Trust had confirmed that patients often attended the EDs 
because they had not been able to access their GP, despite trying to do so. SB however 
acknowledged that GPs were under considerable pressure, but there appeared to be an issue with 
access. PM added further details on the Trust’s engagement with primary care via the emerging 
Health and Care Partnership (HCP) and the Local Medical Committee (LMC). 

PM then gave his perspective on the involvement of senior decision makers earlier in clinical 
pathways, and the development of virtual wards. DH asked the extent to which the creation of 
virtual wards was reliant on the cooperation of partner organisations. PM stated that the nature of 
the implementation would depend on the ICS’ request, and although that was not yet confirmed, 
PM understood the Trust would be asked to progress with its own approach. PM also noted that 
the Trust already had an established home treatment service. 

JH then referred to the “Patient Experience” strategic theme, and highlighted the latest position in 
relation to the “Friends & Family Response Rates” metric, which noted that several initiatives were 
in place to improve the position, including the Friends and Family Test (FFT) platform used, and 
the use of QR codes and text messages, although the performance was very likely being adversely 
affected by the aforementioned staffing challenges. JH also stated that she was working with SO 
and his team to consider whether there should be a revised breakthrough objective for patient 
experience, instead of an alternative metric. JH pointed out that that would not however mean the 
FFT response rate would not be monitored, it would just be overseen by a task & finish type group. 

WW stated that he would prefer to fully understand why a breakthrough objective was not being 
met before it was changed. JH explained that there was a range of information that provided 
information about patient experience, and she would prefer to respond to what that information 
said, rather than capture more information via the FFT. SO also pointed out that the strategic 
theme was about improving the patient experience, not improving the measurement of patient 
experience. DH added that the FFT was the NHS’ equivalent of the “Net Promoter Score” used in 
industry, and was relatively superficial compared to a more detailed patient survey. MC also stated 
that the issue had been discussed in detail at the Patient Experience Committee, and reiterated 
that the priority should be to improve patient experience. 

JH then continued and reported the latest position in relation to the “Complaints” metric, which had 
been adversely affected by absence in the complaints team, as well as the delays in clinical staff 
being able to contribute to complaints investigations because of the aforementioned staffing 
pressures. JH stated that an improvement trajectory was however being developed.

AJ then referred to the “Systems” strategic theme and highlighted that the main method of 
improving the breakthrough objective was via the use of SDEC and Ambulatory Emergency Care 
(AEC) facilities. AJ added that if the breakthrough objective was achieved, he would liaise with his 
incoming successor to discuss what the next breakthrough objective should be. 

SO then referred to the “Sustainability” strategic theme and highlighted that the COVID-19 financial 
regime, which had provided additional funding, would end soon, but the Trust was on track to 
deliver its overall financial plan target. SO however noted that there had been less success in the 
delivery of the objective to “Reduce the amount of money the Trusts [sic] spends on premium 
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workforce…”. SO then also reported the latest position on the “CIP”, “Cash Balance” and “Capital 
Expenditure” objectives.

DH noted that the financial report within the IPR stated that “The Barn Theatre development…is 
subject to a full business case being produced…”, so asked for the relevant timescales. SO stated 
that the Trust was in liaison with NHS England/Improvement (NHSE/I) to try and avoid having to 
produce both an Outline Business Case (OBC) and a Full Business Case (FBC), and just have a 
decision-confirming Case. SO continued that it was intended to have a draft version of that Case 
within the next two weeks, with a final version by the end of April 2022. 

Planning and strategy
03-14 Update on the Trust’s planning submissions for 2022/23
AJ referred to the submitted report and highlighted the following points:
▪ The final planning submission was due at the end of April 2022, so the Trust Board would need 

to consider whether some form of delegated authority was required to review the plans before 
the Trust Board’s meeting in April 2022. 

▪ The activity plans had not changed significantly, but the baseline position for 2019/20 activity 
still needed to be resolved in relation to the endoscopy position, on which there were ongoing 
discussions with NHSE/I. NHSE/I had however agreed that the Trust could remove radiotherapy 
activity, haematology and oncology follow-up activity from the 2019/20 actuals baseline.

▪ The workforce plans still required work to bring the plans back to the budgeted establishments, 
but meetings had been scheduled to consider that point. 

SO then highlighted the following points in relation to the finance plan:
▪ A breakeven position was unable to be included in the initial submissions, so a deficit of £9.7m 

had been submitted. Further work was required in relation to that, but the main issues were 
described on page 13 of 17. One of those issues was the £4.8m gap between the Trust’s 
intended Clinical Commissioning Group (CCG) income and the income the CCG had offered.

▪ A further issue was the £2.1m difference in relation to depreciation, which related to the 
increased capital funding that had been provided in the recent past.

▪ The Public Dividend Capital (PDC) dividend increase was an unintended consequence of 
having a reduced cash balance; while the change in the Retail Price Index (RPI) reflected the 
inclusion of RPI within several of the Trust’s contracts, including the PFI unitary charge. 

▪ The efforts to reduce the deficit needed to ensure there was common understanding of the 
factors affecting that deficit.

▪ The Kent and Medway ICS had submitted its initial plan with an overall deficit, and SO 
understood that all but one of the providers within the ICS had submitted a plan with a deficit.

▪ The Cost Improvement Programme (CIP) target was £20m, but there was an additional £10m 
carried forward from 2021/22, although that was not reported externally. 

▪ In conclusion, the plan was finely balanced in terms of risks and mitigations, and the workforce 
plan was a key area of focus, as the majority of the Trust’s cost base related to staffing.

DH noted that the first impact of the planned recruitment activity would be to improve safe staffing 
levels, rather than offset Bank and Agency costs, so asked how long it would be before premium 
agency costs started to reduce. SO stated that the workforce plan assumed that Agency costs 
would reduce before Bank costs, but Bank costs had been assumed to reduce in the second half 
of 2022/23, although some Bank and Agency costs were still expected at the end of 2022/23. 

RF noted that the Finance and Performance Committee meeting on 29/03/22 had discussed that 
one criterion for success with the CIP in the future was ensuring that schemes delivered recurrent 
benefits, and SO had stated that he and his colleagues were making efforts to identify more 
recurrent schemes, but RF wanted the Trust Board to understand that further non-recurrent 
schemes would be required to allow the Trust time to identify recurrent schemes. SO 
acknowledged the point and elaborated on the work he and his colleagues were undertaking, 
which included noting that the CIP was discussed at the Executive Team Meeting (ETM), which 
included the Chiefs of Service.
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DH then highlighted that the Trust’s plan needed to be submitted on 28/04/22, which was the same 
date as the Trust Board’s meeting, so proposed that the Trust Board formally delegate the 
approval of the submission to the Finance and Performance Committee, and that a significant 
proportion of that Committee’s meeting on 26/04/22 be allocated to review the plan. DH continued 
that any Non-Executive Directors who were not members of the Finance and Performance 
Committee could then attend the meeting for that item, which would be allocated a specific time 
slot, should they want to be involved in the review of the plan. DH added that the proposed option 
was considered preferable to scheduling an extraordinary meeting of the Trust Board. The 
proposals described by DH were approved, and the authority to approve the Trust’s planning 
submissions for 2022/23 was duly delegated to the Finance and Performance Committee. 

Action: Arrange for the Trust’s final planning submissions for 2022/23 to be reviewed and 
approved by the Finance and Performance Committee on 26/04/22, and for the Non-

Executive Directors who were not members of the Committee to be invited to attend for the 
item (Trust Secretary, March 2022 onwards)

03-15 To approve the Full Business Cases (FBCs) for Picture Archiving Communication 
System (PACS), Radiology Information Service (RIS) and Image Archive Systems 
Contract for the Kent and Medway Medical Imaging Consortium (KMMIC)

DH firstly confirmed that the FBCs had been discussed at the Finance and Performance 
Committee meeting on 29/03/22, and the Committee had recommended that the Trust Board 
approve the FBCs. MS then referred to the submitted report and highlighted that it was a Kent and 
Medway ICS-wide project that was not simply a replacement system, as the existing PACS and 
RIS had been a major clinical issue for the Trust for many years, for which significant mitigations 
had had to be applied. 

The Trust Board duly approved the FBCs for PACS, RIS and Image Archive Systems Contract for 
the KMMIC as submitted. 

03-16 To approve the Business Case for I Procedures (Pre-operative Assessment and Peri-
operative Anaesthetic System) 

DH firstly confirmed that the Business Case had been discussed at the Finance and Performance 
Committee meeting on 29/03/22, and the Committee had recommended that the Trust Board 
approve the Case. SO then referred to the submitted report and highlighted that the system had 
been explored for some time, as part of the wider implementation of the Electronic Patient Record 
(EPR). SO confirmed that clinical colleagues supported the Case, and the pre-operative 
assessment team had been involved in its development. SO also stated that the system would 
operate as a sub-system to the Sunrise EPR, rather than as a separate system.  

The Trust Board duly approved the Business Case for I Procedures as submitted. 

03-17 To approve the Business Case for two replacement of two radiotherapy Linear 
Accelerators (LinAcs) at Maidstone

DH firstly confirmed that the Business Case had been discussed at the Finance and Performance 
Committee meeting on 29/03/22, and the Committee had recommended that the Trust Board 
approve the Case. SO then referred to the submitted report and highlighted that the Trust had nine 
LinAcs across its services, and had a replacement programme, but had received central funding to 
replace two LinAcs at short notice during 2021/22, so the Business Case was retrospective, as the 
LinAcs had already been purchased. SO continued that the Trust now had only one LinAc that was 
older than nine years, and the average age was closer to six or seven years. SO therefore 
confirmed that there was no direct financial impact as the funding had already been received.

WW asked how SO managed the governance implications of approving Business Cases 
retrospectively. SO explained that the circumstances were rare, but the Trust aimed to operate 
within the overall strategic direction outlined by the Trust’s three-year capital programme, which 
was reviewed by the Finance and Performance Committee and Trust Board at the start of the 
financial year, so if funds then became available, there was already a governance framework in 
place. SO however acknowledged that the Business Case should have been submitted to the 
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Trust Board two months earlier, so there was some learning arising from the Case. WW noted that 
the Non-Executive Directors met regularly outside the formal Trust Board and sub-committee 
meetings, so such meetings could be utilised as required. SO acknowledged the point.

The Trust Board approved the Business Case for two replacement of two radiotherapy LinAcs at 
Maidstone, as submitted. 

03-18 To approve the Business Case for International Nurse Recruitment
DH firstly confirmed that the Business Case had been discussed at the Finance and Performance 
Committee meeting on 29/03/22, and the Committee had recommended that the Trust Board 
approve the Case. JH then referred to the submitted report and highlighted that the Case covered 
a three-year period, and addressed the need for 12 Clinical Skills Facilitators, which would help 
reduce the turnover rate for overseas and other recruits. JH added that the Case aligned with 
ongoing national recruitment, and NHSE/I had recognised and endorsed the recruitment route, and 
had provided the Trust with £420k of funding for 2022/23. JH also noted that further funding was 
likely to be made available for future years. 

The Trust Board duly approved the Business Case for International Nurse Recruitment as 
submitted. 

Quality Items

03-19 Quarterly mortality data
PM referred to the submitted report and highlighted the following points:
▪ The depth of clinical coding had been confirmed to be the reason for the Trust’s apparent 

relatively high COVID-19 mortality.
▪ The Hospital Standardised Mortality Ratio (HSMR) was expected to rise further before reducing 

as COVID-19 mortality lessened over time. 
▪ Weekend mortality was still being investigated, and PM had undertaken a survey of the 

workload of junior doctors. Once the data had been confirmed, it would inform action by the 
Divisions, and the Mortality Surveillance Group (MSG).

▪ The ICS had decided to introduce a new Do Not Attempt Cardiopulmonary Resuscitation 
(DNACPR) system, via a ReSPECT document, and the Trust was exploring the implications. 

▪ The Learning Disability Mortality Review (LeDeR) summary report had been considered at the 
MSG, which noted the positive work in relation to adjustments being made, but acknowledged 
the need to improve the timeliness of undertaking Structured Judgement Reviews (SJRs). 

▪ The wider timeliness of SJRs was recognised, and it was noted that there was a backlog, but 
PM had spoken with the Lead Medical Examiner about trying to ensure the SJR process was 
undertaken as close to real-time as possible. 

PM asked whether any doctors were both Medical Examiners and an SJR reviewer. PM stated that 
there would be conflict of interest and noted that the Lead Medical Examiner had confirmed no one 
held both roles, but the Trust was seeking to recruit more SJR reviewers. 

JW noted that the Quality Committee had discussed the timeliness of the mortality data, which was 
quite old by the time the data was discussed, and wondered whether the discussions with the 
supplier had progressed. PM confirmed he had not directed anyone to raise that issue with the 
supplier, as the data was reliant on the Trust completing the coding episode. PM however 
confirmed that he did not believe the timeliness was an issue. 

03-20 Ockenden review of maternity services – one year on 
DH firstly acknowledged the publication of the final Ockenden review report on 30/03/22, but 
explained that a response on that report would be considered at a future Trust Board meeting. DH 
also noted that the reports submitted for items 03-20 and 03-21 had already been considered by 
the Quality Committee, but given the current high priority of maternity care, it was considered 
important to invite SBS to the Trust Board. SBS then referred to the submitted report and 
highlighted that the Trust had no actions rated as ‘red’, but there were several ‘amber’ rated 
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issues, and these continued to be actively addressed. MS asked for confirmation that SBS’ 
comments regarding red ratings was correct, as the “Ockenden Action Plan following feedback 
from 2nd submission” table contained some red-rated areas. SBS explained that the aspects that 
were rated red reflected comments from a previous submission. SBS also noted that the national 
and regional team would visit the Trust in July 2022 to review all the evidence against the NHS 
Resolution Maternity Incentive Scheme standards and the recommendations from the Ockenden 
review. MS stated that he understood the response to the final Ockenden review report needed to 
be submitted to Trust’s Boards by the end of April 2022, and that would form the basis of the 
national return, so if there was further progress against the “Ockenden Action Plan following 
feedback from 2nd submission” table, that would need to be submitted to the Trust Board and 
Quality Committee. MS therefore stated he would liaise with SBS outside of the meeting. 

KC noted that the items that were red-rated in the “Ockenden Action Plan following feedback from 
2nd submission” table seemed to be related to leadership, so asked when these would change. 
SBS confirmed that page 2 of 8 contained the overall RAG rating, while some of the red-rated 
areas in the table, such as, the “dedicated Lead Midwife and Lead Obstetrician”, had been 
completed, so the ratings had improved.  

KR asked for further details of the relationship between the overall table on page 2 and the 
“Ockenden Action Plan following feedback from 2nd submission” table. SBS explained that the 
table on page 2 represented the most current position, while the table on pages 3 onwards 
represented the position at the date of submission, and several of the aspects on the table on page 
3 had now been updated, with improved ratings. 

WW asked for a comment on culture, given the findings from the Ockenden review report, and 
asked what actions were being taken on that aspect. SBS commented that the culture between 
obstetricians and midwives at the Trust reflected sharing of information and team-working, while 
PROMPT training was undertaken with the neonatal team. SS also noted that work had taken 
place on civility, as poor civility was associated with poor outcomes. SBS also highlighted the work 
of the Maternity safety champions and local safety champions, to ensure staff were able to raise 
concerns. MC then gave her perspective on the issues, including on the safety walkarounds that 
she and JH had attended, and relayed some of the positive comments maternity staff had made. 
MC also highlighted the importance of triangulating data from, for example, Maternity Voices. JH 
added further details of the walkarounds, which included speaking to student midwives. SBS finally 
highlighted the high profile of the Trust’s Freedom to Speak Up Guardian within the maternity 
service. 

DH then asked SBS to report on the re-opening of the Crowborough Birth Centre. SBS stated that 
the plans had had to change to ensure the Centre was able to open, but gave assurance that the 
plans were appropriate ahead of the scheduled re-opening. 

03-21 Quarterly Maternity Services report
SBS referred to the submitted report and highlighted the details of the two Healthcare Safety 
Investigation Branch (HSIB) cases. Questions were invited. None were received. 

Workforce
03-22 The findings of the national NHS staff survey 2021
SS referred to the submitted report and highlighted the following points:
▪ The survey had now been published. The survey questions had largely been unchanged from 

previous years, but the 2021 survey had been aligned to the elements of the NHS People 
promise for the first time. The Trust was therefore able to ‘drill down’ into the seven elements of 
the People promise. 

▪ The survey was undertaken during the autumn of 2021, which was a challenging time in relation 
to the COVID-19 pandemic, and that had been reflected in the findings. 

▪ The most pressing need arising from the survey related to investment in workforce supply, but 
health and wellbeing and bullying and harassment were also key themes.
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▪ The overall rating of staff who were willing to recommend the NHS as a place to work had 
declined for the first time ever, and the Trust’s findings mirrored that. 

▪ The report contained a communications plan and an infographic that described the Trust’s 
overall ‘story’. Departmental-specific infographics would be created. 

▪ An action plan would be developed, and the work also had driver metrics for each Division, to 
improve the number of staff that recommended the Trust as a place to work.

▪ The Trust’s response rate was, at 52%, higher than the national average.
▪ The three areas of focus for the Trust were staffing and resourcing, health and wellbeing, and 

culture and civility, which incorporated the treatment of staff. 

SO referred to the infographic on page 11 of 17, and stated that he did not hear SS discuss some 
of the areas that had been marked with a “☹”, which pertained to the relationship between staff 
and their managers. SS explained the approach being taken in response to such issues, including 
the Exceptional Leaders programme. SO commended the approach but noted that the Trust’s 
current appraisal process did not effectively assess whether leaders were embodying the 
leadership behaviours the Trust expected. SS acknowledged the point and noted that further work 
was required to build a 360° aspect into the appraisal process. EPM later added that a ‘deep dive’ 
review of appraisals had been agreed for a forthcoming People and Organisational Development 
Committee meeting. EPM also noted that she had considerable experience of 360° appraisals, so 
would be able to liaise with SS on that. 

DM noted that there were very small differences between the “Highest”, “Your org”, “Average” and 
“Lowest” indicators, so asked whether the data could be shown in deciles, to enable comparative 
differences in performance to be more apparent. SS acknowledged the point but stated that she 
believed the focus should be on ‘drilling down’ to understand the Trust’s data in more detail.  

EPM then highlighted that the report had been considered at the ETM on 29/03/22 so asked 
whether any further proposals had emerged. SS noted that the discussion at the ETM had been at 
a high-level, but a further discussion had been scheduled at the ETM on 05/04/22. EPM stated that 
she would be interested to hear the outcome of the ETM discussion at the aforementioned People 
and Organisational Development Committee. The point was acknowledged. 

Assurance and policy
03-23 Update from the SIRO (incl. the current position on the Data Security and Protection 

Toolkit for 2021/22, and Trust Board annual refresher training on Information 
Governance)

JH referred to the submitted report and highlighted the following points:
▪ The Data Security and Protection Toolkit submission was being finalised ahead of the June 

2022 deadline, and the key roles that the Trust was required to have were filled by JH, as the 
Senior Information Risk Owner (SIRO); PM, as the Caldicott Guardian; and KR, as the Data 
Protection Officer.

▪ The Trust’s Information Governance training compliance was currently 91% against the 95% 
target.  

▪ The report contained the Information Governance Committee’s Terms of Reference. 
▪ Two information governance data breaches had required notification to the Information 

Commissioner’s Office (ICO), but the recommendations from the ICO had been implemented.
▪ A further, supplementary, report had been submitted to the ‘Part 2’ Trust Board meeting 

scheduled for later that day. 

03-24 Ratification of Standing Orders, Standing Financial Instructions & Reservation of 
Powers and Scheme of Delegation (annual review)

KR referred to the submitted report and highlighted that the proposed changes had been 
summarised, but the full details of the changes within each of the three documents had been made 
available to Trust Board members separately from the agenda and reports pack. KR also 
confirmed that the changes had been subject to a comprehensive consultation and been approved 
by the Audit and Governance Committee. 
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The Trust Board ratified the Standing Orders, Standing Financial Instructions & Reservation of 
Powers and Scheme of Delegation as submitted. 

Annual Report and Accounts
03-25 Confirmation of the outcome of the Trust’s ‘going concern’ assessment 
DH noted that the submitted report had been considered at the Finance and Performance 
Committee on 29/03/22. Questions were invited. None were received. 

Other matters
03-26 To consider any other business
KR asked the Trust Board to delegate the authority to the ‘Part 2’ Trust Board meeting scheduled
for later that day to ratify a decision made at the Finance and Performance Committee on 29/03/22 
on a proposal from Allscripts in relation to the 'Sunrise' EPR. The requested authority was duly 
granted.

03-27 To approve the motion (to enable the Board to convene its ‘Part 2’ meeting) that in 
pursuance of Section 1 (2) of the Public Bodies (Admission to Meetings) Act 1960, 
representatives of the press and public be excluded from the remainder of the 
meeting having regard to the confidential nature of the business to be transacted, 
publicity on which would be prejudicial to the public interest

The motion was approved, which enabled the ‘Part 2’ Trust Board meeting to be convened. 
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Trust Board Meeting – April 2022

Log of outstanding actions from previous meetings Chair of the Trust Board  

Actions due and still ‘open’
Ref. Action Person 

responsible
Original 
timescale

Progress1

N/A N/A N/A N/A
N/A

Actions due and ‘closed’
Ref. Action Person 

responsible
Date 
completed

Action taken to 
‘close’

03-13 Liaise with the Chair of the 
Charitable Funds Committee to 
explore the use of charitable 
funds to support the work to 
reduce patient falls.

Medical 
Director

April 2022 Liaison has taken 
place; active 
consideration is now 
being given to 
initiatives and 
equipment that might 
be suitable for funding.

03-14 Arrange for the Trust’s final 
planning submissions for 2022/23 
to be reviewed and approved by 
the Finance and Performance 
Committee on 26/04/22, and for 
the Non-Executive Directors who 
were not members of the 
Committee to be invited to attend 
for the item.

Trust 
Secretary 

April 2022 The approval was 
arranged as agreed, 
and the relevant Non-
Executive Directors 
were invited to join the 
Finance and 
Performance 
Committee meeting for 
that item. 

Actions not yet due (and still ‘open’)
Ref. Action Person 

responsible
Original 
timescale

Progress

N/A N/A N/A N/A N/A
N/A 

1 Not started On track Issue / delay Decision required
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Trust Board meeting – April 2022

Report from the Chair of the Trust Board Chair of the Trust Board

Update on Kent and Medway Medical School (KMMS) accommodation
I am pleased to report that the KMMS project remains on track for Joint Contracts Tribunal (JCT) 
Contract signature in the week commencing the 25th of April. As of the 21st of April the main issues 
to be resolved prior to contract signature are:
1. Confirmation of support from the M&G Investment committee – Expected on the 25th of April.
2. Review of all contract documentation by the respective legal teams and technical advisors – 

Expected to be completed by the 27th of April.

Following completion of these actions we expect the final contracts to be received for signing on 
the 28th of April.
Consultant appointments
I and my Non-Executive colleagues are responsible for chairing Advisory Appointment Committees 
(AACs) for the appointment of new substantive Consultants. The Trust follows the Good Practice 
Guidance issued by the Department of Health, in particular delegating the decision to appoint to 
the AAC, evidenced by the signature of the Chair of the AAC and two other Committee members. 
The delegated appointments made by the AAC since the previous report are shown below.

Date of 
AAC

Title First 
name/s

Surname Department Potential 
/ Actual 
Start date

New or 
replacement 
post?

29/03/2022 Consultant 
Anaesthetist

Bruce Young Anaesthetics TBC Replacement

29/03/2022 Consultant 
Anaesthetist

Tara Bolton Anaesthetics TBC Replacement

29/03/2022 Consultant 
Anaesthetist

Waisun  Kok Anaesthetics TBC Replacement

29/03/2022 Consultant 
Anaesthetist

Kathryn Laver Anaesthetics TBC Replacement

29/03/2022 Consultant in 
Intensive Care

James Cook Anaesthetics TBC New

29/03/2022 Consultant in 
Intensive Care

Henry Boyle Anaesthetics TBC New

04/04/2022 Consultant 
Paediatrician with 
Special Interest in 
Neonatology

Mithuna Urs Paediatrics TBC Replacement

14/04/2022 Haematology 
Consultant

Fathi Al-Jehani Haematology TBC Replacement

14/04/2022 Haematology 
Consultant

Arunodaya  
              

Mohan Haematology TBC New

14/04/2022 Haematology 
Consultant

Moosa Qureshi Haematology TBC New

Which Committees have reviewed the information prior to Board submission?
N/A

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1
Information 

1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performance
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Trust Board meeting – April 2022 
  

Report from the Chief Executive Chief Executive  
 

 
I wish to draw the points detailed below to the attention of the Board: 
 
• Over the last month we have seen an increase in both the number of COVID-19 patients in our 

hospitals and staff absences due to COVID-19 isolation and infection, and the number of 
COVID-19 patients in our hospitals is currently 96. Thankfully, with the protection provided by 
the vaccine, only a small number of these patients need critical care but the high number of 
positive patients on our wards continues to have a major impact, with colleagues having to 
maintain separate red and green care pathways. We have recently made changes to our testing 
protocols. Going forwards, we have aligned our protocols to national guidance and now only 
require patient-facing staff to test twice a week using lateral flow kits and PCR tests are no 
longer available for staff. To ensure we keep the risk of infection to a minimum and keep our 
patients safe, staff who have symptoms are being asked to test themselves using a lateral flow 
test and stay at home while they are symptomatic. Our visiting guidance has been reviewed and 
remains unchanged to support reduced footfall across our sites. 

 
Despite the continued challenges caused by COVID-19 and the high attendances at our 
hospitals, we’re proud to have been able to sustain our levels of performances across our 
services. Earlier this month we were the sixth best performing Emergency Department in the 
country and the best in the region while managing some of our busiest ever days for 
attendances at both Maidstone and Tunbridge Wells hospitals. The Trust has recently 
organised a number of Quality and Flow Improvement events. These aim to support and 
improve safety at ward level through the reduction of delays and bed occupancy rates and  
improved staff/patient ratios. These steps ensure each patient has actions that will move them 
along their treatment pathway  to the most appropriate discharge destination as quickly as 
possible. The events so far have seen multi-disciplinary involvement from Trust staff and 
partner organisations including Kent County Council, Kent Community Health NHS Foundation 
Trust and Kent and Medway NHS and Social Care Partnership Trust. They have provided 
useful feedback which will shape improvements going forwards, including better use of our new 
digital systems (TeleTracking and Sunrise) to help address any staffing issues.   
 

• Our infrastructure programme continues apace. Preparatory works for the new theatre complex 
at Maidstone Hospital continue following approval for this stage of works from NHSE/I. On our 
Maidstone site, the new oncology modular building has now arrived and has been fully 
operational since early April. Our children’s Emergency Department (ED) at Tunbridge Wells 
Hospital has also opened its doors to our first young patients this month. Thank you to all the 
teams who have worked tirelessly to bring these projects to fruition.  

 
• I would like to welcome Mark Hope as the Trust’s new Interim Director of Estates. A warm 

welcome is also extended to our two new Deputy Chief Nurses, Hannah Tompsett and Richard 
Gatune who started with the Trust last month. Hannah will be focussing on workforce and 
education with her immediate objectives being to develop a recruitment and retention strategy 
with the aim of reducing our nursing vacancy rate. Alongside this Hannah will be leading nursing 
establishment reviews and workforce planning of other roles such as Advanced Clinical 
Practitioners. Richard’s portfolio is on quality and patient experience. He will build on work 
already established by the teams on outstanding care and patient experience and focus on 
several key areas of harm free care such as falls. A huge welcome to the Trust to them both 
and a big thank you to Jules Partridge, Sally Foy and Claire Manneh who have supported our 
Chief Nurse, Jo Haworth over the last seven months.  

 

1/4 15/129

https://www.mtw.nhs.uk/2021/02/latest-information-on-the-coronavirus/
https://www.mtw.nhs.uk/2021/02/latest-information-on-the-coronavirus/


• The Trust has launched a major recruitment campaign to attract even more talented healthcare 
professionals. The campaign includes a brand-new dedicated recruitment website 
www.mtwcareers.com as well as widespread advertising and social media campaigns. It 
promotes MTW as a leading hospital trust, offering exciting job opportunities and a fantastic 
lifestyle. 

 
• The results of the NHS national staff survey have now been published. Just under 3,500 MTW 

staff completed the annual survey last autumn and I am delighted that  MTW has scored above 
the national average for acute trusts in five out of the seven NHS People Promise themes and 
the same for the other two. These positive results demonstrate the improvements we are 
making as a Trust while continuing to respond to the pandemic challenges. Some of the most 
encouraging themes in the results are our staff recognise our compassion and inclusivity and 
recommend MTW as a place to work and to receive treatment. As well as results showing how 
staff value being recognised and rewarded, colleagues also said they felt part of a team which 
offered them opportunities to improve their knowledge, grow within their roles and develop their 
career. Our management teams are now looking at how we use the results and valuable 
feedback, working with colleagues to arrange workshops for staff to celebrate their successes 
and investigate the areas that require focus. 

• Our staff networks continue to play a key role in supporting staff across MTW. At the end of last 
month we ran the Autism: Different. Not less campaign across the Trust, including specialist 
autism reality experience training for almost 100 colleagues. The feedback received from staff 
was very positive with attendees stating that it provided great insight and enabled them to feel 
much better equipped to support our autistic patients. Our LGBT+ Network continues to work on 
phase 2 of the national NHS Rainbow Badge and we have now launched both our staff and 
patient surveys – a key part of the assessment process. Our White Ally training programme, 
produced in collaboration with the Cultural and Ethnic Minorities Network, has now released 
additional cohorts of training up to November which is being delivered virtually and face to face.  

 
• The Trust has been celebrated at the recent Healthwatch Recognition Awards receiving 

certificates in two award categories. The first for the Patient Partners model in the ‘excellence in 
involving people in commissioning and delivery of services’ category; and the second for the 
Carers Card in the ‘excellent in listening to people’s views and thoughts about services’ 
category. 

 
• Congratulations to Claire Elwood, Advanced Practitioner Radiographer, and Dave Merrett, 

Consultant Radiographer, who have recently been awarded the Clinical Practice Pillar award for 
their outstanding contributions to clinical practice in radiology. This fantastic achievement 
recognises the incredible work of both Claire, Dave and also Dr Paul Ignotus and Dr Aiden 
Shaw, Consultant Interventional Radiologists, and the entire IR radiology and nursing teams 
here at MTW. The award was presented at an event organised by the Kent & Medway 
Advanced Clinical Practice Forum. This annual awards event celebrates advancing clinical 
practice that is occurring across our Integrated Care System and shines a light on colleagues 
who have demonstrated what it means to be an Advanced Clinical Practitioner and how their 
practice supports and benefits the patients we care for. 

 
• The West Kent Heath and Care Partnership (HCP) has supported the development and delivery 

of some key work in west Kent recently, including: 
 

o A West Kent non-COVID virtual respiratory support service for discharge is due to go live 
with a service ‘soft launch’ soon. The West Kent non-COVID Virtual Ward, (working similarly 
to Oximetry @ Home), whereby patients are monitored virtually via the Docabo system, has 
been led by West Kent Primary Care with the project team including colleagues from MTW 
and KCHFT. The West Kent Virtual Ward work is aligned to the national Virtual Ward 
mandate. 
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o The West Kent HCP Gynae General Practitioners with Extended Roles (GPwERs) Service 
which will oversee the launch of a clinically triaged cohort of patients from MTW that do not 
require acute setting follow up and can be seen instead closer to home in the community by 
these specially trained GPs. The service is due to start at the end of August. Benefits of a 
GPwER service like this include: improved patient access at a time when capacity is tight, 
patients being able to receive treatment in community settings close to where they live and 
more effective use of resources by bringing the skills and expertise of the generalist to a 
specialist area ie giving GPs additional skills and experience and freeing up secondary care 
specialist capacity. 

 
o The West Kent HCP Health Inequalities project has successfully completed its initial 

community insight delivered by ActivMob - engaging 30 families in Park Wood and Shepway 
gathering views on the key issues they face, which include food poverty, low income, poor 
housing and safety concerns. The project team are now working on these wider determinates 
of health and developing short term actions to address the pressing issues that people living 
in these communities have highlighted. The team aim to assess the impact of their 
interventions on the overall health and wellbeing of the participants. Please refer to the 
attached Resident Story & Case Study slide for further information (appendix 1).  

 
• Congratulations to the winner of the Trust’s Employee of the Month scheme for March, Joe 

Ruse. Joe is a Senior Clinical Coding Analyst and the coding lead at Maidstone Hospital for 
Sunrise Electronic Patient Record (EPR). Joe continuously strives to improve the data available 
across the Trust and actively looks for new and more efficient ways of working that will in turn 
help to improve the patient journey and experience at the Trust. On behalf of the Trust Board I 
would like to say thank you to Joe for his fantastic work to help support our colleagues and 
patients.     

 

Which Committees have reviewed the information prior to Board submission? 
N/A 
 

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1 
Information and assurance 

 
 
 

                                                             
1 All information received by the Board should pass at least one of the tests from ‘The Intell igent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performanc 
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Whilst the initial scope of the work  was to gather 
insight and understanding around  health and 
possible interventions to address health 
inequalities- It was evident early on that more 
significant issues were of priority for the local 
communities. These included:
1. Food Poverty
2. Housing
3. Safety
4. Money
The feedback on this has been shared with key 
leaders across the district and then presented to a
wider stakeholder group during an ‘insight to
Action” workshop facilitated by Activmob.

The workshop was a great success with local 
stakeholders both acknowledging the key issues, 
and the role they play in tak ing action locally. A 
number of short term actions were identified from 
the workshop including:
• Explore greater utilisation of local youth and

family hubs
• Explore delivery of benefits advice workshops
• Feedback resident views to community facilities 

and services (i.e. foodbank; taskforce)
ActivMob, together with the local trusted assets, 
will share back insight and gather ideas and 
support on what longer term actions should be 
taken with this group to improve in the first instance 
food poverty but also Housing, Safety and Money 
issues raised by the residents in these 2 most 
deprived wards of Maidstone.

What is being done?

We are a family of 7 living in a 2 bedroom 
flat. Myself and my partner have 5 children 
ages range from 10 years to 6 months old. 
We don’t even have a bed. Me and my 
partner sleep on the living room floor on 
our sofa cushions! The children’s 
bedrooms have mould down the walls. 
However, we have been told so many 
times by the council that we are not priority 
to be moved.

My partner can’t work  due to ill health and 
I work  part time. But now due to being 
unvaccinated for covid I am no longer 
allowed to go to work , but can’t claim 
benefits as I am still technically still 
employed. So we have no money coming 
in. We find it so difficult to provide for our 
family. We are always relying on food 
parcels as we just can’t afford to shop 
week ly. When we do go shopping we can 
not budget. We can’t bulk buy, as we have 
no freezer to store food and due to the 
distance and having no transport, its hard 
to carry it all back with the children.

I find it such a struggle to cope. I get no 
help or support and I have to juggle 
everything! I have the children with me 
24/7, I get no break. There is nothing for 
them to do round here and I can’t let them 
play out at the parks because there is a lot 
of drugs and fights that go on!

What is the problem? 

Activmob are commissioned by Maidstone Borough Council and the WKHCP Health Inequalities project to carry out community insight in the Maidstone 
wards of Parkwood and Shepway. Through this work , they are seeking input from residents about the resources they use, the challenges they face, and 
their views on what might help to reduce health inequalities in the area. These case studies were developed following the recent work  with local 
residents. 

Activmob Community Insight & Engagement

Health Inequalities: Resident Case Studies

I Thought it gets easier as your children grow up, 
but it doesn’t. I am in my 50s with a grown up 
daughter. She is a single mum to my 2 
grandchildren aged 3yrs and 5yrs She struggles 
to manage with just her benefits, so I have to help 
her. But like her I only get benefits as I am unable 
to work  due to mental health issues.

Trying to make my money stretch for all of us is 
hard and I know I have to make sure I have got 
food in the cupboard for when my daughter needs 
help. I tend to buy frozen sausages, chips and 
nuggets, as I know I can get more for my money 
and it will feed us all.

Even though my daughter lives on the same 
street as me, she spends most of her time here. 
Her flat is only a one bedroom and there is 
nowhere for the k ids to play. She wont take them 
out to the park , as there is always arguments and 
fights happening. It wasn’t that long ago that 
someone was stabbed on the green! She is very 
isolated and depressed. It is lucky that I am here 
and she has me, and no matter how hard it is for 
me, she will always come first.

Appendix 1
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Trust Board Meeting – April 2022

Summary report from Quality Committee, 13/04/22 Committee Chair (Non-Exec. Director)

The Quality Committee met (virtually, via webconference) on 13th April 2022 (a Quality Committee 
‘deep dive’ meeting). 

1. The key matters considered at the meeting were as follows:
▪ The Lead Nurse for Falls Prevention, and Lead Matron for Head and Neck attended for a 

review of the response to the rate of falls, and associated fractures, at the Trust 
wherein the Committee emphasised the Trust’s commitment to addressing the rate of falls 
and it was agreed that the Lead Nurse of Falls Prevention should Investigate whether there 
was a direct correlation between the number of falls for patients with dementia and the 
number of patients with dementia within the Trust’s bed base. Finally, it was agreed that the 
Lead Nurse for Falls Prevention should Liaise with representatives from the Isle of Wight 
NHS Trust to investigate what, if any, measures could be adopted to improve the Trust’s falls 
performance.

▪ The Deputy Patient Safety Manager and Education Lead, Deputy Chief Nurse for Quality and 
Experience, and Patient Safety Manager attended for an in-depth review of the lessons 
learned from patients with learning disabilities wherein the Committee highlighted the 
importance of robust transitioning arrangements for children and young people into adult care 
and the importance of sufficient access for carers. It was agreed that the Deputy Patient 
Safety Manager and Education Lead should provide Committee members with further details 
of the root causes for medicines not being administered to patients. It was also agreed that 
the Chair of the Quality Committee should provide an update on the progress with refreshing 
the Trust’s Public Engagement and Patient Voice programme of work, specifically in relation 
to the inclusion of neuro-diverse representation, to the October 2022 Quality Committee 
‘deep dive’ meeting.

▪ The Deputy Director of Infection Prevention and Control, and Director of Infection Prevention 
and Control attended for a review of the lessons learned from patient deaths related to 
nosocomial COCID-19 infections. The presentation provided a comprehensive overview of 
the impacts of the COVID-19 pandemic on the way in which care was provided; the lessons 
which had been learned from COVID-19; and the steps which had been implemented to 
prevent further healthcare acquired infections during COVID-19.

▪ A discussion was held on the items that should be scheduled for scrutiny at future 
Quality Committee ‘deep dive’ meetings, wherein it was agreed that the Medical Director 
should submit a brief update on the Trust response to the rate of falls to the Quality 
Committee ‘deep dive’ meeting in June 2022. It was also agreed that the Chief Nurse should 
provide the Assistant Trust Secretary with the Southern Health NHS Foundation Trust 
Pascoe review report; and the Trust’s response; for circulation to Committee members, for 
information.

2. In addition to the agreements referred to above, the meeting agreed that: The Chief Nurse 
should liaise with the Director of Quality Governance to investigate the key themes of the final 
Ockenden report (the Independent Review of Maternity Services at The Shrewsbury and Telford 
Hospital NHS Trust) and the Southern Health NHS Foundation Trust Pascoe review, which 
have wider implications for the Trust.

3. The issues from the meeting that need to be drawn to the Board’s attention are: N/A
Which Committees have reviewed the information prior to Board submission? N/A
Reason for receipt at the Board (decision, discussion, information, assurance etc.) 1
Information and assurance 

1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How do 
NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information supports 
informed decision-making; the information is effective in providing early warning of potential problems; the information reflects the 
experiences of users & services; the information develops Directors’ understanding of the Trust & its performance
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Trust Board Meeting – April 2022

Summary report from the People and Organisational Development 
Committee, 22/04/22

Committee Chair 
(Non-Exec. Director)

The People and Organisational Development Committee met (virtually, via webconference) on 22nd 
April 2022 (a ‘deep dive’ meeting). 

The key matters considered at the meeting were as follows:
▪ The actions from previous ‘deep dive’ meetings were reviewed
▪ The Head of Resourcing attended for an update on recruitment and retention wherein an in-

depth discussion was held and the following agreements were made:
o The Chief People Officer should ensure that the Committee members were informed of any 

decisions in relation to bank staffing incentives
o The Deputy Chief Nurse, Workforce and Education should provide an update on the progress 

to improve the lead time for the completion of staff rosters to a future Committee meeting
o The Head of Resourcing should ensure that the “Update on recruitment and retention” report 

to the June 2022 People and Organisational Development Committee ‘deep dive’ meeting 
included the action plan in response to the analysis of the leaver information, staff survey 
data etc. by the Retention Team

o The Head of Resourcing should ensure that future “Update on recruitment and retention” 
reports to the Committee included data on the usage rate of overtime by the Trust, for Allied 
Health Professional (AHP) roles

o The Head of Resourcing should ensure that future “Update on recruitment and retention” 
reports to Committee included additional granular detail in relation to Nursing and Midwifery 
vacancies

o The Head of Resourcing should liaise with Head of Temporary Staffing and eRostering to 
develop a brief summary of the methods to increase the engagement of bank staff, for 
inclusion in the “Update on recruitment and retention” report to the May 2022 ‘main’ People 
and Organisational Development Committee meeting

▪ The Deputy Chief People Officer, Organisational Development presented a comprehensive 
update on the Trust’s approach to succession planning and talent management, wherein 
the Committee emphasised the importance of line managers and people leaders in signposting 
staff to the available development opportunities at the Trust and commended the collaborative 
approach to talent and succession planning. It was also agreed that a “review of the 
development of an Exceptional Leaders programme for all staff bands” item should be 
submitted to the June 2022 People and Organisational Development Committee ‘deep dive’ 
meeting.

▪ The Deputy Chief People Officer, Organisational Development presented a review of the 
future approach to the Trust’s appraisal process wherein the Committee noted the 
importance of ensuring a high-quality appraisal to ensure staff wellbeing and engagement and it 
was agreed that the Chief People Officer should ensure that Committee members were 
informed of the outcome of the review of the of the future approach to the Trust’s appraisal 
process by the Executive Team Meeting.

▪ The Head of Staff Engagement and Equality attended for a review of the equal pay annual 
audit return 2021/22 (which included an update on the actions in response 2021 gender pay 
gap) wherein the Committee noted the impact of the COVID-19 pandemic on the gender pay 
gap and the further work which was required to reduce the gender pay gap. It was agreed that 
an update on the gender pay gap 2022; which incorporated the feedback received at the April 
2022 People and Organisational Development Committee ‘deep dive’ meeting should be 
submitted to a future Committee meeting.

▪ The Committee’s forward programme was noted.
▪ The Committee conducted an evaluation of the meeting which highlighted the benefit of the 

constructive challenges which had been provided.

1/2 20/129



In addition to the actions noted above, the Committee agreed that: The Chief People Officer 
and Deputy Chief People Officer, Organisational Development should Develop a communication 
plan to inform Trust staff of the Trust’s response to the top five key findings of the 2022 appraisal 
process.
The issues from the meeting that need to be drawn to the Board ‘s attention as follows: N/A
Reason for receipt at the Board (decision, discussion, information, assurance etc.)1

Information and assurance

1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performance

2/2 21/129



Trust Board meeting – April 2022 
 

 

Integrated Performance Report (IPR) for March 2022 Chief Executive / Members 
of the Executive Team 

 

  
 The IPR for month 12, 2021/22, is enclosed, along with the monthly finance report and the latest 

‘planned vs actual’ nurse staffing data. 
 
 

Which Committees have reviewed the information prior to Board submission? 
 Executive Team Meeting, 26/04/22 
 Finance and Performance Committee, 26/04/22 

 

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1 
Review and discussion 

 

                                                             
1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performance 
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Integrated Performance Report
March 2022
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Special cause of 

concerning nature 

or higher pressure 

due to (H)igher or 

(L)ower values

Special cause of 

improving nature or 

higher pressure due 

to (H)igher or 

(L)ower values

Common cause - 

no significant 

change

Consistent 

(P)assing of Target - 

Upper control limit 

is below the target 

line or Lower control 

limit is above the 

target line 

(depending on the 

nature of the metric)

Metric has 

(P)assed the target 

for the last 6 (or 

more) data points, 

but the control 

limits have not 

moved above/below 

the target.

Inconsistent 

passing and failing 

of the target

Metric has (F)ailed 

to meet the target 

for the last 6 (or 

more) data points, 

but the control 

limits have not 

moved above/below 

the target.

Consistent (F)ailing 

of Target - Lower 

control limit is 

below the target line 

or Upper control 

limit is above the 

target line 

(depending on the 

nature of the metric)

Data Currently 

Unavailable or 

insufficient data 

points to generate 

an SPC

Variation

Special Cause Concern - this indicates that special cause variation is occurring in a metric, with the variation being in an adverse direction. Low (L) special cause concern indicates that 

variation is downward in a KPI where performance is ideally above a target or threshold e.g. ED or RTT Performance. (H) is where the variance is upwards for a metric that requires 

performance to be below a target or threshold e.g. Pressure Ulcers or Falls.

Special Cause Concern - this indicates that special cause variation is occurring in a metric, with the variation being in a favourable direction. Low (L) special cause concern indicates that 

variation is upward in a KPI where performance is ideally above a target or threshold e.g. ED or RTT Performance. (H) is where the variance is downwards for a metric that requires 

performance to be below a target or threshold e.g. Pressure Ulcers or Falls.

Assurance

No 
SPC

Key to KPI Variation and Assurance Icons 

Scorecards explained

Further Reading / other resources
The NHS Improvement website has a range of resources to support Boards using the Making Data Count methodology. 
This includes are number of videos explaining the approach and a series of case studies – these can be accessed via 
the following link - https://improvement.nhs.uk/resources/making-data-count

Escalation Rules: 
Please see the Business Rules for the five 
areas of Assurance:  Consistently Failing, 
Not achieving target >=6 months, Hit or 
Miss, Consistently Passing and Achieving 
target >=6 months (three slides in the last 
Appendix) 

Escalation Pages: 
SPC Charts that have been escalated as 
have triggered the Business Rule for Full 
Escalation have a Red Border
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Executive Summary
Executive Summary
This report has been developed further to incorporate the Trust Strategy Deployment Review (SDR) process which has been implemented during this
highly challenging period of time. This process is in the early stages currently and therefore some of the processes are still being embedded. The full
Counter Measure Summaries (CMSs) will therefore develop and improve once these processes are fully embedded across the Trust.

The Trust Vacancy Rate continues to consistently fail the target but is now showing special cause variation of an improving nature. Agency use and spend
is consistently failing the target. Sickness and Safe Staffing levels remain in escalation as have not achieved the target for more than six months which is
impacting on key quality indicators.

The rate of inpatient falls continues to experience common cause variation. This indicator, along with the Hospital on-set of COVID indicator have not
achieved the target for more than six months and have therefore been escalated. These indicators also impact the Incidents resulting in harm indicator
which has also not achieved the target for more than six months.

Diagnostic Waiting Times remains in escalation as has been in Hit & Miss for more than six months (a further improvement in March achieving local
target). RTT performance continues to experience special cause variation of an improving nature but is consistently failing the set trajectory target. We
continue to be a Trust with no 52 week waiters (one of the first Acute Trusts to have cleared these long waiters). Both Elective and first outpatient
activity levels have failed the set trajectory target for the last six months. The high level of non-elective emergency admissions and increased non-elective
length of stay (LOS), continues to put pressure on the bed capacity across the Trust.

A&E 4hr performance remains in special cause variation of a concerning nature at 80.0% and has not achieved the target for more than six months.
However, the Trust’s performance remains one of the highest both Regionally and Nationally. Ambulance handovers also remains in full escalation. The
Trust continues to achieve both the National Cancer 62 Day Standard and the 2 Week Wait (2WW) Standard, reporting 85.8% and 94.3% respectively,
however, achievement of the these standards continues to remain increasingly challenging with the continued high number of 2WW referrals and the
number of patients on the 62 day backlog. However, the overall backlog continued to decrease in March.

The Trust’s level of responses received from the Friends and Family (FFT) surveys remains low, with all areas currently not achieving the target and the
complaints response rate has also experienced variable achievement of the target for more than six months.

People:
• Climate Survey Responses (P.8)
• Vacancy Rate (P.9)
• Sickness Rate (P.9)

Patient Safety & Clinical Effectiveness:
• Falls Rate (P.12)
• Safe Staffing (P.13)
• Incidents Resulting in Harm (P.11)
• Infection Control (P.13)

Patient Access:
• RTT Performance (P, 16)
• *Diagnostics <6 weeks (P.19)
• A&E Performance (P.20)
• Outpatient Calls answered <1 minute (P.21)
• Outpatient Clinic Utilisation (P.21)
• Ambulance Handovers >30 minutes (P.21)
• Super-Stranded Patients (P.20)
• % Emergency Admissions to Assessment Areas (P.20)
• Ensuring Activity Levels Match those Pre-Covid – Inpatients, 

& Outpatients (P.17-18)

Escalations by Strategic Theme:
Patient Experience:
• Friends & Family Response Rates (P.23)
• *Complaints (P.24)

Systems:
• Reduction in non-elective bed days 

(P.26)

*Escalated due to the rule for being 
in Hit or Miss for more than six 
months being applied5/42 26/129



Assurance RADAR Charts by Strategic Theme
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Pass Pass Hit and Miss Fail Fail -

Special Cause - 

Improvement

RTT >52 wk Waiters

Flow: % of Emergency Admissions that are zero LOS (SDEC)
FFT Positive Response Rate:  Outpatients Appraisal Completeness

By April 2022 we will achieve the RTT standard,

Vacancy Rate

Common Cause

Standardised Mortality HSMR ,

FFT positive response: Inpatients,

FFT positive response rate: Matenity,

Activity levels match those pre-Covid - OP Follow Ups, CT 

Scans,

Never Events,

Number of New Sis

Cancer 62 Day Standard

Cancer - 2 Week Wait

FFT positive response rate A&E, 

Delivery of financial plan,including CIP, 

Activity levels match those pre-Covid - MRI, NOUS,

Reduce average non-elective bed days relating to 

patients with high and very high AEC conditions by 10%,

IC- Rate of C.Difficile

IC - Number of Hospital acquired MRSA,

Complaints Rate, 

% complaints responded to within target,

Access to Diagnostics (<6weeks standard),

Reduction in slips, trips and falls,

Hospital Acquired Covid,

Activity levels match those pre-Covid - Elective,

Activity levels match those pre-Covid - OP New,

Increase FFT response rates: Inpatients,

Safe Staffing Levels,

Sickness Absence,

Transformation: % OP Clinics Utilised (slots)

Special Cause - 

Concern

Statutory and Mandatory Training,

% VTE Risk Assessment

% of staff that "Recommended  MTW as a good place to 

work" taken from Quarterly Climate Survey,

Cash Balance (£k),

Agency Spend,

Capital Expenditure

Increase Climate Survey response rates,

Incidents resulting in Harm,

Safe Staffing Levels

Increase FFT response rates: Maternity,

Increase FFT response rates: Outpatients,

A&E 4 hr Performance,

Flow: Ambulance Handover Delays >30mins,

Super Stranded Patients

Reduction in Non-Elective Beddays

FFT Response Rate: A&E,

CAU Calls answered <1 minute

March 2022

V
a

r
ia

n
c
e

Assurance

Matrix Summary
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Strategic Theme: People

CQC 

Domain
Metric Trust Target

Most recent 

pos i tion 
Period Trust Target

Most recent 

pos i tion 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Vision Goals / 

Targets
Well Led

% of staff that "Recommended  MTW as a good place 

to work" taken from Quarterly Climate Surveys
80% 64.4% Jan-22 80% 63.8% Sep-21 Driver Verbal CMS

Breakthrough 

Objectives
Well Led

Increase Climate Survey response rates to provide a 

larger sample base to be able to assess those that 

recommend MTW as a place to work.

25% 8.70% Jan-22 25% 7.08% Sep-21 Driver Full CMS

Well Led Vacancy Rate 9.0% 11.3% Mar-22 9.0% 11.8% Feb-22 Driver Escalation

Well Led Sickness Absence 3.3% 4.3% Feb-22 3.3% 5.0% Jan-22 Driver Escalation

Well Led Appraisal Completeness 95.0% 89.7% Mar-22 95.0% 89.9% Feb-22 Driver Escalation

Well Led Statutory and Mandatory Training 85.0% 79.9% Mar-22 85.0% 90.6% Feb-22 Driver Not Escalated

Latest Previous Actions & Assurance

Constitutional 

Standards and 

Key Metrics (not 

in SDR)
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Contributor Potential 
Root Cause

Solution / Countermeasure Owner Due by?

Introduction of QR Code to enable staff 
alternative method of responding

Promotion of QR code in wellbeing lounges 
and encouragement to complete by 
coordinators plus promotion by wellbeing 
team
Introduction of incentive (2x £50 vouchers) –
prize draw for all who respond

JG Complete

You said We did – Trust wide communications 
Will be updated following new survey results

JG/Comms Update in May 
22 

You said We Did – Divisional comms. 
Will be updated following new survey results

JG/Division
al Leads

Update in May 
22

Undertake “Lessons Learned” analysis from 
the W&C Division to share good practice for 
other Divisions

JG/Division Complete

1. Historic Trend Data 2. Stratified Data

3. Top Contributors 4. Action Plan

Owner:  Sue Steen

Metric: Climate Survey Responses

Desired Trend: 7 consecutive data points above 

the mean

Metric Name – Increase Climate Survey Response to provide a 
larger sample base

Breakthrough Objective: Counter Measure Summary

National Staff Survey results are expected 
to be available in mid March.  Currently 
have live Climate Survey at this time which 
will therefore provide further data
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People – Workforce: CQC: Well-Led

Mar-22

4.3%

Variance / Assurance

Metric is currently 
experiencing Common 

Cause Variation and not 
achieving the target for  

> 6 months

Max Target (Internal)

3.3% (4.5% from Apr-22)

Business Rule

Full Escalation as not 
achieving the target  > 6 

months

Mar-22

13.6%

Variance / Assurance

Metric is currently 
experiencing Special Cause 
Variation of a concerning 
nature and is consistently 

failing the target

Max Limit (Internal)

10%

Business Rule

For Information as linked 
to Vacancy Rate

Feb-22

342

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

consistently failing the 
target

Target (Internal)

81

Business Rule

For Information as 
linked to Vacancy Rate

Mar-22

11.3%

Variance / Assurance

Metric is currently 
experiencing Special Cause 
Variation of an improving 
nature and consistently 

failing the target

Max Limit (Internal)

9%

Business Rule

Full Escalation

Summary: Actions: Assurance & Timescales for Improvement:
Vacancy Rate % - This metric to experience Special Cause Variation of 

an improving nature, but is consistently failing the target

Sickness % - With a step change after wave 2 of Covid, this metric is 

experiencing Common Cause Variation and variable achievement of the 

target and has failed the target for more than six months. It has been 

agreed that the target will change to 4.5% from Apr-22 to reflect the 

impact of Covid on the new expected sickness absence rate. 

Turnover:  Shown for information as linked to Vacancy Rate and is 

consistently failing the target. The Therapies, Pathology, Imaging, 

Womens’ Services and Acute Medicine + Geriatrics Directorates have 

the highest Turnover Rates.

Agency Staff Used:  Shown for information as linked to Vacancy Rate 

and is consistently failing the target. The Medical and Emergency and 

ICT Directorates have the highest Agency Spend.

Vacancy Rate: 348 WTE candidates currently going through pre-

employment checks/ Start dates booked with the largest activity being 

within Nursing and Midwifery. International recruitment is increasing 

within AHP and Nursing remains with a healthy pipeline for the forth 

coming months.

Currently live recruitment campaigns within ED, Midwifery and volunteers. 

Content being finalised for (Cardiology, ITU, Radiotherapy, Stroke, Facilities 

and Pathology) for campaigns to launch in the next few months.

External marketing campaign has launched which includes a dedicated 

microsite. 

Sickness: Absence rate remains slightly above target, in part due to covid 

absence (reflecting the national picture).

Turnover: interventions beginning to be put in place e.g. welfare support, 

and a retention lead now to be recruited following the approval of the 

business case for this. With positive recruitment pipeline numbers, 

turnover is the priority issue to address. 

Vacancy Rate % - Recruitment pipeline shows high level of 
candidates at offer and check stages, we therefore expect the metric 
to continue to improve.

Sickness % - monitoring of covid-related absence will continue (as a 
seasonal reduction is expected from March onwards)

Lead Recruitment and Retention matron has commenced which will 
support the Recruitment and Nursing teams in reducing vacancies 
and turnover
NHSI funding has been approved to support 140 international nurses 
to commence between June-December.
A calendar of Recruitment events for 22/23 is being organised which 
will include Internal/external events, Education providers and PR 
events for a range of staff groups.
Kick start scheme for MTW is currently being advertised in 
connection with DWP.
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Strategic Theme: Patient Safety & Clinical Effectiveness 

CQC 

Domain
Metric Trust Target

Most recent 

pos i tion 
Period Trust Target

Most recent 

pos i tion 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Vision Goals / 

Targets
Safe

A reduction in harm (target to be determined) by 

March 2022. - Incidents resulting in Harm
100 188 Mar-22 100 151 Feb-22 Driver Full CMS

Breakthrough 

Objectives
Safe

Reduction in slips, trips and falls (Rate per 1,000 

Occupied Beddays)
6.0 9.1 Mar-22 6.0 9.9 Feb-22 Driver Full CMS

Safe Number of New SIs in month 11 16 Mar-22 11 8 Feb-22 Driver Escalation

Safe Standardised Mortality HSMR 100.0 97.8 Dec-21 100.0 103.6 Nov-21 Driver
Note 

Performance

Safe Never Events 0 0 Mar-22 0 0 Feb-22 Driver
Note 

Performance

Safe Safe Staffing Levels 93.5% 85.4% Mar-22 93.5% 86.3% Feb-22 Driver Escalation

Safe Infection Control - Hospital Acquired Covid 0 48 Mar-22 0 27 Feb-22 Driver Escalation

Safe
IC - Rate of Hospital C.Difficile per 100,000 occupied 

beddays
22.7 34 Mar-22 22.7 21 Feb-22 Driver Escalation

Safe IC - Number of Hospital acquired MRSA 0 0 Mar-22 0 0 Feb-22 Driver Escalation

Previous Actions & Assurance

Constitutional 

Standards and 

Key Metrics (not 

in SDR)

Latest
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1. Historic Trend Data 2. Stratified Data

3. Top Contributors 4. Action Plan

Owner: Peter Maskell 

Metric: Incidents resulting  in harm

Desired Trend: 7 consecutive data points below 

the mean

Project/Metric Name – Reduction in harm : Incidents resulting 
in harm

Vision – Counter Measure Summary

Mar-22

188

Variance / Assurance

Metric is currently 
experiencing Common 

Cause Variation and has 
not achieved the target for 

more than 6 months

Max Target (Internal)

100

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Incidents 
resulting in 
Severe Harm & 
Death  

Nursing & Midwifery Staffing Shortages 

Skills & Knowledge deficit (leadership / 
management Tx department leaders)  

Workforce 

Environment  

Lack of visual observation (high number of 
side-rooms) 

Bathroom environments need optimising for 
fall reduction 

Process  

Inconsistent 
covid-19 screening 
during  admission 

Inconsistent 
Falls risk screening 
during  admission 

Equipment   

Falls reduction 
equipment 
procurement 
issues 

Increased frailty 
& acuity of 
acute medical & 
Surgical patients 
(elective & Non-
elective)  

Patient Profile  

Burnout 

Ward Manager supervisory status  Clinical 
observation 
machines not 
digitally linked 
to EPR system 

Inconsistent Sepsis 
Screening 

Inconsistent 
Gap & Grow  
Screening 

Clinical Pathways 

Non elective radiology 
diagnostic errors 

Cancer MDT follow ups 

Education    

High levels of 
non-elective 
activity (ED 
attendances) 

Frailty pathway 

NEWS2 Training 

LocSSIPs Maternity   

Lack of HDU 

Inconsistent 
enhanced care 
assessments 

Mental Health 
pathway for 
patients with 
acute care needs 

Global Covid-19 Pandemic

Contributor Solution / Countermeasure Owner Due by?

Environment Trust wide Falls QI workstream Medical 
Director & 
Deputy CNO 

Launched 
and 
Ongoing

Options Appraisal HDU 

Workforce Ongoing Activity around Recruitment 
and Retention of Nursing and Midwifery 
Staff

CNO June 2022

September 
2022Safer Staffing Review (assurance safe 

staffing models in place) 

Wellbeing workstream Chief People 
Officer

Leadership & OD Training Plan 
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1. Historic Trend Data 2. Stratified Data

3. Top Contributors 4. Action Plan

Owner: Peter Maskell 

Metric: Falls Rate per 1,000 Occupied Beddays

Desired Trend: 7 consecutive data points below 

the mean

Project/Metric Name – Reduction in slips, trips and falls 
(Rate per 1,000 Occupied Bed days)

Breakthrough Objective: Counter Measure Summary (Hit & Miss >6 months)

Mar-22

9.06

Variance / Assurance

Metric is currently 
experiencing common 

cause variation and has 
not achieved the target for 

more than 6 months

Max Target (Internal)

6.0

Business Rule

Full Escalation as not 
achieved target for > 6 

months

Contributor Potential Root Cause Solution / Countermeasure Owner Due by?

Equipment-lack of / 
faulty / incorrect use

Resource/ Finance/ 
historical organizational 
working.

Ward equipment audit plan finalize . Audit to be 
undertaken initially on 6 focus wards with high 
falls. Dates for audits to be finalize with the wards.
Link with Charitable Funds Committee - actioned

Falls 
Working 
group A

20/04/22

20/04/2022

Equipment-lack of / 
faulty / incorrect use

Resource/ Finance/ 
historical organizational 
working.

Falls Alarm monitor replacement- model identified 
and number of devices identified; funding 
identified through charitable fund- advised that 
Business case required, Proposal outline form 
submitted on 5th April.

Falls Lead 
Nurse

26/04/22

Inconsistent 
monitoring of patients

assessment not specific 
to ED

ED specific assessment documents being drawn up. 
Identification of patients at risk of falls through the 
‘Think Yellow’ initiative. 

ED Matrons 
/Falls Lead 
Nurse

28/03/22

Lack of Identification 
training of falls

Staffing numbers / 
workload

Training on falls multifactorial assessment on focus 
wards. Sessions had to be adapted to be shorter 
due to difficulty in releasing staff for the hour. 
Some to be rescheduled due to staffing pressure.

Lead Nurse 
for Falls 
prevention 

28/04/22

Lack of capacity to 
deliver services in the 
clinical setting

Finance and staff 
numbers/ workload

Recruitment for Falls Prevention Practitioner to 
support the falls prevention agenda and focus 
work. Post currently advertised.

Lead Nurse 
for Falls 
prevention

23/04/22
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Patient Safety and Clinical Effectiveness: CQC: Safe

Summary: Actions: Assurance & Timescales for Improvement:
Safe Staffing Fill Rate: The level reported continues to experience common cause 

variation and has not achieved the standard for more than six months. 

Rate of C.Difficile: continues to experience common cause variation and variable 

achievement of the target.

MRSA: The level of MRSA has stayed at o and is in common cause variation and 

variable achievement of the target

Hospital on-set COVID:  This indicator is experiencing common cause variation and 

has failed to achieved the target of zero for more than six months.

Safe Staffing Fill Rate: Daily staffing huddles review nursing and midwifery rosters. The
temporary staffing team continue to attend site meetings. The Matrons afternoon
staffing huddle are supported by the Bank team and Senior corporate nursing team.
Head of Nursing for Safe Staffing is now in post. There is ongoing focus on Recruitment
Activity, including International Recruitment. Retention Committee working groups have
been formed and are focused on the reduction of Nursing, Midwifery and Clinical Support
Workers (CSWs) turnover rates. Enhancements for temporary staffing have been
negotiated until the end of April 2022, with a deep dive to be undertaken examining bank
and agency usage and the impact on fill rates. Focused work on roster performance has
commenced to mitigate staffing risks going forward.
Infection Control: The Trust has seen an increase in numbers of Trust attributable 
C.difficle cases, and has breached our trajectory of 58 cases. A large proportion of were 
deemed to be unavoidable on RCA, those cases that were deemed to be avoidable were 
largely due to inappropriate antimicrobial prescribing which has been feedback to teams. 
We continue to drive the appropriate prescribing of antimicrobials and the completion of 
C.difficile risk assessments. During April the IPC team will undertake rapid C.difficile RCA 
and table top reviews to support and release staff time on the wards. 
The Trust is experiencing a number of Covid outbreaks which has seen a fairly high 
transmission rate in bays where a Covid positive patient has been identified, this is 
reflective of increasing community Covid rates and staff positives. Outbreaks are 
managed through Trust wide outbreak meetings which identify areas for action.

Safe Staffing Fill Rate: Regular staffing huddles with Divisional leads and Staff
Bank review substantive and temporary staffing requirements across all areas. All
staffing levels are reviewed, with oversight and appropriate redeployment
monitored by the Senior Nurse Leadership Team. Real time daily staffing data has
been developed by the Senior Corporate Nursing and ICC team. Extension of
Incentive package implemented until the end of April 2022. The Trust continues to
roll out SafeCare and now has 16 units live with 8 in the implementation stages.
Operational pressures are impacting SafeCare compliance, with focused support
provided by the SafeCare Clinical lead. Recruitment activity continues to move at
pace with a focus on International recruitment. Successful candidates are
currently being mapped into the Divisions.

Infection Control: The Infection prevention team will continue to monitor and
escalate where infection and nosocomial rates are rising, RCA scrutiny will
continue for alert organisms including C.difficile.
Covid-19 outbreak management meetings continue to be a high priority in the
Trust, and we continue with precautions to help minimise the spread of infection
such as restricted visiting, patients screening and staff LFD testing.

Mar-22

85.4%

Variance / Assurance

Metric is currently 
experiencing Common 

Cause Variation and  has 
not achieved the target for 

>6months

Target (Internal)

93.3%

Business Rule

Full Escalation as has not 
achieved the target for 

> 6 months

Mar-22

33.6

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Target (Internal)

22.7

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Mar-22

0

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Target

0

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Mar-22

48

Variance / Assurance

Metric is currently 
experiencing Common 

Cause Variation and has 
not achieved the target for 

>6 months

Max Target (Intern

0

Business Rule

Full Escalation as has not 
achieved the target for  > 6 

months
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Strategic Theme: Patient Access

CQC 

Domain
Metric Trust Target

Most recent 

pos i tion 
Period Trust Target

Most recent 

pos i tion 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Responsive
We will ensure no patient waits longer than 52 week 

for treatment by April 2022
0 0 Mar-22 15 1 Feb-22 Driver

Note 

Performance

Responsive By April 2022 we will achieve the RTT standard 79.0% 70.8% Mar-22 78.4% 71.0% Feb-22 Driver Full CMS

Responsive
Ensure  activity levels  for theatres match those pre-

Covid - Total Elective
100.0% 128.8% Mar-22 100.0% 86.6% Feb-22 Driver Full CMS

Responsive
Ensure  activity levels  for outpatients  match those 

pre-Covid - First Outpatients
100.0% 113.0% Mar-22 100.0% 88.5% Feb-22 Driver Full CMS

Responsive
Ensure  activity levels  for outpatients  match those 

pre-Covid - Follow Up Outpatients
100% 116% Mar-22 100% 105% Feb-22 Driver

Note 

Performance

Responsive
Ensure  activity levels  for diagnostics match those 

pre-Covid - MRI
100% 101% Mar-22 100% 91% Feb-22 Driver Verbal CMS

Responsive
Ensure  activity levels  for diagnostics match those 

pre-Covid - CT
100% 153% Mar-22 100% 113% Feb-22 Driver

Note 

Performance

Responsive
Ensure  activity levels  for diagnostics match those 

pre-Covid - NOUS
100% 113% Mar-22 100% 94% Feb-22 Driver Full CMS

Vision Goals / 

Targets

Latest Previous Actions & Assurance

Breakthrough 

Objectives
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Strategic Theme: Patient Access - continued

CQC 

Domain
Metric Trust Target

Most recent 

pos i tion 
Period Trust Target

Most recent 

pos i tion 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Effective Transformation: % OP Clinics Utilised (slots) 85.0% 53.9% Mar-22 85.0% 54.6% Feb-22 Driver Escalation

Responsive Access to Diagnostics (<6weeks standard) 75.5% 82.8% Mar-22 75.0% 77.5% Feb-22 Driver Not Escalated

Responsive A&E 4 hr Performance 91.0% 80.0% Mar-22 89.0% 81.9% Feb-22 Driver Escalation

Responsive Cancer - 2 Week Wait 93.0% 94.3% Feb-22 93.0% 95.2% Jan-22 Driver Not Escalated

Responsive Cancer - 62 Day 85.0% 85.8% Feb-22 85.0% 85.1% Feb-22 Driver Not Escalated

Effective
Transformation: % of Patients Discharged to a PIFU 

Pathways
1.5% 2.9% Mar-22 1.5% 2.2% Feb-22 Driver Not Escalated

Effective Transformation: CAU Calls answered <1 minute 90.0% 0.0% Mar-22 90.0% 62.3% Feb-22 Driver Escalation

Effective Flow: Ambulance Handover Delays >30mins 7.0% 13.4% Mar-22 7.0% 12.1% Feb-22 Driver Escalation

Effective Flow: Super Stranded Patients 80 120 Mar-22 80 148 Feb-22 Driver Escalation

Effective
Flow: % of Emergency Admissions that are zero LOS 

(SDEC)
35.0% 43.5% Mar-22 35.0% 43.7% Feb-22 Driver Not Escalated

Effective
Flow: % of Emergency Admissions into Assessment 

Areas
65.0% 59.2% Mar-22 65.0% 60.8% Feb-22 Driver Escalation

Effective Patients not meeting the criteria to reside (MFFD) TBC 110 Mar-22 TBC 116 Feb-22 Driver

Effective Bed Days not meeting the criteria to reside (MFFD) TBC 707 Mar-22 TBC 776 Feb-22 Driver

Constitutional 

Standards and 

Key Metrics (not 

in SDR)

Latest Previous Actions & Assurance

 
No  
SPC 

 
No  
SPC 

 
No  
SPC 

 
No  
SPC 

 
No  
SPC 

 
No  
SPC 
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1. Historic Trend Data 2. Stratified Data

4. Action Plan

Owner: Sean Briggs

Metric: Referral to Treatment time Standard

Desired Trend: 7 consecutive data points above 

the mean

Project/Metric Name – By April 2022 we will achieved the RTT 
National Standard

Vision: Counter Measure Summary

Mar-22

70.8%

Variance Type

Metric is currently 
experiencing special cause 
variation of an improving 

nature

Target (Internal)

79.0%

Target Achievement

Metric is consistently 
failing the target

3. Top Contributors 

Further data to be reviewed and full RCA 
undertaken

Contributor Potential Root Cause Solution / Countermeasure Owner Due by?

New Outpatient 
backlog

Reduced capacity due to 
pandemic

Implementing 110% activity targets
Reduction in DNA’s

DDO’s, GM’s May 2022

Reduction in  clinic 
utilisation (target 
90%)

Increase in DNA rates Directorates to review DNA rates and 
any over 10% to implement an 
improvement  action plan

GM’s April 2022

Booking process Correct booking process not 
robustly being followed

Action to be agreed GM’s, DDO’s
RTT Training 
Team

May 2022

Hospital Flow Increased LOS due to lack of 
Pathway 3 beds 

Improving Flow week commencing 
19/04/2022

Safer, Better 
Sooner

April 20222

Internal activity 
below plan

Closure of 1 theatre at TW due 
to staffing and increased NEL 
demand

Activity monitored weekly and day case 
activity increased. Theatre plan to 
reopen after following the Improving 
Flow weeks at the beginning of May.

GM’s Ongoing
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2. Stratified Data 

4. Action Plan

Owner: Sean Briggs

Metric:  Elective Activity: Total Elective

Desired Trend: 7 consecutive data points above 

the mean

Project/Metric Name –Ensure Elective Activity Levels match 
those pre-Covid:  Total Elective

Breakthrough Objective: Counter Measure Summary

Mar-22

4617

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

4732

Target Achievement

Metric  has not achieved  
the target for >6 months

1. Historic Trend Data

3. Top Contributors
Contributor Potential Root Cause Solution / Countermeasure Owner Due by?

Internal 
activity below 
plan

Closure of 1 theatre at TW 
due to staffing and 
increased NEL demand

Activity monitored weekly and day case 
activity increased. Theatre plan to reopen 
after following the Improving Flow weeks at 
the beginning of May.

GM’s On-going

Outsource 
activity below 
plan

Lack of capacity and 
reduction in workforce due 
to covid sickness

Activity monitored weekly.
Weekly operational meetings with the IS

DDOO 
Surgery

On-going

Cancelled 
Operations

POA not signed off Monitored weekly at Directorate PTL and 
through theatre scheduling meetings

GM’s In 
progress

Theatre 
Utilisaton

Theatres not utilised to 85% 
trajectory without TAT

Monitored weeks at Directorate PTL 
Monitored at monthly TUB 

GM’s/P
M

List Under 
booked

Operating times on NCR 
form does not always 
match the clinicians 
average operating time 
taken from theatreman. 

Bookers to confirm operating time with 
clinician and adjust theatre schedule 
accordingly.

CAU’s In 
progress
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2. Stratified Data

4. Action Plan

Owner: Sean Briggs

Metric:  Elective Activity: New Outpatients

Desired Trend: 7 consecutive data points above 

the mean

Project/Metric Name – Ensure Elective Activity Levels match 
those pre-Covid:  New Outpatients

Breakthrough Objective: Counter Measure Summary

Mar-22

13,754

Variance Type

Metric is currently 
experiencing Common 

Cause Variation

Target

16,890

Target Achievement

Metric has not achieved 
the target for >6 months

1. Historic Trend Data

3. Top Contributors Further data to be reviewed 
and full RCA undertaken Contributor Potential Root Cause Solution / Countermeasure Owner Due by?

Internal 
activity below 
plan

Clinics not cancelled 
with 6 weeks notice if 
specialty cant utilise

Activity monitored weekly.  
Weekly OPA scheduling meeting.-
including the 6-4-2 process
Monitored weekly at Directorate 
PTL

GM’s In 
progress

Outsource 
activity below 
plan

Lack of capacity and 
reduction in workforce 
due to covid sickness

Activity monitored weekly.
Weekly operational meetings with 
the IS

DDOO 
Surgery

In 
progress

Reduction in  
clinic 
utilsation 
(target 90%)

Increase in DNA rates Directorates to review DNA rates 
and any over 10% to implement an 
improvement  action plan

GM’s/TL In 
progress

DNA’s Communication Review of wording on clinic letters RTT Op 
Lead
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Patient Access – Diagnostics Waiting Times:  CQC Responsive 

Summary: Actions: Assurance & Timescales for Improvement:

Diagnostic Waiting Times: Performance continues to

experience common cause variation and variable achievement

of the target, with a further improvement in March. This three

biggest contributors to this are Echocardiography, DEXA and

MRI.

MRI: is experiencing common cause variation but has now

failed the target for more than six months.

Echocardiography: is experiencing special cause variation of a

concerning nature and consistently failing the target but is

starting to show signs of recovery.

DEXA: is experiencing common cause variation and consistently

failing the target largely due to a lack of capacity.

Echocardiography: The cardiology team have implemented an 
improvement plan.  

DEXA: New DEXA in place at TWH and activity commenced.
Additional outsourcing agreement  with Medway agreed and 
implemented.

MRI: Proposal for a second mobile MRI scanner at Hermitage 
Court, Maidstone agreed. Scanner arrived w/comm 14/03

Echocardiography:  Insourcing has commenced to support the 
internal recovery plan. Plan is monitored weekly with DCOO.

DEXA: Recovery plan in progress and is monitored weekly with 
DCOO. The plan is on track to be DM01 compliant by the end of 
March 22.

MRI: Scanner arrived w/comm 14/03/22 and is a managed 
service providing an additional 183 slots per week. The MRI 
service are on track to be DM01 compliant by July 22.

Mar-22

82.8%

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Limit (Internal)

75.0%

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Mar-22

59/0%

Variance / Assurance

Metric is currently 
experiencing Special 
Cause Variation of a 

concerning nature and 
consistently failing the 

target

Max Limit (Internal)

99%

Business Rule

For Information as 
Contributor to Overall

Mar-22

31.8%

Variance / Assurance

Metric is currently 
experiencing special 
cause variation of a 

concerning nature and 
consistently failing the 

target

Max Limit (Internal)

99%

Business Rule

For Information as 
Contributor to Overall

Mar-22

96.1%

Variance / Assurance

Metric is currently 
experiencing common 

cause variation and has 
failed the target for 

more than six months

Max Limit (Internal)

99%

Business Rule

For Information as 
Contributor to Overall
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Patient Access – Hospital Flow: CQC: Responsive
Mar-22

80.0%

Variance / Assurance

Metric is currently 
experiencing Special Cause 
variation of a concerning 
nature and has failed the 

target for >6 months

Target (Internal)

91%

Business Rule

Full Escalation as has 
failed the target for  > 6 

months

Mar-22

13%

Variance / Assurance

Metric is currently 
experiencing  Special 
Cause variation of a 

concerning nature and has 
failed the target for >6 

months

Mas Limit (Internal)

7%

Business Rule

Full Escalation as has 
failed the target > 6 

months

Mar-22

120

Variance / Assurance

Metric is currently 
experiencing  Special 
Cause variation of a 

concerning nature and has 
failed the target for >6 

months

Max Limit (Internal)

80

Business Rule

Full Escalation as has 
failed target for >6 months

Mar-22

59.2%

Variance / Assurance

Metric is currently 
experiencing Common 

Cause  variation and has 
failed the target for >6 

months

Target

65%

Business Rule

Full Escalation as has 
failed target for >6 months

Summary: Actions: Assurance & Timescales for Improvement:

ED 4hr performance (inc MIU): This indicator continues to 

experience special cause variation of a concerning nature and 

has been failed the target for more than six months 

Ambulance Handover Delays of >30 minutes is experiencing 

special cause variation of a concerning nature and has failed 

the target for more than six months 

Super Stranded Patients: is experiencing special cause 

variation of a concerning nature and has failed the target for 

more than six months

% of Emergency Admissions to Assessment Areas: is 
experiencing common cause variation but has failed the target 
for >6 months. SAU emergency admission rates have reduced 
due to site escalation restricting flow and lack of ability to open 
24hours due to staffing constraints. Performance  varies 
depending on escalation and complexity of patients in A&E.

ED 4hr performance (inc MIU): The trust has maintained a 
strong position regionally and nationally.  Improved work in 
SDEC areas will support sustained improvement. 
Ambulance handover delays:  Work required to embed process 
for pin entry (currently single point of failure if staff are sick).  
Looking to have a more robust plan in place. Ambulance 
handovers undergoing an A3 approach to be really clear of root 
cause.  Reporting of ambulance delays 4 times daily with same 
day validation. 
Super-Stranded Patients : Performance improved this month 
but this has not been maintained. The main discharge block is 
domiciliary care for LT packages of care.  Slow down in nursing 
home admissions caused by covid.
% of Emergency Admissions to Assessment Areas: 4 suitable 
candidates arranged for interview in January in order to 
resume 24/7 opening hours. 3 x ACP’s are training to help 
improve flow and length of stay.

ED 4hr performance (inc MIU): Continue with ED improvement 
huddles 
Ambulance handovers delays: Improvements expected in 
February. Divisional weekly performance meeting in place 
Super stranded patients:
Monthly MADE events to bring an MDT approach. Improved 
understanding of pathways and introduction of resource 
packages. 
% of Emergency Admissions to Assessment Areas: Ongoing 
recruitment programme and introduction of the Physicians 
Associate role to pull from A&E so patients are not placed in a 
ward beds before being assessed by the SAU team
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Patient Access – Transformation: Outpatients: CQC: Responsive

Summary: Actions: Assurance & Timescales for Improvement:

Calls Answered: The number of calls answered in less than 1 

minute is experiencing special cause variation of an improving 

nature and remains consistently failing the target.

Outpatient Utilisation: This indicator continues to experience 

common cause variation and consistently failing the target

Calls Answered:  Currently investigating spacing options in 
which to house call operatives for the outpatient 
communication centre pilot which will improve this. Continuous 
monitoring of the CAU’s has helped to flag any long waiters. 

Outpatient Utilisation: The Clinical System Development 
Managers have reviewed over 99% of the clinic templates on 
Allscripts, this includes viewing the individual micro session 
templates and removing any historic clinics that are no longer 
required to ensure that utilisation is a true reflection. Once 
complete the utilisation figures will be correct to do further 
analysis on how to improve this. 

Weekly meeting with specialties are undertaken to go through 

all of our KPI’s to understand areas for improvement and 

reasonings for poor performance. This includes calls, DNA’s and 

Cancellations. 

Outpatient Utilisation: Specialty clinic templates are being 

reviewed to ensure that all templates are correct and have 

received GM and CD sign off. Further analysis of utilisation is 

being completed to understand reasonings. 

Mar-22

59.7%

Variance / Assurance

Metric is currently 
experiencing Special 

Cause Variation of an 
improving nature and 
consistently failing the 

target

Target (Internal)

90%

Business Rule

Full Escalation

Mar-22

59.3%

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

consistently failing the 
target

Target (Internal)

85%

Business Rule

Full Escalation

Mar-22

80.7%

Variance / Assurance

Metric is currently 
experiencing Special 

Cause Variation of an 
improving nature and 
consistently failing the 

target

Target (Internal)

100%

Business Rule

For Information as 
linked to Calls <1min

Mar-22

5.4%

Variance / Assurance

Metric is currently 
experiencing Special 

Cause Variation of an 
improving nature and 
consistently failing the 

target

Target (Internal)

0%

Business Rule

For Information as 
linked to Calls <1min
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Strategic Theme: Patient Experience

CQC 

Domain
Metric Trust Target

Most recent 

pos i tion 
Period Trust Target

Most recent 

pos i tion 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Caring
Maintain the National FFT positive response rate. 

Inpatients
95.0% 97.7% Mar-22 95.0% 96.8% Feb-22 Driver

Note 

Performance

Caring
Maintain the National FFT positive response rate. 

A&E
87.0% 93.7% Mar-22 87.0% 98.7% Feb-22 Driver Verbal CMS

Caring
Maintain the National FFT positive response rate. 

Maternity
95.0% 100.0% Mar-22 95.0% 100.0% Feb-22 Driver

Note 

Performance

Caring
Maintain the National FFT positive response rate. 

Outpatients
84.0% 86.8% Mar-22 84.0% 84.9% Feb-22 Driver

Note 

Performance

Caring

Implementation of the Always events which will 

include a focus on seeing an  Increase in response 

rates across all our FFT domains to meet the national 

target : Inpatients

25.0% 9.1% Mar-22 25.0% 12.3% Feb-22 Driver Full CMS

Caring

Implementation of the Always events which will 

include a focus on seeing an  Increase in response 

rates across all our FFT domains to meet the national 

target A&E

15.0% 0.5% Mar-22 15.0% 0.5% Feb-22 Driver Full CMS

Caring
Increase response rates across all our FFT domains to 

meet the national target: Maternity
25.0% 6.8% Mar-22 25.0% 8.4% Feb-22 Driver Full CMS

Caring
Increase response rates across all our FFT domains to 

meet the national target: Outpatients
20.0% 4.0% Mar-22 20.0% 14.9% Feb-22 Driver Full CMS

Caring Complaints Rate 3.9 2.8 Mar-22 3.9 4 Feb-22 Driver Escalation

Caring % complaints responded to within target 75.0% 64.5% Mar-22 75.0% 85.7% Feb-22 Driver Escalation

Caring % VTE Risk Assessment (one month behind) 95.0% 95.9% Feb-22 95.0% 96.3% Jan-22 Driver Not Escalated

Constitutional 

Standards and 

Key Metrics (not 

in SDR)

Breakthrough 

Objectives

Latest Previous Actions & Assurance

Vision Goals / 

Targets
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1. Historic Trend Data 1. Historic Trend Data

3. Top Contributors 4. Action Plan

Owner: Joanna Haworth

Metric: FFT Response Rate – A&E, OP, IP, Mat

Desired Trend: 7 consecutive data points above 

the mean

Metric Name – Increase Friends and Family Response Rates 
for A&E, Outpatients, Inpatients and Maternity

Breakthrough Objective: Counter Measure Summary

A3 Thinking currently

• Problem statement completed
• Current condition completed; data that needs focus 

identified as a group. Targets identified in the current 
climate for response rates and positive responses

• Some of the goals and targets have been informed; 
national response identified, local targets still to be 
informed

• Next steps – develop wish bone. To be started W/C 24th

January 2022

Contributor Potential Root 
Cause

Solution/Countermeasure Owner Due by?

Reduction in 
Netcall OPD 
data

Patching did not 
resolve this issue

Comms ongoing with 
Netcall to resolve

NL/SH/ 
RS

30.04.22

Poor responses 
in ED

Access to SMS 
text

Testing ongoing  - support 
provided by SW in Med 
directorate

NL/SW
/MW 

30.04.22

Service leads 
not aware that 
submission rates 
have fallen / no 
FFT submitted

No alert system 
to notify poor 
submission rates 
to service leads

NH creating action driver 
alert with IQVIA

NL/NH 30.04.22
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Patient Experience: CQC: Caring (Hit or Miss >6 months)

Mar-22

40.3%

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Target (Internal)

75%

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Mar-22

2.9

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Limit (Internal)

3.9

Business Rule

Full Escalation as Hit or 
Miss > 6 months

Feb-22

64.5%

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Limit (Internal)

75%

Business Rule

For Information as  linked 
to % Complaint Responded

Summary: Actions: Assurance & Timescales for Improvement:
% Complaints responded to within Target:  this  indicator 

continues to experience common cause variation, but has 

been experiencing variable achievement of the target (Hit & 

Miss) for more than six months.

Rate of Complaints:  This  indicator is experiencing common 

cause variation, but has been experiencing variable 

achievement of the target (Hit & Miss) for more than six 

months.

% Complaints responded to within Target (Divisions Only):

Complaints performance recovery and stabilisation actions 
include; 

- Complaints team fully established *post recruitment Jan –
March 

- Additional ”recovery” support in place (1.6WTE) week 
commencing 11 April 2022

- Proposal for restructure of team to meet 12 month increase 
in activity has been submitted to business planning process. 
Business case to be submitted June 2022 

% Complaints responded to within Target:

- Interim complaints performance (unvalidated) reported to 

Director of Quality Governance and Chief Nurse mid-month 

for early escalation

- Realignment of existing team to support complaints 

performance for April (recovery trajectory)

- Reduction in overdue complaints by month end (April 2022)

Mar-22 

33

Variance / Assurance

Metric is currently 
experiencing Common 
Cause Variation and 

variable achievement of 
the target

Max Limit (Internal)

30

Business Rule

For Information as  linked 
to % Complaint Responded
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CQC 

Domain
Metric Trust Target

Most recent 

position 
Period Trust Target

Most recent 

position 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Vision Goals / 

Targets
Effective

The target is to reduce non-elective bed days to a 

monthly average of <550 an approx. 10% reduction).
550 585 Mar-22 550 573 Feb-22 Driver Full CMS

Breakthrough 

Objectives
Effective

The target is to reduce the average non-elective bed days 

relating to patients with high and very high AEC conditions 

by 10%

3.90 4.26 Feb-22 3.90 3.29 Jan-22 Driver Verbal CMS

Latest Previous Actions & Assurance

Strategic Theme: Systems
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1. Historic Trend Data 2. Stratified Data

4. Action Plan

Owner: Amanjit Jhund

Metric: non-elective bed days

Desired Trend: 7 consecutive data points below 

the mean

Project/Metric Name – To reduce non-elective bed days to a 
monthly average of <550 an approx. 10% reduction).

Vision: Counter Measure Summary

Mar-22

593

Variance Type

Metric is currently 
experiencing special cause 
variation of a concerning 

nature

Target (Internal)

550

Target Achievement

Metric has not achieved 
the target for >6 months

3. Top Contributors 
Contributor Potential Root Cause Solution / Countermeasure Owner Due by?

Lack of out of 
hospital capacity 

Pathway 3 capacity Daily system calls DCOO Ongoing

Full bed 
occupancy 

Escalation of SDEC areas Safer better sooner working 
on all elements of flow
Earlier Discharges
Increased HIT provision

DCOO Ongoing

Critical Staffing 
Levels

Increased Sickness Staffing data validated
Twice daily staffing huddles in 
place
Robust plan to close 
escalation

HT

Increased ED 
Attendances

Lack of capacity in 
Primary Care

Increased ED hot clinics
Improve hospital avoidance 
schemes (home treatment 
service)

Amanjit 
Jhund

Top Contributor

1. Out of Hospital Capacity  - Pathway 3 Social Services

2. Full bed occupancy - Escalation of SDEC areas

3. Critical Staffing/Sickness

4. Increased ED Attendances
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Strategic Theme: Sustainability

CQC 

Domain
Metric Trust Target

Most recent 

position 
Period Trust Target

Most recent 

position 
Period

Watch / 

Driver
Variation Assurance

CMS 

Actions

Vision Goals / 

Targets
Well Led

Delivery of financial plan, including operational delivery 

of capital investment plan.
0 128 Mar-22 0 11 Feb-22 Driver Verbal CMS

Breakthrough 

Objectives
Well Led

Reduce the amount of money the Trusts spends on 

premium workforce spend from c.£48m to target level 

by April 2022: Monthly Agency Spend - £000

1333 3454 Mar-22 1333 2222 Feb-22 Driver Verbal CMS

Well Led CIP 483 213 Mar-22 483 310 Feb-22 Driver Not Escalated

Well Led Cash Balance (£k) 1500 11838 Mar-22 1500 34819 Feb-22 Driver Not Escalated

Well Led Capital Expenditure (£k) 1542 18991 Mar-22 1542 1057 Feb-22 Driver Not Escalated

Constitutional 

Standards and 

Key Metrics (not 

in SDR)

Latest Previous Actions & Assurance

 
No  
SPC 

 
No  
SPC 
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SDR Business Rules Driven by the SPC Icons

Assurance:  Failing

Variation Assurance Understanding the Icons Business Rule – DRIVER Business Rule - WATCH

Special Cause of a concerning 

nature due to (H)igher or (L)ower 

values. Assurance indicates 

consistently (F)ailing the target.

Metric is Failing the Target 

(which is likely if it is a Driver 

Metric). A full CMS is required 

to support actions and delivery of 

a performance improvement

Metric is Failing the Target and 

is showing a Special Cause for 

Concern. A full CMS is required 

to support actions and delivery of 

a performance improvement. 

Consider escalating to a driver 

metric

Common Cause - no significant 

change. Assurance indicates 

consistently (F)ailing the target.

Metric is Failing the Target 

(which is likely if it is a Driver 

Metric). A full CMS is required 

to support actions and delivery of 

a performance improvement

Metric is Failing the Target and 

is in Common Cause variation. A 

verbal CMS is required, but do 

not consider escalating to a 

driver metric

Special Cause of an improving 

nature due to (H)igher or (L)ower 

values. Assurance indicates 

consistently (F)ailing the target.

Metric is Failing the Target 

(which is likely if it is a Driver 

Metric). A full CMS is required 

to support actions and delivery of 

a performance improvement

Metric is Failing the Target, but 

is showing a  Special Cause of 

Improvement. Note 

performance, but do not 

consider escalating to a driver 

metric
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SDR Business Rules Driven by the SPC Icons

Assurance:  Hit & Miss
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SDR Business Rules Driven by the SPC Icons

Assurance:  Passing

Variation Assurance Understanding the Icons Business Rule – DRIVER Business Rule - WATCH

Special Cause of a concerning 

nature due to (H)igher or (L)ower 

values. Assurance indicates 

consistently (P)assing the target.

Metric is Passing the Target, but 

is showing a Special Cause for 

Concern. A verbal CMS is 

required to support continued 

delivery of the target

Metric is Passing the Target, but 

is showing a Special Cause for 

Concern. Note performance, 

but do not consider escalating to 

a driver metric

Common Cause - no significant 

change. Assurance indicates 

consistently (P)assing the target.

Metric is Passing the Target and 

is in Common Cause variation. 

Note performance, consider 

revising the target / downgrading 

the metric to a 'Watch' metric

Metric is Passing the Target and 

is in Common Cause variation. 

Note performance

Special Cause of an improving 

nature due to (H)igher or (L)ower 

values. Assurance indicates 

consistently (P)assing the target.

Metric is Passing the Target and 

is showing a  Special Cause of 

Improvement. Note 

performance, consider revising 

the target / downgrading the 

metric to a 'Watch' metric

Metric is Passing the Target and 

is showing a  Special Cause of 

Improvement. Note 

performance
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Passing, Failing and Hit & Miss Examples

Metrics that consistently pass have:

The upper control limit below the target line for 
metrics that need to be below the target

The lower control limit above the target line for 
metrics that need to be above the target

A metric achieving the target for 6 months or 
more will be flagged as passing

Metrics that are hit and miss       have:

The target line between the upper and lower
control limit for all metric types

Metrics that consistently fail have:

The lower control limit above the target line for 
metrics that need to be below the target

The upper control limit below the target line for 
metrics that need to be above the target

A metric not achieving the target for 6 months 
or more will be flagged as failing
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Current and Retired Metrics

Current Metrics Retired Metrics

Domain Metric Domain Metric
Caring Complaints Rate Caring Admin and clerical office space in (sqm)
Caring % complaints responded to within target Caring Energy cost per staff 
Caring % VTE Risk Assessment Caring Footprint devoted to clinical care vs non clinical care 
Caring Maintain the National FFT positive response rate. Inpatients Caring Single Sex Accommodation Breaches 
Caring Maintain the National FFT positive response rate. A&E Caring Staff occupancy per m2
Caring Maintain the National FFT positive response rate. Maternity Caring Utilised and unutilised space ratio
Caring Maintain the National FFT positive response rate. Outpatients Effective % Total Readmissions

Caring
Implementation of the Always events which will include a focus on seeing an  Increase in 
response rates across all our FFT domains to meet the national target : Inpatients

Effective Average LOS Non-Elective

Caring
Implementation of the Always events which will include a focus on seeing an  Increase in 
response rates across all our FFT domains to meet the national target A&E

Effective Elective Readmissions < 30 Days

Caring Increase response rates across all our FFT domains to meet the national target: Maternity Effective Non-Elective Readmissions <30 days
Caring Increase response rates across all our FFT domains to meet the national target: Outpatients Effective OP Follow UP DNAs
Effective Transformation: % of Patients Discharged to a PIFU Pathways Effective OP New DNAs 
Effective Transformation: CAU Calls answered <1 minute Effective Outpatient Cancellations < 6 weeks
Effective Transformation: % OP Clinics Utilised (slots) Effective Outpatient Hospital Cancellation
Effective Flow: Ambulance Handover Delays >30mins Effective Percentage of Calls abandoned
Effective Flow: Super Stranded Patients Effective Percentage of Virtual OP Appointments
Effective Flow: % of Emergency Admissions into Assessment Areas Effective Percentage OP Clinics Utilised (slots)
Effective Flow: % of Emergency Admissions that are zero LOS (SDEC) Effective Stroke: Best Practice (BPT) Overall %

Effective
The target is to reduce non-elective bed days to a monthly average of <550 an approx. 10% 
reduction).

Effective Theatre Utilisation

Effective
The target is to reduce the average non-elective bed days relating to patients with high and 
very high AEC conditions by 10%

Responsive 28 day Target

Responsive Emergency A&E 4hr Wait Responsive Average for new appointment 
Responsive % Diagnostics Tests WTimes <6wks Responsive Cancer - 31 Day
Responsive Cancer 62 day wait - First Definitive Responsive Referrals to ED from NHS 111
Responsive Cancer 62 day wait -PTL Responsive Size of backlog
Responsive We will ensure no patient waits longer than 52 week for treatment by April 2022
Responsive By April 2022 we will achieve the RTT standard 
Responsive Ensure  activity levels  for theatres match those pre-Covid - Total Elective
Responsive Ensure  activity levels  for outpatients  match those pre-Covid - First Outpatients
Responsive Ensure  activity levels  for outpatients  match those pre-Covid - Follow Up Outpatients
Responsive Ensure  activity levels  for diagnostics match those pre-Covid - MRI
Responsive Ensure  activity levels  for diagnostics match those pre-Covid - CT
Responsive Ensure  activity levels  for diagnostics match those pre-Covid - NOUS
Responsive Ensure  activity levels  for outpatients  match those pre-Covid - Colonoscopy
Responsive Ensure  activity levels  for outpatients  match those pre-Covid - Flexi Sigmoidoscopy
Responsive Ensure  activity levels  for outpatients  match those pre-Covid - Gastroscopy
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Current and Retired Metrics

Current Metrics Retired Metrics

Domain Metric Domain Metric
Safe Standardised Mortality HSMR Safe Infection Control - Rate of Hospital E. Coli Bacteraemia

Safe IC - Rate of Hospital C.Difficile per 100,000 occupied beddays
Safe

Rate of Hospital Acquired Pressure Ulcers per 1,000 
admissions

Safe IC - Number of Hospital acquired MRSA Safe Sickness Rate - Covid 

Safe IC- Hospital Acquired Covid
Well Led

Climate Survey - Percentage of staff who feel able to cope 
with the demands that are being placed on them at the 
moment

Safe Number of Never Events
Well Led

Climate Survey - Percentage of staff who feel fully supported 
in their role

Safe Number of New SIs in month
Well Led

Climate Survey - Percentage of staff who feel the Trust has a 
genuine concern for their safety and wellbeing

Safe Overall Safe staffing fill rate Well Led Covid Positive - number of patients 

Safe
A reduction in harm (target to be determined) by March 2022. - Incidents 
resulting in Harm

Well Led Elective Spells in London Trusts from West Kent

Safe Reduction in slips, trips and falls (Rate per 1,000 Occupied Beddays)
Well Led

Equality, Diversity and Inclusion reducing inequalities metrics 
/ dashboard

Well Led Vacancy Rate (%) Well Led Health and Wellbeing:  How many calls received

Well Led Sickness Absence 
Well Led

Health and Wellbeing:  What percentage of Calls related to 
Mental Health Issues

Well Led Appraisal Completeness Well Led Number of advanced practitioners
Well Led Statutory and Mandatory Training Well Led Number of specialist services
Well Led CIP Savings (£k) Well Led Nursing vacancies
Well Led Cash Balance (£k) Well Led Percentage of Trust policies within review date
Well Led Capital Expenditure (£k) Well Led Research grants (£)

Well Led
% of staff that "Recommended  MTW as a good place to work" taken from 
Quarterly Climate Surveys

Well Led Service contribution by division 

Well Led
Delivery of financial plan, including operational delivery of capital investment 
plan.

Well Led Staff Friends and Family % recommended care

Well Led
Increase Climate Survey response rates to provide a larger sample base to be 
able to assess those that recommend MTW as a place to work.

Well Led Staff Friends and Family % recommended work

Well Led
Reduce the amount of money the Trusts spends on premium workforce spend 
from c.£48m to target level by April 2022: Monthly Agency Spend - £000

Well Led Turnover

Well Led Use of Agency (WTE)
Well Led Use of Financial Resources
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Financial Position 
• The Trust has generated a year end surplus of £0.2m which is £0.2m favourable to plan. 

•  The Trust delivered a £0.1m underspend in March which was £0.1m favourable to plan.  

• In line with NHSE/I guidance additional income (£6.4m) has been included in the position to 
offset additional costs for PCR swabbing, Rapid testing and vaccination centre. The Trust 
received the funding in full for quarter 1 to 3 (£4.7m) and is expected to receive the outstanding 
amount in full. 

• The key year to date variances is as follows: 
o Favourable Variances 
 Independent Sector usage (£4.4m), 
 Non-recurrent benefits / release of contingency (£4.2m) 
 Clinical supplies and drugs (£1.7m) due to lower activity than funded levels 
 Additional Health Education income and income to support overseas nurse recruitment 

(£1.4m), 
 CNST maternity rebate (£1m) 
 Pathology trade income (£0.9m) 
 Elective recovery fund overperformance H1 (£0.6m). 

 
o Adverse Variances 
 H1 top up and non-recurrent income adjustments to breakeven position in H1 (£6.6m),  
 Increase in depreciation (£1.7m) and PDC (£0.6m) 
 ICT Investment (£1.2m) 
 Pay overspends (£1.1m), 
 CIP slippage to internal plan (£1.1m), 
 Expenditure incurred relating to Kent and Medway Medical school (£1m), 
 RTA doubtful debt (£0.5m) 

 
Cashflow 
 
• The closing cash balance for March was £11.8m compared to the plan cash balance of 

£5m.  The increase is primarily due to capital invoices which were received in April instead of 
March; these will therefore be paid once they are approved. 

• The balance sheet had assumed a reduction in capital creditors carried forward from 2020/21 of 
c£4m, however due to the 21/22 capital invoices not being received within March as expected 
the closing capital creditors balance for 21/22 is c.£5.8m compared to 20/21 closing capital 
creditors of £6.1m.  These results mean that instead of capital payments within the cash flow 
being c£31m (capital programme c.£27m and reduction of creditors £4m) actual payments for 
2021/22 was £23m.  

• Within March the Trust made payments in respect to capital suppliers totalling £13.1m. 
• Other payments made in March related to the PDC dividend payable of £1.4m, repayment of 

capital loans and interest £0.6m these are all paid every September and March; additionally 
other payments were made in respect of March’s Tax, Pension, NI and PFI unitary payment 
totalling £14.9m, which would normally be paid in April. 

• The Trust is continuing to pay all invoices once they are approved and are maintaining the twice 
a week payment runs. NHSEI continue to make the Better Payment code targets a key priority, 
the Trusts current BPPC for Trade in value is 93.3% and by quantity is 95.9% and NHS by 
value is 96.8% and by quantity is 84.2%.  

 
Capital Position 
• The Trust's capital plan agreed with the ICS/STP for 2021/22 was £10.57m comprising of net 

internal funding £8.9m, PFI lifecycle per Project model of £1.2m and donated assets of 
£0.4m. The Plan included; 
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o Estates:  Backlog schemes including contractual commitments from 20/21 relating to 
enabling works for CT Simulator, Pharmacy Robot, MRI, Interventional Radiology and 
Mammography equipment.  Development schemes including the Annexe Modular 
Development, KMMS enabling work, Paeds ED modular build and Oncology 
Outpatients.  The new projects have been funded from a combination of the Backlog 
capital plan and planned equipment being subsequently funded from National & System 
resources.  

o ICT: The EPR costs related to contractual commitments.  Other ICT schemes included 
Network upgrades, over-age laptops/PCs, switches, hubs and servers.   

o Equipment: The Linac machine was delivered to the Canterbury site at the end of March 
2021, this year's costs include ancillary equipment and commissioning.  Trustwide 
equipment was prioritised and some emergency cases approved.     

 
• In addition to the Plan, an Emergency System PDC bid was made via the ICS/STP to NHSE/I 

for £1.9m, but was not approved as PDC but Trust were required to internally resource. The 
schemes included were £1.1m for Linac enabling and ancillary equipment, as well as funding for 
additional essential equipment.  The ICS financed £411k of Diagnostic Equipment and £669k of 
Digital Diagnostics for Radiology and Pathology IT from the National Diagnostic Fund, over 
which they have discretion. The Trust received national NHSE funding for 2 core Linacs 
(£3.73m) in 21/22, Imaging and Endoscopy Academies (£470k), digital maternity fund (£263k ), 
cyber security (£250k), CDC equipment (£373k) and MRI AAT upgrades (£383k) .  The National 
Target Investment Fund (TIF) bids for £2.5m were approved for schemes including a SPECT 
CT and Dexa scanner for Radiology, as well as IT equipment including Audio Visual, iPro , 
Video Consultation Platform and the Barn Theatre enabling works (£2.5m). The Trust has also 
has additional capital resource arising from overall K&M capital slippage for a total of £3.2m: 
this has been used to support £1.2m equipment for the Barn Theatre, £1m for various medical 
and non-medical equipment and IT hardware. £1.032m of this resource was funded as 
additional PDC from a varied MOU with EKHUFT Trust, to enable us to bring forward schemes 
from 2022/23 on the basis of surrendering the equivalent funding to the system in 2022/23. The 
remaining system slippage funding is capital resource only, not PDC, so the Trust financed the 
cash for the investments.  

• The outturn including all the additional funds was £26.6m, including donated assets and PFI 
Lifecycle, and was within the Trust’s ICS control total and its DHSC Capital Resource Limit.  

• The Barn Theatre development at Maidstone to provide additional elective recovery capacity is 
subject to a full business case being produced, an early version of which has been shared with 
NHSEI.  

• The outturn delivery of capital schemes had been risk rated using the RAG rating system.  Most 
schemes were delivered by year-end, but there were some that could not be delivered by 31st 
March, mainly due to Supplier issues, these are now a first call on the 22/23 Capital Plan. The 
items affected are:  Patient Monitoring (£490k), Endoscopy Academy Gastroscope (£80k), Main 
Kitchen Dishwasher (£90k) and CCTV (£115k). 

• The Trust’s scheme for the provision of student accommodation on the Pembury site for the 
Kent Medical School intake from September 2022 will be a capitalised lease under IFRS 16 for 
2022/23. The expected cost of the scheme (c. £14.7m capitalised lease on a £26m 
development) has been included in the NHSEI Plans and has been extensively discussed with 
the ICS, regional and national NHSEI teams. It has been confirmed that additional capital 
resource will be made available to the NHS to address the impact of new lease schemes in 
2022/23. The scheme is recognised by the ICS as a system priority.  
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1. Dashboard
March 2021/22

Actual Plan Variance Actual Plan Variance
£m £m £m £m £m £m

Income 72.5       51.6       20.9       625.4          612.0    13.4        
Expenditure (68.5) (48.7) (19.8) (591.2) (579.0) (12.2)
EBITDA (Income less Expenditure) 4.0         2.8         1.1         34.2             33.0       1.2           
Financing Costs 10.8       (3.6) 14.4       (19.6) (34.2) 14.6        
Technical Adjustments (14.7) 0.8         (15.4) (14.3) 1.2         (15.5)

Net Surplus / Deficit (Incl Top Up funding support) 0.1         0.0         0.1         0.2               (0.0) 0.2           

Cash Balance 11.8       1.5         10.3       11.8             1.5         10.3        

Capital Expenditure (Incl Donated Assets) 19.0       1.5         (17.4) 26.7             10.6       16.1        

Year to DateCurrent Month

Summary Current Month:
- The Trust was under plan generating a £0.1m surplus position.
- The current month position included 6.3% pension contribution adjustment (£13.8m) and PPE funding (£2.0m) both offset by expenditure.  

Year to date overview:
- The Trust is £0.2m favourable to plan generating a Surplus of £0.2m.
- The Trusts key variances to the plan are:
Favourable Variances:
- Non recurrent benefits / release of contingency (£4.2m), Independent Sector usage (£4.4m), underspends within clinical supplies and drugs (£1.7m) due to lower activity than 
funded levels, additional Health Education income (£1.4m), CNST maternity rebate (£1m), Pathology trade income overperformance (£0.9m) and Elective recovery fund H1 
(£0.6m).
Adverse Variances:
- H1 top up and non-recurrent income adjustments to breakeven position in H1 (£6.6m), expenditure incurred relating to Kent and Me dway Medical school (£1.0m), RTA bad 
Debt (£0.5m), pay overspends (£1.1m), CIP slippage to internal plan (£1.1m) and ICT investment (£1.2m). Financing Costs are overspent by £14.4m which mainly due to an 
impairment (£16.8m) which is offset in Technical Adjustments. There was also an increase in depreciation (£1.7m) and PDC was higher than plan (£0.6m).
- In line with NHSE/I guidance additional income (£6.4m) has been included in the position to offset additional costs for PCR swabbing, Rapid testing and vaccination centre. 

CIP (Savings) 
- The Trust has a external (NHSE/I) savings target for 2021/22 of £3.7m which consists of £0.8m in H1 (April to September) and £2.9m in H2 (October to March 22).
- The Trust has identified savings of £2.6m which is £1.1m adverse to plan.

Note these figures are Draft Accounts 
and subject to audit approval.

Page 3 of 4
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2. COVID 19 Expenditure and Income Impact

2021/22 Summary of Cost Reimbursement

Expenditure

Breakdown by Allowable Cost Type £000s
Segregation of patient pathways 6,511
Expand NHS Workforce - Medical / Nursing / AHPs / Healthcare Scientists / Other 554
Backfill for higher sickness absence 3,271
Remote working for non-patient activities 18
Existing workforce additional shifts to meet increased demand 100
PPE associated costs 12
Additional Sick pay at full pay for all staff policy - full pay for COVID-related staff 

absence (for those not normally entitled to sick pay) 16
Other -Not detailed on NHSI return 1,366
Increase ITU capacity (incl Increase hospital assisted respiratory support capacity, 

particularly mechanical ventilation) 4,129
Long COVID 1,042

Total 'In Envelope' 17,019

COVID-19 virus testing-  rt-PCR virus testing 5,708
COVID-19 - Vaccination Programme - Provider/ Hospital hubs 82
COVID-19 virus testing  - Rapid / point of care testing 621
COVID-19 virus testing (NHS laboratories) 0
NIHR SIREN testing - research staff costs 11
NIHR SIREN testing - antibody testing only 7
COVID-19 - International quarantine costs 8

Total 'Out of Enevelope' 6,438

Total Expenditure (£000s): 23,456

Income

Free staff car parking 569
Catering - Income loss 23

Total Income 591

Grand Total (£000s): 24,048

Commentary:
The Trust has identified the year to date financial impact relating to COVID to be 
£24m. 

The main cost includes costs associated with virus testing , staff welfare such as 
providing meals, additional shifts required in ED to support patient flow and 
escalation of Edith Cavell and Peale Wards and the expansion of ITU. The increase 
in spend from December is due to the increase in bank and agency staff to cover 
sickness / isolation.

The Trust has included £6.4m income in the position to offset the costs  for 'Out of 
envelope' which include COVID swabbing , rapid testing and vaccination 
programme.  NHSE/I  has paid in full the costs identified relating to quarter 1,2 and 
3, the remainder is expected to be confirmed over the next few months.
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Health Roster Name

FFT Response 
Rate

FFT Score % 
Positive

Falls PU  ward 
acquired

Budget £ Actual £ Variance        £ 
(overspend)

MAIDSTONE Stroke Unit (M) - NK551 77.7% 78.5% - 100.0% 100.4% 108.1% - 100.0% 34.5% 32.1% 328 23.65 127 5.9 0.0% 0.0% 17 3 275,288 274,714 574
MAIDSTONE Cornwallis (M) - NS959 62.3% 77.9% - 100.0% 105.4% 221.1% - 100.0% 61.2% 29.0% 172 12.14 65 5.9 0.0% 0.0% 5 1 0 70,221 (70,221)
MAIDSTONE Culpepper Ward (M) - NS551 137.4% 81.6% - - 148.4% 161.1% - - 51.6% 32.9% 96 6.92 28 5.7 56.5% 100.0% 1 0 111,333 131,280 (19,947)
MAIDSTONE John Day Respiratory Ward (M) - NT151 84.4% 114.1% - 100.0% 94.7% 149.0% - 100.0% 39.4% 37.9% 217 15.56 78 5.8 0.0% 0.0% 11 0 145,571 176,926 (31,355)
MAIDSTONE Intensive Care (M) - NA251 98.6% 115.6% - - 86.7% 68.9% - - 9.1% 6.0% 113 6.74 44 50.2 71.4% 100.0% 0 0 252,851 208,865 43,986
MAIDSTONE Pye Oliver (Medical) - NK259 85.9% 96.4% - - 125.8% 111.8% - - 37.4% 54.5% 184 12.58 61 6.2 20.8% 90.9% 4 0 123,301 142,810 (19,509)
MAIDSTONE Whatman Ward - NK959 105.5% 70.4% - - 128.4% 226.7% - 100.0% 86.9% 49.9% 225 15.70 40 6.2 0.0% 0.0% 9 0 91,695 138,069 (46,374)
MAIDSTONE Lord North Ward (M) - NF651 85.9% 60.0% - - 90.3% 130.3% - - 24.1% 15.6% 74 5.25 30 10.2 0.0% 0.0% 4 0 112,254 109,394 2,860
MAIDSTONE Mercer Ward (M) - NJ251 90.9% 56.1% - 100.0% 140.9% 95.4% - - 41.8% 63.6% 182 13.05 57 5.3 3.8% 100.0% 6 0 109,816 126,805 (16,989)

MAIDSTONE Edith Cavell - NS459 101.8% 87.8%
-

100.0% 116.2% 112.5%
- -

58.5% 38.7% 140 9.71 27 6.5 0.0% 0.0% 6 1 118,411 108,888 9,523

MAIDSTONE Acute Medical Unit (M) - NG551 95.3% 84.2% - - 153.2% 204.7% - - 36.2% 35.8% 160 11.39 67 10.3 0.0% 100.0% 6 0 163,153 174,782 (11,629)
TWH Ward 22 (TW) - NG332 56.5% 74.0% - 100.0% 91.1% 92.2% - - 35.6% 26.5% 195 13.57 108 4.7 5.2% 33.3% 16 3 130,587 148,183 (17,596)
TWH Coronary Care Unit (TW) - NP301 68.3% 87.9% - - 69.3% - - - 24.2% 20.6% 125 7.81 82 9.5 66.7% 100.0% 0 0 69,560 64,643 4,917
TWH Ward 33 (Gynae) (TW) - ND302 96.5% 95.1% - - 87.1% 93.5% - - 30.6% 0.9% 72 4.39 28 6.0 50.7% 97.1% 0 0 114,771 106,648 8,123
TWH Intensive Care (TW) - NA201 93.8% 87.3% - - 106.5% 87.1% - - 19.7% 13.2% 233 15.91 53 32.9 0.0% 0.0% 0 0 383,197 354,484 28,713
TWH Acute Medical Unit (TW) - NA901 69.1% 50.4% - 100.0% 81.7% 60.1% - 100.0% 17.6% 18.7% 213 15.85 130 6.7 0.0% 0.0% 12 0 218,161 193,380 24,781
TWH Surgical Assessment Unit (TW) - NE701 95.8% 132.1% - - 35.6% 77.3% - - 38.9% 10.2% 97 6.87 48 15.9 3.4% 100.0% 0 0 71,341 51,186 20,155
TWH Ward 32 (TW) - NG130 69.1% 67.9% - 100.0% 53.7% 71.0% - - 22.5% 9.0% 166 11.78 104 5.9 18.2% 100.0% 1 1 141,039 117,679 23,360
TWH Ward 10 (TW) - NG131 75.6% 137.3% - 100.0% 76.6% 122.3% - - 51.4% 22.5% 271 17.72 124 5.8 1.0% 100.0% 7 1 137,396 156,635 (19,239)
TWH Ward 11 (TW) Winter Escalation 2019 - NG144 72.1% 66.5% - - 144.1% 81.5% - - 71.8% 41.4% 329 22.30 132 5.4 0.0% 0.0% 13 1 0 131,389 (131,389)
TWH Ward 12 (TW) - NG132 61.5% 77.2% - - 105.2% 89.4% - - 36.4% 35.2% 259 16.61 157 5.1 18.4% 92.9% 16 2 139,447 142,459 (3,012)
TWH Ward 20 (TW) - NG230 58.1% 86.9% - - 101.1% 110.6% - - 25.6% 17.4% 162 10.68 116 5.8 0.0% 0.0% 10 0 185,628 155,709 29,919
TWH Ward 21 (TW) - NG231 74.4% 65.0% - - 78.8% 108.3% - - 26.0% 32.5% 199 13.13 108 5.5 7.1% 100.0% 5 1 147,063 139,493 7,570
TWH Ward 2 (TW) - NG442 54.5% 85.4% - 100.0% 98.9% 123.7% - - 31.2% 20.9% 172 10.43 122 5.7 76.5% 84.6% 10 0 162,959 146,288 16,671

TWH Ward 30 (TW) - NG330 65.1% 90.9%
-

100.0% 92.5% 113.9%
- -

38.8% 19.6% 182 11.39 89 5.3 16.7% 90.0% 7 0 125,393 153,053 (27,660)

TWH Ward 31 (TW) - NG331 76.9% 76.0% - 100.0% 69.9% 142.4% - - 36.8% 15.5% 196 12.91 84 5.7 37.5% 75.0% 10 3 138,962 166,191 (27,229)
Crowborough Crowborough Birth Centre (CBC) - NP775 58.8% 95.2% - - 0.0% 0.0% - - 3.0% 0.0% 7 0.33 0 0.0% 100.0% - - 103,021 63,685 39,336

TWH Midwifery (multiple rosters) 74.9% 50.4% - - 77.8% 90.6% - - 16.0% 2.8% 934 52.29 291 14.3 29.2% 96.0% 0 0 726,750 858,900 (132,150)
TWH Hedgehog Ward (TW) - ND702 99.7% 117.5% - - 108.3% - - - 55.1% 68.9% 241 16.70 64 11.0 13.4% 100.0% 0 0 139,456 238,794 (99,338)

MAIDSTONE Maidstone Birth Centre - NP751 103.9% 100.0% - - 99.1% 101.1% - - 20.4% 0.0% 49 2.57 1 50.5 75.0% 100.0% 0 0 72,115 97,464 (25,349)
TWH SCBU (TW) - NA102 75.7% - - 100.0% 94.9% - - - 27.5% 0.0% 143 8.11 4 14.3 8.3% 100.0% 0 0 177,929 208,379 (30,450)
TWH Short Stay Surgical Unit (TW) - NE901 76.9% 73.0% - 100.0% 48.4% 103.2% - - 10.8% 0.0% 47 3.06 12 10.2 15.0% 100.0% 0 0 75,794 75,971 (177)

MAIDSTONE Accident & Emergency (M) - NA351 92.8% 71.8% - 100.0% 95.4% 90.4% - - 44.0% 35.8% 464 32.69 68 0.4% 100.0% 2 0 283,070 425,474 (142,404)
TWH Accident & Emergency (TW) - NA301 92.5% 70.4% - 100.0% 93.9% 76.4% - 100.0% 48.1% 53.2% 624 43.86 91 0.1% 100.0% 8 0 389,304 556,971 (167,667)

MAIDSTONE Maidstone Orthopaedic Unit (M) - NP951 86.4% 61.1% - 100.0% 90.3% - - - 24.3% 0.0% 30 2.07 1 16.5 38.5% 100.0% 0 0 67,488 58,197 9,291
MAIDSTONE Peale Ward COVID - ND451 78.0% 102.8% - 100.0% 105.4% 109.7% - - 21.4% 48.9% 116 8.47 67 8.9 11.1% 100.0% 5 0 110,447 93,185 17,262
MAIDSTONE Foster Clark - NS251 87.2% 87.0% - 100.0% 88.7% 91.2% - - 9.9% 34.4% 62 4.04 32 6.4 0% 0% 2 0 141,511 141,840 (329)
MAIDSTONE Foster Clarke Ward - NR359 - - - - - - - - - - - - - - 0 0 2,120 (2,120)
MAIDSTONE Short Stay Surgical Unit (M) - NE751 91.4% 91.3% - - 92.2% - - - 25.4% 7.6% 49 3.09 15 19.3 41.1% 98.7% 0 0 63,685 61,203 2,482

RAG Key Total Established Wards 6,019,747 6,772,358 (752,611)
Under fill Overfill Additional Capacity beds Cath Labs 50,670 43,167 7,503

Chaucer 0 0 0
Foster Clarke Winter Escalation 20 0 0 0

Other associated nursing costs 4,943,562 4,635,142 308,420
Green:   equal to or greater than 90% but less than 110% 11,013,979 11,450,667 (436,688)
Amber   Less than 90% OR equal to or greater than 110%
Red       Less than 80% OR equal to or greater than 130%
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Trust Board meeting – April 2022 
 

 

Ockenden Part 2 benchmarking report Divisional Director of Nursing and Quality / 
Head of Midwifery and Chief of Service 

 

The enclosed report provides information on 
 Initial assessment of progress against the Ockenden Part 2 report that was released/published 

on 30 March 2022 
 It provides a response to the NHSEI B1523 letter dated 1st April 2022  
 
This report will provide the Board some oversight on the key themes and areas that require 
addressing and acknowledge that this is in addition to the actions ongoing for part 1 of the Ockenden 
Review.   
Both areas (part 1 and part 2) will be reported on separately for consistency until the formal national 
templates have been received. 
 
 

Which Committees have reviewed the information prior to Board submission? 
Tabled at the Executive Team Meeting, 26/04/22 
 

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1 
Discussion and assurance 

 
 
 
 
 
 

 

 

 

 

                                                             
1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How do 
NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information supports 
informed decision-making; the information is effective in providing early warning of potential problems; the information reflects the 
experiences of users & services; the information develops Directors’ understanding of the Trust & its performance 
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DIVISION Women’s, Children’s and Sexual Health 
TITLE Ockenden Part 2 
DATE 27 April 2022 
PRESENTER Sarah Blanchard-Stow and Sarah Flint 

 

Purpose  

The purpose of this paper is to provide the Trust Board with an immediate and high-level overview 
of the maternity services at Maidstone Tunbridge Wells NHS Trust in response to the NHSEI letter 
(B1523) dated 1 April 2022. This gives assurance that an initial benchmarking exercise has been 
completed. This provides the division with a starting point for the service to develop robust plans 
and make the relevant changes to our provision, paying particular attention to the reports 4 Key 
Pillars   

Safe Staffing;  

Well Trained Workforce;  

Learning from Incidents;  

Listening to Families.   

These 4 pillars are encompassed in the 15 Immediate and Essential Actions (IEAs) that are detailed 
below. 

Background 

In response to the identified failings at Telford and Shrewsbury NHS Trust, Donna Ockenden was 
commissioned to provide an independent review of the service.  This formed two reports (part 1 and 
part 2) and covered 1500 cases in total.  Part one described 7 IEAs which the department have been 
working on to date.  The work was presented on 31 March 2022 with progress to date explained. 

Part 2 was published on 30th March 2022 with a clear directive for all trusts to perform an urgent 
high-level assessment and present this to the board for transparency.   

The senior multidisciplinary triumvirate have made an initial review of the service and considered all 
15 IEAs.  This preliminary assessment has identified that there are no immediate concerns or triggers 
for urgent action or concern.  

Immediate and Essential Actions 

IEA  Title of IEA Number of 
subsections 

1 Workforce Planning 5 
2 Safe Staffing 10 
3 Escalation and Accountability 5 
4 Clinical Governance/Leadership 7 
5 Incident Investigation & 

Complaints 
7 

6 Learning from Maternal Deaths 3 
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7 MDT Training 7 
8  Complex Ante Natal Care 5 
9 Preterm Birth 4 
10 Labour and Birth 6 
11 Obstetric Anaesthesia 8 
12 Post Natal Care 4 
13 Bereavement Care 4 
14 Neonatal Care 8 
15 Supporting Families 3 

 

Conclusion 

In conclusion this report details the 15 IEAs that have been released as part of the Ockenden part 2 
portfolio.  An immediate review has been performed as a preliminary overview and this will develop 
a more robust plan for the future.    The table above demonstrates the requirements expected of the 
organisation for the maternity and neonatal service.   This report will be managed with the same 
level of scrutiny and project management as the CNST submissions and previous requisites from the 
service as part of our commitment for a consistent and considered drive for improvement.   We have 
appointed a lead midwife to support and engage with the wider team and ensure that this work is 
progressed with no delays. 

Evolution of the actions will be brought to the Trust Board as part of our quarterly update and 
identify any emerging concerns with an early escalation to the executive and non-executive 
colleagues as required. 

Funding of £127 million has been announced for future investment across maternity services of 
which we will ensure a priority bid is submitted and this funding is used in line with the key areas for 
development as identified. 

 

Ockenden final report letter 1 – please see Appendix 1 
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Official 
Publication approval reference: B1523 

To: 

• NHS Trust and Foundation Trust:
o Chief Executives
o Chairs
o Chief Nurses
o Chief Midwives
o Medical Directors

• ICS leads and Chairs

• LMNS/LMS leads

• CCG Accountable Officers
CC: 

• Regional chief nurses

• Regional chief midwives

• Regional medical directors

• Regional obstetricians

Dear colleagues 

OCKENDEN – Final report 

The Ockenden – Final report from the independent review of maternity services at 
the Shrewsbury and Telford Hospital NHS Trust was published on 30 March.  

Donna Ockenden and her team have set out the terrible failings suffered by families 
at what should have been the most special time of their lives. We are deeply sorry 
for the loss and the heartbreak they have had to endure. 

This report must act as an immediate call to action for all commissioners and 
providers of maternity and neonatal services who need to ensure lessons are rapidly 
learned and service improvements for women, babies, and their families are driven 
forward as quickly as possible.  

NHS England and NHS Improvement are working with the Department of Health and 
Social Care to implement the 15 Immediate & Essential Actions (IEAs) and every 
trust, ICS and LMS/LMNS Board must consider and then act on the report’s findings. 

We have announced significant investment to kick-start transformation of maternity 
services with investment of £127 million over the next two years, on top of the £95 
million annual increase that was started last year. This will fund further workforce 
expansion, leadership development, capital to increase neonatal cot capacity, 
additional support to LMS/LMNS and retention support. We will set out further 
information in the coming weeks. 

Your Board has a duty to prevent the failings found at Shrewsbury and Telford 
Hospitals NHS Trust happening at your organisation / within your local system. The 
Ockenden report should be taken to your next public Board meeting and be shared 

Skipton House 
80 London Road 

London 
SE1 6LH 

1 April 2022 

Appendix 1
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with all relevant staff – we strongly recommend everyone reads it, regardless of their 
role. After reviewing the report, you should take action to mitigate any risks identified 
and develop robust plans against areas where your services need to make changes, 
paying particular attention to the report’s four key pillars:  
 

1. Safe staffing levels 
2. A well-trained workforce  
3. Learning from incidents  
4. Listening to families  

 
The report illustrates the importance of creating a culture where all staff feel safe and 
supported to speak up. We expect every trust board to have robust Freedom to 
Speak Up training for all managers and leaders and a regular series of listening 
events. A dedicated maternity listening event should take place in the coming 
months. We will soon publish a revised national policy and guidance on speaking up.  
 
Staff in maternity services may need additional health and wellbeing support. Please 
signpost colleagues to local support services or national support for our people. 
 
The report highlights the importance of listening to women and their families. Action 
needs to be taken locally to ensure women have the necessary information and 
support to make informed, personalised and safe decisions about their care.   
 
It includes a specific action on continuity of carer: ‘All trusts must review and 
suspend if necessary, the existing provision and further roll out of Midwifery 
Continuity of Carer (MCoC) unless they can demonstrate staffing meets safe 
minimum requirements on all shifts.’ (IEA 2, Safe Staffing page 164) 
  
In line with the maternity transformation programme, trusts have already been asked 
to submit their MCoC plans by 15 June 2022. In doing so, they must take into 
account this IEA in ensuring that safe midwifery staffing plans are in place. Trusts 
should therefore immediately assess their staffing position and make one of the 
following decisions for their maternity service: 
 

1. Trusts that can demonstrate staffing meets safe minimum requirements can 
continue existing MCoC provision and continue to roll out, subject to ongoing 
minimum staffing requirements being met for any expansion of MCoC 
provision.   

2. Trusts that cannot meet safe minimum staffing requirements for further roll out 
of MCoC, but can meet the safe minimum staffing requirements for existing 
MCoC provision, should cease further roll out and continue to support at the 
current level of provision or only provide services to existing women on MCoC 
pathways and suspend new women being booked into MCoC provision.  

3. Trusts that cannot meet safe minimum staffing requirements for further roll out  
of MCoC and for existing MCoC provision, should immediately suspend 
existing MCoC provision and ensure women are safely transferred to 
alternative maternity pathways of care, taking into consideration their 
individual needs; and any midwives in MCoC teams should be safely 
supported into other areas of maternity provision. 

 

Appendix 1
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Boards must also assure themselves that any recent reviews of maternity and 
neonatal services have been fully considered, actions taken, and necessary 
assurance of implementation is in place. 
 
We expect there will be further recommendations for maternity and neonatal services 
to consider later this year given other reviews underway. We are committed to 
consolidating actions to ensure a coherent national delivery plan.  
 
However, there can be no delay in implementing local action that can save lives and 
improve the care women and their families are receiving now.  
 
In the 25 January 2022 letter we asked you to set out at a Public Board your 
organisation’s progress against the seven IEAs in the interim Ockenden report 
before the end of March 2022. Your position should be discussed with your LMS and 
ICS and reported to regional teams by 15 April 2022. We will be publishing a detailed 
breakdown of these returns and compliance by Trust with the first Ockenden IEAs at 
NHSE/I public Board in May. Your trust also needs to provide reliable data to the 
regular provider workforce return, with executive level oversight. 
 
For organisations without maternity and neonatal services, this report must still be 
considered, and the valuable lessons digested. 
 
We know you will be as determined as we are to ensure the NHS now makes the 
changes that will prevent other families suffering such devastating pain and loss.  
 
Yours sincerely 
 
 

 

 
 

 
 

Amanda Pritchard  Ruth May   Professor Stephen Powis  

NHS Chief Executive  Chief Nursing Officer National Medical Director  
   

 

Appendix 1

6/6 69/129

https://www.england.nhs.uk/wp-content/uploads/2020/12/B1318-ockenden-one-year-on.pdf


Trust Board meeting – April 2022 
 

 

The final planning submissions for 2022/23 Director of Strategy, Planning and 
Partnerships / Chief Finance Officer 

 

 
Please find enclosed the final planning submissions for 2022/23.  
 
 

Which Committees have reviewed the information prior to Board submission? 
 Executive Team Meeting, 26/04/22, Finance and Performance Committee, 26/04/22 
 

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1 
Information and discussion 

 
 

                                                             
1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performance 
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April 2022

2022/23 Operational Planning
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Timeline for Business Planning
Timetable:

3rd Week Jan:
Divisional Base Line Review Meeting 

3rd Week Feb:
Executive Check and Challenge Session

4th Week Feb:
Initial Plan sign off F&P and Board

2nd Week March:
First Draft to NHSE

4th Week April:
Final sign off F&P and Board

28th April:
Final  K&M submission to NHSE

2
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NHS E assessment of the first K&M operational planning submission was one of 
partial assurance with a rating of 30/45; two short of full assurance. The key lines of 
enquiry identified by NHS E were financial affordability and health inequalities.

Rating Assurance status
Overall plan 30/ 45 Partially assured

Activity* 8/ 9 Fully assured
Workforce 7/ 9 Fully assured

Finance 4/ 9 Partially assured
Quality 7/ 9 Fully assured

Health Inequalities 4/ 9 Partially assured

Overall plan assessment and next steps
A comprehensive system-wide plan that reflects the strong relationships and 
integrated working of the organisations within the Kent and Medway ICS. It has 
been well received by the regional SMEs, particularly around the strong focus 
on patients and quality which is evident throughout.
It is, however, an ambitious plan given the financial position
There is very clear articulation of risk, issues and mitigating actions throughout 
the narrative. Workforce is identified as a recurring risk throughout, and an 8% 
growth is planned, which is again ambitious.
The system has provided a useful appendix which RAG rates the plan against 
each of the narrative KLOEs. The majority of these are rated green, and we 
would expect to see some movement in those rated amber and red in the final 
iteration of the plan.

Areas to highlight

Areas to highlight

• Further work ongoing to achieve activity recovery targets for elective, 
diagnostics, and cancer.

• Draft plans show 2 104-week waiters at the end of June 2022 at D&G, and 
220 78-week wait patients at the end of March 2023 at EKHUFT. Extending 
planned mutual aid for these patients within the ICS should be considered

• UEC trajectories for over 12 hours in ED will be included in final submission

The ICS has indicated that the following areas will be further developed prior to 
final submission
• Safeguarding,
• Use of Artificial intelligence in diagnostic
• Digital transformation and
• the ambition to achieve JAG rating for endoscopy compliance. (Please see

the attached Southeast Criteria document).

Key points from finance submission.
• £85m deficit plan which requires more work to understand the drivers and 

to bridge the financial gap
• CIPs need to be strengthened and the ICS needs to better articulate the 

ERF
• The triangulation tool was not completed and more work is required on this 

front.
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Activity Plans

Finance Plans

Workforce Plans

Agenda
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Core activity plans exceed the 104% provider threshold at each point of delivery if the impact of endoscopy pathways changes 
are factored into day cases. NHS E have confirmed we can submit a baseline correction but haven’t agreed they will accept this

Update:
NHS E have  reviewed  our request to 
re-baseline 19/20 activity to reflect the 
endoscopy pathway changes identified 
and we have submitted an adjustment 
to the CCG. We are working closely 
with Sarah Goldsack (D. Director 
Performance Planned Care NHS E SE , 
Doug Gilbert- Head of Elective 
Recovery NHS SE and CCG colleagues 
(Lee Martin & Kerry White) to gain 
approval of the change.
Assumptions:
1. Identified funded initiatives are 

fully delivered
2. Baseline corrections to day case 

endoscopy activity are accepted. 
3. Levels of Activity sent to the 

Independent Sector (IS) remains 
at 2021/22 Level

NB: Mar-20 Activity Levels were impacted by COVID.  These have therefore been adjusted as per the national counterfactual guidance

Elective IP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 543 558 604 591 583 632 582 687 595 571 626 717 7289
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 597 614 664 650 641 695 640 756 655 628 689 789 8018
22/23 Plan as % of 1920 111% 121% 109% 117% 119% 115% 117% 102% 110% 122% 103% 102% 112%
22/23 Plan Volume 604 678 660 690 694 726 684 699 654 698 648 731 8165
Var Plan 22/23 vs Target 7 64 -5 39 53 31 43 -56 0 69 -41 -58 147
Actual 21/22 as % of 1920 94% 111% 104% 107% 92% 100% 105% 85% 85% 76%
Actual 21/22 Volume 509 622 630 635 539 630 610 582 509 433

Elective DC Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 3535 3476 3639 3701 3474 3873 3451 3838 3360 3349 3454 3869 43019
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 3889 3824 4003 4071 3821 4260 3796 4222 3696 3684 3799 4256 47321
22/23 Plan as % of 1920 99% 111% 102% 105% 118% 105% 112% 106% 110% 116% 108% 110% 108%
22/23 Plan Volume 3515 3861 3707 3891 4082 4077 3881 4074 3699 3884 3716 4242 46628
Var Plan 22/23 vs Target -373 37 -296 -180 261 -183 85 -148 3 200 -84 -13 -692
Actual 21/22 as % of 1920 98% 100% 100% 102% 103% 95% 107% 107% 103% 109%
Actual 21/22 Volume 3461 3479 3643 3758 3571 3693 3682 4117 3460 3658

Total Elective (IP and DC) Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 4078 4034 4243 4292 4057 4505 4033 4525 3955 3920 4080 4586 50308
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 4486 4437 4667 4721 4463 4956 4436 4978 4351 4312 4488 5044 55339
22/23 Plan as % of 1920 101% 112% 103% 107% 118% 107% 113% 105% 110% 117% 107% 108% 109%
22/23 Plan Volume 4119 4538 4367 4580 4777 4804 4564 4774 4353 4581 4363 4973 54793
Var Plan 22/23 vs Target -366 101 -301 -141 314 -152 128 -204 3 269 -125 -71 -546
Actual 21/22 as % of 1920 97% 102% 101% 102% 101% 96% 106% 104% 100% 104%
Actual 21/22 Volume 3970 4101 4273 4393 4110 4323 4292 4699 3969 4091

INCLUDES BASELINE 
ADJUSTMENT
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As we have indicated throughout H1/H2 the impact of endoscopy pathways changes adversely impacts 
our elective day case attainment of 19/20 and therefore our overall Elective performance.

The activity plan includes 
the “Funded” efficiency 
opportunities identified by 
the Divisions as well as 
endoscopy daycase activity.

DC Plans have been 
adjusted to take into 
account for the impact of 
QFIT testing in the 
Community, colon capsule 
activity, as well as the 
already known impact of 
the Trust now not providing 
a Bowel Scope Service 
(which was provided in 
19/20). The impact of these 
pathway changes is that DC 
Gastroenterology activity is 
61% of 19/20 activity levelsNB: Mar-20 Activity Levels were impacted by COVID.  These have therefore been adjusted as per the national counterfactual guidance

Elective IP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 543 558 604 591 583 632 582 687 595 571 626 717 7289
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 597 614 664 650 641 695 640 756 655 628 689 789 8018
22/23 Plan as % of 1920 108% 118% 106% 113% 115% 111% 114% 99% 107% 118% 100% 99% 109%
22/23 Plan Volume 585 657 640 669 672 704 663 677 634 677 628 708 7913
Var Plan 22/23 vs Target -12 43 -25 18 31 9 22 -78 -20 48 -61 -81 -105
Actual 21/22 as % of 1920 94% 111% 104% 107% 92% 100% 105% 85% 85% 76%
Actual 21/22 Volume 509 622 630 635 539 630 610 582 509 433

Elective DC Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 3783 3832 4090 3909 3795 4326 3880 4280 3649 3835 3982 4381 47742
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 4161 4215 4499 4300 4175 4759 4268 4708 4014 4219 4380 4819 52516
22/23 Plan as % of 1920 92% 99% 89% 98% 106% 93% 99% 94% 100% 100% 92% 95% 96%
22/23 Plan Volume 3465 3804 3653 3834 4024 4019 3824 4016 3645 3827 3661 4180 45951
Var Plan 22/23 vs Target -696 -411 -846 -466 -151 -740 -444 -692 -369 -392 -719 -639 -6565
Actual 21/22 as % of 1920 91% 91% 89% 96% 94% 85% 95% 96% 95% 95%
Actual 21/22 Volume 3461 3479 3643 3758 3571 3693 3682 4117 3460 3658

Total Elective (IP and DC) Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 4326 4390 4694 4500 4378 4958 4462 4967 4244 4406 4608 5098 55031
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 4759 4829 5163 4950 4816 5454 4908 5464 4668 4847 5069 5608 60534
22/23 Plan as % of 1920 94% 102% 91% 100% 107% 95% 101% 94% 101% 102% 93% 96% 98%
22/23 Plan Volume 4050 4460 4293 4502 4696 4723 4486 4693 4279 4503 4289 4888 53864
Var Plan 22/23 vs Target -709 -369 -871 -448 -120 -731 -422 -771 -389 -343 -780 -720 -6670
Actual 21/22 as % of 1920 92% 93% 91% 98% 94% 87% 96% 95% 94% 93%
Actual 21/22 Volume 3970 4101 4273 4393 4110 4323 4292 4699 3969 4091

EXCLUDES BASELINE 
ADJUSTMENT
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Our Total Core First Outpatient activity plans including funded efficiency schemes exceed the 104% provider 
threshold of 19/20 activity levels

Update:
No changes to the 
previously agreed position.

Non-consultant Led First OP 
Activity Plans (mainly 
Radiotherapy, Maternity 
and Therapies) are below 
the 104% provider 
threshold, however overall  
the activity plans exceed the 
104% Threshold
Assumptions:
1. Identified funded 

initiatives are fully 
delivered

2. Levels of Activity sent to 
the Independent Sector 
(IS) remains similar to 
2021/22 Levels

NB: Mar-20 Activity Levels were impacted by COVID.  These have therefore been adjusted as per the national counterfactual guidance

Consultant-Led First OP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 13212 12281 14152 14431 12558 14712 13849 14694 13339 13070 13528 15003 164829
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 14533 13509 15567 15874 13814 16183 15234 16163 14673 14377 14881 16503 181312
22/23 Plan as % of 1920 113% 134% 112% 115% 138% 118% 120% 118% 119% 126% 117% 121% 121%
22/23 Plan Volume 14989 16465 15859 16590 17309 17355 16580 17370 15824 16533 15780 18126 198786
Var Plan 22/23 vs Target 456 2956 292 716 3496 1172 1347 1207 1152 2156 900 1623 17474
Actual 21/22 as % of 1920 91% 97% 97% 87% 93% 89% 91% 96% 84% 90%
Actual 21/22 Volume 12083 11863 13670 12620 11658 13147 12575 14076 11197 11776

Non-Consultant Led First OP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 3642 3946 3442 4342 3569 3636 3917 3647 3428 3841 3434 3808 44652
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 4006 4341 3786 4776 3926 4000 4309 4012 3771 4225 3777 4189 49117
22/23 Plan as % of 1920 93% 84% 95% 72% 90% 88% 81% 88% 94% 87% 93% 83% 87%
22/23 Plan Volume 3387 3301 3261 3139 3217 3214 3175 3212 3223 3346 3193 3158 38826
Var Plan 22/23 vs Target -619 -1040 -525 -1637 -709 -786 -1134 -800 -548 -879 -584 -1030 -10292
Actual 21/22 as % of 1920 93% 84% 95% 72% 90% 88% 81% 88%
Actual 21/22 Volume 3387 3301 3261 3139 3217 3214 3175 3212

Total Combined First OP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 16854 16227 17594 18773 16127 18348 17766 18341 16767 16911 16962 18811 209481
National Target - % of 1920 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110% 110%
National Target Volume 18539 17850 19353 20650 17740 20183 19543 20175 18444 18602 18658 20692 230429
22/23 Plan as % of 1920 109% 122% 109% 105% 127% 112% 111% 112% 114% 118% 112% 113% 113%
22/23 Plan Volume 18377 19766 19121 19729 20526 20569 19755 20582 19047 19880 18973 21285 237611
Var Plan 22/23 vs Target -163 1917 -233 -921 2786 386 213 407 603 1278 315 593 7182
Actual 21/22 as % of 1920 91% 93% 95% 83% 91% 88% 88% 93%
Actual 21/22 Volume 15337 15017 16801 15645 14713 16159 15573 17080
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Our Out Patient Follow Up reduction position has improved by 3% over the course of the 22/23 financial year. 

Update:
Sarah Goldsack- Deputy 
Director Performance 
Planned Care NHS E S , 
Doug Gilbert- Head of 
Elective recovery NHS E SE 
confirmed we can remove 
radiotherapy activity, 
haematology and oncology 
follow up activity from our 
19/20 actuals.

MEC have identified further 
opportunities to reduce 
F/UP 

This has been offset by 
reflecting the increased POA 
to deliver our Elective 
activity which is recorded as 
F/UP NB: Mar-20 Activity Levels were impacted by COVID.  These have therefore been adjusted as per the national counterfactual guidance

Non-Consultant Led Follow Up OP
Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total

1920 Actual 3922 4400 3672 4199 4109 3957 4777 4423 3677 4653 3952 4384 50125
National Target - % of 1920 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75%
National Target Volume 2942 3300 2754 3149 3082 2968 3583 3317 2758 3490 2964 3288 37594
22/23 Plan as % of 1920 82% 75% 94% 82% 87% 91% 70% 85% 94% 76% 85% 81% 83%
22/23 Plan Volume 3201 3319 3462 3452 3582 3619 3361 3742 3457 3536 3371 3552 41654
Var Plan 22/23 vs Target 259 19 708 302 500 651 -222 425 700 46 407 264 4060
Actual 21/22 as % of 1920 82% 75% 94% 82% 87% 91% 70% 85%
Actual 21/22 Volume 3201 3319 3462 3452 3582 3619 3361 3742

Consultant-Led Follow Up OP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 17799 16715 19376 18885 17451 19544 18950 20986 17923 19518 18536 20556 226239
National Target - % of 1920 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 110%
National Target Volume 13349 12536 14532 14164 13088 14658 14213 15740 13442 14639 13902 15417 169679
22/23 Plan as % of 1920 88% 103% 85% 92% 104% 93% 91% 86% 92% 89% 89% 92% 92%
22/23 Plan Volume 15704 17290 16497 17290 18083 18083 17290 18083 16497 17290 16497 18876 207482
Var Plan 22/23 vs Target 2355 4754 1965 3126 4995 3425 3078 2344 3055 2652 2595 3459 37802
Actual 21/22 as % of 1920 106% 111% 104% 99% 101% 103% 101% 104% 99% 98%
Actual 21/22 Volume 18798 18576 20230 18637 17607 20109 19110 21834 17822 19220

Total Combined Follow Up OP Apr-22 May-22 Jun-22 Jul-22 Aug-22 Sep-22 Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Year Total
1920 Actual 21721 21115 23048 23084 21560 23501 23727 25409 21600 24171 22488 24940 276364
National Target - % of 1920 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75% 75%
National Target Volume 16291 15836 17286 17313 16170 17626 17795 19057 16200 18128 16866 18705 207273
22/23 Plan as % of 1920 87% 98% 87% 90% 100% 92% 87% 86% 92% 86% 88% 90% 90%
22/23 Plan Volume 18905 20609 19959 20742 21665 21702 20651 21825 19955 20826 19868 22428 249136
Var Plan 22/23 vs Target 2614 4773 2673 3429 5495 4077 2856 2769 3755 2697 3002 3723 41863
Actual 21/22 as % of 1920 99% 101% 100% 93% 95% 98% 92% 98%
Actual 21/22 Volume 21416 21245 22957 21397 20490 23074 21856 24832
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Executive Director led sessions have been undertaken since the last update to further challenge and refine the 
workforce plan. This has reduced the bank & agency run rate by a further 53 WTE at year end 22/23, and our 
workforce profile is within budgeted establishment. • Workforce planning 

projections for the year 
have been smoothed to 
reflect predicted 
onboarding activity. 
Recruitment and 
attraction remains a key 
priority and challenge for 
the 22/23 year, with 
improvements to  
retention as a key driver.

• Compared to the out turn 
position we are 
forecasting an increase in 
substantive staffing of 
584 WTE, with reductions 
in Bank & Agency of 699 
& 288 respectively by 
year end which is fully 
dependant on improving 
our establishment levels 
and managing  activity 
demands.

Staff Group
Establish-

ment
March 2022

Actual Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
Total Workforce (WTE) 7204 7586 7253 6919 7024 7103 7103 7138 7162 7180 7164 7180 7183 7184
Total Substantive 7204 6220 6286 6352 6490 6596 6633 6688 6727 6757 6770 6796 6799 6804
Total Bank 961 660 359 341 328 312 302 297 290 268 262 263 262
Total Agency 406 307 208 192 178 158 148 138 133 125 121 120 118

Registered nursing, midwifery and health 
visiting staff (substantive total) 2085 1715 1724 1732 1782 1816 1836 1846 1853 1875 1882 1891 1895 1902

Registered scientific, therapeutic and 
technical staff (substantive total) 916 793 794 796 805 815 812 837 855 858 864 863 862 864

Registered ambulance service staff 
(substantive total) 11 11 10 10 10 10 10 10 10 10 10 10 10 10
Support to clinical staff (substantive total) 2076 1820 1844 1868 1910 1934 1920 1927 1929 1931 1932 1936 1936 1934

Total NHS infrastructure support (substantive 
total) 1205 1063 1100 1137 1159 1184 1192 1198 1199 1196 1195 1209 1209 1209
Medical and dental (substantive total) 912 810 809 809 826 836 863 870 882 887 887 887 888 884

of which Consultants 350 313 320 327 334 338 354 356 360 365 365 365 365 361
of which Career/staff grades 213 175 176 176 185 191 202 205 204 204 204 204 204 204

of which Trainee grades/trust grade 345 321 314 307 307 307 308 309 318 318 318 318 319 319
Any other staff (substantive total) 0 9 5 0 0 0 0 0 0 0 0 0 0 0
Bank 961 660 359 341 328 312 302 297 290 268 262 263 262

Registered nursing, midwifery and health 
visiting staff (Bank Total) 310 235 159 152 151 145 140 137 135 112 110 110 110

Medical and dental (Bank Total) 107 73 39 31 25 18 17 14 11 11 11 11 11
Agency 406 307 208 192 178 158 148 138 133 125 121 120 118

Registered nursing, midwifery and health 
visiting staff (Agency Total) 149 124 98 85 80 76 72 68 69 64 60 59 57

Medical and dental (Agency Total) 131 93 56 55 53 40 37 34 32 32 32 32 32
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2022/23 Final Plan I&E Summary

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar
2022/23 

Annual Plan
Income from Patient Care Activities 47.7 47.7 47.7 47.7 47.7 47.7 47.7 47.7 47.7 47.7 47.7 47.7 572.6
Other Income 4.1 4.1 4.2 4.3 4.3 4.3 4.4 4.4 4.4 4.5 4.6 4.5 52.1
Total Income 51.8 51.8 51.9 52.0 52.0 52.0 52.2 52.2 52.2 52.2 52.3 52.2 624.8

Medical Staff -9.2 -9.2 -9.2 -9.2 -9.2 -9.2 -8.3 -8.3 -8.3 -8.3 -8.3 -8.2 -104.6
Nursing -9.1 -9.2 -9.3 -9.4 -9.4 -9.4 -8.6 -8.6 -8.6 -8.6 -8.6 -8.5 -107.2
Scientific Therap & Tech Staff -3.9 -3.9 -4.0 -3.9 -4.0 -4.1 -3.7 -3.8 -3.8 -3.8 -3.8 -3.8 -46.5
Qualified Ambulance + Paramed -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 0.0 0.0 0.0 0.0 0.0 0.0 -0.6
Support to Clinical Staff -5.1 -5.2 -5.2 -5.2 -5.2 -5.2 -4.7 -4.7 -4.7 -4.7 -4.7 -4.7 -59.1
Support Staff -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -17.1
A&C/Sen Man Staff -2.8 -2.9 -3.0 -3.0 -3.0 -2.9 -2.9 -2.9 -2.9 -2.9 -2.9 -2.9 -35.1
Apprenticeship Levy -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -0.1 -1.3
Total Pay -31.6 -32.0 -32.2 -32.3 -32.4 -32.4 -29.7 -29.8 -29.9 -29.8 -29.8 -29.8 -371.6

Drugs & Medical Gases -5.0 -5.0 -5.0 -5.0 -5.0 -5.0 -4.6 -4.6 -4.6 -4.6 -4.6 -4.6 -57.7
Clinical Negligence -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -1.6 -19.4
Premises -2.6 -2.9 -2.6 -2.6 -2.6 -2.6 -2.5 -2.5 -2.5 -2.5 -2.5 -2.5 -30.7
Purch healthcare from non NHS -2.2 -2.2 -2.2 -2.2 -2.2 -2.2 -2.0 -2.0 -2.0 -2.0 -2.0 -2.0 -24.8
Supplies and Services -4.0 -4.3 -4.3 -4.4 -4.4 -4.4 -4.0 -4.0 -4.0 -4.0 -4.0 -4.0 -49.7
Other Non Pay -2.7 -2.9 -2.9 -2.8 -2.9 -2.9 -2.8 -2.8 -2.8 -2.6 -2.6 -2.6 -33.1
Total Non Pay -18.1 -18.9 -18.7 -18.6 -18.7 -18.6 -17.4 -17.4 -17.4 -17.2 -17.2 -17.2 -215.4

Depreciation -2.0 -2.0 -2.0 -2.1 -2.1 -2.1 -2.2 -2.2 -2.2 -2.2 -2.2 -2.2 -25.4
Other Finance Costs -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -1.4 -2.4 -17.6
Public Dividends Payable -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -0.5 -5.8
Total Finance Costs -3.8 -3.8 -3.8 -3.9 -3.9 -3.9 -4.1 -4.1 -4.1 -4.1 -4.1 -5.1 -48.7

Technical Adjustment 0.1 0.1 0.1 0.1 0.1 0.1 0.0 0.0 0.0 0.0 -0.1 1.0 1.2

Total Deficit (-) / Surplus (+) -1.7 -2.8 -2.8 -2.8 -2.9 -2.9 1.0 1.0 0.9 1.0 1.0 1.1 -9.7
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2022/23 Final Financial Plan

Key movements
Finance Costs – Values revised following year end position, 
significantly the increase in valuation, higher cash balance and 
change in LINAX deprecation had the following impact; depreciation 
revised value £0.4m, IFRS16 £0.5m, PDC £0.8m

RPI – PFI value changed based on February RPI value £0.3m above 
previous estimate.

Growth – The remaining growth expenditure plan has reduced to 
support the increased changes

Other changes – Other revisions to the plan resulted in a £1.2m 
benefit.

Key movements £m

Draft plan submitted -9.7

Finance Costs -1.7

RPI increase -0.3

Growth 0.8

Other changes 1.2

Final plan submitted -9.7

Draft Plan
The Trust will submit a final financial plan for 2022/23 on 28 April 2022 which is a deficit of 
£9.7m.  This is part of the Kent and Medway System plan which is a deficit of £85.0m.  These 
values remain unchanged from the draft submission.

Key Assumptions
Contracts have not yet been signed with commissioners but the values in the plan are following 
discussions with commissioners and assumed to be the final value.

There is an uplift for growth at 0.8% and inflation at 2.8%.  There is a national efficiency ask of 
1.1% and a local system efficiency of 1.2%.  

The Trust has an internal CIP target of £20m for 2022/23 plus £10m of undelivered CIP from 
21/22.

The plan currently includes an additional £20.2m of expenditure to support growth (£3.8m), 
cost pressures (£10.7m) and service developments (£5.7m).

The plan assumes additional resource in winter and that current escalation wards remain open 
with current staffing levels.

The plan includes £16.8m of risk which is detailed on slide 5.
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2022/23 Cost Improvement Plan

The 2022/23 CIP target is £20.0m, there is an additional £10.0m CIP from 21/22 but this is not reported externally.  Around £4.3m of CIP 
is either fully developed or plans in progress.  There is a further £7.3m of opportunities identified.  This leaves £8.4m of unidentified 
schemes.  

The plan does assume that the CIP target will be met by the end of the year but some of this will be non recurrent CIPs.

Efficiency Plan Risk £000
Pay Non Pay Income Plan

High Risk 6,161 4,077 1,343 11,581
Medium risk 52 1,220 924 2,196
Low Risk 264 5,327 647 6,238

Total Efficiencies 6,477 10,624 2,914 20,015

Efficiency Plan Status £000
Pay Non Pay Income Total

Fully Developed 0 689 174 863
Plans in Progress 211 1,831 1,353 3,395
Opportunity 795 5,143 1,387 7,325
Unidentified 5,471 2,961 0 8,432

Total Efficiencies 6,477 10,624 2,914 20,015

Efficiency Profile £000
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Total

Recurrent 326 348 398 671 670 713 1,978 1,985 2,085 1,989 1,990 1,963 15,116
Non Recurrent 54 54 46 41 57 59 760 760 760 772 769 767 4,899
Total Efficiencies 380 402 444 712 727 772 2,738 2,745 2,845 2,761 2,759 2,730 20,015
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2022/23 Capital Plan
Capital Spend plans 2022/23 2023/24 2024/25 2025/26 2026/27

£'000 £'000 £'000 £'000 £'000
Estates Projects - b/f commitments 1,672 0 0 0 0
Estates - Backlog maintenance 1,323 2,000 2,015 3,964 3,547
ICT - b/f commitments 1,431 0 0 0 0
ICT - Devices 300 500 500 1,000 1,199
ICT - Infrastructure 350 500 500 1,000 1,000
ICT- Clinical applications/EPR 850 1,345 1,435 2,000 1,500
Equipment projects - b/f commitments 1,550 0 0 0 0
Linear Accelerator replacements 0 3,000 3,000 0 0
Equipment - backlog replacement 1,156 1,933 1,828 4,376 3,826
Total internal funds 8,632 9,278 9,278 12,340 11,072

ICS capital - HASU stroke reconfiguration 1,945 4,175 0 0 0

National funded projects
TWH PFI Lifecycle 1,325 1,378 1,412 2,105 2,775
Barn Theatre 28,989 0 0 0 0
Critical Medical Imaging 0 0 2,300 0 0
Maidstone Theatres 0 0 0 0 20,000
Total national funding/tech sources 30,314 1,378 3,712 2,105 22,775

IFRS 16 Leases - capital spend
Cardiology equipment 1,501 0 0 0 0
KMMS Accommodation 14,674 0 0 0 0
Leased vans 353 0 0 0 0
Unit A CDC additional works 294 0 0 0 0
Springwood Rd Accommodation 9,119 0 0 0 0
Remeasurement of existing leases 1,874 0 0 0 0
Total IFRS 16 capital spend 27,815 0 0 0 0

Total Capital Spend Plans (excl donated) 68,706 14,831 12,990 14,445 33,847

• The Trust has prepared its five year capital plan for agreement with the K&M ICS, 
who manage the local system balancing, and with NHSEI. 

• For 2022/23 the Trust has an ICS internal resource control total of £8.6m which is 
generated from Trust internal resources (depreciation less loan/PFI/Lease 
repayments) but capped at the control total level. This resource has to fund 
prioritised key projects for Estates backlog, ICT renewal and Equipment 
replacement. The final prioritisation of this limited resource will be undertaken 
by the capital budget holders with the Divisions, taking account of business 
planning submissions, and agreed with the Executive Team. 

• The Trust has an initial allocation of ICS system capital for 2022/23 relating to the 
system stroke reconfiguration plans. This will need to be reviewed and confirmed 
as the costs and timelines for the project are finalised. 

• The Trust has also included an assumption of national funding for the Barn 
Theatre project – this figure has been agreed for use in the plans with the ICS, 
but the FBC is in development, so final figures and timelines will need to be 
confirmed, and approval from NHSEI/DHSC obtained. 

• 2022/23 sees the change in lease accounting, bringing leases, rentals, equipment 
use under MSC/MES arrangements previously funded from revenue budgets 
onto the balance sheet, and capitalising the costs. The Trust has included 
assumptions of new leases in its capital plans, including the planned KMMS 
accommodation at TWH. 
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Risks and Benefits

The goal between now and the final plan submission will be to minimise these 
risks, and manage any impact on the plan that crystallises. 

The plan assumes full delivery of CIP but there is a risk that this may not be fully 
delivered in 2022/23.  Plans are being developed with Divisions with support 
from the PMO but the pause in CIP in the last 2 years means CIP programmes are 
at a less developed stage than in previous years.

The plan now includes increased contract values for contracts with embedded 
RPI increases.  However there remains a further risk to general non pay price 
increases over and above the 2.8% funded for inflation.  A 4% increase on all non 
pay would equate to an £8.6m cost pressure.

There is a potential benefit from a further reduction in COVID expenditure, this is 
being reviewed following changes to IPC.  COVID expenditure is also being 
benchmarked across the system.

There is still further clarification required on the impact of underperformance 
against the elective activity target of 104%.  However the latest activity plan 
shows 104% when costed at tariff so this minimises the risk.  

Value Risk

Risk 
Adjusted 

Value
£ m % £ m

CIP Delivery 2022/23 20.0 25% 5
CIP Delivery 2021/22 10.0 75% 7.5
Net Inflation Pressure, additional 4% 
increase in all non pay 8.6 50% 4.3
Total Risks 16.8

COVID reduction -2.0 50% -1.0

Total benefits -1.0

Total Risks and Benefits 15.8
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In order to mitigate risks in the financial plan the Trust has identified the 
following potential mitigations, some of which require further 
development

• Workforce availability may limit recruitment ambitions

• Annual Leave accrual may reduce if staff are able to take their annual 
leave in full.

• Identify further non recurrent income support

• Reduce the level of investments in Service Developments and Cost 
Pressures.

• Release of contingency

Currently the mitigations are higher than the risks however there 
would be an operational impact if for example Service Developments 
were reduced.

Mitigations

£ m

Workforce availability 3
Annual Leave accrual reduces 4
Non recurrent income in year 2
Reduce SD, CP or growth investments 5
Release of Contingency 2.2
Total Mitigations 16.2
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Next Steps

There is still further work required before the final plan submission;
CCG Income – The final contract value has not yet been agreed with the CCG.  The CCG will continue to negotiate for additional funding to support the 
current levels of activity, performance and quality.  ERF funding and the risk of clawback is being reviewed at a system level.

Workforce Plan – Current plan includes recruitment assumptions that look ambitious.  Further reviews with Divisions to ensure understanding.  This 
won’t reduce the gap but provide assurance that workforce will remain within core establishment.

Cost Pressures – List has been reviewed within finance, this will now be agreed at Executive Team Meeting.   Alternative solutions and mitigations to 
be considered for any not funded.

Service Developments – Clinically Led Prioritisation will take place on 28 April.  Divisions will need to consider alternative solutions and mitigations to 
be considered for any not funded.

CIPs – CIP plans to be developed

COVID expenditure – Covid related expenditure to be reviewed.

Growth – Allocation of growth funding to be agreed at Executive Team Meeting.

Alignment of plan to other workstreams, for example;
Trust – Cardiology, EPR, KMMS, Divisional Objectives
West Kent HCP – Urgent Care and Frailty, WKHCP priorities
Kent and Medway ICS – Pathology, RIS/PACs, CDC, Productivity
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Quarterly report from the Freedom to Speak Up 
Guardian

Freedom to Speak Up Guardian / Deputy 
Freedom to Speak Up Guardian

The latest quarterly report from the Freedom to Speak Up Guardian (FTSUG) is enclosed. 

Which Committees have reviewed the information prior to Board submission?
N/A

Reason for receipt at the Board (decision, discussion, information, assurance etc.) 1
Discussion

1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How do 
NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information supports 
informed decision-making; the information is effective in providing early warning of potential problems; the information reflects the 
experiences of users & services; the information develops Directors’ understanding of the Trust & its performance
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Board of Directors (Public)

Freedom To Speak Up Guardian Report Q4 (January – 
March 2022)

Action Requested / Recommendation

The Trust Board is asked to read the report and discuss the content and recommendations.

Summary

This is the 4th quarter and end of year report to the board by the Freedom To Speak Up Guardian 
(FTSUG) which identifies trends, issues and progress report. A deputy Freedom To Speak Up has 
been appointed as maternity cover for a period of one year, starting mid April.

15 concerns were raised in the last quarter, mostly relating to behaviours and safe staffing.

Author; Ola Gbadebo-Saba, Deputy Freedom To Speak Up (FTSU) Guardian

Date; April 2022

Freedom To Speak Up Non-Executive Director Maureen Choong

Freedom To Speak Up Executive Lead Sue Steen

Freedom To Speak Up Guardian Christian Lippiatt

Deputy Freedom To Speak Up Guardian Ola Gbadebo-Saba

Deputy Freedom To Speak Up Guardian Natalie Hayward (Maternity Cover)

The FTSU Agenda is to;
• Protect patient safety and the quality of care
• Improve the experience of workers
• Promote learning and improvement

By ensuring that;
• Workers are supported in speaking up
• Barriers to speaking up are addressed
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• Encourage a positive culture of speaking up
• Ensure issues raised are used as opportunities for 

learning and improvement

Themes / Issues

We have seen a total of 15 concerns raised this quarter. 9 of these concerns relate to issues around behaviours, team 

culture/dynamics. Issues on behaviours were raised from different departments within the trust and not limited to a 

particular clinical area.  6 of these were from Maidstone Hospital while the other 3 were at Tunbridge Wells. The other 

6 concerns raised were on issues pertaining to safe staffing, Trust intranet, lack of support from managers and 

unavailability of healthy foods during out of hours. All staff who raised concerns on bullying and harassment reported 

they were suffering a heightened level of stress, anxiety and in some cases, they were already being seen by the well-

being psychologist in the Trust.

As part of the FTSU process, the theme on behaviours, team culture and dynamics have been raised to the 

Organisational Development team and it’s been reviewed on a wider scale with involvement of HR Business Partners.

2021/2022 Year Analysis

This year has been particularly challenging for colleagues and the Trust as whole as a result of the covid-19 pandemic, 

rollout of vaccine, staffing pressures and team culture/ behaviours/working relationships. In spite of these, there have 

been positive responses by the Trust to some of these highlighted challenges, including but not limited to a recruitment 

drive to support, wellbeing initiatives, creation and appointment of Organisational Development team, launching of 

Safe Space Champions and continuous promotion of the FTSU agenda.

In the last year, we had a total of 106 cases, an increase of 57 cases when compared to 2020/2021. Although we have 

had the highest number of recorded concerns in the past year, this can be seen as positive because it highlights to us 

more staff are aware of the service and accessing some level of support from the team. In addition, some concerns 

affecting wider teams are being shared in the Organisational Development commissioning meeting by Psychological 

OH team/ Staff Engagement team or by the Organisational Development team which was raised by some members of 

staff or managers seeking to support their staff. Some of these concerns are not necessarily raised to the FTSU team 

prior to the OD commissioning meeting but this suggests that more staff are feeling empowered to speak up, seek 

support, are assured that someone in the organisation is listening to them and most importantly, some steps are being 

taken to improve their work experience in the Trust.

Trends Comparison

The highest number of concerns raised through FTSU were on behaviours/dignity and respect which is similar to what 

was recorded in 2020/2021, however due to the increased number of contacts, there are more recorded cases on 

dignity and respect. Classified as other themes including reports on noise level due to construction, food offerings in 
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restaurants and out of hours, queries on visa renewals or useful contacts in the Trust. Please refer to Appendix A and 

B for visuals on year comparison.

NHS Staff Survey: Raising concerns

The National Survey results released in March highlights over the last 5 years as a Trust we closed the gap and now 

score above the national average for acute trusts in five out of the seven NHS People Promise themes and scoring the 

same for the other two. Although this reflects some of the positive initiatives in the last year to make MTW an enabling 

environment for staff, it also highlights that there is much more to be done in order to achieve our objective to be the 

best Acute Trust in the country.

Although there’s a general decline in some of the questions regarding raising concerns compared to the previous year, 

as a service, we continue to strive to promote the FSTU agenda, identify barriers and support staff who raise concerns.   

This national and local downturn may be linked to feelings of psychological safety as a direct impact of the pandemic.  

In relation to this we continue to work collaboratively with staff and teams across the Trust including, HR, 

Organisational Development, Psychological Occupational Health, Staff Engagement, Learning & Development and 

Wellbeing partners.  Issues affecting staff /wider teams will continue to be discussed in confidence at the wider OD 

meeting and most importantly to learn from the issues, resolve & improve staff experience and psychological safety.

FTSU Progress Report

In order to continue to promote the FTSU agenda while Ola is away on maternity leave, we have recruited a Deputy 

Freedom To Speak Up Guardian who joined the Trust mid-April. We have started working with the communication 

team to promote the new team member widely. During their first 3 months, the focus will be to introduce them to 

key contacts within the Trust including staff networks as well as working with learning and development and medical 

education to make them as visible as possible at physical/virtual events.  They will be able to access initial basic training 

from the National Guardians Office and will be linked in with other Guardians in the region for peer support.

We currently have thirty-one (31) fully trained Safe Space Champions (SSC) in different roles, departments and 

networks across the Trust. The role of the Safe Space Champion is to promote the FTSU agenda by listening to 

concerns, signpost & inform colleagues of support available in the Trust. FTSU Guardians and Equity, Diversity & 

Inclusion team have a six – eight weeks check in call with the SSCs as an opportunity to provide additional support and 

shared learning.  SSCs are encouraged to share thematic contacts with FTSUG for the purpose of data collection. 

Feedback from staff who have contacted SSC have been encouraging as they have mentioned a heightened level of 

stress before speaking to the SSC and a sense of appreciation, relief and calmness after speaking with them.

As part of the strategy to promote the role of Safe Space Champions, we have printed leaflets and posters across the 

Trust with pictures of some Safe Space Champions to encourage staff to reach out to them and appreciate that SSCs 

are colleagues within the Trust and may have some understanding of the issues they are experiencing. We have 

recorded a talking heads video with some of the SSCs sharing their experiences in the role since launch.
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The final module of the Freedom to Speak Up eLearning was launched on 12th April. This module is designed for leaders 

at all levels to help foster a speaking up culture in the organisation. The latest session - Follow Up – completes the 

package. Developed for senior leaders throughout healthcare - including executive and non-executive directors, lay 

members and governors – this module aims to promote a consistent and effective Freedom to Speak Up culture across 

the system which enables workers to speak up and be confident they will be listened to and that action will be taken.  

We will be working with the Learning and Development team to include the module on mtw-learning platform in the 

next few weeks. 
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Appendix A : Quarterly Trend

Appendix B : Trend Comparison
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Appendix C : Raising Concerns (NHS Staff Survey)

Source: NHS staff survey 2021
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Source: NHS staff survey 2021

Data Collection; Concerns Raised

2021/22 details

Quarter Month/Year MGH TWH Satellite 
Sites

Unknown No. of 
Contacts

Open 
Cases

Q1 April-June 
2021

9 4 0 4 17 0

Q2 July -
September 
2021

11 13 18 11 53 1

Q3 October – 
December 
2021

2 12 0 7 21 0

Q4 January – 
March 2022

7 5 0 3 15 3

Total 2021/2022 29 34 18 2 106 4

April - June 2021 July - 
September 
2021

October – 
December 
2021

January – 
March 2022

Staff Group Number Number Number Number
Nursing & midwifery 2 3 1 6
Medical 0 5 1 1
Unknown 4 9 5 1
AHP’s 1 12 9 3
Nursing Assistant 3 4 2 0
Administration, Clerical& 
Maintenance/Ancillary

7 20 3 4

Total 17 53 21 15
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April – June 
2021

July – 
September 
2021

Theme Number Number
Patient Safety 0 4
Bullying/ Harassment 8 21
Fraud 0 0
Health & Safety 0 4
Other 9 24
Total 17 53

October – 
December 
2021

January – 
March 2022

Theme Number
Patient Safety 1 0
Bullying/ Harassment 2 9
Fraud 0 0
Health & Safety 8 0
Staffing Pressure 3 2
Inappropriate behaviour 3 0
Lack of support 
(manager)

1 3

Trust Intranet 1 0
Space/ Quality of facility 1 0
Noise level 1 0
Unhealthy foods 0 1
Total 21 15                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  
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Trust Board meeting – April 2022 
 

 

Infection prevention and control board assurance framework Director of Infection 
Prevention and Control 

 

 
The infection prevention and control board assurance framework was submitted to the June 2020 
meeting. It was noted at the Trust Board meeting in November 2020 that an updated infection 
prevention and control board assurance framework would be submitted to December 2020 and 
monthly thereafter. The latest report is enclosed. 
 
 

Which Committees have reviewed the information prior to Board submission? 
N/A 
 

Reason for submission to the Board (decision, discussion, information, assurance etc.) 1 
Information, assurance and discussion 

 
 

                                                             
1 All information received by the Board should pass at least one of the tests from ‘The Intelligent Board’ & ‘Safe in the knowledge: How 
do NHS Trust Boards ensure safe care for their patients’: the information prompts relevant & constructive challenge; the information 
supports informed decision-making; the information is effective in providing early warning of potential problems; the information reflects 
the experiences of users & services; the information develops Directors’ understanding of the Trust & its performance 
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Infection prevention and control board assurance framework 
The IPC BAF is required to be updated and reviewed by the Trust Board on a regular basis during the Covid-19 pandemic  
Changes are highlighted in red in the document. 
For this reporting period the changes are marked in red in the main document and summarised here 
Section 1 

• Twice weekly LFT implemented for patient facing staff 
• Non-patient facing staff test if symptomatic 
• PCR testing no longer available on request for staff 
• Staff who are contacts of household cases return to work and take daily LFTs (national guidance states twice weekly) 
• Isolation (cohorting) of inpatients exposed to Covid for 10 days continues (national guidance is to isolate only if symptomatic). 10 days remains in place as 

30% of contacts develop infection between 7-10 days after exposure. 
Section 4 

• One birth partner allowed. Both parents can visit in neonatal unit. Covid testing using LFT in place to facilitate this 
• Limited visiting to covid positive patients possible using PAR hoods 

Section 5 
• Elective patients having general anaesthetic, C section and UGI endoscopy continue to have PCR tests 72 hours prior to admission 
• Pre-admission LFT being phased in for patients not having GA. Test for three days prior to and including day of procedure 
• All inpatient testing continues to be by PCR (National guidance is to test using LFT at day 3 & Day 5-7) 
• Seating in waiting areas now returning to pre-pandemic spacing following national guidance.  
• All patients and visitors are expected to wear face masks in waiting areas 
• Patients exposed to confirmed case are isolated and given information and duty of candour letter. (this is contrary to national guidance which advises that 

isolation is no longer necessary for asymptomatic contacts) 
Section 6 

• Return to work guidance also in place advising daily LFTs for 10 days, 
• Risk assessment for return to work in place and available on the intranet 
• Rapid tests no longer required for staff coming onto shift – LFTs used as alternative 
• All patient facing staff have access to LFT through the gov.uk website 

Section 8 
• All symptomatic staff have access to LFTs through the gov.uk website 
• All routine and diagnostic inpatient testing is by PCR  
• Patient LFT is used to facilitate step down of post covid patients  

Section 10 
• Staff who are contacts of Covid-19 return to work and take daily LFTs prior to shift (national guidance states twice weekly testing) 
• An exception exists for staff providing clinical care to CEV patients such as those working on the haematology ward 
• Risk assessment in place to determine if staff can attend their normal area of work or be redeployed 
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1. Systems to manage and monitor the prevention and control of infection. These systems use risk assessments and consider the susceptibility 
of service users and any risks their environment and other users may pose to them 

 
 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 
Systems and processes are in place to ensure that: 

• a respiratory season/winter plan is in place: 
o that includes point of care testing (POCT) 

methods for seasonal respiratory viruses to 
support patient triage/placement and safe 
management according to local needs, 
prevalence, and care services 
 

o to enable appropriate segregation of cases 
depending on the pathogen.  

 
 
 
 
 
 
 
 

 
o plan for and manage increasing case numbers 

where they occur.  
 

o a multidisciplinary team approach is adopted with 
hospital leadership, estates & facilities, IPC 
Teams and clinical staff to assess and plan for 
creation of adequate isolation rooms/units as part 
of the Trusts winter plan.  

 
• health and care settings continue to apply COVID-19 

secure workplace requirements as far as practicable, and 
that any workplace risk(s) are mitigated for everyone. 

 
 
 
 
 

 
 
• POCT in place for all admissions 
including Covid-19, Influenza A & B, 
RSV. Integrated with Pathology LIMS 
(Telepath). Also available for essential 
staff (following contact) and selected 
patients as required 
• Streaming in place for respiratory and 
non-respiratory pathways in ED with front 
door triage.  
• Isolation facilities and Covid cohort 
areas/wards in place. Red (Covid) ITU in 
place 
• Temperature checks in place at front 
door for obstetric patients and 
accompanying birth partner. Elective C 
section patients have Covid swab 48 
hours prior to admission. 
• Escalation plan in place. Plan in place to 
flex in-patient Covid capacity as required 
 
• Winter planning meetings held and 
attended by MDT 
 
 

 
• Covid precautions remain in place with 
universal mask wearing 
• Twice weekly LFT implemented for 
patient facing staff 
• Non-patient facing staff test if 
symptomatic 
• PCR testing no longer available on 
request for staff (from 9.4.22) 
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• Organisational /employers risk assessments in the 
context of managing seasonal respiratory infectious 
agents are:  

o based on the measures as prioritised in the 
hierarchy of controls. including evaluation of the 
ventilation in the area, operational capacity, and 
prevalence of infection/new variants of concern in 
the local area. 

o applied in order and include elimination; 
substitution, engineering, administration and 
PPE/RPE. 

o communicated to staff. 
 
 
 

• safe systems of working; including managing the risk 
associated with infectious agents through the completion 
of risk assessments have been approved through local 
governance procedures, for example Integrated Care 
Systems. 

 

 

• if the organisation has adopted practices that differ from 
those recommended/stated in the national guidance a 
risk assessment has been completed and it has been 
approved through local governance procedures, for 
example Integrated Care Systems. 

 
 
 

• Social distancing encouraged for staff 
• Meetings remain online wherever 
possible 
• Working from home facilitated 
• All changes in practice communicated 
through team brief, huddles and the daily 
Pulse publication 
• Workplace risks identified, risk assessed 
and action plans in place 
 

 
• Hierarchy of Controls risk assessment 
template in place and available on the 
Trust intranet 
• Risk assessment for the use of FFP3 
masks in place and available on the staff 
intranet. Updated for Omicron variant 
• All staff caring for Covid positive patients 
wear FFP3 masks 
• Communicated to staff via the Pulse and 
team briefs/huddles 
 
 
 
• Safe systems of working in place 
following national guidance 
• IPCT attend weekly system and regional 
IPC meetings 
• DIPC chairs K&M IPC leadership forum 
• All changes of guidance discussed at 
system and regional level and reviewed 
at IPCC 
 
• National guidance followed however local 
decisions made around delaying standing 
down some precautions due to local risk 
assessments – discussed at IPCC and 
ETM 
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• risk assessments are carried out in all areas by a 
competent person with the skills, knowledge, and 
experience to be able to recognise the hazards 
associated with respiratory infectious agents. 

 
• if an unacceptable risk of transmission remains following 

the risk assessment, the extended use of Respiratory 
Protective Equipment (RPE) for patient care in specific 
situations should be considered.  

• ensure that patients are not transferred unnecessarily 
between care areas unless, there is a change in their 
infectious status, clinical need, or availability of services. 
 
 
 
 
 
 

• the Trust Chief Executive, the Medical Director or the 
Chief Nurse has oversight of daily sitrep.in relation to 
COVID-19, other seasonal respiratory infections, and 
hospital onset cases 

• FFP3 masks worn by all staff caring for 
Covid positive patients – risk assessment 
in place 

 
• Staff who are contacts of household 
cases return to work and take daily LFTs 
(national guidance states twice weekly) 

 
• Isolation (cohorting) of inpatients 
exposed to Covid for 10 days continues 
(national guidance is to isolate only if 
symptomatic). 10 days remains in place 
as 30% of contacts develop infection 
between 7-10 days after exposure. 

 
• Risk assessments completed by ward 
managers in collaboration with IPCT 
 
 

 
• FFP3 masks in use for all staff caring for 
Covid positive patients 
 

 
• Work is ongoing to reduce the number of 
moves for patients to a maximum of 3 
unless discussed with manager on call. 
Moves have been necessitated to enable 
co-horting of infectious patients and 
maximum use of beds due to capacity 
pressures. 
• Patients with confirmed Covid infection 
cohorted in specified wards. Patients 
moved for escalation of care and de-
escalation from ICU care only.  
 
• Signed off by Head of ICC under 
delegated authority from CEO 
• Daily analysis shared with senior staff 
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• there are check and challenge opportunities by the 
executive/senior leadership teams of IPC practice in both 
clinical and non-clinical areas. 

• resources are in place to implement and measure 
adherence to good IPC practice. This must include all 
care areas and all staff (permanent, agency and external 
contractors). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• the application of IPC practices within this guidance is 
monitored, eg: 

o hand hygiene.  
o PPE donning and doffing training.  
o cleaning and decontamination.  
 
 

 

• Execs and senior managers visit clinical 
and non-clinical areas regularly 

 
 
• IPC audit plan in place and is included in 
the annual work plan. 
• Additional auditing undertaken for ward-
based periods of increased incidence of 
C. difficile and Meticillin sensitive 
Staphylococcus aureus. 
• All staff receive infection control training 
at induction which includes a section on 
Covid-19 
• National e-learning package level 1 and 2 
in place since November 20. Face to face 
training prior to this. 
• All clinical staff have annual infection 
prevention and control training (level 2) 
which includes Covid-19 
• Non-clinical staff have bi-annual training 
(level1) which includes Covid-19 
• Additional ad hoc training on ward during 
IPC visits 
• Junior doctors have induction training 
including Covid delivered by DIPC 
• IPC booklet available for bank and 
agency staff. 
• Contractors required to adhere to 
appropriate IPC measures including 
mask wearing 

 
• Hand hygiene audited as part of monthly 
ward and IPCT triangulation audits 
• PPE audits completed by the fit testing 
and PPE team 
• Cleaning and decontamination audited as 
part of the National Standards of 
Cleanliness audits using the My Audit 
platform 
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• the IPC Board Assurance Framework is reviewed, and 
evidence of assessments are made available and 
discussed at Trust board. 

 

 

 

 

• the Trust Board has oversight of ongoing outbreaks and 
action plans. 
 
 
 

 
 

• the Trust is not reliant on a particular mask type and 
ensure that a range of predominantly UK Make FFP3 
masks are available to users as required. 

• IPC Board Assurance Framework is 
updated by the DIPC and reviewed 
monthly at Trust Board. Evidence base is 
available as required 
• From July 2021, BAF to be reviewed by 
Board when new guidance is published 
or there is significant change to report   

 
• Outbreak meetings take place weekly. 
• Summary reports reviewed at IPCC and 
reported to Board through the Quality 
committee 
• Executive team receives the daily 
outbreak sitrep 
 
• A range of FFP3 masks are available to 
staff including UK made masks. Staff fit 
tested against a minimum of two masks. 
• Reusable masks and air powered 
respirators available for those who fail 
FIT testing 
 

2. Provide and maintain a clean and appropriate environment in managed premises that facilitates the prevention and control of infections  
 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 
Systems and processes are in place to ensure that: 

• the Trust has a plan in place for the implementation of 
the National Standards of Healthcare Cleanliness and 
this plan is monitored at board level. 

 
 
 
 

• the organisation has systems and processes in place to 
identify and communicate changes in the functionality of 
areas/rooms  
 
 

 
• Implementation plan completed and 

National standards in use across the 
Trust. 

• Implementation was monitored through 
the IPCC and reported to Board through 
Quality committee 
 

• Communications in place using 
Teletracking 

• IPCT liaise closely with operational and 
facilities teams 
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• cleaning standards and frequencies are monitored in 
clinical and non-clinical areas with actions in place to 
resolve issues in maintaining a clean environment. 
 
 
 
 
 
 

 
• increased frequency of cleaning should be incorporated 

into the environmental decontamination schedules for 
patient isolation rooms and cohort areas. 

• Where patients with respiratory infections are cared for : 
cleaning and decontamination are carried out with 
neutral detergent or a combined solution followed by a 
chlorine-based disinfectant, in the form of a solution at a 
minimum strength of 1,000ppm available chlorine as per 
national guidance. If an alternative disinfectant is used, 
the local infection prevention and control team (IPCT) are 
consulted on this to ensure that this is effective against 
enveloped viruses. 
 

• manufacturers’ guidance and recommended product 
‘contact time’ is followed for all cleaning/disinfectant 
solutions/products. 
 
 
 

• a minimum of twice daily cleaning of: 
o patient isolation rooms.  
o cohort areas.  
o Donning & doffing areas 

 
 

o ‘Frequently touched’ surfaces eg, door/toilet 
handles, patient call bells, over bed tables and 
bed rails.  

o where there may be higher environmental 
contamination rates, including:  

• Cleaning audits completed according to 
national standards. Action plans created 
as required. 

• All standards exceeded with >90% 
achieved in all areas (95% in high risk 
areas) 

• Bespoke MyAudit platform developed by 
collaboration between MTW and parent 
company. 
 

• Cleaning levels well established and 
implemented for all areas.  

• Covid areas have enhanced cleaning as 
routine 

• Diff X is cleaning/disinfecting agent used 
in the Trust. Confirmed as active against 
respiratory viruses and enveloped 
viruses including Covid 

• Decision made in collaboration with 
IPCT 
 
 

 
• Manufacturer’s guidance is followed in 

all areas 
• Instructions are displayed where needed 
• Environmental cleaning policy reflects 

manufacturers requirements 
 
• Increased frequency of cleaning 

complies with national guidance for 
isolation rooms, cohort areas and 
donning and doffing areas 
 

• Frequently touched surfaces cleaning in 
place since June 2020 

 
• Increased frequency in place 
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 toilets/commodes particularly if patients have 
diarrhoea. 

 
• A terminal/deep clean of inpatient rooms is carried out:  

o following resolutions of symptoms and removal of 
precautions. 

 
o when vacated following discharge or transfer (this 

includes removal and disposal/or laundering of all 
curtains and bed screens); 

 
 

o following an AGP if room vacated (clearance of 
infectious particles after an AGP is dependent on 
the ventilation and air change within the room). 
 

• reusable non-invasive care equipment is 
decontaminated: 

o between each use. 
o after blood and/or body fluid contamination 
o at regular predefined intervals as part of an 

equipment cleaning protocol 
o before inspection, servicing, or repair equipment. 

 
 
 
 

• Compliance with regular cleaning regimes is monitored 
including that of reusable patient care equipment. 
 
 
 
 
 

• As part of the Hierarchy of controls assessment: 
ventilation systems, particularly in, patient care areas 
(natural or mechanical) meet national recommendations 
for minimum air changes refer to country specific 
guidance.  
In patient Care Health Building Note 04-01: Adult in-
patient facilities.  

• Commode cleaning audited with 
triangulation audits in addition. Reported 
to IPCC 
 

• Level 3 clean plus UVC decontamination 
for areas/rooms stepped down from 
Covid to non-covid 

• Terminal clean of single rooms based on 
infectivity of patient. Information on 
levels of cleaning widely available. 

• Disposable curtains used throughout the 
Trust with criteria in place for 
replacement 

• Following AGP level 3 terminal clean 
plus UVC decontamination completed 
 

 
• Re-usable non-invasive care equipment 

decontaminated according to the Trust 
policy.  

• Pre-existing guidance remains in place 
for clinical areas 

• Disinfectant wipes used which are active 
against Covid-19. 

• DiffX used for commode cleaning 
 

• Commode cleaning audited with 
triangulation audits in addition. Reported 
to IPCC 

• Other cleaning of nursing equipment 
monitored daily by matrons as part of 
daily ward checks  
 

• Tunbridge Wells Hospital was 
constructed fourteen years ago and is 
designed with ventilation supply and 
extract systems in clinical, rest, dining 
and administration areas. The ventilation 
in this building is compliant with the NHS 
Health Technical Memoranda HTM 03-
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• the assessment is carried out in conjunction with 

organisational estates teams and or specialist advice 
from ventilation group and or the organisations, 
authorised engineer. 

• a systematic review of ventilation and risk assessment is 
undertaken to support location of patient care areas for 
respiratory pathways  

• where possible air is diluted by natural ventilation by 
opening windows and doors where appropriate  
 

• where a clinical space has very low air changes and it is 
not possible to increase dilution effectively, alternative 
technologies are considered with Estates/ventilation 
group. 
 

• when considering screens/partitions in reception/ waiting 
areas, consult with estates/facilities teams, to ensure that 
air flow is not affected, and cleaning schedules are in 
place. 

01. HTM 03-01 specifies a high standard 
of supply and extract ventilation design 
with single pass air supply and no 
recirculation of internal for infection 
control purposes. 

• Maidstone Hospital was constructed in 
1986. The building is a “Nucleus Design“ 
hospital constructed on design concept 
of natural ventilation rather than 
mechanical ventilation by the use of 
opening windows. Operating Theatres 
and pharmaceutical production areas all 
installed with HTM 03-01 ventilation 
systems. 
 

• Estates team work closely with IPCT on 
risk assessments for ventilation 

 
 

• Review has been undertaken. Risk not 
mitigated by ventilation controls in Covid 
areas 

• Windows in ward bays and side rooms to 
be opened for 15 minutes 3 times per 
day to improve ventilation 

• Additional ventilation brought into some 
areas. Hybrid model of partial 
recirculation with UVC cleaning of air 
implemented in ED RAP area and to be 
extended to other areas 

• Screen and partitions in widespread use. 
Cleaning in place 
 

 
 

 
3. Ensure appropriate antimicrobial use to optimise patient outcomes and to reduce the risk of adverse events and antimicrobial resistance  

 
Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and process are in place to ensure that:    
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• arrangements for antimicrobial stewardship are 
maintained  
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

• previous antimicrobial history is considered  
 

 
• the use of antimicrobials is managed and monitored: 

o to reduce inappropriate prescribing 
 
 
 

o to ensure patients with infections are treated 
promptly with correct antibiotic. 
 
 
 

• mandatory reporting requirements are adhered to, and 
boards continue to maintain oversight. 

 
 
 

• risk assessments and mitigations are in place to avoid 
unintended consequences from other pathogens.  

• Antimicrobial stewardship continues as 
for pre-Covid. 

• Antimicrobial stewardship group has 
continued to meet throughout. ASG 
reports to Drugs, Therapeutics and 
Medicines Management Committee 

• Antimicrobial report to IPCC 
• Ward pharmacists review prescribing 
• Prescribing of antibiotics is low 

compared with peer K&M organisations 
• Audits and reporting restarted and 

maintained in second wave 
• Ward based audits were suspended in 

March and April 2020 but reinstated for 
May 2020 and have continued  
 

• Training for new doctors has continued 
and includes advice on taking into 
account previous antibiotic history 

 
• Antimicrobial guidelines in place 
• Certain antibiotics controlled and can 

only be prescribed with permission of the 
microbiologist 

• Empirical guidance in place 
• Sepsis pathway in place 
• Guidelines for antibiotic treatment of 

Covid patients issued by ASG 
 

• Mandatory reporting of antimicrobial 
usage has continued. 

• IPCC and DTMMC report to Quality 
committee 

 
• Information on national increase of 

Aspergillus infection in Covid patients in 
the ITU setting has been shared with ITU 
clinicians 

• Antimicrobial resistance monitored  
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• Systems in place to screen for CRE/CPE 
and MRSA 

• ITU staff wear short sleeved gowns to 
ensure ‘bare below the elbows’ and hand 
hygiene can be maintained in Covid 
areas 

• Regular screening of ITU patients for 
potentially infectious organisms 

 
4. Provide suitable accurate information on infections to service users, their visitors and any person concerned with  providing further support or 

nursing/ medical care in a timely fashion.  
Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure that: 

• visits from patient’s relatives and/or carers (formal/informal) 
should be encouraged and supported whilst maintaining the 
safety and wellbeing of patients, staff and visitors 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• national guidance on visiting patients in a care setting is 

implemented. 
 

 
• Routine visiting re-started from 29 March 

21 and extended 17 May 21. One hour 
per patient each day  

• Additional visitors permitted only on 
compassionate grounds and to assist 
patients with specific needs. ITU has 
separate arrangements 

• One birth partner allowed. Both parents 
can visit in neonatal unit. Covid testing 
using LFT in place to facilitate this. 

• Outpatients have accompanying person 
only when required for care needs 

• Surgical mask provided to patients and 
visitors  

• Extended visiting for compassionate 
reasons e.g end of life 

• iPads available to assist patients in 
maintaining contact with loved ones 

• Regular review undertaken 
 
 

• Local decisions based on risk 
assessment. 
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• restrictive visiting may be considered appropriate during 
outbreaks within inpatient areas This is an organisational 
decision following a risk assessment.  

 
 
 
• there is clearly displayed, written information available to 

prompt patients’ visitors and staff to comply with handwashing, 
wearing of facemask/face covering and physical distancing. 

 
 
 
• if visitors are attending a care area with infectious patients, 

they should be made aware of any infection risks and offered 
appropriate PPE. This would routinely be an FRSM. 
 
 
 
 
 

• visitors with respiratory symptoms should not be permitted to 
enter a care area. However, if the visit is considered essential 
for compassionate (end of life) or other care reasons (eg, 
parent/child) a risk assessment may be undertaken, and 
mitigations put in place to support visiting wherever possible. 
 
 

• visitors are not present during AGPs on infectious patients 
unless they are considered essential following a risk 
assessment eg, carer/parent/guardian. 
 

• Implementation of the Supporting excellence in infection 
prevention and control behaviors Implementation Toolkit has 
been adopted C1116-supporting-excellence-in-ipc-behaviours-
imp-toolkit.pdf (england.nhs.uk) 

• Visiting not permitted on outbreak wards 
unless for compassionate/end of life 
reasons 

• Limited visiting to covid positive patients 
possible using PAR hoods 

 
• Posters prominently displayed in public 

areas 
• Graphics on trust Covid internet pages 
• Posters in wards to encourage patients 

to wear face masks 
 
• PPE guidance for visitors available – 

ward staff advise individual visitors. Non-
Covid infectious patients able to have 
visitors. 

• Covid patients do not have visitors 
except for compassionate/end of life 
reasons 
 

• Visitors asked about respiratory 
symptoms on arrival and turned away if 
they are symptomatic unless 
compassionate reasons etc. 
Arrangements for video call made as 
required 
 

• Visitors are not present during AGPs 
unless essential carers or for 
compassionate /end of life 

 
• Use of the toolkit has been considered 

and elements will be implemented as 
part of the IPC strategy 
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5. Ensure prompt identification of people who have or are at risk of developing an infection so that they receive timely and appropriate treatment 
to reduce the risk of transmitting infection to other people  

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure that: 
• signage is displayed prior to and on entry to all health and 

care settings instructing patients with respiratory symptoms 
to inform receiving reception staff, immediately on their 
arrival. 
 

• infection status of the patient is communicated to the 
receiving organization, department or transferring services, 
when a possible or confirmed seasonal respiratory infection 
needs to be transferred. 

 
 
• staff are aware of agreed template for screening questions 

to ask. 
 
 

• screening for COVID-19 is undertaken prior to attendance 
wherever possible to enable early recognition and to 
clinically assess patients prior to any patient attending a 
healthcare environment. 

 
 
 
 
 
 
 
 
• front door areas have appropriate triaging arrangements in 

place to cohort patients with possible or confirmed COVID-
19 or other respiratory infection symptoms and segregation 
of cases to minimise the risk of cross-infection as per 
national guidance. 

• triage is undertaken by clinical staff who are trained and 
competent in the clinical case definition and patient is 
allocated appropriate pathway as soon as possible.  

 
• Signage displayed at main entrance, 

oncology entrance and ED entrance. 
 
 

• Covid status and other diagnoses 
included on electronic discharge 
notification. 

• Also included in handover documents for 
ward to ward transfers and transfers to 
other care facilities  
 

• Standard triage template supported by 
EPR system (Sunrise) and printed 
version 

 
• Elective patients having general 

anaesthetic, C. section and UGI 
endoscopy continue to have PCR tests 
72 hours prior to admission 

• Pre-admission LFT being phased in for 
patients not having GA. Test for three 
days prior to and including day of 
procedure 

• Triage and screening by questioning for 
patients attending ED and out patient 
clinics.  

 
• Triage carried out by senior nursing staff. 
• Immediate allocation of patient to 

pathway 
• Obstetric triage in place with senior 

midwife. Labour ward has designated 
red and green beds 
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• there is evidence of compliance with routine patient testing 

protocols in line with trust approved hierarchies of control 
risk assessment and approved. 

 
 
 
 
 
 
 
• patients with suspected or confirmed respiratory infection 

are provided with a surgical facemask (Type II or Type IIR) 
to be worn in multi-bedded bays and communal areas if this 
can be tolerated. 
 
 

• patients with respiratory symptoms are assessed in a 
segregated area, ideally a single room, and away from 
other patients pending their test result.  
 
 
 
 
 
 

 
• patients with excessive cough and sputum production are 

prioritised for placement in single rooms whilst awaiting 
testing. 
 

• patients at risk of severe outcomes of respiratory infection 
receive protective IPC measures depending on their 
medical condition and treatment whilst receiving healthcare 
eg, priority for single room isolation and risk for their 
families and carers accompanying them for 
treatments/procedures must be considered. 

 
• where treatment is not urgent consider delaying this until 

resolution of symptoms providing this does not impact 
negatively on patient outcomes. 

• All patients wear face masks as long as 
tolerated 

• Patients tested on admission, day 3 and 
day 5-7. 

• All inpatient testing continues to be by 
PCR (National guidance is to test using 
LFT at day 3 & Day 5-7) 

• Weekly testing introduced February 
2022 in response to increasing 
nosocomial risk 
 

• All patients are provided with FRSM and 
encouraged to wear them where it can 
be tolerated.  

• All patients encouraged to wear masks 
when moving away from their bed space. 
 

• Patients with respiratory symptoms 
move through the ED respiratory 
pathway and are separated from other 
non-respiratory patients 

• Patients on this pathway have rapid 
Covid test. Where negative and Covid 
still suspected, a laboratory PCR test is 
also taken.  

• Patients isolated whilst awaiting results 
 

• Patients with respiratory symptoms are 
isolated pending results of tests 
 

 
• Criteria in place for admission to 

haematology ward to ensure only Covid 
negative patients are on the ward 

• Staff LFT monitored 
• CEV patients isolated in ED and on 

wards and prioritised for single rooms 
 

• In place. Clinical review determines risk 
vs benefit of proceeding with treatment 

15/32 112/129



15 | IPC board assurance framework 
Presented to Trust Board 28.04.2022       Dr Sara Mumford DIPC 

 
 
 

• face masks/coverings are worn by staff and patients in all 
health and care facilities.  
 
 
 
 
 
 
 
 
 

• where infectious respiratory patients are cared for physical 
distancing remains at 2 metres distance. 
 
 

• patients, visitors, and staff can maintain 1 metre or greater 
social & physical distancing in all patient care areas; ideally 
segregation should be with separate spaces, but there is 
potential to use screens, eg, to protect reception staff.  
 
 

• patients that test negative but display or go on to develop 
symptoms of COVID-19 are segregated and promptly re-
tested and contacts traced promptly. 

 
 
 
 
 
 
 
 
• isolation, testing and instigation of contact tracing is 

achieved for all patients with new-onset symptoms, until 
proven negative. 

 
 
 

in symptomatic or recently Covid positive 
patients 

 
• All patients asked to wear a face mask 

on entering ED. 
• All outpatients and visitors wear masks 

except for those carrying exemption 
certificates 

• Masks provided at front entrance if 
required 

• Information on Trust website to support 
• All staff wear masks unless in a Covid 

secure area 
 

• All beds at a minimum of 2m spacing 
• Cubicles in ED separated by solid walls 

 
• Seating in waiting areas now returning to 

pre-pandemic spacing following national 
guidance.  

• All patients and visitors are expected to 
wear face masks in waiting areas 

• Reception staff protected with screens 
 
• Suspected patients who test negative 

have medical review prior to step down 
to non-Covid ward. Those who continue 
to be suspected cases have repeat 
testing and remain in side room on Covid 
or quarantine ward 

• Any patients with new symptoms after 
admission are tested and isolated until 
the result is known 
 

• Patients who develop symptoms after 
admission are tested promptly and 
moved to side room on Covid ward. The 
rationale for testing is documented in the 
patient’s notes 
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• patients that attend for routine appointments who display 

symptoms of COVID-19 are managed appropriately.  

• Contact tracing carried out if patient tests 
positive. Business Intelligence 
programme in place to track contacts 

• Patients exposed to confirmed case are 
isolated and given information and duty 
of candour letter. (this is contrary to 
national guidance which advises that 
isolation is no longer necessary for 
asymptomatic contacts) Medically fit 
patients who are discharged to their own 
home continue to self-isolate at home.  

• Patients from residential care are 
swabbed prior to discharge and care 
facility informed of the result. IDT 
manage discharge to residential care.   

• All laboratory results submitted to PHE  
• Contacts are screened twice per week 

for 14 days 
 

• Patients with fever are reviewed by 
clinician to determine whether to 
continue with appointment or to go home 
to self-isolate and rebook 

• Patients for elective admission who are 
unwell on the day of admission despite a 
negative pre-admission Covid swab 
have a medical review to determine if 
their planned treatment can proceed. 
 

6. Systems to ensure that all care workers (including contractors and volunteers) are aware of and discharge their responsibilities in the process 
of preventing and controlling infection  

 
Key lines of enquiry Evidence  Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure that: 

• appropriate infection prevention education is provided for 
staff, patients, and visitors. 

 
 
 

 
• Patients and visitors are advised on 

basic infection control including hand 
hygiene and mask wearing.  

• All staff have access to IPC education 
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• training in IPC measures is provided to all staff, 
including: the correct use of PPE including an initial face 
fit test/and fit check each time when wearing a filtering 
face piece (FFP3) respirator and the correct technique 
for putting on and removing (donning/doffing) PPE 
safely. 

 
 
 
 
 
 
 
 
 
 
 

• all staff providing patient care and working within the 
clinical environment are trained in the selection and use 
of PPE appropriate for the clinical situation and on how 
to safely put it on and remove it; 
 
 
 

 
 
 

• adherence to national guidance on the use of PPE is 
regularly audited with actions in place to mitigate any 
identified risk. 

 
 
 
 
 
 
 
 
 
 
 

• Local induction for new staff. PPE 
officers provide training.  

• Dedicated FIT testing team. All results 
recorded and database maintained 

• Nurse in Charge of a shift ensures bank 
and agency staff aware of PPE 
expectations 

• PPE officers provide face to face training 
on wards.  

• IPC team provide training to staff 
• Mandatory IPC e-learning package 

includes Covid-19. National package in 
use 

• Donning and Doffing videos available on 
Trust intranet site. 
 

• PPE officers provide workplace training. 
• Donning and doffing stations provided on 

Covid wards 
• FIT testing available for all staff who 

require it and tested on a minimum of 
two masks 

• Signage and posters displayed in 
donning and doffing areas 
 

• PPE audits ongoing and reported to 
IPCC 

• Combined hand hygiene and PPE audit 
in place 

• Action plans for non-compliance 
• Local decision to use FFP3 masks for all 

direct patient care of Covid positive 
patients since late December 2020. 
Decision kept under review and stepped 
down to national guidance 14 April 21 in 
view of low numbers of patients and high 
uptake of vaccine amongst staff 

• New risk assessment in July 2021 using 
hierarchy of controls to allow staff  to 
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• gloves are worn when exposure to blood and/or other 
body fluids, non-intact skin or mucous membranes is 
anticipated or in line with SICP’s and TBP’s. 
 
 

• the use of hand air dryers should be avoided in all clinical 
areas. Hands should be dried with soft, absorbent, 
disposable paper towels from a dispenser which is 
located close to the sink but beyond the risk of splash 
contamination as per national guidance. 
 

• staff maintaining physical and social distancing of 1 
metre or greater wherever possible in the workplace  
 

 
• staff understand the requirements for uniform laundering 

where this is not provided for onsite. 
 
 
 
 
 
 
 
 
 
 
 
 

 

wear FFP3 masks when giving direct 
care to Covid positive patients   

• Provision made for staff with risk factors 
etc to continue to use FFP3. 

• Some clinical areas with long standing 
variations to the guidance to allow staff 
to wear FFP3 masks such as obstetric 
ultrasound, and these variations will 
continue 
 

• Green wards use Standard Infection 
Control Precautions plus masks – 
informal training on wards by IPCT and 
circulated through Pulse 

 
• Hand air dryers are not in use in the 

Trust 
• All hand wash basins are co-located with 

paper towel dispensers 
 
 
• Staff advised of social distancing rules 
• Reminders posted on intranet and in 

daily Pulse 
 

• Scrubs are worn on all Covid wards and 
several other wards and clinical areas. 

• Scrubs are laundered by the Trust 
laundry and staff are advised not to take 
them off-site 

• Staff launder their own uniforms. 
Guidance has been published through 
the daily bulletin and Covid intranet 
page. 

• All staff advised to travel to and from 
work in their own clothes and change on 
site 

• Staff changing and shower facilities 
provided on both sites 
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• all staff understand the symptoms of COVID-19 and take 
appropriate action if they or a member of their household 
display any of the symptoms (even if experiencing mild 
symptoms) in line with national guidance. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• to monitor compliance and reporting for asymptomatic 
staff testing 
 
 

• there is a rapid and continued response to ongoing 
surveillance of rates of infection transmission within the 
local population and for hospital/organisation onset 
cases (staff and patients/individuals). 
 
 

 
• positive cases identified after admission who fit the 

criteria for investigation should trigger a case 
investigation. Two or more positive cases linked in time 
and place trigger an outbreak investigation and are 
reported. 

• Guidance in place for staff regarding 
household infections and contacts.  

• Guidance regularly updated and 
cascaded to managers. Published in 
Pulse and on intranet Covid pages 

• Return to work guidance also in place 
advising daily LFTs for 10 days, 

• Risk assessment for return to work in 
place and available on the intranet 

• Staff sickness line available to report 
symptoms 

• Information on symptoms of Covid 
shared widely including posters, staff 
bulletin and intranet site 

• Staff testing available in drive through 
facility and on-site testing pods. On-line 
appointment system in place. Also 
available for family members and partner 
organisations 
 

• Rapid tests no longer required for staff 
coming onto shift – LFTs used as 
alternative 
 

• All patient facing staff have access to 
LFT through the gov.uk website 

• Compliance with testing and reporting by 
asymptomatic staff is monitored 

• Email reminders sent to staff who are 
late in submitting results 
 

• Surveillance by BI at system level with 
local data and shared with senior 
managers and discussed at daily 
strategic command meetings. 

• Nosocomial infections closely monitored 
• Daily outbreak sitrep widely available 
• Daily staff sickness rates reviewed at 

strategic command call daily 
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• IPCT monitor all Covid positive inpatient 
results 

• Outbreaks declared according to 
national guidance 

• All outbreaks are investigated and 
Serious Incidents declared. 

• Concise investigation and consistent 
Terms of reference developed –under 
review 

• Weekly outbreak meetings 
• Outbreaks no longer reported via 

national online platform 
 

7. Provide or secure adequate isolation facilities 
 

Key lines of enquiry Evidence  Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure: 

• that clear advice is provided, and monitoring is carried 
out of inpatients compliance with wearing face masks 
(particularly when moving around the ward or healthcare 
facility) providing it can be tolerated and is not 
detrimental to their (physical or mental) care needs. 
 

• separation in space and/or time is maintained between 
patients with and without suspected respiratory infection 
by appointment or clinic scheduling to reduce waiting 
times in reception areas and avoid mixing of infectious 
and non-infectious patients. 
 
 

• patients who are known or suspected to be positive with 
a respiratory pathogen including COVID-19 where their 
treatment cannot be deferred, their care is provided from 
services able to operate in a way which minimise the risk 
of spread of the virus to other patients/individuals. 

 
 

 
• All in-patients advised to wear face 

masks where this can be tolerated and 
especially when moving away from their 
bed space 
 
 

• Clinic schedules designed to have 
telephone appointments between face to 
face appointments to reduce the number 
of patients in the waiting room at any 
time 

• Seating is socially distanced 
• Patients advised to wear FRSM to 

reduce risk of infection 
 

• Clear pathways in place to segregate 
Covid positive patients and others with 
infectious respiratory pathogens 

• Theatre pathway in place for Covid 
positive patients 

 

• Audits not 
consistently in place 

 

 

• TWH is >90% single 
roomed hospital 

• No capacity to 
undertake additional 
audit 
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• patients are appropriately placed ie, infectious patients in 
isolation or cohorts. 

 
 
 
 

• ongoing regular assessments of physical distancing and 
bed spacing, considering potential increases in staff to 
patient ratios and equipment needs (dependent on 
clinical care requirements).  
 

• standard infection control precautions (SIPC’s) are used 
at point of care for patients who have been screened, 
triaged, and tested and have a negative result 
 
 

• the principles of SICPs and TBPs continued to be 
applied when caring for the deceased 

• Facilities in place for chemotherapy to be 
given to recovering Covid patients and 
ensure separation from other patients 

• Covid treatment pod set up to give 
community high risk patients approved 
treatments 

• Patients cared for in single rooms 
wherever possible or cohorted together 
depending on infecting organism 

 
• Ongoing reviews take place depending 

on demand for beds 
• Beds never less than 2m apart on wards 

 
 

• Standard infection control precautions 
used for all patients on the green (non-
Covid) pathway 
 

• Use of SICPs and transmission-based 
precautions (and when they should be 
used) detailed in the care of the Dying 
and Deceased policy 
 

8. Secure adequate access to laboratory support as appropriate  
 

Key lines of enquiry Evidence  Gaps in assurance Mitigating actions 
There are systems and processes in place to ensure:  
• testing is undertaken by competent and trained individuals.  

 
 
 
 

• patient testing for all respiratory viruses testing is 
undertaken promptly and in line with national guidance;  
 
 
 
 

 
• Testing undertaken by registered BMS 

staff with documented competencies 
• Method validated prior to diagnostic 

testing 
 
• In house testing turnaround time of less 

than 24 hours 
• Extended laboratory working hours to 

deliver service 
• All non-elective patients are tested on 

admission 
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• staff testing protocols are in place  
 
 
 
 
 
 
 
 
 

• there is regular monitoring and reporting of the testing 
turnaround times, with focus on the time taken from the 
patient to time result is available. 
 

• there is regular monitoring and reporting that identified 
cases have been tested and reported in line with the testing 
protocols (correctly recorded data). 
 
 
 
 
 
 
 
 

• screening for other potential infections takes place. 
 
 

• All positive patient results are phoned to 
ward by IPCN and provided to site team 
and ICC.  

• All results reported to PHE via Co-surv 
• All elective patients are tested 48-72 

hours prior to admission 
• Online booking for staff and elective 

patient testing. 
• POCT available in both EDs 
• 24/7 service for near patient testing 

across the Trust 
 

• All patient facing staff have access to 
LFT  

• PCR testing for staff has been stood 
down 

• All symptomatic staff have access to 
LFTs through the gov.uk website 

• Staff testing protocols available on the 
intranet and changes are published in 
the Pulse and cascaded to managers 
 

• Turnaround times closely monitored 
• Results usually available within 24 hours 

 
 

• All positive inpatients reported directly to 
IPC team and site practitioners via email 

• All staff positives reported to 
Occupational Health via email 

• All positives reported to consultant 
microbiologists and IPCT 

• Results directly authorised and available 
in real time 

• Internal quality control completed on 
every test run 
 

• MRSA, MSSA, GRE, and CPE screening 
continues as in pre-covid policies 
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• that all emergency patients are tested for COVID-19 and 

other respiratory infections as appropriate on admission. 
  

• that those inpatients who go on to develop symptoms of 
respiratory infection/COVID-19 after admission are retested 
at the point symptoms arise. 

 
• that all emergency admissions who test negative on 

admission are retested for COVID-19 on day 3 of 
admission, and again between 5-7 days post admission. 

 
 
 
 
 
 
 
 
 
 
• that sites with high nosocomial rates should consider testing 

COVID-19 negative patients daily. 
 
 
 
 
 
 
 
 
• that those being discharged to a care home are tested for 

COVID-19, 48 hours prior to discharge (unless they have 
tested positive within the previous 90 days), and result is 
communicated to receiving organisation prior to discharge. 

 
 
 
 

• All routine diagnostic microbiology 
continues including C difficile 
 

• Rapid POCT for other respiratory viruses 
available in ED for respiratory patients 

 
• Any inpatient who develops symptoms of 

Covid has a laboratory PCR test and 
clinical review 

 
• All patients who test negative on 

admission are re-tested in line with 
national guidance on day 3 and day 5-7 

• All routine and diagnostic inpatient 
testing is by PCR  

• Patient LFT is used to facilitate step 
down of post covid patients  

• Testing guidance is published in the 
daily Pulse and available on the intranet 

• Weekly testing for patients who stay for 
longer than a week implemented 
February 2022 
 

• Trust nosocomial rate is in line with 
national experience. 

• Daily swabbing has not been 
implemented although consideration to 
alternate day testing when nosocomial 
rate is high depending on lab capacity 

• Contacts of Covid patients are swabbed 
twice weekly for 14 days 
 

• All patients who have been negative 
throughout their inpatient stay are tested 
48 hours prior to discharge to a care 
home 

• Results are shared with the receiving 
care facility 
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• those patients being discharged to a care facility within their 

14-day isolation period are discharged to a designated care 
setting, where they should complete their remaining 
isolation as per national guidance  
 

• there is an assessment of the need for a negative PCR and 
3 days self-isolation before certain elective procedures on 
selected low risk patients who are fully vaccinated, 
asymptomatic, and not a contact of case 
suspected/confirmed case of COVID-19 within the last 10 
days. Instead, these patients can take a lateral flow test 
(LFT) on the day of the procedure as per national guidance. 

 

• Post-Covid patients are not tested 
further for 90 days unless they develop 
new symptoms 
 

• All patients within 14 days of initial 
diagnosis of Covid who require 
discharge to a care facility are 
discharged to a designated care setting 

 
• All surgical patients are assessed for the 

need to self-isolate prior to admission 
• Patients within 90 days of positive test 

are not retested unless they develop 
new symptoms 

• PCR testing well set up and working 
efficiently with good patient uptake 

 
9. Have and adhere to policies designed for the individual’s care and provider organisations that will help to prevent and control infections  

 
Key lines of enquiry Evidence  Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure that 
• the application of IPC practices are monitored and that 

resources are in place to implement and measure 
adherence to good IPC practice. This must include all care 
areas and all staff (permanent, agency and external 
contractors). 

• staff are supported in adhering to all IPC policies, including 
those for other alert organisms. 
 

• safe spaces for staff break areas/changing facilities are 
provided. 

 

 

 
• See section 1 page 3 

 
 
 
 

• All pre-covid policies remain in place 
where they don’t conflict with Covid 
policies 
 

• Break out areas available. 
• Staff canteen has socially distanced 

seating 
• Changing facilities and showers 

available on both sites 
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• robust policies and procedures are in place for the 
identification of and management of outbreaks of infection. 
This includes the documented recording of an outbreak. 
 
 

 

• all clinical waste and linen/laundry related to confirmed or 
suspected COVID-19 cases is handled, stored and 
managed in accordance with current national guidance.  
 
 
 
 
 

• PPE stock is appropriately stored and accessible to staff 
who require it. 

 

• Outbreak policy in place 
• Active management by infection control 

team 
• Lab results available in real time via 

emailed list 
• Outbreaks declared as Serious Incidents 
• Outbreak report to IPCC 

 
• All clinical waste related to possible, 

suspected or confirmed Covid-19 cases 
is disposed of in the Category B (orange) 
clinical waste stream.  

• New guidance for disposal of lateral flow 
tests and vaccination centres –current 
practice already in line with guidance 

• All linen from patients on amber and red 
pathways treated as infectious linen 
 

• PPE central stocks held on both main 
sites 

• Active management of stock levels by 
procurement to ensure safe levels of 
stock 

• Regular (twice daily) deliveries of PPE to 
clinical areas during times of high usage. 

• Central email address for PPE orders. 
• Reusable masks distributed to named 

staff as required following FIT testing 
 

10. Have a system in place to manage the occupational health needs and obligations of staff in relation to infection  
 

Key lines of enquiry Evidence Gaps in assurance Mitigating actions 

Systems and processes are in place to ensure that: 
• staff seek advice when required from their 

IPCT/occupational health department/GP or employer as 
per their local policy. 
 
 

 

• Guidance for staff is available on the 
Trust Intranet, daily Pulse, through team 
brief and daily huddles 
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• bank, agency, and locum staff follow the same deployment 
advice as permanent staff. 
 

• staff who are fully vaccinated against COVID-19 and are a 
close contact of a case of COVID-19 are enabled to return 
to work without the need to self-isolate (see Staff isolation: 
approach following updated government guidance) 

 
 
 
 
 

 
 

• staff understand and are adequately trained in safe systems 
of working, including donning, and doffing of PPE. 

 
 
 

• a fit testing programme is in place for those who may need 
to wear respiratory protection. 

 
 
 
 
 
 
 

• where there has been a breach in infection control 
procedures staff are reviewed by occupational health. Who 
will: 
o lead on the implementation of systems to monitor for 

illness and absence. 
 
 
 

• Staff guided towards staff absence line, 
occupational health and managers for 
advice 

• IPCT available for advice to managers 
 

• Advice applies equally to permanent, 
bank and agency staff 

 
• Staff who are contacts of Covid-19 return 

to work and take daily LFTs prior to shift 
(national guidance states twice weekly 
testing) 

•  An exception exists for staff providing 
clinical care to CEV patients such as 
those working on the haematology ward 

• Risk assessment in place to determine if 
staff can attend their normal area of work 
or be redeployed 
 

• Staff are trained in safe systems of 
working including the use of PPE 

• Regular updates provided through daily 
huddles, the Pulse, staff intranet, etc 
 

• The fit testing team is part of the IPCT 
• All clinical staff required to be fit tested 

annually 
• Ongoing programme in place 
• Urgent fit testing can be facilitated if 

required 
• New staff fit tested during induction 

 
 
 
 

• System in place to monitor staff illness 
and absence 

• Dedicated staff absence reporting phone 
line 
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https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/08/C1381-Updated-guidance-on-NHS-staff-and-student-self-isolation-return-to-work-following-COVID-contact.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/08/C1381-Updated-guidance-on-NHS-staff-and-student-self-isolation-return-to-work-following-COVID-contact.pdf
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o facilitate access of staff to antiviral treatment where 
necessary and implement a vaccination programme for 
the healthcare workforce 

 
 
 
 
 

o lead on the implementation of systems to monitor staff 
illness, absence and vaccination against seasonal 
influenza and COVID-19 

 
 

o encourage staff vaccine uptake. 
 

 
 
 
 
 

• staff who have had and recovered from or have received 
vaccination for a specific respiratory pathogen continue to 
follow the infection control precautions, including PPE, as 
outlined in national guidance.  

 
 

• a risk assessment is carried for health and social care staff 
including pregnant and specific ethnic minority groups who 
may be at high risk of complications from respiratory 
infections such as influenza and severe illness from COVID-
19.  
o A discussion is had with employees who are in the at-

risk groups, including those who are pregnant and 
specific ethnic minority groups;  

o that advice is available to all health and social care 
staff, including specific advice to those at risk from 
complications.  

 
o Bank, agency, and locum staff who fall into these 

categories should follow the same deployment advice 
as permanent staff. 

• Occupational health work closely with 
IPCT and microbiologists to facilitate 
treatment as necessary for non-covid 
infections. 

• Covid testing directorate manages 
vaccination programme for Covid 
 
 

• Monitoring systems in place. 
• Occupational health work closely with 

HR, Covid testing directorate and IPCT 
 

• Staff uptake of vaccine encouraged. 
• Current data: 

o Covid One dose    97.14% 
o Covid Two doses  95.36% 
o Covid Booster       92.44% 
o Influenza     69.85% 

 
• Clear guidance given to staff to ensure 

infection control precautions followed by 
staff who have been vaccinated and/or 
recovered from Covid. 

• National guidance followed 
 

• Risk assessments carried out for all staff 
in at risk categories including pregnant 
women. 

 
 

• Risk assessments completed through 
discussion between staff and line 
managers 

• Advice is widely available through the 
Trust intranet pages 

•  Updates shared through intranet, Pulse, 
team brief and staff huddles 

• Bank, agency and locum staff follow the 
same advice 
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o A risk assessment is required for health and social care 
staff at high risk of complications, including pregnant 
staff. 

• vaccination and testing policies are in place as advised by 
occupational health/public health. 
 
 

• staff required to wear FFP3 reusable respirators undergo 
training that is compliant with HSE guidance and a record of 
this training is maintained and held centrally/ESR records. 
 
 
 
 
 
 
 

• staff who carry out fit test training are trained and 
competent to do so. 

 
 

• all staff required to wear an FFP3 respirator have been fit 
tested for the model being used and this should be 
repeated each time a different model is used. 
 
 

• all staff required to wear an FFP3 respirator should be fit 
tested to use at least two different masks 
 
 

• a record of the fit test and result is given to and kept by the 
trainee and centrally within the organisation. 
 
 
 
 

• those who fail a fit test, there is a record given to and held 
by employee and centrally within the organisation of 
repeated testing on alternative respirators and hoods. 

 
 

• Risk assessments completed as 
required. 
 

• Vaccination and testing advice and 
protocols in place. Multi-disciplinary 
approach to decision making 

 
• FIT testing in place including training on 

fit, maintenance and cleaning. 
• Powered air respirators available for staff 

who fail all fit testing 
• Individual use reusable respirator masks 

available 
• FIT testing register held on central 

database 
 

• Dedicated Fit testing team in place and 
fully trained 

• Line managed by Deputy DIPC/ Nurse 
consultant in IPC 
 

• All staff required to wear a FFP 
respirator are fit tested 

• Fit testing on new models available as 
required 

 
• All staff required to wear a FFP3 

respirator are tested on at least two 
different masks 

 
• A database of fit testing outcomes is 

maintained 
• Staff are provided with information 

identifying the type of mask to be worn 
 

• As above 
• Re-usable masks and hoods are 

available for staff who fail FIT testing 
with disposable masks 
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• that where fit testing fails, suitable alternative equipment is 
provided. Reusable respirators can be used by individuals if 
they comply with HSE recommendations and should be 
decontaminated and maintained according to the 
manufacturer’s instructions. 
 
 

• members of staff who fail to be adequately fit tested a 
discussion should be had, regarding re deployment 
opportunities and options commensurate with the staff 
members skills and experience and in line with nationally 
agreed algorithm. 
 
 

• a documented record of this discussion should be available 
for the staff member and held centrally within the 
organisation, as part of employment record including 
Occupational health. 
 

• boards have a system in place that demonstrates how, 
regarding fit testing, the organisation maintains staff safety 
and provides safe care across all care settings. This system 
should include a centrally held record of results which is 
regularly reviewed by the board. 
 
 
 

• consistency in staff allocation should be maintained, 
reducing movement of staff and the crossover of care 
pathways between planned/elective care pathways and 
urgent/emergency care pathways as per national guidance. 
 
 
 
 
 
 

• Records are kept and stored 
electronically 
 

• Re-usable masks and hoods are 
available for staff who fail fit testing with 
disposable masks 

• Training is given in care and 
decontamination of the re-usable mask 
or hood.  
 

• If all respirator options are unsuitable 
staff work from home wherever possible 

• Manager works with HR to identify re-
deployment opportunities 

• New opportunities to work with 
vaccination teams available 
 

• Discussions are documented and 
records stored electronically 

 
 

• database of all staff maintained and 
includes record of all FIT testing 

• Any staff not tested and required to wear 
FFP3 provided with FIT testing prior to 
shift 

• All areas have access to powered air 
respirators 
 

• Clear principles established in the 
development of elective pathways 

• Green pathway for elective care in place 
• Theatre SOP and pathways in place to 

enable treatment of Covid positive 
patients if required in an emergency 

• Staff do not move from amber/red 
patients to green patients in the same 
shift 

 

30/32 127/129
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• health and care settings are COVID-19 secure workplaces 
as far as practical, that is, that any workplace risk(s) are 
mitigated maximally for everyone. 
 
 
 
 
 
 
 
 
 
 
 
 

• staff absence and well-being are monitored and staff who 
are self-isolating are supported and able to access testing. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

• All non-clinical areas assessed for Covid 
security. 

• Maximum occupancy identified on 
signage 

• Disinfectant wipes available to staff in 
non-clinical areas to clean workstations 

• Homeworking support package including 
training and IT kit in place for staff who 
now work at home 

• Space committee established to 
maximise use of space and provide 
secure on-site workplaces with social 
distancing 
 

• Staff welfare programme in place 
including free food, breakout areas, 
psychological support/ first aiders. 

• Staff sickness phone line in use and 
covered daily, providing advice and 
information on sickness, swabbing and 
other COVID sickness questions. 

• Ongoing work to proactively review 
staffing absence and ensure that ward 
shifts are effectively covered, supporting 
safe staffing.  

• ICC reports staff sickness 
• Occupational health support staff who 

are self-isolating and shielding. 
• Managers support staff working from 

home. Home working toolkit published 
• All staff able to access testing via on-line 

booking system 
• Symptomatic staff can access testing 

same day 
• Twice weekly LFT required 
• Trust-wide Pulse survey results reviewed 

at executive and divisional level. 
Learning identified 

• Staff vaccination available as required. 
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• staff who test positive have adequate information and 

support to aid their recovery and return to work. 

• Occupational health support Covid-
positive staff and advise on return to 
work and re-testing 

• Psychological support available 
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